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INTRODUCTORY NOTE 

This monograph was designed to serve several al,ldiences, ranging from policy makers interested in a 
fast way of obtaining evahlatlve information to the field team actually conducting a quick evaluation. As a 
result, everyone may not wish (or nlled) to read the entire text, Perusal of the "Highlights" and "Appendix 
A" (sample quicK evaluation report) should be sufficient to determine whether the rest of the monograph 

will be of interest. 
The following guide may help people. locate those parts of the monogrllph which are of greatest use to 

them: 

--
Section DescriPtion Pages 

Highlights Brief summary of quick n·m 
evaluation system , 

~. 

Body of Monograph Detailed discussion of 1·23 

quick evaluation system 

Appendix A Sample quick evaluation A-l ~ 

report A;.6 

Appendix 8 Data collection forms B·' • 
(including director's 8-.24 

interviey) 
;7 

Appendices C.·F Supporting fnaterials C·, • 
F·3 
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PREFACE 

In eC1rly 1973 it became evident that the Special Action Office needed a short, systematic framework 
for assessing a variety of drug abuse treatment programs. The "Quick Evaluation" methodology was 
developed to meet that need. This approach enables an average treatment program to be evaluated by two 

people in two days, including one day spent cn-site. 
Although the approach t;lncompasses only program operations and excludes client outcome analysis. 

quick evatuations have proved a useful way of making rough initial assessments of treatment programs. 
These assessments can then be further refined by additional analysis, if needed. 

Since we found the qUick evaluation approach a v,aluable one, we decided to document our procedures 
and make them available to other people who need evaluative information bOut have little time to collect it. 
We hope that our efforts may at least provide a useful analytical starting point, which other people can 

modlfy to meet their own needs. 
A variety of people provided helpful comments during the conceptualization, development, pilot test 

and revision of the quick evaluation s\,stem. Of particular assistance were Jerome H. Jaffe, Robert L. 
DuPont, James M. H. Gregg, Raymond H. Milkman, Howard L. Walton and C. James Sample. I n addition, 
Judy Manning, Helen Wills and Ruth Duba patiently typed and retyped the different drafts of this report. 

Numerous other people within the Special Action Office, at other Federal agendes and in local 
treatment programs also provided assistance and encouragement. We greatly appreciate all the help received. 
Any remaining errors of fact or judgment are, of course, solely the responsibility of the authors. 

) Mary A. Toborg 
Lee I. Dogoloff 
Michele M. Basen 

October 1973 
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HIGHLIGHTS. 

Introduction 

As FederallY funded drug apuse treatment programs multiplied, the need for evaluation systems be­
came irlcreasin~ly critical. Effotts are currently underway to develop comprehensive evaluative s,{stems. 
However, while these systems are being developed, procedures are needed TO~ conducting the more limited 
analyses required for making funding decisions and assessing technical assistance needs. Consequently, a 
"quick evaluation" system Was developed. 

ObjeCtives of Quick Evaluation System 

Quick evaluations are designed to be of use to decision-makers facinD the following problems: 

• whether to continue funding a particular treatment program and, if so, at What level; 
• whether technical assistance should be provided to a particular program and, if so, what type; and 
,. if an entire city's programs are analyzed, whether funding of a proposed neW program appears 

Warranted. 

Quick evaluations facilitate rapid determinations of whether programs are in serious trouble, are doing 
tll/, right, or are in need of technical assistance, and likely to benefit from it. They are not designed to be 
in-depth analyses of programs, to consider the effectiveness of treatment (as indicated by client outcomes) 
or to assess quality of care delivered. However, the qllick evaluation approach is well suited to serve as the 
'icore" of more detail~d studies, which might include some or all of these considerations. 

Important Features 

The quick evaluation approach presented in this report is a complete system, ready to implement. All 
the required data collection and reporting forms are included, as w~1I as an example of a completed report. 

Usirlg this system, an evaluation can be done rapidly. Two people require approximately two davs to 
complete a quick evaluation. This Includes one day on-site, when the program staff are interviewed and 
provide various data about costs, clients and staff. The quick evaluation approach minimizes the burdl3n tll1 

the program staff. A qUick evaluation usually requires about eight hours of program staff time, spread 
among several different people (e.g., director. finahciat officer, chief of personnel, etc.). 

The quick evaluatioh approach identifies a few areas o'~ critical interest and focuses major efforts on 
getting reliable data for those areas. Data validation orocedures, particularly in the area of determining 
actual client loads, were developed as part of the quick evaluation system. Moreover. all the data collected 
are used in the quick evaluation report. 

Analytical Approach 

The qUick evaluation methodology is largely built around ten analytical criteria. However, descriptive 
data are also considered, since such characteristics as the age ofa treatment program will aHect the 
interpretation of the analytical criteria. The evaluator's subjective assessmeht, Including impressions and 
observations made ort-site, also assist in the interpretation of more quantitativa data. 

ii 
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Analytical Criteria 

Ten analytical criteria, six quantitative and four qualitative, were selected as the major program 
performance measures. The quantitative measures are: 

• cost per client-year; 
e ratio of actual to standard budget; 
.. staff-client ratio; 
• counselor-client ratio; 
• staff turnover rate; and 
• pereent of positive urinalysis tests. 

The qualitative criteria included are: 

• level of services I;\rovided to clients; 
• scope of record-keeping systems; 
• quality of records; and 
• validity of reported data. 

All criteria are specifically defined and capable of independent verification. 

De!£riptive Information 

Descriptive information about each prog~am is summarized under four categories: 

• background (e.g., program name, location, director, number of facilities, capacity and date of first . 
client treatment); 

• funding (e.g., Fede~'al funds, tot!!J funds and amount spent); 
• clients (e.g., number currently in ti 'latment, client characteristics and client loads).: and 
• staff (e.g./ authorized and filled positions and person-years of effort). 

Subjective Assessment 

A subjective assessment is provided for each program. The evaluation team's impresi;ions and observa­
tions are presented for fourteen areas of interest: facility, director, st5ft, admission and intake, discharge 
and follow-up, client services, financial procedures and records, cliant records, validiw of reported data, 
adequacy of resources, utilization of resources, other problems or comments, technical assistance needs and 
recommendations. Comments are usually brief and focus on providing a short overall assessment and 
identifying specific problems. 

Conclusion 

In general,' qUick evaluations are designed to be short, decision- and problem-oriented assessments of 
treatment programs. Data are collected systematically, highlighted in the quick evaluation report and 
arrayed in a consistent format to facilitate further analysis by people so inclined. Quick evaluations 
deliberately exclur~ .. a number of important areas, such as client outcome and quality of care. However, 
despite their Iimita"Cibns, quick evaluations appear to provide useful and rapid assessments of treatment 
programs. 

iii 
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I. INTRODUCTION 

A. Background 

In January 1973, approximately 400 drug treatment programs were being funded by various Federal 
agenc!es. E(lch agency had its own funding standards, monitoring procedures and evaluation techniques. 
These were fairly well developed at some agencies but virtually nonexistent at others. It was likely that 
some agencies were funding programs which would have been rejected by other agencies. Moreover, no one 
knew how much treatment was being delivered by the various types of programs around the country. 
Anecdotal information was plentiful, including: 

• horror stories about programs reporting large client loads but in fact serving only a few people; 
• success stories about well-run programs effectively rehabilitating addicts; and 
• other stClries of programs muddling along, somewhere between those extremes. 

The extent to which any (or all) of these anecdotes reflected the true national treatment picture was 
unknown. 

Systematic evaluation studies were clearly needed, and several were in progress. For example, work was 
underway to develop techniques for evaluating treatment programs by measuring changes in client behavior, 
assessing the characteristics of the various delivery system variables and relating those variables to client 
outcomes. These techniques were to be used to evaluate a, sample of treatment programs, located around 
the country. 

Although such efforts were expected to provide considerable insight concerning the nature and impact 
of treatment programs, even preliminary study results would not be available before' late 1973. In the 
meantime, any program evaluation was likely to consiSt of short site visits to various programs by Federal 
and/or c()ntractor personnel. Such site visits would assist in refunding decisions, grant transfers among 
agencies, and identification of technical assistance needs. It seemed desirable to have these site visits be as 
systematic as possible. This required development of a conceptual framework for organizing and analyzing 
the data as well as systematic proc~)dures for collecting it. The "Quick Evaluation" methodology was 
developed to meet these needs. 

The methodology was pretested on five programs, and numerous revisions were made as a result. A 
preliminary methodology report was then drafted and circulated to a variety of people, having program­
matic as well as evaluative experience. Their comments led to further revisiont.which are reflected in this 
report. 

Since the quick eV(jlu8tion approach seems to be useful in some circumstances, we decided to docu­
ment the procedures, so that people working.on related problems could benefit from our experience. It is 
important, however, that people who consider implementing this approach clearly understand what it 
should and should not be used to do. The approach has a number of limitations as well as a number of 
useful features. 

The methodology Was designed so that two people could !lvaluate an average program in tWo days. In 
ac!dition, approximately one person-day of total staff time is requirec! from the drug treatment prOgram. 

The methodology relies exclusively on data available at the. treatment program. No attempt is made to 
conduct f9!iow-uP interviews of clients or to contact other community organizations which might have 
knowledg~ of the treatment program's operations. The methodology dO!ls;however, include procedures for 
on-site verification of data provided by the treatment program. 

Based on a five-program pretest, the methodology seems to be: 

• relatively simple and straightforward to implement; 
• sensitive to the vast differences in operating performance among treatment programs; and 
• able to produce useful, analyzable data. . 

The methodology is also well suited to serve as the "core" of more ambitious studi!ls.Additional 
evaluation modules can easily be added'to th is core to provide more detailed information on special areas of 

--------------------------------.. ~~--



interest. Some possible additions to th!! core methodology are discussed in Chapter IV of this report. In 
addition, the quick evaluation approach could become an integral part of a more comprehensive monitor· 
ing/evaluation system. 

B. Possible Uses of Quick EVCI/uation 

Quick evaluations were designf~d to be of use to decision·makers facing the following problems: 

• whether'to contimJe:funding a particular "!treatment: program, and if so, whether the program appears 
to need more, less «:ir the same amount of money; 

• whether technica'l'assistance should be prbvided to a particular program, and if so, what type; and 
o if an entire city's programs are analyzed, whether funding of a proposed new program appears 

warranted'. 

C. Limitations of Quick EvallJlatioln 

There are severa! limitations of quick evaluations. One is that they are not in-d~pth analyses of 
treatment programs. Quick evaluations can group projects into similar categories, bU't they cannot provide 
reliable project-by-project rani<ings. Suchrankings would require more detailed analys.is. 

Quick evaluations can be considered as a rough first cut evaluation effort. The presumption is that 
projects will fall into clusters and that those at ~he extremes can be quickly identified. This information can 
theh provide a basis for structuring: 

• corrective action for those programs which seem worst; 
• detailed evar1.lative studies of the best projects to assess the reasons for their success; and 
• technical assistance for projects falling between those extremes. 

