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Abstract

Background: Substance abuse continues to exact a significant toll, despite promising advancements in treatment,
and American Indian and Alaska Native (AI/AN) communities remain disproportionately impacted. Understanding
the challenges to providing quality substance abuse treatment to AI/AN communities could ultimately result in
more effective treatment interventions, but no multi-site studies have examined this important issue.

Methods: This qualitative study examined the challenges of providing substance abuse treatment services for
American Indian and Alaska Native (AI/AN) communities. We conducted key informant interviews and focus groups at
18 substance abuse treatment programs serving AI/AN communities. Seventy-six service participants (21 individuals in
clinical administrative positions and 55 front-line clinicians) participated in the project. Interview transcripts were coded
to identify key themes.

Results: We found that the challenges of bringing effective substance abuse treatment to AI/AN communities fell into
three broad categories: challenges associated with providing clinical services, those associated with the infrastructure of
treatment settings, and those associated with the greater service/treatment system. These sets of challenges interact to
form a highly complex set of conditions for the delivery of these services.

Conclusions: Our findings suggest that substance abuse treatment services for AI/AN communities require more
integrated, individualized, comprehensive, and longer-term approaches to care. Our three categories of challenges
provide a useful framework for eliciting challenges to providing quality substance abuse treatment in other substance
abuse treatment settings.

Keywords: Indians, North American, Substance abuse treatment centers, Health services research, Organizational case
studies
Background
Despite promising advances in biopsychosocial treatments,
substance use disorders continue to significantly impact the
health of people worldwide, due in part to the treatment gap
between optimal care and currently available services [1].
For example, in the United States, the Institute of Medicine’s
2006 Improving the Quality of Health Care for Mental and
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Substance-Use Conditions concluded that improper dissem-
ination of and critical gaps in the existing evidence base
result in ineffective treatment practices [2]. Other issues
reducing the quality of substance abuse treatment include
discrimination and stigma, poor coordination of substance
abuse services with mental health and medical care, incon-
sistent licensing requirements, and an inadequately trained
workforce [2-4]. Unlike the majority of medical care in the
United States, substance abuse treatment relies primarily on
public rather than private sources, resulting in chronic
underfunding. The substance abuse treatment infrastructure
is further undermined by high rates of staff turnover and
td. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
g/publicdomain/zero/1.0/) applies to the data made available in this article,

mailto:rlegha@pih.org
http://creativecommons.org/licenses/by/4.0
http://creativecommons.org/publicdomain/zero/1.0/


Legha et al. BMC Psychiatry 2014, 14:181 Page 2 of 10
http://www.biomedcentral.com/1471-244X/14/181
treatment center closures and by overwhelming data collec-
tion requirements for accreditation and reimbursement
[3,5,6]. Additionally, unlike other developed countries such
as the United Kingdom, in the United States no centralized
authority mandates the implementation of uniform stan-
dards or evidence-based practices [7]. Though substance
abuse disorders are chronic conditions often associated with
complex medical and psychiatric comorbidities as well as
severe impairment in multiple areas of functioning [8,9], the
current service model provides inadequate, short-term
services that fail to address patients’ long-term addiction
treatment and social support needs [10-12]. Further-
more, there are too few programs available to those
who need treatment [13].
American Indian and Alaska Native (AI/AN) communi-

ties face additional challenges in pursuing quality substance
abuse treatment, including high levels of need. AI/ANs
suffer disproportionately from substance use disorders
and their physical and emotional health consequences
[14-16]. Only 1 in 8 AI/AN adults needing treatment
receives it at a specialized facility [17], a rate comparable
to the national average. However, AI/AN communities’
health services receive significantly lower per capita
spending than health services in the rest of the United
States, meaning their substantial needs are not matched
by a comparable commitment of resources [18,19].
Treatment barriers further interfering with meeting
these needs include geographical remoteness, poverty,
poor transportation infrastructures, and a shortage of
qualified providers. Due to their history of oppression
and mistreatment, AI/AN communities also harbor
mistrust towards institutional sources of care [20,21].
Many AI/AN people may question the utility of western
approaches to healing and instead rely on traditional,
indigenous approaches exclusively [20]. Evidence-based
practices could potentially improve services, but AI/AN
treatment programs and academics have raised concerns
regarding their cultural appropriateness, inadequate gui-
dance to adapt them for use with AI/AN patients, and
even their applicability to AI/AN populations, which are
rarely included in research efforts [22,23].
Understanding the challenges service providers face in their

efforts to provide quality substance abuse treatment services
to AI/AN communities could ultimately result in the design
of more effective care. In a previous analysis of data from this
same study, we identified specific challenges to addressing
cultural issues in treatment in these communities. These
included the within-community diversity of AI/ANs, lack of
available resources to provide culturally-based services (e.g.,
access to traditional healers), and pressure from funders to
focus on evidence-based practices [24]. To our knowledge,
no multi-site studies have addressed this important issue of
challenges to providing quality substance abuse services for
AI/AN communities more broadly. This study's purpose
is to use qualitative data analyses of 21 interviews and
10 focus groups at 18 treatment centers nationwide to
identify the challenges alcohol and substance abuse
treatment centers for AI/AN communities face in pro-
viding meaninful and effective treatment.

