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EXECUTIVE SUMMARY
In June 2014 the Ministry of Health provided one-off funding to DHBs to :


Provide Youth One Stop Shops (YOSS) with funding to deliver integrated community
alcohol and other drug (AoD) services for youth in areas where there has been an
identified need. Services will focus on reducing and/or early intervention in youth
AoD use.



Better integrate YOSS with the wider health sector. This funding should support the
development of the YOSS model and facilitate integration with the wider health
sector.

After several meetings of a Service Level Group led by the Canterbury District Health Board
(CDHB) it was decided to use the money to improve AoD service provision and integration.
The YOSS contracted The Collaborative Trust to investigate ways in which AoD services for
young people could be better integrated and more responsive to young people with AoD
issues. Outputs would be:
 an increase in the number of AoD treatment guidelines for health professionals on
CCN’s “Health Pathways”,
 up to date/evidence based information on “Health Info” and other appropriate
websites
 learning opportunities/workshops provided
The project group undertook to:
1. Carry out a literature search and review
2. Produce a stock take of current AoD services in Canterbury
3. Undertake interviews with AoD service providers
4. Undertake interviews with other service providers and potential referrers
5. Undertake interviews with young people who have received services
6. Complete a report integrating the findings to formulate a pathway for better
integration and improvement of services
This report has used the age range 12-24 years to describe young people, to conform to the
definition used by the Ministry of Youth Development (MYD, 2002). However an emphasis
throughout the report has been on the importance of working with developmental stage
rather than chronological age to be more effective when working with young people.
(White & Swartzwelder 2004; Chambers, Taylor & Potenza 2003)
The literature review was conducted in two parts the first focusing on young people 18
years of age and under and the second on those between 18 and 25 years of age. Many of
the studies reviewed were often poorly designed and the heterogeneity of programmes
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and lack of long term measurement of outcome made it difficult to obtain evidence of
effectiveness.
Despite these limitations some general conclusions from a range of systematic literature
reviews are able to be drawn. In summary prevention programmes which provide family
and community based approaches that focus on developing general skills of parenting,
social interactions, and coping skills rather than a specific focus building knowledge about
the risks and benefits of using particular substances, are most effective. Early intervention
which has an emphasis on wrap around support targeting key individual life skills within a
strong whānau and community environment is recommended. There is potential for online
and computer based programmes being effective but more research is needed. The
evidence for effectiveness of treatment is poor but what there is indicates that some
treatment intervention is more successful than no treatment at all. Treatment in recent
times has had an increased focus on providing treatment services that are focused on
catering to the whole person and all of their co-existing issues, including mental illness. This
focus on co-existing problems (CEP) needs more research to show effectiveness.
The literature review into the most effective ways to prevent, intervene early and treat
youth (18-25 year olds) with AoD issues revealed that the use of screening and brief
intervention such as motivational interviewing by health practitioners was effective.
However, the literature suggests that for sustainable change communities need to change
attitudes, have shared goals and have empowerment orientated leadership, to bring about
change in AoD use by young people.
Treatment interventions were clearly stated in a position statement by the National
Committee on Addiction treatment (NCAT, 2009)







Interventions need to involve the young person’s family and peers.
Interventions work when they are engaging and underscore the young person’s
values
Services work best when they help young people reintegrate into society.
Residential facilities must be available for those without a supportive family
environment.
Programmes must be culturally appropriate to engage Maori and Pacific youth.
Alcohol and drug programmes work when the young person is engaged with a range
of services.

Future research needs to focus on what kind of social media messages are most effective,
comparing the effectiveness of face-to-face with screen-based interventions, the
effectiveness of physical and mindfulness activities for young people, and the way in which
person centred skills can be improved to make treatment and early intervention more
effective, in this age group.
The stocktake of services provided in Canterbury aimed to be as exhaustive as possible but
does not claim to be complete. The list of services was compiled from a variety of sources
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including the Youthline, Alcohol and Drug Helpline Directories, the Werry Centre stock take
and the CDHB health info website.
The interviews with providers and referral services revealed some key themes. The
participants shared their ideas for best practice, which included a strong emphasis on the
development of trusting relationships in which confidentiality was ensured. They wanted
time to be able to develop relationships and were very much in favour of longer term
interventions rather than brief ones. A second point from the theme of Relationships was
that participants perceived that young people prefer a strong relationship with one
provider rather than having too many people involved.
Connections were many and varied between service referrers and providers in Canterbury.
The propensity was definitely to connect with others who were close in proximity.
However, collaboration between services that were more widespread was less obvious. The
most frequent collaboration happened between providers who worked in the same
institution, as a team, or who shared a facility on the same site. Wider collaboration or
networking between professions such as counsellors, social workers or school nurses did
not seem to be frequent in Canterbury. One participant called for greater integration of
services amongst professionals in Canterbury, and not just in AoD services, which may
mean a sharing of models and philosophies.
Most of the referrers and providers interviewed demonstrated some understanding of the
particular developmental needs of young people. This developmental awareness was
further illustrated in the concerns that many of the interviewees showed about the
difficulties around access to services for young people. Long waiting times, complicated
processes that necessitated a wait for help, and difficulties in travelling to services were
seen as barriers for young people whose developmental stage meant they valued
immediacy of support. Referrers, in particular, see a need for quick, easy access to services
for young people with AoD issues and they believe that is not happening frequently enough
in Canterbury. One stop shop type services and mobile services to schools were suggested
as possible solutions.
There is a gap in terms of residential treatment programmes for young people aged 10-16
years according to the participants in this study. This was a serious concern that was
particularly highlighted by providers and was something they would like to see addressed in
the Canterbury area.
The participants recognised the wider contextual issues that existed for many young people
with AoD issues. There was a recommendation that an understanding of co-existing mental
health concerns is often necessary, rather than a sole focus on AoD use as the treatment
issue.
Family dynamics and the ongoing impacts of post-earthquake Canterbury played a part in
some young people’s AoD struggles. Further work supporting parents with an emphasis on
early prevention rather than reaction was suggested by some providers. Further lived
5

AOD Service Provision and Integration
experiences from young people who have struggled with alcohol and drug issues would add
a valuable contribution to the information shared by these participants.
Opportunities for service improvement were described including:
Early prevention through home visiting programmes of vulnerable families such as Family
Help Trust and Early Start being linked more proactively with AoD services. A formal link
would be beneficial to assist parents with SUD who have children.
Prevention programmes in schools could be improved by schools in one area to work
together to make the best use of their community links. For example CAYAD could work
with year 7-8 and 9-13 schools based in the South-East to link a programme like DARE for
the students to parenting programmes run in the community for parents of young people in
those schools. In turn they might be linked with sports clubs and performance events in the
same area. This linking could happen in other areas of the city. If this were done on a
geographical basis it would co-ordinate well with the natural tendency of providers to refer
to those in their proximity.
Programmes such as Health promoting Schools, DARE, and Positive Behaviours for Learning
(PB4L) seem to be promising programmes based on evidence and if further study
demonstrates effectiveness should be scaled up.
Prevention in young adults has been shown to be most effective at the community level,
including policies around limiting supply of AoD, including the number of outlets available,
decreasing the demand by limiting advertising, and limiting the harm.
Evidence for effective early intervention is limited, especially in younger teens. High risk
times have been shown to be when young people move out of home into flats or student
lodgings, or lose a job or a relationship. Screening that is aware of these times and is
followed up by a motivational intervention would be best practice. A review of the training
requirements of school counsellors, pastoral Deans, GPs, nurses and youth workers needs
to be carried out to make best use of the current workforce.
Improving treatment services by making them strengths based and involving young people
in setting their own goals has been found to be important and this would apply to
outpatient and residential treatment.
Integration
Integration is a process not an event which requires change in attitude, policy, adequate
training, support, co-ordination, collaboration and financial investment.
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Figure 1: Models of Collaboration - from Collins 2010
1.Minimal

2. Basic at
a Distance

3. Basic Close
Proximity

4. Close partly
Integrated

5. Close Fully
Integrated

COLLABORATION
(Collins 2010)
The lessons learnt in a study carried out by the Ministry of Health (MOH) included:
 at the heart of all attempts to work together are good relationships,
 the importance of involving NGOs,
 increased cost for the patient must not be ignored,
 primary care practitioners have very little discretionary time and need support
 contracts for specialists may also need review. (MOH 2011)
There are some good examples of a variety of levels of integration happening in Canterbury
and these could be created in more areas.
Recommendations
1) A Pathway has been suggested for assessment and referral.
2) Liaison Between Referrers and Providers
More workshops/fora/hui/fono that help people and professionals in the community know
what services exist, they know the people they are referring to and create relationships
between referrers and providers.
3) More Support For Parents of Young People From 12-25
This would come under the heading of more efforts in primary prevention by supporting
the skills of parents of young people. This would be even more important for parents of
young people at Intermediate school.
4) Developmentally and Culturally Appropriate Service Provision For 12-25 Year Olds
Currently 18-25 year olds with substance use issues are seen as adults in most services.
Waipuna Trust and the 298 YOSS are the only services that extend their developmental
approach to 25 years. Many young people especially males, find current service provision
across all levels of service inappropriate. The activation of the frontal lobe connection starts
later in males than females and is also delayed by AoD use. Providing increased training to
adult service providers in the capacity to provide part of their service in a more
developmentally appropriate way may improve access to services. It is vital that not only
youth culture is taken into account when providing AoD services but also ethnic culture.
The most essential ingredient to accessibility and therefore effectiveness is cultural
appropriateness.
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5) Specific Training in Developmentally and Culturally Appropriate Aod Service Provision
For Primary Care Practitioners
Training in screening and brief interventions for working with older young people would
have good outcomes according to the literature, including knowledge of the times of higher
risk for developing problems. This should include GPs, Practice nurses, School nurses and
Public Health Nurses. School counsellors would also benefit from specific training in
screening and brief intervention
6) Closer Integration
a) Firstly closer integration should involve primary care practitioners in Schools, General
Practice and NGOs:
 shared IT
 more regular meetings over shared clients
 increased specialist back up availability across Youth AoD and Mental Illness
provision.
This should be done in a planned proactive way to remove the reactive linkages that are
occurring currently. The CYHMS model is a good start and should be evaluated with a view
for improvement and potential expansion. This should cover residential in addition to
primary services and across mental illness and AoD misuse. This could then be built on to
improve integration across primary and community services with specialist, hospital
services in both AoD dependence and mental illness. This should focus on working together
with regular meetings, and working in each other’s services not just facilitating ease of
referral.
b) A second opportunity for increased integration lies in primary prevention with improved
liaison and consultation between community, schools and primary care. CAYAD could be
encouraged to liaise and co-ordinate with current NGOs providing skills based interventions
such as DARE, Triple P and other parenting programmes and the school curriculum
providers.
c) A third opportunity for more vertical integration would be in the 298 YOSS model in
which CYMHS staff work out of the YOSS in a more integrated way, CADS staff could join
the team in a similar way, as could a specialist mental health practitioner.
d) A fourth opportunity for integration would be to incorporate more social support
including education, employment and housing with AoD treatment and primary care
services so that they support youth development. This might take the form of a community
support worker providing assistance with transport provided across systems, or combine
offices in a youth friendly environment.
7) Adolescents 15-24 years Need Long Term Intervention
Brief intervention is not effective for younger adolescents who are particularly vulnerable
to poor outcomes because of prior trauma in their lives and need longer term intervention.
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Opportunities for longer term support and intervention that follows developmental
challenges need to be made available.
8) Treatment for Parents With Small Children
Being aware of the needs of the children of parents in treatment is important. In addition
for parents of young children it is important that they can access treatment and stay with
their children.
9) IT Interventions
Consider using more online support services and brief interventions that already exist and
been evaluated as effective
10) Overlapping and Transition Services
Improve the way young people are transitioned both in and out of services. This needs to
include proactive forward planning with all involved in the transition including the young
person.
11) Further Research
Undertake more research to focus on the experiences of young people who are seeking
AoD treatment. Interview GPs and Practice nurses to understand how they work across
cultural boundaries of age and ethnicity in the provision of AoD screening and brief
intervention and referral.
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2

INTRODUCTION, BACKGROUND AND OVERVIEW

2.1
INTRODUCTION
In June 2014 the Ministry of Health provided one-off funding to DHBs to :


Provide Youth One Stop Shops (YOSS) with funding to deliver integrated community
alcohol and other drug (AoD) services for youth in areas where there has been an
identified need. Services will focus on reducing and/or early intervention in youth
AoD use.



Better integrate YOSS with the wider health sector. This funding should support the
development of the YOSS model and facilitate integration with the wider health
sector.

This funding was to be provided through a Service Level Alliance (SLA).
In August 2014 a meeting was called bringing together some of the youth service AoD
providers including the 298 Youth One Stop Shop (YOSS) in Christchurch. Many suggestions
were put forward but were not considered viable as part of service provision because of the
one off nature of the funding.
After several more meetings it was decided to use the money to improve AoD service
provision and integration. The YOSS contracted The Collaborative Trust to investigate ways
in which AoD services for young people could be better integrated and more responsive to
young people with AoD issues. Outputs would be:
 an increase in the number of AoD treatment guidelines for health professionals on
CCN’s “Health Pathways”,
 up to date/evidence based information on “Health Info” and other appropriate
websites
 learning opportunities/workshops provided
To achieve the above objectives the Collaborative Trust formed a project group at the
request of the Korowai Youth Well-Being Trust which runs the 298 Youth One Stop Shop.
The project group undertook to:
1) Carry out a literature search and review to gain information on best practice using a
developmental approach for prevention, early intervention, and treatment for AOD
service provision in primary and secondary care in the following developmental
stages:




early adolescence = puberty/intermediate 10-14 years
middle adolescence – high school 14-18 years
late adolescence - left school/tertiary student/work 19-24 years
10
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2) Produce a stock take of current AoD services in Canterbury
3) Undertake interviews with AoD service providers to investigate their views on the
developmental appropriateness of their service and how they work together with
other services.
4) Undertake interviews with school counsellors, alternative education staff and school
nurses to find out their views on ease of access to AoD services for the students
they see
5) Undertake interviews with young people who have received services from AoD
providers
6) Complete a report integrating the findings to formulate a pathway for better
integration of services and a plan for improving the developmental appropriateness
if needed.
The DHB agreed with the Christchurch PHO to contract with The Collaborative Trust to
complete this piece of work. The letter of agreement was received at the end of March
2015.
2.2

BACKGROUND

2.2.1 Definitions and Development
The World Health Organisation (WHO) defines adolescence as including 10-19 year olds;
youth as between 15-24 years and young people from 10-24 years. The United Nations
Declaration on the Rights of the Child says that childhood ends at 18 years. Other
organizations have other age breakdowns. In New Zealand the Ministry of Youth
Development uses 12-24 years as their definition for young people, the Child Youth and
Family division of the Ministry of Social Development declares that people 0-14 years are
defined as children who cannot be left on their own at home, 14-16 year olds as
adolescents and 17 years onwards as adults. The Ministry of Justice (MOJ) has similar
demarcations. The Ministry of Health (MOH) leaves the way services are provided up to
each DHB. Some hospitals allow paediatric wards to see children up to 18 years while
others are required to transfer to adult services at 15 years of age. Subsidy for GPs was up
to six years of age, it has recently been extended to 13 years.
However this time of life is defined, by chronological age or legal act, it is probably better
defined by physiological developmental stage in terms of more effective service delivery.
Adolescence then, in terms of development, could be said to begin with puberty and end
with the end of brain development. During this period of life many changes are occurring to
prepare the child for adult life. There are changes in physical size, the capacity to
11
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reproduce, and parallel changes in the brain. MRI scans of the brain indicate that many of
the changes start to occur as puberty is coming to an end.

