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ABSTRACT

Access to alcohol and drug treatment for people from historically
disadvantaged communities in the Cape Town metropole

Bronwyn Jane Myers
August 2007

This study examined factors associated with access to alcohol and drug
treatment for people from historically disadvantaged communities in Cape
Town, South Africa. The Behavioural Model of Health Services Utilisation
was used as a conceptual framework for variable selection, data analysis and
the interpretation of findings.

A mixed methods design was used that comprised a case-control study and
qualitative in-depth interviews. For the case-control study, data were gathered
from 434 cases who had accessed treatment and 555 controls who had
alcohol or drug problems but had not accessed services. An interviewer-
administered questionnaire was used to gather data on socio-demographic
variables, indicators of treatment need, and barriers to service use.
Hierarchical logistic regression procedures were used to analyse the data.
The qualitative phase explored contextual influences on alcohol and drug
treatment uptake for people from these communities. Interviews were
conducted with 20 key informants from the alcohol and drug treatment
system, including treatment providers, members of local drug action
committees, and social workers from district social service offices.

This study found inequities in the use of alcohol and drug treatment services.
The primary determinant of treatment uptake was not need, but rather non-
need factors. These non-need factors included affordability, geographic
accessibility and awareness barriers. Compared to men, women from these
communities did not have equal access to treatment services. In addition,
people with relatively severe alcohol and other drug problems experienced
more difficulties in accessing services than those with less severe problems.
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Contextual influences that appear to underpin these inequities were identified.
These included: difficulties in service planning for alcohol and drug treatment
due to infrastructural issues, (ii) limited allocation of resources to alcohol and
drug treatment which restricted the availability of affordable services and the
capacity of established services to meet the demand for services, (iii)
concerns about service quality, (iv) and the impoverished and fractured nature
of these communities. These findings highlight the need for further
transformation of the social welfare system responsible for treatment delivery.
The study makes specific, practical recommendations for how to improve
.access to treatment for these communities.
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LIST OF ABBREVIATIONS

AOD

ATQ

cBO

HDCs

LDAC

NDOSD

NDOH

SAC °

TSP

Alcohol and other drugs.
Refers to the use of alcohol, licit and illicit drugs.

Access to treatment questionnaire

Community-based organisation.

A small organisation working in the nonprofit
sector but not registered as a nonprofit
organization

Historically disadvantaged communities.
Communities comprising largely poor,
Black/African and Coloured persons and were
disadvantaged under the partheid regime.
Local drug action committees.

Community structures designed to allow
communities to mobilise around AOD issues
National Department of Social Development
National Department of Health

Substance abuse coordinator.

Responsible for coordinating all alcohol and drug

services in a designated community

AOD treatment service providers
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CHAPTER ONE

THE NEED FOR ALCOHOL AND DRUG TREATMENT IN SOUTH
AFRICA

1.1. THE NEED FOR ALCOHOL AND DRUG TREATMENT

In South Africa, changes in the pattern of alcohol and other drug (AOD) use
highlight the need for accessible treatment services. During apartheid, the
country’s physical and economic isolation, strict monitoring of external borders,
and stringent internal controls restricted access to drugs; with alcohol, locally
cultivated cannabis, Mandrax (methaqualone combined with an anti-histamine),
and prescription medicines being the only drugs readily available. Since the
collapse of apartheid, socio-political changes (such as reductions in internal and
external border controls and increases in travel and trade), together with the
country’s poorly resourced law enforcement agencies and advanced banking,
transport, and communication systems made South Africa an attractive new
market for drug cartels. South Africa’s geographic location also made it attractive
to traffickers, with the country being a convenient trans-shipment point for drugs
from drug-producing countries to drug markets. With these changes, South
Africans now have access to a broad range of drugs and indicators suggest that
the domestic drug market is expanding, with drug prices decreasing and
availability increasing (Parry et al., 2002a; Parry et al., 2002b).

Apart from these changes, anecdotal reports from treatment providers and
communities point to an increased need for AOD treatment, with waiting lists for
treatment slots increasing and communities mobilising around drug-related
issues. Further evidence of the extent of the need for AOD treatment in South
Africa is provided by research on the prevalence of and harms associated with
AOD use.



1.1.1. Prevalence studies of AOD use

Prevalence studies provide one indication of the size of the AOD problem in
South Africa. In recent years, several national household surveys on AOD use
have been conducted. For example, the 2002 Youth Risk Behaviour Survey of 10
699 school-going adolescents reported prevalence rates of 23% for past-month
binge-drinking' and lifetime prevalence rates of 13% for cannabis use, 6% for
cocaine, 12% for heroin, and 16% for the inappropriate use of over-the-counter
and prescription medicines (Reddy et al., 2003). Pettifor, Rees and Stevens
(2004) reported lifetime prevalence rates of 56% for alcohol use and 9% for
cannabis among 15 to 24 year olds (N = 11904). In contrast, Shisana et al.
(2005) reported lower lifetime prevalence rates of 7% for risky drinking, 2% for
cannabis and less than 1% for the use of other drugs (N = 23 572).

Although risky or binge-drinking is an important factor associated with future
AOD treatment needs (Parry et al., 2004a), in general prevalence studies are
restricted in their ability to estimate treatment need. Household surveys have a
limited ability to estimate the prevalence of less commonly used drugs, especially
if sample sizes are small (Parry et al., 2002a). These prevalence rates are aiso
likely to be underestimates as respondents may refuse to answer sensitive
questions about stigmatised behaviours in household surveys (Gfroerer, Wright,
& Kopstein, 1997). iImportantly, as these surveys did not screen participants for
AOQOD problems or enquire about perceived need for treatment, they provide littie
indication of the extent of AOD treatment need. An exception to this is the 1998
South African Demographic and Health Survey (SADHS) which included a
screening questionnaire for alcohol dependence. This study found that 28% of
male and 10% of female respondents screened positive for symptoms of alcohol
dependence (N = 13790) (Parry, Pluddemann, Steyn, Bradshaw, Norman, &
Laubsher, 2005). However, this household survey still does not provide an
adequate indication of the need for AOD treatment.

! Defined as 5 or more alcoholic drinks on at least one occasion in the last two weeks.



1.1.2. The burden of harm associated with AOD problems

Another indication of the size of the AOD problem in South Africa is provided by
ad hoc studies that document the burden of harm and costs associated with
untreated AOD problems. For the health sector, AOD use results in direct and
indirect costs that accrue from the costs of AOD treatment, the increased use of
emergency services due to AOD-related trauma, the increased use of mental
health services due to AOD-related psychiatric problems, the overuse of medical
services due to AOD-related medical complications, and special disease costs
(e.g. Foetal Aicohol Syndrome (FAS), Hepatitis C, and HIV/Aids) (Alterman,
Langenbucher, & Morrisson, 2001; Best et al., 2002; Xie, Rehm, Single, &
Robson, 1999). In South Africa, the health-care costs associated with AOD
problems are evident from the high levels of mortality and morbidity that accrue
from episodes of acute alcohol intoxication. For example, in 2004, 52% of

Wths and 56% of deaths due to violence had blood
Wremer than or equal to 0.05 g/100 ml, the legal limit for
driving (Matzopoulos, 2005). In addition, a multi-site study conducted in 2001
r’;orted that 51% of patients admitted to state trauma units in South Africa were

alcohol positive, with 60% of violence-related injuries and 35% of iraffic-related

injuries being alcohol-positive (Pluddemann, Parry, Donson, & Sukhai, 2004).

S—

FAS rates in South Africa also point to the high levels of harm associated with
AOD use, with prevalence rates estimated to be 18 to 141 times higher than
those reported for populations in the USA (May et al., 2000). These high rates of
FAS point to the need for AOD treatment among pregnant women. This is

confirmed by findings from a study of 131 pregnant women in Cape Town in
which 11% and 23% of the women met DSM-IV criteria for alcohol abuse and
alcohol dependence respectively (Carter et al., 2005)..Emerging evidence-also
points to the need for AOD treatment among HIV-positive persons. In a study of
149 HIV-positive patients, 9% met DSM-IV criteria for alcohol abuse, 10% met
criteria for alcohol dependence, and 2% met criteria for drug dependence (Olley,
Seedat, Nei, & Stein, 2004).




AOD problems also contribute to criminal justice costs. These include the costs
of policing and prosecuting drug-related crimes, the costs of incarcerating and
rehabilitating drug-related offenders, and costs to the victims of crime (Alterman
et al., 2001; Mauser & Van Stelle, 1994). In South Africa, a strong association
has been found between AOD problems and crime. A 3-Metro’s study,
conducted in 2000 reported that 45% of 999 arrestees tested positive for drugs
(Parry, Pluddemann, Louw, & Leggett, 2004). A high proportion of these
arrestees reported the need for AOD treatment. Across sites, AOD treatment
need ranged between 17% to 30% for alcohol-related problems and 27% to 34%
for cannabis-related problems (Parry et al., 2004b). These findings provide
further evidence of the need for AOD treatment in South Africa,

AOD use also affects the rate of economic development in South Africa as it is
associated with lower productivity, increased absenteeism and tardiness, high
employee turnover, and work-related accidents (Alterman et al., 2001; Best et al.,
2002; Xie et al., 1999). South African research has demonstrated that significant
proportions of school-going adolescents misuse alcohol and other drugs (Parry et
al., 2004a). Recent school surveys, for example, reported that more than a third
of male students in Cape Town and over half of male students in Durban
reported binge drinking episodes in 1997 (N = 2930) and 1998 (N= 3030)
respectively (Parry et al., 2004a). This is cause for concern, not only because
heavy drinking by school-goers is significantly associated with absenteeism,
academic failure, risky sexual behaviour (Flisher, Parry, Evans, Muller &
Lombard, 2003), increased risk for sexual victimisation (King et al., 2003,;
Morojele & Brook, 2005), and increased likelihood of other drug use (Grossman,
Chaloupka, & Sirtalin, 1998), but also because these adolescents represent the
country's future workforce. These findings together with findings from the 2002
Youth Risk Behaviour Survey (Reddy et al., 2003) suggest that a significant
proportion of South African adoléscents require, if not formal AOD treatment then



at the very least, brief interventions to reduce their risk of developing AOD
problems (Parry et al., 2005).

Although cost-to-economy studies of AOD problems have not yet been
conducted in South Africa, based on international experience in a range of
developed countries, the annual economic costs associated with alcohol
problems could range from 0.5% to 1.9% of South Africa’s Gross Domestic
Product (GDP) (Single, Robson, Xie, & Rehm, 1998). Using a mid-range
estimate, alcohol problems could cost the South African economy approximately
R9 billion per annum (Parry, Myers, & Thiede, 2003). This amount would
increase if the costs associated with other drug problems are added. Given these
estimates, AOD problems probably place a large burden on the South African
economy. For the Cape Town metropole alone, this economic burden is
estimated to be in excess of R1 billion per annum, due to the high levels of AOD
problems experienced in the metropole (outlined below), relative to other sites in
the country (Myers, Parry, & Pluddemann, 2004). In summary, the high levels of
harms and the costs associated with untreated AOD problems presenta |
persuasive argument for the need for accessible AOD treatment services in

South Africa,

1.2. THE NEED FOR AOD TREATMENT IN THE CAPE TOWN METROPOLE
Compared to other sites in South Africa, the need for accessible AOD treatment

services is particularly evident in Cape Town. Findings from national household
surveys reflect higher prevalence rates for risky drinking in the Western Cape
Province (of which Cape Town is the capital) relative to the other provinces. For
example, the 2002 Youth Risk Behaviour Survey reported that 34% of school-
going adolescents binge-drink in the Western Cape, which is significantly greater
than the national average of 23% (Reddy et al., 2003). Shisana et al. (2005) also
found that compared to other provinces, the Western Cape had the highest
prevalence of risky drinking (16%), followed by the North West Province (13%)



and the Northern Cape (12%). The remaining six provinces had risky drinking
prevalence rates below 10%.

The higher proportion of AOD-related traumatic injuries in Cape Town, relative to
other sites also confirms the need for accessible treatment services in this
region. In 2001, the proportion of alcohol-positive trauma patients who sustained
transport injuries was higher in Cape Town (46%) than in Port Elizabeth (PE)
(41%) or Durban (16%) (Pluddemann et al., 2004). In addition, Cape Town was
the only site where the proportion of alcohol-positive trauma patients increased
significantly from 1999 to 2001. Similarly, in 2000, a higher proportion of trauma
patients tested positive for cannabis (35%) in Cape Town compared to Durban
(34%) and PE (26%) (Peden, Harris, Sukhai, & Donson, 2001).

The high burden of harm associated with AOD use in Cape Town, relative to
other sites, is also reflected in mortality statistics. Findings from the National
Injury Mortality Surveillance System reveal that in 2004 the proportion of alcohol-
positive deaths due to violence was higher in Cape Town (59%) than in Durban
(47%), Johannesburg (47%), or Pretoria (51%). Similarly, the proportion of
alcohol-positive deaths due to transport injuries was higher in Cape Town (57%)
than in Durban (49%), Johannesburg (48%), or Pretoria (49%) (Matzopoulos,
2005).

Further evidence of the greater need for AOD treatment in Cape Town, relative to
other sites, is provided by the 3-Metro’s study on drugs and crime. In 2000, a
higher proportion of arrestees were drug-positive in Cape Town (56%) than in
Durban (50%) or Johannesburg (29%) (Parry et al., 2004b). In addition,
compared to other sites, arrestees in Cape Town were more likely to report being
under the influence of alcohol at the time of their arrest; with 23%, 16% and 6%
of arrestees in Cape Town, Durban and Johannesburg respectively, reporting
intoxication (Parry et al., 2004b).



Compared to other sites in the country, Cape Town also reports the widest range
of drugs used. In the second half of 2004, Cape Town was the only site reporting
methamphetamine use, with 19% of patients attending AOD treatment reporting
this as their drug of choice. Cape Town has also experienced significant
increases in the proportion of patients reporting heroin as their drug of choice
(from 4% in 2000 to 12% in 2006) and the proportion reporting
methamphetamine as their primary drug (from less than 1% in 2000 to 42% in
2006) (Pluddemann et al., 2007). While treatment centre statistics only represent
patterns of AOD use among people who are able to access treatment, when
considered together with findings from household surveys and mortality, trauma
and crime studies, they illustrate that Cape Town, relative to other sites, has
more AOD problems. The high level of AOD-related harms in Cape Town,
relative to other sites, presents a compelling argument for the need for
accessible AOD services in this region.

Consequently, this study focuses on access to AOD treatment in the Cape Towr
metropole. In this study, access to treatment is defined as both potential access
to services (namely, the degree to which factors that enable a person to use a
needed service are present and the opportunity to seek needed services) and
realised access, or the actual use of needed services (Andersen, 1995)“(‘

1.3. IS ACCESS TO AOD TREATMENT IMPORTANT?

Although few treatment outcome studies have been conducted in South Africa,
findings from international research (conducted across a variety of treatment
settings and client populations) provide considerable evidence of the benefits of
AOD treatment (e.g. Gossop, Marsden, Stewart, & Teacy, 2001; McKay & Weiss,
2001; Paraherakis, Charney, Palacios-Boix, & Gill, 2000; Simpson, Joe, &
Brown, 1997). In general, national treatment outcome studies conducted in the
USA and UK report positive outcomes that include reductions in AOD use,
reductions in criminal activity, improvements in physical and psychological



health, and improvements in social functioning (see Table 1 for a summary of
these findings).

In addition, several studies provide evidence of cost-savings associated with
AOD treatment (Alterman et al., 2001; Langenbucher & Merril, 2001). In the USA,
AOD treatment is associated with long-term reductions in the use of health
services and health care costs (Holder & Schachtman, 1987; Humphreys &
Moos, 1996). For example, a five-year follow-up of Medicaid clients who received
AOD treatment in 1989-1990, found that treated clients incurred on average
$4500 less in medical expenses than clients who were eligible for but did not
receive a “minimal dose” of treatment (Luchansky & Longhi, 1997). AOD
treatment is also associated with cost-savings in the criminal justice sector, with
studies reporting crime-related cost reductions of up to 80% (Fletcher, 1997;
Gerstein, 1997; Gossop et al., 2001).

In developing countries in general (Arif & Westermeyer, 1998), and South Africa
in particular, few AOD treatment outcome studies have been conducted. Despite
methodological limitations (such as low follow-up rates), preliminary evidence
points to the benefits of AOD treatment in these settings. For example, De Silva,
Peris, Samarasinghe and Ellawala (1992) reported that 36% of 234 patients
attending a treatment centre in Sri Lanka were abstinent two years post-
treatment. Significant reductions in AOD use were also reported among 943
patients in Thailand, with 50% of patients abstinent from amphetamine-type
substances and 27% abstinent from opiates at six month follow-up (Pengparn &
Porncharoen, 2001).



Table 1. Findings from national AOD treatment outcome studies conducted
in the USA and UK*
Drug Abuse Treatment Services National Drug Abuse National
Reporting Outcome Research Treatment Treatment Treatment
Programme Prospective Outcome Study | Improvement Outcome Study Outcome
(DARP) Study (TOPS) (SROS) Evaluation (DATOS) (Hubbard { Research
(Simpson & (Hubbard et al., (Schildhaus & Study (NTIES) etal., 1997; Study
Sells, 1982). 1989) Gerstein, 1998) (Gerstein et al., Simpson et al., (NTORS)
1997) 1997a,b) (Gossop et al.,
2001)
N 43 943 11 750 3047 6593 10 010 1075
Sites 52 sites in USA | 41 sites in USA | 99 facilities in 78 sites, USA- 96 sites in the USA | UK- 54
(1969-1972) (1979-1981) USA (1990) (1993-1994) (1997) centres (1995-
2000)
Sampling Prospective Prospective, Random, Prospective, Prospective, Prospective,
Strategy longitudinal longitudinal longitudinal longitudinal longitudinal longitudinal
Follow-up At 1 year At 1 year Five year At 1 year At 1 year At 1 year
period
Findings for | Among A 60% reduction | Any illicit drug Cannabis use Cocaine use Opiate use
substance outpatients, daily | in weekly heroin | use decreased decreased by declined from 67% | decreased
use opiate use use occurred by 25%, 57%, crack by to 21%, cannabis from 69% to
decreased from | and a 35% cannabis by 50%, cocaine by | use from 30% to 40%,
100% to 44%, reduction in 35%, cocaine by | 53%, heroin by 11%, heavy alcohol | stimulants
and use of non- | weekly cocaine 47%, and crack | 62% and alcoho! | use frm from 44% to
opioids from use among by 14% by74% — | 20% 14%,
54% to 45% outpatients
Changes in Arrests 27% reduction in | Breaking and Drug selling lllegal activity Acquisitive
criminal decreased from predatory crime. | entering by 39% | decreased by declined from 26% | crime
activity 87% to 34% and | Costs of crime and theft by 32% | 80%, shoplifting | to 11% decreased
incarceration decreased from by 83% and from 51% to
rates decreased | $47 971 to $28 arrests for any 28%, and any
from 66% to 657 crime by 64% crime from
34% 64% to 39%
Employment/ | Employment % employed 40% reduction in | Rate of Unemployment Not reported
wolfare increased from increased from time spent on employment rates declined from
60% to 65% 31% to 45% streets increased by 67% to 64%
16%
Changes in Not reported Not reported 43% reduction in | Suicide attempts | The proportion with | Psychological
physical and suicidal ideation, | decreased by suicidal ideation problems
mental heaith 20% decline in 58%, mental and | declined from 3% decreased
abuse physical health to 16% from 13% to
problems by 7%, physical
68%, and 51%. problems from
18% to 12%

* Unless otherwise stated, only findings for inpatient or residential treatment facllities are depicted




To my knowledge, only two AOD treatment outcome studies have been
conducted in South Africa. Coetzee (2001) repoﬁed an abstinence rate of 55%
among 58 patients attending an outpatient drug treatment centre in 2000. In the
second study of 89 patients attending a private inpatient facility, Coetzee (2004)
reported an abstinence rate of 48% one year post-treatment. Post-treatment
quality of life improvements were also reported, with 49% of participants
reporting improvements in physical health, 44% reporting improvements in
emotional well-being, and 45% reporting improvements in family relationships
(Coetzee, 2004). Given the apparent benefits of AOD treatment, a strong case
can be made for the need to ensure that people with AOD problems are able to
access treatment.

1.4. HOW ACCESSIBLE IS AOD TREATMENT IN SOUTH AFRICA?

Despite the increased demand for treatment and evidence of the benefits
associated with AOD treatment, access to AOD treatment services is limited in
South Africa; particularly in Cape Town. This is partly due to the limited
availability of treatment services; with existing resources in Cape Town only able
to serve 2500 to 3000 people per year (Pluddemann et al., 2007). This is grossly
inadequate, given that there are an estimated 15 000 heroin users in the city
(Dewing, Pluddemann, Myers, & Parry, 2006) and that conservative estimates
from the SADHS suggest that at least 10% of the population meet DSM-IV
criteria for alcohol abuse and/or dependence (Parry et al., 2005). In a region that
is home to about 3 million people (Statistics South Africa, 2005), this would
translate to about 300 000 people possibly requiring some form of treatment for
alcohol problems alone.

1.4.1. Racial inequities in access to health and social services

While the limited availability of AOD treatment restricts access to treatment for all
South Africans, AOD treatment seems relatively more difficult to access for poor
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Black/African and Coloured South Africans? who were historically disadvantaged
during the apartheid regime. For these racially-defined social groups, several
socio-political factors restricted access to health and social services (including

AOD treatment). Under the apartheid system of governance, funding to AOD
treatment facilities was generally inadequate and treatment facilities were poorly
distributed, with services being concentrated in urban areas that were historically
reserved for Whites. Major disparities also existed between the racially-defined
social groups in terms of the allocation of resources to and the quality of AOD
treatment services. Treatment facilities serving White South Africans were better
resourced and provided more comprehensive services than facilities serving
black® South Africans (Myers et al., 2004; Myers & Parry, 2005).

Since South Africa’s transition to democracy in 1994, the health and social
welfare sector has worked hard to improve service delivery and reverse racial
disparities in the provision of services for historically disadvantaged groups
(National Department of Health, 1997; National Department of Social
Development, 1997). Despite this, concerns about disparities in both the need
for and accessibility of health and social welfare services between the socially
advantaged and the socially disadvantaged remain (Sanders & Chopra, 2006).
Socio-economic disadvantage remains associated with race in South Africa,
despite a growing black middle class. For example, census data reflects that
racial inequalities in employment have grown, with unemployment rates among
Black/Africans increasing from 43% in 1996 to more than 50% in 2001 (Statistics
South Africa, 2005). Similarly, unemployment increased disproportionately
among Black/African and Coloured residents of the Western Cape, with the
unemployment rate increasing from 24% (1996) to 33% (2001) among

% The terms “White, Black/African, Asian/indian, and Coloured” refer to demographic markers and
do not signify inherent characteristics. These markers were chosen for their historical
significance. These markers are important as accurate user profiles assist in identifying
vulnerable population subgroups and in planning effective intervention programmes.

’ The term “black South African” refers to all groups who were historically disadvantaged under

the apartheid regime including ethnic Black/African, Coloureds of mixed race descent and
Indian/Asians.
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Black/Africans, increasing from 11% (1996) to 14% (2001) among Coloureds,
and remaining stable at 3% among Whites (Statistics South Africa, 2005).

Health and social indicators further reflect these racial disparities; with the infant
mortality rate being four times higher among Black/Africans compared with
Whites (47 vs. 11 per 1000 births, respectively) (Bradshaw, Masiteng, & Nannan,
2001) and the life expectancy rate in 2001 being 18 times lower for
Black/Africans than for Whites (Statistics South Africa, 2003). These racial
disparities are also evident in Cape Town. Among the poor in Cape Town,
trauma and violence accounts for the largest proportion of the burden of disease
(Groenewald et al., 2001). For instance, the homicide rate in the poorer districts
in Cape Town exceeds 100/100 000; a level that is almost unmatched in other
parts of the world (Prinsloo, Matzopoulos, & Sukhai, 2003). AOD use is a major
contributing factor to this trauma and violence (Pluddemann et al., 2004).

In Cape Town, racial disparities in access to basic services have either increased
or remained unchanged (Smith, 2005). Compared to Whites, poor Black/African
and Coloured residents have more difficulty accessing basic services such as
water and sanitation, housing, electricity, and transport. In part, these disparities
are fuelled by migration from rural areas. Often migrants have little education and
few resources and thus rely heavily on the state to provide housing and other
essential services. Compared to other metropolitan areas in the country, Cape
Town has the highest migration rate (Statistics South Africa, 2001). This has
made it difficult for local government to address inequities in service delivery that
have persisted since apartheid.

In summary, despite the political and social transformations that have occurred
since the end of apartheid, racial inequities remain. In the Cape Town metropole,
Black/African and Coloured communities are still characterised by poverty,
limited access to basic services and high levels of crime-related violence
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(Kalichman et al., 2006). Given these inequities, it is plausible that similar racial
inequities exist in access to AOD treatment.

1.4.2. Racial disparities in the need for and access to AOD treatment

As AOD treatment need has not been investigated in South Africa, it is unclear
whether there are disparities in the need for AOD treatment among racially-
defined social groups. Despite this gap, emerging evidence suggests that poor
Black/African and Coloured communities may be especially vulnerable to AOD
problems due to the stress associated with rapid urbanisation, poverty, and
neighbourhood social dysfunction; factors which characterise these communities
(Flisher & Charlton, 2001; Kalichman et al., 2006; Latkin, Williams, Wang &
Curry, 2005).

Anecdotal reports suggest that drug use is increasing among poor Black/African
and Coloured communities in Cape Town and several community-based studies
point to high levels of AOD problems in these communities. A study of 110
community-based organisations (CBOs) providing mental health and social
welfare services to poor Black/African and Coloured communities found that 27%
of the clients served by these CBOs had alcohol-related problems and 23% had
drug-related problems. For some CBOs, up to 80% of clients had AOD
problems. In general, these organisations felt poorly equipped to provide AOD
services and tended only to refer their clients to specialised AOD treatment
centres (Pasche, Myers, & Louw, in press). In addition, a survey of 384
Black/African and Coloured patients attending general practitioners’ practices in
Cape Town found that 60% of current drinkers drank at problematic levels.
Despite this high level of risky drinking, doctors felt ill equipped to intervene and
generally did not screen their patients for AOD problems (Koopman, Reagon,
Myers, & Parry, 2007). These studies suggest that a significant proportion of
black clients attending CBOs and primary health services have untreated AOD
problems that require intervention.
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Even though these studies provide some insight into the need for AOD treatment
among historically disadvantaged communities (HDCs), they are still likely to be
underestimates of treatment need, especially as they preceded the
methamphetamine epidemic that Cape Town is currently facing. These studies
also do not directly examine whether unmet treatment need is greater for
Black/Africans and Coloureds relative to Whites. The current study argues that

even if unmet treatment need is equivalent across all racially-defined social

groups, poor Black/African and Coloured substance users experience more

mcoessing AOD treatment than their White counterparts due to

persisting racial inequities in income, employment, and access to basic services.

To some extent, concerns about access to AOD treatment for poor black South
Africans seem justified. According to recent findings from the South African
Community Epidemiology Network on Alcohol and Drug Abuse (SACENDU)
(Myers et al., 2004; Myers & Parry, 2005; Pluddemann et al., 2007) and audits of
AOD treatment facilities in Cape Town (Myers & Parry, 2003) and Gauteng
(Myers, 2004a), the race profile of clients at AOD treatment facilities does not

. reflect the demographics of the general population. Specifically, there has been

an under-representation of Black and an over-representation of White South..
_Africans in treatment. This pattern seems entrenched in Cape Town, where the |
proportion of Black/African clients in AOD treatment declined from 12% in 2000

to 7% in 2004 (Myers & Parry, 2005). This is cause for concern as
Black/Africans comprise roughly 32% of the general population in Cape Town
(Smith, 2005). The high levels of AOD use among Black/African and Col6ured
communities (mentioned previously) suggest that this pattern of service use
reflects the limited extent to which black South Africans have access to AOD
treatment rather than lower levels of AOD use among these population
subgroups.
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1.4.3. Factors associated with racial disparities in access to AOD treatment
In South Africa, debate about access to AOD treatment for HDCs has centred on
structural and environmental factors that may restrict access. A major concern
has been the limited availability of affordable AOD treatment services. In South
Africa, the majority of the population (80%) are without medical insurance and
rely heavily on the state sector to provide health and social welfare services
(Goosen, Bowley, Degiannis & Plani, 2003) including AOD treatment. As with
other services, the uninsured are disproportionately represented by poor, black
South Africans (Goosen et al., 2003). For this sector of the population, there are
few state-funded AOD treatment facilities and access to these facilities is
hampered by lengthy waiting lists of up to six months (Myers et al., 2004; Myers
& Parry, 2005).

More specifically, the Cape Town metropole has a differentiated network of
treatment facilities for people with AOD problems. Residential treatment is
provided by approximately 14 inpatient clinics, one of which is a specialised ward
of a general state psychiatric hospital and, another of which is a state treatment
facility providing free services. The remainder of these facilities are either private
non-profit facilities (n= 7) offering low-cost services (but requiring co-payment
fees) or private for-profit facilities charging high fees (n = 5). Outpatient treatment
services are provided by four agencies, one of which has several satellite offices.
These facilities provide low-cost services however clients are required to pay for
each visit. Even though relatively affordable, the costs of these services can still
be exorbitant for many indigent clients. Overall, around 2500 to 3000 substance
abuse beds (including day care places) are available per year for the Western
Cape Province.

Despite the apparent availability of AOD treatment services in the metropole, for
the uninsured the availability of affordable AOD treatment has decreased in
recent years, with the number of beds allocated for AOD problems in state
hospitals decreasing and several state-funded AOD treatment facilities closing.
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For the remaining state-subsidised treatment facilities, state funding has
decreased in real terms, limiting their capacity to expand services to historically
underserved areas (Myers & Parry, 2003; Myers & Parry, 2005). Limited funding
has also restricted the number of people that can be served and has forced
nonprofit facilities to require clients to make some form of financial contribution
towards their treatment (Myers, 2004b). For indigent clients, these financial
contributions may still be unaffordable. Although the self-help movement (such
as Narcotics Anonymous and Alcoholics Anonymous) is well established in the
Cape Town metropole and is an affordable alternative to formal AOD treatment,
few self help groups are located in HDCs and existing groups are largely
inaccessible to these communities due to transport costs and other geographic
access barriers.

The state’s limited allocation of funding to AOD treatment facilities (which
generally only covers 10-30% of their running costs) is partly due to the diversion
of state funding from tertiary inpatient services to community based primary
health care (National Department of Health, 1997) and social services (National
Department of Social Development, 1997). This policy of integrating AOD
services into primary care networks has been an attempt to improve the
accessibility of these services for HDCs (Myers & Parry, 2005). For example, the
Department of Social Development has encouraged the increased provision of
AOD prevention, early intervention, referral, and aftercare services at state
district social service offices located within HDCs. Despite this shift in policy,
implementation has been slow with few AOD treatment services being offered at
a community level (Myers et al., 2004; Myers & Parry, 2005). Poor infrastructure,
limited capacity, and multiple demands placed on PHC nurses and community
social workers have been some of the reasons given for the slow pace of service
delivery (Goosen et al., 2003; Sanders & Chopra, 2006). Whatever the reason,
an unintended consequence of these policy changes has been that access to
AQOD treatment has become even more restricted for boor South Africans.
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The shortage of publicly-funded AOD treatment services, together with the
increased demand for AOD treatment, has given rise to a growing private
nonprofit treatment sector in the Cape Town metropole. Although private
nonprofit facilities are relatively more accessible to black South Africans than for-
profit services, the quality of services provided by these facilities is often variable
and waiting lists at the better resourced facilities are lengthy (Myers, 2004b). In
short, concerns about service quality, waiting lists, and co-payment fees may all
restrict access to non-profit AOD treatment for persons from HDCs.

1.5. ACCESS TO AOD TREATMENT IN SOUTH AFRICA: PRIOR
RESEARCH AND THE WAY FORWARD
in a context where there is an increasing demand for scarce health resources
due to the burden caused by poverty, TB, HIV/AIDS and other infectious
diseases (Freeman, 2000), evidence as to whether difficulties in access to AOD
treatment exist at a population level (and the reasons for these difficulties) could
assist policy makers and treatment providers in identifying policies and practices
that should be changed and guide the design of interventions to improve access
(Thind & Andersen, 2003). However, planning and decision-making around AOD
treatment in the Cape Town metropole has been hampered by a lack of accurate
information on existing levels of AOD treatment need, barriers to treatment, and
patterns of treatment service use (Myers & Parry, 2005). This study attempts to
address this gap by exploring access to AOD treatment for people from HDCs in
the Cape Town metropole. More specifically, this study will use an expanded
version of Andersen’s Behavioural Model of Health Services Utilisation (BHSU)
(Andersen, 1995) as its guiding framework for variable selection, data analysis
and the interpretation of findings.

This study is the first to explore barriers to AOD treatment access in South Africa.
There has been a paucity of research that has focused on access to and use of
AOD treatment by HDCs in South Africa. To date, South African AOD services
research has been characterised by a largely descriptive focus on (i) the extent \
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to which specialist AOD treatment centres are used by clients from HDCs and (ji)
the extent to which treatment facilities target factors thought to be barriers to
service use by these population groups (Myers, 2004a; Myers, 2004b; Myers &
Parry, 2003). Although this early research provides an important foundation for
future AOD treatment services research, it has several limitations. Firstly, as
South African AOD research has not compared recipients of services with
community-based samples of untreated persons with AOD problems, it has been
difficult to identify factors that facilitate or restrict access to AOD treatment in
HDCs. This has hampered the development of interventions to improve access
to AOD treatment for HDCs in South Africa.

Related to this, previous studies have tended to extrapolate findings from
developed countries and apply them directly to the South African context.
Researchers have assumed that barriers which restrict access to treatment for
“special populations” in the USA (such as women, Latino and African-Americans,
and the homeless) are likely to be similar for people with AOD problems residing
in HDCs in South Africa (e.g. Myers & Parry, 2003; Myers & Parry, 2005). As the
factors that enable and restrict access to AOD treatment among HDCs in South
Africa have not been directly examined, the degree to which these findings from
developed country settings can be extrapolated to the South African AOD service
delivery context remains unclear. It is quite likely that local studies will identify a
different range of factors that influence access to treatment than those cited in
international research. While some of these factors may be generic across
settings and populations, others may be specific to the South Africa. These
locally-relevant barriers are essential for the design of interventions that are
theoretically sound, acceptable to, and culturally-appropriate for the communities
they target. The current study hopes to redress this gap by providing
contextually relevant information on barriers to AOD treatment access.

Thirdly, prior research on access to AOD treatment services has generally been
atheoretical. Both international and South African AOD treatment research has
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focused on describing barriers to access and service delivery either at the level
of the individual or at the level of the treatment facility, with no studies providing a
comprehensive, muitidimensional understanding of access to treatment that
integrates individual, community and social contextual spheres of influence into
an unitary model of AOD treatment use (Matto, 2005; Myers, 2004a; Myers,
2004b; Myers & Parry, 2003). In addition, these earlier studies failed to
incorporate analytical models that provide a theoretical context for the
interpretation of findings. This atheoretical and often reductionistic approach has
not only limited our understanding of the relationships between individual,
community and contextual predictors of access to treatment but has also made it
difficult to develop interventions that effectively enhance access to services. In
contrast, by applying a widely accepted theory of health service use (Andersen,
1995) and through expanding this model to include variables specific to AOD, the
current study redresses the limitations of earlier research and provides an
opportunity for enhancing understandings of access to AOD treatment.

Finally, the nature of scientific inquiry requires generalisability and applicability of
research findings across widely diverse population groups. Comparative
research is essential to provide theoretical insights into phenomena that are
applicable to all population groups. As the vast majority of research studies on
access to health services have been focused in the USA (Choi, Cho, Lee, Lee &
Kim, 2004), the stability and applicability of past findings across different national
and cultural boundaries remains largely untested. By using a conceptual model
that has been widely used in other settings, this study offers an opportunity to
test the stability and applicability of this model for the South African context.

1.6. SUMMARY AND CHAPTER PLAN

This chapter highlighted the need for accessible AOD treatment in South Africa in
general, and the Cape Town metropole in particular. It argued that the benefits of
treatment make a strong case for the importance of accéssible services.
Although racial disparities in access to AOD services have not been directly
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examined, this study argued that in the light of persisting racial disparities in
income and access to other services, these racial disparities probably exist within
the AOD treatment sector. These disparities, together with findings that point to
the underutilisation of AOD treatment by Black/African and Coloured persons,
present a compelling argument for the need to examine access to AOD treatment
among these under-served groups in Cape Town. Finally, this chapter outlined
the contribution that this study can make to understandings of AOD treatment
access and the development of interventions to improve access.

Following this, Chapter Two reviews the literature on access to health services,
focusing specifically on Andersen’s (1995) BHSU model and Chapter Three
describes factors associated with AOD treatment use in the empirical literature.
These chapters are followed by chapters outlining the methods of the study
(Chapter Four), results (Chapter Five and Six) and a discussion of the key
findings (Chapter Seven). Chapter Eight outlines the study limitations and
presents recommendations for policy makers, interventions to improve access,
and further research.
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CHAPTER TWO

CONCEPTUALISING ACCESS TO TREATMENT

2.1. INTRODUCTION

Access to health care is a key determinant of health status (Brewer, 2005;
Millman, 1993) and a persisting policy concern both internationally (Berk & Schur,
1998; Gulliford et al., 2002; Racher & Voliman, 2002) and nationally (Lalloo,
Myburgh, Smith, & Solanki, 2004). In addition, as barriers to access are
disproportionately encountered by the economically vulnerable, identifying and
addressing factors that adversely affect economically vulnerable persons’ access
to care has become a matter of equity (Mooney & Jan, 1997) and social ethics
(Hurley, 2001). This is highlighted by the United Nations Convention on Social,
Economic, and Cultural Rights which recognises access to health services as a
fundamental human right (United Nations, 1966).

Nationally, access to health care is among the economic and social rights
guaranteed by the Constitution of South Africa (Ngwena, 2003). Various policy
documents emphasise the importance of equitable access to health and social
welfare services; particularly for historically disadvantaged persons. For example,
the 1997 White Paper on the Transformation of the Health System includes
“equity, accessibility and utilisation of health services” as one of its seven goals
(National Department of Health [NDOH], 1997, p.8) as does the 1997 White Paper
on the Transformation of the Social Welfare System (National Department of
Social Development [NDOSD], 1997). This commitment to equitable access is
also present in the AOD field, with the draft Prevention and Treatment of
Substance Abuse Act (which is under discussion in parliament at the time of
writing) explicitly recognising that all persons with AOD problems have the “right to
be provided with treatment, rehabilitation and reintegration services” (NDOSD,
2006).

Although the importance of universal access to affordable health and social
services is widely recognised, in reality individuals with AOD problems often
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struggle to access treatment. Studies conducted in the USA reported thaLf_eﬂ
individuals with AOD problems ever access treatment (Burton & Williamson, 1995;
Mbai, 2005; Ogborne & DeWitt, 1999). For these studies, the ratio of ever
treated to untreated AOD users ranged from 1in 5 to 1 in 10; depending on the

type of diagnostic criteria used to determine need (Cunningham & Breslin, 2004,
Cunningham, Lin, Ross, & Walsh, 2000; Wilson, Atanda, Atkinson, & Mulvey,
2005). Similarly, community studies conducted in other parts of the world (Bijl &
Ravelli, 2000; Teesson, Hall, Lynskey, & Degenhardt, 2000) also reported limited
access to AOD treatment. |

Although South Africa does not have accurate estimates on the extent to which
people with AOD problems need and are unable to access treatment, given the
difficulties historically disadvantaged South Africans experience in accessing
basic health services (Ngwena, 2000; Sarkin, 2000) and the limited availability of
free, state-funded AOD treatment services (Myers & Parry, 2005), it is safe to
assume that access to AOD treatment is at least as rare an event as it is in other
parts of the world. Yet some poor black South Africans still manage to access
AOD treatment. In this resource-scarce setting, it would be interesting to identify
the factors associated with successfully accessing AOD treatment for this sector
of the population. Prior to examining this question, this chapter reviews the access
to health care concept, presents the Behavioural Model of Health Services
Utilisation (BHSU) (Andersen, 1995) which is this study’s conceptual framework,
and critically reviews empirical research driven by the BHSU.

2.2, CONCEPTUALISING ACCESS TO TREATMENT: WHAT DOES IT
MEAN?

Although “access to health care” is a frequently used concept in debates about

health care systems (Wyszewianski, 2002) and despite several attempts to clarify

its multiple dimensions and meanings, access to health care remains an elusive,

poorly defined concept (Racher & Voliman, 2002). It is important to unpack the

various ways in which access has been constructed — not only because multiple
understandings impede the development of a common language of access, but
also because they hamper the development of health policy, the creation of
programmes to improve access, and ultimately the transformation of health
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services. To this end, this section reviews theoretical shifts inthe
conceptualisation of access to health care and attempts to reconcile the critical

elements esS.

2.2.1. Access as availability of health care services

Historically, access to health care was viewed as the adequate supply of health
services, resources and facilities (Mooney, 1983). According to this
understanding, access is concerned with the opportunity to obtain care when it is
needed (Gulliford et al., 2002) and exists when adequate services are available.
Early research thus focused on the organisational aspects of access; including the
supply, distribution and availability of facilities and whether the types of services
provided matched the health care needs of society (Donabedian, 1972).

While acknowledging the role of availability in determining access, current
theoretical understandings challenge the idea that access is determined solely by
the distribution of health services. Researchers argued that while service supply is
necessary for access to occur, it is not sufficient (Racher & Voliman, 2002) as

people encounter financial, informational, structural, and other barriers to

accessing care, even where services are available (Donabedian, 1972; Gulliford
et al., 2002; Wilson & Rosenberg, 2004). In addition, socio-psychological factors
(such as dissatisfaction with the type of services available or failure to recognise

the need for services) might influence perceptions of service needs (Wilson &
Rosenberg, 2004).

2.2.2. Access as use

These observations prompted Donabedian (1972) to comment that “the proof of
access is use of services, not simply the presence of a facility.” Similarly, Aday
and Andersen (1981) suggested that it is “more meaningful to consider access in
terms of whether those who need care get into the system or not”. However, a
focus on utilisation alone does not capture the complexity of the process of
accessing treatment, particularly the multiple factors that intervene between
translating need for services into service utilisation (Joseph & Phillips, 1984).
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This understanding led to a distinction being made between potential access
(defined as the degree to which health services are available and the opportunity
to access these services when required) and realised access (defined as the
actual use of needed services) (Gulliford et al., 2002; Litaker & Love, 2005).

More specifically, potential access consists of the structural and process
components of access (Racher & Voliman, 2002). The structural components
include characteristics of the health delivery system (such as the availability of
personnel and facilities and the organisation of services) whereas the process
components refer to characteristics of the target population that inform service use
(Racher & Voliman, 2002). In contrast, realised access is commonly regarded as
a measurable outcome of potential access (Litaker & Love, 2005). This
understanding of access recognises its complex and multi-determined nature. It
recognises that although realised access is contingent on potential access,
potential access does not necessarily translate into the use of services. This
implies that any study of access should include measures of both potential and
realised access. This is reflected in the following definitions of access:

....the dimensions which describe potential and actual entry of a given
population group to the health delivery system
(Aday & Andersen, 1981, p.26)

Realised access is related to the actual use of such (health care) services
to satisfy needs. And use is greatly influenced by availability; as well as the
inherent characteristics of the service system and those of potential users
which express themselves as either barriers or facilitators.

(Khan & Bhardwaj, 1994; p.67)

This understanding of access not only reflects the interrelationship between
potential access and realised access; but also recognises the role of both
individual-level and systemic factors in determining access. In addition, this
conceptualisation has practical utility, as it has informed the development of
conceptual frameworks for examining access to health care services, research on
access to treatment, and evaluations of health care policy aimed at improving
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access to health care (Ricketts & Goldsmith, 2005). Yet many studies have
conceptualised access solely in terms of service utilisation and have failed to
include (i) measures of service need, (ii) intrapersonal and contextual factors that

e ————

influence service use, and (iii) health service delivery factors that limit
\ e

opportunities to access services (Gulliford et al., 2002; Litaker & Love, 2005;
Wilson & Rosenberg, 2004).

2.2.3. Access as a process of fit

Another approach views access as reflecting the fit between characteristics and
expectations of potential consumers and the health care system (Penchansky &
Thomas, 1981; Thomas & Penchansky, 1984; Wyszewianski, 2002). This
approach postulates that access occurs when the process of interaction results in
a good-enough fit between the client and the system on five key dimensions
(Racher & Vollman, 2002; Ricketts & Goldsmith, 2005; Wyszewianski, 2002).

The first dimension, availability of services, refers to the extent to which the
provider has the resources to meet clients’ needs and the volume of clients. This
is indicated by an adequate supply of providers, facilities, and services. The
second dimension, accessibility of services, refers narrowly to the geographic
accessibility of health services. Indicators of accessibility include the spatial
distribution of services, the proximity of services, distance required to travel to
services, travel times, and travel costs. Accommodation of services is the third
dimension and reflects the extent to which providers’ operations are organised in
ways that meet the constraints, preferences, and needs of clients. Indicators of
this dimension include: operating hours, waiting times, length of waiting lists, and

delays in accessing care due to gatekeepers and referral processes. The fourth
dimension, affordability of services, describes the relationship between service
costs and clients’ ability to pay for services (indicated by treatment costs, medical
insurance and competing financial priorities) as well as clients’ perceptions of
value in relation to costs. Finally, acceptability of services describes the
relationship between clients’ attitudes about provider characteristics (indicated by
perceptions of service quality and satisfaction with services) as well as providers’
attitudes about client characteristics (Penchansky & Thomas, 1981; Thomas &
Penchansky, 1984; Wyszewianski, 2002).
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This concept of fit has been used in empirical studies (Thomas & Penchansky,
1984; Gilbert et al., 2002; Xu, 2002) and in policy initiatives to inform resource
allocation in under-serviced areas (Ricketts, 2002). The strengths of this
approach are that it (i) emphasises the interactive process of accessing care by
focusing on the fit between providers and clients, (i) reflects the role of systemic
and client factors in the determination of access, and (iii) highlights a range of
factors that help explain health service barriers to access. Decomposing the
concept of access into five dimensions is also useful from a policy point of view,
as it allows policy actions to be focused on specific systemic issues that hinder
service delivery (Ricketts & Goldsmith, 2005; Wyszewianski, 2002). However,
this understanding of access is not without its limitations.

First, it has been criticised for its ambiguity, as many of the terms (particularly
access and accessibility) are not clearly defined and are used interchangeably
(Frenk, 1992). Secondly, it does not give adequate recognition to the influence of
need for care and other psychological and social factors on access. In addition,
this approach has not led to the development of useful analytic models for
examining access and has rarely been used as an organising framework for
health services research (Ricketts & Goldsmith, 2005). Finally, this approach has
also been criticised for not reflecting interrelationships between the access
dimensions or how clients’ need for services and the service delivery system
mutually influence each other (Frenk, 1992; Ricketts & Goldsmith, 2005). Frenk
attempted to address this last concern by suggesting that “fit” is a process of
adjustment between the population and health system: as consumers provide
feedback to the health system, the system adjusts to meet clients’ changing
needs. Despite this clarification, the primary focus of the “access as fit” approach
is still on how the characteristics and barriers of the health system influence
utilisation, with little emphasis being given to the role of psychological, social, and
broader contextual influences on service use.

2.2.4. Reconciling “access as fit” and “access as use”
It should be noted that the concept of “access as fit” is not necessarily distinct
from that of the “realised access” concept, as understandings of realised access
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recognise that service use is the product of a process of interaction between
health consumers and their environment (Millman, 1993). This study employs an
integrative approach that combines elements from both the “access as use” and
the “access as fit" views. This study conceptualises access as the actual use of
AOD treatment, with the understanding that access to AOD treatment can only be
understood in relation to service needs and barriers to service utilisation. While
the emphasis is on utilisation, this study does examine the five key dimensions of
the “access as fit” approach: availability, appropriateness, accessibility,
affordability and acceptability. These five dimensions appear closely related to
understandings of effective access (Andersen, 1995). Furthermore, this study
recognises that access does not occur in a linear fashion, but is the result of
dynamic interplay between the AOD treatment system, social environment, and
potential consumer. While this is difficult to capture in a quantitative, cross-
sectional study, it is hoped that the interactive processes depicted in the “fit”
approach will be reflected in the qualitative component of the study.

2.2.5. Equity and access

For the purposes of this study, it is also important to distinguish between equitable
and inequitable access. While the concept of equality refers to equal opportunities
to use a facility or service (Morris, Sutton, & Gravelle, 2005), equity involves the
just distribution of services in relation to need (Aday, Begley, Lairson, Slater,
Richard, & Montoya, 1999). This understanding recognises that some people will
require more than their equal share of services (Morris et al., 2005). For example,
Whitehead (1992) suggests that equitable access is “equal access to available
care for equal need, equal utilisation for equal need, and equal quality of care for
all’ (p.434).

Similarly, approaches to health service utilisation (e.g. Andersen, 1995) argued
that equitable access occurred when services were distributed according to health
care needs and that inequitable access occurred when services were distributed
on the basis of non-need factors such as demographic variables, social structural
variables, health belief factors, and/or barriers to service use. This generally refers
to horizontal inequity; that is the distribution of services based on non-need rather
than need factors (Morris et al., 2005). It should be noted that studies using
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utilisation (relative to need) as the indicator of equity have not found this indicator
to be sufficiently sensitive to detect inequities in access to care, even in countries
where access to care is limited by income (van Doorslaer, Wagstaff, van der Burg,
Christiansen, De Graeve, & Duchesne, 2000).

2.3. THE BEHAVIOURAL MODEL OF HEALTH SERVICES UTILISATION
Several models have been developed to explain the relationship between factors
influencing access to and the use of health services (e.g. Khan & Bhardwaj, 1994;
Milliman, 1993; Penchansky & Thomas, 1981), of which the most widely used is
the Behavioural Model of Health Services Utilisation (BHSU) (Andersen, 1995).
This model adopts a systems approach that integrates a range of individual,
contextual and provider variables associated with health services use (Phillips,
Morrisson, Andersen, & Aday, 1998) into a single framework. It allows researchers
to examine why individuals use health services, measure equitable access to
health services, and guide policy development concerning service use. The
model is thought to both predict and explain health service utilisation. The BHSU
forms the basis of this study’s conceptual framework.

Since its development in 1968, the BHSU has provided a research agenda for the
study of realised access, has undergone several revisions (Andersen, 1995), and
has been extensively critiqued (Aday & Awe, 1997). This section outlines these
theoretical developments and critically reviews the core components that
comprise this model.

2.3.1. The BHSU: theoretical developments

The original BHSU focuses on population characteristics associated with health
care utilisation. It assumes that health care utilisation is a function of three
components: factors that predispose individuals to seek health care, enabling
conditions that allow the person to attain needed health services, and the need for
these services. The model assumes that these three components interact to
influence as well as separately make independent contributions to predicting
health service use. The model also suggests a causal ordering of the three
components; with need variables being the most important, proximal determinants
of use; predisposing characteristics being relatively weaker influences on use; and
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enabling variables being necessary but not sufficient conditions for use (Aday &
Andersen, 1974; Andersen, 1995; Andersen & Newman, 1973; Thind & Andersen,
2003).

Since its initial development, the BHSU has been modified on several occasions.
The model was revised in the 1970s to include factors within the health care
system (Aday & Andersen, 1974; Andersen, 1995; Andersen & Newman, 1973).
This revision acknowledged the important role that health system policy,
resources, and their organisation play in determining utilisation and the influence
that this variable domain has on enabling and need for treatment variables.
Service satisfaction, an outcome of health service use, was also added to the
model during this phase of development (Andersen & Newman, 1973). This
addition explicitly recognised that health policy is concerned with health service
use in relation to service outcomes (Andersen, 1995).

The BHSU was further refined in the 1980s and 1990s. During this phase of
development, a health outcomes variable domain was added to the model. This
was based on the acknowledgement that health services aim to improve health
status. This variable domain includes indicators of perceived and evaluated
health status as well as measures of service satisfaction (Andersen, 1995;
Andersen, Davidson, & Ganz, 1994); all of which are postulated to be outcomes of
realised access. This phase also recognised that personal health practices (such
as exercise and healthy diet) interact with health service use to influence health
outcomes (Evans & Stoddart, 1990). Importantly for the purposes of this study,
the external environment was included as an important variable domain for

- understanding health service use during this phase of development.

in the mid 1990s, the BHSU evolved further. Although implicit in earlier versions
of the model, Andersen (1995) explicitly recognised the dynamic and recursive
nature of the BHSU in this phase (see Figure 1). This version of the model
portrayed the multiple influences on health service use (and on subsequent health
status). More specifically, feedback loops were added to the model which
demonstrated that health outcomes affect predisposing factors, enabling
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resources, perceived need for services, and ultimately the future use of health
services (Bradley, et al., 2002; Gelberg, Andersen, & Leake, 2000; Rew, 1998).

Figure 1. Components of the revised BHSU (Andersen, 1995).
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Since this last revision, minor changes have been made to the model. The role of
community factors within the external environment and within the enabling
variable domain have been unpacked (Andersen, Yu, Wyn, Davidson, Brown, &
Teleki, 2002) and greater emphasis has been placed on the role of community
and other contextual factors (including health provider characteristics) in
determining access (Andersen, Rice, & Kominski, 2007; Brown et al., 2004;
Davidson, Andersen, Wyn, & Brown, 2004; Phillips et al., 1998). In addition, the
BHSU has been adapted for vulnerable population groups (Gelberg et al., 2000;
Wenzel, Leake, Andersen, & Gelberg, 2001).
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2.3.2. Understanding AOD treatment utilisation: a conceptual framework
This study uses an adapted version of the BHSU as its conceptual framework
(see Figure 2). As this study’s dependent variable of interest is realised access (or
AOD treatment use), the conceptual framework does not include personal health
practices within the health behaviour domain or the “health outcomes” variable
domain. While Andersen (1995) argues that these are important domains to
consider when evaluating whether access to services is efficient and effective, this
is beyond the scope of the present study. Using an adapted version of the BHSU
is appropriate as the BHSU is a framework for analysis rather than a mathematical
model, and does not dictate the precise variables that should be used to examine
health services use. This model recognises that variable inclusion will vary
according to the research question, breadth of prior research, and data availability
(Phillips et al., 1998).

More specifically, the conceptual framework contains three of the four BHSU
domains: characteristics of the population at risk; the environmental domain
(comprising the external environment and health care system); and the outcome
of interest, the health behaviour domain (indicated by AOD treatment use). The
following sub-sections critically review conceptual understandings of these
domains. Specific variables to be included in each of these domains were
identified from the AOD treatment literature (see Chapter Three).

2.3.2.1. Population characteristics influencing health services use
The BHSU suggests that health service use is partly a function of the separate
and combined influence of three categories of population characteristics:
predisposing factors, factors that enable or restrict health service use, and need
variables (Andersen, 1995; Andersen & Davidson, 1996; Andersen & Davidson,
1997; Thind & Andersen, 2003).

2.3.2.1.1.  Predisposing characteristics

This model defines predisposing characteristics as variables that exist within the
individual prior to the onset of a particular health need and that predispose the
individual to use (or not use) services (Andersen, 1995; Andersen & Newman,
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1973; Verbrugge, 1985). These variables seem to be associated with help-
seeking in the presence of need via their influence on enabling/restricting
variables. Applications of the BHSU have generally included the following
categories of variables in the predisposing domain: demographic, social structure,
and attitudinal-belief variables. This study expands these categories to include
social-cognitive variables.

¢ Demographic and social structural factors
Demographic variables (such as age and gender) represent biological

characteristics that might be associated with the probability of a person using
health services. Although demographic variables are generally immutable and not
easily influenced by policy changes, these variables could act as indicators of
opportunities for intervention (Andersen, 1995; Booth, Staton, & Leukefeld, 2001).

In contrast, social structural characteristics reflect the location (status) of the
individual in society, as measured by ethnicity/race, socio-economic status,
education, and social environment (including indicators of neighbourhood
disadvantage and community resources) (Andersen, 1995; Andersen & Newman,
1973; Thind & Andersen, 2003). While early applications of the model did not
emphasise the role of social and physical environments on health services use,
this study includes measures of these environments in the predisposing variable
domain.

Although these social structural characteristics are weakly mutable, they might
impact on an individual's ability to access treatment through their influence on (i)
individual status within a community and (ii) enabling/restricting factors such as
the ability to cope with presenting problems and the ability to gather resources to
address problems (Andersen, 1995; Andersen & Davidson, 1997).

o Attitudinal-belief variables

Predisposing demographic and social structural variables are also associated with
attitudinal-belief variables. Attitudinal-belief variables refer to the attitudes and
beliefs that people have about specific health problems and health services.

32



Beliefs about the effectiveness of health care and attitudes towards service
providers might influence (i) perceptions of need and (ii) whether (and where)
individuals seek care (Aday & Andersen, 1974; Andersen, 1995; Booth et al.,
2001; Thind & Andersen, 2003, Wallace, Scott, Klinnert, & Andersen, 2004)
directly. In addition, attitudinal-belief variables might affect service use through
their influence on enabling variables (Andersen, 1995). As with other
predisposing factors, health beliefs are not considered direct reasons for using
services but are thought to lead to differences in the tendency to use services
(Andersen, 1995).

According to Andersen (1995), earlier studies of health services utilisation tended
to employ global measures of health beliefs. As such, these studies were not able
to reflect the influence these beliefs had on predicting and understanding service
use as the measures used were not closely tied to the type of health condition
under scrutiny. The present study goes some distance to address this concern by
including measures of health beliefs that are specific to AOD treatment, namely
concerns about AOD treatment processes, beliefs about the effectiveness of AOD
treatment, and community views about access to AOD treatment.

e Psychological predisposing variables
Studies using the BHSU as an organising framework have generally excluded

psychological characteristics from their understandings of predisposing factors
(Andersen, 1995; Bradley et al., 2002). This is cause for concern as other
theories of help-seeking, such as the Theory of Planned Behaviour (Ajzen, 1991),
have shown that psychosocial factors play an important role in decision-making
processes and in treatment seeking. To address this earlier limitation, the present
study expanded the original set of predisposing variables to include social-
cognitive factors, specifically seif-efficacy to change AOD use and abstinence self-
efficacy. These variables have been significantly associated with help-seeking,
treatment retention and positive treatment outcomes in the AOD treatment
literature (Broyles, Narine, & Robertson, 2004). While health beliefs refer to
beliefs about health services and service providers, these psychological variables
refer to intrinsic processes and socio-cognitive beliefs about one’s personal ability
to make behaviour changes.
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23.2.1.2. The enabling varniable domain

The BHSU defines enabling factors as resources that facilitate (or restrict) an
individual's use of health services when services are required. These factors
represent the actual ability of an individual to obtain health services (Andersen,
1995; Booth et al., 2001; Wallace et al., 2004) and are mutable by interventions.
The model assumes that greater enabling resources increase the likelihood of
accessing care when needed. More specifically, the BHSU assumes that the
enabling domain includes both personal and community enabling resources which
appear to interact with each other to influence service use (Andersen, 1995; Thind
& Andersen, 2003). The model suggests that for health service utilisation to occur,
both personal and community enabling resources need to be present.

Personal enabling resources include individuals’ awareness of services and their
means to use these services. These resources incorporate factors such as
income, medical insurance coverage, having a regular source of care, language,
and awareness of services (Andersen, 1995; Rew, 1998) as well as functioning in
areas such as employment, social relationships and physical and mental health
(Tucker, Vuchinich, & Rippens, 2004). This study expanded these personal
enabling resources to include competing needs. This variable refers to difficulties
in meeting subsistence needs and has been identified as an important enabling
variable in the Behavioural Model of Health Services Utilisation for Vulnerable
Populations (Gelberg et al., 2000; Wenzel et al., 2001); an adapted version of the
BHSU. The researcher considered this variable appropriate to include as this
study focuses on AOD service use among low-income, black South Africans.