Methods
Data for these analyses come from the second phase of
the Centers for American Indian and Alaska Native
Health’s Evidence-Based Practices and Substance Abuse
Treatment for Native Americans project. This study’s
primary aims are to: a) describe the use of specific
evidence-based treatments (EBTs) in substance abuse
treatment programs serving American Indian and Alaska
Native communities; b) describe the factors associated
with the implementation of evidence-based treatments
in these programs; and c) identify methods for more
effective dissemination of evidence-based treatments to
substance abuse treatment programs serving American
Indian and Alaska Native communities. This project
also examines how treatment programs design, implement,
and assess their services and incorporate evidence-based
concepts and traditional healing techniques into these
services [24].
An Advisory Board supports this project. Members

include administrators, providers, evaluators from the
AI/AN substance abuse treatment community, and
researchers with expertise in AI/AN substance abuse
treatment and dissemination research. Phase 1 consisted
of extensive Advisory Board discussions of the issues
related to delivering quality substance abuse treatment
services in AI/AN communities and the place of EBTs
in these services [22]. Phase 2 consisted of “program
case studies” involving visits to treatment programs and
qualitative data collection about the communities served,
services offered, challenges to delivering these services,
and EBT use [24]. In the third and final stage of the
project, clinical directors of 445 behavioral health pro-
grams nationwide were asked to complete a 45-minute
survey about their program and experience with EBTs
[25]. Data for these analyses are drawn from the Phase
2 program case studies.

Settings and participants
For Phase 2, the Advisory Board identified programs
based on their reputations for innovative clinical services
and to assure adequate representation of the geographic,
cultural, and reservation/rural/urban diversity of AI/AN
communities. The criteria for innovative clinical services
included a) combining cultural and biomedical treatment
approaches, b) incorporating evidence-based practices
into treatment, and c) receiving competitive federal
funding for service implementation and expansion. Our
initial letters of inquiry, which were directed to program
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leadership at eighteen substance abuse treatment programs,
explained the study’s purpose, invited programs to par-
ticipate, and explicitly reassured programs, their host
tribes/organizations, and individual participants of their
confidentiality [26,27]. All eighteen substance abuse treat-
ment programs invited to participate in the program case
study component of this study agreed to participate. We
deliberately emphasized confidentiality throughout this
study in order to maximize participation and minimize
organizational and participant discomfort. Such discom-
fort is not uncommon in AI/AN communities due to prior
research abuses and the stigma of mental illness [21,22].
Accordingly, for the focus group and key informant
interviews, we did not collect individual participants’
demographic information, and instead focused on the key
topics of interest for this study. Focus groups included
program staff in front-line clinical positions. Because of
the small size of many programs, we purposely included
representatives from multiple treatment programs within
the same tribe, tribal consortium, or urban organization in
a single focus group. Though this approach required more
effort from the interviewer to collect specific information
about each program, we prioritized having a larger
group to facilitate richer conversation over much smaller
program-specific focus groups. At each of the eighteen
participating programs, we also conducted one or more
key informant interviews with program staff in clinical
administrative positions. We chose to focus on inter-
views of staff members and did not interview patients
receiving services because of this study’s primary aim of
describing the use of specific evidence-based treatments
in these substance abuse treatment programs. Furthermore,
evaluating staff perspectives represents a practical starting
point for understanding the challenges of providing quality
substance abuse treatment. Data collection took place from
August 2009 through July 2010.
As indicated in Table 1, these eighteen programs

reside within seven out of the twelve Indian Health
Service (IHS) regions. These twelve IHS regions are
described in further detail on the IHS website
Table 1 Characteristics of the programs, key informants, and

IHS funding region Number of
outpatient programs

Number of
residential programs in

A 1 1

B 2 1

C 1 1

D 5 1

E 1 0

F 1 2

G 1 0

Totals 12 6
(http://www.ihs.gov/images/cultureofcaring.jpg). To main-
tain program confidentiality, we identify each IHS region as
IHS Region A, B, C, etc. Twelve were outpatient programs
and six provided residential treatment. Tribes or tribal
non-profit organizations operate these programs, which
all receive additional funding from IHS. Ten programs are
located on reservations, 3 in non-reservation rural areas,
and 5 in urban areas. Participants reported that their pro-
grams had as many as 19 and as few as 3 staff and as many
as 200 and as few as 12 clients. Twenty-one individuals in
clinical administrative positions participated in key infor-
mant interviews, and 55 front-line clinicians participated in
10 focus groups (a total of 76 participants).

Ethical considerations
The Colorado Multiple Institutional Review Board reviewed
and approved all procedures, which also underwent local
review processes that always included an administrative
review and sometimes included review by a research
review committee or a formal institutional review board.
After reviewing a complete description of the study, each
participant completed written informed consent.

Data collection
The Advisory Board developed the Phase 2 Focus Group
and Key Informant Interview Guides to generate open-
ended conversations about the community the program
serves, the services provided and how they were deve-
loped, the challenges of providing these services, and
the participants' experience with selected EBTs. These
guides can be accessed on the project's web page: http://
www.ucdenver.edu/academics/colleges/PublicHealth/
research/centers/CAIANH/EBP/Pages/ProjectMeasures.
aspx. Examples of EBTs queried include 12-Step Facilita-
tion [28], Cognitive Behavioral Therapy [29], Matrix
Model [30], and Motivational Interviewing [31]. The
interview and focus group guides included open-ended
“stem” questions designed to steer the conversation
through key topics of interest to the research team and
“probes” to explore specific issues not spontaneously
focus group interviews

Number of key
formants interviewed

Number of focus
group interviews

Total number of people
in focus groups

5 1 4

4 2 9

5 1 7

1 1 13

1 1 9

4 3 10

1 1 3

21 10 55
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identified by participants (e.g., whether the program felt
pressure to provide specific treatments because of
accreditation or reimbursement requirements). Key
informant interviews lasted 60 minutes and focus groups
lasted 90 minutes. Project directors had the option of
distributing interview/focus group guides prior to the
research team’s visit. The principal investigator, a psych-
iatrist who has worked with AI/AN communities for
over fifteen years, conducted all interviews, which were
recorded. Detailed notes were taken as a backup. For
their participation, programs received clinical and/or
training materials worth up to US $300.