Figure 2: MRI Scans showing changes in the Developing Brain From Gotgay etc
figure 3

Figure 3 from Gogtay, Giedd, Lusk, et al. (2004). See more
http://www.kidshealth.org.nz/adolescent-brain-development#sthash.oMyld1Xr.dpuf

at:

Many changes occur in the brain: grey matter decreases, connections between the
amygdala, hippocampus, and prefrontal cortex increase, dopamine receptors are
rearranged and oxytocin and other reproductive hormones increase. This allows for
development of fine judgement, control of emotions and reaction to stress, risk taking
ability, abstract and future thinking and the complexity of thought to increase. The young
person’s ability to control emotion, delay gratification and to increase empathy also
develop (Hiller-Sturmhöfel & Swartzwelder, 2004).
This development increases the capacity of young people to undertake the roles of
adulthood. It is important that these developments are encouraged and facilitated by
interactions with other adults whether they be parents, whānau or professionals. This
development can be enhanced or impeded by a number of factors. Of concern among
many is the detrimental impact that use and misuse of alcohol and other substances during
12
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these developing years can have on their immediate and long-term development (White &
Swartzwelder, 2004; Chambers, Taylor & Potenza, 2003).

2.2.2 Alcohol and other Drug Use and Alcohol Use Disorders (AUD)
Figure 2 The peak age for the use of alcohol and other drugs is between 16 and 30 years.

Figure 3: Period of Highest Use from Chen and Kandal 1995

Period of highest use

Chen and Kandel 1995

There are definitions about when the use of a substance is harmful. According to the
Diagnostic and Statistical Manual version V (DSMV) (APA, 2013) alcohol abuse and alcohol
dependence are now merged into one diagnosis: Substance Use Disorder, and the severity
of the disorder is determined by the number of criteria that are present in the individual.
Hazardous drinking is defined as a score of 8 points or more on the 10-question Alcohol Use
Disorders Identification Test (AUDIT), which includes questions about alcohol use, alcoholrelated problems and abnormal drinking behaviour. (Babor, Higgins-Biddle & Saunders,
2001). Binge drinking is defined as more than five units of alcohol per session for men and
four units for women (Fortune, Watson, Robinson, Fleming, Merry & Denny, 2010)
According to the Ministry of Health statistics:
 The proportion of 15 to 17-year-olds who drank alcohol in the past year dropped
from 75% in 2006/07 to 59% in 2011/12 (Ministry of Health, 2013).
 The proportion of 18 to 24-year-olds who drank alcohol in the past year in 2011/12
was 85% (Ministry of Health, 2013).
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 The rate of hazardous drinking among past year drinkers aged 15 to 17 years in
2011/12 was 21% (Ministry of Health, 2013).
 The rate of hazardous drinking among past year drinkers aged 18 to 24 years
dropped from 49% in 2006/07 to 36% in 2011/12 (Ministry of Health, 2013).
 Among all past year drinkers, a potentially hazardous drinking pattern was most
common in people aged 18 to 24 years (Ministry of Health, 2013).
 The Youth 2000 study has shown that the prevalence of AoD use amongst High
School students has fallen in the ten years between 2001 and 2012. (Table 1)

Table 1 .AoD Use in High School Students in New Zealand (Clark, Fleming, Bullen et
al., 2013)
Substance
Smoking (ever tried)
Smoking weekly
Binge drinking in the last 4 weeks
Ever tried cannabis
Current use cannabis
Party drugs

2001
53%
16%
40%
39%4.7%4%

2012
23%
5%
23%
23%
3%
1%

The report on the Youth 2012 study showed that approximately 11% of New Zealand high
school students use substances at levels that are likely to cause them significant current
harm and may cause longterm problems (Fleming, T. Lee, A.C., Moselen, E., Clark, T.C.,
Dixon, & The Adolescent Health Research Group, 2014).
There is some evidence to show that if AoD use is commenced at an early age then there is
an increased risk of dependency in adulthood, but this may be related to family background
as much as commencing substance use early (Fergusson Horwood & Lysnskey, 1994)
Norström and Pape (2012) however, found only 2% of adolescents regularly drank heavily,
whilst 22% of young adults, who did not all begin at a younger age, were found to be heavy
drinkers. Age of onset of alcohol use on its own has been shown to only be a small
contributor to the overall picture of the risk of developing alcohol dependency in
adulthood. This was indicated by the methodologically rigorous longitudinal twin studies
that found there was only a small effect of environmental circumstances on future alcohol
dependence and the association between age at first drink and alcohol dependence is
attributable in large part to common genetic sources of variance (Sartor, Lynskey, Bucholz
et al., 2009).
Given this background it is accepted that prevention and early intervention are ideal and
necessary but developmentally appropriate treatment programmes are also needed, to be
effective at the different stages of both human development and the potential
development of alcohol use disorders (AUD).
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2.3
OVERVIEW OF CURRENT PROJECT
In order to inform ways to encourage integration of services that provide prevention, early
intervention and treatment to young people with AoD issues a literature search and review
was conducted in two parts: the first focusing on young people under 18 years of age who
are mostly in school, and the second on 18-25 year olds who are in tertiary education,
training or employment and those across both age groups who are not in education or
employment or training.
Most of the studies identified in the literature search agree that to prevent or provide early
intervention and harm minimization is ideal and there are some suggestions for improving
treatment services for young people. The search did not focus on the development of
mental illness or the prevention, early intervention and treatment of mental illness in
young people but the need for services to keep in mind the occurrence of co-existing
problems in their treatment programmes and to ensure they take into account
developmental and cultural appropriateness is evident (The Werry Centre, 2013).
The stocktake of services in Canterbury undertaken in the current project provides a brief
outline of prevention programmes that are mainly available in schools and early
intervention and treatment programmes, both in schools and in the community. The list of
services was compiled from a variety of sources including the Youthline, Alcohol and Drug
Helpline Directories, the Werry Centre stock take and the CDHB health info website.
Qualitative individual interviews were undertaken with eight community referrers to
explore their perceptions of the developmental appropriateness and level of knowledge of
AoD service availability in Canterbury for young people aged 10-25 years. One young
person was also interviewed about their opinions on how accessible AoD services are.
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3
LITERATURE REVIEW
A literature search was done in two parts. Part One was a review of the literature
examining evidence for prevention, early intervention and treatment of young people aged
10-18 years and part two was a review of the literature examining the same issues for 18 to
25 year olds. Each part will be reported on separately in this report.
3.1

PART ONE REVIEWING EVIDENCE FOR PREVENTION, EARLY INTERVENTION AND
TREATMENT OF YOUNG PEOPLE 10-18 YEARS OLD

3.1.1 Method
The keywords used in this search were: alcohol and drugs, substance abuse, adolescents,
early adolescent, youth, school, education, prevention, intervention, treatment, best
practice, developmental approach. Major biographical data bases (e.g.: Pub Med, ERIC,)
and specialist registers (Cochrane Library) were searched. Primary, but not the sole focus,
was on New Zealand and Australian based literature. Reference lists from any articles found
were further searched, as were reports from New Zealand organisations.
Articles that were pre-2000 were excluded in order to ensure currency in evidence based
practice. Only articles which included practice relating to youth aged 10-18 years were
included. Articles which focused on causation or antecedent behaviour to AoD use were
excluded. Only articles which focused on best practice in interventions, programmes, or
provision of services that evidenced a developmental approach to intervention were
included.
In total 63 articles were reviewed. Seventeen articles that best suited the criteria for 10-14
year olds were included in the final review and seven articles that best fitted for 14-18 year
olds. There was some overlap between the age groups from the articles selected.
3.1.2 Results
Many of the studies reviewed were often poorly designed and the heterogeneity of
programmes and lack of long term measurement of outcome made it difficult to obtain
evidence of effectiveness. This report will focus on school prevention and early intervention
programmes, and then will describe treatment services.
3.1.2. 1 School based prevention programmes
The major themes that have emerged from reviews of school programmes have been the
need to be multi-component, whole school and long term approaches i.e. at least 20 hours
in duration.
A Cochrane analysis including randomised controlled trials (RCT) and case prospective
studies showed that skills based AoD programmes that were mainly interactive and
included external educators, for at least a year were better than knowledge or self esteem
16
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programmes (Faggiano, Vigna-Taglianti, Versino, et al., 2005). A review of school-based
interventions suggested that effective school-based intervention should have a clear
theoretical and conceptual basis; combine psycho-educational and skills-building
components; train staff and teachers; evaluate in a timely way; maintain fidelity; design
programmes effectively to engage students; consider careful exposure of intervention;
receive support from all stakeholders; write clear policies; and maintain linkages with other
programmes in the community (Wagner, Tubman & Gil, 2004). These findings were
repeated consistently in a number of reviews (Foxcroft & Tsertsvadze, 2011; Karki, et al.,
2012; Carney & Myers, 2012).
Teesson and colleagues’ (2012) very limited review of Australian schools (Teesson,
Newton & Barrett, 2012) found that programmes were either based on social influence
theory or cognitive behavioural approaches which are designed to assist young people to
analyse their thoughts and emotions and how they can change their behavioural response:
“The ‘social influence approach’ is derived from the belief that young people start
to use drugs as a result of social and psychological pressure from peers, family and
the media. This approach relies on the assumption that young people do not have
sufficient skills and knowledge to recognise and resist such pressure. For that
reason, the ultimate goal of the social influence approach is to teach young people
to avoid using drugs by resisting external pressure and increasing coping skills”
(Teesson, et al., 2012 p.732)
One of the 22 Prime Minister’s Youth Mental Health Project Initiatives was a review of
alcohol and other drug education services, undertaken by Jenny Robertson for the Ministry of
Education in August 2013. The recommendations reiterated many of the findings of the past
reviews including the need to:
1) Undertake a comprehensive community approach
2) Ensure community collaboration across sectors that are funded from across sectors,
which are purposefully planned and not dictated to by funding cycles
3) Implement the full harm minimisation model of reducing supply, decreasing
demand, and limiting problems
4) Not use knowledge and skills programmes as sole methods for prevention
5) Fund effectively to ensure quality of programme delivery
6) Acknowledge that school programmes can only be effective if students remain
engaged in school and are more effective as part of a community wide approach
7) Equip programmes with the resources to carry out robust and effective evaluation
8) Recognise that alcohol is still the most problematic and widespread drug used by
young people and needs special attention
9) Fund opportunities for Professional Development across social and public sector
workforces
10) Explore the use of new communication technologies as part of prevention
programmes
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Many of the reviews of prevention programmes in schools have found a major limitation in
the lack of long term follow up studies (Foxcroft & Tsertsvadze, 2011; Faggiano, VignaTaglianti, et al., 2008; Karki et al., 2012). Studies also confirmed a lack of evidence to show
that school based programmes on their own had any effect, with some marginal benefit if
the programme was skills based. Casswell (2008) draws similar conclusions from NZ school
based prevention programmes focussing on alcohol use.
Soole, Mazerolle and Rombouts (2008) in a review of prevention programmes in schools
that focused particularly on illicit drug use, concluded that policy makers should ensure
programmes are interactive using social influence theory as outlined above from Teeson
and skill competency enhancement; are delivered in the middle school years; involve a high
number of sessions and are universal. They were clear that the inclusion of booster sessions
and multifaceted drug prevention programs had little impact on preventing illicit drug use
among school-aged children.
The current review concludes little benefit from stand-alone school based drug prevention
programmes, but the effectiveness of these programmes are shown to improve if they are
combined with community and policy change .
3.1.2.2 Computer based prevention programmes
In this emerging field there was a lack of research to inform conclusions. Champion,
Newton, Barrett, and Teesson (2013) however, in their review of computer based
prevention programmes found that there was some promise in programmes
delivered by technology. These positive findings related mostly to the universal
nature of these programmes that offer high consistency and reproducibility.
However the quality of the studies was low and there was no clear evidence of
effectiveness.
3.1.2.3 Community Prevention Programmes
Babor (2003) and the alcohol and public policy group have focused on prevention policies
for national and international implementation to assist communities to reduce the harm
from alcohol use. A summary of their findings is presented in Table 2.

Table 2. Theoretical assumptions underlying seven broad areas of alcohol policy,
and the ‘best practices’ identified within each policy area (Alcohol and Public
Policy Group, 2010, p.772 )
Policy approach
Alcohol taxes and other
price controls

Regulating physical

Theoretical assumption
Increasing economic cost of
alcohol relative to alternative
commodities will reduce
demand
Restricting physical
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Best practice a
Alcohol taxes

Ban on sales, minimum legal
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availability through
availability will increase effort
restrictions on time and
to obtain alcohol, and
place of sales and density of thereby reduce total volume
alcohol outlets
consumed as well as alcoholrelated problems

Altering the drinking
context

Drink-driving
countermeasures

Education and persuasion:
provide information to
adults and young people
especially through mass
media and school-based
alcohol education
programmes
Regulating alcohol
advertising and other
marketing

Conduct screening and brief
intervention in health care
settings; increase
availability of treatment
programmes

Creating environmental and
social constraints will limit
alcohol consumption and
reduce alcohol-related
violence
Deterrence, punishment and
social pressure will reduce
drink driving

Health information that
increases knowledge and
changes attitudes will
prevent drinking problems

Reducing exposure to
marketing which normalizes
drinking and links it with
social aspirations will slow
recruitment of drinkers and
reduce heavier drinking by
young people
Alcohol dependence will be
prevented by motivating
heavy drinkers to drink
moderately; various
therapeutic interventions will
increase abstinence among
people who have developed a
dependence on alcohol

a

purchase age, rationing,
government monopoly of
retail sales, hours and days
of sale restrictions,
restrictions on density of
outlets, different availability
by alcohol strength
Enhanced enforcement of
on-premises policies and
legal requirements

Sobriety checkpoints,
random breath testing,
lowered BAC limits,
administrative licence
suspension, low BAC for
young drivers (‘zero
tolerance’), graduated
licensing for novice drivers
None

Legal restrictions on
exposure

Brief interventions with atrisk drinkers, detoxification,
talk therapies, mutual
help/self-help organization
attendance

Based on consensus ratings of effectiveness, amount of scientific evidence and cross-national testing, these
strategies and interventions received two or more plusses (on a scale of 0–3) in all three categories. BAC: blood
alcohol concentration.
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The most effective and least costly of these would be to raise taxes, raise a minimum
purchasing age and impose lower blood alcohol limits. In New Zealand many of these
recommendations have not been taken up, apart from lowering blood alcohol limits for
young drivers. A Community intervention programme known as Community Action on
Youth and Drugs (CAYAD) was introduced by the Ministry of Health in 1998 at six sites with
a further 24 sites by 2005. The objectives of CAYAD were:





Increased informed community discussion and debate about issues related to alcohol
and other drugs
Effective policies and practices to reduce alcohol and other drug related harm
adopted
Increased local capacity to support young people in education, employment and
recreation
Reduced supply of alcohol and other drugs to young people