In contrast, community enabling resources include attributes of the community
where the individual lives and attributes of the health provider that enable the
individual to obtain services. Attributes of the health provider include
convenience, availability, affordability, geographic accessibility, and acceptability
of services (Andersen, 1995; Rew, 1998). Despite the recognition given to the
role of community enabling resources in the BHSU, eatrlier applications of the
model tend to focus primarily on personal enabling resources (Phillips et al.,
1998). Andersen (1995) argued that this was mostly due to methodological
limitations of earlier studies rather than conceptual limitations of the BHSU. In
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fairness, later applications of the BHSU explicitly recognised the influence of
community enabling variables on health services use; particularly community
support and community structure variables (Andersen & Davidson, 1996;
Andersen et al., 2002; Phillips et al., 1998). These studies measured these
community-level influences at an aggregate level, using indicators such as the
percentage of community members living in poverty, per capita income in the
community, and public hospital bed/population ratios.

While community-level influences should be measured at the aggregate level, this
kind of data is often not available in South Africa; particularly for AOD treatment
providers. Where aggregate data is available it is often regional rather than
community-specific, and of variable quality. While the limited availability of
aggregate data hinders the extent to which community-level variables can be
examined in conjunction with individual-level data, the quantitative component of
the current study attempts to include community variables by measuring them at
the individual level. These variables include perceptions of service availability,
social capital, community social support, and community stigma; all of which have
been shown to strongly influence help-seeking for AOD problems (Brown,
O’Grady, Battjes, & Katz, 2004). In addition, the qualitative component of this
study provides an in-depth analysis of the role of provider and community factors
in shaping access to AOD treatment. To the author's knowledge, this is the first
study of access to AOD treatment that includes a broad range of community and
personal enabling factors within its analytical framework.

The BHSU has also been criticised for not viewing social relationships as an
enabling resource (Freedman, 1993). In part, this may be due to a lack of
conceptual clarity, where social relationships and environments are viewed as
predisposing factors in the original version of the BHSU and as enabling factors in
some expanded versions of the BHSU, such as the Behavioural Model of Health
Services Utilisation for Vulnerable Populations (Gelberg et al., 2000). This study
attempts to clarify this ambiguity by distinguishing between (i) broad social
structural influences (such as neighbourhood disadvantage or drug use within
communities) that might predispose a person to use AOD services and (ii)
enabling factors linked to relationships that facilitate treatment seeking (such as
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social support). For example, having friends who use AOD treatment services
might predispose a person to use these services when needed, whereas having
friends who take you to AOD services might provide you with the means to use
these services.

2.3.2.1.3.  Need for health services

The BHSU assumes that need variables reflect iliness levels that are sufficiently
severe enough to warrant access to services. According to the BHSU, need for
services is the most immediate determinant of health service utilisation, with the
model assuming that some need must always be present for appropriate health
service utilisation to occur (Aday & Andersen, 1974; Andersen, 1995; Andersen &
Newman, 1973; Thind & Andersen, 2003). This seems to be supported by
research which suggests that need variables explain more variance in health
service utilisation than predisposing and enabling variables (Knowilton et al.,
2001). More specifically, the BHSU distinguishes between perceived and
evaluated need for health services.

Perceived need refers to how people view their own health status (Andersen,
1995; Rew, 1998). Perceptions of need involve judgements about the need for
health services that are based on self-assessments of health status and the extent
to which symptom severity impairs functioning and quality of life. These
judgements can be made by the individual, family caregivers, or the larger
community (Andersen, 1995; Andersen & Davidson, 1997). These perceptions of
need are largely social phenomena that are shaped by the social structure and by
health beliefs that include socio-cultural constructions of illness and disease
(Andersen, 1995; Rew, 1998). Individuals with AOD problems often have low
levels of perceived need and may access treatment due to external pressures
from family, employers, or the criminal justice system (Booth et al., 2001; Hser,
Maglione, Polinsky, & Anglin, 1998). This study thus distinguishes between
individual perceptions of the need for AOD treatment and externally perceived
need (that is family and community perceptions about an individual's need for
treatment).
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In contrast, evaluated need refers to professional judgements about an
individual's health status and their need for services (Andersen, 1995; Thind &
Andersen, 2003). These professional judgements are based on clinical
evaluations, and where available diagnostic tests (Andersen & Davidson, 1996;
Rew 1998). The BHSU assumes that while utilisation could occur independently
of objectively assessed need, perceived need is almost always necessary for
(voluntary) service use to occur (Andersen, 1995; Litaker & Love, 2005; Thind &
Andersen, 2003). In contrast, the model postulates that evaluated need is closely
related to the kind and amount of treatment that will be provided after a person
presents at a health care provider (Andersen, 1995). The present study
examines both perceived and evaluated need for AOD treatment.

2.3.2.2. The contextual/environmental domain

The BHSU also recognises the role of contextual determinants of health
(Andersen, 1995; Andersen, Rice, & Kominski, 2007; Litaker & Love, 2005). The
BHSU identifies two types of societal determinants of health service use: factors
at the level of the health care system (Andersen & Newman, 1973) and external
environmental influences (Andersen, 1995). These societal determinants are
thought to interact to influence population-level determinants of health service
use, and ultimately the use of health services.

2.3.2.2.1. Health system factors

Factors within the health system are also viewed as determinants of service use
(Andersen, 1995), primarily because the health system structures the provision of
health services in society and thus influences service availability (Andersen &
Newman, 1973; Litaker & Love, 2005). The BHSU proposes that the health
system consists of three dimensions: health policy, health-related resources and
health care organisation. Together these dimensions shape health service
delivery and influence the extent to which provider enabling resources are present
in society and the use of services. In turn, these elements are shaped by
society's priorities and values (Miralles & Kimberlin, 1998; Phillips et al., 1998).

More specifically, health (and social welfare) policies are understood to influence
legislation and social norms concerning the structure and functioning of the health
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system including resource allocation, training of health workers, and health
priorities (Andersen, 1995; Andersen & Newman, 1973). Health system
resources are defined in terms of the financial and personnel resources allocated
for health care. These resources include personnel responsible for service
delivery, health care facilities, and materials used to provide services. According
to the BHSU, the resource dimension is comprised of two elements: the total
volume of resources relative to the population served (indicated by bed/population
ratios and personnel/population ratios), and the spatial distribution of resources.

In addition, the BHSU defines the organisational dimension in terms of the
distribution of health resources, including the co-ordination and regulation of
personnel and facilities (Andersen & Newman, 1973). This dimension is
comprised of two elements: access and structure. Access refers to the way in
which a person gains entry into the system and is indicated by eligibility
requirements and system barriers such as waiting times, referral processes, and
gatekeepers. In contrast, structure refers to factors that determine the type of
services received once a person enters the system. This structural component is
difficult to define and relate to utilisation; partly because it is interrelated with other
health system components. For example, access is influenced by structure and
structure depends on the availability of health resources.

Given the role of health system factors in determining service use, this study
explores the influence of factors within the AOD treatment system (as
conceptualised by the BHSU) on AOD treatment use. As indicators of resource
allocation and system organisation are largely unavailable for the South African
AOD treatment system, this study uses qualitative methods to examine the
influence of these dimensions on AOD service delivery and treatment use.

2.3.2.2.2.  Factors within the external environment

According to the BHSU, other contextual factors that influence an individual's
ability to access health care include external environmental influences, such as
the economic, political, and social milieu and prevailing social norms (Andersen,
1995; Andersen, Rice & Kominski, 2007; Litaker & Love, 2005; Phillips et al.,
1998; Rew, 1998). This group of inter-related characteristics represents several
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basic influences that shape the opportunities available to individuals
independently of their personal characteristics, by providing a context for health
service delivery.

Although the BHSU acknowledges the external environment's role in determining
access, it focuses largely on the individual (Andersen, 1995; Andersen &
Newman, 1973; Phillips et al., 1998). Studies that have incorporated contextual
and environmental factors have tended to draw upon these variables to assist in
the interpretation of findings and generally have not examined these variables as
integral parts of the model. To be fair, there have been recent exceptions to this
(e.g. Andersen, Rice, & Kominski, 2007; Brown et al., 2004; Davidson et al., 2004;
Litaker & Love, 2005). Nonetheless, the external environment remains a poorly
understood influence on utilisation; with most studies providing little information on
how the social environment influences patient behaviour. In part, this may be due
to the conceptual overlap between community enabling resources and external
environmental influences in the BHSU (Phillips et al., 1998). This study attempts
to clarify this ambiguity by distinguishing between (i) community-level enabling
resources that have a direct influence on help-seeking behaviour and (ii) broader
external environmental influences that refer to the context or milieu in which
communities and health systems are situated and utilisation occurs. |

This study weaves an understanding of the socio-cultural context within which the
South African AOD treatment system is located throughout its conceptual
framework; particularly in the qualitative component of the study which explicitly
explores the influence of contextual factors on realised access. The inclusion of
these factors is based on the understanding that AOD outcomes, the use of AOD
services, and the structure and functioning of the AOD treatment system are
shaped by political and economic ideologies and power relations inherent in all
societies (Morgan, Mallet, Hutchinson, & Leff, 2004; Zurayk, 2001).

2.3.2.3. The Health Behaviour Domain: Utilisation

The conceptual model in this study focuses on one aspect of the BHSU'’s health
behaviour domain, namely health services use. This is viewed as an immediate
outcome of access to health care (Andersen, 1995). The BHSU defines health
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service utilisation as obtaining health care provision in the form of a health care

contact. Studies using the BHSU have used the following indicators of health

service utilisation: use versus non-use, the location and site of visit, frequency of

visits, and intensity of care received (Andersen, 1995; Andersen & Davidson,

1996; Thind & Andersen, 2003). This study focuses on the use versus non-use of

AOD treatment services; regardless of the type of treatment services used.

Figure 2.
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The BHSU has been widely applied to the study of health and social service

utilisation in both developed (e.g. Choi, 2006; Davidson, Cunningham, Nakazono,

& Andersen, 1999) and developing country settings (e.g. Acosta-Ramirez, Duran-

Arenas, Eslava-Rincon, & Campuzano-Rincon, 2005; Fosu, 1989). It has been

used to examine access among the general population and also among various

population sub-groups, including persons with AOD problems (e.g. Mojtabai,
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2005); children (e.g. Kane, Zotti, & Rosenberg, 2005); the elderly (e.g. Shah,
Rathouz, & Chin, 2001); and vulnerable population groups such as homeless
women (e.g. Heslin et al., 2001) and HIV positive individuals (e.g. Andersen et al.,
2000). The breadth of the BHSU’s application is portrayed in Table 2.

Yet, these studies are not without their limitations. First, many studies have reliep
on national survey data to examine the correlates of service utilisation. While
repeated national surveys are useful for tracking changes in service utilisation
over time and for identifying broad correlates of service utilisation, these surveys
generally do not include area identifiers (Phillips et al., 1998) and thus cannot
examine how these correlates vary from region to region. This has important
implications for health policy reform, as dissimilar regions and population sub-
groups might require different types of interventions to improve access. As the
current study is targeted at a specific region in South Africa and controls for

potential race and gender sub-group variations, it goes some way to address this/J
shortcoming.

Secondly, earlier research focused largely on individual-level factors associated
with health service utilisation, despite the model's explicit recognition of contextual
influences (Bradley et al., 2002; Phillips et al., 1998). Similarly, most studies have
gathered self-report data from consumers, with few obtaining data from health
care providers. This has made it difficult to identify interactions between
consumers and providers and to identify possible linkages between individual and
contextual variables (Phillips et al., 1998). In part, this has been due to the use of
population-based surveys as a means of gathering data, which has made it
difficult to measure health system characteristics and provider-related variables
that are often not available in national data sets (Ricketts & Goldsmith, 2005). In
the USA, this limitation is often addressed through linking aggregate data files
such as the US area resource files to population based surveys. As this kind of
aggregate information is generally not available in South Africa, this study
addresses this limitation by collecting quantitative data on consumers’
perspectives as well as qualitative data on AOD treatment providers’ perspectives
on access. This allows for a more comprehensive understanding of utilisation to
be developed.
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Table 2. Use of the Behavioural Model of Health Service Utilisation in previous research*

Authors Population Setting Country
Acosta-Ramirez et al. (2005) Adults Vaccination use Colombia
Albizu-Garcia et al. (2001) Adults Mental Health service use USA
Andersen et al. (2000) HIV+ve adults Access to antiretroviral therapy for vulnerable groups USA
Asch et al. (1998) Adults with TB Health service use USA
Auslander et al. (2005) Elderly immigrants Social work service use Israel
Burnam et al. (2001) HIV+ve adults Substance abuse and mental health services USA
Chen et al. (2000) Women Maternal support services Taiwan
Choi (2006) Immigrants Health service use USA
Chou & Chi (2004) Elderly Health service use China
Davidson & Andersen (1997) Adults Dental service use USA
Davidson et al. (1999) Adults Dental service use USA
Dobalian et al. (2003) Adults with HIV Dental service use USA
Ekanayake & Mendis (2002) Adults Dental service use Sri Lanka
Fernandez-Mayoralas et al. (2000) Elderly Health service use Spain
Finlayson & Dalmonte (2002) Adults Occupational therapy use for multiple sclerosis Canada
JFosu (1989) Adults Health service use Ghana
Goodwin & Andersen (2002) Adults Health service use for panic attacks USA
Heslin et al. (2001) Homeless women Health service use USA
Kane et al. (2005) Special needs children Health service use USA
Katz et al. (2001) HIV+ve adults Medical service and medication use USA
Lim et al. (2002) Homeless women Medical service use USA



Miralles & Kimberlin (1998)
Palacio et al. (1999)

Park (2005)
Redondo-Sendino et al. (2006)
Rost et al. (2002)

Shah et al. (2001)

Shah et al. (1996)

Shea et al. (1994)

Soskolne et al. (2006)
Subedi (1989)

Sunil et al. (2006)

Thind (2005)

Thind (2004)

Thind & Andersen (2003)
Thind & Cruz (2003)

Van Achterberg et al. (1996)
Wallace et al. (2002)
Weisner & Matzger (2002)
Yanagisawa et al. (2004)
Yanagisawa et al. (2006)
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Adults in rural communities
Elderly

Adults

Nursing home residents
Elderly immigrants
Adults

Women

Children

Children

Children

Children

Care dependent adults
Children

Adults

Adults

Women

Medical service use

Primary care use

Health service use

Health service utilization

Mental health service use

Emergency room use

Emergency room service

Mental health service use

Medical & social work use

Health service use

Maternal care services

Health service use for respiratory problems
Health service use

Medical service use for respiratory illnesses
Health service use

Home-based care

Health service use for Asthma

Substance abuse treatment

Health services use

Skilled birth attendants use

Brazil

USA

South Korea
Spain

USA

USA

Kuwait

USA

Israel

Nepal

India
Indonesia
India
Dominican Republic
Philippines
USA

USA

USA
Cambodia
Cambodia

* Please note that this summary of previous research is not exhaustive
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It also allows for the study hypotheses to be tested in different data sets and from two
different perspectives, increasing the robustness of findings. The addition of a
qualitative component also makes it easier to examine contextual and health system
influences on access, for which quantitative indicators are generally not available in
South Africa.

Another difficulty associated with previous research relates to the non-use of AOD
services, which generally has been poorly examined (Ricketts & Goldsmith, 2005).
While population surveys frequently ask respondents about non-use or delayed use
due to a variety of barriers, these measures of non-use are assigned to the
population rather'than to a service system and are rarely correlated with other
individual or contextual factors. Similarly, studies that have examined AOD treatment
use have relied largely on clinical samples of AOD users in treatment, who
necessarily had weak barriers to treatment entry (Tucker et al., 2004). These studies
have struggled to identify correlates of AOD treatment use (apart from need) and
have not established the generalisability of findings to community-based samples of
AOD users (Simpson & Tucker, 2002; Tucker, 2001; Tucker et al., 2004). This has
hampered the design of interventions to improve AOD treatment use. The present
study addresses this limitation by using both community and clinical samples to
compare non-use of AOD treatment services with service use.

A further limitation is that although the BHSU recognises the dynamic nature of
access, particularly the impact of experience, learning and adaptation on help-
seeking behaviour (Andersen, 1995), empirical research generally has not focused
on the temporal aspects of access, such as the role of experiential learning and the
impact that interactions with the health system have on future help-seeking
(Mechanic, 1998; Ricketts & Goldsmith, 2005). This has been largely due to the use
of cross-sectional study designs which present static snapshots of a dynamic
process (Litaker & Love, 2005; Ricketts & Goldsmith, 2005). To accurately represent
the dynamic and interactive nature of access as conceptualised by the BHSU,
longitudinal prospective studies that track individual AOD users over time and
measure changes in resources, population characteristics and service utilisation
patterns are needed. Even though longitudinal prospective research can speak to
causal connections better than cross-sectional designs (Tucker et al., 2004), the



researcher considered this type of study design premature without strong evidence
on the correlates of AOD treatment utilisation in the South African context.

Finally, most studies that have used the BHSU to examine AOD treatment use have
been conducted in the USA (e.g. Krahn, Farrell, Gabriel, & Deck, 2006; Mojtabai,
2005; Tucker et al., 2004; Weisner & Matzger, 2002). As the financing and structure
of the US healthcare system is different from that of many other countries, it is
possible that results from these studies may not generalise to other settings. The
present study thus adds value to theoretical understandings of AOD treatment
utilisation by examining the extent to which findings on the correlates of AOD
treatment use in other country settings can be generalised to the South African

context.

2.5. RATIONALE FOR USING THE BHSU AS THIS STUDY'S CONCEPTUAL
FRAMEWORK
In summary, this chapter reviewed the concept of access; described the BHSU, with
particular emphasis on the BHSU domains that comprise this study’s conceptual
framework; and critiqued prior applications of the BHSU. Despite the limitations of
empirical research driven by the BHSU, this model was chosen as this study’s
conceptual framework for several reasons. First, it is arguably the dominant
conceptual and theoretical framework for understanding and examining access to
health care services (Phillips et al., 1998; Racher & Vollman, 2002; Ricketts &
Goldsmith, 2002). The model continues to be a relevant and evolving model in
health services research (Wallace et al., 2004). It has not only been used
extensively in studies examining access to health services (Eden, 1998), but has also
been used as an organising framework to shape health policy initiatives (Gold, 1998;
Ricketts & Goldsmith, 2005).

Secondly, the model provides a well-established framework for understanding the
determinants of access to health care services in general, and access to AOD
treatment, in particular. The use of a well-established model is important as it
provides a common framework and language for understanding findings across
studies and in different contexts. In this study, the BHSU served as a conceptual
guide for the selection of study variables in the design phase, informed data analysis,
and assisted in the interpretation of study findings.
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Thirdly, while the BHSU has not been extensively applied to the study of AOD
treatment service utilisation, the use of this model is appropriate given that the BHSU
was originally developed to examine the utilisation of behavioural health services
which incorporate mental health and AOD services (Aday et al., 1999). In addition,
using the BHSU to examine AOD treatment use might add to the theoretical
refinement of the BHSU by expanding the breadth of its application. More
specifically, this study provides a chance to critically review the appropriateness of
using this model in a country context characterised by high levels of health disparities |
and inequities in access to services.

Finally, this model was chosen as it has been used to examine the determinants of
access for a variety of health problems, amongst diverse population groups, in both
community and clinical settings, and in a range of country settings (Eden, 1998;
Thind & Andersen, 2003). Given its broad application, it is safe to assume that the
BHSU will be appropriate to use, with some adaptation, among historically
disadvantaged South Africans with AOD problems.
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CHAPTER THREE

FACTORS ASSOCIATED WITH AOD TREATMENT USE

3.1. INTRODUCTION

Although a plethora of studies focus on access to medical care, few studies have
examined the use of AOD treatment services (Tucker et al., 2004). The extent to
which findings from health services utilisation research can be generalised to
AOD treatment settings is questionable, especially because drug use is illegal
and drug treatment utilisation highly stigmatised (Hser et al., 1998). Factors that
influence treatment entry among drug users thus may differ from those that
predict treatment use for other health problems. Despite this, most AOD services
research has focused on factors associated with treatment engagement and
treatment outcomes, with research attention only recently being directed toward
predictors of AOD treatment entry (Sobell, Sobell, & Toneatto, 1992; Hser et al.,
1998; Tucker et al., 2004).

More specifically, research on access to AOD treatment has consisted largely of
descriptive studies that identified factors associated with treatment entry among
special population groups, such as the homeless (Nyamathi, Longshore, Galaif,
& Leake, 2004), HIV-positive drug users (Booth, Kwiatkowski, Iguchi, Pinto, &
John, 1998), women (Zule, Lam, & Wechsberg, 2003) and minority ethnic groups
(Longshore, 1999). Other studies examined self-reported obstacles’to accessing
treatment (Appel, Ellison, Jansky, & Oldak, 2004). Only a few studies have
compared out-of-treatment AOD ‘users with recipients of treatment services
(Green-Hennessy, 2002; Hser et al., 1998; Power, Hartnoll, & Chalmers, 1992;
Schell, Orlando, & Morral, 2005). Three broad inferences can be drawn from this
limited body of research. First, AOD treatment seeking and initiation are a
function of problem severity and AOD-related treatment needs. Secondly,
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treatment use is influenced by socio-demographic factors, environmental factors,
and the sociocultural context. Finally, the availability and characteristics of AOD
treatment services shape patterns of treatment use. The balance of this chapter
discusses empirical evidence in support of these assumptions and describes
factors that are associated with treatment use in the AOD literature. The
conceptual guide of this study (see Chapter Two) is used as an organising
framework for this chapter.

3.2. AOD TREATMENT NEED AND TREATMENT UTILISATION

Recent patterns of drug use, drug use severity, and involvement in the criminal
justice system are almost universally considered to reflect treatment need and
are strongly associated with treatment linkage (Booth et al., 2001, Finney &
Moos, 1995). Other related situational need factors include problem recognition,
readiness for treatment, and desire for help. These factors are often, although
not always, associated with treatment linkage (Griffith, Knight, Joe, & Simpson,
1998; Knight, Hiller, Broome, & Simpson, 2000; Rapp et al., 2006). This section
describes these need factors in more detail.

3.2.1. Drug-problem severity

Although levels of drug consumption (frequency and quantity) are often used as
markers of treatment need, current understandings of AOD problems suggest
that problem severity (indicated by impairment in psychosocial functioning) is a
more accurate indication of need for treatment. These understandings point to
AQOD problems varying on a continuum of severity from non-problematic use to

pathological dependence; with only more severe problems requiring specialised

treatment (Institute of Medicine, 1990; Miller, 1996). Consequently, persons with
e T

less severe AOD problems have a lower need for treatment compared to persons
with more severe AOD problems, irrespective of consumption levels.

In addition, studies consistently point to problem severity being a significant
predictor of treatment use. For example, Haller, Miles and Dawson (2002)
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compared female treatment recipients with women who declined AOD treatment
and found that treatment enrollees had greater problem severity. Greater alcohol-
related impairment was also positively associated with AOD treatment-seeking
among out-of-treatment persons in two studies (Tucker, 2001; Tucker et al.,
2004). Similarly, two studies employing the BHSU model reported that drug
problem severity (Weisner, Matzger, Tam, & Schmidt, 2002) and drug-related
negative consequences (Kertesz et al., 2006) were significant predictors of
treatment use among alcohol-dependent persons. These findings are consistent
with results from medical and mental health service utilisation research, which
show that problem severity fuels treatment use (Tucker, 2001). Based on these
findings, this study hypothesises that drug problem severity will be positively
associated with treatment access.

3.2.2. Perceived need for treatment

Perceiving a need for treatment is a necessary stage in the process of accessing
AOD treatment (Tucker et al., 2004); with treatment use being unlikely when
there are low levels of perceived need. Perceived need for AOD treatment is
informed by the following constructs: readiness to change and treatment
motivation. Although related, these concepts are conceptually distinct (Joe,
Simpson, & Broome, 1998). According to De Leon and Jainchill (1986), people
with AOD problems may be ready to change but not motivated to enter
treatment. Given this distinction, readiness to change AOD use and treatment
motivation are discussed separately in relation to treatment access.

3.22.1 Readiness to change

The concept of intrinsic motivation, or readiness to change, emerged from the
transtheoretical stages of behaviour change model (Prochaska, DiClemente, &
Norcross, 1992). In this model, readiness to change is conceptualised as a series
of stages, with the latter stages indicating greater readiness for change. These
stages include precontemplation, in which there is low awareness of the problem
behaviour and little intention to change; contemplation, in which the problem
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behaviour is recognised but there is little commitment to change; preparation, in
which intentions and plans to change are developed; and action, in which the
person takes action to change (including seeking treatment) (Pollini, O'Toole,
Ford, & Bigelow, 2006; Prochaska et al., 1992).

In the AOD treatment literature, failure to use needed treatment has often been
attributed to a lack of motivation (Miller, 1999). Empirical evidence also points to
motivation or readiness to change being a predictor of treatment utilisation
(Canill, Adinoff, Hosig, Muller, & Pulliam, 2003). For example, motivation was a
significant predictor of AOD treatment utilisation in a randomised clinical trial of
linkage to primary care (Kertesz et al., 2006). Weisner, Mertens, Tam, and Moore
(2001) also identified motivation as a predictor of treatment use among
individuals with AOD problems. Similarly, Neff and Zule (2002) reported that
“motivation to quit” was a significant predictor of treatment use among 673 drug
users. In addition, Booth et al. (1998) found that motivation to change was
positively associated with drug treatment use among out-of-treatment injection
drug users. In the light of these findings, this study hypothesises that readiness
to change AOD use will be positively associated with AOD treatment use.

3.22.2 Treatment motivation

The “treatment motivation” construct is comprised of three elements: AOD
problem recognition, desire for help with AOD problems, and treatment readiness
(Joe, Simpson, & Broome, 1998; Simpson & Joe, 1993). Problem recognition is
informed by recognition of the negative consequences of AOD use, severity of
AOD use, and perceived AOD problems (Carpenter, Miele, & Hasin, 2002;
Knight, Holcom, & Simpson, 1994; Nwakeze, Magura, & Rosenblum, 2002). Prior
studies provide evidence for the relationship between AOD problem recognition
and treatment motivation; with problem recognition being a predictor of treatment
motivation among 748 homeless women (Nyamathi et al., 2004). Similarly,
problem recognition was positively associated with treatment motivation among
84 people with co-occurring disorders (Carey, Purnine, Maisto, & Carey, 2001).
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The second component of treatment motivation is desire for help. This construct
reflects awareness of an intrinsic need for change and interest in seeking help for
AOD problems (Knight et al., 1994). Despite high problem recognition and desire
for help, people with AOD problems might not be ready for treatment (De Leon &
Jainchill, 1986). Treatment readiness is thus an important aspect of treatment
motivation and reflects readiness for and commitment to changing AOD use by
entering a treatment program (Knight et al., 1994).

Problem recognition, desire for help, and treatment readiness interact to
influence overall treatment motivation. Problem recognition seems a determinant
of desire for help. For example, Longshore (1998) reported that recognition of
drug problems predicted desire for help among 88 drug-using Mexican American
arrestees. Nwakeze and colleagues (2002) aiso found that greater drug problem
recognition, more frequent drug use, and more severe AQOD problems predicted
desire for help among 190 out-of-treatment drug users. Desire for help also
predicted treatment readiness. Another predictor of treatment readiness is drug
problem severity, with higher alcohol problem severity being associated with
greater treatment readiness in a study of 549 out-of-treatment alcohol-dependent
persons (Freyer, Tonigan, Keller, Rumpf, John, & Hauke, 2005). Similarly,
among 526 homeless alcohol-abusing women, treatment readiness was
predicted by greater alcohol problem severity (Nyamathi, Stein, Dixon,
Longshore, & Galaif, 2003).

These components of treatment motivation independently predict AOD treatment
utilisation. Several studies point to problem recognition, desire for help, and
treatment readiness being associated with access to AOD treatment (Battjes,
Onken, & Delaney, 1999; Griffith et al., 1998; Knight et al., 2000; Rapp et al.,
2006). Longshore (1999) reported that AOD treatment use was significantly
more likely for drug users scoring high on AOD problem recognition. In addition,
Power and others (1992) found that self-reported concern about drug use
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(problem recognition) and desire for help differentiated between 120 non-
treatment seeking and 120 treatment-seeking problem drug users. Similarly,
Schell and colleagues (2005) reported that perceived need for treatment
(encompassing problem recognition and desire for help) was associated with
higher levels of treatment use among 995 AOD using adolescents. Green-
Hennessy (2002) also reported that perceived AOD problems and perceived
need for treatment predicted treatment use among 1893 AOD using adults.
Based on these findings, this study hypothesises that problem recognition, desire
for help and treatment readiness will be positively related to AOD treatment use.

3.3. PREDISPOSING FACTORS ASSOCIATED WITH ACCESS TO AOD
TREATMENT

In addition, the AOD treatment literature has found associations between a range

of socio-demographic and attitudinal-belief factors and AOD treatment utilisation.

The following sub-sections describe these factors.

3.3.1. Socio-demographic factors associated with treatment utilisation

Few consistent socio-demographic differences have been found between people
who do and do not seek AOD treatment (Simpson & Tucker, 2002; Tucker,
2001); with several studies reporting equivocal findings for the relationships
between treatment utilisation and gender, race/ethnicity, age or education (Hser
et al., 1998). For gender specifically, some studies found that female problem
drinkers were underrepresented in treatment-seeking samples (Schober & Annis,
1996), others reported that gender was not a significant predictor of treatment
utilisation (Hser et al., 1998; Weisner et al., 2002), and others found that female
gender was positively associated with treatment utilisation (Green-Hennessey,
2002; Kertesz et al., 2006). Similar results were found for race/ethnicity; with
some studies reporting that race/ethnicity was a significant predictor of treatment
utilisation (Weisner et al., 2002) and others finding race/ethnicity to be a poor
predictor of treatment use (Haller et al., 2002; Hser et al., 1998). Equivocal
findings have also been reported for age and education. While some studies
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reported that age and education were poor predictors of AOD treatment use,
Weisner and colleagues (2002) found that older adults with less education were
more likely to enter treatment.

These equivocal findings might be due to the fact that static characteristics such
as age, sex, and educational level have weak and inconsistent associations with
barriers to treatment entry (Hajema, Knibbe, & Droop, 1999; Hser et al., 1998;
Kleinman, Millery, Scimeca, & Polissar, 2002).1&9‘;&_&&_@ which these
studies were conducted, especially the nature of local AOD treatment systems,
also might hold some explanations for these.equivocal findings. More specifically,
socio-demographic differences in access to care might reflect gender or
racial/ethnic inequities in the treatment system (Andersen, 1995). Based on this

assumption, this study examines the relationship between treatment utilisation
and a broad range of socio-demographic variables.

Other variables that might predispose individuals to use AOD treatment include
variables within the person’s immediate social environment. Several systematic
reviews suggest that when other individual socio-demographic factors are
controlled for, neighbourhood environment has an independent effect on a broad
range of health outcomes (Pickett & Pearl, 2001; Putnam, 1995; Silver, Mulvey,
& Swanson, 2002), including access to services and amenities (Altschuler,
Somkin, & Adler, 2004). This study focuses on one aspect of neighbourhood
environment, namely neighbourhood disorder.

3.3.1.1. Neighbourhood disorder

Neighbourhood disorder is generally characterised by neighbourhood poverty,
deteriorating built environments, high levels of neighbourhood criminal activity,
and community norms supportive of drug use (Crum, Lillie-Blanton, & Anthony,
1996; Silver et al., 2002). The relationship between neighbourhood disorder and
AOD use has been extensively examined, with results pointing to positive
associations between neighbourhood disorder and the prevalence of AOD
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problems and need for AOD treatment (Boardman, Finch, Ellison, Williams, &
Jackson, 2001; Hembree et al., 2005; Kalichman et al., 2006; King, Bernardy, &
Hauner, 2003).

While the relationship between neighbourhood disorder and AOD treatment
utilisation has not been examined, studies have examined the relationship
between neighbourhood disorder and unmet healthcare needs (Law et al., 2005)
and the relationship between disorder and access to primary health care
(Prentice, 2006). These studies suggest that neighbourhood has a significant
effect on access to services, even when controlling for the effect of other
predisposing and enabling variables.

Several mechanisms have been postulated to account for neighbourhood
disorder’s association with health service utilisation. First, neighbourhood
disorder might have an indirect effect on health service utilisation via its influence
on social capital, a community enabling factor. There appears to be a reciprocal
relationship between neighbourhood disorder and social capital (Ross & Jang,
2000). In less cohesive neighbourhoods, the relative absence of social control
seems to diminish community capacity to control neighbourhood processes
(Sampson, Raudenbush, & Earls, 1997), such as drug availability. This appears
to result in signs of neighbourhood disorder such as litter on the streets,
vandalism, public intoxication, drug-dealing, dilapidated buildings, and obvious
criminal activity. In return, these visible signs of disorder seem to decrease
cognitive social capital by increasing mistrust among residents (Ross & Jang,
2000) and by undermining the collective efficacy of a neighbourhood (Sampson
et al., 1997). This diminished social capital decreases the likelihood of residents
intervening when observing individuals with AOD problems (Darke & Hall, 2003)
and reduces the chances of inhabitants seeking AOD treatment services
(Hembree et al., 2005).
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Other researchers suggest that social support, an enabling resource, mediates
the relationship between neighbourhood disorder and treatment utilisation.
Neighbourhood disorder might have disruptive effects on social support by
eroding social networks (Schulz et al., 2006). Silver and colleagues (2002)
reported that residents of socially disordered neighbourhoods not only found it
difficult to develop and maintain supportive interpersonal relationships, but also
struggled to maintain positive affiliations with local institutions. This could
hamper access to services.

Psychosocial mechanisms have also been postulated to mediate the relationship
between neighbourhood disorder and health services utilisation (Weich,
Blanchard, Prince, Burton, & Erens, 2002). Research suggests that residents of
disordered neighbourhoods experience disproportionate levels of psychological
distress (Boardman et al., 2001; Hill & Angel, 2005; Latkin, Williams, Wang, &
Curry, 2005). This could be due to perceived environmental dangers that result in
feelings of fear and anxiety (Hill & Angel, 2005; Mirowsky & Ross, 2003). The
perceived inability to escape these environments might aiso result in depression;
with studies reporting that residents of disordered neighbourhoods have more
symptoms of depression than those of more ordered environments (Weich et al.,
2002). This impacts on treatment utilisation as residents experiencing high levels
of psychological distress find it difficult to mobilise to seek AOD treatmént.

Based on these findings, this study hypothesises that lower levels of
neighbourhood disorder will be associated with a greater likelihood of AOD
treatment use. In addition, the researcher hypothesises that neighbourhood
disorder will have an indirect effect on treatment utilisation via its association with
social capital.

3.3.2. AOD beliefs associated with treatment utilisation

Although health beliefs appear to predispose individuals towards utilising health
services (Andersen, 1995), few studies have examined the relationship between
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AOD treatment beliefs and treatment uptake. Exceptions to this include a
general population study where AOD users identified “lack of confidence in the
effectiveness of treatment” as a condition that interfered with linkage to treatment
(Grant, 1997). Another study also identified privacy and confidentiality concerns
as well as beliefs that treatment would be ineffective as barriers to seeking
treatment for alcohol problems (Tucker et al., 2004). Similarly, Appel et al. (2004)
found that injection drug users reported barriers to accessing treatment that
included fears about treatment and concerns about confidentiality. Simpson and
Tucker (2002) also found that low rates of help-seeking for AOD problems were
associated with concerns about privacy, confidentiality, and treatment
effectiveness.

In the light of these findings, this study examines the relationship between AOD
treatment use and treatment beliefs, including beliefs in the effectiveness of
treatment and concerns about the process of treatment. More specifically, this
study hypothesises that fewer treatment concerns and stronger beliefs about the
effectiveness of treatment will be positively associated with AOD treatment use.

3.3.3. Self-efficacy and treatment utilisation

Perceived self-efficacy is a cognitive variable that refers to individuals' belief in
their ability to organise and implement specific behaviours to produce a desired
outcome (Bandura, 1986; Murdock, Wendler, & Nilsson, 2005). Self-efficacy
involves the creation of cognitive expectancies about personal competence and
tends to be situation-specific. These expectancies are proximal mediators of the
decision to initiate behaviour (such as treatment-seeking) and play an important
function in the initiation and maintenance of behaviour change (Bandura, 1997;
Burleson & Kaminer, 2005). As such, it is appropriate to view self-efficacy as a
predisposing variable for AOD treatment utilisation.

Empirical studies confirm the role of self-efficacy in the treatment of addictive
behaviours, with a number of studies showing that self-efficacy to avoid AOD use
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predicts treatment outcomes (DiClemente, 1986; Sheikh, Salah, Gaily, & Bashir,
2004; Stephens, Wertz, & Roffman, 1995), with higher intake self-efficacy
generally predicting better post-treatment functioning. However, some studies
found that very high levels of self-efficacy predicted poorer treatment outcomes
(Powell et al., 1993; Langenbucher, Suselund, Chung, & Morgenstern, 1996).
One explanation for these equivocal findings is that improvements in self-efficacy
only predict positive outcomes until a ceiling has been reached. For instance,
people with AOD problems with very high levels of seif-efficacy might be
overconfident in their abilities to deal with their problems (Powell et al., 1993;
Langenbucher et al., 1996), might have low problem recognition (Fiorentine &
Hillhouse, 2003), and little recognition of their need for treatment. These findings
suggest that one of the ways in which self-efficacy influences AOD treatment use
is through perceptions of treatment need. More specifically, very high levels of
self-efficacy could negatively impact on perceptions of treatment need, and
subsequently reduce the likelihood of accessing AOD treatment.

Research on barriers to AOD treatment provides some support for this
explanation. George and Tucker (1996) and Tucker et al. (2004) found that
“belief in the ability to solve one’s own problems” was an obstacle to alcohol
treatment use. Similarly, Appel and colleagues (2004) reported that “being able
to handle it on my own” was a major obstacle to treatment among injection drug
users. Another way in which self-efficacy might influence AOD treatment use is
via its association with enabling/restricting variables. Previous research has
found negative associations between self-efficacy and indicators of psychological
functioning; particularly anxiety and depression (Bisschop, Kriegsman, Beekman,
& Deeg, 2004; Kashdan & Roberts, 2007; Vickers & Vogeltanz, 2000). Finally,
several studies suggest that there might be gender differences in self-efficacy.
For example, Pellisier and Jones (2006) found that compared to men, female
offenders had lower levels of general self-efficacy and self-efficacy to remain
abstinent. Similarly, Sheik and colleagues (2004) found that being female was a
marker for low self-efficacy.
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Given these findings, this study examines the relationship between treatment
utilisation and self-efficacy to change AOD use. More specifically, this study
hypothesises that self-efficacy to change AOD use will be positively associated
with AOD treatment use.

3.4. FACTORS THAT ENABLE/ RESTRICT ACCESS TO AOD TREATMENT
The AOD treatment literature has also identified a range of personal, provider-
related, and community factors that enable (or inhibit) AOD treatment use.

3.4.1. Personal enabling/restricting factors

As mentioned in Chapter Two, personal enabling resources include individuals’
knowledge and awareness of services and their means to use these services
(Andersen, 1995). This section outlines several personal enabling resources
including employment status, income, competing needs, awareness of services,
stigma, and psychological functioning.

3.4.1.1. Financial barriers: income, employment status, and medical
insurance
Financial barriers related to employment status, medical insurance, and income
might also hamper access to AOD treatment (Appel et al., 2004). Studies
examining the relationship between employment status and treatment use have
reported equivocal findings. While being employed predicted treatment use in
some studies (Weisner, Mertens, Tam, & Moore, 2001), unemployment predicted
treatment entry in other studies (Weisner, 1993). For other studies, employment
status did not predict treatment utilisation (Haller et al., 2002; Hser, Joshi,
Maglione, Chou, & Anglin, 2001; Tucker et al., 2004). For income status, several
studies found that having a low income hampered access to AOD treatment
(Green-Hennessy, 2002; Sturm & Sherbourne, 2001). Low income not only
restricts individuals’ ability to pay for out-of-pocket treatment costs, but also their
ability to acquire health insurance (Sturm & Sherbourne, 2001). This means that
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low-income individuals often have to rely on free, publicly-funded treatment
services. This is cause for concern in South Africa, where there is limited

availability of free treatment services (Myers, 2004). These findings suggest that

employment status and income are proxy indicators for treatment affordability.

Affordability factors have been identified as significant obstacles to AOD
treatment entry (Hser et al., 1998; Simpson & Tucker, 2002; Tucker et al., 2004).
These factors include the direct costs of treatment as well as indirect costs
associated with transport to treatment facilities, replacement of wages, and child
care (Beckman & Amaro, 1986; Myers, 2004). While these economic barriers
appear to exist for both the insured and uninsured, several studies have pointed
to economic barriers being highest for the uninsured (Grant, 1997; Sturm &
Sherbourne, 2001; Wells, Sherbourne, Sturm, Young, & Burnam, 2002). More
specifically, Appel and colleagues (2004) found that lack of medical insurance
was a primary reason for failing to access AOD treatment among injection drug
users. In addition, compared to insured drug users, the uninsured have higher
levels of unmet treatment need (Wells et al., 2002) and are six times less likely to
access AOD treatment (McAlpine & Mechanic, 2000). In contrast, having health
insurance has been associated with greater likelihood of entering AOD treatment
(Riley, Safaeian, Strathdee, Brooner, Beilenson, & Vlahov, 2002; Wenzel et al.,
2001). This is worrisome as less than 16% of the South African population has
access to medical insurance (Goosen et al., 2003).

Given these findings, this study hypothesises that affordability barriers will be
negatively associated with AOD treatment use, and in particular that low
employment status, income, access to medical insurance, and high treatment
costs will decrease the likelihood of AOD treatment use.

3.4.1.2 Competing needs

Competing needs also appear to act as barriers for AOD treatment entry. These
competing needs include the need to provide child care (Appel et al., 2004; Uziel-
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Miller, Lyons, Kissiel, & Love, 1998) and the need to pay for basic necessities
such as food and housing (Gelberg, Andersen, & Leake, 2000). For example
Hser and colleagues (1998) found that out-of-treatment drug users reported
significantly more difficulties in making necessary arrangements for going to
treatment (such as accommodations for family needs and housing) than

treatment enrollees.

For vulnerable populations (such as women and minority ethnic groups),
competing needs may be particularly relevant barriers to treatment entry
(Beckman & Amaro, 1986; Gelberg et al., 2000; Schober & Annis, 1996);
especially for low income groups with few financial resources. For example,
Black respondents in a US national longitudinal alcohol epidemiological study
reported more material barriers (such as not knowing where to seek help, lacking
the means to pay, and lack of child care) to seeking treatment than White
respondents. In contrast, White respondents were more likely to report
psychological and social barriers to seeking care (Grant, 1997).

3.4.1.3. Awareness factors

Limited knowledge and awareness about where to seek help for AOD problems
and how to access treatment appears to inhibit AOD treatment use (Hser et al,,
1998). For example, Porter, Metzger and Scotti (2002) found that non-specific
knowledge of service availability and limited awareness of services was
associated with iess use of AOD services among injection drug users. Lack of
awareness of treatment programmes seems to be a particularly important barrier
for females with AOD problems; with women less likely to know where to go for
help than men (Allard, Tolman, & Rosen, 2003; Grant, 1997). This study
hypothesises that awareness of AOD treatment will be positively associated with
AOD treatment use.
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3.4.1.4. Stigma and treatment utilisation

Stigmatisation occurs when people label differences in behaviour and associate
negative stereotypes with these labels (Fortney, Mukherjee, Curran, Fortney,
Xan, & Booth, 2004). AOD problems are highly stigmatised (Copeland, 1997),
with attitudes which negatively label AOD users being commonplace (Ritson,
1999). For example, an estimated 62% of persons with AOD problems in the
USA experience stigma (Hart, 2005). Similarly, a study in Malaysia reported that
drug users were commonly viewed as “parasites” and as an embarrassment to
their families (Low, Zulkifli, Yusof, Batumalil, & Aye, 1996). Often this stigma
persists because of misperceptions that AOD problems are untreatable (Obot,
Pozniak, & Monteiro, 2004).

A distinction has been made between public and self-stigma, where public stigma
refers to the public’s perceptions of labelled persons (Corrigan & Watson, 2002)
and self-stigma (or stigma consciousness) refers to internalised public stigma
(Crocker, Major & Steele, 1998) or the extent to which people expect to be
negatively stereotyped by others (Pinel, 1999). Stigma consciousness is
negatively associated with self-efficacy and social support (Fortney et al., 2004;
Mueller, Nordt, Lauber, Rueesch, Meyer, & Roesslet, 2006) and seems to
contribute to difficulties in accessing care.

In part, stigma’s influence on access to care seems to occur indirectly, through
stigma'’s contribution to personal distress, social isolation, and perceptions about
treatment. More specifically, AOD users with high levels of stigma
consciousness often do not trust health care providers to be supportive. To some
extent, these perceptions appear justified. In South Africa, for example, Pasche
and colleagues (in press) reported that a large proportion of community-based
organisations had negative attitudes towards AOD users. Moodley-Kunnie (1988)
also reported that nurses in KwaZulu-Natal, South Africa, had negative
perceptions towards people with AOD problems. These findings suggest that
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stigma interacts with other enabling factors (such as social trust) to influence
treatment utilisation.

In addition, stigma may directly hinder access to treatment as those who need
help tend to deny or hide their condition for fear of being labelled (Murphy &
Irwin, 1992; Schober & Annis, 1996). This may be especially true for AOD-using
women who experience greater shame than men as intoxication is often
associated with sexual availability (Copeland, 1997). Research on barriers to
AOD treatment supports these assertions; with stigma being a frequently cited
barrier to AOD treatment (Cunningham, Sobell, Sobell, Agrawal, & Toneatto
1993; Cunningham, Sobell, Sobell, & Gaskin 1994; Grant, 1997).

In the light of these findings, this study assumes that public stigma and stigma
consciousness will act as barriers to AOD treatment access; with higher levels of
stigma decreasing the likelihood of AOD treatment use.

3.4.1.5. Psychological functioning and treatment utilisation

This study includes psychological functioning as an enabling factor in its
conceptual model. This decision was based on emerging evidence which
suggests that psychological functioning appears to have a direct effect on AOD
services use and plays an important role in decisions to seek AOD treatment. For
example, the Health Belief Model (Rosenstock, 1966) suggests that
psychological functioning impacts on the use of AOD treatment by mediating an
individual's perceptions about the threat posed by AOD use (i.e. problem
recognition) and the likelihood of taking effective action to treat this problem.

The presence of co-occurring mood and anxiety disorders are strongly
associated with treatment seeking and increased service utilisation (Collins,
Westra, Dozois, & Burns, 2006). Findings from the mental health services
utilisation literature suggest that as psychological distress and psychiatric
disability increase, people are more likely to seek mental health care (Bukstein,
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Cornelius, Trunzo, Kelly, & Wood, 2005; Collins et al., 2006; Mojtabai, Olfsson, &
Mechanic, 2002).

The role of psychological functioning in facilitating access to AOD treatment is
not as well studied. One way in which psychological functioning could enable
treatment use is via its influence on perceptions of treatment need. Several
studies suggest that anxiety and depression mediate help-seeking for drug
problems (Agosti & Levin, 2004; Brienza et al., 2000; Cahill et al., 2003;
Teesson, Hall, Lynskey, & Degenhardt, 2005) through their positive association
with motivation for treatment, an indicator of treatment need. For example, Cahill
and colleagues reported that depression and anxiety were positively correlated
with internal motivation and interpersonal help-seeking.

In contrast, studies that examined the direct effect of psychological functioning on
AOD treatment entry report equivocal findings. One national survey found that
the likelihood of receiving any AOD treatment increased with the presence and
severity of mental health problems (Harris & Edlund, 2005). Similarly, several
studies reported lower rates of depression among out-of-treatment drug users
compared to treatment cohorts (Brienza et al., 2000; Teesson et al., 2005);
suggesting that psychological distress is positively associated with AOD
treatment use (Teesson et al., 2005). Hser and colleagues (1998), however,
found that out-of-treatment AOD users had more severe psychological problems
than treatment enrollees. The use of a threshold hypothesis might help explain
these equivocal findings. It is possible that higher levels of psychological distress
facilitate access to AOD treatment until a distress threshold is obtained. Once
this distress threshold is crossed, any additional distress will inhibit treatment-
seeking behaviour by undermining motivation to change, self-efficacy, and ability
to seek treatment (Hser et al., 1998). In other words, providing that
psychological distress does not become overwhelming, depression and anxiety
might increase perceptions of AOD treatment need and subsequently AOD
treatment use. In the light of this empirical evidence, this study hypothesises
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that psychological functioning will be positively associated with AOD treatment
use.

3.4.2. Community enabling and restricting factors

As mentioned in Chapter Two, community enabling variables consist of
resources within the community and provider related resources that enable or
inhibit access to services. This section describes the relationship between these
resources and treatment utilisation.

3.4.2.1. Perceived social support and treatment utilisation

Social support refers to the process by which help is provided to others and is
influenced by characteristics of individuals and the environment as well as
available resources (Cohen, Doyle, Turner, Alper, & Skoner, 2003). Distinctions
have been made between structural and functional aspects of support, where the
former describes support in terms of social network structure and the latter in
terms of the functions that social relationships serve (Cohen & Syme, 1985).
While structural social support could be conceptualised as a predisposing
variable (Andersen & Newman, 1973), the functional aspects of social support
are widely recognised as direct enablers of service use. This study is only
concerned with the functional aspects of social support.

For functional social support, a further distinction has been made between
perceived and received support. Perceived support refers to evaluations of
whether support would be provided when required. In contrast, received support
refers to the actual exchange of supportive resources. There is substantial
evidence that perceptions of support are important for help-seeking behaviours
(Sarason, Sarason, & Gurung, 2001). This study thus focuses on the functional
aspects of perceived support which include emotional support, or reassurance
that a person is loved and cared for; instrumental or tangible support, such as
assistance with material needs (e.g. transportation or money); and informational
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support, such as the provision of guidance and feedback from others (Antonucci,
2001; Lin, Ye, & Ensel, 1999; Sherbourne & Stewart, 1991).

Findings from mental health service utilisation research suggest that social
support affects service utilisation (Antonucci, Ajrouch, & Janevic, 2003; Unger &
Johnson, 1997). Biegel, Shafran and Johnsen (2004) found that social support
was a significant predictor of participation in support groups for 145 family
caregivers of adults with mental illness; with higher levels of support predicting
more participation. Similarly, Kouzis, Ford and Eaton (2000) reported that
persons with confiding social support were more than four times likely to use
mental health services compared to persons without confiding support. In
addition, Berdahl, Hoyt and Whitbeck (2005) found that social support was
positively associated with mental health care use among homeless and runaway
adolescents.

Although fewer studies have examined the relationship between social support
and AOD treatment use, emerging evidence suggests that emotional support
facilitates treatment utilisation (Brown, O’Grady, Battjes, & Katz, 2004,
Cunningham et al., 1993; Tucker et al., 2004). In contrast, a lack of tangible
support might be an important barrier to treatment, especially as AOD users
often report economic and practical obstacles to treatment (Appel et al., 2004;
Brown et al., 2004; Tucker et al., 2004).

Several mechanisms have been postulated to account for these findings. Social
support could influence treatment use by buffering against the impact of other
barriers. For example, informational support might buffer against poor problem
recognition by providing health information that enables people to recognise the
need for health care. Informational support also might buffer against negative
expectations about treatment and limited awareness of services by providing
information on when, where and how to get health services as well as treatment
efficacy (Ensign, 2003; Hatton et al., 2001). In addition, the provision of tangible
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support might facilitate access by buffering against practical obstacles to care
(such as a lack of transport and treatment costs) (Paschal, Ablah, Wetta-Hall,
Molgaard, & Liow, 2005). These findings suggest that social support interacts
with perceptions of treatment need and enabling/restricting variables to influence
AOD treatment use.

However, the relationship between social support and AOD treatment use is not
simple. The AOD treatment literature has distinguished between general social
support and support for abstinence. Abstinence-specific support is defined as the
provision of support for treatment and abstinence from AOD use (Longabaugh,
Beattie, Noel, Stout, & Malloy, 1993; McKay, Foltz, Stephens, Leahy, Crowley, &
Kissin, 2005); Compared to general social support, abstinence-specific social
support appears to be a better predictor of post-AOD treatment functioning
(Longabaugh Wertz, Zweben, & Stout, 1998; McKay et al., 2005). Research has
shown that low levels of abstinence support act as a barrier to treatment
utilisation (Duran et al., 2005). Limited support for abstinence seems a
particularly important obstacle for women. Compared to men, women are more
likely to face resistance to entering treatment from family, friends (Beckman &
Amaro, 1986) and intimate partners (Higgins, Budney, & Bickel, 1994).

Given that abstinence-specific social support is as important as general social
support for facilitating access to AOD treatment, this study examines the
associations between both forms of support and AOD treatment use. More
specifically, this study hypothesises that both forms of support will be positively
associated with AOD treatment access.

3.4.22. Social capital

Another community enabling resource that appears to facilitate treatment
utilisation is social capital. This is comprised of social networks, norms and
social trust which enable community members to cooperate for mutual benefit
(Putnam, 1995; Ziersch, 2005). Social capital consists of structural and cognitive
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elements (Subramanian, Lochner, & Kawachi, 2002; Subramanian, Kim, &
Kawachi, 2002). The structural component describes the breadth and intensity of
social network associations. While this study does not examine structural social
capital, it does measure an outcome of this component, namely functional social
support (Prentice, 2006). In contrast, cognitive social capital refers to individual
perceptions of interpersonal trust and social cohesiveness within communities
(Subramanian et al., 2002 a, b). This component is also referred to as collective
efficacy. Collective efficacy is defined as the expectation that community
members will act jointly for the public good to secure needed resources
(Sampson, 2003), including AOD treatment services.

While the relationship between social capital and AOD treatment has not been
examined, the documented association between social capital and health service
utilisation (e.g. Ahern & Hendryx, 2003; Prentice, 2006) makes a strong case for
examining this relationship. For example, a cross-sectional household survey
reported that community social capital enabled better access to health care in the
USA (Hendryx, Ahern, Loverick, & McCurdy, 2002). In addition, Prentice (2006)
found that neighbourhood social capital predicted primary care access
independently of functional social support; with more social capital predicting
greater access. Lee’s (2005) study on health service use by HIV-infected
persons also found positive associations between social capital and health
service use.

Several mechanisms have been postulated to account for social capital’s
influence on health care use (Sampson, 2003). Neighbourhood collective efficacy
appears positively associated with trust in health care institutions (Ahern &
Hendryx, 2003; Hendryx et al., 2002) which seems to affect social norms around
treatment seeking (Lee, 2005) and leads to increased utilisation. In addition,
residents who share common values toward health care seem more effective at
holding the local health care system accountable to their needs, including
protecting access to care for vulnerable populations (Steinberg & Baxter, 1998).
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Finally, cohesive social relationships might provide functional support by acting
as sources of information on available treatment resources (Lee, 2005).

Therefore, social capital might increase health care access through enhancing
community support for treatment use. Based on these previous research
findings, this study hypothesises that cognitive social capital will be positively
associated with AOD treatment use.

3.4.2.3. Provider-related enabling variables and treatment utilisation
The AOD treatment literature has also identified provider-related factors that
inhibit treatment use (Tucker et al., 2004). These include geographic access
barriers and service availability.

34231  Geographic access

Geographic access refers to the physical distance that a person must travel from
his/her place of residence to receive services (Monnet et al., 2006) and is
represented by distance and travel time. Transport difficulties are also related to
geographic access. More specifically, there appears to be a negative association
between geographic access barriers and treatment utilisation, with several
studies reporting that distance, travel time and transport difficulties were barriers
to AOD treatment entry (Friedmann, Lemon, & Stein, 2001; Hser et al., 1998;
Reif, Golin, & Smith, 2005). These barriers seem particularly salient for low-
income groups. Longer distance and travel times imply more difficult commutes,
particularly for low-income groups who have less access to private transportation
(Allard, Tolman, & Rosen, 2003). This is confirmed by findings that the provision
of transport to AOD treatment increases the use of health services (Booth, Corsi,
& Mikulich, 2003; Friedmann, D’Aunno, Jin, & Alexander, 2000; Hser, Polinsky,
Maglione, & Anglin, 1999). Similarly, previous research found that greater
distances to treatment were associated with lower levels of treatment retention
(Beardsley, Wish, Fitzelle, O'Grady, & Arria, 2003) and less use of aftercare
services following inpatient treatment (Fortney, Booth, Blow, & Bunn, 1995;
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Schmitt, Phibbs, & Piette, 2003). Given these findings, this study examines the
association between geographic access barriers and AOD treatment use and
hypothesises that greater travel time and distance to treatment will decrease the
likelihood of AOD treatment use.

34232  Availability of services
As mentioned in Chapter One, there are too few programmes available to treat

AQOD problems in South Africa. Ttiis is particularly true for low income clients who
rely heavily on the state and nonprofit sector for services where the number of

AOD treatment places does not match the demand for these services. In the

Cape Town metropole specifically, several treatment facilities serving this
population group have closed or have stopped providing AQD treatment services
(Myers et al 2004; Myers & Parry_2008). Low availability is an important barrier _

to AOD treatment access and may restrict help-seeking, even when there are

high levels of perceived need (Appel et al., 2004). While perceptions of service

availability appear to influence treatment utilisation directly, it is important to note

that availability is shaped by the organisation of resources within the AOD

treatment system (McLellan & Meyers, 2004). These contextual influences on

AOD treatment use are examined below.

3.5. THE CONTEXTUAL DOMAIN
Findings from the AOD treatment literature have identified a range of factors
within the AOD treatment system that influence access to AOD treatment.

3.5.1. Organisational barriers within AOD treatment services

~ Avariety of organisational factors within the AOD treatment system might restrict
treatment utilisation in Cape Town. First, prior research identified long waiting
lists as a barrier to AOD treatment entry (Grant, 1997; Hser et al., 1998; Sturm &
Sherbourne, 2001; Tucker et al., 2004). Timely access is important for facilitating

treatment utilisation as many people with AOD problems are ambivalent-about
seeking treatment and may have little tolerance for waiting (Carr et al., 2007;
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Graham, Brett, & Bois, 1995; Kaplan & Johri, 2000). Low income and uninsured
individuals appear most vulnerable to waiting list barriers; with Friedmann,
Lemon, Stein and D’Aunno (2003) reporting that AOD facilities that serve
indigent populations in the USA were least likely to provide "treatment on
demand" due to scarce treatment resources. Similarly, in South Africa delays in
accessing treatment due to waiting lists are common amongst public and private
nonprofit treatment facilities that serve the indigent and uninsured (Myers,
2004b). These findings suggest that waiting list barriers are underpinned by
limited resources within the AOD treatment system. Timely access might also be
hindered by gatekeepers that control admission to AOD treatment facilities. For
example, several private nonprofit and publicly funded facilities in South Africa
require reports from social workers prior to admitting a person for treatment. This
results in treatment delays (Myers, 2004b).

Other organisational factors that seem to restrict access to AOD treatment

include complex programme admission and eligibility criteria (Appel et al., 2004;
Farabee, Leukefeld, & Hays, 1998; Festinger, Lamb, Kountz, Kirby, & Marlowe,
1995; Hser et al., 1998). For example, an evaluation of several nonprofit

treatment facilities in South Africa revealed complex eligibility requirements for
treatment participation, including the need to speak English, refusal to accept
clients with criminal records and co-occurring psychiatric conditions, and refusal
to accept clients who were not motivated for treatment (Myers, 2004b). Given
that people with AOD problems often have co-occurring psychiatric disorders and
that ambivalence about treatment is characteristic of these clients (Carr et al.,
2007; Miller, 1999), these eligibility requirements might limit AOD treatment
access.

The organisational and staffing infrastructure at AOD treatment facilities might
also limit AOD treatment use (Friedmann, Alexander, & D’Aunno, 1999;
McCaughrin & Howard, 1996). Earlier South African research found that several
AOD treatment facilities (particularly those in the nonprofit sector) were
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characterised by fragile and unstable organisational and staffing infrastructures
(Myers, 2004b; Myers & Parry, 2005). As in the USA (McLellan & Meyers, 2004),
the professional staffing component at these facilities is low. This is partly due to
a lack of resources. In addition, the nonprofit treatment sector has very high
levels of staff turnover, particularly amongst counsellors (Myers, 2004b; Myers &
Parry, 2003). These factors combined could produce inadequate types and
amount of services and might impact on the comprehensiveness of services
provided. In addition, these factors could impact on the extent to which the
public perceives AOD treatment services to be useful and effective, and
subsequently treatment utilisation.