Data analyses
All interviews were recorded and transcribed. In only
one instance was the recording quality so poor that we
relied on detailed notes for analytic purposes. After
transcription all recordings were destroyed. The authors
analyzed the transcripts using NVivo [32]. Utilizing
the principles of Grounded Theory [33], interview
transcripts were coded for key themes relevant to the
purpose of this study [34-37]. Initial codes were broken
down into smaller categories and used to inform emer-
ging hypotheses. Regular discussions among the authors
were held to achieve consensus on emerging themes and
hypotheses. Additional file 1 demonstrates how this
paper adheres to RATS qualitative research guidelines,
which are available online at http://www.biomedcentral.
com/authors/rats.
Results
We identified three sets of challenges for bringing effec-
tive substance abuse treatment to AI/AN communities:
challenges associated with providing clinical support,
challenges associated with the infrastructure of the
treatment settings, and challenges associated with the
service/treatment system. These are summarized in
Table 2. Of particular importance was the way these
different sets of challenges interact synergistically with
one another, creating a highly complex context for the
delivery of these services. We first present these three
sets of challenges separately for clarity and organization
and then discuss their interrelatedness.

Challenges associated with providing clinical support
Barriers to treatment seeking and engagement:
socio-demographic
Participants cited AI/AN communities’ socioeconomic
challenges as a primary obstacle to pursuing treatment.
“There are so many survival needs that come first—
housing, a job, food,” one provider explained, adding,
“Things like outpatient treatment are probably last on
the list” (Region E, Focus Group 1). Reiterating this idea,
another provider observed, “People just do not have
cars, gas, money, the ability to come here when they’re
managing tough situations at home, kids, getting here”
(Region E, Focus Group 1). As a result, providers indicated,
only a small percentage of people in need of treatment
actually receive it; and among the few who do receive it,
treatment is often undermined. Capturing clients’ predica-
ments, one provider explained, “If I don’t have a roof over
my head, then I don’t really care about finding my inner
being, you know what I mean?” (Region F, Key Informant
3). Criminal records prevent clients from receiving em-
ployment, housing, and drivers’ licenses. These housing,
transportation, and employment deficits, in turn, hinder a
solid community-level foundation for treatment and sob-
riety. “Sometimes I forget they’re [h]ere for treatment. I’m
just trying to get them a job or . . . to finish their GED . . .
because [once they] get out of treatment, if they don’t
have any of those things, they’re going to relapse most
likely” (Region C, Key Informant 5). Because relapse rates
and prevalence of misuse remain high, and substance
abuse, considered a community-wide problem, persists:
“You get one off the street and there’s two more to take
his or her place” (Region C, Key Informant 5).

Barriers to treatment engagement and process
Individual trauma histories coupled with AI/AN com-
munities’ shared history of oppression result in complex
mental health and substance abuse problems that impact
the treatment process:

“I grew up in an alcoholic home, I was raised in a
foster home, I was in a boarding school, I may have
had sexual abuse, I may have been physically abused
or emotionally abused . . . .” That’s what’s walking in
your door. It’s not simple. It’s not “I’m drinking a
six-pack a day and I really get drunk on the weekends.
Help me sober up.” [W]hat’s coming to light for our
communities is the trauma that has happened for so
many generations. . . . [S]o how do we fix that?
(Region D, Key Informant 1)

Numerous providers cited clients’ “trauma upon trauma
upon trauma” (Region B, Focus Group 1) and how these
complex trauma histories can result in a significant mis-
trust of providers as well as additional mental health
treatment needs.
Court-ordered treatment, mandated for a substantial

percentage of clients, was described by study participants
as undermining motivation, while stigma towards mental
health and substance abuse treatment further precludes
pursuing and continuing in treatment. Providers noted
the additional challenge of bringing culture into services,
due to the tremendous cultural and geographical diversity
of AI/AN communities, and the fallacy of perceiving “all
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Table 2 Themes, subthemes, and examples: challenges to providing quality substance abuse treatment to
AI/AN communities

Themes Subthemes Examples

Challenges associated with providing
clinical support

Barriers to treatment seeking and
engagement: sociodemographic

Homelessness

Lack of transportation

Legal issues

High relapse

Unemployment

Barriers to treatment engagement and process

Complex trauma histories

Diversity of patients

Integrating culture into services

Lack of motivation

Stigma of treatment

Challenges associated with the infrastructure
of treatment settings

Frontline worker challenges: fatigue and burnout

Emotional and personal investment

High caseloads

Paperwork and administrative responsibilities

Professional boundaries

Shortage of staff

Lack of program and treatment resources
Inadequate length of treatment

Lack of office supplies and space

Challenges associated with the service/
treatment system

Barriers associated with providing Limited housing options

Adequate aftercare
Limited transportation resources

Limited treatment options

Appropriateness of treatments
Pressure to use Evidence-Based
Treatments (EBTs)

Excessive and unconstructive paperwork
Interference with clinical care

Not pragmatic or useful
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Indians as being Indians, rather than [understanding] we
have 500 tribes in the United States” (Region F, Focus
Group 1). Integrating culture, critical for the many AI/AN
clients who prefer traditional rather than western ap-
proaches to treatment, is also hindered by limited cultural
resources. Providers cited few local traditional healers and
limited access to sweat lodges and powwows, most often
due to transportation and funding deficits.