Of course, if only a few programs are evaluated (e.g., all the programs within a small area), there may 
be little variation among them. However, knowing that no e)<tremes exist within a group of projects is'itself 
useful information. Moreover; comparison of the group results with national norms would provide insight 
concerning the relative standing of the entire group. For example, in .a larger sample, the small project 
group might be'included in a cluster:at one extreme. 

An additiotlal Iitnitation of quick evaluations is that they identify problem areas which ,require tech­
nical assistance but :do not specify the exact nature of that assistance. For example, a qCJickevaluation can 
indicate that management procedures need to be improved' but cannot further state that this problem could 
be\resolved through a two-day site visit by a management conSUlting team, fOCUsing on improving the flow 
of client traffic and helping the director establish program performance measures. 

Ai10ther limitation of quick evaillations is their exclusion of follow-up client intervieWing. The implicit 
aSSlJmption is made that there is .a correlation betilveen program effectiveness, in terms of client outcome 
ahd'prDgram,efficiency as assessed throlJgha qlJick evaluation. However, it may be that progl-amswhich are 
20% more e),pensive than 'l!:)e norm are 50% more effectf{e. If so, decisions based on quick efficiency 
evalqations alcme would be poor decisions. . \ .. ' , , " 

'Finally;'~q'uic:k evaluation does not'addressthe questiorl,o,f whether a communiW ne~dsJhat paljicular 
treatment pllogram; a qUick evaluation only assesses the performanc,e of that program. The implications of 
not funding a, mediocre methadone maintenance program are quite different for acommll nitv where that is 
'tho onl~ su;llh program than fora community where there are several 01;hers. 
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II. ANALYTICAL APPROACH 

A. Important Features 

rn general, the evaluation approach Was to identify a few areas of critical interest and focus major 
efforts on getting reliable data for those areas, Data validation procedures, particulClrly in the Clfeaof 
determining actual client 10Clds, were developed as part of this effort. Moreover, all the data collected are 
used in the quick evaluation report. This study is not designed to build a data bank for possible analysis at a 
later date but rather to collect information which is currently needed for analysis. 

,Considerable attention was given to the question of the most appropripte time periods. One possibility 
was to use the arant year of the Federal grant agency. However, since different agencies use different grant 
years and, in addition, state, local and private funding sources use still different grant periods, this did not 
seem feas1ble, I nstead, the Federal government's fiscal year, July 1 through June 30, was selected. This is 
also the time period used for reporting requirements under the Client-Oriented DCltCl Acquisition Program 
(CODAP). Although some programs maintClin their financial records primarily by grant, a periodic (often 
monthly) financial statement" is usually prepared, and fiscal year datCl can be developed from those records. 
Actually, three time periods are considered' within the analysis; current (i.e., the most 'fecimt month or 
week), current fiscal year to d<1te, and past fiscal year, A time period longer than one yea:' seemed, necessary 
for certain data elements; however, it did not seem essential to analyze any program's ~peratioris for the 
period prior to the preceding fi$cal year. Such data would be primClrily of historical, not analytical, interest, 
since most programs change so rapidly. 

Attention was also given to the best way of categorIzing type$ of treatment, The matrix in the Federi;ll 
PROM IS data collection system was selected. This matrix provides a two-way classification of treatment: 
by residence category and by modality. There are three residence categories: outpatient, residential (liv~-in) 
and inpatient (hospitalized). The residence category is a major variable affecting treatment costs, and most 
treatment cost "norms" have been derived on this basis. There are four mooalities for each of these 
residence categories. The modalities are: maintenance (e.g., methCldone or LAAM), cjetoxification, drug free 
and other (e.g., Clntagonists, such as cyclazoGine). Analysts interested in more detail coulp add a third level 
of classification to this system. Then, for example, outpCltient maintenance programs would be further 
sUbdivided. Such detClil is not needed for a quick evaluation, however. 

The quick evalu<1tion methOdology is. largely built around ten anCllytical criteria. However, descriptive 
data are also considered, since such ChClracteristics lis the age of a treatment program will affect the 
interpretation of the analytical criteria. The evaluator's subjective assessment, including impressions and 
observations made on-site, also assist in the interpretation Of more quantitative data. 

B. Analytical Criteria 

Ten analytical criteria, six quantitative and ·four qualitative, were selected as the' major progrqm 
performance indicators. Table shows the reporting format developed fOl' these criteria, which are de-
scribed below. < 

(1) Quantitative Measures 

Six quantitative measures were selected; 

• cost per c1i~nt·year; 
• ratio of actGal to standard budget; 
• staff-cliem ratio; 
• dounse.lo'r.client fqtio; 
• staff turJlov,er rate; and 
• percent\:}f positive urinalysis tests. 
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(a) Cost per client-year 

This measure is computed for three different time periods: the most recent month, current fiscal year 
to date and past fiscal year. This enables cost trends to be considered, as well as the levels for particular 
time periods. Costs are calculated separately for the three different residence categories of treatment: 
outpatient, residential and inpatient. The current cost rate is computed from the mostr~cent month's costs 
(annualized) and the verified current ,client Ipad for the week before the site visit. A client is defined as 
someone who is being seen at least twice per week. Current fiscal year costs to date and Past fiscal year 
costs are computed from program records. 

Costs, incidentally, are total. financial costs, considering all fUnding sources. No attempt is made to 
develop an accurate "economic" cost (for example, by imputing the fair market value of donated goods and 
services). The cost estimates are obviously crude ones. Detailed cost analysis would separate fixed from 
variable costs and include a varjety Of other considerations. However, a crude cost estimate is often 
sufficient to provide useful information on program operations. More detailed cost estimates can always be 
developed for those programs which require them. 

As a first cut, costs should be neither too high nor too low. Very high costs would indicate eith~r a 
very inefficient program or one delivering very high quality, high cost service. Very low costs would 
indicate either a very efficient program or one delivering very low service to its clients. Rough estimates for 
the standard costs per client-year of outpatient, residential and inpatient treatment are $1,500, $4,500 and 
$30,000, respectively, Some programs now provide various forms of "daycare'~, treatment. These programs 
usually have an eight-hour-a-day "residential" component; clients live outside the treatment program the 
rest of the time. A rough estimate of the standard cost for daycare treatment is $2,000 per client-year. If 
actual values deviate substantially (e.g., 25% or more)· from the standard costs, the raason shou.ld be 
explored. 

(b) Ratio of Actual to Standard Budget 

This ratio compares the funds available for treatment with the funds expected to be required, based on 
current (verified) client loads and the standard costs for outpatient, residential and inpatient treatment. The 
time period considered is the current fiscal year. Usually, the ratio should be close to 1.0. Higher ratios 
indicate more expensive care than anticipated. Whether this resulted from inefficiency, from provision of 
better care, or from some other factor is an important issue to address. Ratios lower than one indicate 
cheaper care than anticipated. Again, there could be a variety of reasons for this outco·me, and these should 
be considered~ 

(c) Staff-Client Ratio 

This ratio is the total number of current staff members divided by the current, verified client load. The 
staff is measured in terms of full-time equivalent positions (e.g., two half-time staff members would 
represent onEl full-time equivalent). More complex measures were considered, such as excluding clerical and 
other support staff. However, any improved insight derived from using more complex measures did not 
seem to warrant the increased data collection difficulty. The calculation of a total staff-client ratio can be 
done easily, even for programs with very rudimentary record-keeping procedures. For outpatient programs 
the staff·client ratio can be expected to be approximately 1 to 15. Residential and inpatient programs have 
more staff per client, since approximately five people are required to cover one position on a 24-hour-day, 
seven-day-week basis. 

(d) Counselor-Client Ratio 

This ratio is the current I}umber of counselors dividied by the current, verified client load. For 
programs based largely on counselor-client-relationships, this ratio roughly indicates the attention individual 
clients may receive. One flill-time counselor can probably serve 20 to 2Ei clients. Ratios outside. this range 
require further·consideration and explanation. 
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Table 1. ANALYTICAL SUMMARY 

,A... Cost per client-year: Outpatient Residential Inpatient 

1.1) Current rate ...........•......... 

(2) Current FY through ...... 

(3) Past FY . ............................................. 

B. Other Quantitative I nd ices: 

1. Ratio of actual to standard budget .................................... 
~.-

2. Staff-client ratio .. ........................................................ 

3. Counselor-client ratio .. ......................... ' .............. 

4. Staff turnover rate ., " .............................. 

5. Percent of positive urinalysis tests " •• , ....... I', ........ 

C. Qualitative Indices: 

1. Level of services provided to clients ...•........•..... 

2. Scope of record-keeping systems .................... 

3. Quality of records • ............... 1' .................... 

4. Validity of reported data . ............................... 

DEFINITIONS: 

A.1: [(Costs for most recent month) X (12)] -;­
(number of clients seen at least twice last week). 

A.2: (Costs for current FY to date) -;- (current FY 
client-years of treatment to date). 

A.3: (Costs for past FY) -;- (past FY client-years of 
treatment) . 

B.1: [Actual budget] -;- [number of clients seen at 
least twice last week) X (standard cost, per client)]. 
Standard cost per client Is $1,500 for outpatient care, 
$4,500 for residential cere and $30,000 for inpatient care. 

B.2: (Number of staff-members) -;- (number of 
clients seen at least twice last week). 

B.3: (Number of counselors) -;- (number of clients 
seen at least twice last week). 

B.4: [Number of people employed during past and 
cu rrent FY) - (number of positions filled at least half the 
time during past and current FY)] -;- [number of positions 
filled at least half the time during past and current FY]. 

B.5: (Number of positive urinalysis tests) + (total 
number of urinalysis tests). 

5 

C.1: "Medium" consists of individual COUnseling at 
least once a weeki vocetional rehabilitation (i.e., lUll 
counseling, training or placement); and two of the 
following: legal, .soclal or health services. "High" consists 
of more services and "low" of less. 

C.2: "Medium" means the program (a) was able to 
complete the data forms easilYi (b) keeps a formal budget, 
prepares authorizing documents before disbursing funds, 
records ali expenditures and receipts, and makes periodic 
financialstatementsi (c) keeps individual client records, 
including admission 'forms and counselors' notes. "High" 
consists of more records and "low" of less. 

C.3: "Medium" means that 70-80% of the records 
are relatively complete, up-to-date, and consistent. Client 
records include weekly counselors' notes which seem 
relevant and useful. "High" indicates that more than 80% 
meet these conditions and "low" leGS than 70%. 