3.5.2. Resource barriers within AOD treatment services

Resource factors within the AOD treatment system thus appear to affect the
availability of AOD treatment services. In South Africa, as mentioned previously,
there is limited capacity to treat indigent clients without medical insurance or
ability to pay for services. This is partly due to the limited availability of free AOD
services. Even though nonprofit treatment facilities do have a small number of
treatment slots available for indigent clients, the availability of these treatment
slots is limited by financial resources. More specifically, as state funding to
nonprofit facilities has decreased in real terms over time, the bulk of the client
population at these facilities needs to be comprised of paying clients (Myers et
al., 2004; Myers & Parry, 2005). o

Findings from previous South African research also su'ggest that limited
resources in the public and nonprofit treatment sectors hamper the quality of
AOD treatment services. Findings suggest that there are few resources for staff
training and development, to invest in up-to-date treatment models, to employ
additional members of staff to increase treatment coverage (with many
counsellors carrying very high caseloads), and to provide comprehensive
treatment services such as mental health services in these sectors of the AOD
treatment system (Myers, 2004b). Evidence from the USA supports this
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association between resources within the AOD treatment system and service
quality (Grosenick & Hatmaker, 2000), service breadth (Friedmann et al., 1999),
and service coverage (Friedmann et al., 2003; Friedmann et al., 2006). This is
cause for concern, not only because service comprehensiveness has been linked

to treatment outcomes (Friedmann‘;tral., 2003; Wenzel, Turner, & Ridgely, 2004)

=
but also because perceptions of service quality have been associated with AOD
treatment uptake (Grosenick & Hatmaker, 2000; Simpson & Tucker, 2002).

Based on these findings, this study examines the relationship between treatment
utilisation and barriers within the AOD treatment system. More specifically, this
study hypothesises that organisational and resource barriers interact to influence
access to care. Organisational barriers are thought to impact on treatment
utilisation both limiting timely access to treatment and via their influence on
perceptions of treatment quality and effectiveness. Similarly, resource barriers
are hypothesised to impact on treatment utilisation via their influence on the
availability of services and on beliefs about the quality and effectiveness of
available services.

36. SUMMARY

Previous research has identified a range of AOD treatment need factors,
predisposing variables, personal and community enabling factors, and treatment
system factors that appear to be associated with AOD treatment utilisation. This
chapter provided an overview of these factors.

Despite this body of research, studies of access to AOD treatment have been
flawed. Prior research has tended to reduce understandings of AOD treatment
access to explanations of barriers to treatment initiation at the level of the
individual (Appel et al., 2004; George & Tucker, 1996; Hser et al., 1998), with
scant acknowledgement given to the role of the social context; or the level of the
AOD treatment system (Friedmann et al., 1999; Matto, 2004). Few, if any,
studies have provided a comprehensive understanding of access to AOD
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treatment which integrates findings from different levels of influence. Not only has
this shortcoming limited our understanding of the relationships between individual
and contextual influences on treatment access, but has also hampered the
development of interventions to enhance access to AOD treatment.

As mentioned previously, research on access to AOD treatment has largely
consisted of descriptive studies of factors associated with treatment entry among
special population groups, self-reported obstacles to accessing treatment, and
factors that differentiate out-of-treatment AOD users and recipients of treatment
services. Apart from a few studies that have used abbreviated versions of the
BHSU model, few studies have included theoretical frameworks that provide a
context for interpreting findings. These studies not only lack explanatory power,
but also provide limited insight into how barriers interact with treatment need to
inform access.

The current study redresses many of these limitations by exploring both
individual and contextual influences on access to AOD treatment and by
employing a widely accepted theory of health services utilisation. This theory-
driven approach could provide opportunities for expanding conceptual
understandings of access to AOD treatment and for developing interventions.
This might lead to more comprehensive policy initiatives to reduce disparities in
access to services.

More specifically, the primary purpose of this study is to identify factors
associated with realised access to treatment for adult people with AOD problems
from historically disadvantaged communities in the Cape Town metropole. This
study thus compares and contrasts out-of-treatment AOD users and recipients of
AOD treatment on a range of factors thought to be associated with AOD
treatment utilisation. The aims and objectives of this study are described more
fully in Chapter Four.
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CHAPTER FOUR

METHOD

41. AIMS

This study aimed to identify individual, community, and contextual factors
associated with access to AOD treatment among historically disadvantaged
communities (HDCs) in the Cape Town metropole. The study also explored
whether inequities in access to AOD treatment were present for these
communities. To provide a comprehensive view of access to treatment, data
were collected from treatment providers, treatment recipients and those in need
of services. It is hoped that this comprehensive approach will provide guidelines
for interventions that enhance access to AOD treatment for HDCs. More
specifically, this study had the following aims:

Aim 1: To explore whether access to AOD treatment among HDCs in Cape
ke
Town is equitable.
v

Objective 1: To identify whether need or non-need variables account for the
largest proportion of the variance in AOD treatment access among people from
HDCs.

Hypothesis 1: Non-need variables will be more strongly associated with
realised access than need variables.

Aim 2: To identify variables associated with access to AOD treatment for people
from HDCs in the Cape Town metropole.

Objective 1: To identify predisposing factors associated with AOD treatment use.
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Hypothesis 1: Lower levels of neighbourhood disorder will predispose
individuais to use AOD treatment

Hypothesis 2: Negative beliefs about treatment effectiveness and
treatment concerns will be negatively associated with AOD treatment use.

Hypothesis 3: Self efficacy to stop AOD use will be positively associated
with treatment access.

Objective 2: To identify enabling and/or restricting variables associated with AOD
treatment use.
Hypothesis 1. Affordability, awareness, geographic access and availability
barriers will be negatively associated with AOD treatment use.

Hypothesis 2: Stigma will be negatively associated with AOD treatment
use.

Hypothesis 3: Psychological functioning, social support and social capital
will be positively associated with treatment use.

Objective 3: To identify the need for treatment variables associated with AOD
treatment use.

Hypothesis 1: Evaluated treatment need (i.e. drug problem severity) will
be positively associated with AOD treatment use.

Hypothesis 2: Perceived treatment need (i.e. perceived drug probiem,
readiness to change and treatment motivation) will be positively
associated with treatment use.

Objective 4: To identify and describe socio-contextual influences on AOD
treatment use for people from HDCs.

Aim 3: To describe socio-demographic differences on the profile of variables
associated with AOD treatment use for people from HDCs in Cape Town.
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Objective 1: To identify gender differences on the profile of predisposing,
enabling and need for treatment variables associated with AOD treatment use.

Objective 2: To identify race differences on the profile of predisposing, enabling
and need for treatment variables associated with AOD treatment use.

Aim 4: To explore possible interactions between the predisposing, need for
treatment, enabling/restricting and contextual variables associated with AOD
treatment use for people from HDCs in the Cape Town metropole.

Objective 1: To examine whether the association between need for treatment
and access is mediated by enabling/restricting variables.

Hypothesis 1. Enabling/restricting variables will mediate the association
between treatment need and AOD treatment use.

Objective 2: To explore whether the association between need for treatment and
access is moderated by enabling/restricting variables.

Objective 3: To explore whether the association between enabling/restricting
variables and access is moderated by other enabling/restricting variables

Hypothesis 1: The association between geographic access barriers and
treatment use will be moderated by affordability and awareness batrriers.

Aim 5: To explore the applicability of the BHSU model for examining AOD
treatment use among HDCs in a resource-poor setting.

Aim 6: Based on the study's overall findings, to make recommendations and

inform intervention efforts to improve access to treatment for HDCs in the Cape
Town metropole.
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4.2. STUDY DESIGN

Given the complexity and potentially multiple influences on access to AOD
treatment, this study employed a muilti-level mixed methods research design that
consisted of a cross-sectional case-control study (Phase one) as well as a
separate qualitative study (Phase two). More specifically, the case-control study
compared people with AOD problems from HDCs who accessed treatment
(cases) with people with AOD problems from HDCs who had not accessed
treatment (controls) on a range of predispbsing, enabling and need variables
thought to be associated with access to treatment.* The qualitative case study
examined contextual (specifically AOD treatment system) influences on access to
AOD treatment for people from HDCs.® This mixed methods design allowed the
researcher to gain insights into aspects of access to AOD treatment at different
levels; with phase one focusing primarily on intra and inter-personal factors
associated with access to treatment and phase two focusing primarily on
contextual influences on treatment access. While the knowledge generated by
these studies is level-specific, the use of the BHSU model as a guiding framework
for both studies allowed results from each phase to be integrated so that global
inferences about access to AOD treatment for HDCs in the Cape Town metropole
could be made.

There were several advantages to examining the access phenomenon through
both quantitative and qualitative lenses, including allowing for a more
comprehensive understanding of access to AOD treatment to be gained than
would be from using a single approach (Creswell, 2003). While the quantitative
component provided insight into access-related factors at a population level; the
qualitative phase provided additional insight into contextual and systemic
influences on access to treatment that deepened the study and allowed for a
description of complex, non-linear interactions (not easily represented in
quantitative studies) to be made (Coleman, 1986; Denzin, 1988). Phase two also

* This case-control design is described in section 4.2.1
’ This case study design is described in section 4.2.2.
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helped improve the explanatory power of phase one by identifying factors within
the treatment system that clarified and helped interpret findings from this phase.

In addition, as quantitative and qualitative methods have their own set of strengths
and weaknesses, combining methods (and triangulating different data sources)
enhanced the validity, reliability and usefulness of the full set of findings
(Creswell, 2003; Denzin, 1988; Tashakkori & Teddlie, 2003). This allowed for
many of the limitations of a single approach to be overcome and enabled
stronger inferences to be made (Tashakkori & Teddlie, 2003). The specific
research design used in each phase is described in the following sub-sections;
thereafter each study phase is discussed separately.

4.2.1. Phase One: The case-control design

A cross-sectional case-control design was used during Phase one. This design,
also known as a case-referent design, probes causal inferences about an
outcome of interest by comparing cases that have the outcome of interest with
controls that do not have the outcome of interest. These comparisons are done
using retrospective data on multiple variables thought to be risk factors for the
outcome of interest (Paneth, Susser, & Susser, 2002; Shadish, Cook &
Campbell, 2002). This design was chosen as it is well-suited to generating
hypotheses about causal connections between risk factors and outcomes. More
specifically, the researcher thought this design would allow for the identification
of factors significantly aésociated with AOD treatment use among HDCs in Cape
Town.

For this study, subjects were selected based on the presence or absence of the
outcome of interest, namely realised access to AOD treatment. This study
defined cases as persons from HDCs with AOD problems who had accessed
AOD treatment in the 12 months preceding the study.® In contrast, controls were

¢ Access to treatment was operationalised as having completed detoxification (if required) and
having attended at least two treatment sessions.
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defined as persons from HDCs with AOD problems who had not accessed AOD
treatment prior to this study.

As mentioned eatrlier, this design is well-suited to answering this study’s research
questions, as it allows potential determinants of access to be identified and
facilitates the study of multiple factors thought to be associated with a particular
outcome. In addition, case-control studies are more feasible to implement than
experiments when the outcome of interest is rare or takes time to develop
(Shadish et al., 2002). This is particularly important for the study of access to
AOD treatment among poor black South Africans, which is a very rare event (see
Chapter Two for a discussion). More specifically, this design is appropriate to use
when examining rare outcomes as it is efficient with respect to sample size (due
to over-sampling of the rare outcome) and therefore practical in terms of time and
expense (Paneth et al., 2002). Apart from being cheaper and logistically easier
to conduct than field experiments or cohort studies, this design is often ethically
more appropriate as it may reduce risks to participants. Given the harms
associated with untreated AOD problems, the researcher felt it would be more
ethical to use a case-control design than a prospective cohort design that tracks
people with AOD problems until they access services.

Despite the value of this design, it does have certain limitations. First, the
methods of selecting cases and controls necessarily vary as they rarely present
in the same way (Schulz & Grimes, 2002; Shadish et al., 2002). This may
introduce certain selection biases into the study. One way of addressing these
biases is via matching controls to cases on geographic influences and
demographic factors. In this study, selection bias was controlled for by sampling
controls from the same communities in which the cases arose, and by matching
cases and controls on gender and race dimensions using frequency matching
techniques (Grimes & Schulz, 2002; Paneth et al., 2002). Despite this, the
researcher acknowledges that matched controls may still differ from cases in
unobserved ways that can be confounded with presumed determinants of the
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outcome. While the use of controls from multiple sources could have helped
avoid such problems (Shadish et al., 2002), this was not within the scope of the
current study. This study used a narrowly defined control, which according to
Schulz and Grimes (2002) is useful when the research question is highly specific;
as it is in the current study.

A second limitation is that assessment of treatment and risk exposure in case-
control designs is retrospectively reconstructed from fallible sources such as
memory and clinical records (Shadish et al., 2002). The use of retrospective
data may lead to recall and ascertainment biases (Grimes & Schulz, 2002). In
this study, the researcher tried to limit these biases via the careful selection of
cases and controls (Schulz & Grimes, 2002). In addition, recall bias was limited
by using time-line follow back (TLFB) procedures to collect retrospective data.
TLFB procedures have been shown to improve the accuracy of retrospective
AOD data (Sobell, Sobell, & Toneatto, 1992). Other limitations of this design that
are relevant for this study include the inability to estimate rates of access to
treatment, difficulties in determining causal order among multiple risk factors, and
the risk of inaccurate interpretation of findings due to confounding factors
(Grimes & Schulz, 2002; Paneth et al., 2002). Nonetheless this design was
appropriate for this study’s research questions given its widespread use in
examining rare outcomes and for its ability to generate causal hypotheses
(Shadish et al., 2002)- which is the primary aim of this study.

4.2.2. Phase Two: The qualitative component

A qualitative case study design was employed during Phase two. The case study
is an intensive investigation of a single unit of interest (Yin, 1994) and examines
the interaction of the unit of study within its context (Babbie & Mouton, 2001).
Qualitative case studies take multiple perspectives into account and attempt to
understand the influence of social systems on subjects’ perspectives and
behaviours (Newman & Benz, 1998; Yin, 1994). While the unit of study may be
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an individual, family, community or country, the unit of interest for this study was
the nonprofit AOD treatment system in the Cape Town metropole.

The case study design was well suited to addressing this study’s research
questions, as it allowed for the identification and examination of social contextual
factors within HDCs and the AOD treatment system that might influence access
to AOD treatment for people from HDCs and that were not easily quantifiable.
More specifically, this component of the study examined the influence of several
contextual factors on access to treatment, specifically community-level
influences, AOD treatment system influences, and broader political influences.
This component of the study also integrated muiltiple perspectives on access to
AOD treatment, specifically those of treatment service providers and local
communities (see section 4.4.1.). The inclusion of these multiple variables and
multiple perspectives allowed the researcher to examine how the nonprofit AOD
treatment system and individuals seeking treatment interact with the social
context. This contextualised knowledge also allowed for a more nuanced
understanding of access to AOD treatment to be formed.

4.3. PHASE ONE

4.3.1. Sample characteristics

To be selected for inclusion in the study, potential cases and controls had to
meet the following eligibility criteria: they had to be at least 18 years old; self-
identify as either Black/African or Coloured; earn less than R2500 per month;
have AOD problems (either treated or untreated); and provide written, informed
consent to participate in the study.

4.3.1.1. Sampling method
As the target population consisted of a hard-to-reach population for which limited
information was available, snowball sampling techniques were used to identify
cases and controls. During the data collection period (June 2005 to January
2006), cases were identified at nonprofit AOD treatment facilities in the Cape
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Town metropole, with which the researcher had well-established relationships.
Nonprofit treatment centres were identified as starting points for sampling as
compared to the for-profit treatment sector; they are more likely to serve clients
from HDCs (see Chapter One). In addition, community contacts were used to
identify controls in each of the 12 recruitment areas (see section 4.3.2 for a
description of these contacts). These cases and controls served as starting
points for snowball sampling by referring the researcher to other potential cases
and controls who fulfilled the study criteria. This chain referral process continued
until the cases and controls adequately represented the 12 recruitment areas and
the desired sample size had been obtained.

Although the use of snowball sampling does have inherent limitations, such as a
limited ability to generalise results to the broader population, the possibility of
response bias, and the possibility that significant relationships may be due to the
influence of extraneous variables (Bryman & Cramer, 1997), this study tried to
address these limitations. To minimise the risk of response bias, this study
obtained a response rate of 98.3%; well over the 70% recommended by Babbie
and Wagenaar (1992). Procedures that enabled the researcher to obtain such a
high response rate are described in section 4.3.2. This study also controlled for
extraneous variables by collecting biographical data. As race and gender were
identified as potential confounders of access to treatment, equal proportions of
male and female as well as Black/African and Coloured cases were sampled and
frequency matching was used to ensure that cases and controls were matched
on these dimensions. Race and gender were also controlled for in statistical
analyses.

4.3.1.2. Recruitment areas

To ensure that controls represented the population of persons with AOD
problems in HDCs, subjects were recruited from a range of these communities.
Two residential areas from each of the six sub-structures of the Cape Town
metropole were selected as key focus areas for sampling. To be selected, the
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area had to consistently appear in SACENDU'’s list of top ten residential areas for
AOD problems or be identified by key informants as an area with high levels of
AOD use. Selected areas also had to be classified as “Black” or “Coloured”
residential areas under the apartheid regime, have high levels of health and
social problems, have limited infrastructure to support service delivery, and be
low-income areas.

~

For this study, recruitment areas included: Atlantis and Dunoon in the
Blaauwberg/ Northern sub-structure, Delft and Khayelitsha in the Tygerberg sub-
structure, Eersterivier and Wallacedene in the Oostenberg/Eastern sub-structure,
Macassar and Lowandle in the Helderberg sub-structure, Langa and Retreat in
the Southern Peninsula sub-structure, and Mitchell’s Plain and Gugulethu in the
"Central sub-structure of the Cape Town metropole’. These recruitment areas
have been identified as key target areas for AOD interventions by provincial
government and other policy makers.

More specifically, these communities were chosen as recruitment areas as they
appear to be representative of HDCs in the Cape Town metropole. Like other
HDCs, they are characterised by high levels of poverty and unemployment
(Statistics South Africa, 2005); high incidence rates for TB and HIV (Bradshaw et
al., 2004); high levels of crime, violence and trauma (Groenewald et al., 2001);
and low levels of social infrastructure, such as housing and transport (Smith,
2005). Therefore, a strong case can be made for the study sample being
representative of HDCs in the Cape Town metropole, particularly as all subjects
also had low monthly incomes.

4.3.1.3. Characteristics of the final sample

A non-random, snowball sample of 989 participants was drawn from the selected
recruitment areas (see section 4.3.1.1.). The final sample consisted of 434 cases
and 555 controls. Of these controls, approximately 46 were selected from each

7 A map of these recruitment areas can be found in Appendix 1.
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recruitment area. Chi-square tests of association revealed that cases and

controls did not differ by gender or race. Similarly, independent sample { tests

showed that mean age and level of education did not differ among cases and

controls. Demographic data for this study are shown in Table 3.

Table 3. Demographic information for the overall sample (N = 989)
Variable Cases Control c'“'sq";)’)e’ ttest  oyerall

Male 54.4% (236)  50.3% (279) 52.1% (515)
1.65 (0.20)

Female 45.6% (198)  49.7% (276) 47.9% (474)

Black/African 50.9% (221)  50.3% (279) 50.6% (500)
0.04 (0.84)

Coloured 49.1% (213)  49.7% (276) 49.4% (489)

Mean age in years(SD) 24.95(4.81)  25.43 (5.98) 1.38 (0.17) 25.22 (5.51)

("g.‘%a)" education-grade 1455157y  11.45(1.52) -0.95 (0.34) 11.50 (1.54)

Total (N) 434 555 - 989

4.3.2. Procedures

Prior to initiating Phase one, the Access to Treatment Survey Questionnaire
(ATQ) (see section 4.3.3.) was pilot-tested among 40 people with AOD problems
from two HDCs in Cape Town. Pilot-testing took the form of face-to face
interviews. This one-on-one interview format allowed fieldworkers to provide
feedback on the extent to which interview items were understood and to identify
problematic wording that needed to be changed. This feedback aliowed the
researcher to refine the ATQ prior to the main study. Only a few items were
problematic. Items relating to self-efficacy were reworded so that they were
more easily understood, negatively worded items were changed due to
misunderstandings that occurred, and examples and probing questions were
added to ensure that the meaning behind the ATQ items would be understood by
all and to minimise the occurrence of “don’t know” and “neutral” responses. Pilot-
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testing also allowed the reliability of the scales comprising the ATQ to be
established for a South African population.®

The researcher had initially planned to translate the ATQ into Afrikaans and
isiXhosa. However, feedback from fieldworkers, key informants and participants
during pilot-testing revealed that most individuals in the urbanised communities
of the Cape Town metropole had a good grasp of English. Given this feedback
and the costs associated with translation, the researcher decided not to translate
the ATQ and instead employed trained fieldworkers, fluent in at least two of the
three official languages of the region (English, Afrikaans, and isiXhosa), who
could translate items where needed.

During Phase one, data were collected by a team of five fieldworkers. All of the
fieldworkers had extensive experience in conducting community surveys related
to AOD use and had been previously employed by the South African Medical
Research Council for this purpose. All fieldworkers were familiar with and had
close contacts in the target recruitment areas. This facilitated entry into these
communities and enabled fieldworkers to gain the trust of potential participants.
Trust was also facilitated by the matching of potential participants and
fieldworkers on ethnicity and (where possible) gender dimensions. Fieldworkers
completed 40 hours of training in data collection procedures, such as
recruitment, quality assurance, screening and interview administration; research
ethics; and AOD-related issues. In addition, fieldworkers were provided with a
training manual and guidelines for questionnaire administration. During the initial
stages of pilot-testing and study implementation, fieldworkers were closely
monitored by a fieldwork manager and by the researcher. This helped maintain
data quality by ensuring that that the ATQ was adhered to, participants’
responses were correctly recorded, and that probes were used to ensure
appropriate responses.

¥ Reliability statistics for the pilot-test are reported in section 4.3.3.
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The first step of data collection involved identifying, screening and interviewing
respondents who acted as cases for realised access to treatment. More
specifically, all inpatient and outpatient nonprofit AOD treatment facilities in the
Cape Town metropole were contacted. Having obtained the support of these
treatment providers, the investigator trained counselling staff from these facilities
to identify recipients of services that met the study’s selection criteria. First,
counsellors obtained written informed consent from potential cases so that
locator information could be gathered and passed on to the fieldworkers. The
counsellors also screened potential recruits for eligibility using the brief screener
(described in section 4.3.3). This brief screener took approximately five minutes
to complete. Of the 440 persons screened, all met the study’s eligibility criteria.
Once eligibility had been established, the counsellors obtained locator
information (e.g. residential address and contact telephone numbers)® from each
recruit so that fieldworkers could contact them and arrange an interview.
Fieldworkers contacted these recruits telephonically or in person to obtain written
informed consent to conduct a full ATQ. Only six recruits refused to participate in
the interview. During this interview, the ATQ was administered in a face-to-face
format. The use of face-to face interviews had several advantages for this study;
including the ability to decrease “neutral’, “unsure” and “don’t know responses” to
survey items through the use of probing questions and the ability to guard
against confusing items by clarifying items that the participant had clearly
misunderstood. This interview took approximately 90 minutes to complete and
was generally conducted in recruits’ place of residence. It should be noted that
this sampling strategy was approved by the University of Cape Town’s ethics
review board (see section 4.5. for a detailed description).

The second step in data collection consisted of identifying, screening and
interviewing respondents who acted as controls. Fieldworkers entered the target
communities by contacting community organisations, community leaders, and

® The brief screener, informed consent form, locator information form and ATQ for treatment
recipients can be found in Appendix 2.
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individuals in the community with known interests in the AOD field. This process
was made easier by the fact that the fieldwork team and the fieldwork manager
were known to the target communities. Having obtained the support of these key
informants, fieldworkers asked them to identify potential recruits for the study
who were known to have AOD problems. Key informants were assured that in
doing so, their anonymity would be protected. In addition, informants were fully
informed about the process of contacting potential controls and gave contact
information for these individuals knowingly. Key informants were easily able to
identify controls within their communities. This is partly due to the social and
political structure of poorer South African communities where people live together
in close confines, often depend on each other for financial survival and support,
and know their neighbours. In such communities, keeping issues such as
involvement in crime, health and social problems, and drug use private is often a
challenge. Based on this understanding of poor South African communities, the
researcher assumed that key informants would be able to provide lists of
individuals with AOD problems.

Having obtained lists of potential control subjects (which served as a starting
point for snowball sampling); fieldworkers contacted these individuals in person.
These potential control subjects were never told who had identified them as
having AOD problems. [n addition, they did not seem to be surprised or offended
about being asked to participate in the study. For the most part, responses were
positive, with controls eager to share their experiences. After explaining the aims
of the study, fieldworkers obtained written informed consent to screen them for
study eligibility. The interviewer-administered brief screener took approximately
five minutes to complete. Participants were given feedback from the results of
the screener and those who did not meet the study’s eligibility criteria were
thanked for their participation and given a resource list of AOD services.'® Of the
559 participants screened, only four did not meet the study’s eligibility criteria.
For eligible participants, fieldworkers obtained written consent to conduct a full

1% This resource list can be found in Appendix 3.
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interview. A time and place was arranged where participants could be
interviewed in private, during which time the ATQ was administered. This
interview took approximately 90 minutes to complete. Although participants did
not receive financial incentives, fieldworkers did provide participants with
refreshments. Fieldworkers also provided participants with feedback from their
interview and referrals to AOD treatment and other health services if required.

4.3.3. Data collection tools

Two data collection tools were used over the course of this phase: (1) the
interviewer-administered brief screener and (2) the Access to Treatment
Questionnaire (ATQ) developed by the author for the purpose of this study. The
following sub-sections provide detailed descriptions of these tools.

4.3.3.1. The brief screener

The brief screener was used to determine eligibility to participate in the study.
This screener collected information on socio-demographic variables such as area
of residence, gender, age, race, and legal income in the last 30 days. Controls
were also screened for current AOD problems in order to objectively assess their
need for AOD treatment. As cases were known to have lifetime AOD problems,
they were not screened for these problems. This study used the Texas Christian
University Drug Screen (TCUDS-II; Knight, Simpson, & Hiller, 2002) to screen
controls for current AOD problems.

4.3.3.1.1. TCUDS-II

The TCUDS-II is a screening tool for drug use severity and dependence that has
been used with treatment-seeking populations and community samples (Knight
et al., 2002). This study uses the first 9 items of the TCUDS to compute a
continuous composite score that measures drug use severity (Peters et al.,
2000). Composite scores range from 0 to 9, with a composite score of 3 or
greater indicating relatively severe drug-related problems that correspond to a
DSM-IV-TR drug dependence diagnosis; characterised by clinically significant

89



impairment in social and occupational functioning, drug-related harms, increasing
tolerance for the substance, and loss of control over AOD use (American
Psychiatric Association, 2001). The scale's overall reliability is good (a = .89)
(Knight et al., 2002) and has good test-retest reliability (r = .97) (Peters et al.,
2000). This study obtained a Cronbach coefficient alpha of .88 for the scale. In
addition, all controls scored above the cut-off point of 3, indicating an objective
need for treatment.

4.3.3.2. The Access to Treatment Survey Questionnaire (ATQ)

The ATQ was compiled by the author to examine access to AOD treatment
among South African populations. The ATQ is a 45 page interviewer-
administered survey that measures AOD treatment use, need for AOD treatment,
factors thought to predispose individuais to seeking treatment, and factors
thought to enable or restrict treatment use. The ATQ examines these variable
domains using existing standard questionnaires, where available. Where
existing scales were not available, the author was forced to construct measures
of these variables. For these constructed measures, item choice was guided by
the available literature. The following sub-sections describe the measures that
comprise the ATQ. These measures, and the domains they relate to, are
reflected in Table 4.

4.3.3.2.1. Use of AOD treatment

The key dependent variable for this study was realised access or treatment use.
This was assessed by the question: “Have you ever gone anywhere or seen
anyone for help with alcohol and/or drug-related problems? “ This item had a
“yes” (1) or a “no” (0) response.

4.3.3.2.2. Need for AOD treatment

The ATQ assessed evaluated need for treatment, perceived need for treatment,
and two situational indicators of perceived need: readiness to change AOD use
and treatment motivation.

90



e Evaluated need for treatment
Evaluated need for AOD treatment was ascertained by a scale adapted for the
purposes of this study. The ATQ included 17 items based on the Substance Use
Disorders module of the Structured Clinical Interview for DSM-IV-TR (SCID-;
First, Spitzer, Gibbon, & Williams, 1997). These items assess the impact of AOD
use on health and emotional well-being, attempts to cut down on AOD use,
tolerance and withdrawal symptoms. Each item is rated on a 4-point Likert scale,
with responses ranging from “never” (1) to “in the past month” (4). Higher
composite scores indicate greater drug problem severity and greater evaluated
need for AOD treatment. This scale appears to have good internal reliability, with
this study obtaining composite score alpha coefficients of .90 for the pilot and .89
for the main study.

o Perceived need for treatment
Internally perceived need for treatment was examined via the following
questions: “Do you think you have an alcohol or drug problem?” and “Do you
think you need help (treatment/rehab) to change your alcohol and/or drug use?”
The question “Have other people suggested that you need help to change your
use of alcohol/drugs?” examined externally perceived need for treatment. These
items had a “yes” (1) or “no” (0) response.

e Readiness to change
The Stages of Change, Readiness and Treatment Eagerness Scale

(SOCRATES-8D; Miller & Tonigan, 1996) was used to measure readiness to
change AOD use. This 19-item scale consists of three subscales: the 7-item
problem recognition scale, the 4-item ambivalence scale and the 8-item taking
steps to change scale. Each item is rated on a 5-point Likert scale, with
responses ranging from “strongly disagree” (1) to “strongly agree” (5). This study
only used the composite SOCRATES score, calculated by averaging the
aggregated responses to all items. Higher scores indicate greater readiness to
change AOD use (Miller & Tonigan, 1996).
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The SOCRATES has good construct validity; predicting treatment initiation,
treatment engagement and treatment outcomes across a range of populations
and settings (Cloud & Peacock, 2001; Maisto, Chung, Cornelius, & Martin, 2003;
Miller & Tonigan, 1996). Good internal reliability coefficients have been reported,
with coefficients ranging from .68 to .89 for the subscales and test-retest
reliability correlations ranging from .83 to .99 (Figlie, Dunn, & Laranjeira, 2005;
Miller & Tonigan, 1996). This study obtained alpha coefficients of .91 for the pilot
and .95 for the main study.

e  Treatment motivation
The Texas Christian University (TCU) motivation scales (Simpson & Joe, 1993;
Simpson, 2001) were used to measure problem recognition, desire for help and
treatment readiness. The 9-item Problem Recognition (PR) scale measures the
extent to which participants’ perceive problems related to their AOD use. The 6-
item Desire for Help (DH) scale examines intrinsic need for change and interest
in getting help for AOD problems. The 8-item Treatment Readiness (TR) scale
assesses commitment levels and expectations about how helpful AOD treatment
will be (Knight, Holcom & Simpson, 1994). For these scales, responses range on
a 5-point Likert scale from “strongly disagree” (1) to “strongly agree” (5).
Composite scores are computed by averaging the aggregated responses (Joe,
Broome, Rowan-Szal, & Simpson, 2002). These scores are then rescaled so that
they range from 10 to 50.

These scales have good construct validity and predict treatment entry, retention,
and outcome among people with AOD problems in different populations (De
Weert-van Oene, Schippers, De Jong, & Schrijvers, 2002; Simpson & Joe, 1993;
Simpson, Joe, Rowan-Szal, & Greener, 1995; Simpson, Joe, Rowan-Szal, &
Greener, 1997). In previous studies, the PR, DH, and TR scales have yielded
high coefficient alpha reliabilities, ranging from .70 to .91 and test-retest reliability
correlations ranging from .74 to .85 (De Weert-van Oene et al., 2002; Joe,
Simpson, & Broome, 1999; Knight et al., 1994; Simpson et al., 1995; Simpson et
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al., 1997). This study obtained Cronbach alpha coefficients of .97 and .86 for the

PR scale, .85 and .86 for the DH scale, and .65 and .68 for the TR scale for the
pilot and main study, respectively.

43323 Predisposing factors for access to treatment

The ATQ contains several variables thought to be predisposing factors for AOD
treatment use. These include demographic and social structural factors, beliefs
and attitudes related to AOD treatment; and psychological factors.

o Predisposing demographic and social structural factors

The ATQ includes the demographic variables of age and gender and the
following social-structural variables: race/ethnicity, level of education, relative
socio-economic deprivation, and neighbourhood environment.

» Relative socio-economic deprivation
A relative deprivation index was constructed by conducting a principal
components’ analysis on variables included in the ATQ that related to subjects’
socio-economic circumstances, including living conditions and material
possessions. This procedure resulted in 10 items being selected. The items
were: access to drinking water and electricity; type of toilet facilities; type of
dwelling; type of cooking fuel; and ownership of a television, fridge, stove,
telephone, and/or couch. The weighted Z-scores of these items were used to
create a composite relative deprivation score, with higher scores indicating
relatively less socio-economic deprivation."’

» Neighbourhood environment
The Neighbourhood Environment Scale (NES; Crum, Lillie-Blanton, & Anthony,
1996) measures neighbourhood disadvantage. Prior research has shown that
this scale has high internal consistency and predictive validity (Crum et al.,
1996).

" Appendix 4 describes the methods used to construct this index
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Table 4. Domains and measures comprising the ATQ
Domain Variables Scale and indicators
Utilization Use of treatment Use; type, frequency & amount of treatment; treatment completion
Predisposing | Sociodemographic Age, education, gender, race
Neighbourhood environment | NES; safety, AOD use, and poverty in communities
Relative deprivation Relative deprivation index
Beliefs/attitudes to treatment | Beliefs about treatment effectiveness, perceptions about access, treatment concerns
Self-efficacy ADUCE-C, self-efficacy to stop AOD use for > 1 month
Need Evaluated need Drug problem severity scale based on SCID
Perceived need- internal Perceived AOD problem, perceived need for treatment
Perceived need- external Others suggest need for treatment
Readiness to change SOCRATES scale
Treatment motivation TCU problem recognition, desire for help & treatment readiness scales
Enabling Affordability Medical Aid, income, employment status, affordability barrier scale
Competing priorities Competing priorities: money for food and need to care for others
Awareness Awareness of services (Yes/No), Number of facilities aware of
Availability Extent to which alcohol and/or drug treatment available
Geographic access Distance and time to treatment, Delays in accessing treatment

Treatment appropriateness
Stigma

Psychological functioning
Social support

Social capital

Treatment utility scale

Stigma consciousness and stigma towards substance abusers scales
TCU depression & anxiety scales

RAND- MOS social support scale, TCU abstinence support scale
Neighbourhood trust scale, Social cohesion scale
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For this study, the wording of the NES was adapted for an adult population and
item responses were changed to range on a 5-point Likert scale from “strongly
disagree” (1) to “strongly agree” (5). As the pilot study obtained a low Cronbach
alpha coefficient (.46), 8 items with low inter-item correlations were removed from
the scale. For the main study, the 10-item version had good internal consistency,
with a Cronbach alpha coefficient of .82 being obtained.

The ATQ also includes items that examine perceived levels of poverty, safety,
alcohol use, and drug use in participants’ neighbourhoods. Question responses
range on a 5-point Likert scale from “very high” (1) to “very low” (5).

o Beliefs about AQOD treatment
The 12-item “Beliefs about treatment effectiveness” scale measures community
beliefs about the effectiveness of AOD treatment. Developed for this study, items
were derived from information provided by key informants in the AOD field. item
responses range on 5-point Likert scale from “strongly disagree” (1) to “strongly
agree” (5). Aggregated responses are averaged to give an overall score, with
higher scores reflecting more negative beliefs. This scale appears to have good
face validity and internal reliability, with Cronbach alpha coefficients of .74 and
.81 obtained in the pilot and main study, respectively.

In addition, the 15-item “Community views about access to treatment” scale
measures community beliefs about the affordability, availability and
appropriateness of existing AOD treatment services as reported by participants.
This scale was constructed for the purposes of this study, with items based on
information provided by key informants in the AOD field. Item responses range
on 5-point Likert scale from “strongly disagree” (1) to “strongly agree” (5).
Aggregated responses are averaged to give an overall score, with higher scores
reflecting more negative views. This scale has good face validity and internal
reliability, with the main study obtaining a Cronbach alpha coefficient of .82.
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The 10-item “Treatment concerns” scale measures individual concerns about
what happens in AOD treatment. Item responses range on 5-point Likert scale
from “to a very small extent” (1) to “a very large extent” (5). Aggregated
responses are averaged to give an overall score, with higher scores reflecting
greater treatment concerns. This scale was based on items taken from Miller and
Tonigan’'s (1995) “Barriers questionnaire” (Meyers, Miller, Smith, & Tonigan,
2002). Initial findings suggest that this scale has good internal consistency, with
the main study obtaining a Cronbach alpha coefficient of .90.

e  Psychological predisposing factors
The 20-item Alcohol and Drug Use Self-efficacy Scale, Confidence version

(ADUSE-C; Brown, Seraganian, Tremblay, & Annis, 2002) assesses self-efficacy
for alcohol and drug abstinence. For each of the ADUSE-C items, participants
rate the extent to which they feel confident to abstain from AOD use on a 5-point
scale, with responses ranging from “not at all” (1) to “extremely” (5). While the
ADUSE-C comprises four subscales (negative affect, social situations, physical
or other concerns, and craving and urges), this study only uses the composite
confidence score. This is calculated by summing the responses to all scale items
(Brown et al., 2002). The ADUSE-C has good construct validity and predicts
treatment initiation, relapse potential and post-treatment functioning among
people with AOD problems across a range of populations and settings (Brown et
al., 2002; Hiller, Broome, Knight, & Simpson, 2000). This study obtained
Cronbach alpha coefficients of .97 for the composite scale in both the pilot and
main study.

The ATQ also includes an item that examines self-efficacy to stop AOD use for

more than one month. Item responses range on a 5-point Likert scale, with
higher scores indicating greater self-efficacy to change AOD use.
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4.3.3.2.4. Enabling and restricting factors

The ATQ includes the following enabling/restricting factors: affordability factors,
availability of services, geographic access, service appropriateness, competing
priorities, stigma, psychological functioning, social support, and social capital.

o  Affordability barriers

Several items examine the affordability of AOD treatment; including questions
about monthly income, employment. status, and access to medical insurance. A
5-item “Affordability scale” was constructed to measure the extent to which
treatment and transport costs act as barriers to access. These items were taken
from Miller and Tonigan’s (1995) “Barriers questionnaire” (Meyers et al., 2002).
ltems are rated on a 5-point Likert scale; with responses ranging from “a very
small extent” (1) to “a very large extent” (5). Aggregated responses are averaged
to give a composite score, with higher scores indicating more cost-related
barriers. Although not properly tested, initial findings suggest that the scale has
good internal consistency (a = .84).

e  Awareness barriers
The ATQ also examines the extent to which participants are aware of AOD
services. A single-item question asks participants if they know where to go for
AOD services; with responses coded as “yes” (1) or “no” (0). Participants are
also asked to list the AOD treatment facilities that they are aware of. Based on
responses to this question, the number of known AOD treatment facilities is
calculated.

e Availability and geographic accessibility of treatment

Two items examine the availability of AOD services within subjects’ communities.
Responses to these items are coded as “yes” (1) or “no” (0). In addition, two
open-ended questions examine the geographic accessibility of services in terms
of distance to treatment and travel time to treatment.
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A 3-item “Delays in accessing treatment” scale examines delays in accessing
treatment due to distance, gatekeepers, and waiting lists. These items were
taken from Miller and Tonigan’s (1995) “Barriers questionnaire” (Meyers et al.,
2002). Item responses range on a 5-point Likert scale from “a very small extent’
(1) to “a very large extent” (5). A composite score is calculated by averaging the
responses to the summed items; with higher scores indicating more time-related
barriers. Although this scale needs to be tested further, initial findings suggest
that it is internally consistent, with this study obtaining a Cronbach alpha
coefficient of .72.

o Perceived appropriateness of treatment services
A scale was constructed to examine perceived appropriateness of AOD

treatment. A 2-item “Treatment utility scale” examines perceptions that AOD
treatment would be useful. For these scales, responses range on a 5-point scale
from “a very small extent” (1) to “a very large extent” (5). Composite scores are
calculated by averaging the aggregated responses, with higher scores indicating
more barriers. Initial findings suggest that these scales are internally consistent,
with this study obtaining a Cronbach alpha coefficient of .78 for this measure.

e  Competing priorities
The ATQ includes two single-item questions about whether the need to take care

of others and/or the need to pay for food and shelter limits access to treatment.
Responses for these items are coded as “yes” (1) or “no” (0).

e  Psychological functioning
The TCU'’s 6-item depression and 7-item anxiety scales were also included in the

ATQ. For these scales, higher scores indicate greater levels of depression and
anxiety. ltem responses range on 5-point Likert scales from “strongly disagree”
(1) to “strongly agree” (5). Composite scale scores are calculated by averaging
the responses to the summed items and transfohning the scores so that they
range front10 to 50 (Joe et al., 2002).
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The TCU depression and anxiety scales have good construct and convergent
validity, with the depression scale validated against the Beck Depression
Inventory (Joe, Knezek, Watson, & Simpson, 1991) and the SCL-90 Depression
scale (Simpson, Knight, & Ray, 1993) and the anxiety scale validated against the
SCL-90 anxiety scale (Simpson et al., 1993). These scales have good internal
reliability, with alpha coefficients ranging between .76 and .80 for the depression
scale and .78 and .82 for the anxiety scale (Joe et al., 2002; Knight et al., 1994;
Simpson et al., 1993). For these scales, both the pilot and main phases of this
study obtained Cronbach alpha coefficients that ranged from .81 to .92.

o  Stigma-related barriers
The ATQ includes two measures of stigma. The first, the 10-item Stigma

Consciousness Scale measures expectations of being judged negatively on the
basis of one’s AOD use (Ross, Williams, Timpson, Amos, & Bowen, 2005). item
responses range on 10-point Likert scale from “strongly disagree” (1) to “strongly
agree” (10). Responses are summed and averaged to give a composite stigma
consciousness score, with higher scores reflecting more internalised stigma.
Initial studies obtained a Cronbach alpha coefficient of .87 for this scale (Ross et
al., 2005). This study obtained Cronbach alpha coefficients of .90 and .84 for the
pilot and main study, respectively.

Secondly, as the author was unable to find a measure of stigma towards people
with AOD problems, a 16-item “Stigma towards AOD users” scale, was
constructed. This measures the extent to which a community is perceived to
stigmatise people with AOD problems. Iltem responses range on 5-point Likert
scale from “strongly disagree” (1) to “strongly agree” (5). A composite score is
calculated, with higher scores reflecting more perceived stigma within
communities. Although not properly tested, initial findings suggest that the scale
has good internal consistency, with the pilot and main study obtaining Cronbach
alpha coefficients of .83 and .84, respectively.
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o Barriers related to social support
The RAND Medical Outcomes Study Social Support Scale (MOS-SSS,
Sherbourne & Stewart, 1991) was used to measure availability of generic social

support. The 19-item MOS-SSS measures functional dimensions of perceived
social support. The MOS-SSS consists of four subscales: the emotional and
informational support subscale measures the extent to which others are
perceived to express understanding and offer advice and information, the
tangible support subscale assesses the extent to which others are perceived to
provide material aid, the positive social interaction subscale measures the extent
to which others are perceived to be available to do fun things with, and the
affectionate support subscale measures the extent to which others are perceived
to express affection for the respondent. Respondents are asked to indicate the
availability of support, with responses ranging on a 5-point Likert scale from
“none of the time” (1) to “all of the time” (5). Higher composite scores indicate
greater availability of support (Sherbourne & Stewart, 1991).

The MOS-SSS has good construct and divergent validity, with scales being
distinct from measures of loneliness and other aspects of social functioning
(Sherbourne & Stewart, 1991; Yu, Lee & Woo, 2004). The MOS-SSS also has
good internal reliability, with Cronbach alpha coefficients of .97 to .98 being
reported for the composite scale and alpha coefficients of .91 to .96 being
reported for the subscales (Westaway, Seager, Rheeder, & Van Zyl, '2005; Yu et
al., 2004). In addition, this scale has been used with success in South African
studies, by for example Westaway and colleagues. The present study obtained
Cronbach alpha coefficients for the composite scale of .96 and .97 in the pilot
and main phase, respectively. For the subscales, the alpha coefficients ranged
between .80 and .96.

The 9-item TCU social support scale was also included in the ATQ. This scale

measures the extent to which others act as external supports for treatment and
abstinence from AOD use (Joe et al., 2002; Simpson et al., 1997). Item
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responses range on a 5-point Likert scale from “strongly disagree” (1) to “strongly
agree” (5). Higher composite scores indicate greater levels of support for
treatment and abstinence. Previous studies reported good Cronbach alpha
coefficients for this scale, with alpha coefficients ranging between .75 and .95
(Joe et al., 2002; Simpson et al., 1997). This study obtained a Cronbach alpha
coefficient of .77.

o Barriers related to social capital
The ATQ includes two indicators of social capital: interpersonal trust and social

cohesion. The 17-item Neighbourhood Trust Scale was constructed for the
purpose of this study and combines social trust items from various social capital
surveys (e.g. Grootaert, Nsrayan, Jones, & Woolcock, 2003). This scale
measures the extent to which participants trust others, with responses ranging on
a 5-point scale from “strongly disagree” (1) to “strongly agree” (5). Responses
are aggregated to form a composite score, with higher scores reflecting greater
social trust. This scale has good internal reliability, with the pilot and main study
obtaining alpha coefficients of .87 and .86, respectively.

The 5-item Social Cohesion Scale (Sampson, Raudenbusch, & Earls, 1997) was
expanded to include an AOD item. item responses range from "strongly
disagree" (1) to "strongly disagree" (5). Responses are aggregated to form a
composite measure of social cohesion, with higher scores reflecting greater
levels of cohesion. Cronbach alpha coefficients of .76 and .83 were obtained for
the pilot and main study, respectively.

4.3.3.2.5. A note on the use of constructed scales in the ATQ

Where the author was unable to find scales that measured variables thought to
be associated with AOD treatment use in Chapters Two and Three, she was
forced to construct L’neasures of these variables. Although not ideal, and while
these measures require further psychometric development and testing, initial
analyses suggest that these measures are reliable. This is supported by
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feedback provided by fieldworkers during the administration of the ATQ. As the
ATQ is an interviewer-administered questionnaire, fieldworkers were given
instructions to provide feedback on the extent to which items were understood
and/or were problematic. This feedback emphasised that participants
successfully understood all questions contained in the ATQ and were able to
respond without difficulty.

4.3.4. Data analysis

All quantitative data were analysed using the Statistical Package for the Social
Sciences (SPSS, Norusis, 2007). Reliability analyses were conducted for all
psychometric scales. A relative deprivation index was calculated by performing a
principal components analysis on all underlying deprivation indicators (see
Appendix Four). Following this, descriptive analyses were performed on all study
variables.

To examine significant differences between cases and controls on predisposing,
enabling/restricting, and need variables, bivariate analyses consisting of Chi-
squared tests and f tests of means were conducted. Following this, a series of
multiple logistic regression analyses were performed, with access to treatment as
the dependent variable and significant predisposing, enabling and need variables
entered as the independent predictor variables in separate regression equations.
To identify which variable domain predicted the greater amount of variance in
access to treatment, a hierarchical multiple logistic regression analysis was
performed, with each of the enabling/restricting, need for treatment and
predisposing domains entered as separate variable blocks. To maintain model
parsimony, only variables that were significant at the 0.01 level were included in
the final model.

To examine significant socio-demographic differences on the profile of variables

associated with treatment use, bivariate analyses were used to identify variables
significantly associated with access for each race and gender group. Following
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this, multiple logistic regression analyses on access were conducted separately
for each race and gender group.

Finally, hierarchical logistic regression procedures were used to explore possible
interactions between the enabling and the need for treatment variable domains.
More specifically, hierarchical logistic regression procedures were used to
explore both mediator and moderator effects. For the latter, this involved the
creation of interaction terms.

4.4. PHASE TWO

4.4.1. Sample characteristics

For this phase, data on the treatment system and access to treatment were
collected from multiple informants and muitiple sources to improve confidence in
the reliability of findings (Babbie & Mouton, 2001). More specifically, a sample
frame was constructed from the contact list of the Wa

researchers and policy makers.

W '
Local drug action committees (LDACs) are community-based bodies tasked with
coordinating all AOD prevention and treatment activities at a local level. LDACs
consist of community representatives concerned with AOD use as well as AOD
agencies operating in the specified community. It is hoped that LDACs will ‘
provide a structure for mobilising around AOD issues in HDCs. The development
and initiation of LDACs is the responsibility of the provincial Department of Social
Development, which has elected coordinators in each of the six social service
district offices to fulfill this mandate. Despite this, LDACs vary in the extent to
which they are operational; due to differences in community capacity and
resources.

As LDACs, their coordinators, and nonprofit treatment centres focus on
coordinating and providing AOD treatment services for HDCs, the researcher

103



thought these would be the best sources of information on access to and the
functioning of the AOD treatment system for these communities. Key informants
were purposefully selected according to their knowledge and experience of AOD
treatment service delivery in the Cape Town metropole and their experience of
working with HDCs.

As data collection only continued until saturation of new themes and information
occurred, the final sample consisted of 20 key informants. Informants from
various components of the treatment system participated in the study, including
clinical managers and senior counsellors at nonprofit AOD treatment facilities
(TSPs), substance abuse coordinators (SACs) in the district social service offices
that serve the 12 recruitment areas (see section 4.3.1.2.), members of LDACs,
and AOD policy makers. Some of these key informants served multiple roles:
seven were employed by AOD treatment services, four were involved in LDACs,
five were AOD policy makers, and five were substance abuse coordinators in
district social service offices located in the recruitment areas.

4.4.2. Procedures

in Phase two, the researcher contacted the identified key informants, informed
them about the study, and obtained their written informed consent to participate
in semi-structured in-depth interviews. The researcher then arranged a time and
place for an interview. The interview was conducted in private by either the
investigator or a research assistant with postgraduate training in qualitative
interviewing techniques. As all the key informants spoke English fluently,
interviews were conducted in this language. These interviews® covered broad
themes that include perceptions of access to treatment and contextual influences
on access for HDCs. The interviews took approximately 90 minutes to complete.
Each interview was audio-taped and transcribed verbatim using professional
transcription services. Data collection continued until saturation of new themes
and information occurred.

® The interview guide can be found in Appendix 5.
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4.4.3. The Access to Treatment Interview Schedule

Semi-structured in-depth interviews were used to explore several themes,
including (i) perceptions about the structure and functioning of the AOD treatment
system in the Cape Town metropole, (ii) the process of accessing AOD treatment
for persons from HDCs, (iii) perceptions of factors that enable and restrict access
to services for persons from HDCs, and (iv) views on how access to treatment for
people from HDCs could be improved. Interviews were loosely guided by an
interview schedule based on these four broad themes. The open-ended
questions contained in this schedule allowed informants to explore the aspects of
the treatment system that were most significant to them. This interview schedule
also included probes that were used to elicit more detailed responses from the
respondents, where necessary.

4.4.4. Data analysis

Qualitative data were analysed using the Analysis Software for Word-Based
Records programme, version 6.4 (AnSWR, Center for Disease Control, 2004).
This programme facilitates data organisation and analysis (through ordering codes
and establishing relationships between codes), assesses inter-coder agreement,
and provides a convenient means of manipulating coded text data (McLellan et al.,
2004). Both inductive and deductive content and thematic analysis techniques
were used to analyse the textual data (Strauss & Corbin, 1990). Deductive
category application (based on broad themes of interest as outlined in the
interview guide) was used to develop an initial coding scheme (Strauss & Corbin,
1990). An iterative process of coding and analysis then followed: as coding
progressed and new dimensions of meaning emerged in the analysis, new
categories of codes were added to the coding scheme. As this inductive
category development occurred, all relevant textual data were retrieved and
examined for further coding designations. Following the development of a coding
scheme, axial coding was used to order and make linkages between codes
(Weitzman & Miles, 1995).
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Inter-coder reliability was assessed by examining the level of agreement between
independent coders. Initially, a shared understanding of the coding system was
developed by the investigator coding the first few transcripts with two research
assistants. Following this, the research assistants coded the transcripts
independently. The investigator then reviewed this coding to establish the level of
agreement between the coders and to address any contradictions.

45. ETHICS

Ethical approval for this study was granted by the Ethics Review Board of the
Faculty of Humanities at the University of Cape Town. More specifically, the
ethical standards of informed consent, confidentiality, and minimisation of risks to
participants were adhered to. For example, to be eligible for this study, all
potential recruits and key informants had to provide written informed consent to
participate in the project. In addition, throughout this project, all information
collected about individual participants and key informants was kept confidential —
no personal identifying information was entered into the data analysis and only
aggregated data analyses occurred.

For participants, the only risk posed by involvement in this study was the risk of
improper disclosure of sensitive information. These risks were minimal as most
interview forms did not record personal identifying information; apart from locator
forms that were kept in separate locked files with restricted access. Participants
were also free to withdraw from the study and to decline from answering any
sensitive questions without having to provide reasons for doing so.

Although no financial incentives were given for study participation, participation in
this study might have had some benefits for those individuals who desired help
for their AOD problems. The research team was able to provide these
individuals with referrals to available treatment options. In addition, all
participants were provided with resource lists that contained contact details for
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self-help groups, treatment facilities and non-government organisations in Cape
Town.

4.6. SUMMARY

This chapter described the aims and objectives of this study and outlined the
mixed methods research design that was used to achieve these objectives. More
specifically, this study comprised a quantitative case-control study that examined
access to AOD treatment at a population level and a qualitative component that
explored contextual influences on access to treatment. The case-control study
used the ATQ to collect survey data on predisposing, enabling, and treatment
need variables from 555 controls and 434 cases. The qualitative phase
consisted of a case study of the nonprofit AOD treatment system and gathered
rich descriptive data on contextual (including treatment system) influences on
access to treatment from 20 key informants using semi-structured in-depth
interviews. This integrative design allowed for the triangulation of data and thus
improved the reliability, validity and utility of findings. Results for Phases one
and two are presented in Chapters Five and Six respectively.
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CHAPTER FIVE

RESULTS: PHASE ONE

5.1 INTRODUCTION

This chapter presents the results for Phase one. The distribution of predisposing
socio-demographic, treatment need and enabling variables are described for
cases and controls. Following this, the results of data analyses performed to
examine each of the research questions are presented. All statistical tests were
two-tailed, with the maximum level of significance set at 5% (o = 0.05). Two-
tailed tests were used as some of the study objectives were not directional.
Some non-significant results are included among the findings, where these
results relate to the research questions.

5.2. DISTRIBUTION OF PREDISPOSING, ENABLING AND NEED FOR
TREATMENT VARIABLES

This section describes the distribution of all predisposing, enabling and need

variables among cases and controls and for the overall sample.

5.2.1. Distribution of variables that predispose individuals to access AOD
treatment

Tables 5§ and 6 reflect the distribution of categorical and continuous predisposing

variables, respectively.
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Table 5. Proportion (%) of cases and controls by categorical predisposing
variables
Predisposing factors Controls Cases Total % (n)
% (n) % (n)

Gender Female 49.7 (276) 45,6 (198) 47.9 (474)
Male 50.3 (279) 54.4 (236) 52.1 (515)
Race Black/African 50.3 (279) 50.9 (221) 50.6 (500)
Coloured 49.7 (276) 49.1 (213) 49.4 (489)
Education level <Std8 24.3 (135) 23.0 (100) 23.8 (235)
Std 8-9 46.3 (257) 40.3 (175) 43.7 (432)
2 Std 10 29.4 (163) 36.6 (159) 32.6 (322)
Family history of  Yes 47.4 (263) 49.5 (215) 48.3 (478)
substance abuse No 52.6 (292) 50.5 (219) 51.7 (511)

Total (N) 555 434 989
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Tabie 6.

Descriptive statistics for continuous predisposing variables

Predisposing variables Min Max Controls Cases Totali
(N = 555) (N = 434) (N = 989)
Mean (SD) Mean (SD) Mean (SD)
Age 16 53 2543 (5.98) 24.95(4.80) 25.22 (5.50)
Relative deprivation -3.07 8.03 -0.05(1.21) 0.07 (1.15) 0.00 (1.17)
Self-efficacy to stop 1 5 2.02 (0.99) 2.34 (1.22) 216 (1.11)
using > 1 month
ADUSE-C 1 5 2.58 (0.74) 2.55 (1.06) 2.56 (0.89)
Neighbourhood safety 1 5 1.71 (0.70) 2.13(1.07) 1.89 (0.90)
Neighbourhood alcohol 1 5 1.41 (0.56) 1.75 (0.83) 1.56 (0.71)
Neighbourhood drug 1 5 1.39 (0.57) 1.60 (0.84) 1.48 (0.71)
Neighbourhood poverty 1 5 1.49 (0.59) 1.94 (0.98) 1.69 (0.82)
NES 10 50 42.36(3.43) 41.42(5.07) 41.95(4.25)
Beliefs about treatment 13 60 31.95(6.83) 35.98(8.29) 33.71(7.76)
effectiveness
Treatment concerns 10 50 2643(8.54) 29.70(7.71) 27.86(8.34)
Community views about 1 5 3.87 (3.80) 3.64 (3.80) 3.77 (3.80)

access to treatment

5.2.2. Distribution of need for treatment variables

Table 7 displays the distribution of categorical need for treatment variables
among cases and controls. Table 8 reports descriptive statistics for continuous
need variables among cases and controls.
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Table 7. Proportion (%) of cases and controls by categorical need variables
Need for treatment variables Controls Cases Total % (n)
% (n) % (n)

TCUDS screening: drug Yes 100.0 (555) 100.0 (434) 100.0 (989)

dependence No 0.0 (0) 0.0 (0) 0.0 (0)

Think you have an AOD Yes 65.2 (362) 84.1 (365) 73.5(727)

problem? No 34.8 (193) 15.9 (69) 26.5 (262)

Think you need treatment? Yes 57.7 (320) 79.0 (343) 67.0 (663)

No 42.3 (235) 21.0(91) 33.0 (326)

Others suggested that you Yes 71.0 (394) 90.3 (392) 79.5 (786)

get treatment? No 29.0 (161) 9.7 (42) 20.5 (203)

Total (N) 555 434 989

Table 8. Descriptive statistics for continuous need variables
Need for treatment Min Max Controls Cases Total
variables (N = 555) (N =434) (N = 989)
Mean (SD) Mean (SD) Mean (SD)

Age first used drugs 8 39 19.25 (3.79) 18.10 (3.37) 18.74 (3.66)

Drug problem 0 13 10.09 (1.47) 11.51 (1.49) 10.71 (1.64)

severity (SCID)

SOCRATES 19 95 5299(13.80) 67.76(13.92) 59.47 (15.67)

composite '

TCU PR 10 50 29.97 (8.21) 36.88 (6.24) 33.01 (8.16)

TCU DH 10 50 32.15 (8.76) 37.71 (7.66) 34.59 (8.74)

TCUTR 10 50 33.19 (5.65) 32.52 (5.90) 32.90 (5.77)

5.2.3. Distribution of variables that enable/ restrict AOD treatment use
The distribution of categorical and continuous variables that enable or restrict
AOD treatment access is depicted in Table 9 and Table 10 respectively.
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Table 9. Proportion (%) of cases and controls by categorical enabling
variables
Enabling/restricting variables Controls Cases Total % (n)
% (n) % (n)
Medical insurance __ Yes 2.2(12) 8537 5.0 (49)
No 97.8 (543) 91.5 (397) 95.0 (940)
Legally employed __ Yes 49.9 (277) 486 211) 49.3 (488)
No 50.1 (278) 51.4 (223) 50.7 (501)
Legal income <500 43.4 (241) 49.8 (216) 46.2 (457)
(Rands) 501-1000 36.8 (204) 19.6 (85) 29.2 (289)
1001-2500 19.8 (110) 30.6 (133) 24.6 (243)
Awareness of Yes 62.5 (347) 96.3 (418) 77.4 (765)
;’";;’e togofor 37.5 (208) 3.7 (16) 22,6 (224)
Enough aicohol Yes 0.2 (1) 1.4 (6) 0.7 (7)
services No 99.8 (554) 98.6 (428) 99.3 (982)
Enough drug Yes 0.2(1) 1.4 (6) 0.7 (7)
services No 99.8 (554) 98.6 (428) 99.3 (982)
Competing Yes 73.5 (408) 40.1 (174) 58.8 (582)
priofities- money for o 26.5 (147) 59.9 (260) 41.2 (407)
Competing Yes 51.5 (286) 31.1 (135) 42.6 (421)
priorities- caning for o 48.5 (269) 68.9 (299) 56.4 (588)
Total (N) 555 434 989
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Table 10. Descriptive statistics for continuous enabling/restricting variables
Enabling/restricting variables Min Max Controls Cases Total

(N = 555) (N = 434) (N = 989)

Mean (SD) Mean (SD) Mean (SD)
Affordability barriers 10 50 38.76(6.23) 27.91(9.46) 33.99 (9.49)
No. of treatment centres aware 0 8 1.06 (0.97) 4.00 (1.84) 2.35 (2.04)
Delays to treatment 10 50 37.63 (5.79) 31.90 (9.76) 35.11 (8.29)
Time to treatment (min) 1 4 3.63(0.58) 2.84 (0.80) 3.25 (0.80)
Distance to treatment (km) 1 4 3.66 (0.55) 2.72 (0.75) 3.28 (0.79)
Perceived utility scale 10 50 24.73(9.56) 28.80(11.13) 26.52 (10.47)
Social trust 16 80 46.74(8.94) 44.28 (12.34) 45.66 (10.63)
Social cohesion 1 5 2.71(0.62) 2.75(0.74) 2.73 (0.68)
Stigma consciousness 1 10 7.63 (1.53) 8.59 (1.64) 8.05 (1.65)
Community stigma 16 80 55.30 (7.56) 62.34(8.89) 58.38(8.88)
TCU Abstinence support 10 50 35.28(5.56) 37.43(4.66) 36.22(5.29)
Emotional/information support 1 5 3.30 (0.77) 3.32 (0.79) 3.31(0.78)
Tangible support 1 5 3.38 (0.87) 3.58 (0.82) 3.45 (0.85)
Affectionate support 1 5 3.29 (0.92) 3.53 (0.89) 3.40 (0.92)
Positive social interaction 1 5 3.43 (0.86) 3.64 (0.83) 3.52 (0.85)
RAND composite scale 1 5 3.34 (0.72) 3.47 (0.74) 3.40 (0.73)
TCU Depression 10 50 32.51(7.35) 38.31(7.85) 35.06 (8.09)
TCU Anxiety 10 50 3412(8.66) 39.19(7.90) 36.34 (8.70)

6.3. VARIABLES ASSOCIATED WITH ACCESS TO AOD TREATMENT

To identify predisposing, enabling and need variables significantly associated

with AOD treatment use, Chi-square tests of association were conducted on all

categorical variables and odds ratios were used to measure the strength of these

associations. Independent sample { tests were performed to compare

differences in the mean scores between cases and controls on all continuous

variables. Where assumptions of homogeneity of variance were violated, ¢ tests

for unequal variance were performed. Bonferroni-Holm corrections were used to

adjust for Type | error due to the use of muitiple comparisons and Cohen’s d was
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used to calculate effect sizes. Results of these analyses are presented

separately for each variable domain.