Challenges associated with the infrastructure of the
treatment settings
Frontline worker challenges: fatigue and burn out
Serving clients with substantial, interrelated socioeconomic,
substance abuse, and mental health needs demands consi-
derable emotional investment from staff. As one provider
elaborated, “you have to have a certain amount of flexibility
and willingness to wade through the mud and muck of
peoples’ lives every day because these people come in
here when everything is falling apart” (Region B, Key
Informant 4). Providers explained that personal commit-
ment to clients’ treatment requires additional responsibility
to maintain professional boundaries. It can also cause
caregiver fatigue, resulting in high rates of turnover. A
shortage of qualified staff, transportation barriers, and
insufficient salaries yield chronic staff openings. As a result,
“3 people have to do the work of 5” (Region C, Focus
Group 1), thereby compounding caregiver fatigue.
Overwhelming paperwork and administrative demands,

consuming up to 50% of time, further interfere with treat-
ment, leaving providers feeling like “we’re constantly
running against the clock,” “fighting to keep [our] nostrils
above the proverbial water line” (Region C, Key Informant
4). The combination of high caseloads, patients with
substantial needs, and significant administrative duties
results in staff burnout related to feelings of ineffectiveness.
Regarding her inability to meet clients’ needs, one provider
commented, “I feel the desperation of people’s voices on
the other end of the phone when they say they have to get
intro treatment now and I have to tell them three to
five months. . . . I hear their hearts drop on the floor”
(Region C, Key Informant 4). Several program directors
cited the need to provide staff with “mental health
days” to recuperate and additional praise and support
to sustain their efforts.
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Lack of program and treatment resources
Limitations in programs’ physical infrastructure and other
treatment resources add to workplace demands. Inadequate
or poorly configured physical space (office space, waiting
rooms, dining rooms, and group rooms) interferes with
client confidentiality and programming. Computers, elec-
tronics, and kitchen supplies are often lacking, and training
and treatment planning opportunities for clinical staff are
limited. Capturing a common sentiment, one program
director explained, “I’m always looking for funding. . . .
It’s a huge challenge trying to provide everything you
need….” (Region F, Key Informant 3), such as revamping
treatment curricula or integrating novel treatment ap-
proaches. Specific limitations on the length of treatment
(e.g., number of days in residential treatment, number of
sessions in outpatient treatment) interfere with meeting
clients’ significant vocational, housing, and treatment
needs. “It’s a challenge to set treatment goals and to try to
achieve them in 28 days, one provider noted, “because just
about the time you get to know them and see a little pro-
gress, they’re ready to go” (Region F, Focus Group 1).

Challenges associated with the service/treatment system
Barriers associated with providing adequate aftercare
Numerous providers cited difficulties with aftercare, spe-
cifically limited housing and treatment options. Because
housing is considered critical for sober living, inadequate
housing resources impact lengths of stay:

[Clients] know if they go back to their homeland
there’s all the drinking and drug use going on [so
they] relocate, [but] sometimes we have people
staying three weeks to a month later waiting for
housing because of the [lack of] availability and the
funding. (Region A, Focus Group 1)

Limited treatment options exacerbate transitions between
residential and intensive outpatient or community reinte-
gration, as well as between detoxification and treatment.
They also result in lengthy waitlists and unmet treatment
needs, particularly for pharmacologic treatment. “We’re
lacking beds and treatment slots,” one provider explained,
adding, “More and more people are saying ‘I need help,’
but that help isn’t there . . . because our waitlists are tre-
mendous” (Region C, Key Informant 4). Transportation
problems, including vast distances between the few
treatment facilities and clients’ limited transportation
resources, represent an additional barrier. Providers
noted that some clients travel several hours each way,
sometimes by foot or bicycle, to receive care.

Appropriateness of treatments
Funding sources frequently require using evidence-based
treatments (EBTs), but numerous programs expressed
concern about their applicability to AI/AN programs and
their lack of flexibility, considered critical for working with
AI/AN communities’ diverse needs. They also noted how
EBTs have not been studied in AI/AN communities.
“It’s all good and well to have evidence-based treatment,”
one provider explained, “but for who? Who does it work
for? . . . You’ve got to realize that it’s different in each
community” (Region G, Focus Group 1). The pressure to
use one EBT exclusively also contradicts providers’ ten-
dency to, instead, “take a little from everything—from
Matrix [an evidence-based program for substance abuse
[30]], from Red Road [an AI/AN adaptation of 12-step
treatment approaches [38,39]], from whatever you can
find” (Region D, Focus Group 1) in order to individualize
treatment. Funding requirements to use EBTs combined
with concerns about their applicability lead providers
to feel “pushed into a corner” (Region F, Focus Group
3) and additionally burdened by treatment require-
ments that do not fit clients’ needs. “It may not be
evidence-based,” one provider explained, “but what
we’re doing works. . . . I don’t know how to make it
evidence-based [but] if an expert came in who could
figure out how to do [that], that would be great” (Region
E, Key Informant 1).
Excessive and unconstructive paperwork
Administrative demands from government and funding
agencies also hinder the personal connection deemed critical
for collaborating with clients and facilitating treatment:

We’re burdened with the paperwork, a treatment
plan, and everything being done in a timely manner,
especially since we’re billing the State Mental Health
Service . . . . [S]o they came and look at our files and
all of that and they want these things done so we’re
under pressure to do that. So we’re trying to balance
that out with what the person really needs and how to
connect with them. (Region F, Focus Group 2)

