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ABSTRACT

Indigenous clients in need of residential care for substance use disorders (SUD) often present
with the diagnosis of substance use disorder (SUD) combined with intergenerational trauma (IGT)
or both. SUD is exceedingly prevalent amongst Indigenous peoples due to the health impacts of
colonisation, residential school trauma, and IGT on this population’s health. We evaluated the
effectiveness of a Two-Eyed Seeing approach in a four-week harm reduction residential treatment
programme for clients with a history of SUD and IGT. This treatment approach blended
Indigenous Healing practices with Seeking Safety based on Dr. Teresa Marsh's research work
known as Indigenous Healing and Seeking Safety (IHSS). The data presented in this study was
drawn from a larger trial. This qualitative study was undertaken in collaboration with the
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Benbowopka Treatment Centre in Blind River, Northern Ontario, Canada. Patient characteristic
data were collected from records for 157 patients who had enrolled in the study from April 2018
to February 2020. Data was collected from the Client Quality Assurance Survey tool. We used the
qualitative thematic analysis method to analyse participants’ descriptive feedback about the
study. Four themes were identified: (1) Motivation to attend treatment; (2) Understanding
Benbowopka’s treatment programme and needs to be met; (3) Satisfaction with all interventions;
and (4) Moving forward. We utilised a conceptualised descriptive framework for the four core
themes depicted in the medicine wheel. This qualitative study affirmed that cultural elements
and the SS Western model were highly valued by all participants. The impact of the harm
reduction approach, coupled with traditional healing methods, further enhanced the outcome.
This study was registered with clinicaltrials.gov (identifier number NCT0464574).

Background
9 a parent or grandparent who attended a residential

It is well established that Indigenous populations have
disproportionately high rates of SUD and mental illness
(i.e. PTSD, depression, and intergenerational trauma),
which are associated with increased severity of SUD
[1-3]. It is not uncommon for SUD to be a secondary
condition caused by trauma, where the substance use
provides relief from psychological pain [4,5]. The assim-
ilation policies and practices in Canada have had wide-
spread impacts including IGT and must be considered
when addressing the current mental health and coping
strategies (e.g. SUD) of Indigenous people [6]. In
Canada, higher rates of prescription substance use,
non-prescription substance use, cannabis use, and
binge drinking are reported by Indigenous adults with

school [7]. Treatment of Indigenous patients with dual
disorders starts by respecting that SUD is both
a symptom of distress and a coping mechanism in
response to the collective oppression of Indigenous
persons [8].

The term “historical trauma” is also referred to as
cumulative trauma [9], soul wound [10], and IGT
[11,12]. The term historical trauma emerged from the
psychoanalytic literature and from the work and experi-
ences of Holocaust survivors and their families by sev-
eral researchers such as: Danieli [13], Erikson [14],
Fogelman [15], Krystal [16], and van der Kolk [17].
Today IGT is the most common term used to describe
the systematic trauma suffered by Indigenous peoples
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in Canada [18-20]. IGT was caused by more than
500 years of systematic marginalisation [21]. IGT is the
transmission of historical oppression and its negative
consequences across generations [22].

The diagnosis of substance use disorder (SUD) com-
bined with intergenerational trauma (IGT) is disconcert-
ingly prevalent within Indigenous communities because
of the ongoing impacts of residential schools, colonial-
ism, and systemic racism. The mechanisms driving SUD
are individual, specific, and multifactorial; Indigenous
patients seeking treatment for a combination of SUD
and IGT have unique considerations, and treatment
programmes should be tailored to the needs of this
population. Within this patient group, symptom sever-
ity and treatment needs fluctuate across the treatment
spectrum. Treatment often requires a range of holistic
care practices and intensive treatment services [2, 23-
25]. Residential addiction treatment programmes are
appropriate for individuals with dual disorders due to
their highly structured, 24-hour level of care that
focuses on a variety of recovery activities (e.g. group
sessions, exercise, mindfulness, education about SUD
and trauma). The intent of this structured environment
is to support patients with SUD to have better control
over the SUD [2].

There is demand for treatment models which can
meet the needs of Indigenous patients, and there is
emerging evidence that non-Indigenous treatment
models for SUD are less effective and lead to poorer
outcomes for Indigenous patients than for their non-
Indigenous counterparts [6, 26-29]. Many different non-
Indigenous residential treatment models for SUD cur-
rently exist, yet few have been created or modified to
meet the unique needs of Indigenous patients with
SUD and IGT [28, 30-32]. Currently, there is
a treatment gap, and many Indigenous communities
report a shortage of services, culturally safe treatment,
and culturally informed staff [31,33,34]. The disparity in
treatment outcomes combined with the overrepresen-
tation of SUD among Indigenous populations highlights
a need for substantial improvements to residential

addiction treatment programmes for Indigenous
patients with SUD.
Treatment in context for Indigenous patients

includes the use of residential addiction treatment pro-
grammes which welcome and emphasise the impor-
tance of Indigenous culture within an Indigenous
patient’s healing journey. In doing so, SUD residential
addiction treatment programmes connect individuals
to their culture, which emphasises healing and helps
to strengthen their Indigenous self-identity. Indigenous
communities across Canada consistently emphasise cul-
ture as an integral component to maintaining mental

and physical health [28,31-33,35]. Non-Indigenous resi-
dential treatment models often fail to incorporate
Indigenous cultures into their recovery programme;
however, treatment programmes that integrate
Indigenous culture and healing practices within their
programme have been shown to be effective [36-38].

