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> Pragapiel _ BHET hlstory of “Minnesota Model”

SRIGEr rJrj distinctive elements of the
I\/llerJ;f’o Model”

| _EJ:* jtify. the historical roots of view that AA and

=the Minnesota Model are only effective for
fulturally empowered White men.

- Qutline the scientific & historical data that
challenges this notion of restricted effectiveness
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ober JAVAN Comes to MNI (1940)

--l-_._—

' ergy of 3 Programs
"ermneer House (1948)

"o Hazelden (1949)

e Willmar State Hospital (1950)
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1. Aleor_;;_g is an mvoluntary, primary, chronic,
PIogrEssive biopsychosocial (& spiritual)
rhgea<ef
- Rec very IS contingent upon, but Is more than,
=— -;___e-EG tinence from all non-medical alcohol and
= ~other drug use. Early conceptualization of
: - “chemical dependency”

3. Recovery best achieved through the Twelve

Steps ofi AA and immersion in a community of

shared experience, strength & hope.
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FOCLIS r [fect treatment of the dlsease

ANIClIF “nment Off psycheanalytic and moral
VIE vv,) of addiction

6. Adkellg @n pest treated in a milieu of dignity and

— -_t,fl\/lotlvatlon or lack of it at intake Is not a
~  predictor of outcome

e Motivation Is as much the responsibility of the
milieu as the patient
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BEERGIVIItidisciplinarny Team
—|f) rrorll a(;ed “Counselor on Alcoholism™ role Iinto

zlelelig o] | treatment (1954) (adaptation of earlier
Jrr/ t 'raplst iole)

> Toduced Pastoral Counselor as key role
—:ste oft patient, AA and alumni volunteers
Phllosophy of Respect / Choice

--Unlocked the “inebriate wards”
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e ication via mtroductlon of lectures
(0gss] 'Q_‘, adapted from Ray McCarthy’s
wor'_ Yale).

Jectures over 60 days at Willmar
= ﬁ@partlc:lpatlon during treatment

~ AA viewed as essential framework for long-
term recovery
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LigliciejeRel itIVIN Model toremerging halfvvay
£10)! jse; ovement

Mov'e jent of MN model to community.
|tals

~ — _[utheran General Hospital via Bradley,

_-.._-

"~ Rossi & Keller (1959-1963)
--Parkside Management Services (1980)
Growing emphasis on family-focused care
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for women, adelescents & other
,.opulatlons

czitjojg ‘fior other problems, e.g., gambling,
g disorders.

Mog}a commercialization, profiteering and the
& emergence of a financial and ideological
;f'* packiash against treatment
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e Aggressive Managed Behavioral Health Care
--Collapse of Parkside in 1993
e Anti-12 Step & Anti-treatment Movement
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sonenuon: AA and AA-derived treatment
morle]’" ‘aliel inappropriate for wemen,
clejo)]s SEEnts, people of color and other
= il rlcally disenfranchised groups.

__?____Tjrce AA and the MN Model were

~ historically derived almost exclusively out
- of the experience of White, working class
and upper-middle class men.
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Trils feferEh of [imited ut|I|ty remalned

orevrnlf' tand unchallenged until the idea

w:r tested with scientific studies and by

—fls rlcal evidence ofi minority involvement
_ AA/NA/CA and wide adaptation of MN

~ Model in public treatment and in minority

communities.
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Challenges RWA—;—
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> Mejogiise ft African-Americans and Hispanics in
SOl fl surveys view AA positively (Caetano,
9)
- \/\/r en and people of color affiliate with AA at
== es that equal or exceed White men

= (Humphreys 1994; Kessler, et al, 1997;
== Winzelberg & Humphreys, 1999)

® No ethic differences in AA attendance In Project
MATCH (Tonigan, Connors & Miller, 1998)
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SAETOWiNANYOMER'SIMEEtings and % of total
farprelfe epresentatlon In AA (firom 22% In 1968
i 55% N 2004) (AA, 2004)

> Deelg _:atlc growth of AA and NA In urban
communities of color and in Native American
= - col munltles (Coyhis & White, 2006)

-l-._-

'_' “\Where participation in AA for African Americans
~ and Hispanics decreases over time (Tonigan, et
al, 1998), this may In part reflect a transfer of
recovery maintenance to indigenous institutions,
e.g. churches (White & Kurtz, 2006).
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sientific C allenge to _1..—
REST |veness%’1“-l\/l|nneso a Model

Wiclas gzl dladaptation of MN Model to
sldOlef* , Women, people of color,

SEXU mlnorltles and people with co-
—o[ole] rrmg conditions (DDA, DTR) (White,
_ :9‘?98 Winters, et al, 2000; Borden, 2007;
-"‘:.-:‘ “|iff, Siatkowski, Waite-O’Brien & White, in

press)
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gistorically Dlséﬁf-r—anchlse

2 MIN mg__@' adaptations now a dominant model
WWiER) 6 iblicly~funded addiction treatment
%orm-: rntatlve Programs: Haymarket House

(el ago) Dawn Farm (Ann Arbor, Ml), Gateway
_@@ nmunity Services (Jacksonville, FL)

: 'Comparable outcomes across gender and
_" ‘ethnicity (Harrison & Asche, 2001)
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EXIEIEEAVIEW 0 et|ology, e.g. hlstorlcal tratima (Brave
rlecnrr 03 Durant, 2005)

quuml aptatlon of Twelve Steps, e.g., Red Road to
WEllvriety, 2002; Coyhis & White, 2006)

- Uﬁue empowerment -focused alternatives to Twelve
e(Klrkpatrlck 1986; Kasl, 1992; Williams, 1992)

i

;:fa-‘-—Patterns of co-attendance (White & Kurtz, 2006)
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~ e |ntegrating indigenous therapeutic practices into MN
Model (Jilek, 1974; Abbott, 1998)
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- Mulijefiel ﬁéry team expanded e. g., outreach
womem recovery coaches, primary care

o] /JJJ 1S

J'.e asrs on multiple levels of professional care

hasis on post-treatment recovery
e’nvrronment e.g., recovery homes & community
development efforts (e.g., “community
resurrection” in Tampa)
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SIOWII N I\/Ilnoﬁ’fy-Commuﬂltles

SREIICHURCiNG of adapted model

r\r\/l\Jr\ c contlnumg care resources both free
eipjel Jnr eeasmgly accessible

- \/\/Jr I indigenous leaders & links to indigenous
stitutions, model is viewed as a source from
== Jﬁnn the community

ﬁ’ iCﬂongruent with historical role of religion and
~— spirtuality within communities of color

& Qutreach of MN Model programs to communities
of color
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