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FOREWORD

The Center for Substance Abuse Treatment (CSAT) works to improve the lives of those
affected by acohol and other substance abuse, and, through treatment, to reduce the ill effects of
substance abuse on individuas, families, communities, and ociety & large. Thus, one important misson
of CSAT isto expand the knowledge about and the availability of effective substance abuse treatment
and recovery services. To aid in accomplishing that misson, CSAT continues to invest sgnificant
resourcesin the development and acquisition of high-quality data about substance abuse trestment
sarvices, clients, and outcomes.

In support of these efforts, the Program Evauation Branch (PEB) of CSAT established the
Nationd Evauation Data Services (NEDS) contract to provide awide array of data management and
scientific support services across various programmeatic and eva uation activities and to mine existing
data whose potentia has not been fully explored. Essentidly, NEDS is a pioneering in that the CSAT
previoudy had no mechanism established to pull together databases for broad anadytic purposes or to
house databases produced under awide array of activities. One of the specific objectives of the NEDS
project isto provide CSAT with aflexible andytic capability to use existing data to address policy-
relevant questions about substance abuse trestment. This report has been produced in pursuit of that
objective.

How drug and acohol abuse trestment outcomes are affected by different amounts and
components of treetment is fundamentally important to evauating current trestment practices and
improving treatment in the future. The present study operationdized and evaluated components of
trestment through a secondary andlysis of data from the Nationa Treatment Improvement Evaluation
Study (NTIES) (see Appendix A) and used multivariate andyses to model the effect of the components
on two dichotomous outcome measures. abstinence at follow-up of a substance for which the client
sought trestment and abstinence at follow-up of al substances, including adcohol. The study examined
the relationships among treatment components, client-level factors, and treatment outcomes and how
these relationships vary by trestment moddity.

The results presented here suggest that greeter intendity of trestment can improve outcomesin
short-term resdentia settings and that trestment plans can be useful in many settings. They aso suggest
that longer lengths of stay may enhance trestment outcomes in non-
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Foreword

methadone outpatient and long-term residentid modadities, even when patients do not complete
treatment, and that research into related services such as aftercare and overutilization could be
productive.

Sharon Bishop
Project Director
Nationa Evduation Data Services
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EXECUTIVE SUMMARY

1. INTRODUCTION

How different amounts and components of trestment affect drug and acohol abuse trestment
outcomes is fundamentally important to evaluating current trestment practices and improving trestment
in the future. Additionaly, understanding the interaction between client severity, client characteristics,
and treatment components can point to more effective treatment sirategies. However, understanding
rel ationshi ps between trestment components and outcomes is complicated by a number of factors: 1)
different populations respond to different trestment components, 2) it is difficult to tease out the effects
of specific components in a comprehensve trestment environment without experimenta designs that
isolate those components, and correspondingly, 3) it is difficult to control for client self-sdection into
treatment services. Y et the relationship between trestment components and outcomes is something
that the trestment field must understand better. The downstream implications for the trestment
communities (e.g., practice guiddines), the behaviord hedth care industry (e.g., managed care
organization coverage of substance abuse trestment), and of course the clients (more cost-effective
treatments and increased qudity of life) are enormous.

The present sudy evauated the effect of treatment components through a secondary andysis
of data from the Nationd Trestment Improvement Evaluation Study (NTIES). The study examined
the relationships between treatment components, client-level factors, and trestment components and
how these relationships vary by treatment modality. It sought to understand the response by NTIES
clients to components of drug and alcohol treatment defined in ways that have externa applicability
and that are immediately available to care providers.

2. METHODOLOGY

NTIES datafor 3,085 clients across five treetment modaities were used in this sudy. Thefive
modalities were methadone maintenance, non-methadone outpatient, short-term residentia, long-term
resdentia, and correctiond. All analyses were conducted separately by modality so as not to obscure
meaningful differencesin effects of trestment components in different moddities.

Treatment components included in the analysis were: length of stay in treatment; hours spent in
counsdling sessions per month; general measures of drug and acohol, medical, and menta hedlth
trestment; ancillary and supportive services, client-trestment matching (whether the SDU reported it
matched most or dl of its patients); prominence of trestment plans (whether the patient said they saw
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“atreatment plan or alist of treatment goals’); average weekly methadone dose (methadone modality
only); and certain other medications. A number of dient-level factors were included as background
vaiablesto partiadly control for self-selection and permit assessment of interactions between client
characteristics and trestment components.

A multilevel mixed-effects logigtic regresson modd was used to estimate the effect of
trestment components on two measures of abstinence: abstinent at follow-up from a substance for
which the dient sought treatment and abstinent from al substances. Estimates of the overdl
contribution of trestment componentsin explaning outcomes (over and above background variables)
were also examined.

3. RESULTS

Severa dose components were shown to have sgnificant effects on the odds of a positive
outcome:

# Length of stay showed a consigtently positive effect on both trestment substance and all
substance abstinence; however, the effects were Satisticaly sgnificant in the non-
methadone outpatient and long-term residential modalities only. In these modalities, the
odds ratios suggest that controlling for other variables and increasing length of stay by 30
days can improve the odds of a successful outcome by as much as 15 percent.

# Whether or not clients reported seeing their treatment plan aso was consistently positive
across dl modalities, though datidicdly sgnificant in only the methadone and short-term
resdentia modadlities, where seeing treatment plans increased the odds of al substance
abstinence by 200 and 138 percent, respectively.

# Asamain effect, hours per month in group and individua counsding had a significant
positive effect in the short-term resdential modality only. Educationa, vocationd and other
ancdillary services, the use of antianxiety and drug and acohol medications, and patient
matching aso had positive impacts on one or both forms of abstinence in short-term
resdentid Service Ddivery Units (SDUS), suggesting that greater treatment intensity may
pay off in that modality.

# One difference between the two endpoints is the significance and strength of socid and
family services in non-methadone outpatient and correctiond facilities moddities. This
component is sgnificant and postive in adl-substance abstinence but not in treatment
substance abstinence.
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Severd interactions between client-leve factors and dose components were observed, including the
fallowing:

# Sgnificant interactions were observed between hours in group or individua counsding with
the percent of needed socid/family services received and the percent of needed
employment/educationd servicesreceived. Generdly, the interactions with these two
indices tended to atenuate the effects of hours per month in group or individua counseling,
in that the interaction terms are pogitive when the effect of hours per month is negative
(methadone, long-term residential) and negative when hours per month the effect of hours
per month is pogitive (short-term residentia).

# While women were significantly more likely to be abstinent in most modadlities, the positive
effects of hours per month in counsdling, substance and acohol medications, percent of
needed services received, and trestment plans appeared to differentidly benefit men. This
suggests that providers may need to offer more tailored gpproaches to these services so
that women benefit as well.

# Treament completion interacts with length of stay (non-methadone outpeatient) and
AA/NA/CA attendance during treatment (non-methadone outpatient and short-term
resdentid). In the case of meeting attendance in the non-methadone outpatient moddity,
the main effect was not sgnificant while the interaction was postive, suggesting that in this
modality attendance a meetings may be more beneficiad among dlients who complete
trestment. Thismay reflect the fact that meeting attendance and trestment completion are
both manifestations of asingle, unmeasured factor such as motivation, which in turn may be
most likely to affect outcomes in the relatively ungtructured environment of outpatient
treatment.

Compared to the background varigbles done, the incluson of trestment components significantly improved
the logigtic regresson modd s for non-methadone outpatient and short-term residential modalities both for
outcomes and for Methadone for treatment substance abstinence. Improvement for the long-term
resdentia modality was margina p=.054 for trestment substance abstinent and p=.095 for dl substance
abstinent) and not significant for the correctional modality. Using the background models as the base,
adding the treatment components increased the estimated variance

accounted for by 1-2 percent in correctiona modadlities and 3-8 percent in the other modalities.

The following limitations should be congdered in interpreting these results.

# Components of dose in some ingtances are not dways definitive. Some questionnaire items
are ambiguous, and refining the components will require continued work.
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# Inferences from non-experimenta data are inherently vulnerable to selection bias. As
described in the report, the hierarchica set gpproach in which variance common to
background factors and dose componentsis “credited” to background factors offers some
measure of protection againgt the misinterpretation of selection bias as trestment effects, but
only to the extent that the selection bias is captured by the background factors that were
measured and included in the models.

# Perhapsthe most significant limitation is the inability to place the SDU episodein the
context of the client’s treetment continuum and the corresponding implications for
interpreting dose. For example, because questions about services received were usualy
restricted to the dates of NTIES entry and treatment completion, there was no way to
obtain information about phases of trestment obtained just before entering NTIES, and
informeation about phases of treatment within the NTIES episode was not congstently
reported.

4. IMPLICATIONS FOR RESEARCH, POLICY, AND PRACTICE

Thefollowing isalist of research areas that could productively be investigaied with NTIES
datax

# Thedfect of the aftercare component through the use of the follow-up insrument to
investigate and quantify post-trestment services

# Theeffect of different urinayss regimens during trestment

# Theimpact of assessment at intake, with emphasis on the interplay between assessment
activities a intake and the use of trestment plans and client matching

# Theextent and impact of dlients receiving services they did not need and would not benefit
from

# Whether dternate conceptudizations of treatment components yielded similar results; such
afinding would increase confidence in the results reported here.

Implications for policy and practice that can be drawn from these results are:

# The podtive relationships with hours per month in group and individua counsding, the
percentage of needed educational and vocationa counsdling received, and substance and
acohol medications suggest that greeter treatment intengity in short-term residentid SDUs
can improve trestment outcomes.
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# Longer lengths of stay may enhance treatment outcomes in non-methadone outpatient and
long-term residentia modalities, even when patients do not complete treatment.

# Clientswho see and participate in the development of their trestment plans can potentidly
enhance trestment outcomes with little cost or risk. We found little
evidence that it was generdly helpful or that it diverted resources from other trestment
drategies, and little evidence that it was generdly helpful in al moddities.