The Benbowopka Treatment Centre initiated this
study because of the lack of culturally sensitive evi-
dence-based Indigenous-focused treatment options
and the growing need for effective interventions due
to the opioid crisis. Benbowopka’s previous abstinence
model of service (pre-IHSS) excluded all individuals who
were seeking residential addiction treatment for pre-
scription drug use, opioids, or cocaine. In 2014,
Mamaweswen North Shore Tribal Council directed that
Benbowopka Treatment Centre should move forward
with a plan for the realignment of its services to
a harm reduction model that would follow the best
practice strategies recommended for addressing SUD.
The study proposes a treatment approach which blends
Indigenous Healing practices with Seeking Safety based
on Dr. Teresa Marsh’s research work known as
Indigenous Healing and Seeking Safety (IHSS) [39-43].
In these previous studies Dr. Marsh explored, using
a mixed methods design, whether the blending of
Indigenous healing practices and a mainstream treat-
ment model, Seeking Safety, resulted in a reduction of
intergenerational trauma (IGT) symptoms and SUD. Her
work was supported by an Indigenous committee,
Indigenous Elders, and Indigenous communities
[39-43].

The IHSS model is based on Seeking Safety,
a conventional treatment model which is an evidence-
based, present-focused, coping skills counselling model
for the treatment of patients with trauma and SUD [44].
The Seeking Safety manualized programme also pro-
vides information about topics through handouts that
aim to teach participants a variety of skills. The majority
of topics address the cognitive, behavioural, interperso-
nal, and case-management needs of persons with sub-
stance abuse and PTSD [44]. Some examples of SS
topics include: Honesty, Taking Good Care of Yourself,
Recovery Thinking, Compassion, Healthy Relationships,
and Asking for Help. Thus, the perspective of Seeking
Safety is convergent with traditional Indigenous meth-
ods because traditional methods include the values and
concepts of holism, relational connection, spirituality,
cultural presence, honesty, respect, and connection to
land and all of creation [22,28,41].

This new model, IHSS, strives to treat Indigenous
patients in context by incorporating traditional healing
practices and ceremonies within the foundational
Seeking Safety model. Therefore, we utilised a Two-



Eyed Seeing approach to strengthen this research and
treatment model. Two-Eyed Seeing is an Indigenous
decolonising methodology that provided this project
with an inclusive philosophical, theoretical, and metho-
dological approach. Two-Eyed Seeing was first dis-
cussed in the literature in 2004 by Elder Albert
Marshall from the Eskasoni Mi’kmaw Nation in Nova
Scotia [45]. Two-Eyed Seeing honours the strengths of
both Indigenous and Western knowledge, research
techniques, knowledge translation, and programme
development [46].

IHSS has shown to be effective at helping clients
cope with IGT and post-traumatic stress disorder
(PTSD) in addition to their SUD and addiction symp-
toms [39-43]. This study evaluates the effectiveness of
an approach to treating patients with IGT and SUD in
a four-week residential treatment centre which
replaced an abstinence-based treatment model. This
novel approach is based on the validated treatment
model Indigenous Healing and Seeking Safety (IHSS).

Methods
Study design

Ethics

Detailed methodology has previously been published
(suppressed for review). We respected the Tri-Council
Policy Statement, Chapter 9, highlighting the impor-
tance of engaging with First Nations throughout all
phases of the research process. The study received
approval from Laurentian University’s Ethics Board in
May 2017. The authors used a decolonising approach
to ensure that the process was ethically and culturally
acceptable in conducting research with Indigenous
peoples Menzies 47, 48, 49]. All parties involved in the
study respected the First Nations principles of OCAP®
[50] by ensuring that the Mamaweswen Council main-
tained ownership of the data and control of the analysis
and dissemination process. This study was registered
with clinicaltrials.gov on 26 October 2020 (identifier
number NCT0464574). All participants provided
informed consent.