5.3.1. Predisposing variables associated with access

5.3.1.1.

access to treatment

Associations between categorical predisposing variables and

Results of Chi-square analyses showed that level of education was the only

categorical predisposing variable significantly associated with access to

treatment (Table 11). For this variable, a higher proportion of cases reported

having completed high school.

Table 11. Results of Chi-square analyses of predisposing variables by access
to treatment
Predisposing variables No access Access © OR (95%Cl)
(controls) (cases)
% (n) % (n)
Gender Female 49.7 (276) 45.6 (198) 1.65 1.18 (0.92-1.52)
Male 50.3 (279) 54.4 (236)
Race Black 50.3 (279) 50.9 (221) 0.04 0.97 (0.76-1.25)
Coloured 49.7 (276) 49.1 (213)
Level of <Std 8 24.3 (135) 23.0 (100) 6.12*
education Std 8-9 46.3 (257) 40.3 (175)
2 Std 10 29.4 (163) 36.6 (159)
Family: No 52.6 (292) 50.5 (219) 0.45 1.09 (0.85-1.40)
AOD abuse Yes 47.4 (263) 49.5 (434)

*a<.05"a<.01;,"" a<.001

5.3.1.2.

Continuous predisposing variables and access to treatment

Results of independent sample f tests found that the mean scores on several

predisposing variables differed significantly between cases and controls (Table

12).
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Table 12, Resuits of independent sample t tests for continuous predisposing
variables

Predisposing variables = No access Access tvalue df Effect

(Controls) (Cases) size
(N= 555) (N =434) (d)

Mean (SD) Mean (SD)

Age 25.43 (5.98) 24.95 (4.81) 1.38 986 0.09

Relative deprivation -0.05(1.17)  0.07 (1.15) -1.64 087 0.11

Beliefs about the 31.95(6.83) 35.98(8.29) -8.03*** 655 0.51

treatment effectiveness

Treatment concerns 26.43 (8.54) 29.70(7.71) -6.23** 987 0.40

Community views about 3.87 (0.33) 3.64 (0.57) 8.39* 832 0.79

access to treatment

Neighbourhood safety 1.71 (0.70) 213(1.07)  -7.10"* 708 0.48

Neighbourhood alcohol 1.41 (0.56) 1.75(0.83)  -7.44** 723 0.49

Neighbourhood drug 1.39 (0.57) 1.60 (0.84) 4.45** 727 0.30

Neighbourhood poverty 1.49 (0.59) 1.94 (0.98)  -8.40*** 672 0.57

NES 42.36 (3.43) 41.42(5.07) -7.93** 658 0.22

Self-efficacy to stop 2.02 (0.99) 234 (1.22) 437 828 0.29

using > 1 month

ADUSE-C 2,58 (0.74) 2.55 (1.06) 0.44 739 0.03

*0<.05 *™0<.01;, "™ a<.001

A significant difference was found between cases and controls on the variable
“self-efficacy to stop using drugs for more than one month”. Compared to

controls, cases reported more self-efficacy for abstinence. However, this finding

should be interpreted with caution due to the small effect size.” Cases also had

significantly higher mean scores on the “Beliefs about treatment effectiveness”,

and “Treatment concerns” scales than controls; suggesting more negative beliefs

about the effectiveness of treatment. This finding rejects the study hypothesis

that more negative beliefs and concerns about treatment are associated with not

1° Cohen (1988) noted that effect sizes for d of .20 are small; .50 are medium, and .80 are large
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accessing treatment. In contrast, controls had significantly higher mean scores
on the “Community Views about Access to Treatment” scale than cases.
Compared to subjects who accessed services, controls reported more negative
perceptions about the availability and accessibility of AOD treatment.

Findings also revealed significant differences between cases and controls for
neighbourhood predisposing factors. Compared to cases, controls reported
significantly lower mean scores on neighbourhood safety, alcohol and drug use,
and poverty. These findings suggest that participants that had not accessed
treatment experienced more neighbourhood problems than those who accessed
treatment. The finding that cases had significantly lower mean scores on the
NES than controls (reflecting lower levels of neighbourhood disadvantage)
provides support for this interpretation. Given the small to moderate effect sizes,
neighbourhood factors are probably only moderately associated with access.

5.3.2. Need for treatment variables associated with access

5.3.2.1. Associations between categorical need variables and access
Results of Chi-square analyses conducted to identify categorical need variables
significantly associated with access are presented in Table 13.  Significant
associations were found between access and “perceived need for treatment”,
“perceived (AOD) problem”, and “others suggesting the need for AOD services”.
Participants who thought they had an AOD problem were 2.8 times more likely to
access treatment than those who did not think they had a problem. Similarly, the
odds of accessing treatment were 2.8 times greater for subjects who reported a
need for AOD treatment compared to subjects who did not report this need.
These are moderate to strong effects'! (Rosenthal, 1994). The odds of accessing
treatment were almost four times greater for subjects for whom others had

1 According to Rosenthal (1994), odds ratios ranging between 1 and 2 have a weak or small
effect size, 2.5 have a moderate effect size, 4-10 have a strong effect size, and >10 have a very
large effect size.
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suggested the need for AOD services compared to subjects for whom others had
not suggested this need. This is a strong effect (Rosenthal, 1994).

Table 13. Chi-square analyses of need variables by access
Need variables No access Access e df OR (95%Cl)
(Controls) (Cases)
% (n) % (n)
Think have No 34.8 (193) 15.9 (69) 44.56** 1  2.82(2.07-3.85)

AQOD problem Yes 65.2(362) 84.1(365)

Others suggest No 29.0 (161) 9.7 (42) 55.80*** 1  3.81(2.64-5.51)
you need help  Yes 71.0(394) 90.3 (392)

Need AOD No 42.3 (235) 21.0 (91) 50.36"™* 1 2.77 (2.08-3.68)
treatment Yes 57.7 (320) 79.0 (343)

*** 0 < .001

5.3.2.2. Continuous need variables and access

Results of independent sample ¢ tests performed to examine whether the mean
scores on continuous need variables differed among cases and controls are
presented in Table 14. Significant differences were found between cases and
controls for the age at which drugs were first used, with cases reporting a
younger mean age than controls. This is probably not clinically significant given
the small effect size (Cohen, 1988) and the mean age difference of only one
year.

Cases also had significantly higher mean scores on the drug problem severity
scale compared to controls; with a large effect being obtained for this scale. This
suggests that subjects who accessed treatment had more severe AOD problems
than those who did not access services. Cases also obtained significantly higher
mean scores on the SOCRATES scale compared to controls. This implies that
cases had greater motivation to change their AOD use than controls. Compared
to controls, cases obtained significantly higher mean scores for the TCU problem
recognition (PR) and desire for help (DH) scales; with strong to moderate effects
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being obtained for these scales. Cases thus had greater AOD problem
recognition than controls.

Table 14. Independent sample t tests for continuous need variables
Need for treatment No access Access tvalue df Effect
variables (Controls) (Cases) size (d)
(N= 555) (N = 434)
Mean (SD) Mean (SD)
Age first used drugs 19.29 (3.79) 18.10 (3.37) 4.96 *** 987 0.32
SCID drug problem 10.09 (1.47) 11.51 (1.49) -14.82** 895 0.96
severity
SOCRATES 52.99 (13.80) 67.76 (13.92) -16.63*** 987 1.07
TCUPR 29.97 (8.21) 36.88 (6.24) -15.04*** 986 0.93
TCUDH 32.15(8.76) 37.71 (7.66) -10.62*** 975 0.67
TCUTR : 33.19(5.65) 32.52 (5.89) 1.82 987 0.12

*a<.05*"a<.01;* a<.001

5.3.3. Enabling/restricting variables associated with access

5.3.3.1. Categorical enabling variables and access

Results of Chi-square analyses conducted to identify categorical enabling

variables significantly associated with access are presented in Table 15.

Although perceived availability of AOD services was not significantly associated
with access, almost all cases and controls reported limited availability of AOD
treatment in their communities. In contrast, a large effect was found for

- “awareness of where to go for AOD services”, with the odds of accessing
treatment being more than 15 times greater for subjects who were aware of
where to go compared to those who were unaware. The variables “competing
financial priorities” and “need to take care of others” were also significantly and
strongly associated with access. The chance of accessing treatment for subjects
with competing financial priorities was 24% that of subjects without these needs.
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Similarly, the chance of accessing treatment for subjects with competing

demands to care of others was 43% that of subjects without these competing

demands.

Table 15. Chi-square analyses of enabling/ restricting variables by access
Enabling/restricting No access Access e df OR (95%Cl)
variables (Controls) (Cases)

% (n) % (n)

Medical No 97.8 (543) 91.5(397) 20.94** 1 4.22
insurance Yes 22(12) 8.5 (37) (2.17-8.19)
Legal No 50.1 (278) 51.4 (223) 0.16 1 0.95
employment Yes 49.9 (277) 48.6 (211) (0.74-1.22)
Legal income <500 43.4 (241) 498 (216) 41.70* 3
(Rands) 501-1000 36.8 (204) 19.6 (85)

1001-2500 19.8 (110) 30.6 (133)
Awareness of No 37.5 (208) 3.7 (16) 168.73** 1 15.66
where to go Yes 62.5 (347) 96.3 (418) (9.24-26.55)

Enough No 99.8 (554) 98.6 (428) 5.01* 1 7.77
alcohol tx Yes 0.2(1) 1.4 (6) (0.93-64.75)
Enoughdrug No 99.8 (554) 98.6 (428) 5.01* 1 7.77
treatment Yes 0.2(1) 1.4 (6) (0.93- 64.75)
Competing No 26.5 (147) 59.9 (260) 112.33** 1 0.24
priorities: Yes 73.5 (408) 40.1 (174) (0.18-0.31)
money
Competing No 48.5 (269) 68.9(299) 41.56** 1 0.43
priorities- care Yes 51.5 (286) 31.1 (135) (0.33-0.55)

*0<.05 *a<.01, " a<.001

Significant and strong associations were also found between access and medical

insurance, with the odds of accessing treatment more than 4 times greater for

those with medical insurance compared to those without medical insurance. In

addition, access was significantly associated with legal income. A greater

proportion of cases reported a monthly income between R1001 and R2500 (the
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highest category) than controls and a higher proportion of controls reported

earning less than R1000 per month compared to cases.

5.3.3.2.

Continuous enabling variables and access

Findings from independent sample f tests performed to examine whether the

mean scores on enabling variables differed among cases and controls are

presented in Table 16.

Table 16. Independent sample t tests for continuous enabling variables by
access
Enabling variables No access Access tvalue df Effect
(Controls) (Cases) size
Mean (SD) Mean (SD) (d)
Affordability barriers 38.76 (6.23) 27.91(9.46) 2066 854 1.39
Number of treatment centres 1.06 (0.97) 4.00 (1.84) -30.27** 619 2.07
aware of
Delays in treatment 37.63 (5.80) 31.90 (9.76) 10.83** 664 0.73
Distance to treatment (km) 3.66 (0.55) 2.72 (0.75) 17.36** 766 1.15
Time to treatment (min) 3.63 (0.58) 2.84 (0.80) 2195 769 1.46
Perceived utility scale 24.73 (9.56) 28.80 (11.13) -6.07* 854 0.40
Social trust 46.74 (8.94) 44.28 (12.34) 3.49* 761 023
Social cohesion 2.71 (0.62) 2.75(0.74) -1.10** 842 0.06
Community stigma 55.30 (7.56) 62.33(8.89) -13.17** 849 0.86
Stigma consciousness 7.63 (1.53) 8.59 (1.64) -9.44* 898 0.61
TCU Abstinence support 35.28 (5.56) 37.43 (4.66) -6.62* 982 0.41
Emotional support 3.30 (0.77) 3.32 (0.79) -0.44 987 0.03
Tangible support 3.38(0.87) 3.58 (0.82) -3.65" 987 0.24
Affectionate support 3.29 (0.92) 3.53 (0.89) -4.15"* 987 0.26
Positive social interaction 3.43 (0.86) 3.64 (0.83) -3.96** 987 0.25
RAND social support 3.34 (0.72) 3.47 (0.74) -2.80™* 987 0.18
TCU Depression 32.51 (7.35) 38.31(7.85) -11.94~ 087 0.77
TCU Anxiety 34.12 (8.66) 39.19 (7.90) -9.61** 964 0.61

*a<.05 "™ a<.01; " a<.001
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Compared to cases, controls reported significantly higher mean scores on the
“delays to treatment”, “time to treatment”, and “distance to treatment” scales.
Participants who accessed services experienced fewer gatekeepers and delays
in receiving care and had better geographic accessibility (in terms of distances
and travel times) than those who did not access treatment. Strong effect sizes
were obtained for these variables.

Significant differences between cases and controls were also found for
affordability barriers; with controls reporting significantly higher mean scores on
this scale. This suggests that subjects who did not access treatment experienced
more affordability barriers than those who did access services. Cases also
reported knowing of significantly more treatment centres than controls. Strong
effects were obtained for these variables. In contrast, cases obtained significantly
higher mean scores on the treatment utility scale than controls. This suggests
that cases are more likely to perceive treatment to be inappropriate than controls.
While this is surprising, it could be a function of dissatisfaction with received
services.

While significant differences were found between cases and controls for
indicators of social capital (social trust and social cohesion), the effect sizes were
too small to draw meaningful conclusions. Cases also differed significantly from
controls on measures of abstinence support and on the RAND social support
scales. These findings reveal that subjects who accessed treatment had higher
levels of abstinence support and general social support compared to controls.
When the effect sizes of the support variables were compared, findings support
the hypothesis that abstinence support is more strongly associated with
treatment use than generic social support. However, these findings should not
be over-interpreted due to their low to modest effects.

Cases also differed from controls on measures of psychological functioning; with
cases obtaining significantly higher mean scores on depression and anxiety
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scales relative to controls. Higher levels of anxiety and depression may be
associated with access; supporting the study hypotheses. Finally, stigma also
differentiated cases and controls, with cases reporting significantly higher mean
scores on the “Stigma towards Substance Abusers” and on the “Stigma
Consciousness” scales than controls. Contrary to expectations, greater stigma
may be associated with access, especially given the strong effects obtained. -

5.4. PREDICTORS OF ACCESS TO AOD TREATMENT

A series of multiple logistic regression analyses were performed to identify
variables that potentially predict access (Hosmer & Lemeshow, 1989). These
analyses allowed the researcher to evaluate the unique effect of multiple
variables on access (compared to no access) while controlling for the effects of
all other predictor variabies. They also allowed the researcher to adjust for the
influence of potential confounders. For each variable domain, a logistic
regression procedure was conducted with access as the dependent variable.
Each of these models adjusted for the potential confounding effect of gender and
race. Variables that emerged as significantly associated with access in these
three regression models were entered as predictor variables in a single
hierarchical logistic regression analysis.

5.4.1. Variables on the predisposing domain that predict access

A multiple logistic regression procedure was performed with access as the
dependent variable. For this procedure, predisposing variables significantly
associated with access in bivariate analyses (see Tables 11-12) were entered as
predictor variables. Table 17 shows the logistic regression coefficients, Wald test
and odds ratio for each of the significant predictors.

A test of the full model versus the model with the intercept only was statistically
significant x* (13; N = 989) = 319.45, a < .001; indicating that the predictive value
of the model increased when predisposing variables were added. The full model
accounted for 37% of the estimated variance in access (Nagelkerke R? = .369).
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According to the Hosmer and Lemeshow test, the model adequately fits the data
(2 (8; N = 989) = 6.42, a = .601). The full model was able to correctly classify
61.3% of those who accessed treatment and 84.1% of those who did not access
treatment, with an overall success rate of 74.1%.

Table 17. Logistic regression coefficients with predisposing variables as
predictors and access as the dependent variable®
Predictor variables B Wald (df =1) OR (95% Cl)
Neighbourhood alcohol use 0.42 5.12 (1)* 1.52 (1.06-2.19)
Neighbourhood poverty 0.64 18.16 (1)*** 1.89 (1.41-2.52)
Neighbourhood safety 0.29 7.56 (1)* 1.33 (1.09-1.64)
Community views about treatment -1.59 52.19 (1) 0.21 (0.13-0.32)
Beliefs about treatment efficacy 0.11 83.46 (1) 1.12 (1.09-1.15)
Treatment concerns 0.05 21.10 (1y*** 1.05 (1.03-1.07)

o <.05; ** a.<.01; ** 0. <.001;
# Controlling for confounding effects of gender, race, and place of residence

When the influence of gender and race were controlled for, community views
about access, beliefs about treatment effectiveness, treatment concerns,
neighbourhood poverty, neighbourhood alcohol abuse, and neighbourhood
safety all had significant partial effects on access. In this multivariate analysis,
self-efficacy no longer had significant effects on access. This finding rejects the
study hypothesis that self-efficacy is associated with access.

For the socio-cognitive predisposing variables, inverting the odds ratio for
community views about access revealed that a one-unit rise in the five-point .
scale increased the odds of not accessing treatment almost five-fold. As
perceptions about the inaccessibility of treatment increase, the chances of
accessing treatment seem to diminish. Although significant, the effects of beliefs
about treatment effectiveness and treatment concerns were much smaller, with a
one-point increase in these scales increasing the odds of accessing treatment by
a multiplicative factor of 1.1. These findings reject the study hypothesis that
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negative beliefs about treatment effectiveness and treatment concerns are
associated with not accessing AOD treatment.

For social structural factors related to neighbourhood environment, one-unit
increases in the neighbourhood safety, alcohol, and poverty scales (reflecting
higher levels of safety and lower levels of alcohol abuse and poverty) increased
the odds of accessing treatment by multiplicative factors of 1.1, 1.5, and 1.9
respectively. While these were relatively weak effects, findings provide some
support for the study hypothesis that lower levels of neighbourhood disadvantage
predispose individuals to use services.

5.4.2. Need for treatment variables that predict access

A multiple logistic regression procedure was performed with access as the
dependent variable and need variables significantly associated with access in
bivariate analyses (see Tables 13-14) entered as independent variables. “Self-
perceived need for treatment” was excluded from this analysis due to its
significant association with “perceived AOD problem” (x* (1; N = 989) = 561.89, a
< .000; Cramer’'s V = 0.75) which might have confounded results. Table 18
shows the logistic regression coefficients, Wald tests and odds ratios of the
significant predictors only.

A test of the full model versus the model with the intercept only was statistically
significant x? (7; N = 989) = 449.80, a < .000; indicating that the predictive value
of the model increased when need for treatment variables were added. The full
model predicted 49% of the estimated variance in access (Nagelkerke R? =
.491). However, the Hosmer and Lemeshow test revealed that the model did not
fit the data adequately; x2 (8; N=989) = 61.74, a <.000. The full model had a
sensitivity of 79.0%, a specificity of 83.6%, with an overall success rate of 81.6%.

Results show that the drug problem severity scale, SOCRATES scale, TCU PR
and DH scales, the age at which drugs were first used, self-perceived AOD
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problems and others suggesting the need for AOD treatment had significant
partial effects on access, when controlling for gender and race. A one-unit
increase in the drug problem severity scale more than doubled the odds of
accessing treatment. This finding supports the study hypothesis that drug
problem severity is positively associated with treatment use.

Table 18. Logistic regression coefficients with need variables as predictors
and access as the dependent variable#

Predictor variables B Walid (df =1) OR (95% Cl)
Drug problem severity (SCID) 0.80 93.00*** 2.23 (1.89-2.62)
SOCRATES composite 0.08 62.94*** 1.09 (1.06-1.11)
TCU problem recognition 0.06 9.74* 1.06 (1.02-1.10)
TCU desire for help -0.08 20.17** 0.92 (0.89-0.96)
Others suggest you get treatment (Yes) 1.06 19.93** 2.89 (1.81-4.60)
Perceived AOD problem (Yes) 1.14 17.56*** 3.12 (1.83-5.32)
Age first used drugs -0.07 7.31* 0.94 (0.89-0.98)

a<.05 " a<.01; "™ a<.001;
# Controlling for confounding effects of gender and race

Although significant, the effects of the SOCRATES and the TCU problem
recognition scales were smaller, with a one-point rise in these scales increasing
the odds of accessing treatment by a multiplicative factor of 1.1. These findings
support the study hypothesis that readiness to change and problem recognition
are positively associated with treatment use. A small effect was found for the
TCU desire for help scale and the age at which drugs were first used, with a one-
unit increase in these variables decreasing the odds of accessing treatment by a
multiplicative factor of 0.9.

The only other need variables that moderately predicted access were “perceived
AOD problem” and “others suggesting the need for help”. When holding other
variables constant, subjects who perceived an AOD problem had triple the odds
of accessing treatment compared to subjects who did not perceive a problem.
Similarly, subjects for whom significant others had suggested the need for help
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were almost three times more likely to access treatment compared to subjects
who did not receive this advice. These findings support the hypothesis that
“perceived drug problem” is positively associated with treatment use.

5.4.3. Variables on the enabling domain that predict access to treatment

A multiple logistic regression procedure was performed with access as the
dependent variable and enabling variables significantly associated with access in
bivariate analyses (Tables 15-16) entered as independent variables. Gender and
race were also controlled for in the analysis. Table 19 presents the logistic
regression coefficients, Wald tests and odds ratios of the significant predictor

variables.
Table 19. Logistic regression coefficients with enabling variables as
predictors and access as the dependent variable#
Predictor variables B Wald (df) OR (95% Cl)

Awareness of AOD treatment centres (Yes) 1.97 10.04 (1)** 7.20 (2.12-24.43)
Number of known treatment centres 1.87 71.31 ()™ 6.47 (4.19-9.98)
Affordability barriers : -0.17 32.86 (1) 0.84 (0.79-0.89)
Legal monthly income (Reference >R1001) 8.19 (2)*
Income < R500 -1.10 6.51 (1)* 0.33 (0.14-0.78)
Income R500-R1000 -0.98 4.39 (1)* 0.38 (0.15-0.94)
Time to treatment -2.47 25.12*+ 0.09 (0.03-0.22)
Social cohesion 0.85 8.66** 2.34 (1.334.13)
Social trust composite -0.08 13.72* 0.92 (0.85-0.96)
Competing priorities- money (yes) -1.61 11.10™ 0.20 (0.08-0.52)
Perceived utility scale 0.09 18.89*** 1.09 (1.05-1.14)
Community stigma 0.13 34.99* 1.14 (1.09-1.19)

a<.05,**0<.01; "™ a<.001;
# Controlling for confounding effects of gender and race

A test of the full model versus the model with the intercept only was statistically
significant X2 (21; N = 989) = 1103.94, a < .000; indicating that the predictive
value of the model increased significantly when enabling variables were added.
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The full model accounted for approximately 90% of the estimated variance in
access (Nagelkerke R? = .902). In addition, the Hosmer and Lemeshow test
revealed that the model adequately fits the data; X (8; N = 989) = 6.13, a = .984.
The full model was able to correctly classify 92.4% of those who accessed
treatment and 94.8% of those who did not access treatment, with an overall
success rate of 93.7%.

The following variables had significant partial effects on access: social cohesion,
social trust, community stigma, awareness of where to go for AOD help, number
of known treatment centres, competing financial priorities, affordability barriers,
perceived utility of treatment, monthly income and travelling time to nearest
treatment centre. For the number of known treatment centres, a one-unit
increase in the eight-point scale increased the odds of accessing treatment by a
multiplicative factor of 6.5, when the influence of other variables was controlled
for. Similarly, when holding other variables constant, the odds of accessing
treatment were seven times greater for subjects who knew where to go for AOD
help than for subjects who were unaware of where to seek help. These findings
suggest that awareness has a strong effect on access and support the study
hypothesis that awareness barriers are negatively associated with treatment use.

The effect of affordability barriers on access was smaller, with a one-point
increase in this scale increasing the odds of not accessing treatment by a
multiplicative factor of 1.2. This supports the hypothesis that affordability barriers
are negatively associated with treatment use. Findings for competing financial
priorities and income provide further support for this claim. The inverted odds
ratio shows that the odds of accessing treatment for those without competing
financial priorities was five times greater than for subjects with competing
financial priorities. In addition, participants who earned less than R500 per
month and between R500 and R1000 per month were 33% and 38% at greater
risk of not accessing treatment compared to participants who earned between
R1000 and R2500 per month. In terms of travel time, the inverted odds ratio
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indicates that for every one-unit increase in this scale the odds of not accessing
treatment increased by a multiplicative factor of 11. This supports the hypothesis
that geographic access barriers are negatively associated with access.

Although significant, the effects of social cohesion and social trust on access
were smaller. A one-point increase in the social cohesion scale more than
doubled the odds of accessing treatment. This partially supports the hypothesis
that social capital is positively associated with treatment use. In contrast, the
inverted odds ratio for social trust indicates that a one-unit rise in this scale
increased the odds of not accessing treatment by a multiplicative factor of 1.1.
Although this finding seems to contradict findings for other indicators of social
capital, it should be interpreted with caution given its weak effect.

Finally, although social support and psychosocial functioning indicators were
associated with access in bivariate analyses, they were no longer associated
with access when controlling for the influence of other enabling variables. This
challenges the hypotheses that psychosocial functioning and social support are
positively associated with treatment use. The study hypothesis that stigma is
negatively associated with treatment use is also challenged by the finding that
community stigma towards AOD users was positively associated with treatment
use (with a one-unit increase in this scale increasing the odds of accessing
treatment by a multiplicative factor of 1.1).

5.4.4. Predisposing, need, and enabling/restricting variables that predict
access
To test the study hypothesis that access to AOD treatment among HDCs is
inequitable (Aim 1), a multiple logistic regression procedure was performed with
access as the dependent variable and significant need, predisposing, and
enabling predictor variables (see Tables 17-19) hierarchically entered as block
variables. This allowed the researcher to explore the extent to which each
variable domain contributed to the variance in access, while controlling for the
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influence of other variable domains. Horizontal inequity was determined by
examining the significance and odds ratios of non-need variables relative to
treatment need. Gender and race were entered as covariates in Block 1 to
control for their influence on access. Following this, three logistic regression
models were evaluated in hierarchical fashion, beginning only with the enabling
variables as predictors (Model 1) and culminating in a multifactorial model that
included need, predisposing and enabling variable domains (see Table 20 for
test statistics, odds ratios, and 95% Cl).

More specifically, enabling variables were entered in Block 2. These were |
entered as the first block of variables as the BHSU model (Andersen, 1995) |
suggests that inequitable access occurs when enabling/restricting variables
account for most of the variance in access. In Block 3, a need for treatment block
was added hierarchically and sequentially to the enabling variable block (Model
2). Finally, a fourth block of predisposing variables was added hierarchically and
sequentially to the first three blocks (Model 3). This hierarchical entry of variable
domains allowed the researcher to examine whether need variables added
anything to the variance in access when non-need factors were held constant.

In comparison to the intercept only model, the addition of gender and race in
Block 1 did not substantially improve the predictive utility of the model. In
contrast, the enabling variable block substantially improved the predictive utility
of the model (Ax?(18; N = 989) = 1101.82, a < .001). This model demonstrated
adequate fit to the data (Hosmer-Lemeshow x? (8; N= 989) = 6.98, a = .539) and
predicted approximately 90% of the estimated variance in access (Nagelkerke R?
=.900). For this model, ten enabling variables had significant partial effects on
access. These were: number of known treatment centres, knowing where to go
for AOD help, affordability barriers, income, competing financial priorities,
travelling time to treatment, social trust, social cohesion, community stigma, and
perceived utility of treatment.
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The addition of a block of need for treatment variables in Model 2, while
controlling for the effects of enabling variables, was justified as it significantly
increased the predictive value of the model; x%(7; N = 989) = 49.95, a < .001.
When compared to the intercept only model, Model 2 was better able to predict
access (Ax? (25; N = 989) = 1151.77, a < .001). Although the general fit of the
model to the data remained adequate (Hosmer—Lemeshow x?(8; N= 989) = 6.02,
a = .646), Model 2 was only able to predict an additional 2.2% of the estimated
variance, over and above that predicted by Model 1 (Nagelkerke R% = .900).

All the enabling variables included in Model 1 remained significantly associated
with access in Model 2 and the strength of these associations remained
unchanged (see Table 20). This suggests that the enabling variables included in
this study operate independently of need to predict access. Although self-
perceived probiem recoghnition, others suggesting the need for help, and the TCU
problem recognition and desire for help scales were associated with access in
earlier analyses (Table 18), these variables were no longer significantly
associated with access when controlling for the influence of enabling variables.
The only need variables that remained significantly associated with access were
readiness to change substance use and drug problem severity. These
associations were weak, with a one-unit increase in these scales increasing the
odds of accessing treatment by multiplicative factors of 1.1 and 1.9 respectively.

In Model 3, the addition of a predisposing variable block (while controlling for the
influence of the enabling and need domains) was justified as it significantly
increased the predictive value of the model; x2 (7; N =989) = 39.01, a < .001.
When compared to the intercept only model, Model 3 was better able to predict
access to treatment (Ax%(32; N = 989) = 1190.77, a < .001) although it only
predicted an additional 1.8% of the estimated variance, over and above that
predicted by Model 2 (Nagelkerke R? = .938). Model 1 thus accounted for the
largest proportion of the estimated variance in access.
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Table 20.

access as the dependent variable#

Predictor variables Model 1 Model 2 Model 3
Wald OR (95% Cl) Wald OR (95% Cl) Wald OR (95% Cl)
(df=1) (df=1) (df=1)
Enabling variables
Aware of treatment (Yes) 10.61** 7.46 (2.33-25.01) | 10.97** 9.33(2.49-34.96) | 10.52** 14.46 (2.88-72.71)
Number of known tx centres 70.34** 6.27 (4.09-9.64) | 59.36™™* 7.24 (4.37-11.97) | 46.48*** 8.72 (4.68-16.26)
Affordability barriers 36.46** 0.84 (0.79-0.89) | 24.20** 0.81(0.79-0.90) | 17.99*** 0.82 (0.75-0.90)
Income reference >R1001 7.89* - 6.83* 2.58
Income <R500 6.37* 0.35(0.16-0.79) | 6.36*  0.28 (0.11-0.76) 208 0.44 (0.15-1.34)
Income R501-R1000 435*  0.39(0.16-0.95) 270 0.42 (0.15-1.18) 1.5 0.46 (0.14-1.56)
Time to treatment 44.53*** 0.13 (0.07-0.23) | 37.48** 0.10 (0.05-0.21) | 31.16*** 0.07 (0.03-0.19)
Social trust composite 13.59** 0.92(0.89-0.96) | 9.86**  0.93(0.88-0.97) | 9.84** 0.91 (0.86-0.97)
Competing priorities- money (Y)  18.55*** 0.18 (0.08-0.40) | 13.44** 0.18 (0.07-0.45) 9.54 0.18 (1.09-1.27)
Perceived utility 19.56*** 1.09 (1.05-1.13) | 21.79** 1.12(1.07-1.18) | 9.14** 1.10 (1.04-1.18)

Logistic regression coefficients with need, predisposing and enabling/restricting variables as predictors and
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Social cohesion 8.10"  2.24 (1.29-3.91) 5.63* 2.21 (1.15-4.26) 2.95 2.15 (0.90-5.14)
Community stigma 34.50** 1.17 (1.10-1.23) | 19.84** 1.14 (1.08-1.21) | 16.88** 1.18 (1.09-1.27)
Need for treatment

Age first used drugs 336  0.90(0.81-1.01) | 7.40* 0.81 (0.70-0.94)
Drug problem severity (SCID) - - 19.30*** 1.93 (1.11-2.59) | 19.18*** 2.21 (1.55-3.16)
SOCRATES composite - - 3.89* 1.05 (1.00-1.10) 1.58 1.04 (0.98-1.10)
Predisposing variables

Treatment concerns - - - - 17.66*** 1.19 (1.10-1.28)
Neighbourhood poverty - - - - 6.59** 3.42 (1.34-8.73)

0<.05 * 0<.01; *** a<.001;

# Controlling for confounding effects of gender and race
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The general fit of the model to the data remained adequate (Hosmer-Lemeshow
X2 (8; N=989) = 1.53, a = .992). The full model had a sensitivity of 92.4%, a
specificity of 95.7% and an overall success rate of 94.2%.

When holding the enabling and need variables constant, treatment concerns and
neighbourhood poverty were the only predisposing variables significantly
associated with access. The addition of enabling and need variables thus seems
to attenuate the influence of community views about access, beliefs about
treatment effectiveness, neighbourhood safety and neighbourhood alcohol use
on access (Table 17). For Model 3, a one-unit rise in the treatment concerns
scale increased the odds of accessing treatment, although this association was
weak. For neighbourhood poverty, a one-unit increase in this scale (indicating
less poverty) more than tripled the odds of access.

For the final model, the only need variables significantly associated with access
were age at which drugs were first used and drug problem severity; both of which |
had relatively weak effects. For drug problem severity, every one-unit increase in
the scale doubled the odds of access. In contrast, eight enabling variables had
significant partial effects on access. When the influence of other variables was
controlled for, a one-unit increase in the eight-point number of known treatment
centres scale increased the odds of accessing treatment by a multiplicative factor
of 8.7. Similarly, the odds of accessing treatment were almost 15-fold greater for
subjects who knew where to go for AOD help than for subjects who were
unaware of where to seek help. The effect of affordability barriers on access was
smaller, with a one-point rise in this scale increasing the odds of not accessing
treatment by a multiplicative factor of 1.2. When holding other variables
constant, the odds of accessing treatment for those without competing financial
priorities was more than five-fold greater than for subjects with competing
financial priorities. These findings suggest that affordability barriers and financial
concerns impact on access. Travel time remained negatively associated with
access, with every one-unit increase in this scale increasing the odds of not
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accessing treatment by a multiplicative factor of 14. Although significant, the
effects found for social trust, community stigma, and perceived utility of treatment
were weak.

In summary, this final model suggests that when controlling for gender, race and
the influence of other variable domains, enabling variables (particularly travel
time, awareness of AOD help, number of known treatment centres, and
competing financial priorities) were more strongly associated with access than
need or predisposing variables. When enabling and need for treatment variables
were held constant, only the predisposing variable of neighbourhood poverty
remained strongly associated with access. Similarly, when enabling and
predisposing variables were held constant, the only need for treatment variable
that was a moderate predictor of access was drug problem severity. Contrary to
previous research findings, the enabling variable domain (Model 1) accounted for
the largest proportion of the estimated variance in access, with the addition of
need for treatment (Model 2) and predisposing variables (Model 3) only slightly
improving the proportion of estimated variance predicted. As more non-need
variables are associated with realised access than need variables, and because
these non-need variables account for the largest proportion of the variance in
realised access, these findings support the hypothesis that access to AOD
treatment among HDCs is inequitable.

5.4.4.1. Utility of the three logistic regression models

Receiver—Operator Characteristic (ROC) curve analyses were used to explore
the utility of these three logistic regression models for predicting access to AOD
treatment. These curves reflect the sensitivity and specificity of the occurrence of
access for the different models (see Figure 3).

All three models had better than chance diagnostic performance, with area under
the curve (AUC) quantities for Models 1 (AUC = .880; Cl = .860-.900) being
“high” and for Models 2 (AUC = .992; Cl= .989-995) and 3 (AUC = .994; Cl
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=,892-,887) being “very high” (Swets, 1988). As Model 2 and 3's AUC
confidence intervals lay above Model 1, Models 2 and 3 were betler at predicting
access than Model 1. As the AUC intervals for Model 2 and 3 averlapped, there
was vary little differance in the predictive utility of these maodels. These results
show that a regression moadel that includes enabling and need variables (Model
2} is better able to predict access than a model with enabling variables alane
(Model 1) 'n addition, results show that the addition of predisposing variables in

Maodel 3 adds very little to the predictive utility of Model 2.

Figure 3. ROC curves for Regression Models 1, 2, and 3
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55. ACCESS TO ACD TREATMENT: SOCICDEMCOGRAPHIC
DIFFERENCES

This study also examined whether the pattern of factors associated with access

differed by race and gender (Aim 3). Should a varied pattern of risk factors

emerge, this would reflect a need for intarventians that target specific population

groups. Informaticn on race and gender-specific risk factors could be used to

design culturally and gender appropriate interventions to improve treatmant use.

For each race and gender group, Chi-sguare tests of association werg conducted
on categorical predisposing. enabling, and need variables by access. For

dichotomous variables, odds ratios were calculated to measure the strength of
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these associations. Independent sample ¢ tests were used to compare
differences in the mean scores between cases and controls on continuous
predisposing, need, and enabling variables. Variables that emerged as
significantly associated with access in bivariate analyses were entered into
multivariate logistic regression procedures so that the unique profile of variables
associated with access for each race and gender group could be examined.

5.5.1. Gender-specific factors associated with access

5.5.1.1. Associations between categorical predictor variables and
access for each gender
Significant findings from Chi-square analyses conducted to identify categorical
variables significantly associated with access are presented in Table 21. For
both male and female participants, there were no categorical predisposing
variables significantly associated with access. For the categorical need for
treatment variables, “perceived AOD problem” and “others suggesting the need
for AOD help” were significantly associated with access for both genders. For the
latter, the odds of accessing treatment increased almost three-fold for male
participants and almost six-fold for female participants. The variable “others
suggesting the need for treatment” thus appears to have a larger effect on
access for women than men.

For the categorical enabling variables, legal income in last month, competing
financial priorities, and awareness of where to go for AOD help were significantly
associated with access for both genders. For competing financial priorities, an
inverted odds ratio revealed that men with no competing financial priorities had
3.3 times greater odds of accessing treatment than men with competing financial
needs. Similarly, women without competing financial priorities had almost six
times greater odds of accessing treatment compared to women with competing
financial demands. For both genders, the odds of accessing treatment were
almost 16-fold greater for participants who were aware of AOD services,
compared to their counterparts who were not aware of AOD help.
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Table 21.

Chi-square analyses of categorical variables associated with access for each gender group

Variables Males Females
No Access X (df) OR (95%Cl) No Access X- (df) OR (95%Cl)
access (N= 236) access (N= 198)
(N =279) % (n) (N = 276) % (n)
% (n) % (n)
Need for treatment variables
Think have No 27.2(76) 12.7(30) 16.51(1)** 2.57 424 (117) 19.7(39) 26.89 (1)*** 3.00
AOD problem Yes 72.8 (203) 87.3 (206) (1.62-4.09) | 57.6 (159) 80.3 (159) (1.96-4.58)
Others No 29.0(81) 12.3(29) 21.34(1)*™* 2.92 29.0(80) 6.6(13) 36.75 (1)~ 5.81
suggest AOD Yes 71.0(198) 87.7 (207) (1.83-4.66) | 71.0 (196) 93.4 (185) (3.13-10.79)
help
Enabling variables
Legal income <500 37.3(104) 43.2(102) 33.46 (2)*** - 496 (137) 57.6(114) 8.58 (2)** -
(Rands) 501-1000 42.3(118) 19.9 (47) 31.2(86) 19.2(38)
1001-2500 20.4(57) 36.9(87) 19.2 (53) 23.2 (46)
Competing No 33.7(94) 62.3(147) 41.99 (1)*** 0.31 19.2(53) 57.1(113) 72.65 (1)*** 0.18
financial Yes 66.3 (185) 37.7 (89) (0.21-0.44) | 80.8 (223) 42.9 (85) (0.12-0.27)
priorities
Awareness of No 384(107) 3.8(9) 87.39 (1) 15.69 36.6(101) 3.5(7) 71.62 (1)*** 15.75
AOD help Yes 61.6 (172) 96.2 (227) (7.73-31.80) | 63.4 (175) 96.5 (191) (7.13-34.80)

o <.05; ** 0.<.01; *** 0.<.001

-
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5.5.1.2. Associations between continuous variables and access for
each gender

Table 22 presents significant findings from independent sample ¢ tests performed

to examine whether the mean scores of continuous variables differed among

cases and controls for each gender group.

For both genders, significant differences were found between cases and controls
on the following predisposing variables: neighbourhood poverty, community
views about access, beliefs about treatment effectiveness and barriers related to
treatment concerns. For both genders, cases reported lower levels of perceived
neighbourhood poverty than controls. For this variable, the effect size was
greater for men relative to women. For both genders, cases reported more
barriers related to treatment concerns and beliefs about treatment effectiveness
than controls. For the former variable, the effect size was greater for women
than for men. In contrast, controls reported more negative community
perceptions about access to treatment than cases. This effect size was greater
for men relative to women.

When need variables were examined, significant differences were found between
cases and controls on the SCID drug problem severity, the SOCRATES, and the
TCU PR and DH scales. For both genders, cases reported higher levels of drug
problem severity, motivation to change AOD use and problem recognition than
controls. Moderate to strong effects were obtained on these variables (Cohen,
1988). The effect size for the drug problem severity measure was greater for
men than for women, suggesting that drug problem severity is more strongly
associated with access for men than for women. However, for the SOCRATES,
TCU PR and TCU DH scales, greater effects were obtained for female than for
male participants. Motivation to change and problem recognition may be more
associated with access for women than for men.
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Table 22.

Independent sample t tests for continuous variables by access for each gender group

Variables Males Females
No access Access t value (df) d No access Access t value (df) d
Controls Cases Controls Cases

(N =279) (N = 236) (N = 276) (N =198)

Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Predisposing variables
Neighbourhood poverty 1.42 (0.58) 202 (1.04) -830(513)** 073 1.57(0.60) 1.85 (0.91) -4.04 (472)**  0.38
NES 4216 (3.23) 40.53(5.14) 4.36(513)* 0.38 | 42.57(3.60) 42.48 (4.77) 0.21 (472) 0.07
Community views: 3.85 (0.35) 3.55 (0.56) 7.35 (513)** 0.64 | 3.89(0.30) 3.75 (0.55) 3.66 (472)** 0.33
access
Beliefs about treatment 31.76(6.27) 35.57(9.50) -5.44 (513)** 040 | 32.14(7.36) 36.48 (6.55) -6.76 (451)** 0.46
effectiveness
Treatment concerns 25.88(8.52) 28.52(8.03) -3.61(507) 0.32 | 26.99(8.55) 31.11 (7.08) -5.55 (472)** 0.52
Self-efficacy > 1 month 2.11 (1.01) 2.22 (1.24) -1.18(513) 0.10 | 1.94 (0.98) 2.47 (1.17) -5.39 (472)**  0.50
ADUSE-C 2.66 (0.70) 2.39 (1.07) 3.43(513)* 030 | 249(0.76) 2.74 (1.02) -3.03 (472)* 0.28
Need for treatment
Drug dependence 10.25 (1.32) 11.75(0.89) 14.72 (5613)*** 1.31 | 9.97 (1.52) 11.36 (1.62) -9.45 (407)**  0.89
severity- SCID
Age first used drugs 18.57 (3.06) 17.90 (3.33) 2,38 (482)* 0.21 | 19.92 (4.31) 18.33 (3.39) 4.32 (472)** 0.64
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Socrates-composite 55.93 (12.65) 65.95(13.17) -8.76 (492)** 0.78 | 50.03 (14.30) 69.91 (14.51) -14.80 (421)** 1.38
TCU-PR 30.94(8.22) 36.77(5.95) -9.07(513)™* 0.61 | 29.00(8.10) 37.02(6.57) -11.48 (472)** 1.07
TCU-DH 33.37(7.93) 37.83(7.57) -648(513)** 0.57 | 3092(9.37) 37.57(7.79) -8.16(472** 0.70
TCU-TR 34.30(5.40) 33.72(6.39) 1.10(513) 0.10 | 32.08(5.68) 31.09 (4.90) 1.97 (472) 0.19
Enabling/restricting variables

Sigma consciousness 7.73 (1.48) 8.21(1.78) -3.30(513)** 0.36 | 7.52(1.57) 9.04 (1.31)  -11.16 472)** 1.03
Community stigma 5469(7.19) 60.87(8.84) -875(513)** 0.77 | 5591(7.87) 64.10(8.66) -10.50(399)** 1.00
Abstinence support 3569(5.64) 38.05(4.27) -5.26(513)* 047 | 3486(546) 36.70(5.01) -3.81(445* 0.35
Social support 3.31(0.68) 3.43 (0.65) -1.96 (504)* 0.18 | 3.37(0.77) 3.52 (0.83) -2.07 (405)* 0.19
Depression 33.12(6.65) 38.79 (7.44) -9.04 (476)*** 0.81 | 31.90(7.96) 37.91(8.40) -7.68 (414~ 0.74
Anxiety 3464 (8.17) 40.26 (7.30) -8.17 (513)* 0.72 | 33.59(9.11) 37.91(840) -5.27 (472)*™ 0.49
Number of known tx 2.03 (0.82) 3.81 (0.80) -25.08 2.19 2.06 (1.03) 3.99 (0.86) -21.48 (472)** 2.00
centres (502)™

Distance to treatment 3.54 (0.65) 284(0.83) 10.71 (513)* 095 | 3.72(0.49) 2.83 (0.76) 15.40 (472)** 1.44
Time to treatment 3.57 (0.61) 272 (0.75) 14.16 (513)** 1.25 | 3.76 (0.46) 2.73 (0.75) 18.52 (472)*~* 1.72
Affordability barriers 38.72(27.60) 6.46(9.91) 15.29(513) 1.51 | 38.80(6.01) 28.27(8.89) 15.38 (472 1.43
Perceived utility barriers | 23.53(9.20) 27.39(11.42) -4.29(513)** 0.38 | 25.94(9.77) 30.48(10.78) -4.70(399)** 0.48
Social trust 45.28 (8.72) 48.21(8.92) 238 (513)* 0.33 | 48.21(8.93) 45.81(8.93) 2.57 (472)* 0.27
Social cohesion 2.65 (0.51) 284(068) -3.56(513)** 032 | 2.76(0.71) 2.66 (0.80) 1.49 (396) 0.13

a<.05*"a<.01,*" a<.001
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For the enabling variable domain, significant differences were found between
cases and controls on the stigma consciousness, community stigma, abstinence
support, depression and anxiety scales. For both males and females, cases
reported higher levels of depression and anxiety, more stigma consciousness
and perceived community stigma, and higher levels of generic and abstinence
support than controls. For the support scales, weak effects were obtained for
both genders. Both males and females obtained strong effect sizes for the
community stigma scale, although the effect size was greater for women. For
women, a strong effect was also found on the stigma consciousness scale.
These findings suggest that stigma may be more closely associated with access
for women than for men. Aithough both genders obtained a strong effect for the
depression scale, this was slightly greater for men. For men, a strong effect was
also found on the anxiety scale. These findings suggest that psychological
functioning may be more closely associated with access for men than for women.

For both males and females, significant differences were found between cases
and controls on the number of known treatment centres, distance to nearest
treatment centre, travelling time to treatment and affordability barriers scales;
with both genders obtaining strong effects on all of these variables. Cases
reported shorter distances and travelling times to the nearest treatment centre,
fewer affordability barriers and knew of more AOD treatment centres than
controls. In addition, significant differences were found between cases and
controls on the social trust and treatment utility scales. However, the effect sizes
for these variables were small (Cohen, 1998).

5.5.1.3. Predictors of access to treatment for each gender

To identify the pattern of factors associated with access for male and female
participants respectively, access was regressed separately for each gender. To
ensure model parsimony, only variables significantly associated with access in
initial bivariate analyses (Tables 21-22) and with moderate to strong effect sizes
were entered into the analyses. The potential confounding effect of race was
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controlled for. Odds ratios and 95% confidence intervals are presented in Table
23 for the significant predictors of access.

For both genders, a test of the full model versus the model with the intercept only
was statistically significant; x* (22; N = 519) = 6613.01, a < .001 for men and x°
(22; N = 474) = 582.96, a < .001 for women. This indicates that the predictive
value of the model increased when these variables were added. The full model
accounted for about 93% (Nagelkerke R? = .930) and 95% (Nagelkerke R? =
.952) of the estimated variance in access for men and women, respectively.
According to the Hosmer and Lemeshow test, the model was a good fit for the
data for males (x? (8; N = 515) = 2.95, a = .938) and females (x? (8; N = 474) =
1.01, a = .998).

When need and enabling variables were held constant, neighbourhood poverty
and community views about access had significant partial effects on access for
men. These variables were not significantly associated with access for women.
For the former, a one-unit increase in the scale resulted in the odds of accessing
treatment increasing by a muitiplicative factor of 5.7. Males are thus more likely
to access services when perceptions of neighbourhood poverty are low. For the
latter, a one-unit increase augmented the odds of not accessing treatment by a
multiplicative factor of 7.7. This suggests that males are more vuinerabie to
negative community views about access than females. For females, the only
predisposing variable with a significant partial effect on access wés beliefs about
treatment effectiveness, although the effect of this variable was weak.

For the need variables, the drug problem severity scale, the TCU PR and the
TCU DH scales had significant partial effects on access for males, when
predisposing and enabling variables were held constant. For men, drug problem
severity was the need variable most strongly associated with access, with a one-
unit increase in this scale increasing the odds of accessing treatment by a
multiplicative factor of 4.2. This association was not found among women. For
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women, only the SOCRATES scale and others suggesting the need for help had
significant partial effects on access. The odds of accessing treatment increased
more than 10-fold for women for whom others had suggested the need for AOD
services relative to women who did not receive this advice. This finding
highlights the important role that significant others play in women’s perceptions of
AOQOD treatment need and help-seeking behaviour. Significant others do not seem
to play the same role in AOD help-seeking for men.

While the number of known treatment centres, travel time, affordability barriers
and competing financial priorities were significant partial predictors of access for
both genders, these enabling variables seem more strongly associated with
access for women than for men. When holding other variables constant, a one-
unit increase in the number of known treatment centres increased the odds of
accessing treatment by a multiplicative factor of 8.4 for women and 7.4 for men.
Similarly, a one-unit increase in travel time increased the odds of not accessing
treatment by a multiplicative factor of 5.3 for men and 50 for women. In addition,
every one-unit increase in the affordability barriers scale augmented the odds of
not accessing treatment by 1.4 and 1.1 times for women and men respectively.
For competing financial priorities, the odds of nof accessing treatment were 5.5
and 50 times greater for men and women with competing priorities respectively,
compared to their counterparts without competing financial priorities.

Findings suggest that women from HDCs are more vulnerable to the effects of
travel time, awareness and affordability barriers, and competing financial needs
on access than men. The finding that awareness of where to go for AOD
services and barriers related to delays in accessing treatment (due to waiting lists
and gatekeepers) were significant partial predictors of access for women only
provides some support for this claim. A surprising finding was that one-unit
increases in the community stigma scale augmented the odds of accessing
treatment by a multiplicative factor of 3.6. This effect was only found for women.
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It is possible that experiences of community stigma propel women to use AOD

services in order to reduce their stigmatised behaviours.

Table 23. Results of multiple logistic regression analyses for each gender,
with access as the dependent variable#
Predictor variables Male (N = 515) Female (N = 474)
Wald (df) OR (95% Cl) Wald (df) OR (95% CI)
Predisposing variables '
Neighbourhood poverty 9.68 (1)  6.65(1.90-16.80) 1.85 (1) 2.57 (0.66-10.09)
Community views: access 4.72 (1)* 0.13 (0.02-0.82) 0.69 (1) 0.35 (0.03-4.14)
Treatment Beliefs: effectiveness 1.54 (1) 1.07 (0.96-1.19) 7.62 (1)* 1.23 (1.06-1.43)
Need for treatment variables
Drug dependence severity 18.73 (1)** 4.15(2.05-8.38) 2.07 (1) 1.52 (0.86-2.67)
SOCRATES 0.57 (1) 1.03 (0.96-1.10) 6.74 (1)* 1.16 (1.04-1.29)
Others suggest AOD help (Yes) 0.86 (1) 1.34 (0.19-9.28) 3.99 (1)* 1249 (1.04-148.77)
TCU-PR 9.27 (1)~ 1.30 (1.10-1.54) 0.23 (1) 0.98 (0.73-1.32)
TCU-DH 6.35 (1)* 0.82 (0.70-0.96) 0.03(1) 1.01 (0.81-1.26)
Enabling/restricting variables
Awareness of AOD help (Yes) 247 (1) 5.07 (0.67-38.43) 4.31(1)* 29.84 (1.21-192.59)
Number of known tx centres 28.47 ()™ 7.40(3.54-15.41) | 13.76 (1)*™*  8.42(2.73-29.54)
Travelling time to treatment 11.22(1)*  0.19(0.07-0.50) | 13.01 (1)  0.02 (0.00-0.17)
Competing needs (money) (Yes)  6.19 (1)* 0.18 (0.05-0.70) | 11.69 (1)** 0.02 (0.00-0.20)
Delays in accessing treatment 0.58 (1) 0.96 (0.87-1.06) 6.78 (1) 1.24 (1.05-1.45)
Community stigma 20.01 (1) 1.31(1.16-1.48) | 12.33 (1)**  3.63 (1.77-7.44)
Affordability barriers 3.90 (1)* 0.91 (0.83-0.99) | 15.04 (1)** 0.73 (0.63-0.86)

a<.05 **a<.01;, " a<.001
# Adjusted for race

Although findings show that women and men share a core set of predictors for

access, women seem more vulnerable to the effects of enabling/restricting

variables than men. Other variations in the profile of predictors of access to

treatment for men and women were also found. Perceived community stigma

played a (positive) role in women'’s use of AOD treatment, but was not

associated with treatment use for men. Predisposing factors (such as
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perceptions of neighbourhood poverty and negative views about access) were
associated with access for men but not for women. Although drug problem
severity was associated with access for men, this was not the case for women.
In contrast, “significant others suggesting AOD help” was associated with access
for female rather than male participants.

5.5.2. Race-specific factors associated with access

5.5.2.1. Associations between categorical predictor variables and
access for each race group

Table 24 presents significant findings from Chi-square analyses conducted to

identify categorical variables significantly associated with access. These

analyses were conducted separately for each race/ethnic group.

For both races, there were no categorical predisposing variables significantly
associated with access. For the need variables, “perceived AOD problem” and
“others suggesting the need for AOD help” were significantly associated with
access for both races. The odds of access were almost ten-fold greater for
Black/African and 1.6 times greater for Coloured participants who perceived an
AOD probiem relative to those who did not perceive a problem. The odds of
access were more than five-fold greater for Black/African and three-foid greater
for Coloured participants for whom others had suggested the need for help
relative to those who had not received this advice.
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Table 24.

Chi-square analyses of categorical variables associated with access for each race group

Variables Black African Coloured
No Access X* (df) OR (95%Cl) No Access X° (df) OR (95%Ct)
access (Cases) access (Cases)
(Controls % (n) (Controls % (n)
% (n) % (n)

Need for treatment variables
Think have No 315(88) 45(10) 57.12 (1) 9.72 38.0(105) 27.7 (59) 5.77(1)* 1.60
AOD Yes 68.5 (191) 95.5(211) (4.91-19.24) | 62.0 (171) 72.3 (154) (1.09-2.36)
problem
Others No 28.7(80) 86(19)  31.30 (1)*** 4.27 29.3(81) 10.8(23) 24.71(1)*** 3.43
suggest Yes 71.3(199) 91.4 (202) (2.50-7.31) | 70.7 (195) 89.2 (190) (2.07-5.68)
help
Enabling variables
Legal < 500 57.0(159) 56.1(124) 15.07 (2)** - 29.7 (82) 43.2(92) 27.34(2*** -
income 501-1000 25.1(70) 14.0 (31) 48.6 (134) 25.4 (54)
(Rands) 1001-2500 17.9(50) 29.9 (66) 21.7(60) 31.5(67)
Competing No 25.1(70) 50.2(111) 33.73 (1)*** 0.33 279(77) 70.0(149) 85.54 (1)™* 0.17
needs Yes 74.9 (209) 49.8 (110) (0.23-0.48) | 72.1(199) 30.0 (64) (0.11-0.25)
Awareness No 36.2(101) 45(10) 71.64 (1) 11.97 38.8(107) 2.8(6) 87.45 (1) 21.84
of AOD help Yes 63.8 (178) 95.5 (211) (6.01-23.62) | 61.2(169) 97.2 (207) (9.36-50.95)

0 <.05; *" a<.01; ** 0 <.001
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For categorical enabling variables, legal income, competing (financial) priorities,
and awareness of where to go for AOD help were significantly associated with
access for both races. For competing financial priorities, an inverted odds ratio
revealed that Black/African participants with no competing financial priorities had
three-fold greater odds of accessing treatment than those with competing
financial needs. For Coloured participants without competing financial priorities,
the odds of accessing treatment were almost six-fold greater than those of their
counterparts with competing financial demands. In addition, the odds of
accessing treatment were 12-fold greater for Black/African and 22-fold greater for
Coloured participants who were aware of AOD related services, compared to
their counterparts who were unaware of AOD services.

5.5.2.2 Associations between continuous variables and access for
each race group

For each race group, independent sample ¢ tests were performed to explore

whether the mean scores of continuous variables differed among cases and

controls. Significant findings are presented in Table 25.