# Matching clients to counselors or key providers appears to improve trestment outcomesin
methadone maintenance and correctiond modalities but not in long-term residentia
fadlities

# The apparent effectiveness of treatment components like counsdling hours per month,
employment and vocationa services, and substance and acohol medications vary
consderably by moddity. This suggests that modality should be taken into account before
recommending implementation or expansion of these components.
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|. INTRODUCTION
1. STATEMENT OF THE PROBLEM

How different amounts and components of treatment affect substance and acohol abuse
trestment outcomes is fundamentally important to evaluating current trestment practices and improving
trestment in the future. Additiondly, understanding the interaction between client severity, client
characterigtics, and treatment components can point to more effective treatment strategies. However,
understanding relationships between treatment components and outcomesis complicated by a number
of factors: 1) different populations respond to different trestment components, 2) it is difficult to tease
out the effects of specific componentsin a comprehensive trestment environment without experimental
designs that isolate those components, and correspondingly, 3) it is difficult to control for client self-
selection into trestment sarvices! Y et the relationship between trestment components and outcomesis
something that the treatment field must understand better. The downstream implications for the
trestment communities (e.g., practice guidelines), the behaviord hedth care industry (e.g., managed
care organization coverage of substance abuse trestment), and of course the clients (more cost-
effective trestments and increased quality of life) are enormous.

2. THE PRESENT STUDY

The Nationa Trestment Improvement Evaduation Study (NTIES) provides an excdlent vehicle
for examining these issuesin naturdigtic treatment settings. The NTIES survey (described in Appendix
A) was a 5-year longitudina study of the impact of substance abuse treatment on atotal of 5,388
clients purposively sampled from public substance abuse treetment programs (service ddlivery units or
SDUs) that were funded by the Center for Substance Abuse Treatment (CSAT). Data were collected
from five SDU modalities: methadone maintenance, non-methadone outpatient, short-term resdentid,
long-term residentia, and correctiond.

The present study uses amultilevel random-effects anadysis to model the effect of treatment
components on dichotomous outcome measures—abstinent a follow-up from a

! For example, it is possible to show no relationship, or even inverse relationships, between intensity of services and
outcomes (Orwin et al., 1994). The “worse-off” clients can require the most services, yet because they are worse
off initially, their prognosisis poorer. Hence the need for case-mix adjustment as a means of controlling for client
severity.
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substance for which the client sought treatment and abstinent from al substances? Components were
drawn from itemsin the data set that pertain to prominent issues in substance and acohol trestment
literature. The primary god of this andyss was to evaduate measures that are meaningful and usablein
thefield, not just to identify a closely rdated set of variablesin the NTIES data set. It sought to
understand the response by NTIES clients to components of substance and dcohal trestment defined in
ways that have externd gpplicability and that are immediately available to care providers.

3. STUDY QUESTIONS
The present study addresses the following specific questions:

# What treatment components appear to improve outcomes, and how do these relationships
vary by moddlity?

# What interactions occur between client-leve factors and treatment components?
# How much do the trestment components improve prediction of good outcomes?

# What are theimplications for future research, policy, and practice?

2 Operational definitions of abstinence and other terms are described in Chapter |, Methods. General terms regarding
NTIES are defined in Appendix A.
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[I. METHODS

This section describes the sample, outcome measures, background and treatment components,
and the statistical techniques used in the andyss.

1 DESCRIPTION OF THE SAMPLE FOR ANALYSIS

The NTIES data set contained 4,411 clients with intake and follow-up data with treatment
outcomes. However, only 3,681 of this number aso had exit questionnaires, and only 61 of the 71
SDUs from which the 4,411 clients were drawvn had Basdline Adminidrative Forms (NBAR), a sdf-
administered questionnaire typicaly completed by the SDU director.

Thisandyss drew from all sources within the NTIES data set, and as aresult was based on a
subset of 3,085 dients with follow-up for whom dl the necessary information was available. A totd of
3,085 clients were used, after excluding 451 clients from SDUs with no NBAR information, 730 clients
without an exit questionnaire, and 145 dlients with unknown information on the variablesincluded in
find models. Generdly, variables with 30 percent missing data were excluded from andysis, but this
was not dways possible when severd variables describing rdatively rare events and presenting
ambiguous missing codes were combined for analysis (see Appendix C for additiond details).

2. OUTCOME MEASURES

Two outcome measures were defined: “Trestment Substance Abstinent” defined a postive
outcome as being abstinent at follow-up from any of the substances for which the client presented,
while“All Substance Abgtinent,” was more redtrictive, requiring the client to be abstinent from all
substances a follow-up. By “substance,” we included al substances plus acohol (but not tobacco).

So, for example, treatment substance abstinence would treat a client who gave up heroin for cocaine as
a positive outcome, despite research indicating that addicts may try to modulate mood with cocaine or
other substances when they can no longer do so with heroin (CSAT, 1993). Inthe NTIES data,
however, subgtitution of a more serious substance was rare, and substitution of a comparable substance
rdaively uncommon.® In most cases, therefore, treatment substance abstinence represented harm

3 Ten clients who presented for crack reported using heroin at follow-up but not crack, and 4 who presented for
alcohol or marijuanareported using crack, cocaine, or other substances at follow-up but not alcohol or marijuana.
Additionally, 53 clients reported using crack after treatment for cocaine, and 15 used cocaine after treatment for
crack.
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reduction. For both outcome variables, as specified in the origina survey (NORC, 1997), “ dbstinent”
was defined as trying the substance fewer than five times during the year-long follow-up period.

Of the 3,085 clients used in this andysis, 1,411 (46%) were “ Treatment Substance Abgtinent”

and 972 (32%) were “All Substance Abstinent.” Exhibit 11-1 presents trestment outcomes by modality.

EXHIBIT -1
TREATMENT OUTCOMESBY MODALITY
NON-
METHADONE | SHORT-TERM | LONG-TERM CORRECTIONAL
METHADONE | OUTPATIENT | RESIDENTIAL | RESIDENTIAL FACILITIES TOTALS
(n=295) (n=927) (n=678) (n=575) (n=610) (n=3,085)
Treatment
Substanc 90 (31%) 432 (47%) 288 (42%) 283 (49%) 318 (52%) 1411
e (46%)
Abstinent
All
o72
Substanc 47 (16%) 308 (35%) 189 (28%) 214 (37%) 194 (32%)
e (32%)
Abstinent

3. BACKGROUND VARIABLES

Trestments may vary in their gpplicability to different subgroups. Generaly, analyses can treet
these groups as specid cases and anadyze them separately, but this can greatly reduce the statistical power
of the models as cdlls are repeatedly subdivided. Preliminary modeling indicated that Stratification beyond
the five modalities would adversely affect Satistical power. Asaresult, age, gender and pregnancy status,
education, race, and ethnicity were included in modding as background variables and are listed in Exhibit
[1-2. Additiondly, dlients primary substance, trestment completion status, prior trestment, medical and
mental conditions, and lega pressures were aso included as background variables, consstent with the
origind analyss (NORC, 1997).
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EXHIBIT I1-2

BACKGROUND VARIABLESUSED IN LOGISTIC REGRESSION MODELS

BACKGROUND VARIABLES

Description

Data Sour ce(s):

Age

Race/Ethnicity

Race/Ethnicity

Race (R44 - NRIQ)

Hispanic Hispanic Origin (R43 - NRIQ)
Languages Spoken (R47 - NRIQ)
Language Preferred (R50 - NRIQ)
Gender

Gender (R29 - NRIQ)

Pregnancy Status

Pregnant at Intake (R470)

Y ears of Education

Highest Grade Attended (R58 - NRIQ)

Prior Treatment Episode

Prior Alcohol Treatment (R255 - NRIQ)
Prior Drug Treatment (R256 - NRIQ)

Treatment Completion

Analysisfile (TXCOMPL)

Legal Pressureto Seek Treatment

Drug Treatment Recommended by CJS (R373 - NRIQ)

Comorbid Medical Conditions

Medical Conditions (R427 - NRIQ)

Client Diagnosed with AIDS (R428 - NRIQ)

Client Has Other Health Problems (R429 - NRIQ)

No. of Nightsin Hospital (R454A1 - NRIQ)

No. of Visitsto ER (R454A2 - NRIQ)

No. of Visitsto Doctor’s Office/Clinic (R454A3 - NRIQ)
Was Drug/Alcohol Reason for Visits (R456A1-A3 - NRIQ)

Comorbid Mental Health Conditions

Panic Disorder (R289 & R294 - NRIQ)
Depression (R297 & R298 - NRIQ)

Suicidal Tendencies (R302, R303, R306, R307)
Hallucinations (R309)

ADDH (R313A1-A3)

In Treatment for Heroin

(R113M9 - NRIQ)

In Treatment for Cocaine

(R113M4 - NRIQ)

In Treatment for Alcohol

(R113M12 - NRIQ)
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4, TREATMENT COMPONENTS

The following describes each component of trestment used in the mode!.

4.1  Length of Stay in Treatment

Totd length of stay in trestment has shown a positive relationship with post-trestment outcomes
(De Leon, 1991; Etheridge, Craddock, Dunteman, & Hubbard, 1995; Hser, Anglin, & Liu, 1991;
McKusker, Stoddard, Frost, & Zorn 1996; Tims, Horton, Fletcher, & Price, 1992). This component
was defined as the length (in days) of the patient’ s treatment episode.

4.2  Individual and Group Counsding (HoursPer Month)

Tota time spent in individud, group, and family counseling, and totd time spent in classrooms
was investigated as a trestment component. Numerous studies discuss the effect of counsgling on
outcome (e.g., Brochu, Landry, Bergeron, & Chiocchio, 1997; Daley, Sdlourn, Zuckoff, Kinisci, &
Thase, 1998; McLélan et d., 1994; Ouimette, Ahrens, Moos, and Finney, 1998), and it is an aspect
of treatment thet is rdaively easy to quantify. Totd time normally spent in counsding sessonsis
reported by trestment staff in administrative questionnaires. Time spent in counsdling is reported for
individua clients by staff membersin a patient abstract questionnaire and by cdlients themsdvesin exit
questionnaires. To include the largest number of clientsin the andys's, a variable was constructed using
al available information, using first the saf-reported data, then the data reported about the client by
gaff, and then the adminigrative information.