Study context

Most of the study context and a detailed description
of the methodology has previously been published
[27]. Briefly, the changes implemented aimed to
ensure that Benbowopka services are better able to
address the SUD needs of Indigenous communities.
The previous abstinence model of service (pre-IHSS)
excluded all individuals who were seeking residential
addiction treatment for prescription drug use, opioids,
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or cocaine. Hence, individuals who were prescribed
medication by their physician to address SUD or men-
tal health challenges (such as methadone and bupre-
norphine/naloxone) were not previously eligible for
admission to Benbowopka Treatment Centre. In 2014,
Mamaweswen North Shore Tribal Council directed that
Benbowopka Treatment Centre should move forward
with a plan for the realignment of its services to
a harm reduction model that would follow the best
practice strategies recommended for addressing sub-
stance use disorders. Thus, the training of Indigenous
Healing and Seeking Safety (IHSS) treatment for
Indigenous patients with a history of IGT and SUD
was initiated in 2016.

Data collection and methods of assessment

Benbowopka Residential Treatment Programme accepts
clients of all gender identities at age 18 years or older.
The programme accepts Indigenous and non-
Indigenous clients from all over Canada. The data for
this study was collected prospectively from records for
all 157 patients who had enrolled in the Benbowopka
Residential Treatment Programme from April 2018 to
February 2020. Enrolment in the study was terminated
when the facility closed in March 2020 due to the
COVID-19 pandemic. The data were divided by
fiscal year and intake period at the request of
Benbowopka. We wused the Drug Use Screening
Inventory (DUSI) to collect data on type of primary
and secondary substances patients used. The DUSI
and a revised version (DUSI-R) were developed by the
Centre for Addiction and Mental Health (CAMH) to
identify the consequences of alcohol and drug involve-
ment [51].

The following variables were collected and analysed
descriptively: name, health card number, date of birth,
postal code, status card number, gender, date of admis-
sion to the programme, date of discharge, programme
completion (Y/N), Indigenous (Y/N), status First Nation
(Y/N), on reserve (Y/N), primary substance, and second-
ary substance(s). Drug classes from primary and second-
ary substances were further divided into a sub-
substance category. Any pertinent notes were also
included in the data.

The original data included drug classes used by
Benbowopka (i.e. alcohol, narcotics, prescription drugs,
solvents/inhalants, and other substance). The revised
data has been organised by the drug class preference
of the research team (i.e. alcohol, cannabis, stimulants,
opioids, depressants, hallucinogens, inhalants/solvents).
Some drug names were changed to ensure clarity (e.g.
brand to generic names, acid to LSD, etc.).
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Data analysis
We evaluated the results of the IHSS harm reduction
intervention against three distinct primary outcomes:

(i) Patient perspective: we used the Client Quality
Assurance Survey tool to assess the appropri-
ateness and satisfaction of the abstinent-based
model intervention.

(ii) Programme perspective: we used programme
completion as the primary outcome (pro-
gramme completion) to evaluate the effective-
ness of the abstinent-based treatment model.

(iii) Community perspective: does the revised pro-
gramme serve a broader range of community
members requiring treatment for SUD and IGT?
Does the impact of residential addiction treat-
ment on reducing broader healthcare utilisation
(through reduced substance use-related emer-
gency room presentations and hospital admis-
sions in the year following treatment
completion) increase following IHSS implemen-
tation? This paper only focuses on the qualita-
tive aspect, meaning the participants and
programme perspective. The healthcare utilisa-
tion data analysis will be reported in a separate
publication [52].

All discussions and feedback from the Client Quality
Assurance Survey tool was analysed using a qualitative
thematic analysis method [45]. The co-principal investi-
gator (T.M.) and one of the Indigenous researchers (D.
G-F) analysed the data. This method was selected to be
consistent with cultural data analysis models that
require more involvement and interpretation from the
researcher [53,54]. In step one, the text was read and re-
read to identify and describe implicit and explicit ideas
within the data [45]. The Codes were then developed to
represent the identified themes and link the raw data as
summary markers. The codes arise from the researcher’s
interaction with the data. Code frequencies and code
occurrences were then compared, and the emerging
relationships between the codes were graphically dis-
played. Finally, in step four, emerging themes were
identified [45,53,55] (see the Medicine Wheel in
Figure 1). These themes were shared with the authors,
the director, and staff of Benbowopka for validation.
During data analysis, the Elders who guided this
research process explored the four core themes and
confirmed that these themes connected with the teach-
ings and four quadrants of the medicine wheel. The
Elders recommended that the results be depicted
through the lens of the medicine wheel to authenticate

the Two-Eyed-Seeing methodology (J. Ozawagosh &
F. Ozawagosh, personal conversation, 20 July 2020 [56]).