For both Black/African and Coloured participants, significant differences were
found between cases and controls on the following predisposing variables:
neighbourhood poverty, community views about access, beliefs about treatment
effectiveness, and barriers related to treatment concerns. For both races, cases
reported lower levels of perceived neighbourhood poverty, more treatment
concerns, and more negative beliefs about treatment effectiveness than controls.
In contrast, controls reported more negative community perceptions about
access to treatment than cases. For both races, the effect sizes of these
variables were weak to moderate.

When need variables were examined, significant differences were found between

cases and controls on the drug problem severity, the SOCRATES, and the TCU
PR and DH scales for both races. Cases reported higher levels of drug problem
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severity, motivation to change AOD use, problem recognition and desire for help
than controls. For Coloured participants, the effect sizes for these variables were
moderate and for Black/African participants the effects were strong (Cohen,
1988). This suggests that drug problem severity, readiness to change and
problem recognition are more associated with treatment use for Black/African
than for Coloured participants.

For the enabling variable domain, significant differences were found between
cases and controls on the stigma consciousness, community stigma, abstinence
support, and depression scales for both race groups. Cases reported higher
levels of depression, more stigma consciousness and perceived community
stigma, and higher levels of abstinence support than controls. Black/African
participants obtained stronger effects on the abstinence support, community
stigma and stigma consciousness scales than Coloured participants. These
findings suggest that stigma and abstinence support are more closely associated
with access for Black/Africans than for Coloureds. Similarly, Black/Africans
obtained larger effects on the depression and anxiety scales than Coloureds.
Psychological functioning may be more closely associated with access for
Black/African than for Coloured people from HDCs.

For both race groups, significant differences were found between cases and
controls on the number of known treatment centres, distance to nearest
treatment centre, travel time, affordability barriers and delays in accessing
treatment scales; with both groups obtaining strong effect sizes for all of these
variables. Cases reported shorter distances and travel times to treatment, fewer
affordability barriers, fewer barriers related to delays in accessing treatment, and
knew of more AOD treatment centres than controls. Compared to their Coloured
counterparts, Black/Africans obtained larger effects on the number of known
treatment centres, distance to nearest treatment centre, and travel time to
treatment.
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Table 25.

Independent sample t tests for continuous variables by access for each race

Variables Black/African Coloured
No access Access t value (df) d No access Access t value (df) d
(Controls) (Cases) (Controls) (Cases)
(N= 279) (N= 221) (N = 276) (N =213)

Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Predisposing variables
Neighbourhood poverty 1.53 (0.65) 1.99 (0.95) -6.42 (498)*** 0.58 | 1.46 (0.53) 1.90 (1.02) -6.14 (487)** 0.56
Community views: access 3.75 (0.24) 3.55 (0.59) 5.14 (498)*** 0.46 | 3.99(0.36) 3.73 (0.53) 6.48 (487)**  0.59
Beliefs: treatment 30.86(6.44) 34.02(8.87) -4.61 (498)** 0.41 | 33.05(7.05) 38.02(7.10) -7.71(487)* 0.70
effectiveness
Treatment concerns 2452 (7.30) 27.86(8.65) -4.67 (498)*** 0.42 | 28.36(9.27) 31.61 (6.05) -4.45 (487)** 0.40
Need for treatment
Drug problem severity 10.25 (1.32) 11.75(0.89) -15.34 (498)** 1.30 | 9.97(1.63) 11.34 (1.50) -9.57 (487)*** 0.87
Age first used drugs 18.59 (3.81) 17.96 (2.99) 2.06 (497)* 0.18 | 19.91(3.37) 18.23 (3.72) 4.96 (453)*** 0.48
Socrates-composite 54.14 (10.56) 71.10(12.28) -16.59 (498)*** 1.49 | 51.84(16.38) 64.29(14.68) -8.71 (487" 0.79
TCU-PR 29.77 (12.37) 37.95(4.05) -14.83(498)** 0.85 | 30.19(8.90) 35.77 (7.75) -7.23 (487)*** 0.66
TCU-DH 33.53(6.79) 39.10(6.80) -9.09 (498)** 0.82 | 30.76(10.20) 36.27 (8.24) -6.43 (487)*" 0.59
TCU-TR 3499 (5.40) 32.96 (4.38) 4.52 (498)** 0.41 | 31.38 (6.32) 32.07(7.12) -1.22(487) 0.11
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Enabling/restricting variables

Stigma consciousness
Community stigma
Abstinence support
Social support
Depression

Anxiety

Number of known tx centres
Distance to rehab

Time to treatment
Affordability barriers
Perceived utility barriers
Delays:accessing tx
Social trust

7.31(1.48)
53.23 (6.55)
35.63 (3.81)
3.38 (0.68)
30.38 (6.45)
30.25 (8.12)
0.65 (0.68)
3.74 (0.49)
3.70 (0.50)
39.81 (5.81)
23.69(9.12)
35.32 (4.77)
47.91 (8.75)

8.48 (1.88)
61.47 (8.51)
38.01 (3.43)
3.50 (0.69)
38.79 (7.63)
39.75 (7.24)
4.14 (1.95)
2.64 (0.73)
2.53 (0.64)
30.73 (9.75)
26.33 (10.13)
30.87 (8.48)
44.74 (13.60)

-7.83 (498)***
-12.22 (498)**
-7.35 (490)***
-1.93 (469)
-13.10 (431)**
-13.62 (498)**
-27.87 (498)***
20.09 (498)***
22.83 (498)***
12.92 (498)***
-3.03 (498)*
7.40 (498)*™*
3.16 (498)**

0.70
1.10
0.65
0.17
1.20
1.22
2.50
1.81
2.06
1.16
0.28
0.67
0.28

7.95 (1.51)
57.38 (7.94)
34.92 (6.88)

3.30 (0.77)
34.67 (7.57)
38.02 (7.33)

1.47 (1.05)

3.52 (0.65)

3.63 (0.60)
37.70 (6.48)
25.78 (9.89)
39.96 (5.79)
45.55 (8.98)

8.70 (1.33)
63.23 (9.20)
36.83 (5.61)

3.44 (0.79)
37.81 (8.06)
38.61 (8.51)
3.86 (1.70)
3.04 (0.81)
2.92 (0.80)
24.98 (8.19)

31.36 (11.55)
32.96 (10.85)

43.81 (10.89)

-5.71 (487)***
-7.38 (419)*
-3.29 (487)**

-2.00 (450)*
-4.38 (441)**
-0.81(419)

-19.10 (487)**
7.00 (396)***
10.83 (380)***
19.20 (487)**
-5.75 (487)***
9.17 (487)***

2.57 (472)*

0.52
0.69
0.30
0.18
0.40
0.07
1.74
0.66
1.02
1.75
0.52
0.83
0.26

a<.05 * a<.01;,*" a<.001
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These findings suggest that awareness and geographic access barriers are more
closely associated with access for Black/Africans than for Coloureds. In contrast,
compared to their Coloured counterparts, Black/Africans obtained smaller effect
sizes for affordability and delays in accessing treatment. This implies that
affordability and treatment delay barriers are more closely associated with
access for Coloured than for Black/Africans. Although significant differences
were found on the social trust and treatment utility scales, the effect sizes for
these variables were small.

5.5.2.3. Predictors of access for each race group

To identify the pattern of factors associated with access for Black/African and
Coloured participants respectively, access was regressed separately for each
race group. To ensure model parsimony, only variables significantly associated
with access in initial bivariate analyses and with moderate to strong effect sizes
were entered into the analyses (Tables 24-25). The potential confounding effect
of gender was adjusted for. Odds ratios and 95% confidence intervals for
significant predictors are displayed in Table 26.

A test of the full model versus the model with the intercept only was statistically
significant; x* (21; N = 500) = 628.91, a < .001 for Black/African and x° (21; N =
489) = 592.98, a < .001 for Coloured participants. The full model accounted for
about 96% (Nagelkerke R? = .959) and 94% (Nagelkerke R? = .942) of the
estimated variance in access for Black/African and Coloured participants
respectively. According to the Hosmer and Lemeshow test, the model was a
good fit for the data for Black/African (x? (8; N = 500) = 1.63, a = .990) and
Coloured participants (xZ (8; N = 474) = 1.41, a = .994).

Among Coloured participants, the only predisposing variables that had significant
partial effects on access after controlling for the influence of the other variable
domains were neighbourhood poverty and beliefs about treatment effectiveness.
For the latter, a one-unit increase in the scale augmented the odds of access by
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a multiplicative factor of 5.7. For Coloureds, lower perceptions of poverty appear

to increase the likelihood of access. For Black/Africans, none of the predisposing

variables had significant partial effects on access.

Table 26. Results of muitiple logistic regression analyses for each race, with
access as the dependent variable#
Predictor variables Black/African (N= 500) Coloured (N = 489)
Wald (df) OR (95% Cl) Wald (df) OR (95% Cl)
Predisposing variables
Neighbourhood poverty 0.79(1) 2.21 (0.39-12.58) 6.56(1)** 5.66 (1.50-21.31)
Treatment Beliefs: effectiveness 3.51(1) 1.18 (0.99-1.41) 5.88(1)* 1.20 (1.04-1.39)
Need for treatment variables .
Drug dependence severity 6.64(1)** 3.30(1.33-8.19) 2.43(1) 1.57 (0.89-2.76)
SOCRATES 5.44(1)* 1.16 (1.02-1.30) 4.76(1)* 1.10 (1.01-1.20)
Others suggest AOD help (Yes) 5.09(1)* 46.86 (1.65-132.71) 0.10(1) 1.36 (0.20-9.28)
Think you have an AOD problem 1.67(1) 56.93 (0.12-260.53) | 4.56(1)* 18.17 (1.27-260.00)
TCU-DH 7.82(1)* 0.78 (0.65-0.92) 0.29(1) 0.95 (0.77-1.16)
Enabling/restricting variables
Awareness of AOD help (Yes) 217 (1) 10.21 (0.46-225.33) | 4.33 (1)* 10.21 (1.15-90.99)
Number of known tx centres 14.72(1)** 13.51 (3.57-51.04) | 24.31(1)"™* 11.14 (4.27-29.05)
Travelling time to treatment 7.16 (1)* 0.05 (0.01-0.45) 10.11 ()™ 0.15 (0.05-0.48)
Competing needs (money) (Yes) 1.04 (1) 0.39 (0.06-2.40) 16.82 ()™  0.01 (0.00-0.10)
Stigma consciousness 0.72 (1) 1.25 (0.75-2.10) 11.86 (1) 3.78 (1.78-8.07)
Community stigma 3.16 (1) 1.12 (0.99-1.26) 18.35 (1) 1.37(1.19-1.58)
Delays to treatment barriers 3.83(1)* 1.18 (1.03-1.98) 0.55 (1) 1.04 (0.94-1.14)
Affordability barriers 6.01 (1)* 0.89 (0.82-0.98) 17.70 ()™ 0.71 (0.60-0.83)

a<.05;*a<.01;,*" a<.001
# Adjusted for gender

When holding enabling and predisposing variables constant, more need

variables were significantly associated with access for Black/African than for

Coloured participants. For Black/Africans, the SCID drug problem severity scale,

significant others suggesting the need for treatment, the SOCRATES scale and
the TCU DH scale had significant partial effects on access. For Black/Africans,
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the drug problem severity measure was strongly associated with access, with a
one-unit increase in this scale augmenting the odds of accessing treatment by a
multiplicative factor of 3.3. The odds of treatment access increased more than
40-fold for Black/Africans for whom others had suggested the need for AOD
services relative to those who did not receive this advice. For Coloured
participants, only the SOCRATES scale and “self-perceived AOD problem” had
significant partial effects on access; with the odds of accessing treatment
increasing 18-fold for participants with a self-perceived problem relative to those
with no perceived problem.

While the number of known treatment centres and travel time to treatment were
significant partial predictors of access for both races, these enabling variables
appear more closely associated with access for Black/African participants than
for Coloureds. A one-unit increase in the number of known treatment centres
increased the odds of accessing treatment by a multiplicative factor of 13.5 for
BIack/Africa‘ns and 11.1 for Coloureds. Similarly, every one-unit increase in
travel time augmented the odds of not accessing treatment by a multiplicative
factor of 20 for Black/Africans and 6.6 for Coloureds. These findings suggest
that, relative to their Coloured counterparts, Black/Africans from HDCs are more
vulnerable to geographic access and awareness barriers. Yet, this claim
appears to be contradicted by the finding that awareness of where to go for AOD
services was only significantly associated with access among Coloured
participants. This anomalous finding could be due to this variable referring to
awareness of a broad range of AOD services rather than awareness of AOD
treatment services specifically.

Among Coloured participants, a surprising finding was the positive association
between stigma and access. Every one-unit increase in the stigma
consciousness scale (reflecting more internalised stigma) increased the odds of
accessing treatment by a multiplicative factor of 3.6. It is possible that
internalised experiences of stigma relating to AOD problems may actually push
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Coloured participants to access AOD treatment. Another surprising finding was
that affordability barriers and competing financial priorities had significant partial
effects on access for Coloured participants only. This does not mean that
Black/African participants had fewer competing financial priorities than their
Coloured counterparts, especially given findings that only 30% of Coloured cases
reported competing financial priorities compared to 50% of Black/African cases;
OR = 0.43 (95% CI. 0.29-0.64). Instead, this finding may be due to the fact that
almost equal proportions of Black/African cases and controls reported competing
financial priorities (see Table 24).

Although findings show that Black/African and Coloured participants share a core
set of predictors for access, Black/Africans may be more vulnerable to the effects
of awareness and geographical access barriers. For each race group, variations
in the profile of predictors of access were found. Perceived community stigma
and stigma consciousness played a (positive) role in Coloured participants’ use
of AOD treatment, but was not associated with treatment use among
Black/Africans. Affordability barriers and competing financial priorities were only
associated with access for Coloured participants. Predisposing factors (such as
perceptions of neighbourhood poverty) were associated with access for Coloured
participants but not for their Black/African counterparts. A range of need
variables (including drug problem severity and others suggesting the need for
treatment) were associated with access for Black/Africans, with fewer need
variables being associated with treatment use among Coloured participants.

5.6. MEDIATORS AND MODERATORS OF PREDICTORS OF ACCESS TO
TREATMENT

This study also explored possible interactions between the BHSU model’s

variable domains (Aim 4). The following sections explore the enabling/restricting

domain’s mediating and moderating effects on the association between treatment

need and AOD treatment access.
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5.6.1. Mediation of the association between need and access

To test the hypothesis that enabling variables mediate the association between
need for and access to treatment (Aim 4), a hierarchical logistic regression was
conducted, using methods recommended by McMillen, Scott, Zima, Ollie,
Munson, and Spitznagel (2004). This involved monitoring changes in the odds
ratios which occurred when the block of enabling/restricting variables was added
to the regression equation. More specifically, predisposing variables were
entered as covariates in Block 1 to control for their influence on access to
treatment. Following this, two logistic regression models were evaluated in
hierarchical fashion, beginning only with the need for treatment variables as
predictors (Model 1) and sequentially adding the enabling/restricting variables
(Model 2). Table 27 presents the Wald tests and odds ratios for variables
significantly associated with access only.

Overall, the need for treatment variables did not maintain their level of
significance with the inclusion of a subsequent block of enabling variables. Only
two of the seven need variables remained significantly associated with access.
This suggests that while there is still some independence across underlying
constructs of the BHSU model, the enabling/restricting variable domain appears
to account for a significant part of the effect of need for treatment factors on AOD
treatment use.
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Table 27. Logistic regression coefficients with need and enabling/restricting
variables as predictors and access as the dependent variable#

Predictor variables Model 1 Model 2
Wald OR (95% ClI) Waid OR (95% Cl)
(df=1) (df=1)
Need for treatment variables
Drug dependence severity 86.28"* 2.46 (2.04-2.98) | 13.36"™*  1.79 (1.31-2.45)
SOCRATES composite 25.93** 1.06 (1.04-1.09) 1.92 1.03 (0.99-1.08)
TCU problem recognition 591* 1.06 (1.01-1.11) 2.63 1.10 (0.98-1.26)
TCU desire for help 4.27*  0.96 (0.92-0.99) 0.13 0.98 (0.88-1.09)
Others suggest help (Yes) 15.94** 3.00 (1.75-5.15) 1.24 2.07 (0.58-7.40)
Perceived AOD problem (Yes) | 10.14** 2.71(1.47-5.01) 0.00 0.96 (0.21-4.37)
Age first used drugs 4.33* 0.95(0.90-0.99) 6.31* 0.85 (0.74-0.96)
Enabling/restricting variables
Aware of treatment (Yes) - - 10.28"* 10.46 (2.49-43.92)
Number of known tx centres - - 47,95 539 (3.33-8.68)
Affordability barriers - - 14.35"*  0.88 (0.83-0.94)
Delays to treatment - - 8.61* 0.91 (0.85-0.97)
Income =R500-R1000 (Yes) - - 7.70™ 0.28 (0.16-0.69)
Time to treatment - - 37.65™*  0.09 (0.04-0.20)
Social trust composite - - 5.72* 0.95 (0.92-0.99)
Competing needs- money (Y) - - 9.88** 0.24 (0.10-0.59)
Perceived utility scale - - 7.76* 1.07 (1.02-1.13)
Community stigma - - 20.66™*  1.16 (1.09-1.23)

a<.05 "™a<.01; *** a<.001;
# Controlling for predisposing variables

5.6.1. Moderators of the association between need and access

To test the hypothesis that enabling variables moderate the association between
need for and access to treatment (Aim 4), a hierarchical logistic regression
analysis was conducted, using procedures outlined by Holmbeck (1997) and
Frazier, Tix, and Barron (2004). Two logistic regression models were evaluated.
The first model was the main effects model (described in section 5.4.4). The
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second model expanded the first model to include a final block of interaction
terms that were entered in a stepwise fashion. These interaction terms were the
products of drug problem severity (the only need variable strongly associated
with access when other variables were controlled for) and moderator variables.
In this analysis, enabling variables significantly associated with access in Table
20 were conceptualised as moderator variables. Following Frazier and
colleagues’ (2004) recommendations, all continuous predictor and moderator
variables were standardised prior to entry into the regression equation. The final
model allowed the researcher to examine the relative contribution of these
interactions to access, while controlling for the main effects of the predictor and
moderator variables. Table 28 presents the logistic regression coefficients and
Wald tests for variables significantly associated with access only.

The addition of a block of interaction variables in Model 2, while controlling for
the main effects of the predictor variables was justified as it significantly
increased the predictive value of the model; x3(2; N = 989) = 27.56, a < .001.
Although Model 2 predicted a greater proportion of the estimated variance in
access to treatment (Nagelkerke R? = .947) than Model 1 (Nagelkerke R? = .936),
the difference in the proportion of variance estimated by each model was
negligible. The entry of the interaction between drug problem severity and travel
time in step one and drug problem severity by affordability barriers in step two
accounted for an additional 0.7% and 0.4% of the estimated variance in access
respectively.

12 L ogistic regression coefficients may differ from Table 20 due to the use of standardised
continuous variables
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Table 28. Results of hierarchical logistic regression with enabling variables as moderators #

Variables Model 1 Model 2
B Wald (df=1) B Wald (df=1)

Predisposing
Treatment concerns 1.18 14.66*** 1.53 18.03***
Neighbourhood poverty 0.99 6.85** 1.10 7.82**
Need for treatment
*Drug dependence severity 1.15 18.94*** 6.79 18.08***
Age first used drugs -0.19 6.85** -0.29 8.98*
Enabling variables /moderators
Aware of treatment (Yes) 2.71 10.98** 3.02 11.70**
Number of known tx centres 2.86 56.63*** 3.10 52.17***
*Affordability barriers -1.99 24.53* -10.37 13.21**
*Time to treatment -2.04 31.64** 6.61 5.46*
Competing priorities- money (Y) -1.64 8.77* -1.88 8.78*
Social trust scale -1.05 13.20* -1.16 14.60***
Perceived utility scale 1.06 9.67™ 1.06 8.95™
Community stigma 1.49 18.45*** 1.63 18.55***
Interactions
Drug dependence severity x affordability - - 0.07 8.43*
Drug dependence severity x travel time - - -1.02 9.17*

o <.05 " a<.01; ** a <.001,
# Controlling for gender and race

159



Findings reveal a significant interaction between drug problem severity and travel
time, with the associatior between drug problem severity and access varying
according to the tirme taken to travel to the nearest ADD treatment centre.
Findings suggest that shorter travel times to treatment enhance the association
between drug problem severity and treatment use (Figure 4), with access baing
maore likely when drug problem severity is high and travel time to treatment is
shart than when drug problem severity is high and travel time to treatrment is

lengthy,

Figure 4. Moderating effect of travel time on the association between drug

problem severity and access
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Findings also reveal a significant interaction between drug problem severity and
affordability barriers. Findings suggest that fewer affordability barriers enhance
the association between drug problem severity and treatment use (Figure 5). with
access being more likely when drug problem severity is high and affordability
barriers are low than when drug problem severity is high and affardability barriers

are high. Taken together, these findings provide some support far the hypothesis
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that the association between need for treatment variables and access is

moderated by the presence of enabling/restricting variables.

Figure 5. Moderating effect of affordahility barriers on the association

betwean drug problem severity and access
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5.8.2. Moderators of the association between enabling variables and
access
To test the hypothesis that enabling variables such as afferdability barriers,
awareness, and competing financial priorities moderate the association between
travel time to treatment and access {Aim 4), a hierarchical logistic regression
analysis was conducted, using precedures autlined by Holmbeck {1837} and
Frazier et al. (2004, Two hierarchical logistic regression models were evaluated:
a main effects model (Model 1) and a medel that expanded on the main effects
model to include interaction terms {Model 2%, These interaction terms were the
products of travel time to treatment (a strong predictor of treatmeant access in the

main effects model when all other variables were cantrelled for) and the
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aforementioned moderator variables. Model 2 allowed the researcher to examine
the relative contribution of these interactions to access, while contralling far the
main effects of the predictor and moderator variables. Findings from these

analyses are presented in Table 258,

Yariables significantly associated with access in the main effects model,
remainged associated with access in Medel 2. The direction of these associations
also remained unchanged. Only two interaction terms were significantly
associated with access in Madel 2: affordability barriets and number of known

treatment centres {an indicator of awareness of treatmeant services).

The addition of this block of interaction variables in Model 2, while controlling for
the main effects of the predictor variables was justified as it significantly
increased the predictive value of the model; ¥°(2: N = G85) = 46.26. o < .001.
Although Model 2 predicted a greater proportion of the estimated variance in
access to treatment (Nagelkerke RE = 553 than Model 1 (Nagelkerke R® = 934,
the difference In propartion of variance estimated by sach madel was very small,
The interactions betweesn travel time and affordability barriers and travel time and
number of known treatment centres (awareness) anly acceunted for an additional
1.4% and 0.9% of the estimated variance in access respectively, For Madel 2,
the general fit of the model to the data remained adequate (Hosmer—Lemeshow
¥ (8 N=589) = 1.01, o = 0.558),

Taken together. these findings provide some support for the hypothesis that the

association between time to treatmeant and access 1s moderated by other

enabling/restricting variables.
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Table 29. Results of hierarchical logistic regression with enabling variables as moderators #

Variables Model 1 Model 2
B Wald (df=1) B  Wald (df=1)
Predisposing "
Treatment concerns 1.17 g.ag** 0.26 18.72
Neighbourhood poverty 0.18 18.54*** 1.26 544*
" Need for treatment '
Drug dependence severity 1.07 17.50" 1.15 1352
Age first used drugs -0.25 11.48*" -0.24 7.87™
" Enabling variables /moderators "
Aware of treatment (Yes) 239 g.12* 3.37 9.51*
*Number of known tx centres 413 4595 496 37.13™
*Affordability barners -1.81 21.07** -3.65 27 63+
*Time to treatment -2.16 3878 -3.69 35.87
Competing priorities- money {Y) -1.54 965" -2.34 10.59**
Social trust scale -0.75 9.10** -0.77 6.34*
Perceived utility scale 0.93 880" 1.20 9.53"
Community stigma 1.65 22 95" 2.03 oy 5 . b
Interactions . ' '
Travel time x affordability barriers - - -2.92 27 63
Travel time x known treatment centres -

o< 05" @ < 01;** < 007,
# Controtling for gender and race

176 5.24*




Findings suggest an interaction betweet travel time and affordability barriers,
with the association between travel time and treatmeant access varying according
to the extent to which affordability barriers are experienced. Findings suggest
that affordability barriers enhance the association between travel time and
treatmert use, with travel time having mare of a negative impact on service use
when affordability barriers are high than when they are low. When affordability
barriers are high, the relationship between access and time to treatment is strong

and negative (Figure 1.

Figure 8. Moderating effect of affordability barriers on the association

between travel time and agcess
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Findings also reveal a significant interaction between travel time and number of
known treatment centres, with the association between travel time and access
varyving according to the number of known AQD treatmemt centres. When the

number of known treatment centres is high. the relationship between access and
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travel time to treatment is strong and negative {Figure 7). Howewver the buffering
effect of awareness on the asscciation between travel time and access appears
to dissipate as travel time increases. In other words, individuals from HDCs are
maore likely to access treatment under conditicns of high awareness of AQD
services {i.e. a large number of known treatment centres) and low travel time
than under conditions of lengthy travel times to trcatment and any level of

dWareness.

Figure 7. Moderating effect of number of known treatment centres on the

association between travel time and aceess
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57 SUMMARY

This chapter presented the results of quantitative analyses conducted to address
study aims ane through four. The relationships between predisposing. enabling

and need for freatment variable domains and access to treatment were examined
through the use of multiple logistic regression analyses. Secondly. the extent to

which access to AQD treatment was equitable was examined via hierarchical

E s
1



logistic regression procedures, Thirdly. socio-demographic differences in the
profile of variables associated with aceess were explored using separate multiple
logistic regression procedures for each -ace and gender group. Finally, potential
interactions between the BHSU variable domains were explored using
hierarchical lagistic regression procedures to identify moderator and mediator
effects. The following chapter presents findings from the qualitative componeant
of the study, Findings from both study phases are discussed in relation to the

study aims in Chapter Saven.
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CHAPTER SIX

RESULTS: PHASE TWO

6.1. INTRODUCTION

This chapter presents the results for Phase two. The major findings from this
phase were that (i) political influences hampered strategic planning for AOD
service delivery; (ii) the allocation of state (financial) resources for AOD services
was limited with the result that there was a lack of capacity within AOD treatment
services to meet demand; (iii) limited resources impacted negatively on the
quality and range of services provided; (iv) limited resources and poor planning
impacted on timely access to treatment; (v) political influences and limited
resources impacted on perceptions of AOD services and the use thereof within
HDCs; and (vi) the context of HDCs influenced the uptake of AOD services.

6.2. POLITICAL INFLUENCES ON AOD SERVICE DELIVERY

Two broad political influences on AOD treatment delivery were identified: the lack
of strategic planning around AOD service delivery and the state’s limited
allocation of resources for AOD services.

6.2.1. Limited planning for AOD service delivery

According to most (18 out of 20) key informants, the state’s failure to develop an
effective strategic plan for AOD service delivery indirectly influenced access to
treatment for persons from HDCs by contributing to corhmunity perceptions that
effective services were not available and geographic access barriers to
treatment. As respondents remarked:

There is no strategy to pull it all together. [LDAC 1]
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(We need) to try and get people on board and try and help to see if one
can develop a proper strategic plan per region, per area, per suburb. |
think the second thing going along with that is, and | don't want to throw
stones, but | think the Department of Social Services really battles to play
their role... [TSP 2]

6.2.1.1. Limited capacity for service planning

Key informants noted that the lack of an effective strategic plan for addressing
AOD problems was predicated on several factors. Firstly, although basic
understanding of the prevalence of this problem had “dramatically improved”, key
personnel within state social services lacked the capacity to respond effectively
to communities’ AOD related needs:

Um, look, government is doing what it's capable of doing, which isn't
enough. And they're not capacitated to do enough. They don't have any
specialists ... pure specialists in the substance abuse field. They just
don't. Other than in the health department and it is social services who
are the lead department. And they're not capacitated at all.... They'll have
a certain body of knowledge but it's not in any way a form of knowledge
which will be able to drive any processes or make any informed decisions.
[LDAC 2]

If | come now and | say we must do something about the substance
abuse thing in X area, they will say what about a march? Because that's
how they see how the problem can be combated, and we know that's only
half the truth. [SAC 1]
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6.2.1.2. Limited information impacted on the distribution of services
Secondly, key informants noted that the state lacked adequate information on

HDCs’ AOD related needs and gaps in service delivery. As one key informant

noted:

...even to identify needs and gaps (in service delivery) because often, the
department will take the initiative and say, okay they want some training
here or they identify certain needs but | know they don't have very good
needs analysis in the province... [TSP 1]

This lack of information hampered government’s ability to allocate resources
appropriately for treatment. According to key informants, it contributed to an
uneven dispersion of resources; with some communities being relatively over-
served while others remain underserved, despite similar needs. In addition, it led
to service duplication, with government and NGOs often providing similar
services in the same communities:

Somebody, somewhere, some person or persons need to take the role of
co-ordinating services within areas and identifying gaps, as ... has |
mentioned now there is another treatment centre in Community Y. | know
Community Y is a big area and there is a need, but then who will serve the
other areas where the service is nonexistent? [TSP 4]

| have been really amazed to see that within Community A, the
department has agreed to also offer treatment centre X posts in
Community A, when there are various other suburbs which there is no
service...| am just saying that there is an uneven spread of resources.
[TSP 3]
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This obviously leads to duplication of services as well, if you are providing
prevention in the same areas as well. You go to a couple of schools and
they go to the same schools.... [TSP 2]

6.2.1.3. Limited consultation impacted on service planning
Thirdly, findings suggested that this lack of information was partly due to the
state’s failure to consult with AOD service providers and researchers; even
though state-provider partnerships could strengthen the state’s capacity to
address AOD problems effectively. As respondents remarked:

The department will strategise and they will have their own agenda, and
then they will decide, okay this year we have got x amount we would like
to spend on substance abuse ...but that is without any consulitation with
people in the field. They could say, listen let's just sort of get ideas
together. So there is no partnership where there is kind of an opportunity
for us to also give input to the department, say listen we think that will
work or let's try it this way ... all | want to say is it is without any
consultation with anyone in the NGO sector. [TSP 1]

....Never, as far as | know have they come to anyone of us and said, listen
let's just plan together. They decide, the minister or whoever, they have
got x amount to spend and they want to do a project. [TSP 5]

Nobody has consuited anybody else; nobody knows what's going on in

that area. So there's nothing pulled together. There's duplication of

services, there's confusion around programmes that are offered....
[LDAC 3]

Although some key informants acknowiedged that consultation did occur, they

expressed concern over the state’s style of consultation which they viewed as
time-limited; also because of the state’s top-down approach to interacting with
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service providers and communities. Several key informants believed that
consultation occurred for the sake of consultation; with the state “just hear(ing)
what they want to hear” and not listening to service providers’ views or
community needs. Key informants were of the opinion that there were few
opportunities to influence the state’s service delivéry plans:

...| don't think that enough time is allowed for consuiltation. So you'll get a
phone call and will be expected to solve a situation in a five minute chat.
So you're expected to solve the tik (methamphetamine) problem in
community X and provide strategies in a five minute conversation. Or
you're given a day to produce a written proposal on how you'd do that.
[TSP 6]

Things work a lot better if needs are identified by the community and it's a
bottom-up process...The problem happens when an area is identified by
government, even by national departments, as one where there is a need.
And money is given for people to go and do work in that area. But it's very
much a top-down approach [TSP 2]

| think that is important... It's to start with your community, to start with
their need, to identify who the community leaders are and to involve them
right from the very beginning, and not just coming in with your own plans
and ideas [TSP 5]

Key informants also experienced difficulties in influencing the state’s service
delivery plans, due to what they perceived to be “fixed political agendas.”
According to key informants, these agendas sometimes took precedence over
community needs. This was reflected in statements that the government placed
more importance on perceptions that it was acting for their benefit than service
outcomes; the government only took action when it was politically opportune to
do so:
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| think a lot of the time there's a bit of an Elastoplast attitude where you
just want to cover it up or you just want to be seen to be doing something.
And a lot of money goes down the drain that way...Part of the
government's agenda is definitely to make an impact in communities. But
part of the agenda is also to be seen to be making an impact, and there's
less of an emphasis on the impact being made as opposed to being seen.
[TSP 2]

... And sometimes its pure political being seen to be doing something
about substance abuse because it's a major community thing and it's had
lots of publicity. So often your choice of geographic area is not based on
the need, it's based on the community which has the loudest voice. Or it's
based on whatever political party is in power at the time, where their
greatest need is for votes. [TSP 6]

Key informants aiso believed that these political agendas drove the state’s
tendency to seek “quick fixes” to AOD problems within HDCs. According to key
informants, the state’s desire for “quick fixes” rather than “sustainable solutions”
limited the impact of state led AOD interventions in HDCs:

People’s frustration is just, if you look at the past two years, the amount of
money that went from the various departments to training people without
any proper follow up plan, or to make things sustainable.... And
sometimes, | feel the department is very short sighted and they try and
look at quick fixes and there is no way you can do that in this field. [TSP 4]

If you think in terms of community development, in one area that was

identified, they want us to change the community within 6 months and we
said no... it is nothing to have all those projects in place and it can be
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completed within six months, but there is no sustainability. So they don't
have a sustainable plan in place and that is why the impact is lacking.
[TSP 1]

6.2.1.4. Lack of intersectoral collaboration impacted on service
planning

Fourthly, key informants perceived the state’s failure to develop an effective AOD

strategy as predicated on a lack of “intersectoral collaboration” between

government departments on AOD issues. For example:

You don't see anything really materialising on the ground level, where the

three departments (health, education, social services) actually say okay,

this is how together we are going to address the problem practically.
[TSP 3]

There's complete fragmentation. Nobody is collaborating with anybody
else at all. [LDAC 1]

In my opinion | think there's an attempt to work together but there is a lack
in that regard. | mean, we've had social clusters dealing with substance
abuse which have involved representatives from a high level, from every
government department. But it still has struggled. [TSP 5]

According to key informants, this had led to “fragmented services” being
delivered which also informed perceptions of state-led interventions for AOD
problems being ineffective:

And also they (community) can see the different departments are not

working together. So that's already a negative thing from government's
side. [SAC 1]
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6.2.1.5. Lack of accountable leadership impacted on service delivery
Fifthly, almost all key informants commented on a “leadership deficit” within the
state welfare sector; characterised by a failure to take responsibility for ineffective
AOD services.

At the end of the day, what is really needed is a person or a single person
or department, where the buck stops. Yes, somebody needs to be
accountable, because it is public money that is involved. [TSP 7]

Key informants believed that the state’s lack of accountability had increased
community resistance to new and limited the use of existing state supported
services for AOD problems:

The lack of (government) leadership and the inability to implement
effective interventions in communities has actually made the community
quite resistant. It's made them resistant and very angry. It's made them
resistant to effective treatment. [LDAC 2]

6.2.1.6. Unintended consequences of poor service planning
Whatever the reasons, key informants agreed that poor service planning had
resulted in the poor spatial distribution of AOD treatment resources in the state
and nonprofit sectors. All key informants viewed the poor spatial distribution of
services as having contributed to geographic access barriers for people from
HDCs. According to key informants, these geographic access barriers included
lengthy distances to travel to treatment and long travel times. While key
informants believed that these were significant barriers to treatment use in all
HDCs, they felt that they were most salient in Black/African communities:

It is not acceptable to expect people to travel from Gugs and Khayelitsha

(Black/African communities) to Suburb A... that's also quite far
geographically. So | think you do need to space centres.” [TSP 6]
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Those rehabs, these institutions are too far. | assist the parents on the first
day, that is the procedure, just to show them where. But | can't transport
everyday because | have a lot of people to help.  (INT: Is it too far for
them to travel in distance or is it too expensive for them?) RSP: Both, it is
too far to go there and it is expensive. [SAC 4]

Besides costs it's time consuming. To X they have to take a taxi to a
station they have to take a train to Y, and then get another train from Y to
X. And from X to Treatment centre A, they have to take another taxi... And
it's a lot of money and its time consuming. If the appointment is for nine
o'clock it means they must catch a train here at six o'clock to be able to
make it in time.” [SAC 5 from a Black/African community]

Key informants believed that these barriers restricted the uptake of services due
to the limited availability of public transport and the costs associated with public
transport in HDCs. This is reflected in the following statements:

It's a problem getting in here, getting the family here. There are no taxis.
It's not that far from the train station but it's far enough. The nearest
station is 8km; it's definitely too far. The big problem is that taxi's refuse to
stop here.” [TSP 5] |

It sounds like it is accessible in terms of the bus route or taxi route,
accessible by train, but yet people don't have the money to access our
offices... because of people coming from a poor community doesn't have
money to come by taxi, so that in itself is a big problem. During the day,
the taxis are not freely available, because most of the time, taxis wait until
they are full and whatever, so your public transport is not that reliable.
[TSP 3]
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In addition, almost all (18) key informants believed that the uneven distribution of
AOD services and fragmented service delivery had undermined HDC's
confidence in the effectiveness and quality of state and nonprofit AOD services
and had contributed to a perception in HDCs that effective treatment for AOD
problems was non existent and that it “didn’t really help to go to rehab”. Key
informants believed that these negative perceptions of AOD services hampered
treatment use. As one key informant noted:

When people hear that you are going to rehab they say “Why do you want
to go, rehabs don’t work.” [TSP 4]

In summary, these findings suggest that the politics around service planning
(located within the BHSU’s contextual domain) influenced perceptions of the
availability and effectiveness of AOD services within HDCs (located within the
BHSU'’s predisposing domain), as well as geographical access to treatment (an
enabling/restricting resource within the BHSU). Findings also suggest that the
politics around service planning influenced the state’s allocation of resources for
affordable AOD treatment services; discussed below.

6.2.2. Limited allocation of state resources for AOD services

Although the implementation of strategic plans is contingent on the state
allocating sufficient resources to AOD treatment services, key informants
perceived this allocation of resources to be limited. According to key informants,
the state’s limited financial support for AOD treatment stemmed partly from a
preference for prevention rather than treatment initiatives. Key informants
believed that this preference was underpinned by a perception that treatment
was generally ineffective:

In the field of substance abuse, prevention and training are far more 'sexy’

to funders than treatment. And treatment has got a very bad rap. People
firstly think it's their own fault and they must deal with the consequences,
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and secondly people think that there isn't a high success rate. This is a
misconception. [TSP 3]

People like the notion of prevention work. People like the notion of
capacity building. What people forget is that there will always, always be a
need for treatment. And that treatment is a prevention programme in itself
- in terms of preventing crime, preventing domestic violence. It's allowing a
person to reach their potential. We often describe treatment as tertiary
prevention in terms of trying to access funding, but it's extremely difficult.
It's much easier to get money for prevention and training. And in the long
run often this is less effective than treatment; it has a lower impact on the
community. [TSP 5]

Irrespective of the reason, key informants noted that the state’s limited allocation
of financial resources to the AOD treatment system hampered access to
treatment for persons from HDCs by restricting the availability of affordable,
publicly-funded services. All key informants commented on the limited
availability of treatment facilities:

See substance abuse is one of the...the biggest problems in our society.
And it's getting worse. And the thing is, since the beginning up till now,
there's only been these few [treatment centres]. You don't see them grow,
you don't see them expand. But really when you look at the problem in
whole, the rehab centres it's too little. [TSP 4]

If all the addicts had to decide, | want to go for rehabilitation, out of my
own and | want to come clean, then by all means we have a problem

because now, how many rehabs have we got? Not enough. [LDAC 3]

There’s not enough treatment facilities for people. [SAC 4]
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Apart from this, findings suggested that the state’s limited allocation of funding to
the nonprofit and state AOD service sectors influenced (i) the extent to which
financial and personnel resources within the AOD treatment system were
available for service delivery and (ii) the organisational infrastructure of the AOD
treatment system. These treatment system influences on AOD service uptake
are discussed in the following section.

6.3. TREATMENT SYSTEM INFLUENCES ON AOD TREATMENT UPTAKE
Two treatment factors emerged as influences on access to AOD treatment:
resource allocation within the nonprofit AOD treatment system and the
organisational infrastructure of this system. The following sub-sections examine
these treatment system influences.

6.3.1. Resource allocation within the AOD treatment system

Findings suggest that the state’s limited allocation of financial resources to
existing AOD services restricted their capacity to provide affordable services and
to meet the growing demand for treatment within HDCs. Together these factors
contributed to delays in accessing treatment and affected the quality, range and
appropriateness of AOD services available.

6.3.1.1. Limited capacity to provide affordable services

Even where services were available, the state’s limited allocation of resources to
nonprofit treatment facilities hindered their capacity to provide affordable (i.e. free
or low cost) services to clients from HDCs. Key informants felt that limited
financial resources impacted on their financial sustainability, including their ability
to cover the basic costs of delivering AOD services to the poor. For several
service providers, this created a tension between remaining financially viable
(through charging clients for treatment) and providing free services to indigent
clients; with the pressures of financial survival sometimes leading to poor,
uninsured clients being refused treatment. For the poor, this hindered access to
services:
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They can't afford to give a bed for about 3 to 5 weeks to a patient without
money. You have not got money, we can't afford to have you on... that is
basically the reality. [LDAC 4]

Financially we're restricted. How do you say no? You can't. And then what
happens to us, because we've got overheads that need to be covered? So
| think that's one of our main constraints. We've had meetings with
government. We've been through the mill. All they did was say we're doing
great work. We don't need that. If we wanted we could have patted
ourselves on the back. We need to know how government can assist
organisations like ourselves. Other organisations are struggling which are
also catering for the underprivileged. [TSP 7]

How do you feed them? How do you feed twenty people...And of that
twenty people, maybe three are on medical aid. Medical aid only pays out
after treatment. So how do you feed twenty people and still cover your
water and electricity and all those things? [TSP 4]

With all our bills we're living on hope and fear. How are we going to cover
this? [TSP 1]

According to key informants, these concerns about financial sustainability had led
to treatment providers’ competing for funding. In some instances, this had led to
unhealthy competition and “infighting” among service providers:

There's definitely infighting among service providers. | think there's
infighting amohgst NGO's in general. In the field that they do sometimes
see each other as competing for the same funding. | think that's in general
for NGO's but in particular in the field of substance abuse. [TSP 2]
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There is a very unhealthy competitive kind of environment. For some
reason, people think that there is money in terms of rendering substance
abuse services and there are very limited resources. So people are very
... there is resistance to really work together, because everyone is trying to
protect themselves, trying to protect the resources, and there is not always
a willingness to share... [TSP 3]

Key informants believed that this “unhealthy competition” hampered service
delivery by making it difficult for service providers to pool their knowledge,
experience and scarce resources to find joint solutions to the challenges of
service delivery. Beyond this, key informants believed that “infighting” had
damaged the reputation of AOD treatment services; and consequently the use of
these services by HDCs. As one key informant remarked:

It (infighting) does affect service delivery because some of the
organisations will not refer. Because if I'm in rivalry with you or | don't think
you're using your budget or money that you have effectively, why must |
refer to you? ...It affects organisations' reputations and it affects their
service delivery as well. And referral. So ja. And resources. Because we
could have used each other's resources but now we have to struggle on
our own. [TSP 1]

Apart from this, all key informants commented that the state’s limited allocation of -
financial resources restricted the number of personnel within treatment facilities
and district social service offices. This restricted the number of people that could
be served and service providers’' capacity to expand their coverage to meet the
increased demand for services; thus limiting access to care:

And | think, obviously if we can be also capacitated to a larger extent to
meet the demand, it will make things much easier for us. So | think we
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know what to do, we can do that, but we need support, we need the
money to actually put that into place. [TSP 5]

| think staff shortage is one of the major areas of concern, because with
limited funding, you cannot really expand or get hold of the necessary
resources that you would like. [TSP 1]

| have thirty beds that are unused completely simply because | can't afford
to... And of course | can't open those beds up unless I've got staff. Paid
staff. And that's the whole story of the situation. [TSP 7]

We don't have the infrastructure. We don't have the capacity. We know
what we're supposed to do but we don't have the people, the manpower.
We just don't have it. [SAC 2]

Key informants also remarked that the lack of personnel within both thi district
social service offices and state-subsidised treatment facilities, coupled fwith a
growing demand for services, had increased the caseloads of already |
overburdened service providers:

One other thing, we've got a very high caseload, so we are sorrLtimes
unable to supervise them when they come from rehabilitation into our
areas. It's very much difficult. [SAC 3]

But the thing is person power ... And we are only two social workers,
Xhosa-speaking social workers, here for the whole of K community.
[TSP 5]

So on average we see about six people per day. But because of the other
clients we do see, if they have a crisis, they also tend to be here as well.
Or other people that want information. And if the person is crying or needs
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to be seen to, then you have to see them. So it might be more than that.
That's just the average... Plus you have your cases that is running
already. [TSP 2]

Key informants believed that these staff shortages in nonprofit treatment facilities
resulted in personnel performing activities unrelated to treatment. Similarly, in the
state social work sector, staff shortages resulted in SACs having to perform
multiple activities unrelated to AOD problems. In both sectors, these competing
demands further diminished capacity to provide AOD services:

Because even if you want to train people, it means from our side, it is our
senior staff that already do have a lot of other responsibilities which need
to shift some of the responsibilities to do that. [TSP 1]

| was the only one, the only person that was here, then | was supposed to
help with the community and the case work. That was a difficulty for me.
[TSP 6]

You know, this substance abuse is actually a secondary function. it's not
my primary function. Just to find a balance between the two is nerve-
wracking... And besides that your managers also say, look you have to
focus on your primary work as well. Substance abuse is not the alpha and
omega. [SAC 2]

At times it becomes very difficult. If | can give an example, | need to go
out and do drug and substance abuse training, my supervisor is going to
growl and say; how can you go, you are the only crisis worker, how are we
going to cope without you, you can't go and stuff like that because there is
not enough staff. [SAC 4]
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According to almost all (19) key informants, high caseloads (and pressure within
the state and NGO sector to provide services to all who required them) impacted
negatively on service quality:

Understand that really there is a shortage of staff and this area we find
ourselves in is overpopulated, there is a lot of people here ... At times you
can see our waiting room here is full, full and these people they need to be
served by today and they must be at home by the time we knock off. So
do you think really that we are producing quality service, | doubt it. [SAC 5]

6.3.1.2. Limited availability and delays in accessing treatment

Apart from limiting the number of places available for poor indigent clients in the
nonprofit treatment sector, key informants perceived the limited availability of low
cost treatment slots as having contributed to delays in accessing treatment in a
timely manner; due to lengthy waiting periods for affordable treatment slots. For
example, key informants remarked:

Yes there are state facilities that are free but the problem is, the
disadvantage is this, they have to wait for a long time. They are being put
on a waiting list. [TSP 6]

It was in November and they were saying they're not going to take on
anybody now until February the first. That makes people think where to
now? Where can | put my child? Because they are charging R500 a
month. And parents they feel they can afford that, because it's a monthly
thing that you pay. Treatment centre X charges according to your income,
but they are full, full, full. [LDAC 3]

According to key informants, an unintended consequence of these lengthy
waiting periods for affordable treatment places was diminished motivation for
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treatment. Several key informants believed that this acted as a barrier to
treatment uptake:

For a state patient you will get in, in three months or so ... (By that time)
they've often relapsed in such a state that they're unwilling to come for
treatment. We often say that when we get an application there's a
therapeutic window of opportunity. And it's so sad when that window
passes. [TSP 7]

You tell a mother that is in distress about her son or daughter that is on
methamphetamine .... You try and tell that lady that, you know what, |
know that you have not got the funding to send your child for rehabilitation
although he needsiit ... it is going to take you at least three or four months
before they will be able to admit him free of charge. He would have been
put on a waiting list, by which time what's the point? He'll have committed
more crimes, he may have overdosed. [LDAC 4]

6.3.1.3. Availability of an appropriate range of services

All key informants perceived the impact of the limited availability of affordable
services on treatment uptake to be greatest for poor people with severe AOD
problems who required intensive inpatient services; with affordable inpatient
services seen as less available and having lengthier waiting periods for available
treatment places than less intensive outpatient services. As such, key informants
argued that people with more severe AOD problems often struggled to access
treatment of the appropriate intensity and duration, and were forced to use less
appropriate outpatient services. These findings suggest that for people with
severe AOD problems, an appropriate range of services might not be available:

Then looking at the need, | think the problem that we have is to get

inpatient facilities. We are really struggling to get places. And even if
though we do apply, what | have experienced recently is, last year in
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October | started to apply for someone who was really in need of going to
inpatient. He was only admitted this year in March. [TSP 1]

We still experience difficulty in getting people from under-resourced areas
into inpatient treatment. In fact it's not an ideal situation to be treating
heroin clients on an outpatient basis anyway. [TSP 3]

According to key informants, the state’s limited allocation of resources to the
public health sector compounded these difficulties in accessing inpatient
services. More specifically, key informants noted that limited resources restricted
the availability of medical detoxification services for people with AOD problems.
As key informants remarked:

It's supposed to be easy because | spoke to all the health institutions, all
the major day hospitals and community clinics within our area, and all of
them agreed that they must give assistance. And they even have a
protocol when the person is coming there. They will assess and see
whether there's a need for detox there, and then they will arrange the
detox. Whether its happening is another question. People still do have
difficulties... [SAC 2]

We have experienced problems with detox, access to detox. Although
there is a good partnership with us and the various health clinics, it is still
difficult to access detox. [TSP 4]

Key informants believed that the limited availability of detoxification services
stemmed directly from the limited allocation of resources to the public health
sector. According to key informants, this resulted in detoxification services
competing with other, more prioritised, medical conditions for limited bed space,
staff time, and medical supplies:
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One of the issues, briefly, is detox. There is an instruction that every
hospital had to have detox beds. Now that is fine, except that | have to sit
in the hospital in a high trauma area, where they have to decide whether
to give this bed to detox or whether to give this to a casualty that has just
walked in, that is where the problem lies. That's one of the things for those
who can't pay. People who can pay we say go straight to the medi-clinic or
the clinic, whatever it is, and get yourself detoxed. That is one of the big
issues. [TSP 5]

The subject's first reaction might be to go to casualty. They're not going to
see you straight away because you're not a casualty. It's not like your arm
is severed and there's blood. So you are actually the last person that they
will assist if someone else needs the bed or needs to be assisted. So that
person sits there and waits until somebody can help them. Although
they're withdrawing actively, they may have physical symptoms, they're
not going to be helped as quickly. And there might not be medication
available for your withdrawal. [TSP 6]

Key informants believed that the limited availability of detoxification services
restricted access to inpatient treatment for people with severe AOD problems as
detoxification was often a prerequisite for entry into AOD inpatient treatment. As
key informants reported:

The inpatient treatment requires us to have detox. They don't accept the
person without it. So when you get to the rehab centre they turn the
person away if they get there and they're still withdrawing. Because they
don't have a medical team to look after the person. [TSP 7]

They (inpatient treatment centres) don't take them in when they not
detoxed. Now where else (do they go)? [SAC 4]
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Similarly, key informants believed that the limited availability of mental health
services restricted access to inpatient treatment for people with co-occurring
AOD and psychiatric problems. According to key informants, many inpatient
facilities required clients with co-occurring psychiatric disorders to be stabilised
prior to admission. However, key informants perceived state mental health
services as being unwilling or unable to treat AOD-related psychiatric difficulties.
Key informants reflected on how clients were referred back and forth from the
AOD to the mental health treatment system; with neither system willing to accept
responsibility for the client. For these clients, this contributed to difficulties in
accessing AOD treatment; illustrated below:

| have this guy now; he's a psychiatric patient of ten years at X community
health care. So his family brought him, and I'm waiting for ...treatment
centre to let him be admitted. But at one stage he got so berserk man, he
did strange things. And | thought to myself, no man, he was a psychiatric
patient and he's still getting medication. So | phoned the psychiatric nurse
and she said the person can come in for assessment. But they sent that
person back home and said no there's nothing wrong. I'm so convinced
there is something wrong... The whole of the interview he was like fiddling
and staring and gnashing on his teeth, and | thought no this man needs
some psychiatric intervention. But they just say it's not a psychiatric case,
it's because of the alcohol. They say its withdrawal symptoms...and you
can see there's something wrong with this person but from their
perspective there's nothing wrong.” [SAC 5]

The psychiatrist will say to the mother, we are not equipped to work with
the drug addicts. If you were normal and you went in a mental state, we

can handle you. But not this person. [LDAC 4]

Apart from this, key informants also noted that limited personnel and high
caseloads within both the state and nonprofit sectors restricted the range of AOD
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services that could be offered to clients; with detoxification and aftercare services
generally not provided. Key informants believed that this restricted range of
services impacted negatively on treatment outcomes and contributed to negative
perceptions of AOD treatment in HDCs:

And | think the frustration for people is that they don't always understand
that we can only offer them limited services. [TSP 6]

Even if a person has been rehabilitated from whatever, at the end of the
day that person who is coming out of the rehabilitation centre back to the
community, and whose duty is it to monitor that person? We social
workers can, but we can't promise and say, that is our duty. We have got
lots of other things. [SAC 4]

| do not believe you can just rehabilitate the person and then throw him
back into society. It doesn't work that way. The re-integration period that
takes place, that's talking about aftercare...And | don't think a lot of
rehabilitation centres in fact do that; when the person's time is up they say
go home. [TSP 7]

In summary, these findings shows how funding allocation shapes the resources
available within the nonprofit AOD treatment system; particularly the supply of
AOD services. Restricted financial and personnel resources seem to affect
treatment uptake by limiting service availability (a provider related enabling
resource within the BHSU) and by informing negative perceptions about the
quality of available services (a predisposing variable within the BHSU). Findings
also point to how limited resources within the AOD treatment system influence
the range and appropriateness of services available and contribute to delays in
accessing care. As such, these findings suggest that treatment system
resources shape the organisation of the AOD treatment system. These
organisational influences on AOD treatment use are discussed below.
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6.3.2. Organisation of the AOD treatment system

Findings suggest that the state’s limited allocation of financial resources to
existing AOD services influenced the staffing infrastructure within AOD treatment
facilities as well as the process of accessing care. According to key informants,
these factors hampered AOD treatment use by contributing to difficulties in
accessing services and by affecting perceptions of the quality of AOD services.

6.3.2.1. Fragile and unstable organisational infrastructures

Key informants noted that within both the state welfare and nonprofit treatment
sectors limited financial resources contributed to fragile and unstable
organisational infrastructures — characterised by low levels of staff retention and
variable skills to provide quality services.

6.3.2.1.1. Remuneration, burnout and staff retention

Several key informants described how poor remuneration for staff, due to limited
financial resources, contributed to high levels of staff turnover. As one key
informant noted:

In the experience of the X treatment centre as an NGO, our salaries aren't
very high. As a result we tend to get social workers straight out of Varsity.
They spend two or three years here during which we train them up, and
then we lose them. We lose them either to private inpatient clinics who
pay a good three times what we pay our counsellors, or we lose them to
Britain. So it's more about difficulty in staff retention. [TSP 2]

Apart from poor remuneration, key informants perceived burnout to be a
significant contributor to low levels of staff retention. Within both the state
welfare and nonprofit AOD treatment sectors, key informants viewed high
caseloads, a sense of being overburdened, and an inability meet the demand for
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services within HDCs as playing a role in poor staff morale and high levels of
burnout. This is reflected in the following remarks:

We're very lucky that we've got a set of core staff that is like the spine of
the organisation. But around that we have a high staff turnover and part of
it is due to the nature of the work - that it is demanding work with a high
rate of burnout. [TSP 2]

Because of who we are we sit with huge guilt. | walk here to my house, get
into bed and | hear the people on the other end of the phone calls, and it's
actually soul destroying. | sit up and night and... | sit here and try to work
out these wonderful schemes of how | can connect this all together.

[TSP 5]

| hate the part of telling the mother that does not have money, that we
can't help. [TSP 6]

They (counsellors) are sort of coping. Not really, but | think we try and
stretch them to the limit. | think what we are trying to say to them is that
do the best that you can do with the limited time. Because you cannot be
all over for everybody. [TSP 1]

| still have my case load and I'm the coordinator of substance abuse. | had
a meeting last night till half past nine. Monday night till nine o'clock in the
evening, because you have to do it outside of your normal duties and
office hours. And it's putting extra strain and pressure on you. There's no-
one extra to help us and support us and that for me is really a weakness.
[SAC 1]
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Key informants expressed concern that these high levels of staff turnover
diminished the skills set of the organisation and impacted on service providers’
capacity to deliver quality AOD services:

There is not consistency and | think in this work that we find ourselves we
need consistency because | can't work with more that 20 people a year.
You find that it is not easy to replace those who were good. Really, it is
hampering us, it has a major impact on us and it keeps us out of focus so
we need government to do something about that. [SAC 5]

6.3.2.1.2 Knowledge and skills to provide quality services

Findings also suggest that limited knowledge and AOD service delivery skills
hampered the delivery of effective AOD treatment services. For example, within
the social welfare sector, key informants remarked that a lack of AOD related
knowledge directly affected SACs’ capacity to provide effective AOD services.
This is articulated by the following comments:

So | was sort of forced to work in substance abuse, and it's not my
passion. You need to be equipped and in university you get generic social
work training. You focus more on child abuse and all that stuff. So I'd feel
more confident in that field. [SAC 2]

For me it's just I'm not confident in terms of even running a drug group,
because | don't have that knowledge. [SAC 3]

You know what happens here at the office... you get a social worker that
does everything, but there's not a specialised person that deals with this.

Drug/ substance abuse is really a specialised field... [SAC 5]

Similarly, many (17) of the key informants commented on a lack of knowledge
and skills among AOD service providers. They informants perceived this lack of
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knowledge to be most prevalent among smaller, unregulated community based
organisations (CBOs) that had arisen to meet the growing demand for AOD
services (and the limited availability thereof) in HDCs. Although these
organisations provided AOD counselling and aftercare services, several key
informants perceived these service providers to have limited knowledge of AOD
problems and few skills to treat these problems. As they reflected:

So there is other smaller organisations that do provide drug treatment but
| don't think they have the necessary skills for what we deal with... [TSP 3]

And whether they do it for money or out of the best of intentions, they don't
educate themselves in terms of best practise or what we've learnt from
research since the 1950's. And | think they do a lot of harm. They're using
approaches which research indicates runs the risk of increasing drug
abuse instead of decreasing it. We've got people counselling, and their
only qualification is that they're recovering addicts. Which | think is
problematic. [TSP 2]

They are setting themselves up as drug counsellors and setting up NPOs
(nonprofit organisations), which is not a difficult thing to do...They're
unskilled, they're not capacitated. [LDAC 1]

Key informants believed that limited financial resources contributed to this lack of
capacity among CBOs; with several respondents commenting that CBOs tended
to employ “lay counsellors” or “recovering addicts” instead of costly professional
staff. Concern was expressed over how this limited knowledge impacted on the
quality and effectiveness of services provided by these organisations:

So | took on F... that worked in Pick 'n Pay, and | trained her in correction

therapy, she is battling and | took Aunty F... that was doing community
work over the years. She is battling. | have got all these people, | have
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trained so many people, but none of them are really professional, and they
are battling... | will no longer take anyone from the street to be trained as
a counsellor. [TSP 6]

People come to us because others have failed, and they will say to us,
listen | need professional treatment because where | was they treated me
like a dog; or it was just lectures; or it was just talk, talk, talk, and I learned
nothing. [TSP 5]

Quality is really very variable. And it sounds like there are services where

as in fact there aren't. Because you've this little Aunty Fatima that wants

to help because of her nephew, and sets herself up as a treatment expert.
[LDAC 1]

When you hear the stories that is going on within the treatment centres.
There is a will power and there is commitment to do something right but |
think they lack the relevant necessary training. Like the story of yesterday
when the guys came. They reported yesterday that they actually beat their
heads to the ground and then they had to say “I'm not going to go to the
shebeens, I'm not going to go buy drugs”. That kind of stories.
Punitive...the only conclusion that | can get to is maybe a lack of training.
[SAC 5]

Key informants were of the opinion that this lack of training and limited

knowledge not only impacted on the quality of services provided, but also

entrenched negative perceptions of the AOD service sector. For instance,

several key informants outside of the treatment sector held negative perceptions

about the effectiveness of AOD treatment services:

And really, my experience with rehabs or our traditional rehabs we send
our clients to, the success rate is very minimum. They're coming back for
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two days, for one week and then they relapse again. It's really scary to
send the people and then they come back and that happens. So | have my
own doubts regarding the rehab centres. [SAC 3]

So that's the experience that people do have. Either it's not successful,
ineffective, or they have an approach that is not evidence-based. [SAC 4]

In addition, several key informants expressed concern that the use of punitive
and ineffective treatment approaches entrenched fears about the process of
AOD treatment. For example, key informants commented on “concerns about a
lack of control over yourself and what's going to happen to you once men in
white coats take over the whole process”, client beliefs that “it's a jail and you
cannot go out”, and concerns that they were going “to be controlled, these people
(were) going to hit me.” Key informants believed that these negative perceptions
and fears about treatment tended to hamper treatment uptake.