4.3 General Measures of Substance and Alcohol, M edical, and Mental Health Treatment

Two variables depicting genera substance and acohol treatment were defined from the client-
reported exit questionnaire. These were: 1) whether clients reported going to Cocaine Anonymous
(CA), Narcatics Anonymous (NA), or Alcoholics Anonymous (AA) during trestment, and 2) whether
clients reported they took prescribed substance and a cohol medications during treatment.

Three other variables identified clients who received HIV and TB testing, necessary medica
care, and menta hedth care. Clients were deemed to have received treatment for medica conditions if

J\CSAT\NEDS\Components\TX COMPON.WPD NEDS, Page 6
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they reported that they received any kind of medical services* Treatment for menta hedlth conditions
was based upon the client’s saif report at exit of “counseling or treatment for problems with your
emotions, nerves, or menta hedth.”

4.4  Ancillary and Supportive Services

The amount and quality of treatment services has been shown to predict outcomes (APA,
1995). In addition to group and individua counsding, services focusing on interpersond kills, family
counseling, child care, and parenting skills are provided in dl modalities depending upon client need.
Two indices were congtructed to handle important ancillary services that SDUs offer but that may not
aways be needed by dl clients. Generdly, whether a client received a service was taken from sdf-
reported information in the exit questionnaire, and whether the service was needed by the client was
determined using the client’s Sated priorities at intake. Thefirst index was defined to address socid
and family needs. family counsdling, interpersond skills counseling, parenting counsdling, and child care.
A proportion was derived using as the denominator the number of four kinds of family servicesthat had
been met or were reportedly needed at intake. The numerator was defined as the actua number of
sarvicesreceived. The four kinds of family services are as follows. Clients were asked at exit if they
received:

# Individud, group, or family counsdling for family problems (it was deemed needed if a&
index he/she stated that counsdling for abuse or help with other family problems was very
important to him/her)

# Héep with interpersond skills (it was deemed needed if he/she stated at intake that help
getting aong with people was very important to hinvher)

# Counsding or classes for child rearing (it was deemed needed if a intake he/she stated that
training about raising children is very important to himvher)

# Child care or money for child care (it was deemed needed if a intake h/she stated he/she
has difficulty getting child care).

For example, if aclient reported at intake that child care and interpersond skills were very important,
but received only child care services, an index of 0.5 or 50 percent was caculated. If the same client

4 The condition or injury that required medical attention was not identified, but clients with pre-existing medical
conditions were identified with one of the background variables.
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aso received classes for child care, child care would be added to both the numerator and the
denominator for an index of 66 percent, since it was assumed that services received were needed.®
The second index is based upon vocationd, educationd, legd, housing and transportation services, and
assgtance in securing financid benefits. It was congtructed in the same fashion from the following six
eements. Clientswere asked a exit if they received:

# Hep with educationad services (it was deemed needed if at intake the dient had less than a
high school education)

# Hep with employment skills (it was deemed needed if a intake the client stated that
employment counsding was very important to hinvher)

# Hep withhousing (it was deemed needed if at intake the client Sated that help with housing
was very important to him/her)

# Hep with legd problems (it was deemed important if a intake the client was on probation,
parole, work release, or had been recently released)

# Hep to get benefits from the government (it was deemed needed if at intake the dlient
dated that hep financia problems was very important to hinvher)

# Hep with trangportation (it was deemed needed if at intake the client stated that he/she
thought trangportation problems might make it hard for himvher to get trestment).

45  Matching

Matching has been described as the process of individualizing trestment resources to patient
needs and preferences (CSAT, 1995). It has aso been described as a placement criteriafor selecting
which trestment setting and intengity is gppropriate, as described in the American Society of Addiction
Medicine placement criteria (CSAT, 1994). Within the NTIES data s&t, client-treatment matching is
addressed only in the adminigtrative questionnaire, in which staff members described their program.
Moreover, the questionnaire only asks whether the program matches al, most, or some clients, and it
does not digtinguish which clients are matched. For this andyss, a client was deemed to have
benefitted from the practice of matching if the SDU reported that it matched dl or most clients.

5 Potential problems with this assumption are addressed in the limitations section.
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4.6 Treatment Plans

A formaized trestment plan is required by Federd methadone regulations, the Joint
Commission on the Accreditation of Hedthcare Organizations (JCAHO), and the Commission on the
Accreditation of Rehabilitation Facilities (CARF) (CSAT, 1994).

Clients were asked whether they saw “atreatment plan or alist of treatment gods’ in the exit
questionnaire. It describes a trestment plan as something that “ can include things such as getting off
substances, not using acohol, improving your hedlth, or getting ajob,” and does not present it asa
formaly developed, written document. However, it serves as an indication of the priority placed on
treatment planning throughout the client’ s care and was included as a dichotomous treatment
component.®

4.7  Average Weekly Methadone

Average weekly methadone dosage was used as a trestment component for the methadone
modality only. Methadone dosage is recorded in the NTIES data set with date and daily dose in
milligrams. The manner in which the information was filled out depended upon the length of time the
client was in trestment, so that a client’s dose might be recorded every day,
week, or month. Average dosage at any given point in time was extrapolated from these
“benchmarks.”’

4.8 Other Medications

Two generd categories of substances—anagesics and antianxiety medications—were defined
dichotomous trestment components based upon the staff-reported information in the client abstract.®

5 Questions about treatment plans also appear in the administrative questionnaire, however their wording makes it
difficult to distinguish nonresponses from responses intended to be negative, and whether or not informal
treatment planning isincluded.

" Methadone maintenance often begins with a dose adjustment. The “ State Methadone Treatment Guidelines”
(CSAT, 1993) statesthat “an initial (methadone) dose of 20-30 mg is usually safe” to relieve withdrawal . Dose
changes to reach the tolerance threshold were ignored in favor of the level reached for long-term maintenance,
which was assumed to begin in the fourth week of treatment.

8 The use of other prescribed medications was too incompletely reported to be used.
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5. STATISTICAL ANALYSIS

5.1  Descriptionsof Treatment Component Distributions

Descriptive gtatistics were computed on dl trestment components by modaity and by SDU
within modaity. Moddity means were tabled, and the distributions of SDU means by modality were
plotted and described.

52  Logistic Regression Models

The impact of trestment components was eva uated using logistic regression. Adjusted odds
ratios (P/1-P) received treatment component / (P/1-P) did not receive treatment component WeYE CalCUlated by exponentiating
each coefficient from the find modd. Modd fit and comparisons between modd s with and without
trestment components were eva uated with two “goodness of fit” measures. Modd improvement was
evauated using the differencein the -2 log likelihood of each modd, and estimates of the tota variance
accounted for by each model before and after treatment components also were examined (Hosmer &
Lemeshaw, 1989).

To account for clustering within each service provider, logigtic regresson modeling used
restricted maximum likelihood estimation and the SAS macro GLINMIX. Within each separate model
for each modality, SDU was included as a random error term, and treatment components measured at
the individud level were treated as fixed effects

Firg-order interactions among al trestment components and between trestment components
and sdlected background variables (age, gender, race/ethnicity, and treatment completion) were
examined one a atime and initiadly included in the modelsif their p vdue was 0.10 or less. Some
interaction terms no longer met the p<0.10 criteria after other interaction terms were included and were
removed. Since no specific interactions were predicted a priori, and the examination of alarge number
of possible interactions potentidly capitaizes on chance, these analyses should be viewed as Srictly
exploratory.
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[1l. RESULTS

This section presents the results of the study andyses. The sections include distributions of the
trestment components and their contribution to the logigtic regresson models.

1 DISTRIBUTIONS OF TREATMENT COMPONENTS

Exhibit 111-1 presents, for each modality, the means of continuous treatment components such as
length of stay and hours per month of counsdling, means of percent needed services received, and
percentage of clients meeting criteria of categoricd trestment components. The distribution of SDU means
within each modality for the various components gppear in Appendix B.

As expected, mean length of stay was highest in the methadone SDUs, where clients could
often remain in maintenance indefinitely. Non-methadone outpatient and long-term resdentia were the
next longest (127 and 107 days, respectively). Short-term residential and correctiond facilities were
the shortest (50 and 70 days, respectively) and aso had the least variability across SDUs (see
Appendix B, Exhibit B-1). On the other hand, short-term residentid and correctiond facilities clients
had the highest mean hours per month of counseling with their principa provider (17.0 and 17.6,
respectively) aswell asthe most variability across SDUs (see
Appendix B, Exhibit B-2), while methadone clients had the lowest means (5.1) with little varigbility
across SDUs. In addition, short-term residentia, long-term residential, and correctiond facilities clients
were the mogt likely to attend AA, NA, or CA mestings (on average), while methadone and non-
methadone outpatient clients were the least likely. On balance, then, there appearsto be an inverse
relationship across modadities between trestment duration and treatment intensity. Within-modaity
variability on meeting atendance was subgtantia in dl modalities, however, with SDU mean
percentages ranging from O to 100 in non-methadone outpatient and long-term residential, and 3 to 100
in short-term residentia (Appendix B, Exhibit B-3). Save for one short-term residentia ouitlier, only
methadone SDUS provided high percentages of clients with medications to treat their substance abuse
problem (Appendix B, Exhibit B-4).