C.4: "Medium" indicates that data verified by the 
evaluation team and data reported by the program differ 
by 10-20%. "High" indicetes differences of less than 10% 
and "low" of more than 20%. 
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(e) Staff Turnover Rate 

Very high turnover rates are sometimes an indicaf ' 
must be taken with the Interpretation of this number 10h::hat a p,rogra~ IS experiencing difficulties. Care 
program generates very capable staff memb h', ever, since hIgh turnover could mean that the 
selected f' ers, w 0 are 10 demand at oth ' . , 

or measuring turnover is the combined ast " er programs. The time period 
selected, since there woQld be little opportu ,:' f and current fIscal years. Such a long time PElrjod was 

cal.culated by subtracting the number of pOSit~~:s f~l~ ~urnover during a short time period. Turnover is 
unique individuals who were employed OVer that time :' at least ~~If, the time from the total number of 
a: least half the time. Again, more complex measur p nod an~ dlvldlOg by the number of positions filled 
different staff levels (e.g., top staff, professional:

s 
were Co~sld,ered, such as looking at turnover rates for 

complex measures did not seqm to merit the extra effo~t~rapro eSSlonals and support staff), but the more 

(ft Percent of Positive Urinalysis Tests 

,Care must be used in interpreting this number since s 
t~stlOg and the quality of the lab will affect the t' I uch fact,ors as the procedures for urinalysis 
high percent positive is < probably a good ' d' use u ness and meaning of the measure. However a very 

, h t h . In lCator that somethi' , ' 
w, a ever t e testing procedures and lab quality E : ng IS wrong With program operations 
~Istake to place much emphasis on this mea~ul':ce~~1n SUfCh an extreme casl'l/ it woulq probably be ~ 
Influence it. WI out urther consideration of the factors which 

(2) Qualitative Indicators 

It is always difficult to decide how to handle th ' , 
~rogram operations but cannot be readily qua ff d ~ vanety 0: lO,formation which critically affects 
Ignored, with the implicit hope that "all othe th' n I Ie,' ften quaIJtatlve considerations are completely 
p 'd r lOgs WIll be equal" d h rOVI e accurate prograrr" assessments The qu' k I ' ' an t erefore quantitative measures will 
c1ud~s ~ualitative and s~lbjective considerations

lc 
T e~a uatlon methOdology rejects this apprQach and in­

qual~tat~ve ~onsiderations~cven in an imperfect fas~r's approach ~eflects a bias that it is bett~I' to inclUde 
qual~tatlve Indicators in a systematic way provides ~bat?a~ to Igno,"e thl'lm altogether. Starting to assess 
making th~t assessment. It also provides a basis for d t SIS, ~r continually improving the procedures for 
Ciffect the Interpretation of quantitative res It e ermmmg whether qualitative measurel1 do in fact 

I n addition to a narraf b" u s. ' " I Ive su lectlve assessment of th 
ana ytical summary inclUdes four qualitative criteria: e program by the quick evaluation team, the 

• level of services provided to clients' 
• scope of record-keeping systems' ' 
• quality of records; and ' 
• validity of reported data. 

These areas ar .. e rated as "high ""m d' " d h ' e IUm, or "Iow "Th II d' " 
an t e other two levels are defined relative to that t d' d e me lum level is defined very specifically . s an ar . '. . , 

(a) Level of Services Provided to Clients. 

A "medium" level of services consists of: 

• individual counseling at least once per week' 
• some vocational rehabilitation service (jobc~unseli' .. , ' , 
• two of the fol/owing: legal soc',a·1 h I h .. ng, lobtrammg or job placement)· and 

, or ea t services. ' 
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These services may be provided either by the program itself or through referral to other organizations. 
A "high" level of service consists of more services than the medium level (e.g., familY counseling or group 

therapy may also be done), while a "Iow" level consists of less. 

(b) Scope of Record-Keeping Systems 

"Medium" means the program: 

• was able to complete the required data forms relatively easily; 
• maintains the following financial records: a formal budget, documents authorizing fund disburse· 

ments, records of all expenditures and receipts and periodic financial statements; and 
o maintains individual client records, which'include admission forms and counselors' notes. 

"High" consists of more records and "Iow" of less. 

(c) Quality of Records 

"Medium" means that 70'80% of the records are relatively complete, up-to-date and consistent. In 
addition, client records include weekly counselors' notes which seem relevant and useful. In general, the 
records are of such quality that a third party would find them of use in treating the client. "High" indicates 
that more than 80% of the records meet these conditions and " low" that fewer than 70% do. 

(d) Validity of Reported Data 

"Medium" indicates that data verified by the evaluation team and data reported by the program differ 

by 10.20%. "High" indicates differences of less. than 10% and " low" of more than 20%. 

(3) Possible Additional Criteria 

Although additional criteria were considered, these were rejected for various reasons. Some of these 
criteria are discussed below, along with tli\~ reasons for their ultimate exclusion from the quick evaluation 

methodology: 

(a) Deaths 

Program-related deaths may be an indicator of poor program operations. However, there are major 
problems in defining program-related deaths. For example,. if a child of a methadone maintenance client 
accidentally overdoses on the client's take-home medication, should that death be considered program­
related? The answer might be yes if the program failed to provide take-home medication in a form that 
minimized the likelihood of a non·addict taking it by accident or if it failed to instruct the client on proper 
precautions to be taken with take-home medication. If, however, the program took all possible precaut~ns, 
should the death still be considered prograrn-related~ since it was methadone distributed by the program 
which was the cause of death? This example is only one ot' many dealin~l with the problem of adequately 
defining a program-related death. Another example is: what time period should be considered? For 
example, if a client drops out of drug free treatment one week and overdoses the next, is that program­
related? I t may be, if the addict lost his earlier tolerance during treatment and overdosed because he did not 

realize this fact. 
Another problem with this measure is that it does not seem appropriate to get that data from the treat-

ment program, which is the data collection approach used for qu ick evaluations, I n some cases programs may 
not know that a former client died; they may only know that he stopped coming to the treatment program . 

Finally, it would be difficult to verify easily whatever the program said. If a program did not want to 
admit any program-related deaths, it would be a great deal of work for the evaluation team to find that out. 
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This is contrary to a major tenet of the quick evaluation methodology, i.e., that data should be easily 
verifiable. Therefore, deaths Wer~\ not included as an analytical criterion, although deaths are obviously an 
important area of consideration for program operations. 

(b) Staff Characteristics 

The staff's experi~nce, education and training may be good indicators of the quality of care. However, 
this data would have to be collected for each individual staff member, aggregated and systematically 
categorized. This would greatly increase the time required for data collection and analysis. For quick 
evaluation purposes, we decided this amount of effort was not warranted. However, consideration of staff 
characteristics could easily be added to the core methodology. This is discussed in greater detail under 
Chapter IV, "Possible Additions to Quick ~valuC\tion." 

(c) Staffing Pattern 

Another important staff consideration is the staffing pattern (e.g., ~he percent of medical personnel, 
Counselors, etc.). Theoretically, it would be possible to compare a program's staffing pattern with "ideal" 
staffing patterns and identIfy those which were very different. Those would then receive closer analysis. 
Although this approach is theoretically Po~sible, no simple way of implementing it was developed. There. 
fore, the measure was dropped. 

(d) C/lent Retention 

A question is included in the director's interview about client retention. However, we decided to make 
the response one of the items to be considered as part of the subjective assessment rather than an evaluative 
criterion. The reason for this is that programs assess and estimate their client retention rates in such 
different ways. Ideally, we would make the client retention question very specific (e.g., of the clients who 
entered your treatment program six months ago, what percent are still in the program, by modality?) 
However, many programs might be unable to answer such a specific question, although they would have a 
rough idea of the client retention rate. Moreover, it would probably be difficult for the evaluation team to 
verify the answer to a very specific client retention question without a time·consuming rE)cord search. 
Therefore, we opted to accept the director's estimate of client retention as a rough indicator of possible 
program performance and to include that information in the subjective assessment, instead of trying to 
verify it and include it in the analytical criteria. Anyone interested in accurately measuring client retention 
could, however, add a section to the core evaluation which would deal with this issue. This is discussed 
further in Chapter IV. 

(e) Relationship Between Rate of Spending and Rate of Treatment 

Some measure of the relationship between the rate of spending and the rate of treatment would be 
useful. It means something very different when a program is treating half its expected client load and is also 
spending at a rate half of that expected than when the program is treating half its expectedciient load and 
spending at a full rate. However, we were unable to develop any quick, simple measure which adequately 
reflected this relationship. One possibility was the ratio of the percent of funds sperltto the percent of the 
estimated total client-years of treatment which had actually been provided to date. However, this would 
not work for relatively new programs, since start-up costs would be included in the expenses. In addition, in 
many cases it would probably be difficult to obtain a good estimate of the total client-years of treatment 
expected to be provided under a given grant. Frequentiy, the grant indicates the funded treatment capacity 
but does not include a timetable for building up to that capacity. 

A seCDnd measure considered was the ratio of percent of funds spent to percent'I,}'T capacity Utilized. 
This measure, however, is a static one which would only be useful for programs With a relatively stable 
client load. The measure would change"significantly over one month for programs either building up or 
declining. . 
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Other measures were considered but none seemed "right." Therefore, we decided merely to report in 
the descriptive summary the data on capacity, client-years of treatment, budgeted funds and costs. Any~ne 
interested in develo))ing ratios from these data can do so. Care should be taken to develop an appropnate 
ratio,'however. 

(f) Client Outcome 

Although the quick evaluation methodology does not provide for follow-up client i~tervie~ing, we 
considered the possibility that some programs might maintain client performance data, .partlcular!y In terms 
of changes in employment and criminal activity. In such cases, it would b~ ~sef~1 to I~clude thIS .outco~e 
data in our analysis. Therefore, we considered defining employment and cnmlnallty vanables and ~ncludmg 
these measures in the analytical summary, for those programs which kept such data. However, thIS ~reatcd 
problems similar to those of trying to define client retention very specifically. :herefore, We decl~ed to 
delete employment and criminality as analytical measures but to ask for cOPle,s of a~y evaluat~on ,or 
client follow·up studies which may have been done. These studies would be conSIdered In the subjectIve 
assessment of the program; they would also become part of the quick evaluation file for that program. 

(g) Quality of Client Care 

There are a number of qualitative indicators which were considered for inclusion in the analytical 
criteria. One of the most important of these is quality of client care, which js a crucial elem~n~ of program 
operations and an important factor to consider when interpreting cos~ qrata. ~owever: It IS extre~ely 
difficult at present to identify the exact elements which constitute a hIgh q~allty of .cllent c~re. ThIS IS 
much more difficult, for example, than to define a high level of client servIces o.r hIgh ~uahty records 
precisely. Moreover, even if agreement were reached on the exact components of hIgh quality care: deter­
mining the extent to which these components were present at a particular program would requIre th~t 
program operations be observed by a skilled clinician, probably for sever~1 days, ~se of re~ourc~s at thIS 
level was outside the constraints set for quick evaluations. Therefore, quality of client c~re IS not In~'ud,ed 
as an analytical criterion, although impressions about client care should be incorporated Into the subjectIve 
assessment. 

(4) Summary 

After conSIderation of a number of possible analytical criteria, ten were selected for use. These ten can 
be easily verified by the evaluation team, if lIerification seems needed. In addition, a range of va!ues can be 
hypothesized for each criterion, within which the assumption would be made that the program s pe~~rm­
ance is acceptable. Values outside those ranges may also be acceptable, due to special progr~m condltlo,ns, 
but that determination requires further information and consideration. Although the ~ulck eval~atlon 
methodology places considerable emphasis ,on analytical criteria, we recognize th~t the Interpretat.lOn of 
these criteria depends to some extent on the characteristics of the program-e.g" ItS ag.e, growth hIstory, 
clientele, .etc. Therefore, descriptive 'characteristics and a subjective assessment are Included for each 
progi·am. 