In summary, findings suggest that limited state funding for AOD treatment
facilities hindered facilities’ capacity to provide effective services by contributing
to fragile and unstable organisational infrastructures within the AOD service
sector. Limited resources for adequately remunerating staff and burnout due to
high caseloads contributed to high levels of staff turnover, which reduced
facilities’ capacity to deliver quality services. Limited resources for skills
development also hampered the delivery of effective services. Key informants
perceived poor staff retention and variable skills to be significant contributors to
negative perceptions of the quality and effectiveness of AOD treatment services.
As such, these factors could restrict AOD treatment uptake.
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6.3.2.2. The process of accessing treatment

Findings also suggest that the complex process of accessing state-funded AOD
treatment services restricted the uptake of these services by people from HDCs.
Key informants were in agreement that lengthy referral procedures and the
presence of “bureaucratic red tape” served to delay access to nonprofit AOD
services. This is evidenced by the following comments:

The process is so long. [TSP 1]

There's some red tape things and bureaucracy. it seems excessive from
the start. [SAC 3]

According to key informants, this lengthy referral process was underpinned by a
lack of a structured referral pathway. Key informants noted that as the referrali
pathway was unclear, persons were often referred to several organisations
before they were able to obtain assistance. This further delayed treatment entry.
As key informants reflected:

There's no structured referral pathway at all. [LDAC 2]

So perhaps | think government is not doing enough in terms of a better
structure and a smalier way of referral...By the time they come here they
have been sent by various organisations. So NICRO sent them here or the
court sent them to social services who sent them to the day hospital who
sent them here. So they get sent from pillar to post. [TSP 5]

So it's being sent from this place to this place to this place, nowhere to

help...From point A to B and land up to Z and back again to point A.
[TSP 6]
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Key informants also described the referral pathway as being multi-staged with
gatekeepers controlling access at each step. According to key informants, these
gatekeepers further delayed treatment entry by requiring certain bureaucratic
procedures to be completed prior to referring the potential service user to the
next stage in the referral pathway. Several key informants provided detailed
examples of how these gatekeepers delayed the referral process. For instance,
clients requesting state-funded inpatient treatment had to be referred by a state
social worker. This necessitated the production of reports on the client's medical
status, need for treatment, and financial status. Social workers also required
evidence that outpatient services had been used and had not been effective.
Key informants reflected that the need for these reports, combined with
caseloads and staff shortages in social work offices, contributed to these
bureaucratic requirements taking several weeks to complete:

There are the gatekeepers. There's a process they have to go through. So
what happens there is they then go to social services or to their local
hospital who refers them to social services. Social services then need to
dig up reports. If somebody says | am a drug addict please help me, then
the social worker has to write a report, they have to consult doctors and
the dominee (Reverend) and everybody in the area to see whether that
person is. That person gets put on a list, and they get called up, maybe, to
go to D... rehabilitation centre. [LDAC 3]

We need to know what intervention has been done on that particular
person... you cannot just accept a person who say, placeme atD..., |
have got this problem. You have to check what efforts did the person
undertake.... If a person has done nothing then normally we refer it back
to an outpatient centre. If the outpatient centre feels, no we have done our
part and there has been no change, they are supposed to be doing a
formal referral to us. After this, if a person comes for placement then that
person will see the intake social worker and then it takes the social worker
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not even a day to get the referral through the supervisor. At times it gets
stuck... it all depends on the number of cases the person does have. If it
is so urgent, then the supervisor has to write on your allocation to attend
to this urgently. it takes a month or more than a month, depending on who
is doing what. At times you will find that the cases get stuck when it comes
to supervisor, the supervisor is on leave. And then it is going to take some
time to be allocated once the supervisor is back. [SAC 4]

According to key informants, complex eligibility requirements also contributed to
delays in accessing treatment. As mentioned previously, key informants noted
that many facilities would not accept clients uniess they had completed a
hospital-based detoxification and unless they had been psychiatrically stabilised;
should this be required. Key informants viewed this requirement as a further
obstacle to treatment entry due to the limited availability of detoxification and
psychiatric services. As one key informant noted:

Detox becomes a problem. That's the first thing he encounters, detox...
Next problem... Even if we shortcut everything and said bring him in and
have an interview, we have to be careful that he is in fact psychiatrically
stabilised to come in for treatment...And that is the sad part abut the fact
that we can't say 'bring him in, we'll put him in detox for a week and we'll
work the process through.' We can't do that. That is the saddest fact of all.
If only we had some facility like that. He may find after detox that he needs
primary care in a medical institution; he needs to be psychiatrically
stabilised. But unfortunately all this is not possible in this facility. [TSP 5]

Key informants also noted that even if the person was eventually accepted into

an inpatient facility, they still encountered a waiting period for their admission
date:
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From there we refer you to D..., because that's the only available state
treatment centre. Depending on their waiting list, which is about a month
to two months, then the person will get an answer to go in.” [TSP 2]

When they do get here for help, what is maybe discouraging for them is
perhaps the waiting list. [TSP 4]

Key informants believed that these delays in accessing treatment due to complex
referral pathways, gatekeepers, eligibility requirements and waiting lists impacted
negatively on AOD treatment uptake. Several key informants described how

potential service users abandoned attempts to access treatment when faced with

these organisational barriers to treatment entry:

Ja. Yes, it's true. They just ran away. When you come there then they are
not there. Because it takes so long. [SAC 5]

People fall by the wayside. [TSP 7]

That that poor guy out there, as willing as he is to stand for treatment, he's
up against it. And what can he do? [TSP 5]

In summary, findings revealed that organisational barriers such as waiting lists,
eligibility requirements and gatekeepers not only delayed access to treatment for
people from HDCs, but also limited the uptake of needed AOD services. These
organisational barriers also informed community responses to AOD treatment;
specifically the belief that effective services were not available. These community
responses and their impact on AOD treatment uptake are discussed in the

following section.
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6.4. THE CONTEXT OF HDCS AND AOD TREATMENT UPTAKE

Another major finding was that the context of HDCs informed the uptake of AOD
treatment services. More specifically, the following factors emerged as influences
on access to AOD treatment: disempowerment around AOD treatment use within
HDCs, community environments conducive to AOD use, and limited social trust
in AOD service providers. These influences relate to the enabling/restricting
variable domain of the BHSU. The following sub-sections examine these
influences on AOD treatment uptake.

6.4.1. Disempowerment around AOD issues
According to most (18) key informants, HDCs in Cape Town were characterised
by high levels of learned helplessness and disempowerment around AOD issues:

| do believe that our parents in our community they don't know what to do
when a child has a problem with the substance abuse. They don't know
what to do because these children are too much for parents, they carry
guns... [SAC 2]

Some parents say to me “we know there's a place that is selling drugs to
our children, but there's nothing we can do.” [SAC 5]

A complete disempowerment, this is the way life is going to be.
Absolute hopelessness about the future. [LDAC 3]

Key informants believed that this disempowerment hindered AOD treatment
seeking behaviour by creating a culture of silence around AOD problems and the
need for treatment services:

And if she is using drugs, what would the parents do? If she is, so what?

Well, not 'so what' but rather not go there because then the parents got to
take some sort of action.” [LDAC 2]
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Families don't know what to do; the school doesn't know how to deal with

it. So it's easier just to be quiet about it and silent about it than saying this

is unacceptable, because the next step would be, what do we do now?
[TSP 3]

6.4.1.1. Disempowerment and limited awareness of AOD services
Findings suggested that this disempowerment around AOD issues partly
stemmed from a limited awareness of where to access AOD services. More
specifically, all key informants noted that limited knowledge of AOD problems
and limited awareness of where to seek help for these problems hampered the
uptake of AOD services by people from HDCs. According to one key informant,
this limited awareness entrenched feelings of hopelessness and despair.

Poor people...lack of information and knowledge. That's also a constraint.
People are sitting there, hopeless and in a situation of despair. It's
unnecessary; if they can only come to us we will assist and can assist in
some way or another. [TSP 5]

While key informants noted that this limited awareness of AOD services was
present to a greater or lesser extent in all HDCs, they perceived this limited
awareness of where to go for help to be more prevalent in Black/African
communities than Coloured communities. This is reflected in the following
remarks:

Many people who live in informal settlements are completely ignorant that
there is treatment available. There's a huge problem out there. And not
only that, the understanding in the communities that this is a disease is
non-existent. [TSP 2]
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And in the Black communities they have no idea about treatment at all.
When we were doing our community development work there, they were
really pleased to hear about the support groups and they wanted to know
how they could get them started in their communities. They were
fascinated to know that it was an iliness. [LDAC 4]

6.4.1.2. Disempowerment and limited awareness of when to seek help
Key informants were also of the opinion that disempowerment arose from a
limited awareness of when to access AOD services. Key informants observed
that rather than seeking treatment when the AOD problems were relatively mild,
people from HDCs only tended to seek treatment once the AOD problem had
become severe. As one key informant noted:

| think when you talk to these people, when they really get worried is when
psychotic things...Or criminal activity. You know with tik
(methamphetamine), for example, it was fine with the family when he
used. It's not fine anymore when he sees things coming out of the
walls...Or he's stealing...l think it's about a serious lack of early
intervention. [TSP 1] |

According to key informants, an unintended consequence of this delay in
treatment seeking was that it tended to compound feelings of disempowerment:

The other thing is that people by that time are so desperate they want
something to be done. They don't want (outpatient) counselling, they want
this person to be sent away. [SAC 1]

What you find is that people normally wait until the last moment to come
here, when the problem is now out of...out of...do you see? Then they
come and then they want the child to be sent away immediately because
they can't take it any longer. [SAC 5]
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| also think at that time when the parent comes and complains about the
child then the situation is already very, very bad. She says | have had
enough! Just do something; just send him away that is the first thing they
say “send them away”. [TSP 3]

Almost all key informants believed that these feelings of helplessness and of
being unable to cope with the AOD problem led to attempts to “transfer the
problem” onto AOD service providers. According to key informants, this resulted
in a desire for inpatient rather than outpatient services within HDCs. This is
reflected in the following remarks:

Our people, obviously due to lack of understanding of addiction, believe
they should have an inpatient clinic. | think also because of lack of
knowledge, not being able to handle the problem. So, let's just make it
someone else's problem for a while, and when he is cured, then bring him
back. [TSP 6]

They also have the belief that people have to go away for treatment.
[LDAC 2]

According to key informants, these attempts to “transfer the problem” and limited
“ownership” also impacted on family and broader community support for AOD
treatment processes. Key informants commented that family members struggled
to assume “ownership” and responsibility for their part in the recovery process:

Once the child is here then the parents will stand back. Now it is no more

my problem it is the social workers problem. Because they feel, what can |
do? [TSP 1]
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I'm bringing the problem to you, you need to fix it. And it's not on. it's their
child; they need to take ownership of the problem at the end of the day.
[SAC 2]

Because, the parents’ perception is, here is my child with a problem, | am
putting it on the institution’s lap. And once that problem comes back to
me, | expect my child to be clean. [TSP 4]

Our community, they just want to pass the buck and give you the

responsibility. They don't want to take ownership, because it's very

difficult, it's very challenging to stay with the person that is an addict.
[SAC 5]

Key informants viewed this pattern of “transferring responsibility” as problematic
as they believed it contributed to families (and broader communities) failing to
fulfill their supportive role during the treatment process; which according to key
informants had potentially negatively impacts on treatment outcomes. As they
noted:

The parents don't understand that he is playing an integral part in that
child's recovery process. Because he needs to be the support structure.
[LDAC]

| think total unrealistic expectations. They need to be part of the recovery
process, because they have been part of the problem and they also need
to go through certain changes as a family system...and all of a sudden
they expect this person to change and be completely recovered and
without also realising how they can form part of the supporting network
afterwards. [TSP]

203



Apart from this, key informants also noted that this dynamic was problematic due
to the limited availability of and lengthy waiting periods for inpatient services.
According to them, these two factors not only contributed to a sense of
hopelessness about the availability of affordable and effective services, but also
hampered the uptake of relatively more available but less desirable outpatient
services. For example:

| think often there's a tendency in the community to say that there's no
help out there. When it's just not help to their liking. So | think there is in
reality a lack of treatment capacity, but at the same time there'll always be
to some extent a perception in the community that there's not enough
treatment. [TSP 2]

Sometimes when people come here they come hoping that I'm going to
get inpatient help of some time kind, an inpatient alcohol or drug treatment
centre. People feel disappointed sometimes because we cannot provide

that. [TSP 3]
6.4.1.3. Disempowerment and limited awareness of the treatment
process

Key informants also believed that this disempowerment arose from a limited
awareness of how to access AOD services within HDCs. They felt that this
limited awareness hampered access to services, as depicted below:

The way | assess it, they do want their children to go to rehab but the only
thing they don't know is the procedure. If a parent experience that a child
has got a problem and they are sick and tired of all those things they come
to us and, please | want to take my children to this place but they don't
know and understand the procedure... [SAC 1]
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Related to this, key informants also noted that people from HDCs often had
misconceptions about the treatment process. Limited knowledge of the treatment
process often resulted in unrealistic expectations about treatment; including a
belief that a single treatment episode should “cure” the individual. Key
informants were of the opinion that these misunderstandings contributed not only
to feelings of helplessness about the availability of effective services but also to
community perceptions that “treatment does not work.” As such, these
misperceptions restricted both community support for treatment and treatment
uptake. As they commented:

| think they have unrealistic expectations of treatment. That the person
comes here once and they're fine. So when the person perhaps comes
three times and in the fourth week they relapse, it's like, but we expected
you to be ok and you're not. So that is the misconception about treatment,
it doesn't work. [TSP 7]

...they expect a silver bullet, they expect their family member to come
back better. And when it doesn't work like that and they relapse,
everybody goes into a tailspin.” [SAC 5]

6.4.2. Community environments conducive to AOD use

Key informants also reflected on how the context of HDCs was often conducive
to AOD use. They believed that neighbourhood environment, a community
predisposing variable within the BHSU, contributed to high levels of AOD use
within HDCs. All key informants noted that poverty, lack of recreational facilities,
and other socio-economic problems fostered widespread drug use; with drugs
being viewed as a coping mechanism in these communities. To illustrate:

There are a host of socioeconomic problems. And that, with a lot of

people together, and then here comes the drug lord, because there is a lot
of people, there is nothing to do. We don't earn enough money, but we
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can fix you up with a hit or two. And you can get high on something, and
at least you are going to do something that is going to be nice, for the
start, until addiction strikes... [LDAC 2]

it's a way of coping. It's a way of coping. Everybody uses drugs,
everybody gets high. [TSP 4]

According to key informants, this association between poverty and drug
availability stemmed from what they believed to be a commonly held perception
of drug trafficking offering a means of financial survival in an environment with
limited employment options. As one respondent noted:

Every second house there's drug merchants. That is what the problem is.
Because there is more and more dealers going out, it's a quick way of
making money. Selling this heroin, selling this tik. [LDAC 3]

While key informants believed that this perception of drug merchants being a
resource against poverty was present in all HDCs, they felt that this perception
was most prevalent in Coloured communities. They expressed concern that this
perception of drug merchants hampered the development of social cohesion
around AOD issues and consequently the use of AOD treatment services. This
is reflected in the following comments:

Those specific merchants support maybe the aunty next door. They're
dependent on them. They get bread or money or whatever. | don't know,
it's more a cycle, the whole poverty thing in the community contributing to
people being dependent on drug merchants. [SAC 5]

And the of course, why must | go to rehab when the merchant is paying

my mom's bills? It happens and drug pushers are actually doing that, to
the extent where they hand out groceries. If you're living in a poor area
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and somebody is going to offer you groceries, why would you bother?
Why would | send my son (to rehab)? [TSP 7]

Apart from the influence of poverty, key informants were of the opinion that a
“culture of drug use” and community norms supportive of AOD use also
hampered community support for and social cohesion around the uptake of AOD
services within HDCs. However, they perceived this normalisation of AOD use to
be much more salient in Coloured than in Black/African communities; with key
informants noting that larger enclaves of Black/African communities frowned
upon the use of AODs than in Coloured communities. Key informants serving
predominantly Coloured communities believed that drug use was part of
community culture and was viewed as “part of life” by community members.

This is illustrated through the following remarks:

It was part of the culture in the Cape Flats. [TSP 7]

| find that...it's different from our (Black) areas. In our areas it's not
accepted. It's really not accepted, especially with young people. But in
Coloured areas it seems as though it's something that's not so bad in the
community. In one family you will find the grandmother is abusing liquor,
the mother, the father, the children, everybody here. At one stage | was
shocked to find that almost the whole family is using drugs. [SAC 3]

Key informants believed that this normalisation of AOD use within Coloured
communities not only reduced social cohesion around AOD issues, but also
diminished the value that these communities’ attached to treatment. This
hindered treatment uptake, as depicted below:

Nobody accepts it, but nobody says anything. Like the parénts don't

accept it, the teachers don't accept it, the police don't accept it. But what
do we do, when the community feels its part of life? [SAC 2]
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What | find especially with the use is that it has become something that
just 'is' in the community. | think the idea is that its part of life. So if it's part
of life, why are you people going on like that? Why is my mother finding a
problem with it? So that is | think a common belief...Why must | be here
when a whole neighbourhood is using? So what difference can you make
if | am coming here? So because of normalisation it does become a
problem for them to be at a treatment centre. [TSP 4]

In contrast to Coloured communities, key informants perceived traditionally
Black/African communities as being more willing to mobilise around social issues
and as having greater levels of social cohesion. They believed that Black/African
communities were more willing to work together to resolve their AOD problems
than people from Coloured communities. Several key informants serving
predominantly Coloured areas provided examples of how community groups
struggled to act cohesively around AOD issues but tended to fight among each
other for status, power and resources. These contrasts are reflected below:

In our Black communities, if you invite them over they can come together
against whatever. | think the community is also willing to come to board to
help with what we are trying to do now. [SAC 1]

in the community you get the different community organizations working
against one another, but they're both working for drugs. You know? With
the drug problem at the end of the day. So this competition is also
happening in the community now. [SAC 2 serving predominantly Coloured
communities]

6.4.3. Limited social trust in AOD treatment services

According to key informants, social trust, another component of social capital,
also appeared to affect AOD treatment uptake for people from HDCs. They
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believed that low levels of social trust in the quality, effectiveness and intentions
of state and nonprofit service providers undermined AOD treatment use by
HDCs. While key informants believed that limited social trust in service providers
was present in all HDCs, they felt that this perception was most salient in
Coloured rather than in Black/African communities. In part, this stems from
perceptions that “outside” organisations do not understand the community and
cannot be trusted to work in the best interests of the specified community:

There's still people who're saying why are you coming now? ...and you
get all the recognition at the end of the day. You know, so you're coming
from outside, you weren't here from the beginning. [SAC 2]

They are seen as outsiders... then the people still ask who the social
workers are? We don't see them in M.... community. Things like that. That
is where the hostility comes from. [SAC 5]

Key informants were of the opinion that this “insider/outsider” perspective within
some Coloured communities emerged from feelings of having being exploited by
“external” organisations, which were thought to be “making money from our
distress.” As one key informant noted:

Because, people say, why is the government, why are they paying an
organisation like X. Why can't they let us also to do the job? So why must
they get the money? That is the perception, which is fair. So now that is
the sentiment of the community. They need people like me to buy into
their concept, because | go into my community and | tell my community,
these people want to use you and you need to open your eyes. [LDAC 1]

Key informants also believed that this the historical context of AOD service

delivery in many of these Coloured communities had contributed to this
“insider/outsider” perspective being formed. It was noted that many Coloured
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communities had a history of having ineffective and poor quality AOD services
delivered to them by “external” organisations. According to key informants, this
resulted in these communities being less receptive to “outside” interventions,
including the provision of treatment services by professional facilities. As they
commented:

So we have had an organisation, for example, they've advocated vitamins
which can cure substance abuse. Obviously this is problematic and | think
that communities are therefore less receptive after that, when they've
received that kind of thing and have been let down to that degree. | think
that's part of the problem. [TSP 2]

But that's because they've had so many people come in and tell them
what to do. Government started the tik task team. That fell apart. They had
X organization in, they had Y organisation in. They've had all sorts of
different people in and nothing's happened. [LDAC 4]

Key informants believed that this “insider/outsider” perspective within Coloured
communities diminished the value that these communities attached to
professional AOD treatment services, reduced community support for these
services, and consequently hindered AOD treatment uptake. In fact, several key
informants felt that community members were more likely to approach other
community members for help than use external service providers:

They don't respect...they think very little of them coming in the community.
They think they're better equipped than anybody else to do the job
because they're from the community and all that stuff. That's sad on the
one side, because you need to recognise the professional people as well.
You will obviously have to come to them when you have to refer a person
to a treatment centre at the end of the day. Or maybe you need training or
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basic counselling skills or whatever, then you will have to tap into those
resources. [SAC 4]

(Communities) feel they're better equipped to deal with the problem in the
area. For example if people come to them in the evening for drug
counselling, then they want to do it. [SAC 5]

Findings revealed that this lack of social trust extended beyond AOD service
providers to include provincial government departments responsible for the
coordination and management of AOD services. According to key informants
from these communities, this lack of social trust in the state stemmed mainly from
the state’s failure to fulfill their promises of effective solutions to the AOD
problems facing many poor communities in Cape Town. Key informants also
noted that the state’s delivery of “sub standard and ineffective” services to these
communities had contributed to low levels of social trust. They reflected that
communities felt “let down” and “betrayed” by the state; mostly because these
interventions were perceived as having had little impact on AOD problems within
communities. This is portrayed below:

But it is not impacting...and the department is saying look, we are going to
have this and that glamorous thing that is going to take place, that is going
to ease the impact (of drugs) and will create work. Look at the day hospital
and look at the police station and look at the courts, mothers sitting
outside and you see the guys appearing in the Magistrate’s Court. 95% of
those people that is being charged, somehow or the other are linked to
drugs, or to get their hands on drugs...So did it impact? No. [LDAC 3]

They are raising expectations in the community. Likewise, in about 2003
the (provincial) Premier came to X community and he said, this is what is
going to happen in X community. Channel 3, Special Assignment (the
media) were there. You know, it was quite exciting, and people really
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thought that this is what is going to happen, things are going to change...
Hulle maak 'n klomp promises. And that is it. Now you ask yourself what
has happened ever since after that. What has happened? Did it impact
that problem?” [TSP 6]

These findings show how the context of HDCs in the Cape Town metropole
informed and shaped community responses to AOD treatment and consequently
treatment uptake. These findings also highlight that community responses to
AOD treatment are not uniform across HDCs, but are shaped by community
dynamics including disempowerment and limited awareness of where when and
how to access treatment as well as community culture and norms around AOD
use, drug availability, and poverty. All of these factors appeared to influence
the extent to which communities act cohesively around AOD issues. Finally,
findings point to the role of social trust in informing the use of AOD treatment
services; particularly in Coloured communities. Poor quality services and unkept
promises of service delivery contributed to low levels of trust in service providers
and limited the use of services provided by “external’ organisations;
consequently affecting treatment uptake. Community factors thus appear to
interact with political and treatment system factors to influence the use of AOD
treatment services by people from HDCs.

6.5. SUMMARY

In summary, this chapter presented findings from the qualitative analyses
conducted to address study aims two through five. In general, there was
uniformity in the views of all the key informants. Findings suggest that within the
environmental/contextual domain of the BHSU, both political and treatment
system factors influenced access to care. The politics around service planning
influenced perceptions of the availability and effectiveness of AOD services
within HDCs, as well as geographical access to treatment. Service planning also
influenced the state’s limited allocation of funding to the AOD service sector.
This limited allocation of funding affected (i) the availability of financial and
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personnel resources for AOD treatment services and (ii) the infrastructure of the
treatment system. Findings suggest that these contextual factors interacted to
influence community perceptions about the availability, quality and
appropriateness of existing AOD treatment services, and ultimately treatment
uptake.

Secondly, findings point to how the context of HDCs influenced AOD treatment
use. Disempowerment within communities, social norms supportive of AOD use
and limited social trust served to hamper AOD treatment uptake. These
influences are all located within the enabling/restricting variable domain of the
BHSU. Thirdly, findings suggest that these community influences were
underpinned by the state’s style of interacting with communities (a contextual
factor), poverty, and negative perceptions of treatment quality (a predisposing
factor). As such these findings suggest that several of the variable domains of
the BHSU interact to influence the use of AOD treatment services.

Findings also highlight potential differences between Black/African and Coloured
communities regarding their awareness of AOD services as well as on indicators
of social capital (norms supportive of treatment, social trust, and social
cohesion). Finally, taken together these findings point to how access to AOD
treatment is multiply determined. These multiple influences on access, together
with constraints on treatment capacity in the AOD treatment system, highlight the
challenges of delivering AOD services in resource-poor settings. As Chapter
Seven Integrates findings from Phases one and two, it provides a deeper
analysis of these challenges to delivery.
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CHAPTER SEVEN

DISCUSSION

7.1. INTRODUCTION

Despite the high burden of harm associated with AOD problems in South Africa
(Parry et al., 2005), reports of the growing need for AOD services by HDCs in
Cape Town (Myers & Parry, 2005), and international evidence of the benefits of
AOD treatment (Gossop et al., 2001), findings from this study of multiple barriers
to AOD treatment use suggest that AOD treatment is difficult to access for people
from HDCs in the Cape Town metropole. This study is the first to provide
evidence of inequities in access to AOD treatment among HDCs in the Cape
Town metropole. Itis also the first to identify a broad range of personal,
community, provider and contextual factors associated with the use (and non-
use) of AOD treatment services by people from these HDCs.

More specifically, this chapter integrates findings from the quantitative case-
control study and the qualitative phase into a unitary discussion about access to
AOD treatment for people from poor HDCs in Cape Town. The first part of this
discussion centres on inequities in access to AOD treatment for people from
HDCs; thereby addressing the first aim of the study. The second part of the
chapter uses Andersen’s BHSU model as an organising framework to describe
factors associated with the use and non-use of AOD treatment services by
people from HDCs. Gender and race differences in the profile of variables
associated with AOD treatment use are also outlined and linkages between the
different variable domains described. This part of the discussion addresses
study aims two through four. The final section discusses the extent to which the
BHSU model is a useful framework for studying access to AOD treatment in a
low resource country setting such as South Africa; thereby addressing study aim
five.
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7.2. IS ACCESS TO AOD TREATMENT EQUITABLE?

Prior to South Africa’s first democratic elections in 1994, the AOD treatment
system was characterised by inequitable access to treatment and inequitable
quality of care. In apartheid South Africa, race was a major determinant of
access to health and social resources, including access to AOD treatment.
During this era, services for Black/African and Coloured populations were limited
and sociopolitical factors hampered access to treatment for these HDCs.

Not only were state-subsidised treatment services inadequate, but treatment
facilities were also poorly distributed. Most services were concentrated in urban
areas historically reserved for Whites and apartheid laws which restricted
movement made these services inaccessible to black'® South Africans. In
addition, there were major disparities in the quality and reach of AOD services
available to HDCs compared to those available for privileged White communities
(Parry, 1997; Parry and Bennetts, 1998). Not only were fewer treatment services
delivered to black communities, but services that were available tended to be of
inferior quality and less comprehensive compared to AOD treatment services
available to White communities (Parry, 1997).

Since South Afriea’s transition to democracy in 1994, the state health and social
welfare sectors have sought to redress these inequities in AOD service delivery.
Improving access to AOD services for HDCs has become a priority of the
NDOSD (NDOSD, 1997) which has also worked hard to develop a clear policy
framework for addressing this issue. This policy framework prioritises service
provision to vulnerable and historically underserved population groups and
includes a National Drug Master Plan and an amended Substance Abuse Bill that

is under discussion in parliament at the time of writing (NDOSD, 2006). Despite
the importance given to the issue of equity in South Africa, there is little
systematic evidence for the extent to which access to AOD treatment in post-

3 Here black South Africans refers to both Black/African and Coloured persons, as mentioned in
Chapter One
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(apartheid South Africa is equitable. Findings from this study make an initial
contribution to the equity debate and provide a baseline for assessing the impact
of efforts to facilitate equitable access to AOD treatment for people from HDCs in
the country.

More specifically, this study examined horizontg[ equity, or the extent to which

AOD treatment use is determined by need for treatment rather than non-need
factors (Morris, Sutton & Gravelle, 2005). Findings from a hierarchical logistic
regression procedure confirmed the study hypothesis that there is horizontal
inequity in AOD treatment use among HDCs in the Cape Town metropole.
Results found that need for AOD treatment was not the principal determinant of
AOD treatment use among people from HDCs. For these population groups,
enabling/restricting barrier variables accounted for the largest proportion of the
variance in access and were more strongly associated with access than
indicators of AOD treatment need. These barriers included affordability
considerations, geographic access barriers and awareness barriers. This finding \
paints a picture of horizontal inequity, where individuals from HDCs with the
same treatment needs do not consume AOD treatment equally.

Support for this claim of horizontal inequity was provided by findings from the
qualitative phase. Key informants provided rich information on how AOD
treatment was difficult to access for people from HDCs and proposed a number
of reasons for these difficulties in accessing AOD treatment that included
affordability concerns and geographic access barriers as well as structural
constraints within the AOD treatment system (such as the limited availability of
affordable services). These non-need ba@gg dominated the qualitative data
and few key informants menm;aié of treatment need in facilitating AOD
treatment use. Taken together, these findings show that horizontal inequities in
access to AOD treatment remain. Unless non-need barriers to access are
reduced, the use of AOD treatment services will remain limited by people from

HDCs - regardless of treatment need.

217



Finally, in terms of horizontal inequity, access to AOD treatment appears more
inequitable for women from HDCs than for men from the same communities.
After controlling for indicators of AOD treatment need, multiple logistic regression
analyses found more need variables were associated with access for men than
women and a broader range of enabling/restricting variables were associated
with AOD treatment use among women from HDCs relative to men. In addition,
stronger associations were found between affordability barriers, competing
financial priorities, awareness barriers, geographic access barriers and treatment
use for women relative to men. These findings imply that more horizontal inequity
in AOD treatment use exists among women from HDCs relative to men; with
women in these communities appearing most vulnerable to the effects of barriers
on AOD treatment use. Compared to men, women from HDCs do not seem to
have equal opportunities to access AOD treatment when needed.

In contrast, the extent to which horizontal inequities in AOD treatment use exist
between the race groups is less clear. After controlling for AOD treatment need,
multiple logistic regression analyses found stronger associations between
awareness and geographic access barriers and treatment use among
Black/African persons from HDCs relative to their Coloured counterparts.
Although affordability barriers and competing financial needs were strongly
associated with access among Coloured participants, these were only weakly
associated with access among Black/Africans. This finding is counterintuitive,
especially given the finding that a higher proportion of Black/Africans had
competing financial priorities than Coloured participants and documented
evidence of Black/African communities being relatively more socially
disadvantaged than their Coloured counterparts (Sawyer, Wechsberg, & Myers,
2006). A possible explanation for this finding may lie in the fact that
Black/Africans had relatively homogenous responses on measures of
affordability barriers and competing needs; irrespective of their use of AOD
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services. This reduced the possibility of detecting any measurable association
between these barrier variables and access for this population subgroup.

While these findings imply that access to AOD treatment might be relatively more
inequitable for women and Black/African persons from HDCs than for men and
Coloured persons, this interpretation of the data remains tentative and should be
treated with caution. As this study’s matched design did not allow the researcher
to explore whether gender and race were associated with AOD treatment use,
further research that examines this question (and whether possible under-use by
these population subgroups is due to need or non-need factors) is required to
confirm these claims.

Findings from the qualitative phase were also suggestive of vertical inequity in

AOD treatment use for people from HDCs. There is vertical equity when
individuals with different levels of need consume appropriately different amounts
of services (Morris et al., 2005). Although findings from the case-control study
suggest that individuals with more severe AOD problems were more likely to use
AOD treatment, this does not reflect the difficulty that individuals with relatively
severe AOD problems have in accessing an appropriate range of treatment
services. The qualitative data brought these difficulties to light. Key informants
noted that persons with severe AOD problems (who required detoxification
and/or treatment for co-occurring psychiatric problems in addition to AOD
treatment) experienced more difficulty in accessing AOD treatment than persons
with less severe problems. Key informants perceived these difficulties to be a
result of the limited availability of state detoxification and mental health services
as well as the limited availability of nonprofit inpatient AOD treatment facilities.
Although nonprofit outpatient services are relatively more available than inpatient
facilities, these services often are not appropriate for people with severe AOD
problems (Kosanke, Magura, Staines, Foote, & Deluca, 2002). Findings also
suggest that these difficulties in accessing appropriate levels of AOD treatment
were disproportionately experienced by poor people from HDCs and were not
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experienced by people from more affluent areas who could afford to pay for
private detoxification, mental health and inpatient AOD services. Taken together,
these findings allude to the presence of vertical inequity within the AOD
treatment system.

Contrary to findings from previous studies employing treatment use as an
indicator of equity (van Doorslaer et al., 2000), this study found evidence of
horizontal and vertical inequity in the use of AOD treatment services by people
from HDCs in Cape Town. These findings suggest that despite efforts to
transform the AOD treatment system since 1994 and a policy framework that
emphasises equitable access to services, inequities in AOD treatment use
remain. Greater effort is needed to develop AOD services that are responsive to
the needs of HDCs. While specific recommendations for improving equity and
reducing non-need barriers to access are provided in Chapter Eight, a policy
challenge will be to make these initiatives work. The usual thought is that
inequities will be addressed by providing improved and additional services; but
this might not happen immediately. Other studies have found that interventions to
improve equity often first reach individuals who are relatively better off and only
later affect the poorest sectors of communities (Raine, Hutchings, & Black,
2003). Strategies to address inequity should therefore target the poor specifically.
Whether these strategies are effective in reducing inequities is an important
question for future research (Morris et al., 2005). Further research that confirms
the strength of these relationships and examines whether these inequities are
greater for people living in HDCs relative to people living in more affluent areas is
also required.

7.3. FACTORS ASSOCIATED WITH ACCESS ;
Findings identified a range of need for treatment, predisposing, enabling and
contextual variables associated with AOD treatment use by people from HDCs.
The role of each of these variable domains in deterrhining treatment access is
described below.
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7.3.1. Need for treatment variables associated with access

This study found significant associations between several need for treatment
indicators and AOD treatment use within HDCs. Significant positive associations
between indicators of perceived treatment need and AOD treatment use were
found. These indicators included self-perceived AOD problems, externally
perceived AOD treatment needs, readiness to change AOD use, and motivation
for AOD treatment. For these indicators, the strongest associations with AOD
treatment use were found for self-perceived and externally perceived AOD
problems; although these associations were only moderate. Although a weak
association was found between readiness to change AOD use and realised
access, this significant association still supports the study’s hypothesis that
readiness to change is a predictor of AOD treatment use. Moreover it is
consistent with findings from research conducted in other country settings
(Kertesz et al., 2006; Weisner et al., 2001).

A surprising finding was that only one aspect of treatment motivation (namely
problem recognition) was significantly positively associated with AOD treatment
use. The other aspects of treatment motivation were not associated with AOD
treatment use in the expected direction. More specifically, desire for help was
negatively associated with treatment use (although this was a weak association)
and treatment readiness was not significantly associated with AOD treatment
use. These findings conflict with evidence from earlier research which suggests
that all three components of AOD treatment motivation are positively associated
with AOD treatment use (Griffith et al., 1998; Knight et al., 2000; Schell et al.,
2005). As treatment readiness did not differentiate between the use and non-use
of AOD treatment, this suggests that even if people from HDCs are ready to
enter AOD treatment, they might not be able to access these services. This
explanation is supported by the finding that need for treatment variables were
generally weak predictors of realised access in multivariate models of access.
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More specifically, when predisposing and enabling/restricting variables were
controlled for in hierarchical logistic regression procedures, most of the treatment
need variables did not retain their significant associations with access. The only
need variables that remained significantly associated with AOD treatment use
were indicators of -evaluated AOD treatment need; specifically drug problem
severity and age at which drug use started. For these variables, greater drug
problem severity and earlier initiation into drug use were associated with an
increased likelihood of AOD treatment access. These findings are not only in line
with findings from previous research (Kertesz et al., 2006; Tucker et al., 2004;
Weisner et al., 2002), but are also supported by findings from the qualitative
data.

Findings from the qualitative phase confirmed an association between drug
problem severity and AOD treatment use; with key informants remarking that
people from HDCs only sought AOD treatment once their drug problems had
become severe. Within HDCs, limited awareness of when AOD problems require
treatment contributed to this relationship between drug problem severity and
AOD treatment use by delaying timely access to services. This is cause for
concern as our findings suggest that delaying treatment use until drug problems
are severe may hamper access to appropriate treatment. According to key
informants, severe AOD problems often require inpatient services that are
relatively less available, less affordable and less accessible than less intensive
outpatient services. Given this context, people with severe AOD problems from
HDCs might experience multiple barriers to accessing AOD treatment
appropriate for their needs. This explanation is supported by quantitative findings
of enabling/restricting barriers moderating the association between need for
treatment and AOD treatment access. For example, findings showed that the
strength of the association between treatment access and drug problem severity
was moderated by the presence of affordability and geographic access barriers,
with people with severe AOD problems less likely to access services under
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conditions of high affordability and geographic access barriers than under
conditions of low barriers.

In summary, the quantitative findings show that people from HDCs with the
greatest AOD needs were most likely to access treatment. This reflects the
appropriate use of AOD treatment services to meet genuine AOD needs rather
than the inappropriate overuse of services. Despite this appropriate use of
services, findings from the qualitative phase suggest that the AOD services
received by these individuals might not be suitable for their level of problem
severity. Given that service appropriateness is closely linked to treatment
outcomes (Ball, 2007; Gossop et al., 2001; Schmidt, Greenfield, & Mulia, 2006,
2006), interventions that address these shortcomings within the AOD treatment
system are crucial. Although building more inpatient treatment facilities might be
one means of improving the availability of appropriate services for people with
severe AOD problems, a more cost-effective route would be to improve the early
identification of AOD problems in HDCs. Early identification of AOD problems
might facilitate access to appropriate treatment by reducing the need for inpatient
treatment. Such interventions might also decrease the multiple barriers that
hamper people with more severe AOD problems from accessing treatment.
Finally, even though indicators of AOD treatment need were only weakly
associated with AOD treatment access, they remain important determinants of
treatment use for people from HDCs.

7.3.2. Predisposing Variables associated with access

In keeping with the BHSU model, this study also explored whether predisposing
demographic, socio-structural, attitudinal-belief and socio-cognitive variables
were associated with realised access to AOD treatment among HDCs in Cape
Town. While several of these predisposing variables were significantly
associated with access in bivariate analyses, when considered together in a
multiple logistic regression model, many of the variables were no longer
associated with access.
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7.3.2.1. Predisposing socio-demographic variables

This study fom@zﬁant ass::iea@between AOQD treatment use and the
socio-demographic variables of ge ; Tace/ethnicity, age, level of education,
and relative deprivation. These findings are not surprising given that prior
research on AOD treatment entry found few consistent associations between
these variables and treatment access (Hajema et al., 1999; Hser et al., 1998).
Nonetheless, it is possible that gender and race differences in the likelihood of
accessing AOD treatment exist within HDCs — especially given findings that
Black/Africans and women consistently comprise a small proportion of the client
population at AOD treatment facilities compared to the other race groups and
men, respectively (Myers et al., 2004). Despite this possibility, this study’s
matched design ruled out an examination of gender and race/ethnicity

. differences in the likelihood of AOD treatment access, although a comparison of
the profile of predictors of access for each race and gender group was possible.

The only socio-demographic variables significantly and positively associated with
access in this study were neighbourhood alcohol use, poverty, and safety
measures. These findings suggest that lower levels of neighbourhood poverty
and alcohol use and higher levels of neighbourhood safety predisposed people
from HDCs to use AOD treatment services. While these variables had relatively
weak associations with treatment access, these associations were in the
expected direction and provide some support for the study hypothesis that lower
levels of neighbourhood disadvantage within HDCs are associated with a greater
likelihood of AOD treatment access. Further support for this hypothesis emerges
from the finding that when the influence of the need for treatment and
enabling/restricting variable domains was controlled for in hierarchical logistic
regression procedures, neighbourhood poverty remained significantly associated
with access to AOD treatment, with lower levels of neighbourhood poverty
increasing the likelihood of AOD treatment access.
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Findings from the qualitative phase not only confirmed this association between
poverty and AOD treatment use, but also provide possible explanations for this
relationship. These findings suggest that neighbourhood poverty is closely linked
to neighbourhood disorder within HDCs. According to key informants,
impoverished environments fostered the availability and use of drugs,JMg

use viewed as a means of coping with the stresses of socio-economic

disadvantage. This perception is supported by previous South African findings of
strong associations between psychological stress, poverty and AOD use in HDCs
(Kalichman et al., 2006). Key informants also postulated that within HDCs, the
drug trade was sometimes viewed as a means of financial survival and as a
buffer against poverty. According to key informants, these factors contributed to
community norms supportive of AOD use. Rather than directly restricting AOD
treatment access, key informants emphasised how neighbourhood disorder
undermined social capital for AOD treatment use. Key informants understood
neighbourhood disorder to fuel social influences supportive of AOD use and
dilute community support for AOD treatment use.

While these findings should be treated with caution given that they are based on
key informants’ perceptions and do not necessarily reflect the reality of HDCs,
they do correspond with findings from previous health services research. This
research highlighted the role that poverty and disorderly neighbourhoods play in
hampering the use of health services (Gage, 2007; Law et al., 2005; Prentice,
2006) and the formation of social capital (Altschuler et al., 2004). As this prior
research did not examine the role that neighbourhood environments play in
facilitating access to AOD treatment specifically, this study makes a valuable
contribution to understandings of AOD treatment use by reflecting the important
contribution that social environments make to the use and non-use of AOD
services in a low resource setting. As such, this study underscores the
importance of environmental and community initiatives to improve access to AOD
services in such settings. For example, efforts to foster the socio-economic
development of HDCs, to reduce neighbourhood disorder, and to curtail the drug
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trade could help facilitate the use of AOD treatment services by people from
these communities. While such efforts fall outside the ambit of current attempts
to reform the AOD service delivery system, they would form an important part of
broader policy initiatives to reduce AOD problems within HDCs.

7.3.2.2. Predisposing attitudinal-belief variables

While all of the predisposing attitudinal-belief variables were significantly
associated with AOD treatment use among people from HDCs, not all of these
associations were in the expected direction. More specifically, the community
views about access to treatment measure was strongly and negatively
associated with AOD treatment use, reflecting that perceptions of greater
community concern about the affordability, availability and accessibility of
services decreased the likelihood of AOD treatment use. Unexpectedly, greater
treatment concerns and more negative beliefs about the value of treatment
increased the likelihood of AOD treatment use. Moreover, this association
between treatment concerns and AOD treatment use remained significant, even
when the need for treatment and enabling/restricting variable domains were
controlled for in a hierarchical logistic regression procedure. This finding is
particularly surprising in the light of previous research which identified treatment
concerns as a barrier to AOD treatment use (Appel et al., 2004; Simpson &
Tucker, 2002).

The only plausible explanation for this finding is that a recall bias may have
occurred during data collection. It is possible that cases might have had negative
treatment experiences and received unsatisfactory treatment services. This
would have biased their recall of their treatment experiences and possibly led to
negative evaluations of AOD treatment services. This explanation is partially
supported by findings from the qualitative phase. These findings did not support
a positive association between treatment concerns and AOD treatment use.
Instead, the qualitative data clearly illustrated how negative perceptions about
treatment hampered AOD treatment use. According to key informants, these
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perceptions included beliefs that treatment did not work and fears of being hurt
and punished whilst in treatment. While unrealistic expectations of treatment
being able to “cure” AOD problems and limited understandings of what
constitutes appropriate and effective treatment for AOD problems seem to
contribute to these negative beliefs, key informants recognised that treatment
system factors played an important part in fuelling these concerns. According to
key informants, several of the smaller AOD treatment facilities serving and
frequented by people from HDCs were known to use unethical and punitive
treatment approaches and few of these facilities used evidence-based models of
care. Key informants argued that these approaches entrenched negative
perceptions of AOD services which acted as barriers to treatment uptake.
Support for these claims of unethical and punitive practices stems from previous
South African research which examined AOD treatment practices (Louw, 2006).
These findings suggest that efforts to counter negative perceptions about
treatment need to address the quality and type of care provided by the AOD
treatment system as well as community expectations regarding AOD treatment
services. Guidelines for such efforts are provided in Chapter Eight.

In summary, findings from the quantitative phase support Andersen’s (1995)
contention that predisposing variables are relatively weak determinants of health
services use, with only two predisposing variables significantly associated with
access to AOD treatment in multivariate analyses. Although findings from the
quantitative phase suggest that treatment concerns are positively linked to AOD
treatment use, this finding probably arises from a recall bias due to the
retrospective study design (Grimes & Schulz, 2002), especially as qualitative
data suggest that negative beliefs and concerns about treatment hamper rather
than facilitate AOD treatment access. Despite this, findings illustrate the ways in
which specific features of the social environment of HDCs are important
determinants of AOD treatment use. Findings from the qualitative phase suggest
that much of the environment’s influence on AOD use stems from its influence on
the presence of community enabling resources, particularly social capital. This
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supports Andersen’s (1995) hypothesis that predisposing social environments
are important influences on enabling resources. These enabling resources are
discussed in the following section.

7.3.3. Enabling/restricting resources associated with access

Some of this study’s most notable findings relate to the role that
enabling/restricting variables played in determining AOD treatment use for
people from HDCs. In the quantitative phase, several enabling/restricting
variables were strongly and significantly associated with AOD treatment use after
controlling for the influence of the need for treatment and predisposing variable
domains. In addition, these enabling/restricting variables accounted for the
largest proportion of the variance in AOD treatment access and had stronger
associations with realised access than either the treatment need or predisposing
variables. Findings from the qualitative phase confirmed these significant
associations and revealed how these variables interact to influence AOD
treatment use. Taken together, these findings suggest that enabling/restricting
variables have strong independent effects on access to AOD treatment for
people from HDCs in the Cape Town metropole. While many enabling variables
had significant associations with access, the following sections discuss only
those variables with moderate to strong associations with AOD treatment use.

7.3.3.1. Personal enabling/restricting variables
In this study, several personal enabling/restricting variables were significantly
associated with AOD treatment access. These variables refer to people’s
swareness of AOD treatment services and their ability to use these services.

.
7.3.3.1.1. Having the means to use AQD treatment services
Even though earlier research identified strong associations between medical
insurance, employment status, and treatment access (Appel et al., 2004; Green-
Henessey, 2002), this study found no significant associations between these
variables and AOD treatment use for people from HDCs in Cape Town. These
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findings are not surprising given that almost equally high proportions of cases
and controls did not have medical insurance (over 90%) and were unemployed
(approximately 50%). In contrast, a significant association was found between
income and AOD treatment access in bivariate analyses, with people earning
more than R1000 per month having greater odds of AOD treatment access
relative to people earning less than this amount. However, this significant
association disappeared when treatment need and predisposing variables were
controlled for in multivariate analyses. This limited association between income
and access might be due to the fact that all study participants were low income
eamers. As such, the income categories used in this study might have been
meaningless due to their restricted range. This restricted range probably
prevented us from detecting a measurable association between income and
access. Nonetheless, this study does provide some preliminary support for the
hypothesis that income is positively associated with AOD treatment use.

Additional support for the role of financial barriers in limiting AOD treatment use
stems from the finding of a significant negative association between affordability
barriers and realised access, after controlling for the influence of predisposing
and treatment need variables. For people from HDCs, higher treatment and
transport costs thus diminish the chances of accessing AOD treatment services.
This finding is consistent with findings from earlier research which identified the
direct costs associated with treatment and the indirect costs associated with
transport to treatment as barriers that restrict AOD treatment use (Hser et al.,
1998; Tucker et al., 2004).

In keeping with documented evidence from the USA on competing financial
demands acting as barriers to AOD services use (Appel et al, 2004; Gelberg et
al., 2000; Hser et al., 1998), this study found that the presence of competing
financial priorities (such as the need to pay for food and shelter) was significantly
and strongly associated with the non-use of AOD services after adjusting for
predisposing and need for treatment variables. Specifically, the odds of not
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accessing treatment were almost six-fold greater for people from HDCs with
competing financial priorities relative to those without these competing demands.

Earlier research findings pointed to competing financial demands being
particularly salient barriers for vulnerable population groups, such as poor
women (Gelberg et al., 2000; Schober & Annis, 1996). Findings from this study
support this contention. Although affordability barriers and competing financial
priorities were significant predictors of access for men and women, these
variables were stronger determinants of access for women from HDCs than for
men. In addition, a greater proportion of female controls reported competing
financial priorities than their male counterparts. These findings suggest that
women from HDCs are more likely to experience competing financial priorities
and are more vulnerable to the effects of affordability and competing financial
priorities than men. This might be due to the fact that women in South Africa
often do not have access to an independent income to pay for treatment and also
because of the patriarchal structure of African society, where men often control
women’s incomes (Tolhurst & Nyonator, 2006).

The qualitative findings provide some explanations for these observed
associations between financial barriers and AOD treatment access. These
findings suggest that people with no medical insurance and limited financial
resources often struggled to access care due to the limited availability and
lengthy waiting periods for affordable, nonprofit AOD treatment services in Cape
Town. These delays in accessing AOD treatment did not occur at private for
‘profit AOD treatment facilities which were relatively more available but
unaffordable to people with low incomes and no medical insurance (Edelstein,
Weber, & Pillay, 1997; Mills et al., 2004). Key informants perceived similar
difficulties in access to detoxification services. According to key informants, free
detoxification services were largely unavailable in the public sector, but these
services were readily available in the private health care system - if one could
afford to pay for such services. These findings suggest that for people from
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HDCs, financial barriers to AOD treatment access seem closely linked tied to the
availability of affordable treatment options in the region. Studies of mental health
services use have found similar linkages between personal financial barriers and
the structure of the service system (Feinson & Popper, 1995). These contextual
influences on AOD treatment use are discussed more thoroughly in section 7.3.4.

7.3.3.1.2. Awareness of AOD treatment services

Findings revealed that awareness of AOD treatment services was an important
enabling resource for people from HDCs. More specifically, awareness of where
to go for AOD help and the number of known AOD treatment centres were
strongly and positively associated with AOD treatment use after controlling for
the influence of predisposing and need for treatment variables. In keeping with
previous research (Hser et al., 1998; Lennings, Kenny, & Nelson, 2006; Porter et
al., 2002), greater awareness of AOD treatment services increased the likelihood
of accessing AOD treatment for people from HDCs. |

In keeping with earlier research which identified limited awareness of AOD
treatment as a particularly important barrier for women (Grant, 1997), this study
found stronger associations between awareness variables and realised access
for women than for men. These results imply that women from HDCs are more
vuinerable to the effects of not knowing where to go for AOD help than men.
While the reason for this finding is unclear and requires further investigation, it is
possible that other factors contribute to the strong association between
awareness and AOD treatment access for women. One such factor might be
women’s social networks. The role that significant others play in facilitating
treatment use for women has been well documented, with positive social
networks supportive of AOD treatment use buffering against the effects of limited
awareness of services on AOD treatment use (Deri, 2005; Ensign, 2003, Hatton,
2001). Positive social networks might buffer women against the risks of limited
awareness by providing information on available treatment options and by
actively help seeking on behalf of their members (Sayre et al., 2004). Partial
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support for this explanation is provided by the finding that “others suggesting the
need for AOD help” significantly increased the odds of accessing treatment for
women, but not for men. This suggests that women are more likely to access
treatment when others suggest the need for help. However, as this study did not
examine whether the presence of supportive social networks interacted with
awareness variables to influence access, this explanation remains tentative and
should be investigated further.

When race differences in the profile of variables associated with access were
examined, awareness of AOD help was significantly associated with AOD
treatment use among Coloured participants only. While this finding is surprising,
it could be due to this variable measuring awareness of AOD services broadly
and not measuring awareness of AOD treatment services specifically.
Black/African participants might have been aware of other AOD services (such
as indigenous healers) that were not closely linked to the use of formal AOD
treatment services. This explanation appears supported by the finding that when
awareness of AOD freatment services was examined, stronger associations were
found between the number of known treatment centres and access for
Black/African than Coloured persons. Black/African participants also knew of
fewer AOD treatment centres than Coloureds. Black/Africans thus seem more
vuinerable to the effects of awareness barriers and have lower levels of AOD
treatment awareness than their Coloured counterparts. Qualitative findings
confirm this, with key informants noting that awareness of where to go for AOD
treatment was lower among Black/African than among Coloured people from
HDCs. This is probably due to the fact that AOD awareness and prevention
programmes in the city have targeted Coloured rather than Black/African
communities, as they have assumed that Black/African communities have low
levels of AOD problems (Sawyer et al., 2006). Whatever the reason, these
findings highlight the need for efforts to improve awareness of AOD treatment
services in HDCs, especially among Black/Africans and women.
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The qualitative data not only confirmed that awareness of where to go for
treatment is critical to realised access, but also identified several other
dimensions of awareness that influence whether people from HDCs access AOD
treatment. According to key informants, these included awareness of when AOD
treatment is needed, of what constitutes appropriate and effective AOD
treatment, and of how to access treatment. Several of these dimensions and
their associations with AOD treatment use have already been discussed (see
sections 7.3.1 and 7.3.2). Awareness of how to access available AOD treatment
is closely linked to the complex and unstructured referral pathway (an AOD
treatment system factor discussed in section 7.3.4). Key informants argued that
limited awareness of the referral process and the bureaucratic requirements for
treatment entry often contributed to delays and difficulties in accessing treatment

Taken together, these findings suggest that limited awareness of when, where,
and how to access AOD treatment hampers people from accessing appropriate
treatment in a timely manner. Policy makers and service providers should
therefore place a high priority on information and referral programs designed to
increase knowledge of services and how to access them. Findings suggest that
these efforts may be particularly important for improving the use of AOD
treatment services by women and Black/African persons from HDCs. Specific
recommendations for improving each of these dimensions of awareness are
provided in Chapter Eight.

7.3.3.2. Community enabling/restricting variables

Community enabling/restricting variables associated with AOD treatment access
included enabling/restricting resources within HDCs as well as provider-related
enabling/restricting variables.

7.3.3.2.1. Resources within HDCs

Even though earlier research documented strong positive associations between
social capital and health services use (Hendryx et al., 2002; Lee, 2005; Prentice,
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2006), the quantitative component of this study found only weak associations
between social support, social cohesion and social trust (indicators of social
capital) and AOD treatment use for people from HDCs in Cape Town. Measures
of social support were not significantly associated with AOD treatment use while
social trust showed a curious negative relationship to AOD treatment use. In
contrast, while social cohesion initially showed a positive relationship with AOD
treatment use, this relationship was no longer significant after adjusting for the
predisposing and treatment need variables. While these findings are surprising
and contradict the study hypothesis that indicators of social capital are positively
associated with AOD treatment use, they should be treated with caution. It is
possible that the social trust and social cohesion scales used in this study were
not sufficiently sensitive to detect associations between social capital and AOD
services use; particularly as the study used generic measures of social capital
rather than social capital measures referring to AOD treafment use specifically.

In contrast, the qualitative data illuminated the linkages between social support,
social capital and AOD treatment use within HDCs. Firstly, key informants
proposed that high levels of disempowerment hampered social cohesion around
AOD issues in HDCs. Key informants perceived this disempowerment as
stemming from the social environment of HDCs (see section 7.2.2.); with poverty
and the widespread availability of AODs contributing to the normalisation and
acceptance of AOD problems as a “way of life.” There seem to be few positive
social influences and networks that enable these communities to cohere around
AOD problems, exchange information and advice on AOD treatment, and support
the use of AOD treatment services. Key informants viewed these factors as
barriers to AOD treatment use. These perceptions concur with documented
evidence that collective efficacy is impeded by a lack of community consensus
around social issues, the failure to develop social norms supportive of service
use, and disorderly social environments (Gage, 2007; Sampson, 2003).
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Nonetheless, HDCs in the Cape Town metropole are not uniform entities and key
informants perceived collective efficacy for AOD treatment use to be lower in
Coloured than in Black/African communities. Reasons provided for this included
the established gang culture within Coloured communities which was seen as a
contributing factor to social disorder, drug availability and a culture of drug use.
This perception is supported by evidence of a culture of drug use in Coloured
communities and findings linking Coloured gangs to drug trafficking and violent
crime (Haefele, 2003; Jensen, 2001; Redpath, 2001). Beyond this, key
informants noted that efforts to provide positive (anti-drug) social influences in
Coloured communities had been largely unsuccessful due to community
organisations forming factions and being unable to work collectively on AOD
issues. In many ways, Coloured communities in Cape Town seem fractured and
these divisions have hampered community efforts to address AOD problems.
While the reasons for these divides are unclear, they do point to the urgent need
for community development initiatives. Without cohesive communities, it is quite
likely that future efforts to address AOD problems within Coloured communities
will remain unsupported and unsuccessful.

In contrast, key informants perceived Black/African communities as having fewel
norms supportive of drug use and more potential to act collectively around AOD
issues. This might stem from the collectivist nature of Black/African communities
which place a great emphasis on maintaining connectedness with others and
harmony within the in-group (Matsumoto, 1996; Mwamwenda, 1994). This
collectivist outlook was clearly demonstrated during the apartheid era where
Black/African communities mobilised around social issues that affected their
communities (Béhre , 2007; Nel, Binns & Motteux, 2001). While social cohesion
in Black/African communities might enhance collective efficacy for AOD
treatment use, it should not be taken for granted. In Cape Town, Black/African
communities are experiencing rapid social change due to urbanisation, migration,
and the eroding of traditional values (Smith, 2005). As this has been linked to
reductions in social capital (Ballard et al., 2005; Lyons & Snoxxel, 2005), efforts
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are needed to maintain and enhance this enabling resource within Black/African
communities.

Secondly, key informants proposed that low levels of social trust toward
treatment providers and the state hampered AOD treatment use by people from
HDCs. Key informants argued that this limited social trust stemmed from
negative perceptions about the quality of available AOD treatment services (see
section 7.2.2) as well as the state’s style of interacting with HDCs; with the state
failing to consult with HDCs around AOD issues, having a top-down approach to
interacting with communities, and not delivering on its promises to HDCs.
According to key informants, low levels of social trust have contributed to some
HDCs developing an insider/outsider perspective in which they have refused to
support AOD services imposed from “outside” the community. This dynamic
seems particularly prevalent in Coloured communities which have been the
target of several unsuccessful intervention efforts in recent years. For example,
the state implemented an AOD campaign in several Coloured communities in
2006. This campaign consisted of community outreach, screening and brief
interventions for individuals with AOD problems, and linkages to appropriate
care. As this campaign was implemented without consulting the target
communities, it was poorly supported and very few individuals made use of the
free services available (Provincial Department of Social Development, personal
communication, 15 May 2007). Secondly, the state provided funding for a well-
established treatment facility to open a satellite office in a large Coloured
community with high levels of unmet treatment need. As the state did not consult
with community leaders prior to implementing this service, this low-cost service
has been under-utilised by community members; even though other AOD
treatment services in the area have lengthy waiting lists (Cape Town Drug
Counselling Centre, personal communication, 7 July 2007). Further support for
these perceptions is provided by documented evidence of an association
between trust in treatment providers and the use of health services (Russel,
2005).
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Summarising, these findings suggest that social capital around AOD use makes
important contributions to AOD treatment access by people from HDCs. In
keeping with Altschuler, Somkin, and Adler's (2004) findings, this study showed
that social trust and social cohesion were not strong independent predictors of
AOD treatment use, but appear to interact with predisposing factors (such as the
social environment and negative perceptions about serviCes) and systemic
factors (such as the quality of care provided) to influence AOD treatment use.
Similar findings have been found in studies examining the role of social capital in
facilitating the use of services for chronic health conditions (e.g. Stafford et al.,
2007). As findings show that social capital is not uniform across communities but
is informed and shaped by the characteristics and history of each community,
interventions to improve social trust and social cohesion should take the unique
context of each community into account. Attempts to rebuild trusting
relationships between HDCs, the state, and service providers might also assist in
building social capital for AOD treatment use. Further recommendations for these
interventions are provided in Chapter Eight.