In addition to detracting from personalized and individu-
alized care, funding agencies’ outcome measures also fail to
portray the progress made. “What’s on paper does not show
what happens in the lobbies and hallways” (Region C, Key
Informant 4) one provider explained. Another provider
noted, “sometimes the outcomes are . . . like a baby being
born drug free . . . and that’s not something that you can
necessarily measure by a survey” (Region F, Key Informant
3). Capturing the clash between clinical responsibilities
and administrative burdens, another provider emphasized,
“You don’t provide a service just because it helps your
numbers. [You] provide a service because you have the
heart to help an individual get better” (Region C, Key
Informant 4).
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Complex and interrelated challenges: a summary
Participants’ descriptions underscored significant clinical,
program infrastructural, and service system challenges
that interfere with their efforts to provide quality individu-
alized and personalized treatment. Limited availability of
housing, employment opportunities, and transportation
(challenges associated with the service system/treatment
system) interfere with treatment and hinder the necessary
community-level foundation for sobriety, while complex
trauma histories and diverse cultural needs (challenges
associated with providing clinical support) create add-
itional demands on programs that are underfunded and
overextended. These demands also impact the work force,
which struggles with high case loads and excessive admin-
istrative responsibilities and thus lacks the time, resources,
and emotional reserve to provide quality care (challenges
associated with the infrastructure of treatment settings).
The pressure to implement EBTs and to monitor out-
comes, which creates additional demands on clinicians
and programs and which participants perceived as being
of questionable clinical significance (challenges associated
with the service/treatment system), further undermine
care, which is itself often time-limited and difficult to
access. As a result, patients are left with unmet needs,
and providers feel ineffective.
The following quotations further illustrate how clinical,

program infrastructure, and service system challenges
interact with one another:

The caseloads are too big. Everything is rush[ed]
[and] the quality is not there…. And yet, [funding
and regulatory agencies] expect that [providers]
know the evidence-based practices, they facilitate
and administrate them, and that they do the quality
one-on-one care, and the case management and the
referral on top of regular case staffings, discharge
summaries, phone calls to the community, and
helping people pick up the pieces of their lives.
[Providers] can’t do that with 25 people. . . . [Agencies]
need to let us slow down and do more quality work
with people’s lives…. I think that’s why we have the
recidivism that we do. We’re not . . . giving [clients]
what they need because our case managers are
overworked. . . . Our people are traumatized, . . .
hugely traumatized. . . . What they need is a lot of
TLC coming in. (Region C, Key Informant 5).

This quotation illustrates how high caseloads and
excessive clinical responsibilities (challenges associated
with the infrastructure of treatment settings) combined
with the pressure to use EBTs (challenges associated
with the service/treatment system) undermine the
provision of quality substance abuse treatment critical
for patients with complex trauma histories and high
recidivism rates (challenges associated with providing
clinical support).

[M]ost of our clients have [substance-abused related]
felonies [and they] can’t . . . qualify for public
housing. [Clients] get clean, [try] to get [custody of]
their kids [and try] to work full time, but there is not
suitable housing for them that they can afford. . . . [A]
lot of their family members or past friends may have
been users [and that’s] counterproductive for them to
go and live with a past user. . . . [B]ut they still have
to have a roof over their head. . . . [It] can be real
frustrating, very frustrating. And it’s frustrating on our
part too because we’re looked at as “well, we’re
coming to you for help,” but the resources just aren’t
there. . . . [W]e don’t have a resource to help with
that. (IHS Region F, Key Informant 3)

As illustrated in this quotation, the absence of housing
resources (challenges associated with the service/treatment
system) prevents clients with complex socioeconomic chal-
lenges from leaving communities with endemic substance
abuse problems (challenges associated with providing
clinical support), consequently thwarting their attempts at
sobriety. As a result, providers are left feeling frustrated
and ineffective (challenges associated with the infra-
structure of treatment settings), while clients' considerable
needs remain unaddressed.

Discussion
Our most striking finding is the powerful, synergistic
interactions between clinical, infrastructural, and service
system challenges, which create a highly complex context
for the provision of quality substance abuse treatment.
These challenges’ interrelated nature underscores the need
for integrated, comprehensive, and longer-term treatment
that address the chronic, relapsing nature of substance
use disorders and their complex medical, psychiatric,
and social comorbidities [11,40,41]. For example, inte-
grated care models can combine medical, psychiatric,
and substance abuse treatment to enhance coordination
of care [42], while telepsychiatry can provide culturally
appropriate services that traverse transportation and
other socioeconomic barriers [43-45]. Community outreach
and engagement efforts can help minority communities
overcome stigma and mistrust and develop effective,
culturally relevant treatment interventions [46,47].
Clinical factors related to cultural differences and trauma

histories [48,49]; socioeconomic factors, such as transporta-
tion and housing [50-52]; and policy measures [7] have
been identified individually as important barriers to care in
diverse settings. However, our findings suggest that these
challenges are best understood when we are mindful of
their interrelatedness with one another. This approach may
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be particularly important for addressing minority and other
underserved communities disproportionately afflicted by
substance abuse, where economic, social, and racial realities
underlie disparities in care [53,54].
Several of the challenges we identified have been iden-

tified by others as ones that are likely unique to AI/AN
communities. These include the tremendous need for
substance abuse services, mistrust of providers and stigma
towards substance abuse treatment, limited funding and
other resources, and questions regarding the applicability
of evidence-based practices [15,20-23]. We believe several
other challenges not previously noted–complex trauma
histories, AI/AN communities’ diversity, integrating cul-
ture into treatment, and the pressure to use EBTs
(appropriateness of treatments)–may also be unique to
providing substance abuse treatment to AI/AN com-
munities. However, the majority of the challenges
identified likely apply to the general substance abuse
patient population in the United States. Such challenges
that have been previously cited include clients’ extensive
socioeconomic needs [10-12] and treatment programs’
insufficient (qualified) staff and inadequate resources
[2-4]. Service/treatment systems’ limited aftercare options,
inadequate services to address medical and psychiatric
comorbidities [2,13], overwhelming paperwork demands,
[6] and poor integration between all phases of care from
detoxification to community reintegration have also been
noted. Because we did not include programs serving
non-AI/AN communities in this sample, this partitioning
of factors into general and AI/AN-specific categories is
largely dependent upon the admittedly limited literature
in this area, and some of the factors that we identify as
AI/AN-specific may in fact apply to substance abuse
services for other populations, particularly those focused
on serving other indigenous communities.
Additional study limitations that should be noted