The percent of clients who needed medicd trestment and received it was highest in the two
residentid modalities (83 and 73 percent in short- term and long-term, respectively). The highest
variability across SDUs within modadity was in non-methadone outpatient programs, where means
ranged from O to 100 percent (Appendix B, Exhibit B-5). Variability aso was high in the methadone
and long-term resdential moddities. The percent of clients who needed mental hedlth trestment and
received it dso was highest in the two resdentia modalities (32 and
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ExHIBITIII-1

TREATMENT COMPONENTSBY MODALITY

Mean Length of Stay
(days)

METHADONE

302

NON-

METHADONE
OUTPATIENT

127

SHORT-TERM
RESIDENTIAL

50

LONG-TERM
RESIDENTIAL

107

CORRECTIONAL
FACILITIES

70

Mean Individual and
Group Counseling
(hours per month)

51

115

17.0

11

17.6

Attended AA, NA, or
CA Counseling

38%

60%

78%

94%

89%

Received Substance
and Alcohol
Medications

90%

5%

9%

3%

<1%

Received TX for
Medical Conditions

44%

46%

83%

73%

67%

Received TX for
Mental Health
Conditions

17%

23%

32%

31%

25%

Received HIV and TB
Testing

82%

28%

25%

42%

28%

Mean % Received of
Interpersonal, Family,
Child Care, and
Parenting Needs

28%

35%

47%

59%

47%

Mean % Received of
Educational, Legal,

Vocational, Transp.
and Housing Needs

22%

34%

27%

58%

38%

SDU Matches All or
Most Clients

90%

62%

74%

58%

27%

Client Saw His/Her
Treatment Plan

82%

74%

75%

80%

83%

Client Given
Analgesics

2%

2%

19%

12%

8%

Client Given Anti-
anxiety Medications

1%

2%

3%

1%

1%
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31 percent in short-term and long-term, respectively). However, there was high variability across long-
term resdentid SDUs on this dimension, with means ranging from 7 to 100 percent (Appendix B,
Exhibit B-6). Variability aso was dso high across non-methadone outpatient SDU means (0 to 67
percent). Clientsin methadone clinics were two to three times as likdly to recelve diagnostic HIV or
TB tegting than any other moddlity, while non-methadone outpatient and long-term residentid facilities
had the highest variahility across SDUs (Appendix B, Exhibit B-7).

On the family counsdling, interpersond, parenting, and child care services index as well asthe
high school, vocationd, legd, financid, housing, and trangportation services index, long-term resdentia
clients received the most services (mean scores of 59 and 58 percent, respectively) while methadone
clients recelved the least (28 and 22 percent). Thisis consastent with expectations from the literature
that long-term residentid care affords the best opportunity for providing ancillary or “wraparound”
sarvices once dients are in recovery, while outpatient methadone clinics (which primarily exist to
provide methadone) tend to focus on these. In dl moddlities other than methadone, the variability
across SDUs was higher on the firgt index than the second (See Appendix B, Exhibits B-8 and B-9).

Methadone SDUs were the most likely to use patient matching as part of treatment (Exhibit 111-
1), while correctiond facilities were the least likely to use matching. Mean differences between
modalities on “patient saw treatment plan” were smdl (only 8 percentage points separated the highest
from the lowest), dthough variahility across SDUs within moddity differed subgtantialy. Meansin non-
methadone outpatient SDUs ranged from 0 to 100 percent, compared to 64 to 91 percent in
methadone SDUs (Appendix B, Exhibit B-10).

2. CONTRIBUTION OF TREATMENT COMPONENTSTO LOGISTIC
REGRESSION MODELS

Over and above the client background variables, adding the trestment components sgnificantly
improved the modds in non-methadone outpatient and short-term residential modalities for both
outcomes and for methadone maintenance for substance trestment abstinence. Improvement was
margind for the long-term residential modality, with a p value of .054 for trestment substance
abstinence and .095 for al substance abstinence. Including treatment components did not improve the
modes for correctiond facilities.

Exhibits 111-2 and 111-3 present odds ratios of the trestment components for analyses of
treatment substance abstinence and al substance abstinence, respectively. The interactions included for

J\CSAT\NEDS\Components\TX COMPON.WPD NEDS, Page 13



Results

each modadlity appear under the variables from which they were constructed; for example, an interaction
term caculated as the product of hours per month in counsdling and percent of socid/family counsdling
needs met gppears twice in the exhibits under each treatment component. Exhibit 111-4 presents
estimates of the explained variance (pseudo R?) for background mode s and improvement due to the
treatment components and interactions.

ExHIBIT II1-2
TREATMENT COMPONENTSAND MULTIVARIATE ODDS RATIOSOF
TREATMENT SUBSTANCE ABSTINENCE
NON-
METHADONE SHORT TERM LONG-TERM CORRECTIONAL
COMPONENT METHADONE OUTPATIENT RESIDENTIAL RESIDENTIAL FACILITIES
Length of Stay 1.002 1.004** 1.000 1.003* 1.001
With Treatment Completion - 0.995* - - -
Hours/mo in Group/Indiv 0.901» 0.996 1.044** 0.933* 1.009
With %Met: Social/Family 1.002n - - 1.001* -
With %Met: Empl/Educ/Leg/Hsng - - 0.999* 1.001* -
With Female Gender - - - 0.924** -
Attended AA, NA, or CA 0.717 1.071 0.857 1671 1.520
With Treatment Completion - 2.908** 0.269* - -
Received Substance and Alc Meds 0.565 0.554 2.422* 0.737 0.759
With Female Gender - - 0.048** - -
Medical Treatment 1.333 1.096 0.743 1.095 0.884
With Analgesics - - - 3.481" -
Mental Health Treatment 0.645 0.760 0.860 0.941 0.845
HIV and TB testing 0.659 0.844 0.743 0.572** 1.140
%Met: Social/Family 1.001 1.002 1.001 0.993 1.002
With Hours/mo in Group/Indiv 1.002n - - 1.001** -
With Female Gender 0.980* - - - -
%Met: Empl/Educ/Leg/Hsng 0.985* 0.997 1.018* 0.995 0.997
With Hours/mo in Group/Indiv - - 0.999* 1.001* -
SDU Matches All or Most Pts 8.521* 0.861 1.929" 0.469** 3.980**
Saw Treatment Plan 3.052* 1.097 1.674" 1.126 1.637"
With Female Gender - - 0.430" - -
Received Analgesics 2.032 2.835 0.751 0.216* 0.902
With Medical Treatment - - - 3.481" -
Received Antianxiety Meds 0.639 0.199* 3.692* 1.170 8.537
Avg. Methzﬂone Qose ¥003 - - - -
Interaction terms shown initalics.
A p<0.10.
* p<0.05.
**p<0.01.
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ExHiBIT I11-3

ALL SUBSTANCE ABSTINENCE

TREATMENT COMPONENTS AND MULTIVARIATE ODDS RATIOS OF

COMPONENT

METHADONE

NON-
METHADONE

OUTPATIENT

SHORT-TERM
RESIDENTIAL

LONG-TERM
RESIDENTIAL

CORRECTIONAL
FACILITIES

Length of Stay 1.001 1.005** 0.999 1.004* 1.002
With Treatment Completion - 0.994** - - -

Hours/mo in Group/Indiv 0.793* 0.989 1.046** 0.988 1.012
With %Met: Social/Family 1.003* - - 1.000 -
With %Met: - - 0.999* 1.000 -
Empl/Educ/Leg/Hsng - - - 0.955" -
With Female Gender

Attended AA, NA, or CA 0.963 1.133 0.912 1572 1.323
With Treatment Completion - 2.933** 0.236* - -

Received Substance and Alc 0.344 0.778 2.324" 0.890 1.665

Meds - - 0.056** - -
With Female Gender

Medical Treatment 1.100 1.057 1221 0.813 0.966
With Analgesics - - - 3.537 -

Mental Health Treatment 0.507 0.749 0.780 0.999 0.928

HIV and TB testing 0.953 0.732 0.591* 0.773 1.151

%M et: Social/Family 0.999 1.006** 1.001 1.007 1.006*
With Hours/moin 1.003* - 0.999* 1.000 -
Group/Indiv 0.990 - - 0.955 -
With Female Gender

%M et: Empl/Educ/Leg/Hsng 0.986 1.000 1.023** 1.002 0.997
With Hours/mo in - - - 1.000 -
Group/Indiv

SDU Matches All or Most Pts 19.94* 0.900 1.483 0.507 3.215*

Saw Treatment Plan 3.062 1211 2.444* 1.023 1.323
With Female Gender - - 0.228** - -

Received Analgesics 1.927 1.241 0.834 0.204* 0.695
With Medical Treatment - - - 3.537 -

Received Antianxiety Meds - 0.118" 4.479* 0.553 8.640*

Avg._Methadone Dose 0.999 - - - -

Interaction terms shown initalics.

IModel for Methadone Maintenance modality did not meet convergence criteria.

A p<0.10.
* p<0.05.
** <001,

J\CSAT\NEDS\Components\TX COM PON.WPD

NEDS, Page 15



Results

ExHIBIT II1-4
PERCENT OF VARIANCE EXPLAINED BY BACKGROUND AND
BACKGROUND + TREATMENT LOGISTIC REGRESSION MODELS

METHADONE OUTPATIENT RESIDENTIAL RESIDENTIAL FACILITIES

Treatment
Substance
Abstinence 8.7 11.8 8.4 7.9 12.1
Background R?
Background+Tre

16.1 14.7 12.9 11.6 134
atment R?

All Substance
Abstinence NA 5.3 49 8.6 4.0
Background R?

Background+Tre
5 NA 9.9 11.3 12.2 5.6
atment R

Below, we describe the effects separately by moddlity.

2.1 M ethadone

For the methadone modality, SDU matching was sgnificant and positive with high odds ratios
for both outcomes (see Exhibits [11-2 and 111-3). Seeing the treatment plan was positive and significant
at a0.05 leve for treatment substance abstinence and positive but not significant for dl substance
abgtinence. Hours per month in group and individua counseling was negative for both outcomes but
only significant for al substance abstinence (the p vaue for trestment substance abstinence was
0.0525). The percentage of needed family and interpersona services received was not significant by
itsdlf, but the interaction between this component and counsdling hours was significant and pogtivein al
substance abgtinence, tending to mitigete the negative effect of counsding when thereisahigh
percentage of satisfied socid and family counseling needs.

The percentage of needed educationa and other ancillary services received was significantly
and negatively associated with treatment substance abstinence. This negative finding may suggest that
these services compete with other prioritiesin amore medicdly intensive environment. As suggested in
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Exhibit 111-3, such services may not be priorities in a methadone setting. Average methadone dose,
gpplicable to this moddity only, was not useful in predicting outcome. The average methadone dose for
these clients, leaving out the effect of dose cdibration in the firat 2-3 weeks, is45-50 mg. Thisisin the
low range of what currently is regarded as effective (CSAT, 1993), and the variation in these datais
somewhat limited.