C. Descriptive Information 

Table 2 shows the descriptive information presented for each program. This information is of four 
types: 

(1 r Background 

This/ncludes the program's name, location, director, number of facilities, capacity, and date of first 
client treatment. 
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(2) Funding 

The Federal funds, total funds and amount spent for the past fiscal year and the"current fiscal year to 

date are presented. This information comes from the financial data forms completed by the program. 

(3) Clients 

This consists of three sections: 

(a) Number of clients currently being treated 

This presents the number of clients by residence category (outpatient, residential or inpatient) and 
modality (maintenance, detoxificatlol1, drug free or other). These numbers are those derived from the 
evaluation team's independent verification of client loads, based on determining the number of clients seen 

at least twice per week. 

(b) Characteristics of clients currently in treatment 

Characteristics include the average age, percent male, percent black, percent primarily abusing heroin, 
percent referred from the criminal justice system and average length of time in treatment. This information 

comes from the director's interview. 

(c) Client loads 

This section includes the client-years of treatment for the past fiscal year and the current fiscal year to 
date and the percent change in client load from July of the current fiscal year to the present. Information, 

presented by residence category, is derived from the client data form completed by the program. 

(4) Staff 

The currently authorized positions and currently filled positions for the total staff are indicated, as 
well as the past fiscal year and current fiscal year (to date) person-years for professional and paraprofes-

sional staff. 
The descriptive information presented is a brief summary of some of the major characteristics affecting 

the interpretation of the analytical criteria. The age of a program, its client growth rate and whether it is 
fully staffed, are among the descriptive items presented. There are, of course, many other descriptive 
characteristics which could be reported for i'il given program. While these characteristics were not considered 
crucial for our purposes, other evaluators l11ight need to add additional descriptive data elements to our 
approach. For example, no information is presented on methadone dosages, since we do not categorize 
treatment programs except by residence cate~ory and modality. Someone who further classified the modal~ 
ities might use dosage as a major distinguishibg characteristic of maintenance plograms. For our purposeu, 
however, dosage information is not needed. We are assuming that programs are adhering to the FDA 
guldelines or, if they are not, that FDA inspectiop teams will find that out and take appropriate action. 

D. Subjective Assessment 

A subjective assessment is provided for each program. "The evaluation team's impressions and observa­
tions are pr'esent~d under fourteen headings. Comments are usually brief for each topic and are focused on 
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Table 2. DESCR.IPTIVE SUMMARY 

L Background 

Program Name: 

Location: 

l\h.,.mber of Facilities: 
----~-----------

Capacity: ------------------
Date First Client was Treated: 

-------~---------~-----

Director: ___________________ ~, Telephone:~" ______ "_ 

II. Funding 

Item 
Past Current 

Fiscal Year Fiscal Year 

Federal Funds* ..... 
'-'----

Total Funds .... ; ... 
V{, .. ~.uo.·~ .. _ 

Amount Spent ...... ** 

*Federal Agency: 
-------------------~""I)I'---

** As of: 
-----------------~-~-----

III. Clients 

A. Number of clients being treated as of 
----~----------------

Modality Outpatient Residential Inpatient Total 

Maintenance .......... 
Detoxification ., ....... 

Drug Free ... " ........ 
Other '" .............. 

TOTAL 

11 

tl 
\' 
L 

1 
L 
! 
J" 

I 
I , , 
t ~ 
I" to 

j 
I 
I 

l. r 
\, 

r T~1 



T1;-/ 
,I, ' 

B. Characteristics of clients currently in treatment 

Average agq • .. • • • • • • t. ~ • .. • • • • • • • • • .. • • • • , • • • • 

Percent male ,. ......... " ...... _ ............... - .. , . 

Percent black .. . .. . . . ~ . . .. . .. .. .. . . . .- ~ '" '" '" .. .. . .. . . . .. 

Percent primarily abusing heroin ............... , .... ,. 

Percent referred from criminal justice system ............ 

Average length of time in treatment . '" .. .. .. . . . .. .. .. . ~ . . 

C, Client LQads 

Item Outpatient Residential 

Client-years of treatment: 

Past fiscal year ....... _ •• , It' ........ I ... 

Current fiscal year 
through .. " .......... 

Percent change in client load 
from July of current fiscal 
year to present .....•........... 

IV. Staff 

Currently authorizEld positions ••••••........ • .... 

Currently filled positions .. , ........................ 

Professional and paraprofessional person-years ., ........ 

Past fiscal year ......................... ~ ......... 

Current fiscal year through .. , ...... 

Inpatient 
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a short ol/erall assessment or identification of specific problem areas, The $u\;ljectille aSsessment checklist 
completed on-sit~ is used in the prepClfCltion ofthEl subjective assessment. The specific topics addressed are: 

(1) Facility 

Anv problems with space" lay-out, condition, location, etc., are noted. 

(2) Director 

The evaluation team Clssesses both the director's ff)SpOnSes to questions and the general level of manage· 
ment ability, as reflected in the program's operations. 

(3) Staff 

This includes comments on overall impressions of the staff's capabilities, motivation and workloCld, as 
well as discussion of any problems concerning staff organization, salary levels, vacancies, etc. This requires 
consideration of information from the staff data forms as well as on-site impressions, 

(4) Admission and Intake 

These procedures should be a~sessed to see if the program is being very selective am:! restrictive in terms 
of the clients it accepts. These topics are covered in the -director's interview. 

(5) Discharge and Follow.Up 

Conditions for progrClm completion and for dismissal before completion are sometimes good indicators 
of a program's treatment philosophy, as are their follow-up procedures (if any follow-up is done). These 
topics are covered in the director's interview, 

(6) Client Services 

The types and amounts of client services are areas addressed in the director's interviElw. I n addition, 
perusal of client records and on-site observations should help verify the director's comments. 

(7) Financial Procedures and Reoords 

One of the financial data forms completed by the program indicates the records maintained. In 
addition, ability to complete the other financial data forms relativelY easily is an indication of the quality 
of the record-keeping system. On-site observations could also supplement those items. 

(8) Client Reoords 

This assessment should be based on on·she review of client records and should consider both SQope and 
quality. 

(9) Validity of Reported Oata 

i 
\' 

: 

I 
j 

! The evaluators should comment on the extent to which the data thElY verified agreed With the data i I reported by the program. II 

I (1 0) A dequaoy of Resources 

I, ! Inod.qu". rosouro" ""uld b. Indicatod by the existence of a waiting list Iwhi,h the evaluators have I 
I J reason to believe is a "real" one), or by the program's inability to provide certain serv!~es it believes would I 
It [ 

_____________________ 12 ____________ ~ ____ ~~~ __________ ~ •• ____________________________________ 1_3 ____________________________ -==-~1 
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improve its-.effectiveness. On the other hand, a program might have more resources than it needs, given its 
client load. This 'could be indicated by low rates of spending and treatment. 

(11) Utilization of Resources 

Resources may be adequate but poorly utilized. For example, the program may have excess capacity, 
poor hours of operation, poor allocation of staff among the various occupational skills required, etc. Any 
such problems should be noted. 

{12} Other Problems or Comments_ 

Other items which seem important for that program should be discussed. This could include corn­
munit'{ relations problems, special grant conditions, etc. 

(131 Technical Assistance Needs 

Areas of needed technical assistance should be identified and commented upon, The evaluators should, 
however, remember that technical assistance is itself a scarce resource and that some programs might 
require so much help that the investment is simply not worthwhile. 

(14) Recommendations 

Recommendations concerning future Federal involvement, in terms- of funding and possible technical 
assistance. should be succinctly summarized. 

E. Final Report 

The final report on each program should be short, focused on the major features of the program, and 
organized as follows: 

• Highlights; 
• Descriptive Summary; 
• Analytical Summary; and 
• Subjective Assessment, 

The highlights section should be a one- or two-page summary of the major features of the analytical 
summary, descriptive summary and subjective assessment. Sub-sections should include: 

Background: The program's name, location, number of facilities, capacitY, client load by modality, 
costs of treatment, Federal funding agency, and other important points should be presented. 

Program Strengths: This should summarize the program's strong points and cite relevant data to 
support the judgr:oents made. 

Program Weaknesses,' The program's weak points should be summarized, along with any extenuating 
circumstances or other expianations. 

Technical Assistance Needs: The technical assistance needs of the program shOUld be discussed. 
Recommendations: The funding and technical assistance recommendations of the evaluation team 

should be presented, along with the rationale underlying those recommendations. 
Appendix A is an example of a project report. The final report should not include lengthY. narratiVe 

descriptions of particulal' aspects of the program's operations. Instead, the report should be short, decision­
and problem-oriented, with data arrayed in a consistent format for each program to facilitate further 
analysis by <lnyone so inclined, Also, the completed interview and data forms will be kept on file for 
anyone interested in more detailed information. 
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III. IMPLEMENTATION 

A. Procedures 

I mplementation procedures for quick evaluations can be considered in terms of activities performed 
b.efore, d.uring and after the site visit. Before the site visit, the evaluation team should review the project 
fIle, .partlCularl~ :he grant application and quarterly repo.ts, and discuss the f,)roject with the Federal 
n:0nttor. In Ciddltlon, the evaluation team should call the program director to arrange the site visit. At that 
time, the team should indicate that: 

(1\ approximately 60 to 90 minutes of the director's time will be requ ired; 
(2) several data forms will need to be completed' by program staff members on the day of the visit: 

(a) 'financial data forms (estimated time requirement: 3 hours); 
(b) staff data forms (estimated time requirement~ 2 hoursl; and 
(c) client data form (estimated time requirement: 1 hour); and 

(3) program records, including client records, should be available to the evaluation team. 

On site, the evaluatioIT team: 

• interviews the director.; 
eo distributes the data forms on financial, staff and client data, collects them at the end of the day and 

checks them for completeness; 
• tours the facility; 
• verifies the number of clients being treated; and 
• reviews various records, including several randomly selected files on individual clients. 

Figure 1 indicates the flow of activities during the site visit. 
After the Visit, the evaluation team analyzes the data Collected, r£/flects on the observations made, and 

prepares its report in the format described earlier. The on-site materials are designed to facilitate the writing 
of the final report. Most of that report should be able to be written in a few hours time and could, in fact, 
be done on-site or in transit. Feedback to the program should also occur after the site Visit. This could 
consist of sending the program Ci copy of the quick evaluation report or a letter abstracting the major 
findings. 

Appendix B presents a complete set of the various. forms used on-site. These are briefly described 
below. 

B. Director's Interview 

The director's interview covers such topics as the program's objectives, its efforts to assess its',progress, 
its problems and thoughts on additional resources which might help resolve them, and overall information 
on the number of clients being 'treated, their characteristics, the types of treatment and ancillary services 
provided, admission and discha~ge criteria, intake procedures, unmet demands for treatment, organizational 
structure, and days and hours of operation. This interview takes approximately 40 to 60 minutes to 
comple:e. At the end of the interview, the director is asked to provide copies of the following materi~ls, if 
they eXIst: 

• the most recent organization chart; 
• written treatment guidelines- or policy statements; 
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activity, retention rates, etc. 

) h' h h r m must complete are discussed with the 
In addition, the data forms (e~plained below w IC

r 
t r~a~;~~a~f members. A "materials checklist" has 

directo~, who channels the evaluatl?n team tko the. apP
k 
o~ the items which need to be'collected on-site; a 

been dl~velqped to help the ev;aluatlon team eep trac 0 

copy of this checklist is given to the director .as well. 