7.3.3.2.2. Provider- related enabling /restricting resources

Corresponding to evidence from other studies of AOD services use (Beardsley et
al., 2003; Fortney et al., 1995; Schmitt et al., 2003), this study found strong
negative associations between distance and travel time to treatment (two
geographic access barriers) and AOD treatment use for people from HDCs in
Cape Town. These findings indicate that greater distance and travel time to
treatment decreased the likelihood of AOD treatment use in this sample. As
these two geographic access barriers were strongly correlated with each other,
only travel time to treatment was included in multivariate models of access. This
variable was chosen as it reflects not only distance to treatment but also barriers
associated with available transport (Réssler, Riecher, Loffler, & Fatkenheuer,
1991) which are considered important for the accessibility of services (Gruen et
al., 2001; Iredale, Jones, Gray, & Deaville, 2005). Results from the multivariate
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analyses demonstrated a rapid decline in the probability of obtaining AOD
treatment as travel time to treatment increased. This effect remained robust even
after controlling for need and predisposing variables and other factors known to
influence receipt of AOD services such as affordability barriers, competing
financial priorities, and income. In fact, this enabling variable was one of the
strongest determinants of AOD treatment use for this sample.

In addition, results indicated gender and race differences on the extent to which
travel time was associated with AOD treatment use. Stronger associations were
found between travel time and AOD treatment use for women than for men;
suggesting that lengthy travel times disproportionately affect access to AOD
treatment for women from HDCs relative to men. The finding that women from
HDCs have more affordability barriers and competing financial priorities than
men provides a possible explanation for this difference. For these women with
multiple financial barriers, lengthy travel times might be unaffordable due to the
costs associated with public transport. Support for this explanation arises from
the finding that affordability barriers compound the negative association between
travel time to treatment and AOD treatment use; with travel time to treatment
having a stronger negative association with treatment use when affordability
barriers are high than when these barriers are low. Moreover, this finding is
consistent with previous research which reported that financial barriers impact on
the ability to afford public transport and lead to more difficult commutes to AOD
treatment (Beardsley et al., 2003; Kelahar, Dunt, Day, & Feldman, 2006).

Similarly, stronger associations were found between travel time and AOD
treatment use for Black/African than for Coloured participants; suggesting that
Black/Africans are more vulnerable to the effects of travel time on AOD treatment
use than Coloureds. Affordability concerns and transport costs might also
explain this difference, especially as Black/Africans reported lower incomes than
Coloured participants. For example, more than half of the Black/African controls
reported earning less than R500 per month compared to less than a third of their
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Coloured counterparts. The geographic location of AOD treatment services
provides another possible reason for Black/African persons having greater
vulnerability to travel barriers than their Coloured counterparts. At present, few
AOD treatment services are located within or close to Black/African communities.
In contrast, several treatment services are located within predominantly Coloured
residential areas (Myers & Parry, 2005). For people from Black/African
communities, this might translate into greater distances to travel to AOD
services. Given the unreliability and high costs of the public transport system in
South Africa (Naude & Krugell, 2003; Tanser, Gijsbertsen, & Herbst, 2006), this
might also translate into relatively more difficult and costly commutes for
Black/Africans than for people from Coloured communities.

Partial support for this explanation is provided by the qualitative findings. Key
informants proposed that geographic access barriers related to the lengthy
distances required to travel to AOD treatment, the length of time it took to travel
to these services, the availability and unreliability of public transport within HDCs,
and the costs associated with using public transport. Respondents perceived
these geographic access barriers to be more salient in Black/African
communities than in Coloured communities. For example, Black/African persons
often had to walk long distances to access public transport and often had to use
several modes of transport to reach the nearest treatment facility. According to
key informants, these factors contributed to the time taken to reach an AOD
service as well as the costs associated with travelling to treatment.

in summary, these findings suggest that geographic access barriers are key
determinants of AOD treatment use. These barriers are compounded by
transport and travel costs as well as other financial barriers. In part, these
barriers relate to the geographic location and spatial distribution of AOD
treatment services in the Cape Town metropole. As such, findings have
important implications for service planning around the placement of new
resources for AOD treatment. Treatment providers and the state need to take
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these geographic access barriers into account when planning for new services.
Treatment providers should also consider providing transport services to poor
clients, especially for women and Black/African clients for whom travel costs may
be unaffordable given the limited availability of free and low-cost treatment

services.

Related to this, findings from this study also shed light on the association
between service availability and AOD treatment access among people from
HDCs in Cape Town. Although service availability has been documented as a
predictor of treatment use (Appel et al., 2004; McLellan & Meyers, 2004), its
impact was not demonstrated in the quantitative analyses. This was probably
due to the homogenous responses obtained between cases and controls on
availability measures. For instance almost all cases (98.6%) and controls
(99.8%) reported that there were not enough alcohol or drug services available in
their communities. Rather than implying that there are not enough AOD
treatment services available in Cape Town, this finding probably refers to the
limited availability of affordable nonprofit AOD treatment services relative to the
need for such services for poor people from HDCs. Evidence from earlier
research supports this explanation. More specifically, while the number of
treatment slots available in Cape Town increased from 1950 in 1994 to 2500 in
2006 (Pluddemann et al., 2007), the bulk of these new treatment slots were
located in the private for-profit AOD treatment sector which is largely
unaffordable to poor black South Africans without medical insurance (Goosen et
al., 2003) and who cannot afford the out-of-pocket treatment expenses. The
qualitative findings also support this explanation, with all respondents
commenting on the limited availability of affordable treatment options for people
from HDCs. While key informants perceived low service availability to hamper
AOD treatment use directly, they also argued that availability was shaped by
contextual factors such as the state’s provision of funding to the nonprofit AOD
treatment sector. These contextual factors are discussed below.
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7.3.4. Contextual influences on AOD treatment access

Findings from the qualitative phase showed that several of the predisposing and
enabling factors that limit AOD treatment use by people from HDCs in Cape
Town were influenced by contextual factors.

7.3.4.1. Political influences on service planning

According to key informants, one of the main contextual influences on AOD
service delivery to HDCs was the state’s lack of planning around AOD service
provision. Findings highlighted that the state had struggled to develop effective
plans for addressing AOD problems within HDCs. While key informants listed a
number of causes for this, almost all identified a lack of capacity among decision
makers and service planners as the main contributing factor to ineffective service
planning. This lack of capacity points to the need for training in AOD issues (such
as evidence-based approaches to treatment) and the need for access to relevant
information on AOD trends and evidence based prevention and treatment
programmes. While consultation with researchers and service provideré could
compensate for this limited capacity and aid effective service planning, all key
informants remarked upon the state’s limited consultation with the private
nonprofit AOD service sector and researchers. Key informants noted that while
the state paid lip service to the importance of consultation, this consultation was
often time-limited; with few opportunities present for influence the state’'s plans.

Although this lack of capacity indicates a clear need for better information on
AOD service needs, it was found that as in other parts of the world (Davis, 2002;
Pappaioanou et al., 2003), policy makers and service planners made decisions
intuitively or on the basis of other considerations that included public opinion,
political interests, and the concerns of organised community interest groups with
the “loudest voices”, rather than sound empirical data. Key informants viewed
many of the decisions regarding AOD service allocation as based on political
opportunism and the need to act swiftly to contain community disquiet over poor
AQD service delivery. To contain these extrinsic influences on decision-making
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processes, service providers and researchers should advocate for the
establishment and maintenance of an information system that collects systematic
data on the prevalence of AOD use and treatment need in the province.

A lack of intersectoral collaboration on AOD issues also underpinned the state’s
difficulty in implementing effective plans to address AOD problems. In some
ways this is a residual effect of the apartheid system of governance. Prior to
1994 and South Africa’s first democratic elections, service delivery was
hampered by a lack of intersectoral collaboration on AOD issues at the national,
provincial and local levels between the NDOH and the NDOSD. Through the
apartheid years, these departments shared responsibility for the treatment and
management of AOD problems. For instance, the NDOH was responsible for
medical treatment and custodial inpatient care and the NDOSD was responsible
for prevention and community rehabilitation services. This division affected the
quality and provision of services since these departments worked in isolation and
neither took responsibility for local service delivery (Parry, 1997), especially to
Black communities. In addition, within both these departments the provision of
AOD services was fragmented. This was partly due to the apartheid legacy of
separate health and social welfare departments for each racially defined
population group which, when combined with their failure to work collaboratively
to deliver services, resulted in duplicated and poorly distributed resources (Parry,
1997). Since South Africa’s transition to democracy, the state has sought to
redress these challenges to AOD service delivery. For example, the multiple
social welfare departments have been integrated into a single structure to
streamline service delivery (NDOSD, 1997) and the NDOSD has been made the
lead department responsible for AOD prevention and treatment (although the
NDOH remains responsible for medical detoxification services).

Despite these structural changes, key informants noted that intersectoral

collaboration between the health and social welfare sectors on AOD issues
remained limited. Key informants perceived this lack of intersectoral
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collaboration as a key factor that undermined the planning, provision and
availability of AOD treatment for people from HDCs reliant on state and nonprofit
services. This is a concern as coordination within the government sector, and
between the state and civil society, is essential for efficient planning and delivery,
of AOD services (Thomas, Mooney, & Mbatsha, 2007). An unintended
consequence of this lack of service coordination has been service duplication,
with some areas being relatively overserved and others being underserved. This
has contributed to geographic access barriers to AOD treatment use.

This lack of intersectoral collaboration also has limited the availability of
comprehensive public services for people from HDCs with AOD problems.
Although the health sector is responsible for the provision of detoxification
services, key informants viewed these as relatively unavailable and difficult to
access in the public health sector. Similarly, key informants viewed the public
mental health sector as unwilling and lacking capacity to serve people with co-
occurring mental health and AOD problems. According to key informants, the
public health sector's unwillingness to take responsibility for their role in AOD
service delivery has limited access to AOD treatment for people who require
detoxification and psychiatric stabilisation prior to treatment entry. This is |
problematic, not only from the point of limiting access to AOD treatment, but alsc
because the nonprofit AOD treatment system does not provide these services.
Therefore the multiple physical and mental health needs of clients may remain
untreated which could impact on AOD treatment outcomes (Friedmann et al.,
1999; Friedmann et al., 2003; Wenzel et al., 2004).

One way of addressing this service fragmentation and the poor linkages between
service sectors would be to integrate AOD services provided by each state
department and by the nonprofit sector into a single integrated service network
(ISN) (Nelson, Rashid, Galvin, Essien, & Levine, 1999). According to Nelson et
al., such an ISN could improve service delivery through allowing for the
consolidation and more efficient allocation of resources, addressing service
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fragmentation so that comprehensive AOD services could be provided, and by
allowing for more efficient referral pathways to AOD services (Badger et al.,
2000; Hurlburt et al., 2004). These public-private partnerships might also help
address the capacity needs of service planners within the government sector.

7.3.4.2. Limited allocation of resources

Apart from difficulties in developing an AOD service delivery framework, the
state’s limited allocation of financial resources to AOD treatment impacted on the
availability of affordable nonprofit services. Respondents noted that the state’s
limited allocation of financial resources prevented the establishment of new
treatment facilities for people from HDCs, despite the perception that there were
not enough treatment facilities available to meet AOD service needs. This is
worrisome; especially given previous research findings that low service
availability is an important barrier to AOD treatment entry (Appel et al., 2004;
McLellan & Meyers, 2004).

Above and beyond this, respondents perceived the state’s limited allocation of
resources to existing nonprofit AOD treatment services as limiting the number of
poor people who could be served by this sector. According to key informants
from this sector, limited state funding restricted their capacity to provide free and
low-cost services to indigent clients. First, limited state funding prevented existing
nonprofit services from expanding their services to meet the growing demand for
AOD treatment; partly because they could not afford to employ more staff.
Second, limited resources and concerns about financial sustainability had forced
several facilities to cross-subsidise their free treatment slots with fee-paying
clients. This restricted the number of treatment slots available to indigent clients.
Third, financial constraints impacted on nonprofit service providers’ capacity to
deliver services, with several of these facilities operating at half of their capacity
due to budgetary constraints. For example, two key informants reported large
numbers of empty beds within their facilities despite lengthy waiting lists for
treatment places and other service providers reported having reduced their
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number of free treatment beds in an effort to contain costs. Limited funding has
thus restricted the availability of affordable treatment options for people from
HDCs, and consequently access to treatment. These findings are in keeping
with evidence from the USA of resource availability affecting treatment coverage
and service provision (Friedmann et al., 2006).

Fourth, the state’s allocation of financial resources to service providers in the
non-profit and state sectors has affected personnel resources, with key
informants noting that there were few resources available for employing
additional members of staff in these sectors of the AOD service system. This nof
only limited the number of people that could be served, but also increased the
caseloads of service providers. According to key informants, these high
caseloads impacted negatively on service quality by restricting the range of
services available to indigent clients. For example, most of the residential service
providers reported being unable to provide detoxification, mental health or
aftercare services due to limited financial and personnel resources. Evidence
from the USA supports this claim with Friedmann et al. (1999) reporting that well-
resourced AOD treatment units were more likely to provide clients with a
comprehensive range of services than poorly resourced facilities. In addition, key
informants noted that this provision of a restricted range of services contributed
to perceptions that available AOD services were ineffective, incapable of meeting
clients’ needs, and of inferior quality. This is a concern, especially given study
findings that negative perceptions of treatment hampered AOD treatment use
among persons from HDCs. This is in keeping With prior findings that people
with AOD problems prefer to access services that best meet their needs and
respond to their expectations (Aliman et al., 2006). Thus it is important that this
barrier to care is addressed.

Related to this, an unintended consequence of the limited availability of

affordable AOD services has been the proliferation of small community based
treatment providers which have mushroomed to meet the unmet demand for
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AOD services in HDCs. Many of these “mom and pop” outlets operate out of
people’s homes within HDCs. Key informants expressed concern about these
service providers who they perceived to be unskilled and untrained in the
complexities of dealing with AOD problems. While the emergence of these
service providers is understandable given the limited availability of treatment
options to HDCs, this is still worrisome as these service providers might entrench
negative beliefs about the quality and effectiveness of AOD treatment within
HDCs. To some extent this concern seems justified given evidence that staff
knowledge and experience is a key contributing factor to service quality
(Grosenick & Hatmaker, 2000), and that service quality has an important
influence on AOD treatment utilisation (Gallon, Gabriel, & Knudsen, 2003). The
quality of services provided by these unregulated service providers is thus an
important policy concern, especially as findings suggest that negative treatment
experiences might inoculate some individuals from using AOD services in the
future. Access to poor quality services might therefore be more harmful than
access to no services.

" These findings highlight the need for greater resource allocation to the AOD
treatment system. Prior to allocating more resources, it is important to examine
the extent to which current resources are used efficiently and effectively. To date,
there has been no systematic evaluation of the AOD treatment system in the
Cape Town metropole. Such an evaluation would provide insight into how
resources might be redistributed to improve efficiency, service quality and service
reach. In addition, these findings suggest that to improve the use of AOD
services in Cape Town, human capital development within AOD services is
important; especially as it influences service quality (Allman et al., 2006) and
perceptions of treatment effectiveness. As such, these findings suggest that
more resources should be allocated to the capacity development of AOD
treatment providers.

246




7.3.4.3. Organisational barriers within the AOD treatment system
While there are some free treatment places available in the Cape Town
metropole, findings showed that lengthy waiting lists for these affordable
treatment options were common due to the limited number of these treatmen
slots. According to key informants, these waiting periods not only prevented
timely access to treatment but also served as barriers to treatment entry via the
impact on loss of motivation for treatment due to the ambivalence associated ‘{
with seeking treatment for AOD problems. Evidence that long waiting times limit
access to treatment due to people with AOD problems’ having little tolerance for
treatment delays (Carr et al., 2007; Hser et al., 1998; Tucker et al., 2004) and
that waiting lists result in missed opportunities to reach people with AOD
problems (Carison, 2006) provide support for this finding.

Apart from the limited availability of treatment slots, key informants identified
other organisational barriers that hampered timely access to care for people with
AOD problems. These included the lack of a structured referral pathway,
multiple gatekeepers, complex eligibility requirements, and excessive
bureaucratic procedures for referral and entry into nonprofit AOD treatment
services. According to key informants, these factors madé access AOD
treatment difficult and delayed timely access to treatment. These perceptions
are supported by earlier findings from the USA that bureaucratic reporting
requirements and multiple gatekeepers hamper timely access to and use of AOD
services (Allman et al., 2006; Carr et al., 2007). Given that delays in accessing
care hamper treatment entry (Hser et al., 1998), it is important to address
organisational barriers to timely access. Strength-based case management may
be a useful tool for surmounting these barriers (Rapp et al., 2006). This approach
would involve assigning case managers to clients at their point of entry into the
referral system. These case managers could help shorten waiting times by
negotiating access to services at each point in the referral chain and by helping
the client address individual and systemic barriers to treatment entry.
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Another barrier that hampered the delivery of effective AOD services was the
fragile and unstable organisational structure of many nonprofit treatment
services. As mentioned earlier, key informants perceived this organisational
barrier to be shaped by limited financial resources within the nonprofit sector
which precluded adequate remuneration for professional staff, limited human
resources within facilities, and contributed to high caseloads among staff. In
keeping with earlier research findings (Shoptaw, Stein, & Rawson, 2000), these
factors, together with the emotionally demanding nature of the field were also
seen as contributing to high levels of burnout among staff. Key informants
perceived poor remuneration, high caseloads, and burnout to be the driving
forces behind poor staff retention within the public and private nonprofit service
sectors, with most key informants reporting difficulties in retaining experienced
staff. According to key informants, these factors also undermined service quality
by diminishing the skills-set of remaining treatment staff. This has important
implications for treatment access as staff skills and experience are important
contributors to service quality and clients’ perceptions of service effectiveness
(Allman et al., 2006; Grosenick & Hatmaker, 2000).

When combined, these organisational and resource barriers produced
inadequate types and amount of services and impacted on the
comprehensiveness of AOD services provided. As importantly, these factors
impacted on the extent to which the public perceived AOD treatment services to
be useful and effective, and this affected treatment uptake. These findings
therefore highlight the importance of addressing not only individual and
community barriers to AOD treatment use, but also contextual and systemic
factors which, in keeping with Andersen’s model of service utilisation, play an
important role in shaping decisions to use services. |

7.4. THE UTILITY OF THE BHSU MODEL
Findings from this study suggest that Andersen's (1995) Behavioural Model of
Health Services Utilisation is a useful framework for understanding access to
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AOD treatment in the South African context. The results indicate that the BHSU
model explains a high percentage of variance in the use of AOD treatment
services by people from HDCs in the Cape Town metropole.

More specifically, all of the variable domains originally conceptualised by the
BHSU model were significantly associated with access to AOD treatment in this
study. The quantitative phase identified a range of variables within the
predisposing, need for treatment, and enabling/restricting variable domains that
independently predict AOD treatment use among people from HDCs in the Cape
Town metropole. Confirmatory evidence of the importance of these enabling
variables in ensuring access was provided by the qualitative data. In addition,
findings from the qualitative phase revealed contextual influences on AOD
treatment use that seem to have a direct effect on AOD treatment use. These
contextual influences included broad systemic influences as well as factors
specific to the organisation of the nonprofit AOD treatment system. When these
qualitative and quantitative findings are considered together, they support
Andersen'’s (1995) contention that each of these variable domains makes an
independent contribution to realised access.

Beyond these independent contributions, findings showed that several of these
variable domains interact to influence AOD treatment use. Findings from the
qualitative phase clearly illustrated these interactions, with predisposing and
enabling/restricting factors seemingly influenced by the contextual domain. For
example, the state’s poor service planning and limited allocation of resources to
treatment has limited the capacity of nonprofit treatment services to provide
comprehensive services, service quality and service coverage. These treatment
system factors have restricted the availability of services (an enabling variable)
and contributed to negative perceptions about the effectiveness of services (a
predisposing variable).
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Quantitative findings also provided evidence of interactions between the BHSU
model's variable domains. Firstly, a hierarchical logistic regression analysis was
used to explore whether the enabling/restricting variable domain mediated the
association between treatment need and AOD treatment use. Findings from this
analysis revealed that most of the need for treatment variables significantly
associated with access did not maintain their significance when the
enabling/restricting variable block was included in the regression equation. Two
need variables did remain significantly associated with access; however the
strength of these associations was diminished. These findings indicated that
while there is still substantial independence across the underlying constructs of
the BHSU model, the enabling/restricting variable domain attenuated the
association between need for treatment and access. In other words, the
enabling/restricting variable domain of the BHSU partially mediated the
association between the need for treatment domain and AOD treatment use.
These findings provide some support for the hypothesis that the need for
treatment and enabling variable domains of the BHSU interact to influence AOD
treatment access.

This finding of a mediation effect contradicts the results of Wolinsky (1978) and
Vingilis, Wade and Seeley (2006) who found that the indirect effects of enabling
variables on health care use were negligible. As this previous research was
conducted in better resourced settings with less social disadvantage and better
service coverage than South Africa, it is not surprising that enabling/restricting
barriers did not mediate the association between need and service use. There is
one caveat to these findings. Design limitations precluded this study from
meeting all of Baron and Kenny’s (1986) requirements for establishing mediation.
Specifically, it was unable to meet the assumption of a causal relationship
between the need and enabling/restricting variable domains. Despite the
aforementioned limitation, this finding of a mediation effect is plausible given the
limited resources and multiple barriers to basic services that characterise HDCs
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in Cape Town. Nevertheless, in the light of this limitation, it remains a preliminary
finding and requires further verification.

Further support for the hypothesis that the BHSU variable domains interact to
influence AOD treatment access is provided by evidence of the moderating
effects of several enabling/restricting variables on the association between
treatment need and AOD treatment access. Findings from a hierarchical logistic
regression procedure revealed main and interaction effects of need for treatment
and enabling/restricting variables on AOD treatment use. Two interaction terms
were significantly associated with realised access: the interaction between drug
problem severity and affordability barriers and between drug problem severity
and travel time. These interactions revealed that the positive association
between drug problem severity and AOD treatment use was weaker under
conditions of high affordability barriers and lengthy travel times than under
conditions of low affordability barriers and shorter travel times. These findings
imply that the association between treatment need and access is modified by the
presence of enabling/restricting barrier variables. Taken together, these findings
support Andersen’s (1995) contention that the variable domains of the BHSU
interact to make joint contributions to realised access to services.

Although findings from this study provide support for some of the BHSU model's
main assumptions regarding determinants of health services use, it only provides
partial support for assumptions regarding the ordering of these variable domains.
More specifically, the BHSU model suggests that need variables are the most
proximal and important determinants of services use, predisposing variables are
weak and exogenous influences on services use, and enabling variables are
necessary but are not sufficient for use to occur (Andersen, 1995; Thind &
Andersen, 2003). Findings provide support for the assumption that predisposing
variables are weak and distal influences on realised access. In the quantitative
phase, predisposing variables accounted only for a small percentage of the
variance in AOD treatment use; with only two predisposing variable significantly
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associated with access when the influence of need and enabling/restricting
variables was controlled for. Findings from the qualitative phase also suggest
that predisposing variables have a weak influence on access. For instance,
predisposing beliefs about the effectiveness of AOD treatment appear to be distal
influences on access; with much of this influence stemming from their
contribution to community enabling variables. More specifically, beliefs about
treatment effectiveness appear to underpin the extent to which communities
support treatment use, trust treatment providers, and have collective efficacy
around treatment use. Taken together, these findings support the BHSU model's
assumption that predisposing variables precede enabling variables and have
relatively weak associations with realised access.

In contrast, findings from this study challenged the notion that need for treatment
variables are the most important and proximal influences on realised access. In
the quantitative study, need variables accounted only for a small percentage of
the unique variance in AOD treatment use after adjusting for the influence of
predisposing and enabling variables. Only two need variables were significantly
associated with realised access in the multivariate model and these associations
were relatively weak. In contrast, the enabling variable domain accounted for a
large proportion of the unique variance in AOD treatment use. When the
influence of the predisposing and need variables was controlled for, several
enabling/restricting variables had strong associations with AOD treatment use.
Findings from the qualitative phase provide further evidence of the importance of
enabling/restricting variables in determining AOD treatment use; with these
variables being more salient in the qualitative data than either need or
predisposing variables. For HDCs in Cape Town, enabling/restricting barriers
thus seem as (if not more) important for determining the use and non-use of AOD
treatment as treatment need.

These findings contest the BHSU model’s assumption that need variables are the
most important predictors of realised access and suggest that in a context
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characterised by poverty, social disadvantage and limited access to basic
services (Sanders & Chopra, 2006), need for treatment is necessary but does not
ensure AOD treatment use. In this context, multiple barriers restricted AOD
treatment access, despite the presence of treatment need. These findings also
suggest that within HDCs in Cape Town, enabling/restricting variables (rather
than treatment need) may be the most proximal determinants of AOD treatment
use. While treatment need initiates help-seekihg behaviour, the presence of
barriers may prevent access to AOD treatment. Some support for this
explanation arises from the finding that the enabling variable domain weakened
the association between treatment need and realised access. However this
explanation should be treated with caution, especially as this study did not
examine the temporal order of these variable domains or pathways to AOD
treatment use. Further research that unpacks the causal order of these
determinants of AOD treatment use is needed to substantiate these claims.

Notwithstanding several caveats, findings suggest that Andersen’s (1995) model
is a useful framework for examining AOD treatment access in South Africa, with
the variable domains conceptualised by this model having both independent and
joint effects on AOD treatment use. Both quantitative and qualitative findings
highlighted the interactions between various domains of the BHSU; particularly
the interactions between the enabling/restricting domain and the need for
treatment domain. Findings from this study also suggest that applications of this
model to developing countries and impoverished communities should consider
contextual influences on access; particularly how these influences inform the
presence of barrier variables which seem as important for determining access as
service needs.

7.5. SUMMARY

In summary, this study considerably improves understandings of access to AOD
treatment within low resource country settings, where findings suggest that there
are low rates of service use despite high levels of need. First, this study has
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shown that Andersen’s BHSU model is a useful framework for examining access
in developing country settings; providing contextual factors are included in
analyses. Secondly, the study identified horizontal and vertical inequities in
access to AOD treatment among HDCs in the Cape Town metropole. Thirdly,
the study identified a range of predisposing, need, enabling/restricting and
contextual variables associated with AOD treatment use in a low resource
setting. The most notable findings included the very strong associations of
enabling/restricting variables with treatment access. These variables included:
awareness barriers, geographic access barriers, and affordability barriers. In
contrast, fewer need for treatment and predisposing factors were associated with
access, and these variables associations with realised access were only weak to
moderate. The findings also highlight how contextual factors are important for
understanding AOD treatment use in low resource settings. For example,
findings reflected how poor service planning and low resource availability shapes
geographic access barriers and negative beliefs about treatment effectiveness
and consequently informs the use of AOD services. Nonetheless, while
contextual, need and predisposing variables clearly played a role in facilitating
access, enabling variables were the major contributor to AOD treatment use by
people from HDCs in the Cape Town metropole.

Fourth, findings also suggest distinct but overlapping gender and race profiles in
predictors of access to AOD treatment, with women and Black/African
participants appearing most vulnerable to the effects of awareness, geographical
access and affordability barriers; although these barrier variables were
significantly associated with access for all population subgroups. These findings
suggest that interventions to improve access must be situated in community
contexts and be sensitive to population subgroup differences. Chapter Eight
provides further guidelines for interventions to improve AOD treatment use
among HDCs in the Cape Town metropole. This final chapter also describes the
strengths and limitations of this study and provides directions for future research.
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CHAPTER EIGHT

CONCLUSION

8.1. INTRODUCTION

In a context where there is an increasing demand for scarce health resources
(Freeman, 2000), this study provides evidence of inequities in access to AOD
treatment among HDCs and identifies individual, community, and provider
barriers that hamper access. This study is the first of its kind to adopt such a
comprehensive approach to the study of access to AOD services in South Africa;
where such studies have been hampered by the lack of health and social welfare
registers, the limited and irregular use of household surveys, and the paucity of
health and other service monitoring systems. The study is also the first to
compare recipients of services with untreated people with AOD problems and
provide quantitative estimates of barriers associated with AOD treatment access
for people from HDCs in South Africa. As such, this study moves beyond
previous South African research that merely described the extent to which AOD
services were used by people from HDCs (Myers & Parry, 2005).

Apart from this contribution to knowledge, findings from this study hold clear
implications for AOD policy and provide guidelines for the design of interventions
to address barriers to AOD treatment access. Nonetheless, findings remain
tentative and should be considered in the light of several limitations. This
chapter reviews the merits of this study, examines its implications for AOD policy
and interventions to improve access, critically considers its limitations, and
outlines directions for future research.

8.2. MERITS OF THIS STUDY

This study has several merits. By using a clear theoretical framework to examine
access to AOD treatment in South Africa, this study addressed many of the
limitations of previous research. In addition, it expanded the body of knowledge
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on access to AOD treatment by exploring the relevance of previous research
findings for the South African context. Finally, the use of a mixed methods
design allowed for a comprehensive understanding of access to AOD treatment
to be developed that was firmly situated in the South African context. These
merits are discussed below.

8.2.1. Contribution to knowledge on AOD treatment use

This study contributes to understandings of access to AOD treatment by
examining a broad range of variables associated with access. As this study
explored individual, community and contextual spheres of influence and
attempted to integrate these multilevel influences into a unitary model of AOD
treatment use, it addresses the reductionism inherent in much of the previous
work on AOD treatment access (Matto, 2005). This multilevel approach to AOD
treatment access also allowed for a comprehensive, rich understanding of
access to be developed. Unlike previous research, this study was able to show
how the socio-political context informed the structure of the AOD treatment
system and shaped both HDCs’ perceptions of AOD services and population
level barriers to treatment access. In addition, by using the BHSU model as a
theoretical framework, this study redresses the atheoretical approach inherent in
previous studies of access to AOD treatment. In this study, the BHSU model
provided a valuable framework for variable selection, data analysis, and the
interpretation of findings.

This study also contributes to scientific inquiry by testing the external validity of
earlier findings on AOD treatment access. Prior to this study, most research on
health services utilisation had been focused in the USA (Choi et al., 2004) and
the relevance of past findings to different country and cultural settings remained
largely untested. Findings from this study suggest that the BHSU model is useful
for examining access to AOD treatment in South Africa; with all of the variable
domains originally conceptualised by the BHSU model significantly associated
with access in this context. Nonetheless, while some of this study’s findings
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converge with findings from research conducted in other contexts, there are also
important points of difference which appear related to the context of AOD
treatment and HDCs in South Africa. For instance, access to medical insurance,
availability of services and affordability barriers were more weakly associated
with access in this study than in studies conducted in other contexts (Appel et al.,
2004, Tucker et al., 2004). These variables probably were not strongly
associated with access due to the low proportion of the population with health
insurance, the limited availability of affordable services, and widespread poverty
in South Africa. These findings suggest that insights from AOD services
research in relatively well-resourced settings cannot simply be extrapolated to
South Africa, but should be understood in the light of context-specific policy and
structural influences. This highlights the value of conducting country-specific
AOD services research.

8.2.2. Contribution of a mixed methods design

Much of the value of this study stemmed from the use of a mixed method design
that collected qualitative and quantitative data simultaneously. This concurrent
design allowed the researcher to validate one form of data with the other
(Creswell, Fetters, & Ilvankova, 2004; Creswell & Plano Clark, 2007), while
countering the limitations of any single approach (Chen, 1997). More
specifically, the convergence of findings from each study phase improved
confidence in the reliability and validity of the results (Denzin, 1988; Tashakkori &
Teddlie, 2003). This design also allowed for a comprehensive analysis of access
to AOD treatment; with the quantitative case-control study examining population-
level barriers and the qualitative phase addressing questions related to structural
and contextual influences on access that were not easily addressed through the
use of quantitative methods (Woodhouse,1998). The use of muitiple methods
and data sources thus allowed for the scope and breadth of the research to be
expanded beyond an examination of population-level influences on access.

To the best of our knowledge, this is one of the first case-control studies to
examine associations between access to AOD treatment and predisposing,
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enabling and need for treatment risk factors. It certainly is the first to examine
factors associated with AOD treatment use among people from HDCs in South
Africa.

The most important advantage of this case-control study was its ability to
examine factors associated with access which even in developed world settings
is a rare event (Wilson et al., 2005). This case-control study also had other
advantages. For a rare condition, this study involved a substantial number of
cases and matched controls from HDCs. The sample was thus large enough to
examine a broad range of variables associated with access among demographic
subgroups of the sample. Secondly, the case-control study collected population-
based data that were not derived from hospital records or case files. This
allowed for detailed information to be collected and provided the researcher with
better control over data quality. Thirdly, this study’s very high response rate and
its ability to adjust for potential demographic confounders established a degree of
confidence in the validity of findings. Fourth, our efforts to ensure data quality
during the course of data collection also increase confidence in the reliability of
the results. To the best of our knowledge, no other South African studies have
had such a large sample size, have examined service use and non-use in such
depth, and have gone to these lengths to ensure data quality.

The use of qualitative methods in Phase two also added value to this study. Data
from this phase allowed the researcher to move beyond the acontextual
approach to AOD services use that characterised earlier research. This
qualitative data allowed the researcher to explicitly acknowledge that AOD
services are influenced by the social, political, and economic contexts within
which they are embedded (Green & Britten, 1998; Woodhouse, 1998) and
provided a context for understanding and interpreting quantitative findings. The
qualitative phase also allowed the researcher to explore the complex interactions
between context, AOD treatment system structure, population-level influences on
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access, and AOD treatment use that were not possible to explore using
quantitative methods.

The qualitative phase also allowed the researcher to identify unobserved
heterogeneity in the quantitative data. For example, race/ethnic differences on
social cohesion, social trust, and other neighbourhood-level variables were not
observed in the quantitative data, however they did emerge in the qualitative
analysis. Using two data sets enriched the researcher’s understanding of the
data, with the qualitative data enabling deeper understandings of the
associations found in the case-control study to be developed. For instance,
explanations of the association between awareness barriers and access were
enriched by findings from the qualitative phase which revealed a number of
dimensions to awareness not measured by the quantitative study. These
dimensions included “awareness of when to seek help”, “awareness where to
seek help®, and “awareness of how to access help”. Similarly, findings from the
case-control study did not adequately reflect the importance of service availability
to access as the homogenous responses obtained for the service availability
measure reduced the possibility of detecting any measurable association
between availability and access. In contrast, the qualitative phase provided rich
descriptions of how limited the availability of AOD services hampered access.

8.3. TOWARDS INTERVENTIONS: IMPLICATIONS FOR POLICY AND
PRACTICE

Findings also have practical applications for improving access to AOD treatment.

As barriers are multilevel and multisectoral, a comprehensive approach to

Mng AOD treatment access for HDCs is required. Effective plans for

improving AOD treatment access must be predicated upon a strong AOD policy
framework and should address individual, contextual and AOD treatment system
barriers. Specific interventions relating to these elements are discussed below.
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8.3.1. Implications for policy

Given numerous barriers, interventions to improve AOD treatment access will
need to coordinate across multiple sectors of service provision. This implies
moving beyond working in silos to providing integrated AOD services across
health and social welfare sectors (Sylla, Bruce, Kamaruzalan, & Altice, 2007). To
facilitate a coordinated effort to improve access, it is vital for the state to develop
and implement a coherent strategic plan that targets structural, community, and
population level barriers to access.

To ensure that this strategic plan is appropriate and acceptable, AOD service
planners and policy makers need to embark on a process of ongoing consultation
with their stakeholders. Community voices need to be acknowledged and
considered when developing plans, as do the voices of service providers and
researchers. This will help ensure that strategic plans are evidence-based and
informed by the experiences of HDCs and service providers. In addition, for
strategic plans to be appropriate, AOD-wise policy makers with an understanding
of appropriate systems of care for AOD problems are needed. Capacity to
understand and address AOD treatment needs thus needs to be developed
among policy makers and service planners. These AOD-wise policy makers will
also help install community confidence in the state’s ability to action AOD
strategic plans.

To reduce the potential for confusion or conflict, plans to address access to AOD
services must have clear goals and concrete implementation steps. Above all,
the state must put into place institutions, budgets, and procedures that enable
AOD strategic plans to be implemented (Gruskin, Ferguson, & O’Malley, 2007).
The success of these plans also requires strong leadership that is committed to
addressing AOD problems and accountable for the effectiveness of state-led
interventions. Consequently, procedures need to be put into place for monitoring
and evaluating the implementation and impact of these plans on AOD treatment
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access. These procedures must allow for changes in AOD treatment access to
be identified and tracked over time.

8.3.2. Interventions within the AOD treatment system

Findings suggest the need for structural interventions within the AOD treatment
system. More specifically, efforts to reduce delays in accessing care, improve
treatment availability, improve service quality, and decrease geographical access
barriers associated with the location and distribution of treatment services would
be useful.

8.3.2.1. Addressing delays in accessing treatment

For an integrated system of service provision to be viable and to reduce delays in
accessing care, a structured referral pathway to AOD treatment needs to be
available to individuals presenting with AOD problems at social welfare, mental
health and public health settings (Gruskin et al., 2007). Findings suggest that
this referral algorithm should document (i) stages in the referral process, (ji)
activities that need to occur at each referral stage (e.g. reports that may be
required), (iii) agencies responsible for these activities, (iv) patient placement
criteria for each step in the referral chain, (v) guidelines specifying when
particular services are indicated, and (vi) recommended combinations of services
for AOD problems of varying severity. As the use of these referral pathways will
depend upon the ability of referral agents to identify AOD problems, capacity
development initiatives that focus on AOD problem detection are also required.

As individuals from HDCs may still struggle to negotiate a multistaged referral
pathway, case managers should be assigned to persons with AOD problems at
their point of entry into the treatment system. Case managers should manage
the administrative and bureaucratic requirements for admission into nonprofit
treatment settings and ensure that clients access services at each step in the
referral process. Administrative requirements that delay access to AOD
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to financial need, the provision of shuttle services or tokens for public transport
might increase the likelihood of AOD treatment access (Beardsley et al., 2003).
In addition, outpatient mobile clinics offer a low cost and geographically
accessible means of providing AOD treatment services (Gruen et al., 2001;
Laerum et al., 2005). As mobile clinics can be moved between and within
communities, they allow for broad service coverage while reducing the distances
required to travel to treatment, the costs associated with public transport, and the
costs associated with buildings and other infrastructure. By using these mobile
clinics as one-stop shops where multiple health and social welfare services are
provided from a single access point, a comprehensive range of services can be
provided to people with AOD problems without the stigma associated with using
AOQD treatment facilities.

While interventions to address geographic access barriers are needed in all
HDCs, findings suggest the need to target Black/African persons and women
specifically. These population subgroups appear most vulnerable to the effects
of travel time on treatment access and report longer travelling times to treatment.
Improving public transport in Black/African communities might help address this
barrier. Factors that contribute to these socio-demographic differences, such as
Black/Africans and women having more competing financial needs and
affordability barriers relative to their Coloured and male counterparts, also need
to be addressed.

8.3.3. Interventions to address population-level barriers to access
Besides the availability and geographical accessibility of services, HDCs' ability
to use services impacts on AOD treatment access. Findings suggest that efforts
to reduce affordability barriers, improve social capital within communities, and
improve awareness of AOD treatment will likely benefit people from HDCs.
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8.3.3.1. Addressing awareness barriers

As awareness of when and where to seek help is strongly associated with
treatment use, programmes to improve access to AOD treatment should focus on
increasing community awareness of existing AOD treatment services.
Community-based outreach and awareness programmes may prove useful in
this endeavour. By training outreach workers to detect AOD problems, these
programmes can increase awareness of when treatment is needed. In addition,
these programmes can provide links to AOD treatment services (Lennings et al.,
2006).

Other ways of improving awareness of AOD services are also required.
Community newspapers, flyers, and local radio stations could be used to
disseminate information regarding AOD problems and available treatment
options. These public messages should be aimed at HDCs and available in local
languages (Sayre et al., 2004). Incorporating AOD issues into school curricula
and community health promotion programmes could also address informational
barriers. Both outreach and awareness programmes should include information
on how to recognise AOD problems and when treatment is needed, where to go
for treatment, and how to access AOD treatment. Interventions to address
awareness barriers to AOD treatment access should take cognisance of the role
that significant others play in facilitating problem recognition and awareness of
treatment services. Awareness campaigns therefore should also target families.
Finally, although interventions to address awareness barriers to AOD treatment
use are needed in all HDCs, findings suggest the need to target Black/African
persons and women specifically. These population subgroups appear most
vulnerable to the effects of awareness barriers on treatment access and know of
fewer AOD treatment facilities.

8.3.3.2. Addressing community barriers to access

Interventions that enhance community and family support for treatment are also
needed; particularly for women and Black/African persons for whom significant

265



others play an important role in facilitating access. Leaders in HDCs also have a
role to play in informing community members about treatment, advocating for
sober living, and supporting efforts to address AOD problems. To enhance
family and community support for AOD treatment, negative beliefs about existing
services need to be countered. Interventions should therefore challenge
misperceptions about what constitutes appropriate AOD treatment by providing
information on evidence based treatment approaches, the process of AOD
treatment, and anticipated treatment outcomes. '

To facilitate environments supportive of treatment use, population-based efforts
to change the notion that AOD use is an acceptable part of community life and to
improve social capital are also needed. Efforts to improve social capital should
focus on enhancing collective efficacy to reduce drug availability within HDCs.
To improve collective efficacy, interventions to reduce poverty, limited access to
basic services and high levels of neighbourhood disorder are needed. Improved
policing and access to basic services (including recreational facilities) should
reduce AOD availability. In addition, efforts to strengthen positive social networks
in neighbourhoods characterised by high levels of disorder and disruption might
be of value. Besides serving as an alternative to the normative culture of drug
use, pro-social networks might enhance community support for AOD treatment.
Improving social trust towards AOD treatment providers could also strengthen
community support for treatment. To improve social trust, it is vital that
government and treatment providers consistently deliver on their promiJes of
services to HDCs, consult with communities prior to initiating AOD initiatives,
address unrealistic expectations of quick fixes to AOD problems, and provide
services of a high quality. Efforts to build collective efficacy and social trust are
especially needed in Coloured communities.

8.3.3.3. Addressing affordability barriers

This study also highlights the need for interventions that target affordability
barriers to access. To reduce the direct costs associated with AOD treatment use
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for people from HDCs, the number of affordable treatment slots needs to be
increased. Likewise, interventions should target competing financial priorities
(such as the need to provide food and shelter) that take precedence over the
need for AOD treatment. Interventions that provide tangible support (through the
provision of food, clothing or economic assistance) to persons wanting treatment
might reduce the impact of competing financial priorities on AOD treatment use.

In addition, interventions should target factors that contribute to affordability
barriers, such as poverty and access to basic services. Long-term structural
interventions are required to address these underlying factors. These
interventions should focus on improving access to affordable housing, creating
employment opportunities, and implementing feeding schemes. These
interventions would empower people in HDCs to afford AOD services. In the
interim, the nonprofit AOD treatment sector should consider linking clients from
HDCs with organisations implementing income generation and sustainable
livelihood projects. While interventions to address competing financial priorities
and affordability barriers are needed for all gender and race groups in HDCs,
findings suggest that female and Black/African AOD users have the greatest
need for these interventions.

8.3.4. Key interventions

While all of these recommendations might contribute to improving access to AOD
treatment for people from HDCs, they might not all be straightforward or feasible
to implement. However, there are three key interventions that might be relatively
simple to implement and yet have powerful effects. First, service coverage and
treatment need mapping tools are available, relatively inexpensive and can aid
service planners in the rational and cost-efficient allocation of resources relative
to need. Expertise for developing and implementing these mapping tools is
present in the South African research and nonprofit sectors. Second, mobile
outpatient clinics are a feasible and cost-effective way of increasing service
availability, addressing geographic and affordability barriers, and reducing delays
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in accessing care that are associated with the use of facility-based services. In
addition, these mobile services can be used as a platform for outreach and
awareness activities. Should these services be implemented in partnership with
the NDOH, they could also serve as platforms for the provision of a broad
spectrum of health and mental health services to HDCs. This would help ensure
community acceptance and support for the project. Thirdly, quality assurance
and improvement programmes should be introduced into all nonprofit and state-
subsidised AOD services. While this would be a long-term initiative, commitment
to improving the quality and appropriateness of services by training service
providers in evidence-based practices and carefully monitoring the
implementation of these practices would yield powerful benefits - both in terms of
treatment outcomes and in terms of addressing negative perceptions about
existing services. Inthe short-term, outreach and awareness programmes
should also educate potential consumers about what constitutes effective (and
ineffective) treatment so that they can make informed choices about their use of
existing services.

8.4. LIMITATIONS

Several limitations must be taken into account when considering the implications
of this study’s findings. These relate to the potential for bias, the ability to make
causal attributions, measurement difficulties, and external validity issues.

8.4.1. The potential for bias

Several aspects of the case-control study might have biased findings. Firstly, the
retrospective design might have contributed to participants inaccurately
remembering past exposures to factors associated with access (Grimes &
Schuiz, 2002). Recall of past exposures may be problematic for AOD users;
especially if the drug of choice is known to affect memory. This study attempted
to limit recall bias by using a memory aid, namely the timeline follow back
procedure (Sobell et al., 1992). This procedure has been shown to improve
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recall of health services use for people with AOD problems (Breslin, Borski,
Cunningham, & Kowski-James, 2001).

Secondly, as fieldworkers were not blinded to the status of participants, they
could have inadvertently collected data differently from cases and controls. This
study attempted to minimise this information bias by ensuring that fieldworkers
were blinded to the study’s hypotheses, by using identical methods to gather
information from cases and controls, and by ensuring fieldworkers were well-
trained in data collection procedures (Grimes & Schulz, 2002; Schulz & Grimes,
2002). Thirdly, the nonrandom selection of participants might have introduced a
selection bias (Grimes & Schuiz, 2002; Schulz & Grimes, 2002). This study
minimised selection bias by ensuring high response rates among cases and
controls, controlling for the potential confounding effects of gender and race
through matching, and by controlling for these and other potential confounders in
multivariate analyses. Nonetheless, there might have been other confounders
that were not controlled for. For example, cases and controls were not matched
on suburb of residence. As AOD treatment is not necessarily equally accessible
to all HDCs in the Cape Town metropole, this might be an important confounder
and should be controlled for in future studies.

Despite the possibility that biases might have lead to spurious or insignificant
associations with access in the case-control study, findings from the qualitative
phase of the study generally confirm the significant associations found between
need, enabling variables and access. This improves confidence in the reliability
and validity of the quantitative findings and indicates that data are generally
reflective of people with AOD problems from HDCs in the Cape Town metropole.

8.4.2. Limited ability to make causal attributions

Although this observational study was able to establish associations between a
range of predisposing, need and enabling variables and access, it was not able
to establish causation (Concato, Shah, & Horwitz, 2000; Grimes & Schulz, 2002).
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Despite this limitation, an argument can be made for possible causal linkages
between the enabling variables of awareness, competing financial needs,
travelling time to treatment and realised access. According to Hill (1965) and
Grimes and Schulz (2002), criteria for the judgment of causal associations are
strong associations between risk factors and the outcome of interest (with odds
ratios greater than 4 for case-control studies), a temporal sequence of risk
factors preceding the outcome of interest, consistency of associations between
risk factors and outcome in other studies, a biological gradient or dose-response
relationship, specificity of the association (with exposure leading only to the
outcome), plausibility, and coherence with existing knowledge and available
evidence.

Findings from this study meet several of these criteria. Firstly, odds ratios
greater than 4 were obtained for the associations between awareness, travel
time to treatment, competing financial priorities and realised access. Secondly,
associations between these variables and health services use have been
observed in different populations and with different study designs (Booth et al.,
2003; Gelberg et al., 2000; Hser et al., 1998; Tucker et al., 2004) and are
consistent with findings from the qualitative phase of this study. Thirdly, causal
linkages between these risk factors are plausible and consistent with current
knowledge of barriers to AOD treatment use (e.g. Appel et al., 2004, Tucker et
al., 2004). Nonetheless, only tentative claims about causal linkages can be
made; especially as temporal relationships between these enabling variables and
access were not established.

More specifically, as this case-control study was not prospective, it precluded a
temporal examination of risk factors for access. In this study, covariates were
measured after the access event. This limited our ability to provide temporal
explanations regarding the observed relationships between covariates and AOD
treatment use; especially as some of the covariates (such as awareness of
services and AOD problem recognition) could have been modified by the access
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event. Although ideal, the relative rarity of access even in well-resourced country
settings (Wilson et al., 2005) would have made a prospective cohort study time-
consuming and expensive to conduct and would have included too few cases for
multivariate analyses (Concato et al., 2000). Nonetheless, there is still a need for
longitudinal prospective studies that identify antecedent risk factors that
precipitate AOD treatment use by people from HDCs.

8.4.3. Measurement concerns

Testing of the study hypotheses was limited to predisposing, need and enabling
variables that were capable of measurement by the instruments used. In the
quantitative component of the study, this precluded the testing of community-
level predisposing and enabling variables. The inclusion of the qualitative phase
overcame this limitation to some extent by allowing for the exploration of
community-level variables associated with access.

Another measure-related limitation was the crude measure of access employed.
Given that the primary aim of the study was to compare individuals who had
accessed with those who had not accessed treatment, this was an appropriate
measure to use. Nevertheless, this variable did not allow the researcher to
examine the frequency, duration and intensity of AOD treatment used. As
individuals who accessed AOD treatment were most likely heterogeneous with
regard to the frequency, duration and intensity of AOD treatment used, future
studies should use a more sophisticated measure of access that allows for
division along these characteristics.

In addition, as this study did not measure the quality of AOD services accessed,
the researcher was unable to distinguish between good and poor quality
treatment episodes. Analyses were predicated on the tenet that all reported
treatment episodes were similarly appropriate, whereas the appropriateness of
treatment episodes probably differed widely. To address these limitations, future
studies should measure the quality and appropriateness of AOD services used.
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Finally, this study only examined the use of formal AOD treatment services. It is
possible that participants used other services in the informal sector such as
indigenous healers and faith-based supports.

8.4.4. External validity of findings

Another limitation relates to the external validity of findings. Firstly, as the study
focused on access to treatment in the Cape Town metropole, it is questionable
whether the findings are representative of rural regions or other urban centres in
South Africa. AOD policies, resource allocation for AOD treatment and treatment
practices in other provinces may differ from those examined in this study.
Nevertheless, as the Westem Cape Province (of which Cape Town is the capital)
is well resourced in terms of both health and social services, relative to the other
provinces (Statistics South Africa, 2003), it is possible that structural and
population-level barriers are more salient in other provinces. Further research
that examines factors associated with AOD treatment use in poorer areas of the
country is thus required.

Secondly, the sample in Phase one was limited to adults from HDCs. The degree
to which findings from this phase are generalisable to adolescents from similar
communities is questionable. Thirdly, the sample in Phase two was limited to
reports from AOD treatment providers, members of LDACs and SACs. Although
the researcher gathered rich data on structural and contextual influences on
access, interviews with individuals responsible for AOD treatment planning and
policy within the state sector would have enriched the analysis of structural
barriers to AOD service delivery. As such, future research should attempt to
explore the perceptions of key informants within this sector. Moreover, Phase two
did not gather information relating to structural, contextual and other barriers to
access from people with AOD problems in HDCs. The collection of such data
would have allowed the researcher to compare and contrast perceptions of
structural and population-level barriers to treatment use among treatment
providers, community based social workers, AOD service planners, and persons
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with AOD problems from HDCs. In addition, it would have allowed for better
triangulation of the quantitative data from phase one with the qualitative data
gathered in Phase two.

When considered in isolation, findings from either phase of the study should be
interpreted with caution. However, findings from phases one and two are
generally consistent with each other. As a result, confidence in the reliability and
validity of the results is increased when these findings are considered together
(Tashakkorri & Teddlie, 2003). Nonetheless, these limitations should not be
treated lightly, especially as they highlight directions for future research.

8.5. FUTURE RESEARCH DIRECTIONS

In the light of this study's limitations, findings are suggestive of deterrents to AOD
treatment use for persons from HDCs in Cape Town, but are not conclusive. Nor
does this study provide definitive solutions on how best to address barriers to
treatment access. Nonetheless, this study does provide a foundation for future
AOD treatment services research. Future research needs to use larger samples

and expanded geography to replicate and increase the generalisability of these

ﬁndingmmw and HDCs in other regions of South

Africa. Intervention studies that focus on removing barriers and determining

whether access to AOD treatment improves are also needed. Future research
should also examine potential differences in AOD treatment access for people
with different types of AOD problems (for example, alcohol, heroin,
methamphetamine and cocaine problems) and for different population subgroups
(such as adolescents and people with co-occurring psychiatric disorders).

In addition, longitudinal prospective cohort studies that more fully characterize
the type, intensity and frequency of access to AOD treatment are required. Such
studies would reflect the temporal association between predisposing, need and
enabling variables and realised access. Related to this, although the present
study demonstrated strong relationships between the various domains of the
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BHSU and AOD treatment access, studies that unpack the interactions between
these variable domains are needed. As path analysis is appropriate to use in
longitudinal cohort studies, such studies would also allow for the moderators and
mediators of factors associated with access to be examined.

As this study cannot estimate the prevalence of unmet need for AOD treatment in
HDCs, household surveys examining this issue should be conducted on a regular
basis. Findings from these surveys would identify HDCs where there is the
greatest unmet need for AOD services and could guide the rational allocation of
resources. GIS mapping studies that map treatment service coverage and
distance to treatment services would also be useful for service planning. As
findings from regular household surveys and mapping studies would identify
changes in AOD treatment need and service coverage, they could be used to
monitor service delivery and the impact of interventions to improve access.

Future research directions should also focus on monitoring and evaluating the
quality and effectiveness of AOD treatment services. Findings from such studies
could be used to motivate for additional funding, address negative perceptions of
treatment, and improve service quality. Related to this, research that compares
the quality and type of AOD treatment received by people from HDCs relative to
people from more advantaged areas would be useful for gauging service equity.
Given South Africa’s recent past (Parry, 1997), it is possible that services used
by people from HDCs may differ in important ways from those received by people
living in more affluent areas. In addition, research that evaluates the ,
effectiveness of outpatient treatment vis & vis inpatient services is required;
especially given findings that HDCs view outpatient services as less effective
than inpatient facilities. Finally, to facilitate ongoing monitoring of the quality and
accessibility of the AOD treatment system, a treatment monitoring system needs
to be developed that includes quantitative indicators of service quality, treatment
service performance, and treatment access.
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In summary, this study identifies several directions for future research efforts. As
no single study can hope to address all of these research questions, multiple
research studies are needed that allow for findings to be replicated and for
knowledge on AOD treatment services to be accumulated over time. Such a
body of evidence would enrich our understandings of AOD services use and how
best to intervene for improving AOD treatment access and treatment outcomes.

8.6. CONCLUDING COMMENTS

Despite its limitations, this study contributes to the limited information on access
to AOD treatment among HDCs in South Africa. By using a mixed methods
design, this study was able to identify personal, community, structural, and
contextual influences on access to AOD treatment. Findings paint a picture of
inequitable access, with enabling/restricting barrier variables more strongly
associated with realised access than treatment need. Specific barriers included
personal barriers such as awareness barriers, affordability barriers and
competing financial priorities; community barriers such as a lack of community
support for treatment and low levels of social capital; and provider barriers such
as limited availability of affordable services, treatment capacity, service quality,
and geographical accessibility.

Findings reveal that social environmental and contextual factors contribute to
these barriers. Predisposing environmental influences such as poverty,
neighbourhood disorder, and drug availability undermined collective efficacy and
community support for treatment in HDCs. Contextual and structural influences
(such as the state’s lack of effective planning and limited allocation of resources
to AOD treatment) hindered access by contributing to community perceptions
that treatment was ineffective, limited availability of affordable treatment services,
and poor spatial distribution of existing facilities. These structural influences also
diminished HDCs' social trust in treatment providers.
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These findings highlight the need for a multi-pronged approach to addressing
access to AOD treatment among HDCs in Cape Town. This approach should
address contextual and structural influences as well as provider, community and
personal barriers to AOD treatment access. Guidelines for interventions to
address these barriers to access are provided in this study. At a population level,
interventions should focus on improving awareness of when, where and how to
access treatment within HDCs; enhancing community support for treatment by
building collective efficacy around treatment use and social trust in AOD service
providers; and addressing affordability barriers and competing needs. For these
interventions to be successful, environmental interventions that address poverty,
neighbourhood disorder, and limited access to services within HDCs are
essential. Fostering the use of AOD treatment not only requires increased
investment in HDCs, but also strengthening of the AOD treatment system.
Structural interventions that improve the availability of affordable treatment and
address geographic access barriers are vital, as are efforts to improve service
quality and streamline the process of accessing AOD treatment.

Efforts to improve access would only be effective if guided by evidence-based
strategic plans. Such plans should be informed by community and consumer
voices as well as by research on unmet treatment needs, gaps in service
coverage, and service quality and effectiveness. Findings from this research
could be used to improve service planning and guide resource allocation.
Ongoing monitoring and evaluation of efforts to improve AOD treatment access is
also required. In addition, further research is needed to determine whether the
barriers identified in this study reduce treatment access and whether intervening
to eliminate these barriers increases treatment access for persons from HDCs.

In conclusion, the human, societal, and financial costs are high when AOD users
do not access treatment. Greater access to AOD services could decrease
trauma, crime, and the overall costs associated with AOD use to society
(Alterman et al., 2001; Langenbucher et al., 2001). This study shows that greater
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effort is needed to identify and link people with unmet AOD treatment needs to
treatment. Despite limitations, findings support the notion that for ensuring
access, special attention should be directed towards structural, contextual and
enabling barriers. While further investigation is required to define more precisely
the relationships between these various influences on access, results highlight
the potential to improve access through modifying AOD treatment service
delivery contexts, improving community environments, careful service pIanninb,
and outreach activities. Finally, as findings suggest that Black/Africans and
women are most vulnerable to the effects of barrier variables, intervention
strategies to improve access to AOD treatment are probably best anchored in
their community contexts.
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. fou get sick when you stapped taking alecholidrugs ...t 0
Waore than 3 checked: Alcohol and drug use o

AT How much maney did you receive from all legal seurces in the last 30 days?
<= R2500 U

BARE e e o ne s et TUHD T

EMND OF SCREEMER: All boxes must be checked for person {0 be interviewsd!!!!

[IF ANY BOXES (o) NOT CHECKED, READ:] Thank yau very much for your time and
participation. Let me assure you again that all of the information you have providad will be kept
confidential.

[IF ALL BOXES (-} CHECKED, READY] Based on your answers, you may be eligible to
participate in the study we are canducting to try and improve access to substance abuse
treatment servicas in Cape Town,

Make an appointment far full interview. Record aopaintment.  DATE AMD TIME
and LOCGATION where contact was made

3zl



GENERAL INFORMED CONSENT TO TAKE PART IN THE

“ACCESS TO TREATMENT” STUDY

MRC
Introduction. The Alcohot and Drug Abuse Research Unit of the Medical Research Council

{MRG) iz conducting a study in the Cape Town Metropolitan Area. The research study aims to
identify factors that prevent people from getting help to change their alcohel gndiar drug use.

What We're Asking of You. You will be one of 400 people currently recsiving alechel’ drug
treatment services that we will be interviewing. Should you agree to be interviewed, you will be
asked for your contact details so that we can arrange a datedime for the interview. During this
interview. you will be asked questions about your treatment/rehab expenence, your gleohol and
drug use, your health. and other behaviors. This interview will not take more than an hour of your

time.