2.2 Non-Methadone Outpatient

For the non-methadone outpatient moddity, length of stay is positively and sgnificantly
associated with abstinence (both outcomes). Thisfinding is mitigated by an interaction with trestment
completion, however, which counters the effect of length of stay when clients complete treatmen.
Completion of trestment in along-term outpatient setting may not mean the same thing asit doesin
other modalities. Trestment completion for this moddity is positive (OR=1.7, p=.09 for trestment
substance abstinence and OR=2. 1, p<.05 for al substance abstinence), and it isimportant to
remember that the negative interaction effect of 0.994-0.995 only mitigates the other positive effects,
suggesting that the combined effect is not Smply additive. An interaction with treatment completion dso
was observed with AA, NA, or CA attendance during treetment, and athough the main effect is not
ggnificant, it suggests that in this modality attendance at AA,

NA, or CA meetings may be more beneficia among clients who complete trestment. The percentage
of needed socid and family services received is Sgnificant (p<.05) and postive for dl substance
abstinence but not for treatment substance abstinence, which implies that family and interpersona
supports may be mogt effective in achieving complete abstinence. Recalving anti-anxiety medicationsis
negeatively associated with both outcomes (at a sgnificant level of .05 for trestment substance
abstinence 0. 10 for al substance abstinence), possibly because of tolerance issues that emerge in long-
term, outpatient settings or because clients who needed such agents were among the most difficult to
treat. (Recal from Exhibit I11-1 that very few non-methadone outpatient clients reportedly received
these medications.)

2.3 Short-Term Residential

Short-term resdential modalities show pogtive, Sgnificant associations for both outcomes with
hours per month in counsdling and percentage of educationd, vocational, and other ancillary services
received, dthough an interaction between the two dightly reduces their combined effect. Short-term
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resdentid dso isthe only moddity that presents positive and significant effects for substance and
acohol medications, athough for al substance abstinence, thisis only sgnificant a 0.10. Receiving
anti-anxiety medications a'so was postive and sgnificant. Whether clients saw their trestment plans
was sgnificantly postive for both outcomes (increasing the odds of success by 67 and 144 percent on
treatment and al substance abstinence, respectively). SDU matching was positive but sgnificant only at
0. 10 and only for treatment substance abstinence, where matching increased the odds of success by 93
percent). One puzzling finding is the negative interaction between AA, NA, and CA attendance and
treatment completion. Thisisin contrast to non-methadone outpatient SDUs where treatment
completion in combination with AA, NA, and CA increases the odds for abstinence. Generdly, those
trestment components that are sgnificant and positive for this moddity imply better outcomes with more
intengve treetment: more hours per month in group and individua counsdling, more substance and
acohol medications, more ancillary services, and anti-anxiety medications. One complication to this
pictureis the interaction of gender with substance and acohol medications and with treatment plans
which suggests that men may have benefitted more from these medications and from seeing their
treatment plans. Note that the odds ratiosin Exhibits 111-2 and 111-3 are coded to describe women,

and that the inverse describes the likelihood for men. Women account for 33 percent of clientsin
short-term residentid facilities, and overal show agreater likelihood of abstinence (OR=3.3, p<.001in
both outcomes).

24  Long-Term Resdential

Long-term resdential modalities show positive and sgnificant associations with length of stay
for both outcomes. Thisis the only modality in which SDU maiching is sgnificantly negative (0.10 for
al subgstance abstinent), but that may reflect differences in the way matching is accomplished and the
purposss it servesin along-term setting. Thisalso isthe only moddity with a Sgnificant and negetive
result for HIV and TB testing (trestment substance abstinence). Interactions were found for trestment
substance abstinence between hours per month in group and individua counsdling and the percentages
of needed services (socid/family and empl/educ/leg/hsng) that were received. For trestment substance
abstinence, hours per month in
abstinence and hours per month in counsding is sgnificantly and negatively associated with abstinence,
while high vaues both for hours in counseling and percentages of needed services that were recaived
counter the effect. An interaction (p=.09) was observed between receiving analgesics and receiving
medica treatment, suggesting that anagesics are associated with positive outcomes in combination with
medica trestment but negative without medica treatment.
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25 Correctional

Correctiond facilities moddities show positive and significant effects for SDU matching on both
outcomes (increasing the odds of abstinence by afactor of three), and for the percentage of needed
family and interpersona services met in al substance abstinence. Anti-anxiety medications show a
positive and significant effect for dl substance abstinence. No sgnificant interactions were uncovered
for this moddity.
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V. SUMMARY AND CONCLUSIONS

This section of the report provides answers to the questions posed in the Introduction. Also

presented are sections detailing the limitations that must be consdered in interpreting the results and
some implications for further analyss, policy, and practice.

1.

11

ANSWERSTO STUDY QUESTIONS

What treatment components appear to improve outcomes, and how do these
relationships vary by modality?

# Severd treatment components were shown to have significant effects on the odds of a
positive outcome both on trestment substance and al substance abstinence. Despite a
difference of 439 clients, the effects of trestment components on treatment substance
abstinence and on al substance abstinence are very similar.

# Length of stay shows a consgtently positive effect both on trestment substance and dl
substance abstinence, consistent with expectations from the literature. However, the effects
were gatisticaly sgnificant in the Non-methadone outpatient and Long-term residential
modalities only. In these moddlities, the odds ratios suggest that controlling for other
variables, increasing length of stay by 30 days can improve the odds of a successful
outcome by as much as 15 percent. The absence of length-of-dtay effectsin short-term
resdentid settings is understandable, given that these al tend to be standard 28-day
programs based on the chemica dependency mode.

# Whether clients reported seeing their treatment plan was aso consistently positive across all
modalities, though satisticaly sgnificant in only two. Seeing trestment plans Sgnificantly
increased the odds of dl-substance abstinence in Methadone modalities by 200 percent
(OR=3.052) and by 144 percent (OR=2.444) in short-term residential modalities.®

# Percent of needed interpersond and family services received was mostly positive across
outcomes and modalities but was significant only for al-substance abstinence.

# Asamain effect, hours per month in group and individua counsding had a significant
positive effect in the short-term residential modality only. Educationd, vocationd and other
ancillary services, the use of antianxiety and substance and acohol medications, and client

9 Ananalysis of treatment retention using this data set showed seeing the treatment plan to be the most consistent
predictor of program completion after controlling for other client and program factors (Orwin & Williams, 1999).
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matching also had positive impacts on one or both forms of abstinence in short-term
resdentids SDUs, suggesting that greater trestment intengity may pay off in that moddity.

# Other sgnificant findings varied grestly by direction and moddity. Methadone SDUs
showed positive and sgnificant associations with SDU matching. Non-methadone
outpatient SDUs showed positive effects of needed family, interpersond, parenting and
child care sarvices that were met. Long-term residential SDUs showed negative effects for
matching while correctional SDUs showed positive effects. As noted earlier, the negative
relaionship of matching in long-term residentid SDUs may reflect differences in the way
matching is accomplished and the purposesit servesin along-term setting. It aso may
mean that matching is more prevaent in SDUs serving more difficult clients

# One difference between the two endpoints is the significance and strength of socid and
family servicesin non-methadone outpatient and correctiond facilities moddities. This
component is sgnificant and postive in dl-substance abstinence but not in trestment-
Substance abstinence. Much of thisis due to poorer modd fit for short-term residentid and
correctiond facilities modadlities for al-substance abstinence, as shown in Exhibit 111-4.
However, it may aso suggest an investigation as to whether interpersona skills or family
supports are more effective for tota abstinence and more useful in reducing cross-addiction
and substance subgtitution.

1.2 What interactions occur between client-leve factors and treatment
components?

# Sgnificant interactions were observed between hours in group or individua counsding with
the percent of needed socid/family services received and the percent of needed
employment/educationd servicesreceived. Generdly, the interactions with these two
indices tend to mitigate the effects of hours per month in group or individua counsding, in
that the interaction terms are positive when the effect of hours per month is negetive
(methadone, long-term residentiadl) and negative when the effect of hours per month is
positive (short-term residentia). An additiond interaction (Sgnificant a p<.10) was found
between receiving analgesics and receiving medical care for the long-term resdentia
moddity.

# Background variables found to interact with treatment components were gender and
trestment completion. While women were sgnificantly more likely to be abstinent in most
modalities, the positive effects of hours per month in counsding, substance and acohol
medications, percent of needed services received, and trestment plans appeared to
differentidly benefit men. This suggests that providers may need to offer more tailored
approaches to these services so that women benefit as well. Studies indicate that women
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clients are more respongive to interventions aimed at salf-esteem, anxiety, and depression
(Bartholomew, Rowan-Sza, Chattam, & Simpson 1994), so that adjusting for women's
overd| rate of abstinence may have left aresdud group resgtant to more intensve
treatment or other kinds of treatments.

# Treament completion interacts with length of stay (non-methadone outpatient) and
AA/INA/CA attendance (non-methadone outpatient and short-term residentid). In the
case of meeting atendance in the non-methadone outpatient moddity, the main effect was
not sgnificant while the interaction was postive, suggesting that in this modality attendance
a meetings may be more beneficid among clients who complete trestment. This may
reflect the fact that meeting attendance and trestment completion are both manifestations of
asngle unmeasured factor such as motivation, which in turn may be mogt likely to affect
outcomes in the rdatively ungtructured environment of outpatient trestment. However, the
same interaction was negative in the short-term resdential modality, for reasons that are not
readily apparent. Asnoted in Chapter 11, Methods, no specific interactions were predicted
on the bagis of the literature, and caution should be exercised in interpreting them.

1.3  How much do thetreatment componentsimprove the prediction of outcomes?

Compared to the background variables done, theinclusion of treatment components
sgnificantly improved the logistic regresson modes for non-methadone outpatient and short-term
resdentia moddities for both outcomes and for methadone for trestment substance abstinence.
Improvement for the long-term residential modadlity was margina (p=.054 for trestment substance
abstinent and p=.095 for dl substance abstinent) and not sgnificant for the correctiond modality. Using
the background models as the base, adding the treatment components increased the estimated variance
accounted for by 1-2 percent in correctional modadlities and 3-8 percent in the other modalities.