An initial evaluation found little promise in its effectiveness (Conway, Greenaway, Casswell,
Liggins, Broughton, 2007). An impact and process evaluation carried out in 2009 (Litmus,
2009) found that at sites where an intersectoral approach was taken young people were
more likely to engage in programmes that were drug free, especially sport. Some areas
found that youth engagement led to whānau engagement and more positive attitudes to
decreasing alcohol use. Working with schools, marae and sports clubs seem to be most
effective, and a local reference group was also found to be important to success (Litmus,
2009).
A different approach to community prevention has been developed by Hawkins, Catalano
and Arthur (2002) using an assessment of community risk and protective factors to then
select appropriate prevention and early intervention programmes to implement. Called
“Communities that Care” this approach can be used to combat a variety of public
health issues (Hawkins et al., 2002). When applied to prevention of youth AoD use it
has been used in many communities across the USA, UK and Australia but there has not
been a randomised control trial of its effectiveness as yet. It shows promise as an
effective approach however.
3.1.2.4 Family based Programmes
Many studies emphasised the need to include the families of young people whether they
were prevention, early intervention or treatment programmes (Karki et al., 2012; Bröning,
Kumpfer, Kruse, et al., 2012).
Programmes which were entirely family based showed moderately good evidence of
effectiveness and in a Cochrane review on smoking prevention carried out by Thomas,
Baker, Thomas & Lorenzetti (2015) the authors concluded:
“..that the common feature of the effective high intensity interventions was encouraging
authoritative parenting (which is usually defined as showing strong interest in and care for
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the adolescent, often with rule setting). This is different from authoritarian parenting (do as
I say) or neglectful or unsupervised parenting” (Thomas et al., 2015, p. 2).
The most effective intervention observed was one that improved family functioning,
support, monitoring, normative beliefs, social skills, and self efficacy. Further, interventions
which provide information from the beginning of adolescence and integrate individual
factors with social factors like parents, teachers, peer groups, and schools have been found
to help to reduce substance abuse among adolescents ≤ 18 years of age (Petrie, Bunn &
Byrne, 2007).
This was in contrast to another study which reviewed school based prevention alone, and
showed little effect of information giving on its own and only limited effect of programmes
using a social influence model. Combining social influence with components of competence
development and some community initiatives may add some effectiveness (Thomas &
Perera, 2006).
Other reviews of smoking programmes for instance for indigenous communities (Carson,
Brin, Peters et al., 2012) and incentive based programmes (Johnston, Liberato & Thomas,
2012) showed there were no approaches that produced significant outcomes. Carson et
al. (2012) concluded that more work needed to be done to reach indigenous communities
in smoking cessation programmes.
3.1.2.5 Early intervention
Studies examining early intervention have often overlapped with straight prevention
programmes. One of the earliest prevention programmes frequently cited was Olds’ (1998)
study which involved parent training of selected “high risk” parents who received home
visits for 60-90 minutes every fortnight during pregnancy and for two years after birth. The
15 year follow up showed parents had more confidence, had better antenatal care, there
was less child abuse and once they were teenagers they had less injuries, less AoD use and
less arrests, than a control group with no visits. Moreover the trial was repeated in four
other centres across the USA including a centre in Montreal with similar results.
Webster-Stratton & Taylor (2001) in their review of early intervention discussed
interventions that focus on parent education either on its own or combined with various
forms of family therapy, or family therapy on its own. These included programmes familiar
to New Zealand such as Triple P, Incredible Years and the DARE programmes. She
concluded that child focused skills based programmes that are accompanied by parent and
or teacher focused training seem to produce the best results in terms of better behaved
teenagers. The programmes needed to be a partnership between parents, teachers,
counsellors and the child to produce the best result. They could be individual or group
based and could be enhanced with the use of video and online interactive resources in
addition to paper based reading material.
One of the most common early intervention techniques used in changing substance use has
been motivational interviewing (MI), especially as a brief intervention. However this
approach has been shown to be more effective in older young people (i.e. those older than
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18 years), than those under 18 years (Tombourou, Stockwell, Neighbors et al., 2007). In a
discussion paper Marsch & Dallery (2012) argue for the delivery of such interventions
through technology such as internet, CD rom and phone apps, because of the advantages of
reliable fidelity, greater ease and reach of access and availability. However there have been
few controlled trials to show the advantages of these modes of delivery over face to face
brief MI interventions. One systematic review looked for web-based interventions targeting
adolescents and young adults particularly focusing on alcohol and found that these
approaches were more successful with older youth and where alcohol was involved and
were not much more successful than a brief intervention in person, but had the added
benefit of reaching more people (Tait & Christensen, 2010).
Many interventions were designed to affect substance use but also other concomitant risk
behaviours. The clustering of common determinants of risk behaviour such as the impacts
of family, school and community is well known and therefore to address these in a more
purposefully concerted way makes sense. Jackson, Geddes, Haw & Frank (2011) when
looking at AoD use and sexual behaviour found that a meta analysis could not be done
because of the heterogeneity of the research methods (Jackson, et al., 2011). Many of the
studies affected some aspects of substance use or other risk behaviour but not others, or
they were successful in boys but not girls. This seemed to be true of whether the
programme was school, family or community based and whether it was primarily focused
on AoD prevention or sexual health and healthy relationships. There did not seem to be a
pattern of what worked best. This may be because of the age of most of the young people
in the studies (13 or 14 years). This seems to have been confirmed in a review by Norberg,
Kezelman & Lim-Howe (2013) of randomised controlled trials that measured cannabis
prevention as an outcome which found the effect size of impact was most significant for the
younger age group 11-13 years (Norberg et al., 2013).
A review of substance use and criminal behaviour interventions, in which most of the
interventions were based on motivational interviewing also showed a wide variety of
effects. Individual MI sessions, especially if there was more than one did seem to make a
significant effect, and this was superior to MI in groups (Carney & Myers, 2012). The
reviewers discussed the need for intervention early in adolescence but did not describe the
age of the adolescents in the studies that they reviewed.
In many of the reviews similar outcomes have been reached when interventions have been
targeted against specific substances like alcohol, smoking, metamphetamines or cannabis,
or been multi drug focused (Guyll, Spoth & Crowley, 2011; Tobler, Lessard, Marshall, et al.,
1999; Foxcroft, Ireland, Lister-Sharp & Breen, 2003; Norberg, et al., 2013).
Some studies have indicated that a certain personality type of individual is more prone to
substance use disorders, and there is limited evidence to suggest that if interventions are
targeted towards the personality types more prone to substance use such as thrill seekers
outcomes may be more effective (O’Leary-Barrett, Mackie, Castellanos-Ryan et al., 2010;
Cheever & Weiss, 2009).
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3.1.2.6 Treatment
Very few studies were found on treatment services for adolescents under 18 years. In the
New Zealand context this reflects to a small extent a lack of treatment services but to a
larger extent a lack of research examining the effectiveness of these services (Schroder,
Sellman, Frampton & Deering, 2009). The main themes from the studies that were found
to be helpful were to use a strengths based approach to assessment and treatment and to
involve young people in goal setting for their discharge and to ensure that we start to
examine the effectiveness of these programmes to address the needs of the young people
using them (Schroder et al., 2009; Harris, Brazeau, Clarkson, Brownlee & Rawana, 2012).
With the increasing awareness of the high rates of co-existing problems (CEP) among young
people who enter AoD treatment, New Zealand treatment services are increasingly being
encouraged to become CEP capable services (The Werry Centre, 2013). Currently in New
Zealand there are two CEP youth specific exemplar services that were developed in 2014;
one based in Dunedin and one in Whangarei. These are currently being evaluated as to
their effectiveness. Unfortunately, due to the lack of comparison data it will not be possible
to ascertain the effectiveness of these treatment services compared to traditional youth
AoD services in New Zealand.
3.1.2.7 Summary
Studies in this area are plagued by methodological issues but despite these limitations
some general conclusions from a range of systematic literature reviews are able to be
drawn. In summary the literature examining the effectiveness of prevention, early
intervention and treatment services for young people aged 10-18 years shows that
regardless of the type of initiative undertaken the best results emerge when a whole of
person/family/community approach is taken.
In prevention programmes this means family and community based approaches that focus
on developing general skills of parenting, social interactions, coping skills etc. rather than a
specific focus on building knowledge about the risks and benefits of using particular
substances. Such knowledge has been shown to be valuable within a broader programme
of skills development but has been shown to be ineffective on its own.
A similar theme is apparent in the literature on early intervention where the need for wrap
around support targeting key individual life skills within a strong whānau and community
environment is recommended. Various mediums have been examined to provide both
prevention and early intervention programmes and computer based/online programmes
are increasingly being shown to be able to perform at least as equally as well as face to face
programmes. Brief interventions, using MI techniques have also been shown to be
effective among young people although to date these are found to be most effective with
older young people.
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Evidence of the effectiveness of treatment for AoD issues for young people remains scarce
although international evidence, mainly based on American youth, indicates that some
treatment intervention is more successful than no treatment at all. With clear
acknowledgment of high rates of co-existing problems among young people attending
treatment in recent times there has been an increased focus on providing treatment
services that are focused on catering to the whole person and all of their co-existing issues.
These CEP focussed services are new in their development and their effectiveness in the
New Zealand context remains to be shown.