Results
Patient characteristics and treatment completion

The following describes participants’ demographics
from the treatment programme at Benbowopka from
April 2018 to February 2020 included in the prospective
evaluation of IHSS. Participants: n = 157 lived through-
out Ontario, Quebec, and Nunavut. Participants from
Northern Ontario were 79.6%, 17.2% from southern
Ontario, 2.6% from Quebec, and <1% from Nunavut.
The average participant was age 34 years old, with
the largest age group being 25-34 years old (44.6%)
followed by 35-44 years old (23.6%), 18-24 years old
(14.7%), 45-54 (8.9%), and the smallest group being 55
+ years old (8.3%). 52.9% of participants were male,
while 47.1% were female. Participants with poly sub-
stance use, meaning they used more than one type of
substance, was 80.3%. Half, 51.6% of participants, had
alcohol as their primary substance, followed by stimu-
lants at 26.8%, opioids at 17.2%, and cannabis at 4.5%.
Of the people who used poly-substances, cannabis was
the most common secondary substance, with 66.7% of
people who used poly-substances also used cannabis.
Stimulants followed in second with 47.6%, then alcohol
at 41.3%, opioids at 27.8%, hallucinogens at 14.3%,
depressants at 4.8%, and inhalants at 1.6%. 72% of the
cohort completed the treatment programme, while
28% did not complete the programme.

Qualitative results

We utilised feedback from the Client Quality Assurance
Survey that posed 11 in-depth questions about every
aspect of the treatment experience. Briefly, the 11 ques-
tions included why they entered treatment, how they
understood the programme, were their needs met,
helpfulness of culture and programming, helpfulness
of counsellors and night staff, also to comment on the
kitchen staff and food, overall satisfaction, future
changes, drop-out reasons, and how the programme
could improve. The four core themes that emerged in
the IHSS prospective qualitative results were: (1)
Motivation to attend treatment; (2) Understanding the
Benbowopka treatment programme and needs met; (3)
Satisfaction with all interventions; and (4) Moving for-
ward. The 11 questions from the Quality Assurance
Survey helped participants to report their experiences
through a holistic view — incorporating mind, body,
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CORE THEMES / PROSPECTIVE RESULTS

1. Motivation to attend treatment

2. Understanding Benbowopka Treatment Program and needs met

3. Satisfaction with all interventions
4. Moving Forward
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Figure 1.

spirit, and physical [33]. Most of the participants dis-
cussed experiences under headings such as self, family,
children, worker, and community. The descriptive fra-
mework for the four core themes conceptualised in this
paper is based on Rod Vickers' interpretation of the
medicine wheel and is based on the work of Duran
[10], Martin-Hill [23], Nabigon et al., [57], Nabigon [58],
and Vickers [59]. The centre of the medicine wheel
represented headings (self, family, children, worker,
and community) or a lens, which participants used to
frame their experiences (see Figure 1).

Core theme one: motivation to attend treatment

The Eastern quadrant of the medicine wheel represents
the spiritual aspect of the individual, and for the
Anishinaabe, the colour is yellow [57,58,60]. In this
quadrant, the motivation for coming to treatment
included subthemes such as Indigenous teachings and
pain. Other themes included finding myself, identity,
and family. As one participant described, “A death in
the family made me look at my own life, and | became

desperate for help to stop my drinking. | was stuck, and
my life was unmanageable”.

Similarly, another participant described, “Honestly, my
children and especially for myself. | needed a safe place
to start my healing journey and grow spiritually, mentally,
physically, and emotionally as a happy and sober mom”.

The red, Southern quadrant represents the emo-
tional aspect of the person. In the IHSS prospective
analysis, rich subthemes emerged, including anger,
pain, depression, hopelessness, intimacy issues, loss,
hurting my family, myself, and friends. As a participant
explained, “I am so confused, | don't know how to make
friends and relate to people or get a girl to like me
because | am a man. | am confused because of my
childhood, and | do not know intimacy”. Most of the
participants said that they came to treatment because
they needed to learn about their addiction and the
impact of trauma. Several participants mentioned that
they heard the programme now included trauma treat-
ment, and most of them needed help for both disor-
ders. Participants also identified feelings of profound
loss and grief.
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The black, Western quadrant represents the physical
aspect of the person. Subthemes that emerged
included health, self-care, change, and sobriety. What
stood out were subthemes such as being tired, drugs
controlling their lives, learning about PTSD, and self-
harm. Most participants recognised experiencing suffer-
ing while using. Only a few participants were under
mandatory treatment orders, but most individuals
were motivated to seek treatment at a deep internal
level. As one participant eloquently stated, “My influ-
ence for my decision to come to treatment was
Children’s Aid Society (CAS) and my wanting to stay
sober for the rest of my life to set a better example for
my children”. Another participant mentioned, “How
unmanageable and uncontrolled my drug and alcohol
habits were. It was affecting my life and | wanted to be
better and learn how to cope”.

The white, Northern quadrant represents the mental/
mind of the person. Some subthemes were an unma-
nageable life, to get sober, education/to learn, dealing
with trauma and addiction. Participants consistently
described chaos in their lives and resulting loss of
happiness and life. One participant described, “I needed
help. | felt that | was drowning in unhappiness and
experienced so many flashbacks that | found it difficult
to function. Drinking alcohol was the only way for me
to numb the pain”. And another lamented, “I saw my
boys needed help. | tried helping them, but | got
nowhere. This was my turning point. In order for me
to help them, | needed to help myself”.