include our focus on programs providing innovative
services, which may limit the applicability of these
findings to programs that do not meet this criterion.
Quantitative data from Phase 3 of this project will be
better able to describe the full scope of these issues,
though without the specific examples and detailed con-
texts provided by the qualitative analyses presented here.
In addition, we did not interview clients or community
members, who would add an important perspective on
substance abuse treatment services. This was consistent
with this project’s primary goal of describing the use of
evidence-based treatments in these programs, however
the inclusion of such interviews should be seriously
considered in future research.

Conclusions
This first multisite study of substance abuse treatment
programs serving AI/AN communities provides important
insights into the considerable challenges these programs
face in providing quality care. Challenges associated with
providing clinical support, those associated with the
infrastructure of treatment settings, and those associated
with the service/treatment system interact to form a
highly complex set of conditions for the delivery of
these services. Our findings suggest that substance abuse
treatment services for AI/AN communities require more
integrated, individualized, comprehensive, and longer-term
approaches to care. Our framework for conceptualizing
these challenges may be useful for exploring these issues
in other diverse substance abuse treatment settings,
enabling clinicians, treatment programs, and policymakers
to better assure the provision of the highest quality
substance abuse treatment services.

Additional file

Additional file 1: Adherence to RATS Guidelines, “Challenges to
Providing Quality Substance Abuse Treatment Services for American
Indian and Alaska Native Communities: Perspectives of Staff from 18
Treatment Centers”.

Competing interests
This work was supported in part by grant R01-DA022239 from the National
Institute on Drug Abuse (Dr. Novins). Funds from the American Psychiatric
Association/Substance Abuse Mental Health Services Administration Minority
Fellowship (Dr. Legha) subsidized the article-processing charge for this paper.

Authors’ contributions
RL participated in the literature review, data analyses, and writing of this
paper. AR participated in the literature review and data analyses. AF
participated in the design, data collection, and data analyses for this project,
DN is the Principal Investigator on the grant and oversaw all research
activities, facilitated all focus groups and key informant interviews, analyzed
the qualitative data, contributed to the writing of the manuscript, and read
all drafts. All authors read and approved the final manuscript.

Acknowledgment
The authors would like to acknowledge the Centers for American Indian and
Alaska Native Health’s Substance Abuse Treatment Advisory Board, which
includes the following members: Gregory A. Aarons (University of California,
San Diego); Annie Belcourt (University of Montana); Gordon Belcourt
(Montana-Wyoming Tribal Leaders Counsel); Sarah G. Conti (Pagosa Springs,
Colorado); Dennis Dahlke (Peaceful Spirit Alcohol Recovery Center); Raymond
Daw (Yukon-Kuskokwim Healthcare Corporation, Alaska); Daniel Dickerson
(United American Indian Involvement/University of California, Los Angeles);
Darren Dry (Jack Brown Center); Candace Fleming and Laurie Moore (Centers
for American Indian and Alaska Native Health); John Gastorf (Cherokee
Nation Behavioral Health, Emeritus); Craig Love (Westat); Kathleen Masis
(Montana-Wyoming Tribal Leaders Counsel, Emeritus); Traci Rieckmann
(Oregon Health and Sciences University); and Paul Spicer (University of
Oklahoma). The authors would also like to acknowledge Laurie Moore for
her thoughtful revisions of this paper. This work was supported in part by
grant R01-DA022239 from the National Institute on Drug Abuse (Dr. Novins)
and the American Psychiatric Association/Substance Abuse Mental Health
Services Administration Minority Fellowship (Dr. Legha).

Author details
1Department of Psychiatry, University of Colorado, 13001 E. 17th St., MSF546,
Building 500, Aurora, CO 80045, USA. 2Centers for American Indian and
Alaska Native Health, University of Colorado Anschutz Medical Campus, Mail
Stop F800, Nighthorse Campbell Native Health Building, 13055 E. 17th Ave.,
Aurora, CO 80045, USA.

http://www.biomedcentral.com/content/supplementary/1471-244X-14-181-S1.docx


Legha et al. BMC Psychiatry 2014, 14:181 Page 9 of 10
http://www.biomedcentral.com/1471-244X/14/181
Received: 15 March 2014 Accepted: 10 June 2014
Published: 17 June 2014

References
1. Horgan C: In Substance Abuse: The Nation’s Number One Health Problem. Edited

by Stein JJ. Princeton, NJ: The Robert Wood Johnson Foundation; 2001.
2. Institute of Medicine: Improving the quality of health care for mental and

substance-use conditions. Washington, DC: The National Academies Press; 2006.
3. McLellan AT, Carise D, Kleber HD: Can the national addiction treatment

infrastructure support the public’s demand for quality care? J Subst Abuse
Treat 2003, 25:117–121.

4. Knudsen HK, Abraham AJ, Oser CB: Barriers to the implementation of
medication-assisted treatment for substance use disorders: the importance
of funding policies and medical infrastructure. Eval Program Plann 2011,
34:375–381.

5. Knudsen HK, Abraham AJ, Roman PM, Studts JL: Nurse turnover in substance
abuse treatment programs affiliated with the national drug abuse
treatment clinical trials network. J Subst Abuse Treat 2011, 40:307–312.