3.2

LITERATURE REVIEW PART TWO 18-25 YEAR OLDS

3.2.1 Introduction
Alcohol and other drug use among 18-25 year olds is an increasingly important issue for
health and allied health professionals to address. Despite a wealth of studies examining the
prevalence, prevention and treatment of alcohol and other drug (AoD) issues among this
age group, few studies have reviewed these findings in relation to practical implications for
health and allied health professionals.
3.2.2 Method
The search method used comprised of two stages. MEDLINE, PubMed and Scopus were
searched for peer reviewed research from 2013 to December 2014 using combinations of
the terms “illicit drugs,” “alcohol,” “cannabis,” “cocaine,” “young adult*,” “university,”
“college,” “tertiary ,” “prevention,” “integration,” “services,” “treatment” and
“implementation.” Articles were scanned by title for relevance and reference lists were
scanned for relevant manuscripts and articles recommended by the online databases when
downloading manuscripts. Articles were excluded if 18-25 years olds were not involved in
the study or the research was purely epidemiological. The final number of articles for the
larger project was 105. Research that included a developmental perspective, using a
mixture of qualitative and quantitative methodology, from New Zealand and overseas was
included in this review.
3.2.3 Results
Results are presented under the main themes which emerged from the review: risk
patterns, attitudes, interventions, the role of motivational interviewing and sustainable
change.
3.2.3.1 Risk Patterns
Risk and protective factors show why individuals may be at increased risk for developing
AoD use issues at some stage in their life and are well reported on (Dennhardt & Murphy,
2013; Haggerty & Shapiro, 2013; Toumbourou, Evans-Whipp, Smith et al., 2014). Recent
research in New Zealand has shed light on how changes in social and economic measures in
young adulthood influence drinking behaviours. Three waves of responses to the New
Zealand longitudinal Survey of Family, Income and Employment from 1,260 individuals aged
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18-24 years at baseline were analysed. Moving from a family into a single household
increased the volume of alcohol consumption, while becoming a parent or moving in with a
spouse or de facto partner decreased both volume of alcohol consumption and frequency
of hazardous drinking. Furthermore a one point decrease in an individual’s social
deprivation score was associated with an increase in volume of alcohol consumed and the
frequency of hazardous drinking sessions (van der Deen, Carter, McKenzie, & Blakely,
2014). Similar findings were reported for illicit drug use amongst American college students
(Dennhardt & Murphy, 2013). A medical professional encountering a young adult, from
either gender, during a stage of ‘major’ life transitions needs to be aware of and screen for
AoD use.
Longitudinal evidence from Australia suggested that the likelihood of alcohol problems in
young adults (>21 years) was higher for those who had frequent use as 15 year olds and in
those exposed to high alcohol use environments (Toumbourou et al., 2014). A similar
longitudinal project in Norway also concluded that heavy drinking at ages 14-17 years old
increased the risk of problem drinking when 27-30 years old (Norström & Pape, 2012). This
study, already noted above, also found that only 2% of adolescents regularly drank heavily,
while this increased to 22% of young adults. If an intervention stopped all adolescent
hazardous drinkers who progressed to heavy drinkers as young adults, this would only
decrease the total by 1.5%. These studies highlight the importance of continued vigilance of
assessing young adults’ drinking behaviours as many of these behaviours develop during
the transition to adulthood.
3.2.3.2 Attitudes
A paradox with alcohol use is that young adults are aware of and experience the problems
of excessive use, but concomitantly believe that the good outweighs the bad and it
strengthens friendships (Niland, Lyons, Goodwin, & Hutton, 2013). This was from research
involving 12 discussion groups with 18-25 year old New Zealanders. Drinking alcohol was
seen as a pleasurable, learned and highly social activity rather than an individual one and
that risk-based alcohol harm messages were largely irrelevant to them. Research involving
30 individual and 12 group interviews on 13-25 year old Britons drew similar conclusions
(de Visser, Wheeler, Abraham, & Smith, 2013). Participants reported that public health
initiatives focussed too much on negative and individual aspects of drinking alcohol, when
they actually see it as fun and group based, with hangovers and looking after or being
looked after when drunk as bonding experiences. The authors suggested the need for
research to examine the efficacy of social media messages that focus on the image and
reputation concerns and making positive use of the socialness and pleasure rather than
focusing on negative outcomes. They suggested that messages should focus on discussing
what it means to be a ‘good’ drinker and not to drink in ways that spoil friends’ enjoyment
(de Visser et al., 2013; Hutton, 2012).
Illicit drugs have a similar problem as a survey of Australian 16-24 year olds showed that
users were more concerned with the financial and academic problems from use rather than
potential health or criminal issues (Lancaster & Hughes, 2013).
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The above paradoxes may also explain some of the discrepancies in research addressing
social norms. For example, alcohol use and alcohol-related problems were predicted by
beliefs about alcohol as a part of the American college experience in a survey of 925
American male college students’ (Pearson & Hustad, 2014). A Cochrane review using
primarily studies from America concluded that web-based or individual face-to-face
feedback which corrected perceived social norms was effective in reducing alcohol misuse
(Moreira, Smith, & Foxcroft, 2009). However, in contrast to this recent research which
rectified perceived social norms surrounding the volume of alcohol drunk at a British
university did not influence the amount or intended amount of alcohol to be drunk in 1020
students (Robinson, Jones, Christiansen, & Field, 2014). The strengths of beliefs surrounding
drinking and friendship experiences may be part of what negates the efficacy of such
interventions. Therefore when discussing AoD use with young adults it is essential to
understand what beliefs they hold important about the advantages and disadvantages of it
and tailor any information to these (Lancaster & Hughes, 2013).
3.2.3.3 Interventions
There were 30 reviews of the literature in 2014 which related to AoD use interventions. At a
policy level an overview of 52 systematic reviews on population-level interventions to
reduce alcohol use or harm between 2002 and 2012 concluded that policy changes at
governmental level were effective, at community level less so and in higher education
settings they were ineffective (Martineau, Tyner, Lorenc, Petticrew, & Lock, 2013). Such
conclusions on a policy level lend yet more support to research by the SHORE and Whāriki
research centre and recent editorials in The New Zealand Medical Journal which have
repeatedly demonstrated the link between limited alcohol control policies and high levels
of alcohol use (Bendtsen, Damsgaard, Huckle, et al., 2014) which are made worse by the
failure of governments to act in the policy area (Casswell & Thamarangsi, 2009; Wilson &
Blakely, 2015). Such evidence of the need for policy change highlights the importance of
health professionals as advocates in this area.
Notwithstanding this work, of equal importance to health professionals is what can be done
at an individual level. Much research continues around screening and brief intervention
(SBI). Research and reviews from America conclude that SBI for at-risk drinkers in primary
care had the strongest evidence for efficacy and reducing morbidity with alcohol use
(Mitchell, Gryczynski, O'Grady, & Schwartz, 2013; Tanner-Smith, Steinka-Fry, Hennessy,
Lipsey, & Winters, 2015; Willenbring, 2014). However, evidence of efficacy for other drug
use is mixed and limited primarily to trials including adults (Mitchell et al., 2013; Saitz et al.,
2014; Tait, Spijkerman, & Riper, 2013; Tanner-Smith et al., 2015; Woodruff et al., 2014).
Particularly in young adults the effectiveness of SBI for both alcohol and other drugs can be
augmented by including parents or significant others (Dennhardt & Murphy, 2013;
Grossbard et al., 2010; Mitchell et al., 2013; Tait et al., 2013). Consistent uptake of SBI in a
primary care setting could further help reduce the health burden of at-risk or hazardous
drinkers which in young adults are far more numerous than alcohol dependents (O'Donnell,
Wallace, & Kaner, 2014; Willenbring, 2014). For Emergency Department (ED) patients the
effectiveness of SBI remains limited for AoD (Willenbring, 2014; Woodruff et al., 2014)
which may be due to a lack of willingness to change and/or being too intoxicated at the
time to truly engage in and/or remember the intervention.
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Low or no motivation to change reduced the efficacy of SBI on 332, 18-24 year old women
(Stein, Hagerty, Herman, Phipps, & Anderson, 2011). Consequently this means, SBI in young
adults seeking treatment for AoD misuse are more likely to appear effective, possibly
because use is at a peak early stage (Dennhardt & Murphy, 2013; Moreira et al., 2009;
Willenbring, 2014). As use waxes and wanes in those who develop chronic use issues, they
need to be treated like other chronic diseases with long-term approaches involving
minimizing symptoms and relapses, treating complications, and maximizing function
(Donoghue, Patton, Phillips, Deluca, & Drummond, 2014; Willenbring, 2014).
A 2010 systematic review in the medical journal of Australia concluded that internet based
interventions worked as well as face-to-face interventions in tertiary students with alcohol
related problems, but was ineffective at preventing the development of alcohol-related
problems in those who were non-drinkers at baseline (Tait & Christensen, 2010). A New
Zealand randomized trial of a web-based alcohol screening and brief intervention
programme on 2,850 tertiary students failed to reduce the frequency or overall volume of
drinking or academic problems (K. Kypri et al., 2014). Possible reasons include the high
alcohol outlet density around universities promoting higher alcohol consumption (Kypros
Kypri, Bell, Hay, & Baxter, 2008) and reducing the intervention’s effectiveness (Moreira et
al., 2009) and low or no motivation to change for participants (Willenbring, 2014). Analysis
of Māori participants in this study did demonstrate a reduction in frequency or overall
volume of drinking or academic problems (K. Kypri et al., 2013). The reasons for this are
unclear but may be due to the recruiting of all Māori students on campuses meaning all
alcohol users were included and not only those wanting to or taking the time to engage or
that social identity and the importance of doing well as a minority group may have been a
bigger motivating factor. (K. Kypri et al., 2014). Alternatively the added medical attention to
an ethnic group that is over-represented in health statistics and under-engaged with health
services (Jones et al., 2010) may have provided the added benefit. Overall, more reviews
and studies are suggesting either computer or face-to-face SBI in primary healthcare
settings for alcohol to address young-adult at-risk is the way to go. (Donoghue et al., 2014;
Mitchell et al., 2013; Moreira et al., 2009; Wallace & Bendtsen, 2014; Willenbring, 2014)
However, with five people needing to receive the treatment in order to get one beneficial
outcome (Tait et al., 2013), the effectiveness in NZ is yet to be fully assessed.
Research involving lifestyle changes in young adults remains scarce. Participation in sport
increases the risk of hazardous alcohol use in college athletes, while reducing the risk of
illicit drug use (Kwan, Bobko, Faulkner, Donnelly, & Cairney, 2014). The attitude towards
alcohol was strongly moderated by the coaches’ approval of alcohol use (Mastroleo,
Marzell, Turrisi, & Borsari, 2012) and teams/players with alcohol sponsorship have more
alcohol use problems (O'Brien et al., 2014). However, a longitudinal twin study concluded
that regular physical activity in adolescence provided a preventive effect on alcohol and
illicit drug use in adulthood (Korhonen, Kujala, Rose, & Kaprio, 2009). Therefore it appears
that the sports culture rather than sport/physical activity itself is the moderator of alcohol
use. In adulthood physical activity and mind-body exercises (e.g. yoga, Qigong) decrease
drug addiction rates, increase abstinence rates and improve depression in substance use
disorders. Both work best on illicit drug use, then alcohol, then nicotine (Wang, Wang,
Wang, Li, & Zhou, 2014). The potential benefit of physical activity and mind-body exercises
rather than sports participation on young adults is an area for future work.
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Finally a comprehensive 2013 literature review on prevention and treatment of college
student drug use aptly concluded that interventions and education must match an
individual’s mood and/or risk factors (Dennhardt & Murphy, 2013). They concluded that
individuals with high sensation seeking respond better to knowing the high risks of drugs,
and/or to exposure to activities with danger that don’t involve AoD, while those who are
“self-medicating” low mood and anxiety respond better to treatment of those conditions.
Individuals with low levels of substance free activities benefited from 1hr session about
substance free social activities and those low in assertiveness responded well to sessions
that increased refusal skills and resilience to peer-pressure. The evidence would suggest
that listening to young people with AoD issues about the reasons that they are using and
then attending to those reasons are the most effective. Two recent related studies clearly
demonstrate the benefits of asking patients what they want/need. Participatory design is
where researchers, mental health service users (15-25yr olds) and clinicians developed an
online therapy tool for youth mental health in Australia (Wadley, Lederman, Gleeson, &
Alvarez-Jimenez, 2013). The project took a year and started with a workshop to see what
clients needed/wanted, then this was presented to clinicians and conflicts worked through
before design began with feedback from both groups. The tool is currently being assessed
with results due in 2016, while the authors have provided a participatory design framework
for others to follow. Secondly a 2015 systematic review on the effects of schools on health
first consulted with students and youth groups about their definition of health and how this
was influenced and improved by school (Jamal et al., 2014). This information was used to
direct the review to ensure relevant and useful information was assessed.
3.2.3.4 Motivational Interviewing
Motivational interviewing (MI) has been shown to be effective in treating many different
issues such as reducing alcohol and substance use, weight and blood pressure problems in
all ages (VanBuskirk & Wetherell, 2014). A meta-analysis of MI in 12-21 year olds concluded
it works and is sustained for at least 33 weeks (Cushing, Jensen, Miller, & Leffingwell, 2014).
Interestingly this analysis suggested that in adolescents, alcohol behaviour is as easy to
modify as illicit drug use, which is the opposite in adult populations. There are discrepancies
in the research findings, such as a Cochrane review on MI and alcohol misuse in young
people up to the age of 25 which concluded that the statistical changes seen did not
translate into real world benefits (Foxcroft, Coombes, Wood, Allen, & Almeida Santimano,
2014). Many of the studies in the Cochrane review were on college students undergoing
compulsory MI which means their relevance to the general public is limited and may in part
explain the differences. Furthermore the poor reporting into the level of training of people
delivering the intervention (Cushing et al., 2014), the influence of stage of change
(Anderson, Chisholm, & Fuhr, 2009; Martineau et al., 2013) and the effect of answering
questions on AoD use in control groups (McCambridge & Kypri, 2011) cannot be discounted
as causing the mixed results. Notwithstanding the challenge of getting a clear answer, by
offering help, starting a conversation and introducing new ideas and concepts, young adults
are more likely to seek help in the future if problems arise (Caldeira et al., 2009; VanBuskirk
& Wetherell, 2014). Moreover repeatedly screening and providing MI not only provides
‘booster’ sessions which help maintain beneficial behaviours (Kay-Lambkin, Baker, Lewin, &
Carr, 2009), but also recognises that AoD problems may arise at any stage of the journey to
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adulthood (Dennhardt & Murphy, 2013; Toumbourou et al., 2014; van der Deen et al.,
2014)
3.2.3.5
Sustainable Change
Unfortunately there is no magic bullet to bring about sustainable changes in AoD use for
society in general. There is a plethora of research into what tools, techniques, methods and
policies work and what risks factors predominate for at-risk AoD use. Perhaps what is
needed is research into how to better engage communities, stakeholders and policy makers
to believe in, take-up and champion the policies/programmes which have been shown to
work.
For example, bringing about AoD use change at a community level works better with
leadership that is empowerment orientated, provides opportunities for individuals to be
involved and fosters a sense of community which collectively cares about the
cause/outcome (Powell & Peterson, 2014). Therefore until changing AoD behaviours
becomes a shared community goal the best researched interventions are not going to work.
Firstly, as dealing with individuals (de Visser et al., 2013; Dennhardt & Murphy, 2013; Jamal
et al., 2014; Lancaster & Hughes, 2013; Niland et al., 2013; Wadley et al., 2013),
communities need to express their needs/concerns/goals and work collaboratively with
health workers to develop a strategy to bring about change (Giesbrecht, Bosma, Juras, &
Quadri, 2014; Haggerty & Shapiro, 2013). One model specific to AoD use which has proven
effective is called “Communities that Care (Haggerty & Shapiro, 2013).” After consultation
with the community it recognises that providing adequate training and resources while
building coalitions to sustain expertise and a long-term commitment to monitor and
evaluate the effects of interventions are key aspects for sustainable change (Giesbrecht et
al., 2014; Haggerty & Shapiro, 2013; Powell & Peterson, 2014).
3.2.3.6 Treatment Services
Treatment interventions were clearly stated in a position statement by the National
Committee on Addiction treatment (NCAT) (2009)







Interventions need to involve the young person’s family and peers.
Interventions work when they are engaging and underscore the young person’s
values
Services work best when they help young people reintegrate into society.
Residential facilities must be available for those without a supportive family
environment.
Programmes must be culturally appropriate to engage Māori and Pacific youth.
Alcohol and drug programmes work when the young person is engaged with a range
of services.

There is very little research on the effectiveness of treatment for 18-24 year olds and very
little service provision for that age group apart from including them in adult services which
does not seem to be effective as pointed out in a Ministry of Health forum in 2014. (NCAT,
2014)
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3.2.3.7 Conclusion
This literature review into the most effective ways to prevent, intervene early and treat
youth (18-25 year olds) with AoD issues reveals firstly that all three are possible and we
know a lot about what is effective.
The most effective means for prevention and early intervention at an individual level is to
address the known risk and resilience factors influencing adolescents’ (15-24 year olds) and
young adults’ decisions to use AoD. Using skills such as SBI and MI are effective means to do
this. However, the literature suggests that for sustainable change communities need to
change attitudes, have shared goals and have empowerment orientated leadership. One
key aspect of bringing about substantial change, and another avenue for this, is by being
champions for national or local government policies that support such communities.
Future research needs to focus on what kind of social media messages are most effective,
comparing the effectiveness of face-to-face with screen-based interventions, the
effectiveness of physical and mindfulness activities for young people, and the way in which
person centred skills can be improved to make treatment and early intervention more
effective, in this age group.
3.2.3.7 Summary
Findings from this review indicate the need for health and allied health professionals to
address the known risk and resilience factors influencing adolescents and young adults’
decisions to use AoD, while also taking the time to explore with each client/patient the
context and function of AoD use within their own life. The role of community involvement
to promote sustainable change has been highlighted and the potential of health and allied
health professionals to advocate for support for such community initiatives has been
illustrated.
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4

STOCKTAKE OF AOD SERVICES FOR 10-25 YEAR OLDS IN CANTERBURY

The results of this stocktake are presented in table form with a brief description of each
service taken from the description used by the service itself where possible. The services
have been presented in sections according to prevention, early intervention and treatment
but overlap exists with services sometimes undertaking all three types of service.
Additionally there is also overlap in the age groups that services work with, although 18
years of age seems to be a common cut off point.
The stocktake aimed to be as exhaustive as possible but does not claim to be complete. The
list of services was compiled from a variety of sources including the Youthline, Alcohol and
Drug Helpline Directories, the Werry Centre stock take and the CDHB health info website.

Table 3: Scope of Services
PREVENTION
10-18 yrs

18-25 yrs

Teachers and health curriculum 8-10 hours a year
Years 9&10 information sharing and awareness raising. Some conceptual, critical
thinking IF doing health in year 11-13
 Very few schools doing whole school approach
 Many schools carrying out some of a variety of programmes: Life
Education Trust, Attitude, DARE, FADE, Police – Choice, Friends, PB4L,
SADD Students against Driving Drunk
Health promotion Unit Canterbury DHB
 a variety of programmes
Student Union activities at Canterbury University , Christchurch Polytechnic
CAYAD Community Action- Youth and Drugs
Goal:
 Working in partnership with community stakeholders and agencies to
promote effective policies and practices to reduce harm associated with
the use by young people of illicit and other drugs. Increasing informed
community discussion and debate on issues relating to drug use, and
increasing community capacity to positively address these issues.
 Promoting positive/whānau responses to substances threatening the
wellbeing of young people, their families and communities
 Reducing supply of drugs to young people
 Developing local capacity in areas such as education, employment and
recreation to support young people and provide them with better life
opportunities.
Drug Arm – all ages
 Street out-reach at night with van based workers

EARLY INTERVENTION
10-18 yrs
School Counsellors year 9-13 (13-19 years old)
Christchurch City Mission Youth Drug and Alcohol Service 13-23 years
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A community based service providing assessment for treatment access,
counselling and relapse prevention.
 Motivational interviewing, harm minimisation, strengths based.
 Detox from aged 17 years.
Alcohol Drug Helpline 12-25 years
 A confidential, free phone, text, email and live chat service for people
with questions about their own or someone else's drinking or drug use.
Provides information, brief intervention, follow up and referral services,
nationwide.
Youthline - All ages
 Phone counselling and brief intervention plus face to face services in
Auckland
Central co-ordination Services - all ages
 Assessment telephone only
Christchurch Youth Mental Health service (CYMHS) 13-18 years.
 Groups, Individual Counselling, Screening (Brief Intervention), Training.
 Individual mental health or alcohol and other drug treatment, including
referral on, one to one therapy, groups, assessments, cognitive
behavioural therapy, motivational interviewing, education, community
treatment, group work.
 Uses a medical model
298 Youth Health Youth One Stop Shop - 10-25 years  Providing early intervention and treatment for 10-25 year olds mental
health, illness and alcohol and other drug misuse and abuse, uses a youth
development model
HYPE youth health centre Ashburton 12-25 years
 Early brief intervention in one stop shop setting 2-5pm 5 days a week
Familial Trust all ages
 Provide support, counselling and programmes for family and associates
who are affected by another's addiction.
 Sliding scale of fees from $85 to nil - no-one is denied access for financial
reason
New Zealand Prostitutes Collective all ages
 NZPC is an organisation that promotes and advocates for the rights,
health and wellbeing of all sex workers. Offers a free weekly AoD Clinic,
Drop In, no appointment necessary. Advocacy/Peer Support, Individual
Counselling, Screening (Brief Intervention), Support Groups
Pacific Trust Canterbury all ages
 Advocacy/Peer Support, Aftercare, Assessment, Individual Counselling,
Screening (Brief Intervention), Training, Whānau / Family Group free
Waipuna St John of God alcohol Youth Support and Counselling Service up to 25
years of age
 Youth mental health and AoD service Assessment, Groups, Individual
Counselling, Screening (Brief Intervention)
Purapurawhetu - all ages
 Māori mental health, including AoD, service provider
 using a Kaupapa Māori approach
Youth Drug and Alcohol Service North Canterbury 10-19 years of age
 A community-based service for adolescents with mild/moderate alcohol
and drug issues.
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18-25 yrs

TREATMENT
10-18 yrs

Covers Kaiapoi, Rangiora, Oxford, and Hurunui District to Hanmer
Springs.
 Advocacy/Peer Support, Aftercare, Assessment, Groups, Individual
Counselling, Screening (Brief Intervention), Whānau / Family Group. Free
Motivational Interviewing, Cognitive Behavioural Therapy, Person
Centred Counselling
CareNZ Christchurch Community Services 18+ years of age
 Offers free and confidential services for anyone who has concerns about
their own or another’s use of alcohol and drugs.
 A range of supports, from assessment, screening and brief interventions
to group work, day programmes and support groups.
 In a first meeting, practitioners will assess the individual needs of a
person and make suggestions for possible interventions.
 Develop individual treatment plan with them.
 Appointments can be made directly at location, or by completing the selfreferral form at www.carenz.co.nz/contact .Referral is also possible
through other agencies or healthcare providers, e.g. GPs.
 Runs Out of Gate, a reintegration service assisting short serving prisoners
with their transition back into the community. The service is available in
the South Island.