Core theme two: understanding the benbowopka
treatment program and needs met

Most participants understood that Benbowopka was
a safe, structured place where they could get help for
both trauma and substance use.

In the Eastern quadrant of the medicine wheel, sub-
themes included cultural healing, ceremony, smudging
and traditional healing. Most participants reported that
their needs were met through traditional healing prac-
tices and the presence of Elders. Some participants also
talked about the staff as a source of spiritual wisdom.
The impact of Ceremonies on healing were frequently
mentioned and many expressed their gratitude about
the Sweat Lodge ceremony and Sacred Fire. Most par-
ticipants expressed that the Benbowopka Treatment
Centre offered a holistic approach; for example, “To
discover myself. A guidance to letting go and seeking
solace and peace within oneself”.

In the Southern quadrant of the medicine wheel, the
subthemes that emerged were consistent across many
participants and included: the programme exceeded

my needs; forgiveness; understanding my trauma and
addiction and love; got to know myself; honesty; clarity
and peace from the trauma symptoms. Interestingly,
most participants applauded the fact that they were
taught and began to understand the connection
between their trauma, symptoms, and addiction. Most
participants consistently talked about the Western
Model, the Seeking Safety content, and how it helped
them connect with their feelings and emotions. For
example, one participant said, “A safe place to manage
emotional turmoil with the end goal of having tools
and resources to live a healthy and happy lifestyle”. And
yet another participant stated, “For me, Seeking Safety
was double information for me. | never had this in any
other program. | came here to find my Spirit and what
a beautiful place to learn”. Many of the participants also
reported that they had received all they needed from
this treatment. For example, one participant said, “My
understanding of this treatment is to love yourself
again first and start loving life again. That it shows
respect for yourself”.

In the Western quadrant of the medicine wheel, the
subthemes that emerged were a safe place, structure,
and good food. Other subthemes included improved
trauma symptoms and good coping skills. As one client
noted, “Yes, | feel that the program has met my needs.
| have learned so much and gained so many tools. | feel
so much lighter”. And yet another said, “They were all
great at what they do here. | feel really great because of
them (the staff), they gave me what | needed to
improve self-care”. Yet another participant echoed,
“[Here | learn] about trauma and substance use and all
the behaviours, where | came from and why | acted the
way | acted was from my PTSD and using. Using was to
freeze my pain from the traumas”.

In the Northern quadrant of the medicine wheel, the
subthemes that emerged were: understanding my
trauma and addiction and change. The subthemes
were rich in describing the Seeking Safety model.
Some of the subthemes included: my thinking chan-
ged, it helped me in every way, calm, found peace, the
Seeking Safety handouts, and the entire programme.
Many participants expressed that it was a safe environ-
ment, a place to learn more skills and begin to under-
stand both trauma and addiction. As one participant so
eloquently stated, “This was a safe place where | could
learn about my addiction and trauma and how to over-
come my problem”. Another said, “Yes, this is the first
program that connected substance abuse with PTSD. It
makes perfect sense and provides clarity as to why
| needed the substances”. Most participants appre-
ciated the sense of safety and support they felt from
the staff.



Core theme three: satisfaction with all
interventions

In the Eastern quadrant of the medicine wheel, the sub-
themes included: found my culture, spirituality, balance,
understanding, Creator, Sweat Lodge, forgiveness
through culture, gentle Elders and cultural teachings.
Many of the participants found that the cultural interven-
tions, the programming, and Alcoholics Anonymous (AA)
information were all equally helpful. Coming from
another participant: “It helped me realise that there
were much more of the cultural teachings that | needed
to learn. The morning Smudge, the water, the Seven
Grandfather teachings, | never knew what these teach-
ings were all about and now | know what to do”. Another
said, “I needed to connect with my Creator and all the
Spiritual aspects, and this program did it for me”.

In the Southern quadrant of the medicine wheel, the
themes that came forth in the IHSS prospective cohort
included: found peace, balance, understanding, insight,
and helped all symptoms. Many participants reflected on
their satisfaction with all the interventions and reported
that all the staff worked together. Most complaints were
associated with the one-on-one sessions which were
eventually eliminated from the treatment programme.
In general, most of the participants appreciated the
Seeking Safety programme and the information. For
example, one participant commented, “Both parts of
the program were equal, but the structure of the pro-
gram helped me with my PTSD. The cultural [aspect]
gave me direction and understanding of spirituality.
One without the other would have been half measure”.