2. LIMITATIONS

The following limitations should be considered in interpreting these results. Severa sengtivity
andyses were conducted to assess the potentid extent of the limitations on the findings, which are dso
described:
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# Insomeingtances, limitationsin the detal in NTIES questionnaires limited the specificity with
which trestment components could be defined. For example, reports by dientsin the exit
questionnaire did not distinguish group and individua counseling, so the two were combined.
Also, incomplete responses affected how a component was defined and developed. Severd
variables were included in modeling because of their treatment importance, but were defined as
sample yes/no dichotomies because no further details were available. For example, clients
reported going to Cocaine Anonymous (CA), Narcotics Anonymous (NA), or Alcoholics
Anonymous (AA) during treetment without distinguishing between the three or reporting the
number or frequency of meetings. Similarly, they reported taking prescribed substance and
acohol medications during trestment but did not identify them. Matching gppearsin substance
abuse and trestment literature as a means of determining the least redtrictive trestment
environment, as away to ensure that needed services are provided once a client has been placed
in treatment, and as away to salect counsglors or primary providers that can best meet clients
gpecid needs. The NTIES data set has no information concerning the manner in which clients
found their way into their respective SDUs. The data set provides only limited information on the
reason for matching and other details once clients were admitted, and does not directly specify
which clients were matched. The use of trestment plans dso gppears both in the literature and in
the NTIES data; however, the manner in which the item was interpreted, particularly in the
Basdine Adminigtrative Report (NBAR), is unclear, requiring this andlyss to focus on whether
the client recalled seeing a treestment plan.

# Inferences from non-experimentd data are inherently vulnerable to sdlection bias. In such
gtuations, it is customary to modd background variables—e.g., demographics—as a proxy
for the selection process (case-mix adjustment). However, this gpproach has technical
drawbacks.™® Idedlly, the problem is addressed by constructing sdlection models and
measurement modeds and anayzing the data with a structural equiation modeling program such
asLISREL or EQS. However, the requirements of these models were not met in these data.
Asan dternative, a hierarchical “set” approach was employed, with the background variables
set entered prior to the treatment variables set. The hierarchica approach produces a
conservative estimate of the treatment effects, because outcome variance common to both the
background variables and the treatment variables are “credited” to the background variables.

10 First, it is vulnerable to model misspecification. That is, unless the true selection process is completely
“explained” by variation in the background variables (predictors), the adjusted effect estimates still may be biased.
Second, the improper adjustment is further exacerbated by measurement errors (unreliability) in the background
variables. Such errors bias the effect estimate because the expected value of the adjusted mean difference under
the null hypothesis (i.e., no effect) is nonzero. In practice, the analyst typically will not know whether the
background variablesin aparticular analysis over adjust, under adjust, or properly adjust. Apart from internal
consistency tests on the severity scales (Cronbach’s alpha), the NORC report reported no formal reliability
assessments of patient self-reports at intake.

J\CSAT\NEDS\Components\TX COMPON.WPD NEDS, Page 23



Summary and Conclusions

That is, the background variables are given causd priority over the trestment variablesin the
hierarchy. The hierarchica approach therefore provides ameasure of protection againg the
misinterpretation of sdection bias as trestment effects.

An andogous issue exigs with trestment components. The treatment components at many
SDUs look nomindly smilar: eg., individua therapy, group therapy, and assorted
wraparound services. Y et the way the services are configured (e.g., bundling, sequencing,
efc.) may vary, and the variation may reflect attemptsto atain different trestment goas and
use different therapeutic emphases. However, this variaion will not be gpparent in the
sarvices datathemsdlves. Consequently, the variation that exists between SDUs may be
under-specified in the regresson models, which can in turn lead to biased estimates of effect
parameters.’! Asapersona check againg this, we included an additiona set of variables
representing goals and emphasesin the models®? These variables were added to the
models as athird set in the sequence, after including the client factors and trestment
components. As such, this functioned as a sensitivity analysis with the variables serving as
proxies for unmeasured resdud treatment effects that were not being captured by the
observed treatment components. None of the variables sgnificantly contributed to model
fit, and in fact many could not be modeled because they were linear combinations of other
components. To the extent that this additional set of variables were vaid proxies for
unmeasured residua trestment, they offer no evidence that unmeasured treatment is biasing
effect parameters by causing under-specification of modes. However, the possbility
remains of unmeasured resdud treatment not captured by these variables, the extent and
effects of which remain unknown.

A reated issue is whether to measure tota treatment only as it was provided and reported
by the SD, or to describe dosage received by the SDU and other agencies to which clients
were referred. Questionsin the NTIES Treatment Experience Questionnaire (NTEQ) ask
whether services were provided at the SDU, at afacility referred to by the SDU, or a an
unknown facility. Since this analysis focuses on the effect of treatment components on
outcomes without considering the impact of resources or sponsorship, a client was deemed
to have recelved a service even if it was received “somewhere else” The use of dlient-
reported information thus provides additiond information on trestment that would not be

11 Measurement error also may be present from differences in the way program administrators interpreted treatment-

12

related questions on the NBAR (e.g., patient matching). The NORC report also cautioned about the accuracy of
any single source of information regarding services delivered or received (NORC, 1997).

The baseline administrative interview asked program directors a series of questions regarding 12 potential
treatment goals and 12 types of counseling and therapy. It also asked program directors to what extent their
programs emphasized each potential goal of treatment and to rank the 5 most important treatment goals. Similarly,
they were asked what degree of emphasis programs placed on each type of counseling or therapy. We converted
each treatment goal into a dichotomous variable indicating whether it was among the top 5.
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reported in SDU-level data. However, because of the sketchy nature of these * somewhere
elsg’ responses, a comparative sengtivity analyss was done that limited most servicesto
those done at the SDU or referred by the SDU. Re-running these andyses after removing
services received “ somewhere dsg” made little impact upon results.

# Problemsin convergence for dl substance abstinence for methadone and the limited
improvement in modd fit for the correctional modality limit the confidence that can be
placed in findings for these moddlities.

# Perhapsthe mogt significant limitation is the inability to place the SDU episodein the
context of the client’s entire treetment history. Any attempt to compare trestment received
with trestment intended idedlly should account for what providers consder their mission,
and which service providers fed to be part of that misson. Clientsreferred into or out of
one of the participating SDUs because a phase of treatment is not provided may present an
incomplete history. Twenty-one percent of clients with follow-up received services from
another SDU within 7 days of intake and most received detoxification services. Trestment
provided by an SDU may be misunderstood as incomplete or inadequate when actudly it
was done somewhere else and not reported. The adminigtrative questionnaire asks SDUs
which phases of treatment the SDU provides routindy from alist of (1) detoxification,

(2) rehabilitation, (3) assessment/intake, (4) steps (from 12 Steps), (5) aftercare,

(6) relgpse prevention, and five « other specified” phases. Most SDUs said they divide
treatment into stages or phases, and that phases they do not provide may be done a
another, “linked” service provider. Two-thirds of the clients used in this andyss were
treated at SDUs that were “considered one phase of treatment in a sequence of closely
afiliated SDUs” Clients may have received additiond trestment that is not included in the

NTIES data set.
3. IMPLICATIONS FOR FURTHER ANALYSIS, POLICY, AND PRACTICE
3.1 Analyss

The following lists areas for further research that could productively be investigated with the
NTIES data

# Thisandysisfocused entirely on trestment components reported in the adminidtrative
report, the intake questionnaire, the treetment exit questionnaire, and the patient abstract.
Follow-up instruments were polled for outcome data only. Numerous articlesin the
literature describe aftercare as a crucid component (e.g., Cougheym, Feighan, Cheney, &
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Klein, 1998; Hubbard, et a., 1989; Lash and Blosser, 1999) and, in fact, aftercareis cited
as aphase of trestment by many providers. Examination of this trestment component will
require use of the follow-up to investigate and quantify post-treatment services such as AA,
NA, and CA mesetings.

# Studies dso emphasize the importance of urindysis testing during trestment (CSAT, 1995).
This was omitted because it is not specificdly atrestment component; however, the
literature presents this issue as a means of ingtilling accountability and managing dlient
noncompliance. Thisissue warrants further study.

# Assessment at intake is aso prominent in literature, not as a specific component of therapy
but as an overal phase of treatment that is closdy related to the use of treatment plans and
patient matching. This aspect of trestment should be examined in detall, with emphasis on
the interplay between assessment activities a intake and the use of treatment plans and
client matching.

# Ovettilization of servicesisasdient issuein today’ s fiscal environment, with more private
and public sector treatment funding shifting to managed care models. In congructing
indexes for the present andysis, clients who received specific services were assumed to
need them even if they did not express a need for them at intake. This was reasonable given
that clients are not the best assessors of their own service needs, particularly at program
intake when many are not yet into recovery. However, an dternate scenario—clients
recelving services they did not need and would not benefit from—is dso a possibility, and
its extent and impact could be investigated in these data.

# Asdated ealier, the intent of the present andysis was to define trestment componentsin
ways that have externd gpplicability beyond the NTIES data, using variables to define the
components that trestment providers could readily manipulate. This does not preclude the
existence of other and possibly better ways that trestment can be conceptualized and
operationdized in these data. 1t would be of particular interest to see whether dternate
conceptudizations yieded smilar results;, such afinding would increase confidence in the
results reported here.

3.2  Palicy and Practice

These results pose the following implications for agencies involved in funding and ddlivering
substance abuse treatment:
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# The positive reationships with hours per month in group and individua counsding, the
percentage of needed educational and vocationa counsdling received, and substance and
acohol medications, suggest that grester trestment intensity in short-term residentiad SDUs
can improve trestment outcomes.

# Longer lengths of stay may enhance treatment outcomes in non-methadone outpatient and
long-term residential modalities, even when patients do not complete trestment.