Stop Trust (Canterbury DHB)Kaupapa Māori Service for mental health
Canterbury DHB Services
 Child Specialty Services
 Youth Specialty Services
 Youth Day Programme
 Child Day Programme
 Consult Liaison Service to NGOs/PHOs
 Child, Adolescent & Family Rural Service
 Intensive Case Management
 REGIONAL SERVICES
 Child & Family Inpatient Unit (Southern Region)
 Youth Inpatient Unit (Southern Region)
 Eating Disorders Services
Te tai o Marokura charitable trust
 Marae based in Kaikoura Child, adolescent and youth AoD services for
Māori. Advocacy/Peer Support, Assessment, Community Detox (Home),
Day Programme, Individual Counselling, Public Health, Screening (Brief
Intervention), Support Groups, Training, Whānau / Family Group. Free
Christchurch Youth Mental Health Service(CYMHS) 13-18 years
 Waipuna, Stepping Stones, Odyssey, Purapurawhetu, Pacific Trust
Odyssey Youth – 12-19 years
 Male and female residential program and Youth day programme, a
service for young people aged 12-19 years.
Pacific Island Evaluation Inc. all ages
 A community based alcohol and drug service for Pacific Island people.
Provides counselling, day programmes and a 3 bed residential halfway
house.
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18-25 yrs

 Has Pacific Island worker.
 Aftercare, Day Programme, Individual Counselling, Residential (Intensive)
Community Alcohol and Drug Service - Christchurch

Provision of advice, information on all aspects of addiction. Provision of
assessment, case management and onward referral to treatment
providers.

Education Group that helps educate about Alcohol and Drug addiction,
and a Treatment Group which also focuses on Mental Health and
strategies for dealing with it.

Adult focused
Narcotics Anonymous 0800 628 6329 telephone helpline
 With treatment support groups for people dependent on narcotics
Alcoholics Anonymous
 Telephone helpline and support groups for people dependent on alcohol
Odyssey House Trust  Residential therapeutic community programmes for people with
problems associated with drug addiction. Residential programmes and
adult male programme
Salvation Army Bridge Programme
He Waka Tapu
 Alcohol and Drug service for Māori.
Ashburton Community Alcohol and Drug Service and Mental health service – all
ages
South Canterbury DHB youth alcohol and drug team (12-25 years)
 Mobile service assessment treatment and support
PHO BIC counsellors and Community Mental Health Workers and Social Workers
 Can be referred to by GPs
Salvation Army, Wellbeing North Canterbury, Oxford Community Trust
Christchurch City Mission – 17+ years
 Alcohol and other Drug Day Programme for women 17+ case
management, educational and activities based programme
 Thorpe House 17+ --Residential Social Detoxification Service. Community
Detox (Home), Social Detox (Residential)
Hereford Centre - 18-65 years
 Service for psychiatric clients with chronic major mental illness.
 Provides alcohol and other drug treatment for those who present with
substance abuse problems, along with major mental illness.
 Has Māori and Pacific Island workers. Assessment, Day Programme,
Individual Counselling
St Mark’s Alcohol and Drug Residential Service - 18+ years
 Intensive residential treatment programme (12 - 16 weeks) with a
halfway house for follow up. Also a supportive residential detox and
respite bed for Nelson Marlborough clients only.
 Funded by MOH. Client pays accommodation costs from WINZ benefit.
Has Māori worker.
 Aftercare, Day Programme, Groups, Individual Counselling, Residential
(Intensive), Support Groups, Training, Whānau / Family Group Blenheim
Alcoholics Anonymous
 All ages (adult focused) peer support meetings for people who have or
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are trying to be alcohol free access by 0800 phone line
Aukati KaiPaipa
 Smoking cessation programme Māori, Pacific Islanders and pregnant
women
Bridge Education Programme - adults
 Run by the Salvation Army providing alcohol and drug treatment
programme
Care NZ - all ages
 Alcohol and drug treatment programme and recovery counselling and
groups
Needle Exchange Programme - All ages
 provides needle exchange, information and education for IV drug users
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5

PROVIDER INTERVIEWS

5.1
INTRODUCTION
Researchers from The Collaborative Trust for Research and Training in Youth Health and
Development carried out a series of interviews in order to explore the provision of services
in Canterbury for supporting young people with alcohol and/or drug (AoD) issues.
Specifically, the research aims were to find out about the developmental appropriateness
of services for youth aged from 10-25 years, and the effectiveness of collaborations
between services. The research would explore the views of service providers about both
gaps and overlaps in current service provisions with the aim of providing information which
could assist in working towards a more collaborative approach between services for young
people in Canterbury.
5.2
METHOD
Fourteen interviews were undertaken; five with providers of AoD services, eight with
referrers to such services and one with a young person who had accessed services.
Interviewees were counsellors, social workers, school counsellors, school nurses, a health
administrator and a student, from a range of services and schools in Canterbury.
Participants were recruited through purposeful sampling. They were identified by the
research team as service providers who worked in the area of supporting youth. The
student was recruited through nomination by a referrer. Interviews took place at the
interviewees’ place of work or school. Interviews were recorded and then transcribed by a
professional transcriber. Consent was given by all interviewees to use the data collected in
the report and to have the interview recorded. Anonymity was ensured.
A semi-structured interview process was used for interviewing. Participants were asked the
same series of open-ended questions, with the interviewer adding probes to elicit further
detailed responses when it was required (Appendix one). The interview schedule for the
young person was designed differently to focus on her personal experience of service
provision.
5.3
ANALYSIS
Responses were analysed using thematic analysis (Braun & Clarke, 2006) which aims to
identify, sort and report patterns or themes within data using rich detail (p. 79). The
analysis used an inductive approach (Braun & Clarke, 2006, Frith & Gleeson, 2004) in that
the themes are strongly related to the data and evidence from the data in the form of
quotes is used to strengthen the validity of interpretations. The data were first read and reread to ensure familiarity with the whole data set. Secondly, initial codes or meaning units
were identified and these were then sorted into possible patterns or themes. Next, themes
were collapsed into each other so that main overarching themes were developed, with
some sub-themes attached to these. Finally, a table was constructed with significant
statements from the data and propositions associated with these attached to each of the
main themes that had been refined. (See Appendix two).
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5.4
FINDINGS
Six themes emerged from the data, gathered from the participants, around experiences and
views about existing provisions for youth aged 10-25 years with alcohol and other drug
issues. These were: Relationships, Connections, Collaboration, Support, Choice and
Context. While the findings are presented as five separate themes, the lines between these
are often blurred, and there are links between themes.
5.4.1 Relationships
The importance of establishing strong relationships when working with young people with
AoD issues was highlighted by the majority of the service providers. Participants
recommended trying to engage with the young person as a ‘whole person’, to talk with
them about their strengths and interests; “And trying to link it to their values and what is
important to them. Just being respectful.” One provider commented that if it wasn’t an
equal relationship it wouldn’t work. A good relationship was one where both kept keep
working on the relationship. It was the responsibility of the service provider to continually
provide opportunities for change and to “walk along with them on their journey.”
Most of the participants strongly emphasised the need to ensure that the young person
saw the relationship as one of trust, where confidentiality was ensured. One participant
said that the relationship should provide a warm, open space where the young person
could come to terms with their issues. The young person needed to know “that we are not
going to tell other people that this is what is happening, we are also, we are guided by
them.” Providers understood the need to reassure young people that they could be seen as
“a safe person who was not going to judge.” As one provider commented:
Because often they have burnt so many bridges and they have often lost
friends and family and work and they have, some of them don’t have
many people left in their lives so you want to do as much as you can with
them and for them.
There were different ideas about with whom a young person might find this trusting
relationship. Some providers understood that young people might not feel comfortable
seeking help from some sources. For instance, a school counsellor recognised that some
young people may not want to see a school counsellor or social worker because he or she
may feel stigmatised within the school. Visiting a counsellor could lead to unwanted
labelling. Talking to a visiting Youth Worker or a Year 13 peer support student may be
preferable. However, a social worker from another school believed that they had worked
hard to establish strong relationships for students with counselling support staff at her
school, through the staff’s involvement in other school activities. “But if they aren’t, there
is no, apparently in other schools there is stigma attached to accessing pastoral care
services. There is not in this school.” One social worker felt that her strength in working
with young people with AoD was her young age; she talked about being able to put herself
in their shoes as a young person. Some mentioned using more youth orientated
communication pathways such as social media to further the relationship with the young
person.
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Regardless of the initial contact, school counsellors, school nurses and social workers were
confident in their confidentiality systems and noted that it was easier for young people to
come to them with issues because they were already known to the students. All the
providers said that they ensured trust and confidentiality in their relationships with young
people. The student participant affirmed the need to be able to trust the relationship with a
provider, so that help can begin to occur.
I guess if you felt that like relationship with someone, and the trust with
someone, they can like really help you, because they really know what is
going on and stuff, so yeah.
All the providers agreed that if a relationship was not working, then they were amenable to
the young person changing to another provider, with whom he or she may be able to form
a more positive relationship.
“….or if I don’t feel I connect with them, I am very open and very
transparent with them in saying you know, “I don’t think this is working”,
and so I am happy to make referrals to other agencies or other people
who I feel that they would benefit so much more.”
Participants were also happy to work together with other providers to help find the best
relationship for the young person.
However, two of the providers cautioned that “too many cooks” can be confusing for the
young person. It was felt that it was better for the young person to have a relationship with
one main provider rather than with too many services. The student interviewed agreed
with this as she noted that “it all gets too much” if everyone is trying to help at the same
time. She preferred a strong relationship with one social worker.
Several of the providers mentioned their concern about the brief amount of time that they
had working with young people, because of funding issues or mandated interventions. That
relationships take time to establish was a strong theme from these participants and there
were several criticisms of brief interventions which they felt did not work for young people
with AoD issues, whose “trust in others has been battered.” A long term approach was
preferred, in order to allow a relationship to build, and support to be put in place. Best
practice, according to the providers, was allowing for time in a relationship, with regular
and intense contact as well as the option of changing treatment plans according to the
changing needs of each individual. One provider summed this point up when he said,
“Journey with them, make it a journey rather than a short sharp intervention.” However,
one of the referrers , from a central service, believed that there was flexibility in treatment
options for young people in Canterbury, according to need;
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“Treatment plans are based on the needs of the young people so they can
be relatively brief, three or four months, but they have the potential to be
up to 18 months.”
5.4.2 Connections
The second theme was about the need for setting up connections with others in order to
support best practice for working with young people who have AoD issues. These ‘others’
included fellow service providers and referrers as well as significant adults, family or
whānau and peers.

5.4.2.1 Connections for Providers and Referrers
It was recognised by the participants that it was important to establish relationships with
other providers and referrers. However, there were differing reports about the kinds of
connections participants had with other services. Some referrers admitted that connections
with others in Canterbury were easier because of previous experience working in other
services.
“We are very connected to our, the rest of the agencies in the city…. we all
used to work there, almost all of us, so we are very, very, “ofay” with the
system.”
It was an advantage for referrers if they had ‘been around’ longer and thus knew others in
the field. This gave a good overview of what was available and meant that connections
were more established. As one said, “It is who you know.”
Several commented that at the same time it was important to develop new and positive
connections with others working in the area of AoD. One provider also said that people do
change in the services and that often one needs to be willing to re-establish relationships.
However, the establishing of new connections could be difficult for some. One counsellor
noted that often “they [referrers] try you out.” It seemed that a new provider needed to
prove themselves with referrers; it really was about “who you know.” The time factor was
also mentioned by many of the providers. There was not enough time, predominantly
because of the workload, to develop new relationships with referrers and with other
providers.
Despite these barriers, most of the interviewees listed several other providers and referrers
with whom they had regular connections. Some lists were extensive while others relied on
fewer, reliable, known connections. Comments about who the provider linked with on a
regular basis ranged from “nearly everybody in [a rural area]” to “I don’t think many of us
know where or what is out there at the moment.” The latter comment was from a provider
who did link with what he saw as the larger, more well-known organisations, such as
Odyssey House and Waipuna, but he expressed a feeling that there was a lot more
happening out in the community that he was not aware of and he wanted to be able to
access these smaller services. This participant had been with his workplace for three years
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so he was not new to the area. In contrast, a counsellor from a more rural area felt that
there were particularly strong inter-connections between providers and services supporting
young people in his region. For example, he listed Police Aid, Big Brothers Big Sisters, the
local Wellbeing group, the regional Community College, Fresh Start, Safer Community
Council, school counsellors and Deputy Principals, and local GPs amongst the “nearly
everybody” in his area.
Proximity was an important factor in making decisions about connections with other
providers and referrers. Nearly all the referrers looked locally for support. Several
commented about the benefits of being ‘on the ground’ locally, of knowing what is ‘out
there’. This is in contrast to the frustration of the provider who thought he didn’t know
what was ‘out there’. Ease of access for the young person was also strongly related to
proximity as a factor in making connections. For example, “we would refer to Waipuna first
because it is close.” Another provider talked about the benefits of having mental health
teams on the same site which made for smooth connections, both for the young person
and between providers; “ … and it is handy because everyone is on site here together.”
School nurses and counsellors asserted that the strongest connections for them were other
team members within their school – such as other counsellors, peer support leaders, local
youth workers who visited, and speciality services that came to the school. Again, the
reasoning was the proximity and the ease of access to these services. This idea of being
close to other professionals overlaps with understandings in the theme of Collaboration.
Referrers talked about their connections with specific providers in positive ways at times,
praising services that they had solid connections with.
“They are very, very good for children of drug and alcoholic parents… they
have got social workers and counsellors on. They are very, very good.”
“Waipuna is a lot more youth friendly.”
These are services that they retain connections with, because of their positive perceptions
of the service. Lastly, most of the participants felt that knowledge and training was an asset
in making the right connections for young people. The interviewees expressed confidence
in their training and their expertise in seeking out the best connections for the young
people whom they were endeavouring to support.