In the Western quadrant of the medicine wheel the
subthemes that emerged were: Seeking Safety was excel-
lent, understanding my trauma and addiction, great
books to read, good staff, environment, and good
resources. Most of the participants reported feeling safe
and supported by staff and night attendants. As one
participant explained, “Seeking Safety was the most help-
ful for me as | dug deep into my soul and my trauma”.
Most of the participants reported that the kitchen staff,
night attendants, and counsellors helped substantially.
General perspectives on counsellors were positive; how-
ever, a few participants did complain about a lack of
knowledge by some counsellors. Many identified self-
growth and health improvements during the treatment.
For example, one participant said, “The treatment made
me realise that | had more issues than just alcoholism and
it helped me understand where my disease stems from”.
Another said, “Seeking Safety made me realise the way
| think and how to change my thinking to live a good life”.
Importantly, most participants valued both the Western
and Traditional teachings.
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In the Northern quadrant of the medicine wheel
the subthemes that emerged between the pre-IHSS
retrospective and [HSS prospective cohorts were:
taught how to live, Seeking Safety information, help
with understanding PTSD, and changing and growing.
In this quadrant, most of the participants as in one
voice talked about the insight they gained from the
Seeking Safety topics, and they would specifically
mention some of the topics. They could clearly
explain sometimes in detail how their growth and
understanding came. As one participant explained, “I
learned the safe coping strategies, Seeking Safety and
what | always wanted was learning the way of my
ancestors”. Another stated, “Both components were
extremely helpful for me because both helped me to
understand who | really am”.

Core theme four: moving forward

Participants expressed how much they learned and
benefitted from this IHSS approach and detailed what
they would take away from the programme and imple-
ment to continue their healing journeys.

In the Eastern quadrant of the medicine wheel the
subthemes that emerged were: self-love, honour self,
active spirituality, live in ceremony, smudge, drum,
Creator, nature, water, tobacco, circle, Grandfather
Teachings, sacred feather, and live a good life. Many
of the participants, as in one voice, talked about their
wellness plan and incorporating all that they have
learned about their culture and traditional healing
methods. As one participant said, “The cultural and
spiritual components helped me to identify who | am
and gave me belonging”. Another echoed, “I always
wanted to learn about my culture, and | learned a lot.
This will help to keep me on the path of a true good
life, through spiritual culture and self-love”.

In the Southern quadrant of the medicine wheel the
subthemes included: positive being, gratitude, bound-
aries, self-love, and self-care. Participants clearly
learned throughout the treatment to take good care
of themselves, to love themselves as well as to self-
sooth. Most of the topics in Seeking Safety are about
safety and self-care, which is consistent with partici-
pant perspectives. For example, one participant said: “I
felt like a sponge soaking up all the Seeking Safety
handouts, | feel that | dealt with a lot of my trauma”.
Others claimed: “The lifestyle at Benbowopka gave me
the tools to change my life. | look at myself differently
and | also want more out of life than just being
a drunk. | want to be a good mom and | want to be
good to myself”.
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In the Western quadrant of the medicine wheel, sub-
themes that emerged were: AA and Narcotics Anonymous
(NA). Other subthemes included self-care, exercise, using
the Seeking Safety handouts, active and creative, helping
the community, and dealing with trauma. As in the other
two quadrants, most participants reported the same activ-
ities, goals, and plans. Some quotes included: “My lifestyle
will change, and it will change for the better. | will be
healthy, positive, and sober”. Another stated, “I intend to
use the tools given here, maintain a sober, supportive net-
work and stay sober”. These comments and feedback con-
tinued throughout the data.

In the Northern quadrant of the medicine wheel the
subthemes that emerged were: to practice all the Seeking
Safety stuff, self-care, work on my mindset, deal with daily
dramas, complete my studies, volunteer, and work on
trauma stuff. The changes that participants will implement
all referred to what they were taught and what they learned
during the treatment. Some of the comments that came
forth included: “Since | have had time to really look and
think about my life and how | have been living, | have come
to see how | have been hurting both myself and those | love
and those that love me”. Another stated, “Maintain sobriety
one day at a time. Use coping methods that | have learned
here. Be active with other suffering/recovering addicts.
Maintain balance, especially the Spiritual part of my life”.

Discussion

Prior to the implementation of IHSS, the Benbowopka resi-
dential treatment programme was an abstinence-based
programme termed pre-IHSS. This new Two-Eyed Seeing
treatment approach, which blends Indigenous Healing
practices with Seeking Safety, is based on Teresa Marsh'’s
research work known as IHSS [39-42]. These results demon-
strate that clients benefitted from both the Seeking Safety
programme activities and the traditional healing practices.
The atrocities and deep losses Indigenous peoples have
experienced due to historical and systemic institutionalised
racism in Canada have impacted many communities. We
have observed that communities are now utilising their
strength, resilience, and ceremonies to reclaim and express
their cultural beliefs, values, and healing practices
[2,23,41-43].