Program Staff 

Completes Data 

Forms: 

- Financial 
(3 hours) 

- Staff 
(2 hours) 

- Client 
(1 hour) 

Figure 1. QUICK EVALUATION SITE VISIT 

Interview D irectt:r 

,. 

Explain Data Forms 

Review Completed 

Data Forms 
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Evaluation Team: 

- Tours facility; 
- Verifies clients; 
- Reviews records. 
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The evaluation team's other planned activities should also be discussed with the director. These include 
verifying the number of clients in treatment, reviewing several individual client files and touring the facility. 
Once the discussion with the director has been completed, the evaluation team should insure that the data 
forms are understOOd by the people who will complete them and that they can be finished by the end of 
the day. 

C. Data Forms 

Seven data forms have been developed, which summarize the major financial, client and staff informa­
tion of the program. Each form was designed to be as self-contained and self-explanatory as possible. 
Therefore, these forms could simply be given to the appropriate people to complete (or could be mailed to 
the program ahead of the site visit and simply picked up and reviewed by the evaluation team). However, 
we believe it is better, whenever possible, to explain the forms personally to the people completing them. 
Since the time needed to complete them is relatively short, it is not an unreasonable requirement to have 
the forms done on thE! day of the site visit. 

(1) Funding by SourcfJ of Funds 

This form is completed for the total program (i.e., not for specific facilities) and presentstotal funding 
information and the date of first funding by source (Federal agency, state, local or priVate sources). 
Information inclUdes the funds available (budget) for the past fiscal year and current fiscal year and the 
amount expended for the past fiscal year and the current fiscal year to date. All budget and cost amoUnts 
are presented as totals for the program and as totals for staff. The data on staff costs are included because 
most programs can identify those costs, even if they have difficulty tracking and allocating total costs. At 
least a crude estimate of total costs car., therefore, be derived from staff cost data. If the program cannot 
estimate the percent of its total costs which are for staff, an estimate of 75-80% can be used and is probably 
reasonable for most programs. 

(2) A/location of Funds to Facilities and Residence Categories 

This form allocates the funding totals from the preceding form to the various facilities and residence 
categories (outpatient, residential, and inpatient). This form does not,. of course; have to be completed for 
programs with a single facility and a single residence category (e.g., a program consis~jng solely of one 
outpatient clinic). 

(3) Grant Information 

Since we are collecting information by fiscal year but mahy grants are awarded for different time 
periods, this table summarizes relevaht data needed on a grant-by·grant basis. This information consists of 
the grant amount, starting and ending date, amount spent to date, and the: date funds are expected to be 
exhausted. 

(4) Financial Procedures 

This checklist indicates: 

• the types offinancial records maintained by the program (e.g., aregularly prepared budget, sequential 
record of commitments, record of all expenditures and receipts, accounting statement, etc.) i 

• the nature of financial procedures (e.g., whether authorizing documents must be generated before 
funds· can be disbursed, procedures for signing and clearing checks, etc.)i and 

• whether an audit has been performed and, if so, by whom and when. ' 

17 

am 

i, 

\ 
l' 
i 
I, 
\ 

I 
I 
I 1 ,: 
! 
i' 

1 
f 
! 
1 

j
i, 

,. 

\: 
f 
f 
!; 
f 

f 
! r 
" if 
rt 
H 
P I 

II 
I 

I 
I 
'1 

II 
I, 

"1 

I 
! 
I 

,'I 

II 
II 

I 
I 



. ~i. 
: ,n> 

This form also indicates the location of the financial records, in case the evaluation team decides to 

check any_of them or to verify financial data provided by the program. 

(5) Client Data 

Th's form is completed for each facility. It indicates the client loads for the past fiscal year and by 
month I

for 
the current ffscal year for each residence category and modality. It also in.dicates the date ~he 

first client was treated for each residence/modality combination and the number of clients currently bt
ln9 

seen twice per week. Whenever possible, we define a client as someone being seen by the ~r~~ram at ~ast 
twice per week. However, historical data must rely on program records and use whatev~r d~fm.ltlon of ch~n~ 
upon which the records are maintained. The.client data fo~m provides space for indicating what t a 
definition is, so that we will have a better indication of how to Interpret the numbers. . 

(6) Staff Data 

This form is completed for each facility and provides information on each person employed by the 

ro ram during the period from the beginning of the past fiscal year to the ~resen:. . 
p \hiS information consists of the position title, date hired, date left (If applicable), annual salary and 
hours worked per week. The information is needed so that such figures as staff man:years, :urno

ver 
rates, 

arid staff-client ratios can be calcu lated. It seemed simp ler to ask the program to. prOVide data on a 
erson-by.person basis and require the evaluation team to make the nece~sary calc~latlons tha~ t~ aSk. the 

~rogram to make those calculations. Moreover, detailed i!1formation sometimes prOVides greater inSight Into 
what is occurring at a program than the summary calculations do. For example, turnover may be ~on~en­
trated at the top of the organization, among the counselors, or evenly spread throughout the organization. 

The interpretation of the total turnover rate would be different in each case. 

(7) Vacant Staff Positions 

This form, completed for each facility, indicates the length of time eac~ ~acant position has been 
unfilled, the annual salary, the hours per week and the position title. ~acant positions ~Ius people ?ur~entIY 
on board should constitute the total authorized staffing plan. Vacancies, and the .!e~el In :he organization .at 
which they occur, are sometimes good indicators of specific problem areas. ThiS IS partlcul~r~y true when 
that information is correlated with the data from the previous form on turnove,~for those POSitions. 

D. Checklists and Worksheets for Evaluation Team 

In addition to the director's interview and the data forms, three other forms were develqped for use in 

quick evaluations. These forms consist of: 

• a checklist to assist the evaluation team in systematically recording subjective impress.ionsof a site;. 
• a worksheet to be used while conducting the independent verification of the current client load; and 

• a checklist for W~e while individual client records are reviewed. 

(1) Subjective Assessment Checklist 

This checklist includes: 

• areas of interest which might be observed during the facility tour (e.g., the condi~ion of the facility, 

general impressions of the staff, etc.); .. .. i' 

• items covered in the director'.s interview which might otherwise not b~ad:quately noted (e.g., pro-

gram objectives, client retention rates, etc.); ~'. 
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• elements from the data forms which are not specifically included in the format fOr the final report 
(e.g., salary structure, staff vacancies. etc.); and 

e the evaluator's judgments about the program's adequacy and effective utilization of resources. 

Each item is checked "problem," "not a problem" or "don't know." Space is provided at the end of 
the checklist to discuss each item noted as a "problem." These problems should be discussed in the final 
report. 

(2) Independent Verification of Client Load 

This worksheet should be used to explain the procedure for verifying the client load, summarize the 
results and comment upon the level of agreement between reported and verified data. The verification 
procedure will vary with the n?ture of the program and the type of records maintained. For inpatient and 
residential programs, the maximum number of clients possible at a given time- could be estimated by 
counting the number of beds. However, this is not a reliable estimate of the current client load, because 
many beds may be unfilled. 

One way to make an inconspicuous load count of current clients in a residential facility is to count the 
number of people present at dinner; the staff can usually be identified and excluded from the count. A 
count could also be made during any other activity in which all clients usually participate. The program 
director should be able to help identify such activities. 

It shOUld usually not be difficult to verify the client load at an inpatient facility. A count of patients 
present on the ward can usually be easily made. 

For outpatient programs, we have defined a client as someone being seen at least twice per week. For a 
program which dispenses medication, the medication records can' be reviewed for the week before the site 
visit to determine the number of clientt; seen different numbers of times. The evaulation team will, of 
course, have to make arrangements to use these records at a time when they will not interfere with program 
operations. I n some cases this may require review of the records after the normal operating hours of the 
clinic. Usually,. however, these records can be reviewed when the clinic is open, but either medication is not 
being dispensed or it is a "slow" time and clinic operations would be only slightly disturbed. 

Client loads will probably be hardest to verify for outpatient, drug free programs. I n some cases 
. counselors' notes or other records will be maintained of contacts with clients. In an extreme case, where no 

records are kept, there will be no. alternative to counting the number of clients who are seen on the day of 
the site visit. This is a time-consuming process for the evaluation team, but the importance of the data 
warrants it. The first requirement of a treatment program is that it must have clients. Without some reason 
to believe that it does so, and that it reports them accurately, the rest of the data on the program will be 
irrelevant. I n cases where an on-site count is required, the evaluation team should try to determine whether 
the day of the visit is. a typical program day; if not, arrangements should be made to visit on a typical day. 

(3) Client Records Checklist 

Several randomly selected client records should be reviewed to get a "feel" for the types of data 
maintained and the overall quality of the client files. If medication or other records were used to verify the 
number of clients, five or ten names should be selected from those lists. Client files should be requested for 
those individuals. This will help serve as- a check on the· validity, of the records used for verification 
purposes. If the program conducts follow-up .on clients who have left treatment, a few files on these 
individuals should also be reviewed. ' 

We selected the verificatipn of client load$ and the reView of client records to serve as good indicators 
of the veracity and quality of all program records and data. We ,pave assumed that if the program is 
reporting its client. load accurately, it is probably reporting other information accurately. Moreover we 
have assumed tha~:'if the. program's client records seem well-maintained, then its other records are prOb~blY 
also well kept. Tt~erefore, we have not provided checklists and worksheets for verifyIng other types of data 
or for reviewing' other types of records. In cases where client data and records are poor, however, the 
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evaluation team may decide that additional verification and record review needs to be done. In those cases 
good notes should be kept of the on-site activities, and a narrative discussion of the findings should be 

inclUded in the final report. 

E. Use of Dat;:'1 Collected 

One principle adhered to in the development of the quick evaluation methodology w~s that no data 
element should be collected which was not used. Suggested additions to the data collection forms were 
carefuHy scrutirlized in terms of both their usefulness for our purposes and the manner in which they would 

be reported upon. '. . .. . . . '. 
Inmost cases, 'collected data items are included in the final report. I nsome cases, hO\1Ve~~r, they are 

includetlonly if they are unusual {e.g., if there is a very high percentage of vacant staff positions). Such 
data items appear on thl::- subjective assessment checklist. Therefore, all data collected are used .to comple:e 
either the tables in the final report or the subjective assessment checklist. These tables appear In APp.endlx 
C with the data collection source.·indicated. Please note that if some element of reported data IS not 
c~nsidered useful, then it can be deleted from the relevant data collection form. 

f. Evaluation Team 

The quick evaluation was 'designed to be implemented by two people In two days. for ?rograms ~ith 
no more than three facilities. Pro!:frams with additional facilities will. in most cases, require more time. 
However, these time estimates should be viewed as rough ones. The exact time required will depend on the 
evaluation team's experience and familiarity With the 'specific program. . 