5.4.2.2 Connections for the young person
The importance of finding the best connections for a young person with AoD issues was
discussed by the participants. Connecting the young person with someone who identifies
with them was a major point made. Suggestions were around a sports coach, an aunty or
uncle, a friend, or a Māori or Pasifika liaison officer. One participant made the salient point,
“When you visit home you get hours of information.” All participants talked about the need
to make a connection with the family; to get the family “on board.”
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The student interviewee was keen to praise the services that had helped her. She felt that
once she made the right connection she was supported through her issues. She also
understood that she needed to rid herself of connections with peers who were not helpful.
“Like my mind is clearer so I can see, and like these friends are like actual
real friends, like when people are on drugs all they care about is the drug.”
She wanted to surround herself with friends that she could trust. Trust was a common
theme that referrers, providers and the young person all included when conceptualising a
positive connection.

5.4.3 Collaboration
Aligned with the views expressed under the Connections theme, the most positive
examples of collaboration that the participants talked about, existed in teams within the
same institution. For example, school counsellors and nurses looked firstly to their pastoral
care teams for support in dealing with AoD issues, then to outside services.
Well, one step would be possibly a counsellor at the school, so we have
got this counselling team, we have got two full time counsellors and we
have got two student counsellors, so there is a range of people that they
might be able to see. We also have outreach from a local church come in
and they do a local youth, they have a youth programme. So we also have
peer mentors so for year 13s who might be able to get alongside
somebody younger, and then there are the outside services as well, which
we might be able to refer someone to.
Participants from schools noted that the team work within the school was a strength of
their practice. They all described the teams as working well together for the benefit of the
students; “…and so I have got a really good team. So, if they don’t link in with me they will
usually link in with one of those other people.” Health education teachers collaborated with
counsellors and nurses on the courses that they taught.
In contrast to the collaboration that seemed to happen within schools, the nurses and
counsellors working in schools reported little or no collaboration between schools. One of
the school nurses said she felt isolated as a nurse with no real communication with other
school nurses in Canterbury. She felt that they could be a lot stronger as a group. Social
workers and counsellors reported that they did not liaise regularly with others from their
profession working in schools. A school social worker did not really know which schools in
Canterbury employed social workers. She admitted that “It is not a big, it is not on my top
list.” It is possible both time and funding may be barriers to networking across schools.
Collaboration was reported to be strong within teams at other institutions where there
were several services working from the same facility. Being on the same site was seen as a
distinct advantage for collaboration; “we can all share different experiences and we can
collaboratively you know, see what is out there, what are the gaps and how we can pull it
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together, how we can best work together, as a hub of services.” Providers such as
counsellors, social workers, nurses and psychiatrists communicated regularly with each
other if they were based at the same facility. A young social worker from one central
service commented that “we definitely use our team for that, so you know, always going
and chatting with the nurses and the psychiatrist to make sure that, you know, I am
learning what I need to be learning at that time to help that particular client.” Several
counsellors talked of professional collaborations with other counsellors and providers
within their institution. This kind of collaboration is often about deciding who within the
service would best suit the needs of the young person, as a support person.
There were, however, some examples given of wider collaboration between groups
supporting young people. The introduction of the Youth Drug Court in Canterbury was
mentioned as a positive step towards ensuring collaboration between services; “as a result
of that, [the Youth Drug Court] there is a really collaborative relationship between the
Police, Child Youth and Family, and Youth Specialty Services.”
Regional collaboration was strong in the semi-rural area looked at for this research. It
appeared that providers in this smaller area were able to collaborate frequently. Proximity
may have been a factor, but it seemed from the responses of the counsellor involved that
over time processes had been put in place for collaboration between services and that
these were then rigorously followed.
And then we can discuss it together as a group. I go to the youth justice
meetings once a month that is usually held at the Police station, with the
Deputy Principals, other A&D workers and other professionals in the
community and we will talk about a person in the sense of who would be
best to work with this person.
Others responded that the reason collaboration between services worked well, in their
view, was because all the different providers had a similar focus – supporting young people;
“I think we all like play together well, because we all want the same thing.” A few providers
used the term ‘integration’ to describe what they saw as strong collaboration. The concept
of Youth One Stop Shops was mentioned several times. “I would have an integrated, either
a street or a facility, you know like the one-stop-shop where there is nurses, doctors, drug
and alcohol counsellors, everybody that they can go around” and “One stop shop at
schools? Integrated school based services – with everything there – don’t have transport
issues etc, can just pop in.”
One participant believed that better ‘integration’ of services was still needed in Canterbury
so that there were no gaps in services for young people. She distinguished between
integration and collaboration; “And we have talked for years about collaboration, better
collaboration, but actually collaboration is not integration.” With each provider working
under different philosophies and having their own autonomy true ‘integration’ was unlikely
to happen, she thought, but in common with others, she felt that whatever the model the
focus needed to always remain on who was best suited to respond to the needs of the
young person.
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There was some feedback from the providers about collaboration not happening. Mention
has been made of the lack of networking opportunities for referrers who worked in schools
but those who worked as counsellors or social workers in other services commented, too,
on a lack of collaboration with fellow providers in other services. One provider felt that
there was no reaching out between ‘hubs’, which seemed to mean to areas outside of his
own locality, and he wasn’t aware of any opportunities for collaborative meetings that he
felt could “strengthen our services together, work together.” He maintained that this
sometimes led to providers working outside of their sphere of expertise, such as in the AoD
field, which may not always be beneficial to a young person. Another participant supported
the idea of some kind of social media ‘platform’ for professionals to be able to discuss
issues with each other as she felt something like this was missing in Canterbury. One
participant summarised the need for collaboration, and the current situation, this way:
It is that constant looking, working together about reflecting on what we
are doing, and what is working and how do we look at something
different. And there is a willingness to do that, but there isn’t often the
space in a busy day. …. But in terms of how joined up the services are,
yeah, no, I am not certain of that.
5.4.4 Support
The findings from data that fit under the theme of Support have been organised into three
sub-themes; that of support given to young people with AoD issues, gaps in that support,
and support for the providers in their work with these young people.

5.4.4.1 Support for Young People
An understanding of support using a developmental approach with young people was
evident in many, but not all, of the responses from the participants. Several talked about
the need to “meet the kids where they are at,” to acknowledge that young people had
different needs at different stages of their development. A couple of providers mentioned
the developing adolescent brain; “yet we have got to balance that with adolescent
development, and adolescent brains.” There was an understanding of the individualities of
their young clients. Some participants talked about “no one response fits all” and that it was
important to find the right response for that person at that time.
There was a sense from providers that with young people it was important to keep
persevering. For example, one commented that she wanted to have social workers in her
service who “will understand that young people don’t always attend appointments, and the
need to persevere.” Other service providers explained how they would make allowances for
missed appointments for youth, which they would not do for adults. Another talked about
not disengaging, even if it seemed like nothing could be done in terms of an effective
intervention. Many of the providers appeared to have an awareness of how developmental
stages might impact on a young person’s decision making. “And we just walk the journey
with them. Some people we can’t, and, or, it is not that we can’t, some people it is that they
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are not ready to make the changes that they need to at the moment.” This experienced
social worker explained that for some young people it is both being ready in terms of
maturity to face changes and perhaps greater motivation because of a particular catalyst in
their life that encourages the move towards change. There is a need for perseverance from
providers in terms of support, while young people move towards a decision to make
changes in their lives. This is further illustrated in the next theme of Choice, where the
impact of a lack of choice in speedy access to services is linked to the developmental needs
of young people.
Ideas around best practice in terms of support for young people were alluded to in several
of the responses from participants. The idea that it would be better to focus on prevention
at an earlier age than try to remediate was mentioned by a couple of participants, but was
not a strong focus. One provider thought that “we have got it backwards here, there is that,
we spend a lot of time from 13 to 18 years of age, that is 5 years, of trying to undo stuff.”
Earlier prevention rather than intervention after the fact was advocated, and this was
linked to the developmental stages of adolescents. For example, one talked about
identifying the “pathways to addiction,” before the age of adolescence when she thought it
was getting too late. A counsellor believed that it is possible to make ‘plans’ with 10 year
olds, but by the time they are 14 it is, “I just want to get drunk every weekend,” so a
different approach is needed. Another experienced counsellor talked about “a time bomb
waiting to explode once they hit 14 and 15.” The 18-25 age was seen by this counsellor as a
category on its own, where young people are not youth but young adults and hugely
different from 13-18 year olds.
Further advice shared by participants was to put the support in as soon as possible as the
habit escalates very quickly, that one on one support works better with youth (and this was
affirmed by the student interviewee), that the harm minimisation approach was effective
and realistic for young people, and that support is about “travelling the road with them, not
about the “shouldn’ts.” Several of the pastoral care staff at schools supported this latter
view by providing a safe environment for the students with AoD issues to visit, rather than
focusing on punishment; “they know they are not going to be taken straight to the
principal.” This approach was reinforced by another provider who made the point that it
was the agencies who needed to make the adjustments to cater appropriately for young
people. “I think the only way to work with children and adolescents, really is to understand
that they are not going to, you know, fit the system, the system has to fit them.”

5.4.4.2 Gaps in support
Some gaps in support for young people with alcohol and drug issues in Canterbury were
highlighted by the participants. One of the most often repeated concerns was that there
was not adequate support for the younger adolescent age group, around 10-16 year olds,
who were struggling with AoD issues.
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A gap that has been identified and is quite a priority for us at the moment
is probably the gap for the 10-14 year olds, ……. in terms of interventions
appropriate for that age group, quite a big gap I think.” “…in the younger
youth we don’t have enough there.” “But they are probably lost
somewhere in the wilderness, you know? And what you do, they need a
place where they can be safe, and actually it is a scandal that there is no
place for those young people.
There was particular mention of the lack of a residential detox centre for younger
adolescents who had AoD issues and, commonly, mental health concerns as well. A couple
of counsellors expressed grave concerns about young people in Canterbury being “lost in
the wilderness,” and “losing a lot of youth between 14 and 16 in Christchurch” because
there was no safe place for them to go to find support for their issues. More residential
programmes that supported young people with AoD issues and looked at mental health as
well were advocated, as referrers and providers saw this as being very common. There was
a general feeling that programmes were not dealing with co-existing problems as well as
they might.
I think there are gaps with definitely like residential treatment
programmes, because they currently only treat addiction, you know,
substance problems on their own, but there needs to be a residential
treatment programme that actually targets addiction and mental illness.
Because it is so common. It is quite frustrating for us and for clients.
The school counsellors and nurses interviewed wanted to be able to do more to support
their students who were regularly binge drinking in the weekends. They felt that only
limited support was offered to students in the form of giving out pamphlets or a telephone
help line of where to go for help, but “We just hope they pick up on them. Not good, aye?”
The counsellors and nurses worried about the links between binge drinking and sexual
health, such as unsafe sex. They commented that they would like to do more around AoD
issues, especially at the Year 12 and 13 levels, which these participants saw as a vulnerable
period developmentally for the students. “Because they are at that age where they are
using alcohol and drugs, because they are coming up to that age of 18. …So you know, you
go to a party, you get drunk, and you have sex.”
Another common theme around gaps in support was that there should be more support for
families of young people and that this support also needs to begin early on in a child’s life.
As one councillor put it, “because the biggest problem or need that I have is they send
young Johnny to me at age 16 when there has been no structure and no rules and they say
“A, please fix our son?”, it doesn’t happen like that. It happens in all those early years.”
Suggestions around compulsory parenting courses were made by a couple of participants,
although the difficulties in getting parental buy in to such courses were acknowledged.
However, the young person who was interviewed backed the idea of supporting parents
with information about AoD and other issues for young people. She noted that her own
parents were very young. She thought that, for parents “like they have to set boundaries
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but like have to be supportive because it is really important that you feel comfortable in
your own home, and you are not feeling like you have to hide things because that hiding
things is the worst thing.” Finally, a lack of knowledge about what support was actually
available for young people was also mentioned, with some providers admitting that often
neither the young person nor his or her family would know where to access support for
AoD issues.

5.4.4.3 Support for the Providers and Referrers
Participants believed that there were some areas where there could be more support for
them, as service providers and referrers. Chief among these was the need for more
resources; “It is, that is the biggest gap, is that we need to have the resources more
available, more readily available.” Funding was mentioned by most of the counsellors and
social workers in service agencies. Concern that overloaded services meant support for
young people was not available when it was needed was highlighted often. The lack of
funding led to the tendency for brief interventions which several providers thought were
not effective in providing adequate support for young people with ongoing AoD issues.
And you know, just the thought that I have only got 12 sessions, I have, if I
had to use a word to describe how I feel about that it would be panicky!
12 sessions for life. Policy. And that, oh! That is just insanity, I think.
They felt that longer interventions were necessary to allow time to get to know a young
person, as highlighted in the Relationships theme. However, two of the counsellors
understood that the amount of support that they could give was dictated by funding, not by
the developmental needs of the young person. In addition, overloaded services meant that
access for casual clients was closed off, according to one provider. Thus, often providers
were unable to support a greater number of young people.
Most participants saw a continuing need for support for AoD and other services to young
people in Canterbury. The health administrator believed around 70-80 schools had
requested support after the earthquake for a range of issues, not just AoD, and that there
was still a need for support. School nurses would like to see nurses in every school in
Canterbury. This is not currently the case. School counsellors wanted more support from
Youth Workers and mentors in schools, for all issues, not just AoD.

5.4.5 Choice
This theme is also separated into sub-themes. There was a considerable amount of data
drawn from the responses about choices around access to services for young people with
AoD issues. There was also data about the independent choices that young people made
for themselves.
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5.4.5.1 Choice around Access
Many of the referrers were frustrated with the long waiting times that they said were often
required to access services for young people with AoD issues. They saw this as taking away
any real choice for the young people in two ways. A young person couldn’t go to any service
that they might choose because there were often no spaces, and in addition, the choice
that a young person may have made to get help for a problem with AoD was negated
because there was no help immediately available. There were links made between this lack
of choice and a developmental understanding of young people’s needs. Several referrers
emphasised the importance of immediate support being available for a young person who
had made the often difficult choice to seek help, and the consequences if a young person
was forced to wait for this help. “…and young people, they are immediate, they need, they
sort of think “Oh, I need to get to see, to talk to someone about this”. Well it is hard for
them to actually wait, and then they go off the boil.” Counsellors and social workers in
schools, for example, talked of anywhere from 6-12 weeks waiting time for a referral to
some services and as one put it “that is a long time for a young person who has the
motivation to change now, …I mean that could be a lifetime.”
Having to go through various processes in order to access services was also frustrating for
young people, some participants thought, and this again could lead to a young person
possibly opting out. The idea that young people needed immediacy when motivation was
high was a common idea from the participants, and yet systems did not allow them this
choice.
Mmm, because often they will be so desperate there and then they, you
know, they want something to happen, but it is not always going to
happen that quick, and sometimes it is a shame, because right then they
were motivated enough to ask for help, they wanted it and they were told
“No, you can’t just come in off the street you have got to have all this in
place and you have got to be assessed and have a follow-up plan for after
your detox” and that kind of thing.
The result of a situation like this, according to the social worker provider who commented
above, is that the young person will give up and “they will just think it is too hard, and yeah,
we lose contact with them.”
There were further issues around lack of choice in access to preferred services for young
people. They were sometimes forced to move from one provider to another, or to
discontinue their treatment, because funding had run out. Further, most providers
admitted that the young person did not have a choice as to which person they saw as their
provider at a particular service. It was the expert providers at the service who made these
decisions. Finally, choice in terms of access was compromised for many young people who
found it difficult to travel to services that were not in their area. Costs of travel and not
having a parent or guardian available or willing to take a young person to an appointment
with a service provider were barriers. One school counsellor said “because they won’t go to
appointments, because Mum can’t take, they can’t get, then they lose interest and it is too
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far and by the time they get there, it’s just, it’s just not working for them.” The student
interviewed admitted that the travel required for her to attend both school and services
half way across town that were chosen for her became too much for her and she eventually
gave up attending both.
Some referrers suggested solutions towards making the choice of access easier for young
people. No waiting lists was the most popular solution but other ideas were involving a
support person who could help the young person follow through on appointments, having
one stop shop type services more available, provide a safe place for young people to go to
stay while they waited to get into services and having Mobile services coming in to schools,
which was both a secure environment for a young person and didn’t necessitate travel.