Risks or Discomforts. There are some risks to taking part in this interview. Some of the
guestions may make you uncomfodable. We will provide referrals to help you if you are
uncomfortabie with any of the guestions asked in the interview or if you ask us for help.

Benefits of Taking Part. |f you take part in this interview, you will help us understand the
barriers that prevent people from getting help for alcohe! and drug problems. This information will
be used o benefit your communities. by designing programmes that will help reduce these
barriers to changing drug use. You will alse help us understand how people experiense alcohol
and drug rehab programmeas.  This infarmation will be used 1o improve existing rehab centres

and will therefore benefit people in rehab,

Participation is voluntary, Being in this interview is completely voluntary. You have the right ta

refuse to answer any of the gquestions and to stop the interview at any time.

Confidentiality. You will interast only with staff connected with the MRC. The information you
provide will be kept private. Your name will not be told to anyone and your name will never be
connected with the responses you give during the interview. Information from these consent
forms and your contact detagils will be stored in locked file cabinets. The consent forms will be
destroyed after one year.



There are two exceptions to confidentializy 1301 you )l us that you sre abaut ta hurt yoarssif ar
somaone else and 2% ¥ you are irvelved in the regiect andior akuse of a child we w.., report that

in‘*ormation to the appropriate adthoritiss,

Who To Contact With Questions. | you have gaesiicns =bout the srudy you can call 3ronwyr

M ysrs on J21-858-0250

In the box below, please put your initials if you agree to give us your contact details and to

take part in an interview.

Initials  What We're Asking of You

| 1 agree totake part it an :ntervied

Sigaing o0 the lins below mears that we have descr.bed the interview w© you. askad you to taxe
part i1 ths interview. and given yolL tne chanes to ask guestions We wil give you an ursigred

copy of this form to keep.

Pz4izipant's sigrature Dawe

Signature of persca chiain ng corsen: Date

-
i

e



CONFIDENTIJAL LOCATOR INFORMATION FORM

] .
MRC
Pleaze read the fallawing aloud i the persan:

As part of the study in which you are participating, it is very important that we be able to contact
you to arrange for an interview. May we please have the following infarmatian and your

permissicn to use the information to find you for an intenview:

2 Your full name (a8 it appears on your identity document)

2 Your “calling name” or the name by which friends and family members know you
3 Your residential address (where you stay most of the time):

4, Your hame telephane number:

5. Your ¢l phans number:

&, Your work telephane number;

READ: Please can you also give us the names of one parzon wha might be able to help us find
you if we cannat cantact you by phone. This person will not be teld anything about the study in
which you are participating or your alcoholfidrug use.

1. Mame of other contact parson

2. Residential address [where thay stay most of the time):

3. Their telephone number:

Their relatienship to you (familyifriznd/neighbiour);

fnd



ACCESS TO TREATMENT QUESTIONNAIRE
Treatment phase

MRC

FOUTH AFRICA

IDENTIFYING INFORMATION
{To be completed by interviewsr)

STAFF INITIALS: 1.ocvvveueeeeseeeessssssees sosssessssssess s s saness sosssess s semsssses s sesss s ses e i

BEUEIRITIIER cessessinmmniiossomsssssssissbscessass csomsiomanssochommionsts S s 5 by

SUBRE oo it st scsastie i s oot e e

B st st - SR P R T
DD MM YYYY

e | R e e g

[Use 24 hr clock)

Read the following aloud toc the respondent:

In this interview I will be asking about your personal background, your alcohol
and drug use, your health, your refationships and your use of treatment/rehab

facilities. Jt is very important that your are as open and fronest as possible.

Before we begin, I'd like to remind you that:

= All of your answers will be kept confidential,

« You have the right to refuse to answer any question witheut having to explain
why you did s0, and

« [fyou do not recall something exactly, we would still like your best guess,

Before we bagin, do you have any quesiions?

SECTION A: DEMOGRAPHICS

READ: First, Jam poing to ask vou o few guestions about poursalf,

Al How old are you now?

NOTE: ENTER AGE IN THE BOXES PROVIDED BELOW.

el
ek
Lh



AT

Where you live now. what ‘s the Soar made o7

R R e e

B e i A e s 2 e

Camant with additional covering {les. wood. carpel, rug;

If other. then specify:

A2 Where you live now. what is tha roof made o7

A

ThatehiteedayassiPalBTe s e e

Blastic shestsicardboand o s sk i i i

Iran shaststin/metal sheevasbhestos i3

If othar, then spacify:

=5

WWhera you live now, where do you get your drinking water from?

Col'act water from rain/damfpondiakedtiver ..

Buy water fram neighbours . e

Aweli, hand pump, or barghole shared with the cammunity ...

& owell, hand pump. or barehale for farmily use only. e 4

Ancutsidetap nthe yvard) . . ]
o B 1 e U 5]
EEREER G s e e e 89
If ather, then spexify;
A10. Whera you live now, whare do you get you- electricity from?

b B =re e ey o SRR WSS L B S i T, 1
Have a shared zonnection with others ... Z
llegally tap electricity of munizipality wires/cabies . ... 3
Own paid for slectricity connection ... TR 4
BIEHER sy B R S . 2L

If other. then specify:

ERH



AT11. Where yau live now, what kind of toilet da you use?

Bush, vald, nofacility ... e 1
fdeili] o, S e N SR S 2
Qutside toilet (pit latrine)shared with the general public................. 3
Cutside toilet shared only with the people you live with ... -
Flush toilet shared with the general public ... 5
Flush toilet inside your reomfflatfhouse.. G
R . ey e B e e e e e e 99

If other, then specify,

A12. Where you live now, what is the main type of fuel you use to cook with?

LR T T« 1
= ] S 2
o e I oo 3
s e L s e A B e et s 4
e G e s e e e e S e e R R 5
I THER oo e 94

If other, then specify:

A13. Do you personally own any of the following items?

| PLEASE NOTE: Respondent must own these items personally, they
I should not just be household/family possessions

o L

NOTE: READ CHCICES; CIRCLE ALL THAT YES NO DK Ref

APPLY ¥ ¥ ¥ ¥
A, Telewision .o s et G ; e TR R e A -7
B e R e R e | ancans: RS = SR -7
¢ Refrigerator............ . : AP S 4 7
d. Electric or gas cooking stove ..o | s o S -7
g Sewing maching . .. 1 s e T T -7
o] = L [ ol Fo e R e e e e L R e S T v s R -7
5 R = o A P e o e A e Wesizensans S LSS e -7
N Bed. . 1 LA < - =




T T T B s S P o S S e S e 2 L 7 T e
3., Siferdrabe s e S R e 1 R o
k. Bioyole e R o e - B e
| Carfbakkiefaxifruoek e T 2
e ] ] e TR oy S s e At s
faeHoHeE s b s o Tonsntam P e
o. Farmismall holding .........cooiiii, Tessimiesi Rt cantiin, e
B Emptypecsofland T, 2o . -
g. Other {of value, e.q. livestock) .. 1 S——— o s 4 e

If other then specify:

Al14, Whao do you live with now? (HAND RESPONDENT SHOWCARD A-12)

NOTE: READ CHOICES; CIRCLE ALL THAT APPLY

8. No-one. | live by myself most of the time . 1
b. My main sexual partner (boyfriend or girlfriend)..............ca 2
L I i feos e e i R G e et 3
d. Family/Relativess {including children, wife, parents)... .. ... 4
o T R R e e e e S e S R R 84

If other, then specify;

A15  Including yourself, how many people currently live with yvou
finciude chifdrern)

A16. Right now, are yvou legally emplayed?
[ NOTE: READ CHOICES; CIRCLE ONLY ONE RESPONSE

Employed full-time by sOmeong 8lSe . ......ccivii 1
Employed part-time by someone else.....oii e 2z
Self-employed full-time 3
Selfemployed PA-lIMIE.. et 4
nemploved. Jooking Tor wWorKa . o e i o e i it e e 5
Unemployed. not loaking for work_ . B
Sl e e S e A e S A e i

340



Retiredid SabipdinBnsioner. o i v e s s e e B
FHSenie -y s s e sl
If other then specify

A17. Thinking abcut the last month, how much money did YOl gpersenally earn from

all LEGAL sourcas?

Between R0 and RE00 permonth. 1
Between R501 and R100G per month. v 2
Between RB100: and R2500 permenth. v 3

If cther, then specify:

A18. Do you have a medical aid?
T A ST A
A1%9. Do yeou have a family member whe has or has had problems with alcchol andior

druns?

BIGHAMELRE sovmmmin i sini el

SECTION B: RISK ENVIROMMENT, SOCIAL CAPITAL AND AVAILABILITY OF

SERVICES

READ: Novs [ am going fo ask abouf some questions afout what if 18 like fa e in your

neighbotirhaod

B1. \What area are you staying In now (main area of residence)

E2. How long have you lived in this area”

341



B3.

B4.

B,

| E'E=Tat d e [ B e ) e e M e P 1
12 months but lessthan 2 years..........coceee 2
Zyearsbutlessthan 3vears.........3

Avearsbutlessthan Syears.. ... 4

5years butlessthan 10years.................... B
10 years but lessthan 20 vears.. ... &
20N RSO IOMGE s i e e e e T

Cwverall, how would you rate your commumty as 2 place to live?

T e L e R R T S e 1
ol Fair e e 2
Meither good norbad ... s 3
B e 4
B Bl e e T i e LA 5}

How safe do you feel living in your neighbourhood? (Probe: would you fee safe

going cut alone at night?)

Veryunsafe.. o
Ratharunsafe e 2
NetBer sate Nor URSEIE . o im e s
Rather safa

AlEtyEaTR e e e e T e 5

Hew highis crime in your neighbouriiood? (Probe; haw often do people get
robbed, mugged, attacked?}

Very Righ..oe ]

L Ry 2
MNelbher Mg Rer e s e 3
e 4
= ] L e 5

342



B&. Hew high are the levels of alcohol abuse in your community?
VEN IO s el e e e 1
sl Vel B S e e e 2
Meither high norlew ... 3
D v i o 3 A R S A 4
NOBTRETONE o e e e i e s 5
B7. How high are the levels of drug abuse in your community?
Wery high. ... 1
=] = o U e e povp 2
Maithies RIGH MOE FBW s mmm s b sy 3
B s et e e 4
AT e I o R R S Y 5
B8. How high is the level of poverty in your community?
T HIGE et s b S e R S 1
R T g A S o e B s S 2
Meither high mor [OW . 3
| By e I L 4
BBV e s s T D A e o A S S 5
BS. How much do you agree with these statements for your neighbourhood? Please

give your best guess.

For each statement read: In my Strongly Strongly
neighbourhoed. Disagree |Disagree|UnsurelAgres| Agree
¥ ¥ ¥ ¥ ¥
a@. There arem’t many places where it is safe to walk at night
b. A person gets mugged, assaulted, or attacked every few weeks
¢. There are broken bottles and rubbish lying in many yards and streets
d. | have seen people using, selling, or buying drugs

L
s

a2




e |aoften seedrurk peopleonthestreet.. . 1. .2......3. ... 4. .5
f Mostpeople donotobeythelaw.. ... 1.2 3 4L L8
g. | do notfeel safe when | walk around by myself at night

e e e e B R

k. FPeople often damage, break or steal other people’s things /property
i The people with the most money are the drug dealersimerchanis
3 There are a lot of poor people who don't have encugh meney for food ang basic

needs. e T B S

READ: /n every commumiy, same pecple getf along with others while athers do nat,

MNow | would like o talk to vou abaut trust in your community.

B10. Generally speaking, can most pecple it your community be trusted?

B11. ingeneral, how much do vou agreefdisagree with each of these statements?

Social Trust Strongly Strongly
Disagree | Disagree | Unsure | Agree| Agree
¥ ¥ ¥ ¥ ¥
a. In this neighbourhcod most people can be trusted
............................................................... e e e L R 4 R
b Im this neighbourhcod, somecne is likely to take advantage of you if you are not
careful e e ] — Pl T P— 4. &
G in this neighbourhood, most pecple are willing to help you if vou need it
............................................................... o R e i e )
« In this neighbourhood, people generally de not trust each other in matters of
lending/horrowing money ... ... Tt P Bt P et &
e | trst people from my neighbourhood to act in my best interests
............................................................... oo 23 A5
f | trust people that | work with 1o act in my best interests
............................................................... 1 B e s
o} | trust pecple from my church/place of worship to act in my best interests
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h | trust pecple from my cwn ethnicicuttural group to act in my best interests
............................................................... G~ e AR e
| trust peaple from other ethnic/cultural groups to act in my best interests
............................................................... Vot s AR s s et )
I | trust shopkespers in my neighbourhood to act in my best interests
............................................................... {nsrsacniaBaandariasd
k | trust local government officials to act in my best interests
............................................................... B i e s o s 0
| trust representatives of national govemment to act in my best interests
............................................................... Vo e e b
m | trust the palice in my neighbourhood to act in my best interests
............................................................... RN RN . SN i M. ..
n | trust teachers in this neighbourhood to act in my best interests
............................................................... PN 1 CRRERTES (e SRR S
o | trust nurses and doctors in this neighbourhood to act in my best interests
............................................................... T 2 . U ST ..
] | trust spcial workers in this neighbourhood to act in my best interests
............................................................... S S I . N VIR
g i trust strangers in this neighbourhoad to act in my best interests
............................................................... 1 " S - o Ryt 7 e

B12. How much are people in this neighbourhicod willing to help their neighbours?

Blevel Rein e e s e R R 1
Rarsly helpingoasinnmmnsimss simnnainming 2
Sometimes helping ... e e 3
Helping mast ofthe time ... .. 4
Frs [ AL T o o o e P 5

B13. How likely is it that the community would get tagether to help someone at a time
of crisis {&.g. illness)?

Wary UINITKEIY Lo i e 1
LRI o ey e s T o A T s 2

tad

ih



B14. How likely is it that the community will get togeather to help someone (in your
reighbournaod) with an alcghot or drug problem?

Veryunlikely ... 1
Ll e e e e 2
Neither likely nor unlikely ..o i v 3

[feaie st nsianie i s e el
Ve HREIY i i e 5

B15 How close are the relationships that people in your neighbourhood have to each

ather?

Mot at all strongfvery distant.. ... . . 1
Somewhatdistant ... e 2
Neitherdistantnorelose . 3
Somewhat strongfclose. . Z
ey SENGICIOSS s n s R R R i

B16. How well do people in this neighbourhiood get along with each other?

Motataliweillalotof conflict........ ....cociis i, 1
Somewhat unweil- there is some conflict ... ... 2
Maither well norumwell o e e 3

Wall, conflict is rare. o e e

Veryweli noconflict ... .. . ... 8

B17. Do people in this neighbourhood share the same values (beliefs)?

Stronglydisagrees s sl i T
DS e e e 2
Unsurefmeutral . . 3
AOFEE e e e 4
SN BT 1 et s i i e i R 5
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E18. If you wanted to cut back on or stop your use of alcohel or drugs, do you know of
any places you could go to for help?
e O S S 1
R g Ao e R S S G e T A0 3 2

B149. Please name all the alcohal and drug treatment/rehab centres that you have
heard of (DO NOT READ LIST ALOUD, MARK WITH AN X}

! Cape Town Drug Akron/Loyola Stikland Meurcclinic @ Tabankulu

Counselling Centre i -

SANCA Beth Rapha Start to Stop Teen challenge

_ {Kenilworth Outpatient) -
Toevlug QOrient/Centre for - Hesketh King ' The Farm
Helistic Medicine o

Ramct Clara Clinig The next step | Serendipity

Kenilworth Place De Novo Fathways i Tijger Clinic

Stepping Stones De Nove Youth  Lifeskills ' Noupoort

Crescent Clinic Kaya (Kenilworth Horizon Half-way OTHER

Adolescent) ~_House
| FASA Serenity
B20. How faris the alcohol and drug treatmentfrehab centre where people in your

B21.

B2z

community usually go to from where you live? {hest guess)

.. .km

How long dees it normally take to get there? (Mote: best guess)

mins {travel timea)

In your community. are there enough services available to help people with

alcoholfdnnking problams?




B23. In your community, are there encugh services available ta help peaple with

drug problems?

B24, Have you ever had to go without algohol or drug treatment/rehab because you

{or your family) needed the money for food. cloething, housing ete.?

B25. Have you ever had to go without alcohol ar drug treatmentfrehab because

taking care of someaoneg else was more important ta you?

B26. READ: Please leff me how strongly you agree with each of these statements

READ: In my community, Strongly Strongly
pecple think that. ... .. Drsagree Disagree | Unsure |Agree| Agree
v v ¥ v ¥
a. Treatment for alcohel/drug prablems is too expensivelfcosts tao much monsay
................................................... j 2 o P N e R A B
b. There aren't encugh alechel and drug rehab services for my community
................................................... s e A R e e
c. Lots of people need alcohol and drug treatment/rehab services in my community
................................................... T o TS e AT B e R e i e,
d. There isn't enough help far people with alcohol and drug preblems in my
CORTRMRINY ccsannananamias: i e A R R R D
e, People in my community can’t afford (pay for) transpart ta get to alcoholidrug
treatment e i [ B . SO - SRR
T Most people in my community don't know where {6 ga for help with alcohsl or drug
B ERS  cs cminiss raaaG Heen R TR . R - A

g. For my caommunity, it is too far to travel to the alcohel and drug treatment /frehab

SEFEER s e Resemperninna B 3
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h. Most alcohol and drug treatment services do not seem to help people change

their drinking ordrug use ............. ; RS SO . . -SSR . .
Feople can't get to aleohaol/drug treatmeant/rehab because transport is too
o L L i e e e A A e e
I The waiting list to get into alcohaol/drug treatment/rehab is too long
................................................... it i e R A e
K. The gperating times of the alcohol and drug rehab services are inconvenient

................................................... et e A - e
Most treatmentfrehab services do not cater for my culture and language
................................................... g e FEEN R R e S R S
m. Most people in my community do not have their own transport to get to rehab
o T e e o S . SRS - SR

SECTION C: STIGMA, ATTITUDES AND BELIEFS ABOUT SUBSTANCE ABUSE
AND TREATMENT

READ: Now ! am going fo ask about how people in your commuttity treat people with

alcohol and drug problems.

C1. Please tell me how strongly you agree or disagree with each of the following

statements.
READ: People in my community Strongly Strongly
think that...... Disagree | Disagree | Unsure | Agree Agree
¥ ¥ b b ¥

a. Drug addicts are dangerous ... ..o 1 I~ L SO By e R &
b. DCrug addicts cannot be trusted ... ... .. G B e B e L et 5
c. Crug addicts are to blame for their problems?. .. ST Gt N e S
d Orug addicts cannot keep ajob...... oo, Tenmiiam s Fanmaiii T 5
=7 Only immoral people use drugs...... ... Twssdies S R S B s 5
f. Drug addicts never get better......... ..o s 2T e ine e rnas e ran e mims 4t i 5
g. Orug addicts could pull themselves together if they wanted to



h. Only weak people become drug addicts..... 1. e R e e T S e

I Alcoholics are dangerous............. ... Tl B i R M s e 5
i Aleoholics cannot be trusted ... . i e L e 5 e oS .
k Aleoholics are to blame for their own problems

............................................................... B LB e
I Alcoholics cannotkeepajob.......... 0T A AR o R 5
m. Only immaoral people bacome aleoholies 1. . VR B & 5
n Alcoholics neveraet better. .o P e e ey s iy L
Q. Alcoholics could pull themselves together if they wanted to

C2Z. READ: Now 1 want to know about your community's beliefs about treatment for alechol

and drug praoblems. if you are unsure of your answer, please give your best guess.

Read: People in my community think Strongly Strongly

that... Disagree | Disagrea | Unsure | Agree Agree
¥ ¥ ¥ ¥ ¥

a.  Only White people go to treatmentfrehab. T e o e

B Men need treatment more thanwomen... .1 2 .3 . A 5

e My community thinks that treatmentfrehab is only for people with no self-contrel ar
W N el e ot s e ] e e TR e L A, 5

d. My community thinks that treatmentirehal: hardly ever helps people with

alcoholidrug problems.........c.o i y B L ShE R e 5
e. My community disapproves of people who go to trestment/rehab
............................................................... e o SN - SO
. My community thinks that treatment/rehab could improve a person's health
............................................................... e e TR LR
g.  Feople in my community think that people whe go te rehalb end up using meore
alcoholf drugs than they did before............1. 0230 . P — 5
h.  People in my community think that the things people say in treatment/rehab are not
kepteobfidential o s nmmnmmaainess s SR o O s e s 5

Pecple in my community think that the rehab centres wen't understand the kinds of
problems they face.. ... ... A e <. NN .. S - 1 S .
j. People in my eommunity think that treatment/rehab for alcchol and drug problems
oS O DI v vbiims s o G s T e i Brroe il 5



k. My community thinks that freatmentirehab could improve family relationships

SECTION D: PAST MEED FOR ALCOHOL AND DRUG ABUSE TREATMENT

D1.

trugs before you went fo freatmentirehab.

READ: Mext [ am going (o ask some questions about your use of alcohol and

" Type of drug D1a. Have you D1b. D1c. D1d. Dle. | Dif.
i ASK D1a FGR EACH used this drug Have Used Usead Used Used
| ROW. IF RESPONDENT | pefore YOL this  this this this
{ ANENERS NO" GO TO used drugon ; drugon |druga |drug
NEJE-E; gﬁ;‘érﬁ this la a couple | almost
7 i ; drug at | monthly | weekly | of Cavary
AMBWERSTTEe T least1 | basis basis times/ da
D1a, THEN ASK D1b-f. : - ¥
_ peryegar - week - T
Alcohol YES. 1 YES. .1 |YES..1 | YES. .1 |YES.1 YES..1
(U to next row) i 200 |NO...2 [NO...2 [NO...2 |[NO...2 NO..2
Cannahis/dagga/ganja | YES.. 1 YES..1 YES..1 |YES..1 |[¥YES.1 YES.1
NO......... 2¢ | NO...2 [NO. .2 |ND...2 !NO...2 NO._..2
Mandrax/white pipe YES.. 1 YES 1 YES..1 |YES..1 [YES.1 YES_.1
s o 200 |NO.2 0 NS [NGL2 | MOmaZ | NOuw:2
Rock/Crack cocaine | YES.........1 YES 1 'YES..1 |YES. 1 [YES.T [YES. 1
NO.......... 20 | NOC..2 NO...2 [NG...2 |[NO...2 NO..Z2
Cocaine powder YES.. 1 YES .1  YES..1 |[YES .1 |YES..1 YES. .1
[ 20 | NQ...2 |[NO...2 {NO....2 |[NO...2 NO...2
Methamphetamine YES. 1 YES.. 1 | ¥YES. A 1 ¥ES. .t |¥ES. A YES.A
(Thk Choef) NO......... 20 [ NO...2 [NO...2 [NO....2 |ND...2 NO...2
Heroin {Thai white. H. | YES. 1 YES..1 |YES.A | ¥ES..1 [¥ES.A "YES 1
smack, Brown) P DEY. NG| NDE | NDwe? |2 | NG 2
Ecstasy (E/X) YES. 1 YES...1  YES..1 |YES..1 [YES..1 YES..1
NO.......20 |NO...2 [NO....2 |NO...2 |NO....2 NO...2
Tranguilizers & pain~ YES........1 YES. .1 |YES. 1 |YES..1 | ¥ES..1 YES. 1
meds fused withopta  NO......... .28 | NO...2 NO._..2 |NC.. .2 "MNO .2 NO_..2

prescription)

a¥l



D2 How old were you when you first started using
Alnohinl thepent sipoaiiiihaisisninsin || years
DTS e e |__|__|years
PIEIINEUIRE v airnnsinnsiisasiess s s s e oy sy b 0 2 -4
D3. { want to go over a fist of problems related to alcohal or drug use {problem
seventy
2-12
READ: When was the last time that in the past| months | 1 or more
month ago years ago Never
¥ ¥ hd
a. You took drugs or drank alechol in larger amounts or over a longer period than
intended? e N e e 4
B1, You tried, unsuccessfully, to cut down or stop using alcohol or drugs?
.............................................................................. e OSBRI e
b2. You wanted to stop or cut down on your alcohol ar drug use
............................................................................. : DU SO . N, -
c. You spent a lot of time using alcohol/drugs, daing whatever you had to do to get the

g1l

g2.

h1.

drug, or recovering from using the drug {baing intoxicated, high, or hungovar)
.................................................... i SOOI, DN = | R -

You started to use alcoholdrugs instead of working. spending time with your friends

and:ramily ordoig e acivlIE S i pmamn e | e b P i s e 4

You kept on using alcohol/drugs even though the drugs caused you psychological
problems, ke making you depressed.. o 20 3 4

You kept on using alecholfdrug even though it caused you health problems or made

a health problemfillnessworse ... 2 L3 4

You needed to use mare alcohol/drugs to get the feeling you got the first time you
uSedthedrug s S s e B 3 [ 2l Jisagisg 4

When you used the same amount of alcaholidrug, it had much |ess effect than befare

You found you had withdrawa! symptoms (felt sick) when you cut down ar stopped

using aleoholfdrug (e.9. shakes nausea) ... ...t ... 2. ... .3 ... .. 4




hZ. You used alcchol/drugs to stap yvourself feeling sick from withdrawal symptoms, so
that you would feel better? ..o 2B 4

i1. You missed work ar school because you were high or very hung over?

i2. You did a bad job at work, failed subjects at schoal, or did not take proper care of

your children because of alcohoifdrug use .. ...l 2003 &

] You used alcohol/drugs in a situation where it might have been dangerous to be
NSing? ieg. drrirl o WhUE MG ooy Dy By o el s A 4
k. Your alcohol/drug use got you into trouble with the law or the police

1. Your use of drugs caused problems with other people (family, friends or people at
MY R e T R e T B e

2. You got into physical fights or arguments because of your use of drugs

READ ALQUD: The next set of guestions focus on your thoughis, feelings and actions
BEFORE you last went fo treatment/rehab.  Think about where you were fiving,
where you were working, and withh whom vou were friends before you fast went fo

traafment.

D4 (HAND RESPONDENT A CALENDAR). Think about the most recent time you went
to treatmentfrehab, When did you start going to this alcohol/drug treatment/rehab?
(Ask respondents fo trace the start of rehab back on a cafendar if necessary)

READ ALOUD: Thinking about the time just before you most recently went to rehab, that is the
time just before (give date of start of rehab in D4), please tell me: Whao were you living with?

Where were you staying? Where were you waorkinng? Wheo did you hang out with?

Now, thinking ahout this time just before you started going to treatment/rehah,

please answer the following questions:

[
I_n
L]




05 READ: On a scale of 1 {Strongiydisagree} to 10 {Strongly agree) Please tell me how

0s,

D7.

much you agree with the following statements. [ CIRCLE THE RESPONSE]
The way mast people view alcohol and drug users affects me personally

Fworry that my behaviour will be viewed by others as that of a drinker/drug user
: - SO ~, OO - SO I - Ny D¢ . WUV NP 10

When mixing with people who do not use aleohol/drugs. | feel that they are
judging me because of my {past) use of alcohol/drugs
A B« P (R & R i) < CIREIReR: - 10

| often think that people discriminate against alcohol and drug users
Most people judge alcohal and drug users on the basis of their aleohol and drug
use (rather than who they are a5 people)

Being a (ex-} drinker/drug user influences how drinkers/drug users act with me
R S L S e N R R D T A 7 ARt

| always think about the fact that | am a (ex-) drinkerfdrug user when | mix with
people whe do not use alcoholidrugs

Being an {ex} alcohaldrug user influences how peopfe behave towards me
Tismsae @i sl B S B e e B A TR 10

Maost people are prejudiced against drinkers/drug users
b simva@ame BamsslasnBansenilnamn ey Brsns e 10

Most people have a protilem viewing alcohol/drug users as equals

Before vou went to treatmertirehab did you think you had an alcohol or drug

problem?
Ve EHAR G EREREERTE o i s e e s 1
NEEEROBLEN i v e s e it oo 0

Before you went to treatmentirehab, how serious & problem did you think your

alcoholfdrug use was?

Lrd
th
Y



SOE AL alESBAS s R S e e e 1
Sl serious e R R S S R 2
Moderately serioUs .3
CORSIHEratiE SEHOUE oo vn i o e e v v s S P

T e SR RTOIS i e o T A s 5

D8,  Before you went {o tregtmentirehab, did you think you needed help/

treatment/rehab to change your slcohal and/ ar drug use?

09. Before you went to treatment did other people {eg familyffiends) suggest that you

needed or should get help to change your use of alcohol and/for drugs?

010, Before you went to treatment/rehab. did you want help {e.g. treatmentrehab) to

change your use of alcohol andfor drugs?

SECTION E: PROBLEM RECOGNITION, MOTIVATION AND SELF-EFFICACY TO

CHANGE SUBSTANCE USE

READ ALOUD: Thinking about the time just before you started going (o treatment/irehiah

that iz, the time before (give date person started treatment), please answer the

following questions.



E1. Thinking about the time just before you started treatment/rehab. that is, the time

before (give date person started treatment;.

Could you aveid using aleoholidrugs | Strongly Meutralf Strongly
when ... {That is not use drugs disagree | Disagree | Unsure | Agree agree
when. ..} AASE ¥ ¥ v bd hi
a.  You had withdrawal symptoms {shakes. nausea)

........................................................ B e L R S S 5
B Yowhad asheadaches s snnnneinanasasy L R R R 5
G You were feeling sad or depressed .1 s P . EAPUR-. S 5]
d  Youwsantedtorelax. . ... e ey U I 5
e Youwere concerned about someone 1 . D e ol 5
I Youwere very wormed. A it o e L L L 5
g. Vouwanted to have just a drink/ taste1 ... ... B s e 5
h.  Youwere offered a drink or drugs by others

........................................................ Bt e A i s e e e s D
i, You had dreams about alcohaelfdrugs . 1. ... O | SR P [ MR

j You wanted to test yvour willpower or self-control over alcohol and/or drugs

.................................................. e s e R R e B

kK. You felt a {physical} need or craving for alcohol andfor drugs {eg you wanted them so
badly you could taste them)...............T o 2ol 34 LB

[ You felt tired or had trouble sleeping .1 ... e D e R R
m.  Youwersinpain.................... R e s (e Dot ke g SIS
e ouwemdrestratedi i SR A R N T T

........................................................ O o e e N e o R e U S S
o] You felt like everything was gaing wrong for you
........................................................ TR P S . (SRR Y R R
q People you used to drink ar use drugs with put pressure on you to drink or use drugs
........................................................ RN SO . D - - S -
r. You felt angry inside..._..._.......... ey e Lt I o e A
s.  You suddenly had a strong desire/need to drink or use drugs
........................................................ Trsstmnnaszsie e 4
t You were excited or celebrating ... Tl 2 3 4



E2. Thinking about the time just before you started treatmentfrehab { Give date
provided jn D4 again) how much do you agree with these statements:

READ: At the time just before you started Strongly Strangly
treatmentfrehab.... [Please emphasize these disagree |Disagree| Unsure | Agree | Agree
questions refer to time before went to treatment) L L 4 ¥ v ¥
a. You wanted to make changes in your use of alcoholidrugs
........................................................................... T e, | S TS
b You wondered whether you were an addict or an aleoholic
........................................................................... O R - + SN - - SUU. =
r: You felt that if you didn't change your aleohol/drug use, your problems would get
WISIESE Doverc e o s e el o He ot B e 5
d You had already started making some changes in your use of alcohaol/drugs
........................................................................... 2 RN U < OO, - SO -
= You had been drinking/using drugs too much, but you had managed to change
L Fiis B s L . B
£ You wondered if your use of alcohol/drugs was hurting other people
........................................................................... Tosseaidnaneddinnndninnys
9. You had a drinkingfdrug problem ... ... ... 1... B e 7 D 4 5
h. You were not just thinking about changing your use of alcohol/drugs, you were
already doing something about it . ... o Tocomming e i i 5
You had already changed your usé of alcoholfdrugs and were looking for ways to
stop slipping back to the old pattern of use . . ;[ - S 2 4 . 3
J- You had a serious problem with alcoholidrugs........ 1........... e B vamrs Ao 5
k. You wondered if you were in control of your alcchol andf/or drug use.
........................................................................... i 2 e e
l. Your aiceholldrug use was causing alotofharm 1. .2 . By v O 3
M. You were actively doing things to cut down or stop your use of alcohol/drugs
........................................................................... i 1 SN S <N -
n You wanted help to keep from going back to the alcoholidrug problem that you
it o B 100 T S ) U PP T P Al . — 5
o3 You knew that you had an alcchol/drug preblem..... 1. R e Leiciniain 5
B There are times when you wondered whether you drank/drugged too much
........................................................................... R L e e
q. You wereg an glechelic andfor a drug addict. .12 34 5

You wers working hard to change your use of aloohol/drugs
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5. ¥ ou made some changes to your alcohol/drug use and you wanted help to keep

from going back to the way you used to drinkiuse drugs

........................................................................... PO . SRS, . TN . SO L -
E3; [TCU probilem recognition]
READ: At the time just before you started Strangly Strongly
treatment/rehab, your alcoholidrug use was . | disagree |Disagree| Unsure | Agree | Agree
¥ ¥ ¥ ¥ ¥
a. BB RO O e i S j R S i g
h. More troubde than itwas worth . e i — s ey B e L 5
c. Causing problems with the faw....... ............ e i | 2o o: 4. .. 5
. Causing problems in thinking or deing yourwork ... 1.2 . i o a
2 Causing problems with your family or fiiends .. .. o ey e B R 5
fi Causing problems in finding or keeping ajok.......... T T SN S 4. P 5
. Causing problems with your health ... ... [ A e e 5
h. WMaking your life become worse andworse 1. AR e Sty Aosiaa 5
[ Going to cause your death if you did not stop scon 1. i s P -5
4. [TCU desire for help. treatment readiness)
READ: At the time just before you started Strongly Strongly
treatment/rehab. . {that is GIVE DATE} disagree |Disagree| Unsure | Agree | Agree
¥ b ¥ ¥ v
a. You needed heip in dealing with your drug/alcohol use
........................................................................... G DU U . WUROU. - SUUUR
] it was urgent that you got help immediately for your aicohol/drug use
........................................................................... Lo nnaBamraeads rnnad
¢ You were tired of the problems caused by alceholldrugs
........................................................................... AT O e e R S
d You were prepared o give up your friends and hangouts to sclve your
aleoholfdrug problBms. oo v T e o S B 5
e You could stop using sicoholfdrugs without any help
........................................................................... B e D (e < Rt
fs Your life had gone out of comtrol . T P e R S D R = e 5
g. You wanted to get your life sorted! straightened cut 1. Eonn A i ]




h. You had too many outside responsibilities to be in treatmentirehab

........................................................................... i Pl s et e e L e
The treatmentirehab programme seemed too demanding for you
........................................................................... A NP . IR . | SO
] You thought treatment/rehab would be your last chance to solve your alcohol/drug
R e T ol e T B P it AR Fioniminy - 5
k. You thought treatmentirehah would not be very helpful to you
........................................................................... - ONING . * ION . - - S -
l. You planned to stay in treatment/rehab for a while.. 1. < NN, = SR . CRI 5

. You went to treatment/rehab because someone else made you come.,

SECTION F: SOCIAL SUPPORT AND MENTAL HEALTH

F1. Thinking about the time just before you started treatment/rehab, that is, the time

before {give date in D4 that the perscn started treatment)..

ASK: How offen did vou have. . Mone of | A little of | Some of | Most of | All of the
the time | the time | the time | thetime time
v ¥ b ¥ ¥

a. Someone that listened when you needed to talk

................................................... 9 i Lt . S P i
b. Someone that gave you information to help you understand a situation

................................................... 1 S O L. PR D
¢. Someone that gave vou good advice about a problem

s o L e T e S el IR e Bl s e R 5
d. Someone that talked to yvou about your problems

................................................... - . OO U - O - ;-
. Someone whose advice you really wanted

................................................... -

f.  Someone that you could share your most private worries with




................................................... 1 e e L o S e I R
g. Someone that you could ask for advice about how to deal with a personal problem
................................................... 1 et P e e o B
h. Someone that would understand your problems
................................................... 1 & I B o e oy
Someone that would help you if you were forced to stay in bed
................................................... - TN : SORPUPORPRE -
[.  Someone that would take you to the doctor if you needed it
................................................... e P e B AR e TR
k. Sameone that would prepare your meals if you were unable to do it
................................................... A e A SRL PR e faiy
. Someons that would help with daily chores if you weare sick
................................................... 1 e B e TR A e B
m. Someone that would show you love and affection
................................................... z = T L ORI R .5
n. Someones who loves you and made you feel wanted
................................................... T2 34
0. Someone who hugs you. ... e S e o e e R 5
p. Someone to have agood timewith . 1 . ... 2. ... e B =
g. Someonetarelaxwith ... ... .. ] e e e O LS A s 5
r. Someoneto dosomething funwith . 1 . . 2. .. SL I 4o 5
5. Someons to do things with to help you get your mind off your problems
................................................... B R ey e o S s e S )
F2. Thinking about the time just before you started treatment/rehab (TCU suppart)
READ: At the time just before you started Strangly Strongly
treatment/rehak . {thaf is GIVE DATE} disagree |Disagree| Unsure | Agree| Agres
¥ ¥ ¥ ¥ ¥
a You have people close to you who motivate and encourage you to stay clean/not
AFNK e e e 5 SUUR - S - [— 4 5
b You have close family who help you stay away from alcohaol/drugs
........................................................................... T e e i R R e e e
C You have good friends wha do not use alcohalfdrugs
........................................................................... o e o e A

d You have people close to you who can always be trusted

360




& You have people clese to you who understand your situation and problems
........................................................................... O L. O, . (SO -
f You live in situations where alcohol/drug Use is common
........................................................................... Ve i e B i e
ol You have pecple close to you who expect you to make positive changes in your
= T TN 2 [ - o, A 5
h You have people close to you who help you believe in yourself (feel confident)
........................................................................... 1 PL N O MRRRE - ORI
Yaou have people clese to you who respect you and your efforts in treatment/rehab
.......................................................................... s I e I SR e L e

E3. READ: The nexf questions are about your emations. How much do vou agree

with these stalements. [TCU depression and anxiety]

READ: In the 3 months before you | Stiongly | Disagree | Neutral | Agree | Strongly

wertt to freatment/rehab (give dates), disa'gree ¥ v = Ag;ee
you ..,
a. Feltsad ordepressed..._.......oo R e e L L L
k. Had thoughts of committing suicide ....1..............2.. ........3 4 i
B FERABHEINT s s s Tk e AR 3 4 s
d. Feltuninterestedinlife ... ... 1. .. ... .2 .....3 4 P
& iEalfedidtired s nmaananisaen ilinnisisnann Bl annn 3 4 ek
£ ANgnied @deb s nannnininiismaisias  fwe e R e 3 4 2
g. Had trouble sitting still forlong ... 1.2 3 4 e
h. Had trouble sleeping ...coooeevvveven To 20 el 3 4 e
[ EBlt-anfioUs OrRefOUE. cu e i i s ez 4 i

|- Had troukle concentrating or remembering things

..................................................... B e e e e e
k. Felt afraid of certain things, like lifts, crowds, or geing out alone
..................................................... 1 2 L 4
|, Felttense orwound-up....................... ;| ESRUOSNN, - U | SO . - SO,

im. Felt tightness or tension in your muscles
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SECTION G: UTILIZATION OF AOD TREATMENT SERVICES AND BARRIERS

READ: Mow, I'm going to ask you some questions abouf your use of different fypes of

servicas for aleoftol and drug problems and your experience of

tregtmentiehab.
51. Have you received treatment treatment for an alcohol/drug preblem in the last 12
months?
G2.  Heow many times have you receeived treatment for AQD prablems?
P B S e s o e e P 1
IR B s e e R e 2
e dh e s e L O 3
BT B e e 4
T T [ 0 e P S e =
53.  READ A lot of peaple list reasons that make it difficult for them to getinto a

treatment/rehab programme. Think back to fhe time just before vou weni fo

tregtmentirafiah (give date in D4),

ASHK: At that ime, what were the Strnngly Disagree | Neutral Agree Strongly
factors that made it more difficult dlsag e = = = P‘Q;EE
for you to go to treatment/rehak
Treatment concerns
1. Pdide't want to be told to stap drinking or using drugs
...................................................... T iy
2. | didn't want somebody telling me what to do about my life
...................................................... Tk a i
3. | was afraid of what kind of freatment they would give me
...................................................... e o e
4. | was afraid of what might happen in treatment
...................................................... T T B
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| didr't like to talk in groups.............. e P Bt 4

| was worried about the bad feelings of going through withdrawal from alcoholidrugs

...................................................... b i e i)
7. It seemed like too much trouble to go for help
...................................................... Tampena 2 S e e S e
8. | didn't want to go to AA/NA or other self-help groups
...................................................... . . . ST - . BN .
8. | was afraid of the pecple | might see there
...................................................... 1 2 e ER 4 0
0. | didn't like to talk about my personal life with other people
...................................................... T @i 34 i3
Treatmert vtility
11. | didn't think it will do any good ... L LN < o T o
12, lwas afraid that | would fail or that it wouldn't help me
...................................................... 1 2 - 4. ..........5
Affordability
13. I didn't have the maney to pay for treatment/rehab
...................................................... Tosmnmms Bisinrad B s iinsh
14. | had no maoney to pay for fransport to get to rehab
...................................................... T 2 T 4
15. | had notransport to getthere ... 1 B e e v e s e e s
16. | had no-one 10 take care of my children while | was in rehab
...................................................... B R N e e
17. | had no medical aid to pay for treatmeant/rehab
......................................................  EIIR RN - - SN .
Delays in accessing freatment
18. | was put on a long waiting list to get into treatment/rehab
...................................................... e T R < R
18, | had to wait for a report from a sucial worker before | could go to rehab
...................................................... T 2 70 DN - - SN ;.
20, The treatment/rehab cenfres were far away from where | live
....................................................... : T SRR - 4 it

Thank you for participating in this study. END TIME:|__|__|:



APPENDIX 3 : Resource list for Access to Treatment Study

Resocurce

Mame

Substance abuse services

Alcoholcs Anonymous
Self-help pregramme where recovering alcoholics support each
other

Marcobcs Aromymaons

Self-help programme where recovenng drug addicts support each
other

Address

Tel no

| See attached list of meetings

510 2288

See attached list for mestings

| (HEH1T 3903327

Guguletu Alcohol and Drug Centre

; Adlantis

e fe

Saartjie Baartman Centrs
Klipfomtein Road Surrey Estate

Cape Town Drug Counseling Centre 1 Roman Rd, Observatary 447 802G
Non-profit outpatiant drirg treatment centre. Provides prevention,
training and treatment services. B
SANCA Centres:  Head office: Tygerberg D45 4080
MNon-profit outpatient services, Provides praventian and early Centre, Voortrekker R
intervention services for substance users and their families Ballville i
Athlone Alcohol and Drug Centre PO Box 528 M21) 838 51186
Klipfontein Road
Gatesville
Atlantis Aleahal and Brag Centre : Gfa Bun and Rotterdam Street, | 572 7481

[to21) 838 5115

Khaveliteha satelite office

E505 scatt straet
Khayelitsha, 7784

Mitchells Plain Alcohel and Drug Centre

P.O. Box 781 Mitchsils Plam

(021) 364 5510

(021} 357 4617

Paar! Alcohol and Dryg Cenlre
Tygerberg Alcohel and Drug Centre

Stepping Stones

For-prafit inpatient substances abuse treatment cantre. Provides
substance abuse and mental health services to individuals and
families

Crescent Clintc
For-profit inpatient substance abuse treatment gantre. Provides

substance abuse and mental health se-vices te individuals and

F.0, Box 248

Paarl

PO Box 1431

Sanlamhef

% Viembhoff Hd, Kemmetjiz

24 Crescent Rd, Kenilworth

(021} 872 5050

(021} 819
9557/8
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families
Henifworth Place 32 Kenilworth Rd, Kenilworth 763 4501
For-profit inpatient substance abuse treatment centre. Provides
sUbstance abuse and mental health services o individuals and
| families Ao = g _
O Novo Old Paarl Rd, Kraaifontein 838 1138
State rehakilitation centre for alcohol and drug use ey
Ramaot o4 Toner Street Parow 838 2033
Hen-profit inpatient substance abuse reatment centre |
Stickland Neuro O * Stikland Hospital 8181110
State, alcoho! rehabilitation umit s
Detoxification Services | Steilenbosch Hospital Private Bag ¥ 3027 g8a87 0310
: _ Stellenbasch
~ Paar| Hospitai Frivate Bag # 3012 Paarl 872 1711
Karl Bremer Hospital Private Bag X 15 Parow 813 1511 1
GF Jooste Hospital : PO Box 66 590 100 [
i ' Duinefontein Rd Manenberg
¢ Hottentots Holland Hospital . Private Bag X 2 852 1334
j i Somerset West
Mental health/substance Greenpaimt Community Healih Cenire Paortwood Hoad 421-0258
abuse assessment at {Mon, Weds, Thurs) Green Point
primary health care clinics Weoodstook Community Health Cenire Mountain Rd, Woadstock 460 9113
{Wed) 7E25 A80-9100
taitiand ML 2 Norfoik Rd. 511-6272 _
{Thurs} M aitiand 511-2523 :
Kensington CHC 6" Ave. Kansington 503-0378 5
{Maon, Tues) i 593-115001
Or Abduratvman CHC Ebbenhout st. Kewlown B37-907 14213
Athlone
Heideveid CHZ Heideveld Rd, G637-803647\8
Heideveid Athlone . | B3rR03z
Harnouver Park CHC 9 Hanlyn WalkiBanover Park go92-12400v1h203

Avenue Hanover Park

Saronsea MLD Cnr Hermes & Grouvener Ave. | 572-3508
Saxonsea _
Mamre CHC Cnr. Liederman & Adam St

576-1174



Mamre

Delit 7100

Tableview MLC - i South Rd. Tableview, 557-1065'6
Goodhape CHC Justin st Ysterplaat 511-8606
ProteaPark MLC Gardenia Street Aflantis 572-45896
i Westfleur Hospital Westfleur Shopping centre 5718040
Atlantis
Reed Strest CHC Reed St Bellville 946-379001%2
Beilville CHC KaszelsvieiRd. Bellville South | 931-2328\7\8
f3menvaliei MLC Midmar st. 919-5872
L o o Groenvallei Bellyille 919-8391
Durbanvilfe CHC (Morming Star) De Villiers st. Durbanville 870 3170
Miuleni CHC Church St Mfulani 954-2235
W . | 909 27558
Belhar CHG Chestnut Way 552-10140
Belhar 7430
Bethar MLE 5t Vincent Drive 252-2180
| Ext.13 Belhar 7480
Dafft CHC Main Bd.Nocrbrug Rd BE4-222E\35

Bishop Lavis CHC Lavis Drive Bishop Lavis 934-6050
Vanguard CHC Citrus & Candlewood street G84-5540/1/3
Bonteheuwel
FParow CHC _ . 1 Smith Str Parow | B3B8037/8253
Ejsigs River CHC e | Cnr. Halt&28" Ave Elsies River | 931-02111243
Ravenstead CHOC o i Florida Street Ravensmead 036 8738
Hieimvlel GHC CiQ Albert Philanders 800 4053
Melbosstrand Kleinve, 5041414 |
Brackenfell MLC | Paradys St. Brackenfell, 880 1284/5
Kraaifontein CHC 6™ Ave Kraaifontein 987 0080
Seolisdene MLC Eon Ave Scottedane, 230 6243
Kuitsriver MLC ol | Carinus St Kuilsriver 800 1908
Sarepta MLC 123 Rietvlei Rd Kuilsrivier, adp-1656
CHC Lwandle Rd Site B Khayelitsha | 361 3470
Mapongwana CHC Steve Biko Rd. Harare | 361-3353
Hout Bay CHC i Karbonke| St. Hout Bay 790 3570
Ocean View CHC Carina Close Ocean View 783 1688
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| F9¥5 783-1766

. Lady Michaets CHC Clo BerhamGabrigl Rd | FET-R17

| | Plumstead | _

. Grassy Park CHC Victoria Rd. Grassy Park 705-3514
Retreat CHC 11" Ave Retreat JI T12-51064654 |
Lofus River CHC C/o Delia & Anita Re. Lotus 703-80567

e River T03-313103

Mitchell's Plain CHC 1™ Averue Eastridge 382 5161
Tafetsig MLC Kilimanjaro rd Tafelsig 397-8185

387 8906
Rockiands MLC Park Ave Rocklands 382 51214243
L entegeur MLC Merrydale Rd. 371-2126W7

Lentegsur

Strandfontein MLC Welgelegen str. 383-6226036

| strandfontein

- Westrndge MLC Wespoart Road 392-4124

! : i Westridge

! Somerset-West MLC 28 Kerk St BOZ-2131 |

Theadk .- | Faurie 904-9131

| Macassar CHC Crfo Hospital & 857-2330

: Musical Ave. Macassar

. Boland CHC Boland Bank Arcade §53-3380

37 Main Rd Strand )
Gustrow CHC Hassan Khan Ave 845-8383
Strand | i 3
Gordonahaal ML Sir Lowry's Road 836-2135
Cross Rd CHC Lansdowne Rd. 3B6-11214
Cross Rd.
Gugulety CHC MY 18 3 Guguletuy 638-6145
837-1280
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ALCOHOLICS ANONYMOUS MEETINGS : AS FROM JANUARY 2005

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY SUNDAY
Delft Gordons Bay Atlantis Big Book Study As Bill Sces It | Gordons Bay Athlone! Klipfontein
Rasendale Murnicipal Clinic. Sir | St John, the ; Methodist aunicipal Clinic
Primary Schoal | Lowry's Pass Baptist RC Hall | St hary's Sathedial | onch Han Sir Lowrys Pass zﬂmgﬁm'ﬁ
Room 40 GORDONS BAY CrrSund MMTMH Greenmarket Sq | GORDONS BAY | &r":'_ o
DELFT Penelope Sts | " 010 CAPE TOWN | Timo 13430 | Tieioilo,
Time: 19H45 Time: 19H30 Time:20H00 : Time:13H05 | I :
Fish Hoek Graasy Park Bellville Blus Downs Bergvliet GreenDoor ! Durbanville 5
Catholic Church i o8 6F Frisii Presbylenan Blue Downs Comm | Meadowrdge 5t BamabasHall | Durbanvile Library 1
| Hal e s Church Hall Centre Library Cry Kioolnek & Main Road ,.
Cnrs” Avenue & (LOFOB) Crr Rhos ard Blue Downs Way Howard Drive Camp Strael DURBANVILLE I
 KommetjeRd | oNl Davies Roads | BLUE DOWNS MEADOW= Entramce !
| FISH HOEK GRASSY PARK BELLVILLE RiDGE: Capa Town ]
Time: 20HOD Time: 20415 Time: 20HO00 Time: 20415 |
- Time: 20H16 ; e Time 18H20 Time: 07H30 |
- Hottentots Hermanus Bonteheuwel ' Cape Town 1 Hanover Park Into Action/ Table | Elsies River |
 Holland Urited Church Hall | Multi-Purpose Presbylerian Lady of the View Methodist Church :
| Royal Street Cenlre Church Hall Rosary R.C Hall |
StPaulsR C HERMANLS Cnr Jakkaisvlei Cnr Upper Orange | Church Hall Girl Guide Hall cnr 27" Ave & Halt
Church Hall and Eider $is and Annandale Rd | Hanover Park Hat Streat Road
Cnr Andries BONTEHEUWEL | GARDENS Averiug TABLE VIEW ELSIES RIVER
Pretorius Street Time: 10430 Time: 20H00
Time: 20H15 Time: 19H30 Time: 20H00 Timo: 18HO0 Time: 15HO0
Melkbosstrand | * *Cocktail Tales | Claremont Kalk Bay Keep It Simple/ GreenDoor
Melkbos Clima non-restrictive (Gay Men) Cangregatioral Holy Trinity 5t BarnabasHall
Robken Road (Gay/Lesbian) y ¢ Church Hall Arglicar Church | Culture Centre cnr Kiooirek & Camgp
MELKBOS= &t Mary's Schoai Sacred Heart _ Frarklir Road Hall nr Merrimarn & Streat Entramcs
STRAND Library, Church Hall " CLAREMOCNT Main Roac Dirkie Uys &t Capa Town
Tulry Plein Somerset Road KaLK BAY GOODWOOD
CAPE TOWN GREEN POINT . Timeo: 19H20 Time: 17HO0
Time: 20H1% Time: 20H00} Time: 18H ~ Time: 20H00 Time: 20H15 -
“Muldersviei Hout Bay Rondebosch Engine Room Macassar Pass |t On/ Kensington
Heskith Kirg TG | NG Kerk Hall 51 Michaeals St Andrews Church | Methodist Sia it Roman Catholic
rossroads Chedord Street huvch Hall Hall Church Hall g Church Halt
(Rehab. Cantra) HOUT BAY Rouwkoop Rd Wesley Road Oklahoma Street | St Anne's RC Coronation Rd
MULDERSVLE! ROMDEBOSCH STRAMD MACASSAR Chureh Hall MAITLAND
{Tel: 8844600) Time; 20H15 Time: 19H30 Ochestra Road
Time: 20H20 Time: 19H15 Time: 2OHOG STEEMBERG Time: 15H00
_ Time: 15000
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Mandalay
TS Kiphng Ave
M AMNDALAY

Time: 17HOD

gua Puint‘: Klein Constantia Heathfigld First Women's O'Kiepd Another  Plumstead
t James Church . Heathfield ' St Lukes Chureh
Haill g;?s;?"“a EEHITEY Frimary Schoo! Graub Ehane: i Hal
St James Road Ladi . Chadwin Road St Thomas Hall 35B Main Road Annandale Ra
SEA POINT moles Hlle B, HEATHFIELD | C dRd | OKIEP DIEF RIVER
; : CONSTANTIA ampdin:n
Time: 20H15 Time: 15H30 RONDEBOSCH
UL Time. 20HO0 Time: 19HOC Time: 17HOC
e . Time: 19H3C : e
Paarl Krazifontein KLils River Heout Bay Samerzet Wesl Westridoe
Hely Trinity Baptist Church Hall | NG Moedersaal MG Kerk Hall Back To Basics Wastridge High
Church Hall Cnr Yark and Ou Pastorie Ouford Street 5t Paul's RC Cnr Silversands
Main Road Edward Strests KUILS RIVER HOUT BAY Chursh Hall &Daghreek 5ts
PAARL KERAIFOMTEIN Andries Pretorius | Westndge, MP
Time: 20HGG Time: 20H1E
| Time: 19H3G Time: 20HC0 Time: 19H 15 Time: 17HO0
Woodlands Observatoryf Salt | Lansdowne Killarnny- Sea Point Wynbery
Princeten High River &t Aidans Church | Milnerton St James Church | Tenterden Flace of
Schao Hall Methodist Church Hall Safety
Mitchell Avenue Loaves & Fishes - Bt Aidens Road Hall ¢ 5T James Rd G0Crhan Rosd
Woodlands MP Lower Rochester LANSDOWNE Azcol Road . BEA POINT WY NBERG
; Fd MILMERTCOM
: Time: 20H0O OBSERWVATORY Time: 20HO00 Time: 20H00 Time: 20H1% Time: 15HED
. Time: 15H30 ) a
Parkwood Serenity Lentegour Strand Stanford
Hyde Road Caravelle Frimary Lentegeur Hosp. | St Andrews Chursh | Stanford Primary
Frimary Schoal School Training Centre Hall Sehool
Hyde Road Caravelle Rd Highlands Rd Cnr Kert and STANFORD
PARKNOOD Racklands Lentegeur, MIP - Wesley Streets
Time: 13H3G MITCHELL/FL Time: 20H15 STRAMND Time: 19H30
__ .| Time: 26H00 Time: 20H15
Sunrise Parow Reflections/CT | Strandfonteln Sunrise Thurs: Ccean
St James Church | St Mamgaret's Sl Mary's 31 Phillips Church St .James Chureh | View
Hall Chureh Hall " Cathedral Hall Hall tethadist Church
St James Road . Smith Street 16 Bouguet St Cnrveloelegen & | ST James Rd Hall
i SEAPOINT PAROWY CAFE TOWN Cruiser Roads SEA POINT 1 Zodiac Road
Time: YHODam) Time: 20H14 Time: ¥HOO m Time: 20H00 Time: 7HOG Time 20H15

C'Kiepl Another
Chance

35B Man Rd
{FKIEF

Time: 18HCD

Rondebosch

5t Michaelz Church
Hall

Rouwkoop Rd
RONDEBRSCH

" Time. 20H15

Steanberg '

| Tokai Library

Car Tokai Rd &
Forest Str
TOKAL

Time: 18H30
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AFPPENDIX 4 RELATIVE DEPRIVATION

Principal components analysis {PCA) was used to create a composite deprivation
index. Variables included in the index were additive and different weights were
assighed to each variable. More specificaily, all variables in the ATQ that related
to participants socio-economic status and living conditions were included in the
factor analysis. Prior to entry into this procedure, variables that were not
symmaetrically distribuled were transformed. After applying the transformation, a
correlation procedure was conducted to ensure that all the variables to be
included in the PCA were highiy correlated with each other. A PCA was then
conducted using varimax rotation. This reduced the number of variables within
each component (factor) allowing for a simpler solution, Sewveral components
emerged from this procedure. The two most salient related to living
circumstances {component one) and possessions (component two). Component
one accounted for 15.5% of the variance and component two accounted for
10.8% of the variance. The other components each accounted for less than 5%
of the variance. As these first two components accounted for the largest
propertion of the variance, a decision was made to use these as the basis for the
deprivation index. Table 30 displays the factor loadings for these two

components,

Component score coefficients {produced by the PCA) were used as weights for
each variable in the calculation of the final deprivation index. Z-scores were
calculated for each variable that contributed significantly to the component. The
index was calculated by summing the weighted variabies and can be represented

as follows: where each of the variable labels refers to the z-score of that

variable):
Deprivation index = (0.126 x race} + (0.211 x outside walls) + (0.224 x water} +

(0.195 x electricity) + (0.158 x toilet) + {0,247 x cooking fuel) + (0.278 x
refrigerator) + (0.270 x stove) + (0.262 x land phone) + (0.274 x sofa}.
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Table 30. Components arising from PCA: factor loadings and component score coefficients

Variables Component 1 ] Component 2

Factor loading Component score  Factor loading  Component score

coefficient coefficient

Race 54 126 - '
Outside walls 85 21 -
Drinking water a7 224 - -
Electricity 81 195 - -
Toilet A3 168 - -
Cooking fuel 80 247 - -
Own refrigerator - - 63 278
Own stove - - 76 270
Own a land phone - - 60 262
Own sofalcouch - - | 274
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APPENDIX 5
ACCESS TO TREATMENT INTERVIEW SCHEDULE |

The purpose of this interview is to examine access o and the use
of ACD treatment services by people from peor, historically disadvantaged
commurities. | am not evaluating your pefformance as a service provider

gefore we begin. do you have ary questions?
BHBTEY . cccivsint tss ainin Date of interview: ... ..

1. Please describe the AQD treatment system in the Cape Town metropole;
specifically its substructures and components.
+ \Who are the role players?
« Whe are the role players accountable o7
+ Wha. are the policies ard regulations that requlaie these role players?
¢ ‘What are the kinds of services that these role players provide to people from
HDCs

2. In your experience, what are the contextuzl and political influences on
AQD treatment that hamper access to treatment for people from HDCs ?
»  Service planning and political influences?
«  Community responses to AQD services?

o Dtrerfactors within HDCs that restrict the use of ADD services?

3. Please describe the extent to which the AQOD treatment system in the
Cape Town metropele is accessible to people from HDCs.

4 Please describe the typical process of accessing AOD treatment for
people from HDCs._

(Please outline all the steps involved from the start of the AQD prablem until
they access treatment).



5. In your experience, what are the treatment system factors that act as
barriers to accessing AOD treatment for people from HDCs ?

« Treatment capacity?

¢+ Resources?

» Drganisational dimensions (such as staffi?

«  Service quality?

« Other practical barriers that make it a'fticult to deliver services to the poor?

8. In your opinion, are there any other barriers that limit the use of AOD
treatment services for people from HDCs in Cape Town?

7. What do you think can be done to improve the use of AOD services by
people from HDCs?

8. Anything else you wish to add or comments you wish to clarify?

Thank you for your participation in this study.