The 'ideal evaluation team probably consists of an experienced clinician, who woold be able to assess 
what is occurring in the program relatively quickly, and a research assistant, who would make sUre that all 
forms are completed fully and correctly. Evaluation teams could have different compositions (,for example, 
twO experienced clinicians Of two clinicians and a research assistant). Selection of the t~am will ,depend on 
the available staff and the needs that the specific quick evaluation is designed to meet. It IS essential that the 
evaluators be able to retain objectivity about program operations and not be swayed by pressures from the 
program 'or other sources. In some cases, training sessions may be needed for the quiCk evaluation teams, in 
'order to review F=DA guidelines and other basic information about treatment programs. . 

The two-day estimate fora quick evaluation is divided equally between 'off-site ,and 'on-site work. 
Approximately one-half day would be requ:ired off-site for advance preparation (making appointments, 
reviewing files, etc.) An additional one-half day off-site would be needed after the visit to analyze the data 

and write the i'eport. 
Approximately one day 'is neededon'site to ;intervieW the ;program director, insure that the 'necessary 

data forms are 'completed, tour the facility,ob~erveclinic'operations briefly, verify the number 'of c1iehtsin 
treatment anc\ review various records. I n most cases, the one-day site visit will be sufficient for the 
purposes designed to be met bya quick evaluation. I n some cases, however, a second evaluation 'visit may 
be needed, perhaps by a specialist not included on the initial evaluation team. 

G. Pretest of Methodology 

The quick evaluation methodolo\lY was tested, refined a.\1d con5jder~~lyrevi.sed~ur~ng a five-progr~m 
pretest conducted during late January and early February of 1973. I n addition to Identlfymg problems w~th 
the wording alldorderlng of, questions and with vadous on-site procedures, the pretest showed three major 

problems: 

(1) Minimal advance work had been done. Consequently, on-site time was not as weH-utilized as it 
could have been. The current recommended quick evaluation procedures emphasize the vallle 'of 

adequate advance work. 
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(2) The data forms were in some cases left with the program to be completed and returned within a 
day or so. Getting these data forms returned took much longer than had been anticipated. Once an 
evaluation team leaves the premises, other activities seem to take priority with most programs. In 
addition, some of the returned forms were incomplete or inconsistent. Follow-up telephone calls 
were needed to clarify the situation. Arranging for the data forms to be completed on the day of 
the site visit and reviewing them at that time is a much more efficient procedure. 

(3) The initial data forms used by the quick evaluation team were too complex. During the course of 
the pretest, some forms were deleted as not being worth the effort involved to complete them 
(e.g., a detailed analysis of urinalysis results). Others were considerably simplified. 

Since the pretest, the quick evaluation procedures have been used for a variety of purposes, including: 

• to assess the Office of Economic Opportunity treatment programs which were candidates for trans­
fer to the National I nstitute of Mental Health; 

• to identify technical assistance needs at selected programs; and 
• to provide a quick overview of treatment program operations at selected Department of Defense 

installations and Veterans Administration hospitals. 

I n some cases the basic quick evaluation procedures were modified to meet somewhat different needs. 
I n general, however, the quick evaluation format provided a useful approach for assessing treatment pro­
grams quickly but systematically. 

IV. POSSIBLE ADDITIONS TO QUICK EVALUATION 

A. Background 

Many areas are not addressed at all by the quick evaluation methodology; others are adc!ressed only 
superficially. A quick evaluation is designed to collect only those data considered absolutely critical to any 
analysis of a program's operational efficiency_ No one yet knows if the data collected are in fact sufficient 
for making anything except very crude decisions about programs. A quick evaluation seems capable of 
identifying programs at the extremes (i.e., very bad and very good programs). We do not, however, know 
much about the adequacy of making distinctions among programs in the middle range of performance 
(where most programs probably lie). At this time no one really knows how much data is needed to make 
such distinctions with confidence. Nor does anyone know how much better the decisions beoome as 
different types of data are added to the assessment .of the program. Some systematic studies in this area 
would be useful. Until such studies are done, we have decided to keep the quick evaluation format 
relatively simple, straightforward and easy to implement. However, the quick evaluation approach could be 
considered as an evaluative "core" to which .additional "modules" could be added by people particularly 
interested in certain items or with more time available for program evaluations. Several possible additions 
are discussed below. 

B. Staff Questionnaire 

A short questionnaire could be distributed at a staff meeting which would collect information on: 

• the staff's characteristics, experience; education and other training; 
• the major staff activities, particularly the amount of time spent with clients; and 
• comments about the program. 

Such a questionnaire Was discussed during the development of the quick evaluation methodology, and 
two possible versions appear in Appendix D. We finally excluded this element from the quick evaluation 
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approach because the analysis of the responses would significantly increase the amount of time required to 
prepare the final report. The additional time required on-site would, however, be minimal (probably less 
than an hour), and the responses, par~icularlyany spon~aneous comments, would prob~bly increase the 
evaluation team's insight into the program substantially. If we Were to add one item to the quick evaluation 
approach, it would probably be some form of staff questionnaire. . 

C. Detailed Urinalysis Results 

The percent of positive ud,ne tests is included as an analytical criterion but no detailed assessment of 
urinalysis results is made. Better understanding of urinalysis data would require distinctions by type of 
drug, and by the length of time clients had been in treatment. I nformation on .the percent of clients who 
are consistently positive would also be of interest, as would an assessment of the reliability of the~testing 
lab and the procedures for collecting urine specimens. 

Again, these issues were considered during the development of the quick evaiuation procedures, and 
possible data collection forms were designed (see Appendix E). However, the additional usefulness of the 
detailed data did not seem sufficient to offset the additional time required to collect it. 

D. Detailed Client Retention Analysis 

The quick evaluation approach handles client retention only by asking the director about the rate. 
However, retention should be consi!~ered by the cohort group and should indicate the percent of people 
remaining in the program who entered 6, 12, 18, etc. months ago. These rates should; of course, be 
calculated separately for different ~I,odalities and residence categories. Once again, we considered including 
such detailed data, developed possible data collection forms (see Appendix Fj, and finally rejected them as 
too time-consuming. 

E. Quality of Care 

If skilled clinicians are includild on the evaluation team and if sufficient time is available observation 
of clinic operations and of staff-eli',ent interactions could yield importanfinformation on the q~ality of care 
provided. It would also be useful to try to identiTY the specific ingrediehts of a "high" quality of care and 
to develop ways of training non-clinicians to make reasonable judgments about the quality of care. No 
attempt was made to cove::, these issues within the qUick evaluation format. 

F. Client Outcome 

Quick evaluations focus on asses,sing a program's efficiency. However, more important indications of 
program worth would focus on effectiveness i'n changing client behavior toward more socially desirable 
activities. A quick evaluation of program efficiency assesses the cost of treating a client for a year. To 
address program effecti~eness wou Id 1:lequire assessing the cost of achieving a specified level of change in 
client behavior. Time cOlisiderations are important, since "improved" behavior during treatment may not 
continue after a client leaves the progralll. 

Although qUick evaluations cja no:~ consider client outcomes, follow-up client interViewing could be 
added to the core efficiency evaluation,! If this is too costly, interviewing a sample of clients in treatmant 
might provide some insight concerning hehavioral change. 
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G. Non-Treatment Components of Programs 

Quick evaluations are designed to assess treatment programs only. However, some programs include 
other components, particularly education/prevention activities. An evaluation module to assess these activi­
ties could be added to the quick evaluation core. 

H. Community Information 

Quick evaluations rely on information collected at the treatment program. However, information could 
be collected from other sources which might affect the assessment of the program. Such sources of 
information might include the police department, pr.obation officials, narcotics bureau, corrections offi­
cials, medical examiner, mayor's assistant for drugs, local drug abuse coordinator, other treatment pro­
grams, and so on. Interviews, perhaps by telephone, could be added to the quick evaluation core, if they 

seem useful for certain purposes. 
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APPENDIX A 

EXAMPLE: Quick Evaluation of XYZ 

Drug Treatment Program 

February 1973 

HIGHLIGHTS 

Background 

The XYZ drug treatment ~rogram is currently providing methadone maintenance and detoxification 
services to 221 clients, which represents operation at 126% capacity. The cost per client-year averaged 
$1,252 for the first half of FY 1973. The current rate of spending on client treatment is much less: $748 
per client-year. 

The program had been treating 22 clients in July 1972; after one year of operation. At that time the 
program was restructured and restaffed. During the last seven months the clientele has grown at a steady 
and rapid rate, which as yet shows no signs of leveling off. Moreover, the program is planning to move to a 
different, probably more accessible, facility in the near future. Although the impact of the move is 
uncertain, it may well increase the number of applicants for treatment. 

There are virtually no Federal funds involved in this project at the present time. An ABC agency grant 
of $145,000 was largely spent in FY 1972, although $35,000 carried over to FY 1973. The program's 
major funds come from the state budget. In addition, the County Health Department provides in-kind 
services. 

Program Strengths 

The program appears to have a very capable and highly motivated staff. Although clearly strained by the 
current client load, the staff appears 'to be doing an admirable job of trying to handle it. Procedures seem 
reasonable, and client records are maintained as well as can be expected with the current counselor-client 
ratio of 1 to 37. 

Program Weaknesses 

The staff resources are severely iitrained. Only minimal counseling and other support services are being 
provided, and client retelltion is relatively low. Over the past seven months, there have been more than 500 
separate admissions, whic:h is more than dOUble the number of clients currently in treatment. Admission 
requirements (e.g., intake physicals and interviews) seem to have consumed a large portion of the total staff 
time, with relatively little time being left to provide a high quality of care to clients already admitted. The 
high admissions rate placed an especially heavy burden on what was an essentially new progrClm in the 
process of staffing up. 

The direct6r continued to accept clients after the program reached its capacity of 175. That action 
may have been influenced by the fact that the XYZ drug treatment program is the only methadone 
program in the county. The program's staff resources are now so strained, however, that the director 
indicated he would soon have to start reluctantly turning applic.:lrlts away. The program has been adding 
about 20 clients per month over the last few months, and there is no reason to assume that the methadone 
treatment demand in the county has yet been saturated. 
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The program appears to need a second facility. However, the program had a difficulty time finding a 

single permanent site and locating a second one may be even more difficult. 
In terms of strained program resources, the major problem does not appear to be inadequate funds. 

Through December: the program hac! spent approximately $95,000 of the $275,000 available for FY 1973. 
The remaining $180,000 would provide treatment for 240 clients for 'six months at a rate of $1,500 per 
client-year. Currently, the I?rogram has 221 clients, but is spending at a rate of $748 per client-year. 

The problem may be that the director does not want to turn clients away until he absolutely has to do 
so. If so, he may be unwilling to allocate $1,500 per client-year to client care until admissions level off and 
he can better estimate the stable client load. If this explanation is correct, then a mechanism is needed 
whi.ch would assure the director that if he provides adequate client care at a cost of approximately $1,500 
per year and if his client load becomes so great that his funds are ~xhausted before the end of the year, then 

his budget will be supplemented. 

Technical Assistance Needs 

Technical assistance might help this program better cope with the problems it faces. Perhaps stream­
lined management and record-keeping procedures could permit more staff time to be spent with clients. In 
addition, it appears that a second methadone facility is badly needed in the county and would, if opened, 
alleviate some of the problems currently being experienced. Finally, the program needs additional counsel~ 
ors, but none are currently authorized in the staffing plan; the two staff vacancies are for a nurse and a 
medical technician. Thus, the counselor-client ratio of 1 to 37 will not decline unless the client load 
declines, which seems unlikely, or unless additional counselor slots can be authorized. 