6. Carise D, Love M, Zur J, McLellan AT, Kemp J: Results of a statewide
evaluation of “paperwork burden” in addiction treatment. J Subst Abuse
Treat 2009, 37:101–109.

7. Humphreys K, McLellan AT: A policy-oriented review of strategies for
improving the outcomes of services for substance use disorder patients.
Addiction 2011, 106:2058–2066.

8. McGovern MP, Xie H, Segal SR, Siembab L, Drake RE: Addiction treatment
services and co-occurring disorders: prevalence estimates, treatment
practices, and barriers. J Subst Abuse Treat 2006, 31:267–275.

9. Flynn PM, Brown BS: Co-occurring disorders in substance abuse
treatment: issues and prospects. J Subst Abuse Treat 2008, 34:36–47.

10. Raven MC, Carrier ER, Lee J, Billings JC, Marr M, Gourevitch MN: Substance
use treatment barriers for patients with frequent hospital admissions.
J Subst Abuse Treat 2010, 38:22–30.

11. Laudet AB, Stanick V, Sands B: What could the program have done
differently? A qualitative examination of reasons for leaving outpatient
treatment. J Subst Abuse Treat 2009, 37:182–190.

12. Laudet AB, White W: What are your priorities right now? Identifying
service needs across recovery stages to inform service development.
J Subst Abuse Treat 2010, 38:51–59.

13. McLellan AT, Meyers K: Contemporary addiction treatment: a review of
systems problems for adults and adolescents. Biol Psychiatry 2004, 56:764–770.

14. May PA: Overview Of Alcohol Abuse Epidemiology For American Indian
Populations. In Changing Numbers, Changing Needs: American Indian
Demography and Health. Edited by Sandefur GD, Rindfuss RR, Cohen B.
Washington, DC: National Academy Press; 1996:235–261.

15. Mail P, Heurtin-Roberts S, Martin SE, Howard J: Alcohol Use among American
Indians and Alaska Natives: Multiple Perspectives on a Complex Problem.
Bethesda, MD: U.S. Department of Health and Human Services; 2002.

16. United States: Substance Abuse and Mental Health Services Administration.
Office of Applied Studies., National Household Survey on Drug Abuse (U.S.):
Substance use and substance use disorders among American Indians and Alaska
Natives. Rockville, Md: Office of Applied Studies Substance Abuse and Mental
Health Service Administration Dept. of Health & Human Services; 2007.

17. United States: Substance Abuse and Mental Health Services Administration.:
Results from the 2010 National Survey on Drug Use and Health: summary of
national findings. Rockville, MD: U.S. Dept. of Health and Human Services
Substance Abuse and Mental Health Services Administration Center for
Behaviorial Health Statistics and Quality; 2011.

18. McFarland BH, Gabriel RM, Bigelow DA, Walker RD: Organization and
financing of alcohol and substance abuse programs for American
Indians and Alaska Natives. Am J Public Health 2006, 96:1469–1477.

19. Schneider A: Reforming American Indian/Alaska native health care
financing: the role of medicaid. Am J Public Health 2005, 95:766–768.

20. Ross-Toledo K, John S, Hall JL, Ross L, Freeland L, Coletta E, Becenti-Fundark T,
Poola C, Begay-Roanhorse R, Lee C: Promoting healing and restoring trust:
policy recommendations for improving behavioral health care for American
Indian/Alaska native adolescents. Am J Community Psychol 2010, 46:386–394.

21. Johnson JL, Cameron MC: Barriers to providing effective mental health
services to American Indians. Ment Health Serv Res 2001, 3:215–223.

22. Novins DK, Aarons GA, Conti SG, Dahlke D, Daw R, Fickenscher A, Fleming C,
Love C, Masis K, Spicer P: Use of the evidence base in substance
abuse treatment programs for American Indians and Alaska Natives:
pursuing quality in the crucible of practice and policy.
Implementation Science 2011, 6:63.

23. Larios SE, Wright S, Jernstrom A, Lebron D, Sorensen JL: Evidence-based
practices, attitudes, and beliefs in substance abuse treatment programs
serving American Indians and Alaska Natives: a qualitative study.
J Psychoactive Drugs 2011, 43:355–359.

24. Legha RK, Novins D: The role of culture in substance abuse treatment
programs for American Indian and Alaska Native communities. Psychiatr
Serv 2012, 63:686–692.

25. Novins DK, Moore LA, Beals J, Aarons GA, Rieckmann T, Kaufman CE:
A framework for conducting a national study of substance abuse
treatment programs serving american Indian and alaska native
communities. Am J Drug Alcohol Abuse 2012, 38:518–522.

26. Norton IM, Manson SM: Research in American Indian and Alaska native
communities: navigating the cultural universe of values and process.
J Consult Clin Psychol 1996, 64:856–860.

27. Foulks EF: Misalliances in the barrow alcohol study. Am Indian Alsk Native
Ment Health Res 1989, 2:7–17.

28. Chappel JN, DuPont RL: Twelve-step and mutual-help programs for
addictive disorders. Psychiatr Clin North Am 1999, 22:425–446.

29. McHugh RK, Hearon BA, Otto MW: Cognitive behavioral therapy for
substance use disorders. Psychiatr Clin North Am 2010, 33:511–525.

30. Minsky S, Obert JL: Matrix Model: Culturally Designed Client Handouts for
American Indians/Alaskan Natives. Los Angeles: Matrix Institute on
Addictions; 2006.

31. Smedslund G, Berg Rigmor C, Hammerstrom Karianne T, Steiro A, Leiknes
Kari A, Dahl Helene M, Karlsen K: Motivational Interviewing For Substance
Abuse. In Cochrane Database of Systematic Reviews. Chichester, UK: John
Wiley & Sons, Ltd; 2011.