The medicine wheel and the first quadrant (East
and Spirituality)

The four core themes identified confirmed in current
literature that in order for people with SUDS and IGT to
heal, they need both educational resources and tradi-
tional healing practices [6,26,27,29]. It was affirmed

through the voices and viewpoints that participants
found their motivation to heal and wanted to find
their identity and reconnect with themselves, their cul-
ture, and their family. This was present in both the pre-
IHSS and IHSS. It is confirmed by Elders, helpers, and
healers as well as Indigenous researchers that the cul-
tural aspect and/or traditional healing practices in treat-
ment have been reported as a successful element in
SUD programmes designed for Indigenous peoples
[12,42,43,61,62]. It was clear that participants in both
the retrospective pre-IHSS and prospective IHSS groups
applauded the impact of ceremonies, such as the
Sacred Fire and Sweat Lodge ceremonies, on them
finding their identity and connection to their embodi-
ment and self. Many Elders and traditional healers teach
about the connection to spirit, family, and friends culti-
vated in a Sweat Lodge ceremony [41,60]. Furthermore,
Rolling Thunder spoke of the healing properties of
laughing and enjoying one another’s company in the
Sweat Lodge [63]. Elders teach that the Sweat Lodge
ceremony serves as a place to go back and find our
truth and our identity through the ritual healing or
cleansing of body, mind, and spirit while bringing peo-
ple together to honour the energy of life (personal
conversation with Elders Julie and Frank Ozawagosh,
5 January 2017). In the IHSS cohort, participants
reported that they felt more motivated to connect
with their culture and teaching as the Seeking Safety
sessions helped them to understand why they were
using substances and hurting themselves. It was clear
from the participants’ voices that they gained much
from the Seeking Safety content while continuing to
experience the benefits of Indigenous Healing
described in the pre-IHSS retrospective cohort. The
Seeking Safety model includes spiritual discussions
through the offering of a philosophical quote at the
beginning of the group sessions [64,65], as well as
discussions about safety, cultural continuity, gentle lan-
guage, and teachings about the genesis of intergenera-
tional trauma and SUD [44,65]. Also, the presence of the
Elders in the sharing circles was an important healing
practice in using a Two-Eyed Seeing approach and
helping participants to understand that both trauma
and SUD were no-fault diseases, that it was not their
fault. Indigenous Peoples have long recognised the role
of the Elders as integral in the healing process. Elders’
skills, knowledge, and their ability to help individuals
restore balance in their lives have earned them signifi-
cant roles within Indigenous communities [18,66-68].
The Elders’ presence at Benbowopka had a huge impact
on the health, healing, and wellness of the participants.
The Elders also taught about Two-Eyed Seeing, which
had a profound impact on participants, while also



focusing on the positive identity of each person in the
circle.

The medicine wheel and the second quadrant
(South and Emotional)

In this quadrant, most of the IHSS participants affirmed
that the IHSS programme exceeded their needs as they
learned how to forgive and how to love. Participants
applauded all the information they received from the
Seeking Safety handouts. Many clinicians, researchers,
and Elders believe that forgiveness and reconciliation
help heal memories, help people to reconnect and
restore present trust [10,57,58,60,69-71] (personal con-
versation with Elder Julie and Frank Ozawagosh
20 December 2015). Previous studies identified that
forgiveness and connection help to pave the way for
breaking future cycles of trauma and SUD [28,72].

Additionally, in a recent literature review, Rowan et al. 37,
agreed with other researchers [10,61,73,74] that incorporat-
ing Two-Eyed Seeing in treatment and research was
a valuable approach to facilitate healing IGT and SUD in
treatment facilities. Two-Eyed Seeing guided this work and
is an example of the application of an Indigenous decolo-
nising lens. Therefore, Two-Eyed Seeing provided valuable
guidance in the blending of Seeking Safety with Indigenous
healing practices [46].

The medicine wheel and the third quadrant (West
and Physical Body)

Central to this quadrant was the reports of doing the same
thing repeatedly and getting the same result. As in the
retrospective pre-IHSS cohort, participants also focussed
on the impact of SUD on their wellbeing. Nardella et al.
75,evaluated how childhood trauma influences the rela-
tionship between suicidal behaviour and substance and
alcohol addiction and the development of the self-
conception of hopelessness. Their results show that suicidal
and self-destructive behaviour are influenced indirectly by
a traumatic childhood experience that conditions the level
of hopelessness. Childhood trauma directly affected the
development of drug abuse and alcoholism (75].

The IHSS participants began to understand this rela-
tionship between trauma and SUD, as they expressed in
unison throughout the transcripts the insight and wis-
dom they had gained through learning about the topics
in Seeking Safety such as Honesty, Taking Good Care of
Yourself, Recovery Thinking, Compassion, Healthy
Relationships, and Asking for Help. These topics directly
addressed trauma and addiction, but without requiring
clients to delve into the trauma narrative (the detailed
account of disturbing trauma memories) [44,64]. Thus,
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the treatment is easy to implement and relevant to
a broad range of even the most vulnerable clients.
Research shows that all forms of this model have
been effective when delivered in a group or with indi-
viduals, with individuals from marginalised populations,
or via inpatient or outpatient services [76,77]. Previous
studies included a range of participant groups including
adolescents, the homeless, veterans, prisoners, and
others [76-82].