Recommendation 

The evaluation team believes the XYZ drug treatment program merits further Federal assistance. The 
program may need technical assistance more than additional funds. It does, however, appeartd need some 
assurance that Federal funds would be provided if state funds were exhausted (assuming thataclequate 

client care was being provided at reasonable cost). 
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DESCRIPTIVE SUMMARY 

I. Background 

Program Name: XYZ Drug Treatment Program 

Location: 
~-------------------------

Number of Facilities: Capacity: 175 

Date First Client was Treated: July 1971 
~~--~----~-----------

Director: ____________________ Telephone: -------

II, Funding 

Item 
Past Current 

Fiscal Year Fiscal Year 

Federal Funds* .......... $144,593 $ 35,015 

Total Funds ............. NA $274,809 

Amount Spent ........... NA $ 95156** , , 

. -.~ 

*Federal Agency: ABC agency 
--~~------------------------

**Asof: December 31, 1972. 

III. CI ients 

A. Number of clients being treated as of January 22-27, 1973 

Modality Outpatient Residential Inpatient Total 

Maintenance ............. 179 179 

Detoxification ........•.. 49 40 

Drug Free .......... , ... ? 2 

Other .•....... . ..., ...... - -

TOTAL 221 - 221 
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B. Characteristics of clients currently in treatment 

Average age ~ . . . . . , . . . . . . . . . . . . . . . . . . . . . . . . 24 

PercenNnale .............................. 77% 

Percent black ........... ,. .................. 49% 

Percent primarily abusing heroin ....... '.' ....... 85%* 

Percent referred from criminal justice system ..... ' ... NA 

Average length of time in treatment .......... ' ..... 3 mos. 

*15% abuse illegal methadone 

C. Client Loads 

It,em Outpatient Residential Inpatient 

Client-years of treatment:' 

Past fiscal year ................... NA 

Current fiscal year 
through December ............ 76 

" 

Percent change in client load 
from July of current fiscal 

426% year to present ................. 

IV. Staff 

Currently authorized positions .•........•• , •...... 15 

Currently filled positions ...................... 13 

Professional and pafaprofessional person-years ..... , .. 

Past fiscal year .............. " ............ NA 

Current fiscal year through December ..... .. . 4.0 

, 
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Table 1. ANALYTICAL SUMMARY 

A. Cost per client-year: Outpatient Residential Inpatient 

(1 ) CUrrent rate .•....•....•.•.....•. $ 748 

(2) CUrrent FY through December ...... $1,252 

(3) Past FY ....................... NA 

B. Other Quantitative Indices:, 

1. Ratio of actual to standard budget . ................. 0.83 

2. Staff-client ratio . .... "' ........................ 1 to 17 

3. Counselor-client ratio . . . . . . . . . . . . . . . . . . . . ~ . . . . . . 1 to 37 

4. Staff turnover rate .............................. 20% 

5. Percent of positive urinalysis tests . .................. 15% 

C. Qualitative Indices: 

1. Level of services provided to clients ................•. low 

2. Scope of record·keeping systems ..............•..... high 

3. Quality of records ............................. low 

4. Validity of reported data .•......•........•....... high 

DEFINITIONS: 

A.1: [(Costs for most recent month) X (12)) .;. 
(number of clients seen at least twice last week). 

A.2: (Costs for current FY to date) .;. (current FY 
client-years of treatment to date). 

A.3: (Costs for past FY) .;. (past FY client·years of 
treatment!. 

B.1: [Actual budget) .;. [number of clients seen at 
least twice last weekI X (standard cost per clientl). 
Standard cost per client is $1,500 for outpatient care, 
$4,500 for residential care and $30,000 for inpatient care. 

B.2: (Numbar of staff·members) .;. (number of 
clients seen at least twice last week). 

8.3: (Number of counselors) .;. (number of clients 
seen at least twIce last weekI. 

BA: [Number of people employed during past and 
current FY) - (number of positions filled at least half the 
time during past and currant FYI) .;. [numbar of positions 
filled at least half the time during past lind current FY). 

B.5:, (Number of positive urinalysis tests)·.;. (total 
number of urinalysis tests) . 
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C.1: "Medium" consists of individual counseling at 
least once a week; vocational rehabilitation (i.e., job 
counseling, training or placement!; and t\'I/O of tha 
following: legal, social or health service •. "Hlgh" consists 
of more services and "low" of less. 

C.2: "Medium" means the program (a) was able to 
completa the data forms easil,,; (b) keeps a formal budget, 
prepares authorizing documents before disbUrsing funds, 
records all axpenditu res and receipts, and makes periodic 
financial statements; (c) keeps individual client records, 
including admission forms and counselors' notes. "High" 
consists,~f more records and "'ow" of less. 

\ '< 

C.::', "Medium" means that 70·80% of the records 
are relatively complete, up-to·date, and consistent. Client 
records include weekly counselors' notas which seem 
relevant and useful. "High" Indicates that more than 80% 
meet these conditions and "Iow" less than 70%. 

C.4: "Medium" indicates that data verifiad by the 
evaluation team and data reported by the program differ 
by 10·20%. "High" indicates diffarences of less than 10% 
and "low" of more than 20%. 
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SUBJECTIVE ASSESSMENT 

Facility: The e)<isting facility is rather inadequate, with small office. and a poor lay-out. However, the 
program is soon to move to a differEnt facility. The program's client load and the fact that it is the only 
methadone prograrrl in the county would warrarlt a second facility. However, the program had great 
difficulty locating one permanent site and wouldptobably have an even harder time locating a seCond. Its 
p.resent site (within I~ County I-\ealth Department outpatient clinic) apparently cannot be retained. 

Director: Very (;apable and highly motivat.ed. 

Staff: Capable clnd motivated but unable to contend adequately whh the current workload. 

Admission and I ntake: Program accepts I:ounty residents who are at least 18 years old with a two-year 
history of heroin abuse. Intake procedures consist of a physical examination and interview. 

Discharge and Follow-Up: Clients can be dismissed for continuing to . abuse drugs or disrUpting the 
program's operations. No follow-up is being done at present. 

Client Services: The program provides, individual counseling, group therapy and vocational rehabilita­
tion services. Health care is provided on t1 ref6rral basis. No educational, legal, social or emergency service$ 
are provided. In general, the level of services seems inadequate as illustrated by a counselor-client ratio of 1 
to 37. • 

Financial Procedures and Records: Good. 

Client Records: As good as can be expected, given the workload. Counselor's notes are sometimes 
recorded less often than once per week, but entries seem relevant and useful. 

Validity of Reported Data: High agreement. 

Adequacy of Resources: Staff resources are severely strained. Program needs more coUnsE)1ors antf 
probably a second site. At present, funding seems to be adequate; but if the c:\lent load continues to grow, 
this situation may change. 

Utilization of Resources: Non-financial resources seem to be reasonably well utilized, although overall 
management and record-keeping procedures could be improved, .rllnds are being Silent at a low rate (i.e., 
$748 per client-year), although \110ney seems to be available to provide higher quality, higher cost client 
care •. 

Other Problems or Comments: None. 

Technical Assistance Needs: The program could use technical assistance to improve its management 
and record-keeping procedures; locate a second site; and as.sess ways to increase the amount of counseling 
being done . 

. Recommenda.tions: The evaluation team believes the XYZ Drug Treatment Program merits further 
Federal .assistance. The program may neecJ technical assistance more than additional funds. It does, how­
ever, appear to need some assurance that Federai funds would be prolJided if state funds were exhausted 
If\ssumlng that adequate client care Wf\S being provided at reasonable cost). 
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DIRECTOR'S INTERVIEW 

1. What are the specific objectives of your treatment. program? 

2. (a) How do you assess your progress toward meeting those objectives? 

(b) Do you measure client retention (that is, do you keep aggregate records of the length of time 
clients remain in your program)? Yes No 

(c) What is your client retention rate (by modality)? 

Percent .. . . , . 

Time Period .. . , 
Modality "." " .. , .. 

(d) Do you conduct urinalysis tests? ___ ,---,--Yes _____ No 

(el How often? _________________ .,--_________ _ 

(fl What. percent of your urinalysis tests are positive? 

Percent .•.......•....•...... , ....•....•...... 

~.---.~----+----~ 
Time Period •..•...............••..........•..• 

Total Number of Tests ..•....•...........•..•.•.. , 
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(g) What lab does your urinalysis tests? __ -------------------

(h) What is the cost per test?' ____ .,...----=------------------

3. What is your treatment capacity (as indicated in the Federal grant)? 

Outpatient ..••...•.•...................... 
~--------~ 

Residential ......... ······················· 1--_____ ---; 

Inpatient ................................ . 

4. (a) How many clients are now being treated in your program? __ ---------

(b) How do you define a "client"? _______________________ _ 

(c) How do you determine and verify the number of people being treated?_--------

(d) How many clients are now being seen at least twice per week? ___________ _ 

5. What percent of your clients are in the following treatment modalities: 

-
Maintenance ••••• ::. •••••• I •• ••• 

Detoxificqtion ............ '" .... 

Drug Free ..... '" ..... ,"" ...... 

Other: 

TOTAL 
100% 
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6. For the clients currently in treatment: 

(a) what is their average age? ___ years 

(b) the percent male? % 

(c) the percent black? % 

(d) the percent primarily abusing heroin? % 

(e) the percent referred from the criminal justice system? ___ % 

(f) the avera!je length of time clients have been'in treatment?, ___ Mo. 
'!-l 

(g) What is the source of your information (e.g., recent analysis of client characteristics estimate 
based on familiari~y with clients, etc.)? .. ' 

SERVICES 

Individual counseling ...... 

Family counseling •....... 

Group therapy .. '" ....... 
Job counseling ....... '" .. 
Job training ............ 
Job placement . ......... 
Educational services ....... 

General health care ....... 

f" 
" 

7. (a) Do you 
provide (serv-
ices), either 
directly or 7. (b) Please describe that.,liervice. 
through re-
ferral? (Code 
0, R or No) " 

-

'table continues 
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7. (a) Do you 
provide (serv-
ices) I either 

SERVICES directly or 7. (b) Please describe that service. 

.. through re-
~ 

ferral? (Code 
0, R or No) 

Lega I services ..••.•...•. 

Social services (welfare, 
housing assistance, etc.) ... 

Cu Itu ra l/recreati 0 na I 
programs ••.••.•..•.•. 

Other: 

8. (a) How often does a client receive individual counseling? 

(bl Family counseling? 

(c) Participate in group therapy? 

9. (a) Are there services you wou Id like to provide that you are currently unable to provide? 
___ Yes __ No 

(b) What are these services? 

(e) Why are you unable to provide these serviees? _________________ _ 
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10. Do any of the following characteristics affect admission to your program and, if so, in what way? 

.Characteristic Check If No Effect Description of Effect 

Age .•...................•... 

Sex ......................... 
1----" 

Residence .. ....... , ....... , ... 
Duration of drug use •• , , •••••• I .•• 

Type of drug used .............. 
History of emotional illness . ....... 
History of alcoholism ••••••••••• I 

Other: 

11. (a) What are your specific intake procedures? 