32. Qualitative Solutions & Research: NUDIST Vivo (NVivo). Melbourne, Australia:
QSR International Pty Ltd; 1999.

33. Strauss A, Corbin J: Basics of Qualitative Research: Grounded Theory
Procedures and Techniques. Newbury Park: CA: SAGE Publications; 1990.

34. Brewer J, Hunter A: Multimethod Research: A Synthesis of Styles. Newbury
Park, CA: Sage Publications, Inc.; 1989.

35. Janesick V: The Choreography Of Qualitative Research Design: Minuets,
Improvisations, And Crystallization. In Handbook of Qualitative Research,
Second Edition. Edited by Denzin N, Lincoln Y. Thousand Oaks, CA: Sage
Publications, Inc; 2000:379–400.

36. Ryan GW, Bernard HR: Data Management And Analysis Methods. In
Handbook of Qualitative Research. 2nd edn. Edited by Denzin NK, Lincoln YS.
Thousand Oaks, California: Sage; 2000:769–802.

37. Strauss A, Corbin JM: Basics of qualitative research: grounded theory procedures
and techniques. Newbury Park, California: SAGE Publications; 1990.

38. Coyhis D, White WL: Alcohol problems in native America: changing
paradigms and clinical practices. Alcohol Treat Q 2002, 20:157–165.

39. Coyhis D, Simonelli R: The native American healing experience. Subst Use
Misuse 2008, 43:1927–1949.

40. Orford J, Hodgson R, Copello A, Wilton S, Slegg G: To what factors do clients
attribute change? Content analysis of follow-up interviews with clients of
the UK alcohol treatment trial. J Subst Abuse Treat 2009, 36:49–58.

41. Jason LA, Olson BD, Ferrari JR, Lo Sasso AT: Communal housing settings
enhance substance abuse recovery. Am J Public Health 2006, 96:1727–1729.

42. Pating DR, Miller MM, Goplerud E, Martin J, Ziedonis DM: New systems of
care for substance use disorders: treatment, finance, and technology
under health care reform. Psychiatr Clin North Am 2012, 35:327–356.

43. Shore JH, Brooks E, Savin D, Orton H, Grigsby J, Manson SM: Acceptability
of telepsychiatry in American Indians. Telemed J E Health 2008,
14:461–466.

44. Shore JH, Manson SM: Telepsychiatric care of American Indian Veterans with
post-traumatic stress disorder: bridging gaps in geography, organizations,
and culture. Telemed J e-Health 2004, 10:64–69.

45. Frueh BC, Henderson S, Myrick H: Telehealth service delivery for persons
with alcoholism. J Telemed Telecare 2005, 11:372–375.

46. Lowe J, Liang H, Riggs C, Henson J, Elder T: Community partnership to
affect substance abuse among native American adolescents. Am J Drug
Alcohol Abuse 2012, 38:450–455.

47. Simmons R, Ungemack J, Sussman J, Anderson R, Adorno S, Aguayo J,
Black K, Hodge S, Tirnady R: Bringing adolescents into substance abuse
treatment through community outreach and engagement: The Hartford
Youth Project. J Psychoactive Drugs 2008, 40:41–54.



Legha et al. BMC Psychiatry 2014, 14:181 Page 10 of 10
http://www.biomedcentral.com/1471-244X/14/181
48. Masson CL, Shopshire MS, Sen S, Hoffman KA, Hengl NS, Bartolome J,
McCarty D, Sorensen JL, Iguchi MY: Possible barriers to enrollment in
substance abuse treatment among a diverse sample of Asian Americans
and Pacific Islanders: opinions of treatment clients. J Subst Abuse Treat
2013, 44:309–315.

49. Amaro H, Nieves R, Johannes SW, Cabeza NM: Substance abuse treatment:
critical issues and challenges in the treatment of Latina women. Hispanic J
Behav Sci 1999, 21:266–282.

50. Schmidt LA, Ye Y, Greenfield TK, Bond J: Ethnic disparities in clinical
severity and services for alcohol problems: results from the national
alcohol survey. Alcohol Clin Exp Res 2007, 31:48–56.

51. Pasche S, Myers B: Substance misuse trends in South Africa.
Hum Psychopharmacol 2012, 27:338–341.

52. Myers BJ, Louw J, Pasche SC: Inequitable access to substance abuse
treatment services in Cape Town, South Africa. Subst Abuse Treat Prev
Policy 2010, 5:28.

53. MacMaster SA: Experiences with and perceptions of, barriers to
substance abuse and HIV services among African American women who
use crack cocaine. J Ethn Subst Abuse 2005, 4:53–75.

54. Institute of Medicine: Unequal treatment; confronting racial and ethnic disparities
in healthcare.Washington, D.C.: The National Academies Press; 2003.

doi:10.1186/1471-244X-14-181
Cite this article as: Legha et al.: Challenges to providing quality substance
abuse treatment services for American Indian and Alaska native
communities: perspectives of staff from 18 treatment centers. BMC
Psychiatry 2014 14:181.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Settings and participants
	Ethical considerations
	Data collection
	Data analyses

	Results
	Challenges associated with providing clinical support
	Barriers to treatment seeking and engagement: socio-demographic
	Barriers to treatment engagement and process

	Challenges associated with the infrastructure of the treatment settings
	Frontline worker challenges: fatigue and burn out
	Lack of program and treatment resources

	Challenges associated with the service/treatment system
	Barriers associated with providing adequate aftercare
	Appropriateness of treatments
	Excessive and unconstructive paperwork

	Complex and interrelated challenges: a summary

	Discussion
	Conclusions
	Additional file
	Competing interests
	Authors’ contributions
	Acknowledgment
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