The medicine wheel and the fourth quadrant
(North and Mind/Mental)

As in the pre-IHSS retrospective cohort, participants wanted
to learn and needed to understand their self-destructive
behaviour. Again, participants expressed that the Seeking
Safety material and teachings helped them understand that
both their trauma and addiction were no-fault diseases,
that it was not their fault. This realisation helped them
with their shame and guilt and encouraged them to heal
and have compassion for both disorders and themselves.
Hien and colleagues [83) compared the effectiveness of
Seeking Safety and relapse prevention with non-
standardised community-care treatment for 107 urban,
low-income, treatment-seeking women. Participants’ SUD
and PTSD symptoms improved during the Seeking Safety
and relapse prevention programme but did not in the
community-care treatment. Seeking Safety has also been
assessed in two pilot studies as an intervention for women
in correctional settings [82,84]. Although Hien and collea-
gues [83) found the recidivism rate was 33% at three-month
follow-up, a rate typical of this population, a significant
decrease in drug and alcohol use and legal problems was
found from pre-treatment to both six weeks after release
and three months after release.

It was evident in the IHSS cohort that the Seeking Safety
sessions such as “asking for help, self-care and grounding or
detaching from emotional pain” impacted the participants
wellbeing. Van der Kolk, the author of numerous articles
and studies on how trauma affects the brain, says that
traumatised people are “terrified of the sensations in their
own bodies”, and it's imperative that they get some sort of
body-based therapy to feel safe again and learn to care for
themselves [85,86,87]. The Seeking Safety programme aims
to increase the coping skills of participants with the goal of
reducing the chance of relapse by emphasising values such
as respect, care, integration, and healing of self [64].

The medicine wheel and the centre circle

The centre circle topics affirmed that participants healed
and began to understand the impact of both IGT and
SUD. This also represented connection and the possibility
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of healing and letting go. Most participants in both the
pre-IHSS cohort and IHSS cohort repeatedly described
how powerful it was to experience a programme that
integrated both teachings about healing and wellness, as
well as traditional Indigenous healing practices.
Participants affirmed that the programme helped them
understand their behaviours with substances, while tradi-
tional healing practices helped them to connect with
their inner spiritual self. The traditional practices also
helped participants to restore their connection to their
identities, their families, communities, their culture, and
the Elders [10,61,73,74].

Limitations

Our analysis is based on self-reported and prospectively
collected qualitative data, which comes with several lim-
itations. One limitation is the weakness of self-reported
data for patient characteristics, such as primary substance
use, which may be subject to recall bias. Secondly, this
study applies the themes presented in the results sec-
tions, which were based on the thematic analysis per-
formed on the data and participants were excluded
from the analysis process. The nature of qualitative work
affects the generalisability of these findings, and it should
be noted that the findings cannot be generalised to all
residential treatment facilities in Northern Ontario.
A fourth limitation in this study is the smaller sample
size in this prospective arm, and the study had to be
stopped prematurely due to the COVID pandemic. The
next limitation was the changes in staff and new people
coming on board with limited experience about the
model. We were not able to do video recordings of the
sessions that could have been used to validate adherence
to the treatment model over time during the study.

Conclusion

During this time of reconciliation with Indigenous
Peoples in Canada and beyond, residential treatment
programmes, leaders, and providers have an ethical
responsibility to understand and learn about the
strengths of this nation. As we move forward with the
focus on harm reduction, a strength-building approach,
traditional healing practices, and simultaneous rehabilita-
tion of both SUD and IGT, let this be done through an
Indigenous lens. It was clear to note through the per-
spectives of the participants that reclamation and con-
nection to culture and traditional healing practices were
key to their healing. In this research we identified that
SUD Indigenous residential treatment programmes need
to include culture, healing practices, activities, and rela-
tionships that are part of the treatment process. As in the

retrospective pre-IHSS data, we found that the cultural
elements and healing practices of the programme were
highly valued by clients in a northern Indigenous resi-
dential treatment programme. However, the Seeking
Safety model and wisdom had a tremendous impact on
the lives, insight, and wellbeing of all the participants in
the prospective IHSS. This was evident in the themes as
participants gained an understanding of both SUD and
their IGT. The changes that need to be implemented will
inevitably require tremendous reflection, humility, cour-
age, and commitment by stakeholders at all levels, as we
work towards harm reduction programmes, truth, recla-
mation, and reconciliation. Reform, change, and transfor-
mation takes wisdom, effort, and time as we work to
transform health systems that disproportionately disad-
vantage Indigenous ways of knowing. However, our
results suggest that the Western treatment model and
the traditional healing practices both helped, healed, and
supported participants with SUD and IGT. Based on this
evidence, recommendations have been proposed for
future studies that aim to use a Two-Eyed Seeing
approach in residential treatment programmes to
enhance the health and wellbeing of Indigenous peoples
with both SUD and IGT.
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