5.4.5.2 Choices made by Young People
The responses from the participants showed that they understood and were respectful of
the choices that young people made. The choice to attend appointments, or the choice to
engage with a service provider, was left up to the young person according to several of the
participants. The independence and agency of young people was respected. One councillor
put it this way, “We don’t see ourselves as the rescuer.” This didn’t mean that providers
who were aiming to support a young person with AoD issues gave up, as explored in the
theme of Support. The aim was to engage quickly, and continually encourage, but
ultimately the choice to accept the support was the young person’s.
The young student’s story is an illustration of this sub-theme. Young people have to make
their own choices, even at the age of 13-14 years, as this student was at the time. She
talked about several choices that she had made in her struggle with an addiction to
cannabis. There was the choice to start using cannabis in the first place, “I guess they tell
you “drugs are bad children” but that doesn’t really, I mean you get interested, you like
want to experiment and it is like exactly the same with alcohol, you want to know what it
feels like to be drunk, and stuff like that.” Then she made choices while she was seeking
help for her addiction; to stop attending the Southern Regional Health School or other
services for a time “like obviously when you are on a drug you don’t have much motivation,
well it was actually weed, you don’t get motivation to do stuff. So, I just used to like sleep.”
Finally, the choice to quit. “I just, I think that the main thing is that you want to quit. Like,
you want to stop it, you have to want to, to do it, like you can’t just have people saying in
your ear all the time.”
Further examples of choices made by young people which affected their support were
around the cultural acceptance of binge drinking by youth, according to some participants.
“I don’t know whether it has become normal adolescent behaviour, that binge drinking
culture and things like that, so we have a lot of young people that see that as normal and
don’t see the impact.” Several of those interviewed, particularly those working in schools,
were concerned about the lack of acceptance by young people of binge drinking as an issue.
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Culture was mentioned by another provider in terms of who young people would see for
support; cultural reasons may lead some to choose to refuse to attend some services.
5.4.6 Context
The final theme that was highlighted by the data from the participants was that of Context.
Many of the providers stressed the importance of what they called a holistic approach
when working with young people with AoD issues. They believed that the focus should be
on the whole needs of the young person; a “whole of person response,” as one provider
framed it. There seemed to be an understanding from participants that for many of these
young people their situations could be complex. For example, one experienced school
counsellor recognised that a young person might be trying to self-medicate in response to
other issues such as mental health issues like depression, anxiety or family difficulties.
Another participant agreed;
For young people often the alcohol and drug use is part of the solution for
them rather than the problem, so I am not sure that our approach of
thinking about more alcohol and drug services is actually the right way to
be thinking.
The student participant said that her original reasons for using cannabis was as a selfprotection for social anxiety but the addiction eventually led to depression and isolation.
Some of the providers mentioned the difficulties of treating young people with both AoD
issues and other mental health concerns. One social worker noted, “I think that is always a
struggle when you are trying to help people with alcohol and drug problems because some
of the prognoses aren’t that great, especially if they have got a co-existing mental illness.”
There was a common thread amongst responses from school counsellors, social workers
and nurses that alcohol and drug issues often emerged from discussions a school provider
might be having with a student about other concerns. “But the alcohol and drug issues will
come up, not, they won’t necessarily come in with that as a primary issue, but we might
uncover that there is some issue there. Just during the course of the conversation.” The
school counsellors and nurses reported that AoD issues only made up a small number of
primary reasons for visits from students at their secondary schools. One counsellor could
only remember four incidences while a school nurse said her records put it at as a primary
issue for only seven out of 4,000 visits. A social worker from one school mused, “We
actually don’t have a huge amount of referrals for drug and alcohol. Interesting, ay” but she
wondered if that was because of the way it was “packaged” in her school and community.
Marijuana was not seen as huge problem as long as a young person did not attend school
under the influence. Alcohol was more of a concern because of the violence associated with
it.
What was happening in the family was seen by these providers as vitally important in the
context of a young person’s situation around alcohol and drug issues. Some providers
emphasised that the context of the home environment overrode any number of sessions
with a counsellor. The theme of Connections looked at the importance of connecting with
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families, and with significant people in a young person’s life, and this is repeated here. “I
need everybody involved in that young person, I need the teacher, I need the family, I need
the friends, and if I can get through to them I think I have got a much better chance.” This
counsellor saw many of the issues around AoD as being about a lack of parenting skills. He
spent a lot of time trying to connect with parents in his community, because he maintained
that, for many families he knew of, it was a case of “if I see Johnny at 15 I know I am going
to see the brother and sister of that family in three years.”
Another counsellor had similar views. He spoke of “working through the back door with the
family first,” meaning that if he could support a family who were modelling drug and
alcohol consumption to reduce their habits, then this would help the young person too. “I
mean some of them do come from families that are drug and alcohol families, and they
have then taken it up, and/or helped themselves.”
The context of living in post-earthquake Canterbury impacted on some young people’s wellbeing and health. Counsellors and social workers felt that there were still “families breaking
up and poverty and mental health issues off the scale.” Housing was seen as a problem for
families, with some young people often not sure where they were living one day to the next
and shifting house frequently, according to some participants. Using drugs or alcohol could
be a young person’s way of coping. However, in contrast, one provider noted that it can
often be something within the context of their family life, some kind of “turning point,” that
leads a young person to want to give up an addiction.
There were some providers who talked about the need to focus on a wider contextual view
of AoD issues for young people; particularly around community and societal influences.
One provider felt there was a need to look at environments that allowed alcohol and drug
consumption to thrive and be pushed; a focus on a wider, more systemic approach than
simply targeting the individual.
At a higher level Police strategies … have to target the gangs that are
targeting our young people, because that is a lot of what happens, you
know, the adult gangs are well aware that they can infiltrate some of
those younger people.
She also saw it as a council and community responsibility to regulate where shops selling
synthetics and alcohol were placed.
Several participants, especially those in schools, were concerned about the wider societal
context of the drinking culture in this country. It is not socially acceptable to admit having
an alcohol problem for most young people and they are therefore unlikely to seek help. As
one referrer said, “You know, so it is a hard one to, in a society where the culture of drinking
in particular, is quite embedded for them to identify it as an unhealthy pattern. When all
their peers and role models are behaving and normalising the behaviour.” Some
participants felt that our wider society needed to face up to social perceptions around
drinking and work towards changing these for the benefit of our young people.
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5.5
DISCUSSION AND CONCLUSION
The experiences and views of these five AoD service providers, eight referrers to services
and one young person, can help to contribute to information about what is working well,
and about where there may be a need for improvement, in current services in AoD
provision for young people in Canterbury. It is recognised that the participant group was
small and that it would be valuable to collect the views of several other providers and
referrers in Canterbury. There is a definite need for further research exploring the
experiences and views of young people who have AoD issues and have, or have not,
accessed services.
The participants shared their ideas for best practice, which included a strong emphasis on
the development of trusting relationships in which confidentiality was ensured. They
wanted time to be able to develop this relationship and were very much in favour of longer
term interventions rather than brief ones, which frustrated them. There was a tendency for
brief interventions to be funded and thus the lack of enough time to work on a long term
approach was a gap in provision that emerged from our data. A second point from the
theme of Relationships is that participants perceived that young people prefer a strong
relationship with one provider rather than having too many people involved in his or her
care – “too many cooks”. This can become confusing. If a relationship with a counsellor or a
social a worker can be developed over time, then it is preferable to continue that one
relationship than confuse things by trying to establish several others. How does this finding
impact on the knowledge and experience needed by providers who may be required to
support a young person with not only AoD issues but mental health concerns as well?
Connections were many and varied between service referrers and providers in Canterbury,
although one provider expressed a desire to know more about who was ‘out there’. The
propensity was definitely to connect with others who were close in proximity. However,
collaboration between services that were more widespread was less obvious. The most
frequent collaboration happened between providers who worked in the same institution,
as a team, or who shared a facility on the same site. Wider collaboration or networking
between professions such as counsellors, social workers or school nurses did not seem to
be frequent in Canterbury. One participant called for greater integration of services
amongst professionals in Canterbury, and not just in AoD services, which may mean a
sharing of models and philosophies. The data supports a move towards more collaboration
for professionals referring to, or working in, AoD services for young people so that there are
opportunities to reflect together and support each other in a professional capacity.
Our data showed that most of the referrers and providers interviewed demonstrated some
understanding of the particular developmental needs of young people. This could be
explained by the make-up of the participants for the research, who were mainly
experienced social workers, counsellors and nurses who have had many years of working
with, and thus understanding the needs of young people. However, it is interesting to note
that two of the younger, more inexperienced participants, a counsellor and a social worker,
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also demonstrated developmental awareness of the needs of young people. For example,
the counsellor talked this way about programmes for young people of different ages; “I will
definitely treat them different, definitely have to, in regards to you know, programmes,
running programmes, alcohol and drug programmes, or any kind of programme I would run
them differently.” Further research with a greater number of participants could assist in
determining if this finding holds true across a different group of participants.
This developmental awareness was further illustrated in the concerns that many of the
interviewees showed about the difficulties around access to services for young people.
Long waiting times, complicated processes that necessitated a wait for help, and difficulties
in travelling to services were seen as barriers for young people whose developmental stage
meant they valued immediacy of support. Referrers, in particular, see a need for quick, easy
access to services for young people with AoD issues and they believe that is not happening
frequently enough in Canterbury. One stop shop type services and mobile services to
schools were suggested as possible solutions.
There is a gap in terms of residential treatment programmes for young people aged 10-16
years according to the participants in this study. This was a serious concern that was
particularly highlighted by providers and was something they would like to see addressed in
the Canterbury area. Binge drinking, was of more concern to school pastoral support teams
than cannabis. More efforts to combat binge drinking, which aligned with the acceptance of
a drinking culture amongst young people, was high on the wish list for some participants,
especially those working in schools. This could lead to further research around the question
of how services both in schools and outside of schools could collaborate in combating a
wider societal problem like binge drinking in young people.
The participants recognised the wider contextual issues that existed for many young people
with AoD issues. There was a recommendation that an understanding of co-existing mental
health concerns is often necessary, rather than a sole focus on AoD use as the treatment
issue. Family dynamics and the ongoing impacts of post-earthquake Canterbury played a
part in some young people’s AoD struggles. Further work supporting parents with an
emphasis on early prevention rather than reaction was suggested by some providers. Some
participants wondered if communities could support better decision making around alcohol
and drug issues.
Our data highlighted the understandings that this group of referrers and providers had of
the various complex contextual situations that existed for many young people with AoD
issues. The experiences of the young person interviewed are an illustration of one young
girl’s experiences. Further lived experiences from young people who have struggled with
alcohol and drug issues would add a valuable contribution to the information shared by
these participants, around current practice in Canterbury.
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6

IMPROVED AOD SERVICE PROVISION

There have been many suggestions made in this report for the ways AoD prevention, early
intervention and treatment services can be improved. The final part of the report will
outline how these could be applied to Canterbury services.
6.1
PREVENTION
Evidence shows that prevention of AoD misuse is most effective when it is put into place
early. The earliest form of this is to identify “at risk” parents and undertake home visiting
for two years at least. In Christchurch, both Early Start and Family Help Trust undertake this
kind of programme but it is not linked formally to AoD services. A formal link would be
beneficial to assist parents with SUD who have children.
Schools and the Community hold most of the prevention programmes and they seem to be
most effective for younger adolescents. Effective programmes in schools have been shown
to be multi component, skills based, delivered in an interactive way by external educators
and to be at least 20 hours long. Parent and teachers need to be involved, and there should
be a whole school approach with links to the community.
In order to provide this sort of programme in Christchurch to any scale it would be helpful
for schools in one area to work together to make the best use of their community links. For
example CAYAD could work with year 7-8 and 9-13 schools base in the South-East to link a
programme like DARE for the students to parenting programmes run in the community for
parents of young people in those schools. In turn they might be linked with sports clubs and
performance events in the same area. These programmes could be cycled around each area
of the City and outlying parts of Canterbury. The programmes already exist, but would need
more funding to scale up and take the time to develop collaborative relationships.
Some schools are already taking part in Health Promoting Schools which is a whole school
approach to health including policy, subject teaching and curriculum, pastoral care and
health services working together. Positive Behaviour for Learning (PB4L) and other
programmes focusing on behaviour and including assistance for parents could be included.
Again the programmes exist but need to be scaled up to be effective.
Prevention in young adults has been shown to be most effective at the community level,
including policies around limiting supply of AoD, including the number of outlets available,
decreasing the demand by limiting advertising, and limiting the harm as outlined in table 2
(Alcohol Public Policy Group, 2010). Evidence seems to show that health promotion
messages need to focus on the prosocial aspects of AoD use, in particular alcohol, rather
than dwelling on the risks.
6.1.1 Early Intervention
Evidence for effective early intervention is limited, especially in younger teens. Screening
for hazardous or at risk AoD use needs to be based within the context of the young person’s
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life including culture, home/parenting, school/employment and peers. This means that
those involved in working with young people in schools and the community need to be
trained in the skills of screening and then next steps. The NGOs and GP practices have some
training in the use of the HEEADSS tool but less in the use of tools like CRAFFTS and SACS
for more youth friendly screening of AoD use amongst young people. For the over 18 years
age group AoD screening in the workforce using urine testing needs to be followed up by
brief intervention and there does not seem to be a mechanism for that. High risk times
have been shown to be when young people move out of home into flats or student
lodgings, or lose a job or a relationship. Screening that is aware of these times and can be
followed up by a motivational intervention would be best practice. Screening followed up
by punitive measures is not recommended.
The next step could be improved by ensuring that screening is followed up with a brief
intervention. Most of the evidence shows that motivational interviewing is the most
effective but this is probably more so in the over 18 years age group. It seems to be most
effective at an early stage of substance use. When use becomes more severe a more long
term approach is recommended. In younger teens the underlying issues have been shown
to be important to deal with. This requires more than a brief intervention. A review of the
training requirements of school counsellors, pastoral Deans, GPs, nurses and youth workers
needs to be carried out to make best use of the current workforce.
6.1.2 Treatment
There is little evidence on the effectiveness of residential treatment but making it strengths
based and involving young people in setting their own goals has been found to be
important and this applies equally to outpatient treatment.
The treatment services available in Christchurch are many and varied, ranging from Brief
Intervention counsellors (BIC) who are mainly adult focused with a few exceptions, through
a YOSS, school counsellors, NGO AoD services and Government services. Some services
have a cultural approach and others focus on being youth specific. The Government
services do not provide AoD treatment for 18-25 year olds but treat those 18 years and
over in the same way as all adults. Treatment services specifically for this 18-25 years age
group are a gap in service provision for Christchurch.
The second gap which was identified by the interviews with providers is a short term detox
facility for 10-17 year olds. Odyssey Youth provide a treatment service but there is no detox
unit suitable for the younger adolescents. The evidence for the need for this is anecdotal
and further study to reveal the need would be important.
A third gap that is becoming more obvious is treatment for parents with their children i.e.
family focused treatment as well as treatment for the individual with the illness or
addiction.
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7
IMPROVED INTEGRATION
There are various views and models on the difference between collaboration, working
cooperatively and integration. The model suggested here is one that was used by the
Platform Trust in its report on integration of primary health and addiction services
(Platform Trust, 2012)