# Client participation in the development of their treatment plans can potentialy enhance
treatment outcomes with little cost or risk. We found little evidence that it was harmful or
that it diverted resources from other treatment Strategies, and evidence that it was generdly
hepful in dl moddities

# Matching clientsto counselors or key providers appears to improve trestment outcomesin
methadone maintenance and correctiond modalities but not in long-term resdentia
fadlities

# The apparent effectiveness of treatment components like counsdling hours per month,
employment and vocationa services, and substance and acohol medications vary
consderably by modadity. This suggests that modality should be taken into account before
recommending implementation or expansion of these components.
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DESCRIPTION OF THE NATIONAL TREATMENT IMPROVEMENT EVALUATION
STUDY AND CENTER FOR SUBSTANCE ABUSE TREATMENT
DEMONSTRATIONS (1990-1992)

The Nationd Treatment Improvement Evaluation Study (NTIES) was a nationd evauation of
the effectiveness of substance abuse treatment services delivered in comprehensgive trestment
demondtration programs supported by the Center for Substance Abuse Treatment (CSAT). The
NTIES project collected longitudinal data between FY 1992 and FY 1995 on a purposive sample of
clientsin trestment programs receiving demongration grant funding from CSAT. Client-level datawere
obtained at treatment intake, at trestment exit, and 12 months after treatment exit. Service delivery unit
(SDU) adminigrative and clinician (SDU daff) data were obtained at two time points, 1 year gpart.

1 THE NTIESDESIGN

The NTIES study design had two |levels—an administrative or services component and a
clinica trestment outcomes component.

1.1  TheAdminigrative/Services Component

This study component was designed to assess how CSAT demondtration funds were used, what
improvements in services were implemented at the program level, and what kind and how many
programs and clients were affected by the demongtration awards.

The unit of andysis for the adminigtrative component was the SDU, defined by CSAT asa
sngle ste offering asingleleve of care. The dasdfication of level of careisbased on three
parameters. (1) facility type (e.g., hospitd, etc.); (2) intengity of care (e.g., 24-hour, etc.); and (3) type
of service (e.g., outpatient, etc.). An SDU could be a stand-aone treatment provider or it could be
one component of amulti-tiered treetment organization. For example, alarge county mental health
agency may be the organization within which the SDU islocated. The organization may have multiple
substance abuse treatment components, such as a county hospital and a county (ambulatory) mental
hedlth center. The county hospital may have multiple SDUSs, such as an inpatient detoxification service,
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an outpatient counsding service, and a hospitd satdlite center providing trangtiona care. In summary,
the SDU provided NTIES evauators with a stable, uniform level of comparison for examining service
ddivery issues.

1.2  Clinical Treatment Outcomes Component

The unit of analysisfor the dinica trestment outcomes component was individua dlient data
NTIES measured the clinica outcomes of treatment primarily through a“beforelafter” or “pre- to post-
trestment” design. This method compares behaviors or other individua characterigtics in the same
participants, measured in Smilar ways, before and after an intervention.

Information about clients' lives for the before period were obtained from the NTIES Research
Intake Questionnaire (NRIQ), which was administered sometime during the clients first 3 weeks of
treatment. The specific areas assessed included:

# Drugand dcohol use

# Employment

#  Crimind judice involvement and crimind behaviors

# Living arangements

# Mentd and physical hedlth.

Information about clients' livesfor the after period were obtained from the NTIES Post-discharge
Assessment Questionnaire (NPAQ), with the same areas assessed at roughly 12 months post-
treatment. Other client data sourcesincluded a treatment discharge interview (NTIES Treatment
Experience Questionnaire, NTEQ), abstracted client records, urine drug screens collected at the time
of the follow-up interview, and arrest reports from state databases.
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1.3  TheOutcome Analysis Sample

Between August 1993 and October 1994, research staff successfully enrolled 6,593 clients at
71 SDUs o participate in three waves of an in-person, computer-assi sted data collection protocol.
These SDUs were chosen from the universe of trestment units receiving demonstration grant funding
from CSAT. Some of the selected facilities were wholly supported by CSAT awards, while others
received only indirect support or none.

Clients were interviewed at admission to trestment, when they left trestment, and then at 12
months after the end of trestment. Less than 10 percent of the recruited clients refused or avoided
participation, and more than 83 percent of the recruited individuas (5,388 clients) completed a follow-
up interview. Additional sample exclusonsincluded:

# Missng or undetermined treatment exit date
# Inappropriate length of follow-up interva (lessthan 5 or more than 16 months)

# Clientsincarcerated for most or al of the follow-up period.

The additiona sample exclusons resulted in afind outcome andyss sample of 4,411 individuds.

2. TREATMENT DEMONSTRATION PROGRAMS

CSAT initiated three mgor demonstration programs and made 157 multi-year trestment
enhancement awards across 47 states and severd territories during 1990 through 1992. One objective
common to al demongtrations was CSAT’ s emphasis on the provision of *comprehensive trestment”
sarvices to targeted client populations. The recipients of these awards focused specid attention on the
substance abuse trestment service needs of minority and specid populations located primarily within
large metropolitan areas. The demondtration programs are briefly described below.
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21 Target Cities

Under this demondtration, nine metropolitan areas were selected to receive awards, of which
haf were included in the NTIES purposve sample. The following treatment improvement activities
were explicitly provided for in the awards:

# Establishment of a Centrd Intake Unit (CIU) with automated client tracking and referrd
systemsin place

# Provision of comprehensive sarvices, including vocationd, educationd, biologicd,
psychologicd, informationd, and lifestyle components

# Improved inter-agency coordination (e.g., mental hedlth, crimind justice, and human service
agencies)

# Servicesfor specia populations—adolescents, pregnant and postpartum women, racial and
ethnic minorities, and public housing resdents.

2.2 Critical Populations

Under this demonstration program, awardees were required to implement “ model
enhancements’ to existing treatment services for one or more of the following critical populations. racid
and ethnic minorities, resdents of public housing, and/or adolescents. Specid emphasis was given to
services provided to the homeless, the dudly diagnosed, or personsliving in rural aress. A totd of 130
grants were awarded, covering services such as vocationa support/counseling, housing assistance,
integrated menta health and/or medical services, coordinated socia services, culturaly directed
services, and others.

2.3  Incarcerated and Non-Incarcerated Criminal Justice Populations

Under this demongtration program, funds were directed toward improving the standard of
comprehensive treatment services for crimindly involved clientsin correctiona and other settings.
Some program emphasis was placed on ethnic and/or racid minorities. Nine Correctiona Setting
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demongtrations were funded: five in prisons, three in locd jails, and one across a network of juvenile
detention facilities. All projects included a screening component to identify substance-abusing inmates,
avaiety of targeted trestment interventions (e.g., thergpeutic communities, intensve day treatment
programs), and a substantia aftercare component.

A totd of 10 non-incarcerated projects were funded. Five programs targeted interventions at
clientsin diversonary programs, three focused services on probationers or parolees, and two programs
targeted both populations. Almost al of the funded demonstration projects included the following
components.

# Basc digibility determination, followed by systematic screening and assessment
# Referrd to treatment

# Graduated sanctions and incentives while in trestment

# Intendve supervision in treatment

# Community-based aftercare with supervision and service coordination.

In total, 19 crimind justice projects were funded as part of the CSAT 1990-1992 demondtirations, and
asindicated in the next section, these projects were purposively over-sampled in order to obtain a
more robust evaluation of this program..

3. DESCRIPTION OF SDUSAND CLIENTSBY TREATMENT MODALITY AND
PROGRAM TYPE

The 71 SDUs contributing clients to the outcome andysis sample are characterized by modality
and (demondtration) program typein Exhibit A-1 below. Among the 698 SDUsin the NTIES universe:
52 percent (n=365) were Target Cities programs, 39 percent (n=274) were Critical Populations
programs, and 9 percent (n=59) were Crimina Justice programs.
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In terms of the SDUs sampled for the NTIES outcome analys's, 44 percent were Target Cities
programs, 38 percent were Critical Populations programs, and 23 percent were Crimind Justice
programs. Crimind Justice SDUs were purposay over-sampled as part of the NTIES evaduation desgn
(CSAT, 1997). Nearly hdf of the sampled SDUs were (non-methadone) outpatient programs, and
about one-quarter were long-term residentia programs.
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EXHIBIT A-1
SDUSIN THE OUTCOME ANALYSIS SAMPLE
Program Title
Number of SDUs NTIES Long-Term Short-Term

(% of NTIES Universe)'® Sample Methadone | Outpatient | Residential Residential Correctional
Target Cities 31

6 15 6 4 0
n=365 (52%) (44%)
Critical Populations 27
n=274 (39%) (38%) 1 13 10 3 0
Criminal Justice 13

0 5 0 0 8
n=59 (9%) (23%)
Totals 71

7 33 16 7 8
N=698 (100%) (100%)

As shown in Exhibit A-2, 59 percent of dl NTIES dlients were sampled from Target Cities
SDUs. Slightly over 21 percent of dl NTIES clients were sampled from Critical Populations SDUs and
20 percent were sampled from Crimind Justice SDUs. Outpatient (non-methadone) SDUs treated over
one-third (35%) of the clientsin the outcomes andysis sample, and amost 80 percent of these were
sampled from Target Cities programs.

EXHIBIT A-2
DISTRIBUTION OF CLIENTSIN THE OUTCOMES ANALYSIS SAMPLE
Program Title Long-Term Short-Term
Number of Clients (% of Analysis Sample) Methadone Outpatient Residential Residential Correctional

Target Cities 377 1,214 504 505 0
n=2,600 (59%) (89%) (78%) (60%) (58%)
Critical Populations 45 220 298 368 0
n=931 (21%) (11%) (14%) (35%) (42%)
Criminal Justice 0 132 39 0 709
n=880 (20%) (8%) (5%) (100%)
Totals
n=4,411 (100%) 422 1,566 841 873 709

! The original NTIES universe of SDUs included a program type called Specialized Services. Because clients for the
outcome analysis sample were not drawn from these SDUs (n=94), they are excluded from the Exhibit.

J\CSAT\NEDS\Components\TX COM PON.WPD

NEDS, Page A-7



APPENDIX B:
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APPENDIX C

TECHNICAL NOTES

This appendix contains further detail on determining the analyzable sample and operationdizing
treatment components. It is primarily intended for readers wishing to replicate these anadlyses or
conduct further analyses on the NTIES data using the same variables.

1 SAMPLE SIZE

As noted previoudy, atotd of 3,085 clients were used in the andyss, after excluding 451
clients from SDUs with no basdine adminigtrative (NBAR) information, 730 clients without an exit
questionnaire (NTEQ), and 145 clients with unknown information for any of the variablesincluded in
find models. Generdly, variables with 30 percent missng data were excluded from andysis, but thisis
not dways possible when severd variables describing rdatively rare events and presenting ambiguous
missing codes are combined for andyss. This analyss was congtructed using roughly 550 variables
drawn from the total of 2,900 variablesin the NBAR, NRIQ (intake questionnaire), NPRF (patient
record abstract form), NTEQ and NPAQ (follow-up questionnaire). However, many of those
variables comprise checklists that must be used as a block, leaving about 300 separate data e ements of
interest in the anadlyss. There were only one or two items with more than 30 percent missing for the
NRIQ, NPRF, and the NPAQ, which contained data from interviews with the client. For the NPRF,
which was usudly filled out by SDU personnel, about 5 percent of variables had to be dropped. For
example, the primary diagnogsa NTIES admisson was unknown or missing for 60 percent of all
clients. Moreover, additional missing data are embedded within blocks of variables that are presented
together. For example, item F 5 presents “ services received” asalist of 24 sub-items. It asksthe
number of times each was provided, but does not provide an explicit “no” or zero response and has
“DON’'T KNOW/NO RECORD” for large portions of cases. Because the services are presented in a
block, non-responses may be interpreted as “no” (instead of unknown) if thereis aresponseto at least
one of the 24 services. However, this interpretation leads to the conclusion that 78 percent of clients
received no psychiatrist or psychologist vidts (0), 77 percent received no employment counseling (#9),
and 62 percent received no interpersona skillstraining (#14). These data were found to be at odds
with those cited in the client-reported treatment exit questionnaire (NTEQ), and therefore were used
only when NTEQ data were not available.
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2. IDENTIFYING CLIENTSWITH MENTAL HEALTH NEEDS

|dentifying dually diagnosed clients proved difficult. NTIES instruments record first and second
DSM 11 diagnoses, but usualy contained a second drug preference rather than a discrete co-
morbidity. NRIQ questions about mental health symptoms focused on anxiety, depression, suicide or
suicide idegtion, hallucinations, and attention-deficit disorder (ADHD) and asked whether these
symptoms occurred within the last 12 months and whether they were caused by drugs or acohoal.
These generd categories of mentd illness were considered present if the condition or symptom was
reported for the previous 12 month period and if the respective question about drug and/or acohol
involvement was answered “none’ (halucinations and ADHD were not restricted to the previous 12
months). A variable describing mentd illnesses at index that were not reportedly caused by drugs or
acohol was defined to be “yes’ if any of these generd categories were present. This variable identified
813 clients from among the 4,411 with follow-up, ranging from 10 percent for methadone SDUS, 22
percent for non-methadone maintenance SDUs, and 15-19 percent for the remaining SDUs. Clients
identified as having mentd hedlth disorders using this measure exhibited an average vaue of 34.6 on the
mental hedlth severity scade (RPSY SEV) compared to 17.4 for clientsidentified as having no menta
hedlth disorders.

3. IDENTIFYING CLIENTSUNDER LEGAL PRESSURE TO SEEK TREATMENT

In addition to the 709 dlientsin correctiond facilities modalities, 1,007 clients in the other
modalities reported being on parole or probation (F8 - NPRF). Nearly hdf of the clientsin thefile
(1,924) expresdy said they were not on parole or probation, and these data were missing for the
remaining clients. Severa relevant NRIQ items were reviewed that bear on possible lega pressure that
might affect a dlient’s motivation and commitment to treatment, but ultimately the client’s self reported
information was taken from NRIQ Item 373, which asks, “Is your coming to [AOD treatment] required
or recommended by an attorney or anyonein the crimind justice system?’

4. QUANTIFYING INDIVIDUAL AND GROUP COUNSELING (hoursper month)

Totd time spent in counseling sessonsis addressed in Section G of the Basdine Adminidrative
Report (NBAR), Item 15 of the Patient Record Abstract (NPRF), and in sections of the Treatment Exit
Questionnaire (NTEQ). The sdlection of variables to most accurately describe aclient’ stota exposure
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to counseling was not sraightforward, however, due to missing and incomplete vaues in these data.

Item Go of the NBAR asks for the number and duration of group counseling sessons. It was
discovered that the SDUs for 1,764 clients provided detail for individua counsdling but did not respond
to the questions about group therapy. There are even fewer data for time in the classroom, with only
775 clients from SDUs that provided the information.

Combining group and individua counsdling was explored as an optiona measure by assuming
the disparity in response to these items resulted from confusion in their definitions or an ingbility to
digtinguish thetwo. However, this compodte did not compare well with measures of tota counsding
time on other ingruments.

The NPRF matrix of 24 servicesin Item 15, “ Services Received,” includes individud, group
and family counseling among the listed services. These data were reviewed despite the large numbers
of gpparent non-responses to services like employment counseling and visits with psychiatrists. Of the
3,681 clients with follow-up and an NPRF form, 13 percent reported no group counseling and 8%
reported no individua counsding. It seems doubtful that these 13 percent and 8 percent actually mean
that the SDU’ s do not provide group or individua counsdling, especidly considering that comparable
datafrom clients NTEQs indicate they received counsding. Furthermore, these items report the total
number of times the services were received during treatment, rather than the number of hours per week
clientstook part in the activity.

Item 176 of the NTEQ asks the client which “ staff member [was] the most important to you”
from those staff members the patient usudly saw for counsdling or treatment. Ninety-three percent of
clients with follow-up indicated there was such a person and provided the number and duration of
sessions with the provider, while 7 percent said that they could not single out oneindividud. This
information was used in NORC's andysis of client satisfaction.

A measure of the time spent in group and individua counsdling, calculated in hours per week,
was congtructed from al three data sources. Information about the primary provider from the NTEQ
was consdered first because it was more complete and dlowed comparison with the client satisfaction
andyss. However, use of this data required diminating distinctions between group and individua
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counseling. Items 183 and 191 ask about the frequency (5+/wk, 2-4/wk, 1/wk, 2-4/mo, 1/mo) and
duration (<10min, 10-29min, 30-59min, 1-2hrs, more than 2hrs) of counseling or other treatment
received from the clients principa providers. A quantitative variable caculated as the product of
interva midpoints was calculated, deriving a mean of 12.6 patient hours per month (median=9 pt
hrs/mo), based on 3,402 of the total 4,411 clients with follow-up (730 clients have no NTEQ forms
and 279 could not provide aprincipa provider). When this NTEQ data was unavailable, information
was taken next from the NPRF matrix of services. Allowable responsesinclude 1 time, 2-3 times, 4-
10 times, 11 or more times, “number uncertain” and “not mentioned in record.” These datawere
quantified by using the mid-point of theinterval. The mean of the non-zero responses for that modality
was computed and used for those clients who reported “number uncertain.” Vaues were converted
into hours per month by using dients LOS and assuming sessions to be one hour in duration. Roughly
100 clients with neither a primary provider nor NTEQ data were assgned sesson hours per month
based on the combined group and individua counseling reported in the NBAR. This measure was
caculated as the product of the number of sessons and their duration as was done for the NTEQ data.

5. IDENTIFYING CLIENTSFROM SDUsTHAT EMPLOY MATCHING

As noted previoudy, the NTIES data includes no information how patients came to be assigned
to their repective moddities nor how they came to be enrolled in their specific SDU within the
modality. Matching in this data set only addresses the SDU’ s practices matching patients to trestment
and counsdlors within their program. Within the NTIES data s, client trestment matching is addressed
only in two itemsin Section F, Treetment Planning, of the Adminigrative Basdline Report (NIBAR).

All of the SDUs that reported they matched patients aso answered question F 1 Ob (B253M 1-
B253M8), which asks whether race, ethnicity, language, gender, age, drug use history, menta hedlth
needs or other criteriawere used to match clients (categories are not exclusve). Among the 2,843
clients from SDUs reporting some kind of matching practice, 43 percent are from SDUs that match on
the basis of race, 40 percent on the basis of ethnicity, 55 percent on the basis of language, 66 percent
on the basis of gender, 22 percent on the basis of age, 41 percent on the basis of drug-use history, 46
percent on the basis of mental hedlth, and 27 percent on the basis of other criteria. Battelle reviewed
combinations of these eight ways of matching patients to treatment, and found that athird of clients
were from SDUs that matched on five or more criteria. Matching as practiced by these SDUs may be
amore developed and formal practice than that by SDUs that match on 1 or 2 obvious fegtures. A

J\CSAT\NEDS\Components\TX COMPON.WPD NEDS, Page C-4



Appendix C

tota of 477 clients are from non-methadone outpatient and long-term residential modalities that match
clients on the bass of gender only, and 105 are from short-term residential modalities that only match
on the basis of language. Another 227 are from SDUs that specified “other” criteriaexclugvdy. Itis
not clear that these circumstances are comparable to the detailed assessment of needs talked about in
the literature. Since there wasllittle guidance in TIPS or other materids pointing to one matching criteria
over another, for the purpose of the present analysis, clients from SDUs that matched on any of the F |
Ob criteria were consdered to have been matched if the SDU reported it matched most or dl of its
patients.

6. CALCULATION OF AVERAGE WEEKLY METHADONE

Average weekly methadone dosage was used as a trestment component for the methadone
modality only. Methadone dosage is recorded in Item 17 of the NPRF with date and daily dosein
milligrams. As noted previoudy, the manner in which the information was filled out depended upon the
length of time the client was in trestment, so that a client’s dose might be recorded every day, week or
month. For each client, these dose histories were converted into a 2-year or 105 week array to
provide a standard context regardless of how it was reported. 1t was then assumed that dosage within
these “benchmarks’ could be estimated from the known dosages. This was done by extending the
reported dose for aweek to the subsequent weeks, until the next reported dose was encountered.
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