Figure 4: Models of Collaboration - from Collins 2010
1.Minimal

2. Basic at
3. Basic Close
a Distance
Proximity

4. Close partly
Integrated

5. Close Fully
Integrated

COLLABORATION
The report quotes the World Health Organisation (WHO) and the World Organization for
Family Doctors (WONCA) in saying that integration is a process not an event which requires
changes in attitude, policy, adequate training, support, co-ordination, collaboration and
financial investment.
The Ministry of Health has described five levels of integration, and this is based on levels
developed by Doherty (cited in Collins, Hewson, Munger & Wade, 2010).
The characteristic of minimal collaboration can also be seen as a linkage. This means
services knowing about each other, and perhaps referring to each other either horizontally
across secondary care or vertically from community to primary to secondary, but being
quite separate in everything else. Basic collaboration can be seen as services being separate
with separate systems but meet together to share experience and communicate about
shared service users. The services may seek advice from each other, but otherwise operate
alone. The third level is that of basic collaboration but sharing the same facilities. There is
more face to face communication but each service retains its own culture. Sometimes there
may be a designated co-ordinator role which ensures referrals are made when needed.
Close collaboration occurs in the fourth stage in which there is part integration. There may
be shared resources such as appointment making or the same IT system for record sharing.
There is a high degree of understanding and mutual appreciation of the culture of the
different organisations, and the role of the co-ordinator is well established. In the final
stage of a fully integrated system, organisations merge so that all providers are working
together for the same purpose, regular meetings are held across teams, no special paper
work is needed as the service user is seen by the provider he/she needs. There is a sharing
of power and responsibility.
The MoH has studied a variety of ways to encourage integration in a variety of locations
around the country, from note sharing across primary and secondary care, to specialist
mental health telephone advice to primary care, and in two sites a more close connection
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with shared staff. The lessons learnt included that at the heart of all attempts to work
together are good relationships, the importance of involving NGOs, that increased cost for
the patient must not be ignored, primary care practitioners have very little discretionary
time and need support and contracts for specialists may also need review (MOH, 2011).
This review has considered how the current services “stack up” against the different levels
of collaboration and integration outlined above in Canterbury. The Christchurch Youth
Mental Health Service (CYMHS) is a good example of level three collaboration, that includes
regular meetings across NGO and secondary services, but not the same level of involvement
of primary services in terms of GP liaison.
The School support team with secondary care services supporting school counsellors and
nurses now seems to be working relatively well. The narrowed focus on rural and semi-rural
areas is helpful but the team may not be big enough to be a sufficient resource for all
schools.
There is evidence of level four integration at the YOSS with two providers from CYMHS
working out of the YOSS and sharing IT systems, physical and appointment facilities. They
also attend regular meetings.
All the PHOs in Canterbury employ brief intervention counsellors (BIC) who are more or less
integrated with primary care through non-clinical co-ordinators, but they do not have
specific AoD training.
Referrals from primary care to AoD services from primary care have been somewhat
improved by the CYMHS provision but this is still not known to everyone and indeed seen
as a mental health not as AoD service provision. Referral to NGOs is often on the basis of
the primary provider having a prior relationship with the service rather than a full
knowledge of the services available. Primary care GPs have little training in AoD service
provision for mild to moderate AoD use and secondary care services are often
inappropriate for the mild to moderate range. There are few developmentally appropriate
services for 18-25 year olds.

56

AOD Service Provision and Integration
8

RECOMMENDATIONS

8.1
RECCOMMENDATION 1: PATHWAY
The pathway below could be considered for the Health Pathways project and for Health
Info.

Table 4: Pathway for 12 – 18 year olds

PATHWAY FOR 12 – 18 YEAR OLDS
Mild To Moderate AoD Use Assessment
(Sacs/Crafft) Score 2 Or Over
Alcohol Drug Helpline
Christchurch Youth Mental Health service
(CYMHS) 13-18 years
Groups, Individual Counselling, Screening (Brief
Intervention), Training. Individual mental health
or alcohol and other drug treatment, including
referral on, one to one therapy, groups,
assessments, cognitive behavioural therapy,
motivational interviewing, education,
community treatment, group work. Uses a
medical model. The service includes
contributions from Odyssey Youth, Stepping
Stones and Waipuna Trust.

YAMAHA is a slightly wider group of agencies
that meet together regularly and includes :

Treatment Services For More Severe AoD Use
12-18 Year Olds
Youth Specialty Service Hillmorten (CDHB)
Odyssey Youth programme
Day programme and residential.

He Waka Tapu
Alcohol and Drug service for Māori.(focuses on
all ages)

Pacific Island Evaluation inc all ages
A community based alcohol and drug service for
Pacific Island people. Provides counselling, day
programmes and a 3 bed residential halfway
house. Has Pacific Island worker. Aftercare, Day
Programme, Individual Counselling, Residential
(Intensive)

Christchurch City Mission Youth Drug and
Alcohol Service 13-23 years
A community based service providing
assessment for treatment access, counselling
and relapse prevention. Home detoxification
and social detoxification support is available.
Motivational interviewing, harm minimisation,
strengths base Residential detoxfication from
aged 17.
Waipuna St John of God
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Alcohol Youth Support and Counselling Service
up to 25 – youth mental health and AoD service
Assessment, Groups, Individual Counselling,
Screening (Brief Intervention).
Purapurawhetu
Māori mental health, including AoD, service
provider all ages using a Kaupapa Māori
approach.
Pacific Trust Canterbury
All ages Advocacy/Peer Support, Aftercare,
Assessment, Individual Counselling, Screening
(Brief Intervention), Training, Whānau / Family
Group free
298 Youth Health 10-25 Youth One Stop Shop
Providing early intervention and treatment for
10-25 year olds mental health, illness and
alcohol and other drug misuse and abuse, uses a
youth development model.

Table 5: Services outside of Christchurch

SERVICES OUTSIDE OF CHRISTCHURCH
SOUTH CANTERBURY
HYPE youth health centre Ashburton 12-25 early brief intervention in one stop shop setting 2-5pm 3
days a week
Ashburton Community Alcohol and Drug Service and Mental health service – all ages
South Canterbury DHB youth alcohol and drug team (12-25) mobile service assessment treatment
and support
NORTH CANTERBURY
Youth Drug and Alcohol Service North Canterbury 10-19 A community-based service for adolescents
with mild/moderate alcohol and drug issues. Covers Kaiapoi, Rangiora, Oxford, and Hurunui District
to Hanmer Springs. Advocacy/Peer Support, Aftercare, Assessment, Groups, Individual Counselling,
Screening (Brief Intervention), Whānau / Family Group. Free Motivational Interviewing, Cognitive
Behavioural Therapy, Person Centred Counselling
Te tai o Marokura charitable trust Marae based in Kaikoura
Child, adolescent and youth AoD services for Māori. Advocacy/Peer Support, Assessment, Community
Detox (Home), Day Programme, Individual Counselling, Public Health, Screening (Brief Intervention),
Support Groups, Training, Whānau / Family Group. Free
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Table 6: Pathway for 18 years and over

PATHWAY FOR 18 YEARS AND OVER
18-25 Year Olds

18 + Adult Services

298 Youth Health 10-25 Youth One Stop Shop
Providing early intervention and treatment for
10-25 year olds mental health, illness and
alcohol and other drug misuse and abuse, uses a
youth development model.

CareNZ
Offers free and confidential services for anyone
who has concerns about their own or another’s
use of alcohol and drugs. A range of supports,
from assessment, screening and brief
interventions to group work, day programmes
and support groups. In a first meeting,
practitioners will assess the individual needs of a
person and make suggestions for possible
interventions. Develop individual treatment plan
with them. Appointments can be made directly
at location, or by completing the self-referral
form at www.carenz.co.nz/contact .Referral is
also possible through other agencies or
healthcare providers, e.g. GPs. Runs Out of Gate,
a reintegration service assisting short serving
prisoners with their transition back into the
community. The service is available in the South
Island.

Waipuna St John of God
Alcohol Youth Support and Counselling Service
up to 25 – youth mental health and AoD service
Assessment, Groups, Individual Counselling,
Screening (Brief Intervention).

HYPE youth health centre Ashburton
12-25 early brief intervention in one stop shop
setting 2-5pm 5 days a week

Community Alcohol and Drug Service (CDHB) Christchurch Provision of advice, information on
all aspects of addiction. Provision of assessment,
case management and onward referral to
treatment providers. They have an Education
Group that helps educate about Alcohol and
Drug addiction, and a Treatment Group which
also focuses on Mental Health and strategies for
dealing with it.
Narcotics Anonymous
0800 628 6329 telephone helpline with
treatment support groups for people dependent
on narcotics.
Needle Exchange Programme
All ages provides needle exchange, information
and education for IV drug users.
Alcoholics Anonymous
Telephone helpline and support groups for
people dependent on alcohol.

59

AOD Service Provision and Integration
Odyssey House Trust
Residential therapeutic community programs for
people with problems associated with drug
addiction residential programs an Adult male
program.
Salvation Army Bridge Programme
Christchurch City Mission Alcohol and other
Drug Day Programme
For women 17+ case management, educational
and activities based programme.
Thorpe House
17+ Residential Social Detoxification Service.
Community Detox (Home), Social Detox
(Residential).
St Mark’s Alcohol and Drug Residential Service
18+ Intensive residential treatment programme
(12 - 16 weeks) with a halfway house for follow
up. Also a supportive residential detox and
respite bed for Nelson Marlborough clients only.
Funded by MOH. Client pays accommodation
costs from WINZ benefit. Has Māori worker.
Aftercare, Day Programme, Groups, Individual
Counselling, Residential (Intensive), Support
Groups, Training, Whānau / Family Group
Blenheim.

8.2

RECCOMMENDATION 2: DEVELOPMENTALLY APPROPRIATE SERVICE PROVISION FOR
18-25 YEAR OLDS

Currently 18-25 year olds with substance use issues are seen as adults in most services.
Waipuna Trust and the 298 YOSS are the only services that extend their developmental
approach to 25 years within Christchurch. Many young people especially males, find current
service provision across all levels of service inappropriate. The activation of the frontal lobe
connection starts later in males than females and is also delayed by AoD use. Providing
increased training to adult service providers in the capacity to provide part of their service
in a more developmentally appropriate way may improve access to services.
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8.3
RECCOMMENDATION 3: SPECIFIC TRAINING IN DEVELOPMENTALLY APPROPRIATE
AOD SERVICE PROVISION FOR PRIMARY CARE PRACTITIONERS
Training in screening and brief interventions for older young people would have good
outcomes according to the literature, including knowledge of the times of higher risk for
developing problems. This should include GPs, Practice nurses, School nurses and Public
Health Nurses. School counsellors would also benefit from specific training in screening and
brief intervention
8.4
RECCOMMENDATION 4: CLOSER INTEGRATION
This closer integration should involve primary care practitioners in Schools, General Practice
and NGOs:
 shared IT,
 more regular meetings over shared clients
 increased specialist back up availability across Youth AoD and Mental Illness
provision.
This should be done in a planned proactive way to remove the reactive linkages that are
occurring currently. The CYHMS model is a good start and should be evaluated with a view
for improvement and potential expansion. This should cover residential in addition to
primary services and across mental illness and AoD misuse and age groups.
A second opportunity for increased integration lies in primary prevention with improved
liaison and consultation between community, schools and primary care. CAYAD could be
encouraged to liaise and co-ordinate with current NGOs providing skills based interventions
such as DARE, Triple P and other parenting programmes and the school curriculum
providers.
A third opportunity for more vertical integration would be in the 298 YOSS model in which
CYMHS staff work out of the YOSS in a more integrated way, CADS staff could join the team
in a similar way, as could a specialist mental health practitioner.
8.5

RECCOMMENDATION 5: ADOLESCENTS 15-years NEEDING LONG TERM
INTERVENTION

Brief intervention is not effective for younger adolescents who are particularly vulnerable
to poor outcomes because of prior trauma in their lives and need longer term intervention.
Opportunities for longer term support and intervention that follows developmental
challenges need to be made available.
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APPENDIX

Appendix One: Interview Schedule – Service Providers/Referrers
FOCUS: Developmental appropriateness and how they work with others, ease of access,
thoughts of how would improve current provisions.
1) What do you see as your strengths in AoD work?
OR
What kind of people are you able to help and why?
2) Do you find there are students/service users who you are not able to help?
OR
Do some students/users have needs you can’t meet?
OR
What happens when your skillset/services doesn't/don’t match what the
student/user needs?
3) Where do you think there are gaps in the system?

4) How many other service providers do you have regular contact with?
Why or why not contact with the ones listed?

5) What do you do with the heartsink users?
OR
What do you do with the users you just feel you aren't reaching/helping/aren't
engaging with you?
If you had a million dollars what would you do to 'fix' the system? - (or something similar).
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Appendix Two: Example of Table of Themes

Theme = Connections
Significant Statements

Propositions

“I know quite a few – pretty much It is who you know – experience on the
anybody in North Canterbury” (A, p. 3). ground plus background helps - know what
(counsellor)
is ‘out there’. BUT time needed to do this.
“…all of the providers, really, I have There are gaps in access. Need knowledge
regular contact with them” BUT “ I am not and training to make right links to providers
saying we have got all the services we for YP.
need” “I am not saying we haven’t got
gaps – there will always be gaps” (S, p. 3)(
health manager)
“Also on my website, not website, but on There are several options for referrals to
the school website under Student Health other providers – many connections, How
there is a whole list of links which I have many are used? Why?
put in there and sometimes I might refer
students to go and look at those links for
general information”. (school nurse)
“They are very, very good for children of Positive connections - often praise for
drug and alcoholic parents… they have got services that are used regularly. Therefore
social workers and counsellors on. They connection on going?
are very, very good.” ( H, p. 5) (school
counsellor)
“And Waipuna is a lot more youth friendly Compare services who have connections
than what YSS is. So that makes a huge with – reasons for using services? Student
difference for our students”. (school social focus?
worker)
“When you visit home you get hours of Connect with family – get family/whānau
information” (A, p. 4) (counsellor)
on board

“if we choose somebody who is best
suited, because I believe sometimes a
young person is much more suitable, you
know, to look at the right, appropriate
gender, appropriate experience, and the
appropriate problem,” (counsellor)

Find someone who identifies with them –
sports coach, aunty/uncle
Find best person for YP to connect with–
gender, experience, refer to most suitable
person
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“You have just gotta really like cut ties Avoid negative connections if want to go
with everyone that, everyone bad that is down path of improvement
surrounding you I guess” YP
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