(b) How much time does the intake process require? 

12. Under what conditions would a client be dismissed from your treatment program (please include 
program completions as well as dismissals for cause)? 
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13. What sort of follow-up activities, if any, do you conduct for clients who have graduated, dropped out 
or otherwise left treatment? __________________________ _ 

14. (a) Approximately how many people, if any, are requesting treatment who cannot be admitted to 
your program?::.,..' __________________ -------....,.,.--

(b) What is the basis for that estimate (e.g., formal waiting list, guess, etc.)? 

(cl What are the reasons you cannot serve them? 

(d) How many people did you turn away last week? ________________ _ 

(e) What is the basis for this estimate? 

15. What do you consider the most serious problems you have to deal with in meeting the objectives of 

your overall treatment program? 

B-6 

16. What additional resources do you need to deal with these problems? (Money, staff, training, etc.­
PROBE for specific needs.) 

17. What is the structure of your organization (that is, what does your organization chart 1001< like)? 

18. (a) What are your days and hours of operations? --------------------------

(b) What are your days and hours for dispensing medication? -----------------------

(c) What is the daily schedu Ie of activities? -----------------------------

19. Are there any features of your program which you consider particularly innovative or unusual? 

Interviewee 
--------------------~----------------

Title 
~--------~--~-----------------------~ 

Interviewer, _______________ ~ ___ Date ___________ _ 
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INTERVIEWER INSTRUCT10NS AT COMPLETION 
OF DIRECTORiS INTERVIEW 

1. Ask for copies of the fo !lowing materia Is, if available: 

2. 

3. 

4. 

6. 

6. 

(a) latest organization chart 

(b) any written policy statements or treatment guidelines 

(c) any studies of treatment effectiveness, including analyses of urinalysis resu Its, employment, 

criminal activity, retention rates, etc. 

(d) financial statement for the latest month available. 

Explain the data forms which must be completed: 

(a) Funding by Source of Funds 

(b) Allocation of Funds to Facilities and Residence Categories (for programs with more than one 

faci lity or residence category) 

(c) Grant Information 

(d) Financial Procedures 

(e) Client Data (('FIe form for each facility) 

(f) Staff Data fone form for each facility) 

(g) Vacant Staff Positions (one form for each facility) 

Leave a copy of the materials checklist with the director. 

Determine a way to verify the current number of clients being seen at least twice per week. 

Make arrangements for reviewing several client files. 

Tour the faci lity. 
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FUNDING BY SOURCE OF FUNDS 
.~ 

PROGRAM NAME: ____ ------------·------

Note: The fiscal year (FY) is July l-June 30. 
.. ~ . 

{ 
Amount Available (Budget) 

Amount Expended 

Source Date of First Funding Past FY Current FY Past FY Current FY* 

Total For Staff Total For Staff Total For Staff Total For Staff 

k C -
Federal Agency: 

NIMH .•........• 

rp OEO •••.•.••••.• 
-" 
o 

LEAA •.•••..• ~ .• 

VA •...••. ••··· . 

HUD ....•• ~' •. ' •.. 

BOP ..••.•• •••• • 

Other: 

State •••..••••••••• 

Local •• ,. ; ...• ' ...••. 
-' . 

Private ............ 

TOTAL $ $ $ $ $ $ $ $ 

" 

*Through month of __________ _ 

ALLOCATION OF FUNDS TO r:ACILlTIES AND RESIDENCE CATEGORIES 

PROGRAMNAME: ______________________________________ __ 

Note: The fiscal year (FY) is July 1-June 30. 

:; Amount Available (Budget) Arr.?unt Expended 

Resid-ance 
Date of 

Facility Name 
Category* First Past FY Current FY Past FY Current FY** 

, Funding 
Total For Staff Total For Staff Total For Staff Total For Staff 

rp 
-" 

Total*** $ $ $ $ $ $ $ $ 
~ 

,. -_. '------- - ----

"Inpatient (I), Residential (R) or Outpatient (0). Use separate line for each • 

.... Through month of _______ _ 

...... These totals should be the same as those shown in the table "Funding by Source of Funds." 

-----.,.~--~~-"..-.~.-.-,...,...-->-.--..------.-.......---.-.....--:5''"'''.-.. ~.,.........'-..... ,..-.... ~ ..... "':::_-"'~';''''~,,:",,",-';"""~'-"".'F"' ';- --1r~':.:~-·'·":~-'._:..?~r:':~" .... :-"';":,-''j;.: __ : ~ .. 
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GRANT INFORMATION 

Note: One column should be completed for each grant in effect during the past or current fiscal year. 

. 
AGENCY 

ITEM 

Grant: 

Amount ........................... --
i 

Starting date ...................... 
,. 

Ending date ...................... ,.--

Status: 

Amount spent 
through --

Date funds are 
! • expected to be 

e>thausted .................... 'II 
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FINANCIAL PROCEDURES 

PROGR,AM NAME:,_I ________________ _ 

Are budgets f)repared ona Iregu lar basis showing salaries, rent, phone, supplies, lab services, etc? 
___ Yes, 'formal budg!~t informal budget no budget 

How frequently is a budget prtlpared? ______________ . _______ _ 

Is a sequenti~11 record kept !)f ,all commitments (i.e., services or items ordered but for which bill has 
not yet been received)? 
___ Yes, formal record!; ____ informal records no records 

Is an authorizing document: (e.g.,. purchase order) generated before funds can be disbursed? 
___ Yes ____ No Sometimes 

5. (a) Is there any amOU(lt above which more than Ol1e signature is required on a check? __ Yes_No 

(b) If so, what is this ~Imount? $ ___ _ 

(c) If not, are checks qlelared thrtlugh a higher authority than the treatment program ?_Yes _No 

6. Is a jO\lJrnal (sequential rec:ord) kept.ot' all expenditures and receipts? __ Yes __ No 

7. Are re0;1rds kept to account for all petty cash expenditures? __ Yes No 

a How frequently are cUl1lu,lative expenditures to date calcu lated? _______ .. _____ _ 

9, (a) How often is an ac<:ounting statement prepared? 

(b) What is the date Clf the most recent accounting statement? 

(c) Who prepared thatiaccounting statement (name and title)? 

10. (a) .How often is an i34dit performed? 

(b) When was the last audit done? 

(c) 'Who> did that aud1j~? 

, ! 
l'he above infc'~mation was prpvided by: 

Signature,: __ .,!;.... ___ _ 

Title: ---::,. 

\)ate: ___ •. · .. __ "--___ ... , ____ ~ __ 

B·13 
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CLIENT DATA 

facility Name: ________________ ----~---------

Note: The Fiscal Year (FY) is July 1-June 30. 

Inpnt., Date First Average 
Current FY Client L6ad3 

, 

Res. or Modality2 Client Was Client Load, 
-

Current 

Outpnt.1 Treated Past Fy3 July Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. May June 
Clients4 

. 

I 

TOTAL 

1Use separate line for each residence category: Inpatient (Il, Residential (R) or outpatient (0). 

2Use separate line for each modality: Maintenance (M), Detoxification (0), Drug Free (F), or other (describel-

~n.these totals "client" is defined as ----------------------------------~----------------
""Current clients" are clients now being seen at least. twice a week. 

Source record.s can be examined at the followrng location: 

Information provided by: 

Name:~· __ ---------------------------------

Title: _____ ---'-------------

Date: ___ -----------··----.,--

STAFF DATA 

Facility Name: _____________________________ _ 

Note: This form should contain information on all persons who have worked atthe facility during the past orcurrent fiscal year 
Include volunteers as well as paid staff. 

Name Position Title Date Hired 
Date Left 

Annual Salary 
Hours Worked 

(If Applicable) Per Week 

Infcrmation provided by: Personnel records can be examined at the following location: 
Name: _____________________________ __ 

Title: __________________ _ 

Date: __________________ _ 

'::;.-.::-, .......... - • .., ~ ..... ' ....... '~'.-:---":"'-_." •. --..... ~~ . .-'-.»:_;:__~~........,~'r--• ...,._:_:'--.-~:'--"-.__:_~-:·7'.~~ .... -~~-~.---~:_~::.~-_--____::_:._~~_::_:;___;__:.?....;,,;:;.,_ .. > •. ~, . ."'.-:---:-: .. -:-.-. -•• -~-....--.-.'" •• -\~--.-~""'---
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VACANT STAFF POSITIONS 

Facility Name:, ___ -,-__________________ _ 

r - I 
Length of Time 

Position Title Position has Annual Salary Hours Per Week 
been Vacant 

, ,L.j-., 

8-16 

: I 
" i i , i 

l 
1 ~ 
i t 
t t 
; \ 

i 
1 I 

r 
; I 
: ! 
: i 
, ( 
, ( 

\ 

! 
.1 
1 ! 
\ I 

I 

~ 'I 
;1 
, ! 
, ( 

: i 
( 

I 
! , i 

1 
:1 
1 

, I 

· i 

1 
I , 
i 
{ 
1 
i 

· ! 
~ f 
\ , 
• I 

J , I 

I 
1 
1 
f , 

i I 
\ l 
, , 
\ \ 

.'! 
: ! 

f 

I 
r 

J 
:1 
if 

W 

1. 

2. 

3. 

4. 

5. 

SUBJECTIVE ASSESSMENT-CHECKLIST 

Facility Name: __ ' __ ... ,~, ________________ -

,- NOTA 
ITEM PROBLEM 

PROBLEM 
DON'T KNOW ... , 

--
Facility: 

(a) accessible .. . I·' ....... , ... 

(b) clean and orderly '" , • I ••• I • 

(c) laid out reasonably ..... '" .. 
(d) adequate space I.' " ••••.••• 

Smooth flow of client traffic (e.g., no 
long waits for service) .......••.... 

Staff: 

(a) motivated '" ............. 
(b) helpful .......... , ....... 
(c) knowledgeable . . . . . . . . . . . . ~ 
(d) organized ..•...........•• " 

(e) interested in clients • • • • • • • " ~. 11 
" 

(f) busy .................... 
, 

Are there any obvious problems in 
the following areas: 

(a) procedures for controlling and 
dispensing medication .. .. . . . . . 

(b) urine testing procedures ....... 
(c) nature and tone of relationship 

between clients and staff ....... 

(a) Are the days and hours of 
operation reasonable? ........ , 

(b) Were the offic:ial hours kept on 
the day of the visit? .......... 

(c) Are the days and hdurs for 
dispensing medication 
reasonable? " .... " .. , ..... 

(ell Are the daily activities 
reasonable? .... '" ........ 

B·17 



SUBJECTIVE ASSESSMENT -CHECKLIST-Continued 

PROBLEM 
NOTA 

ITEM 
PROBLEM 

6. Are the 'program's objectives 
reasonable? .......................... " .......... 

, , 

7. I s the program trying to assess its 
progress toward meeting its 
objectives? ....•............... 

8. I s the client retention rate reasonable? .. 

9. Are the urine test costs reasonable? .... 

10. (a) I s a reasonable range of 
client services provided? '" e,"" ...... 

(b) Do individual clients receive 
counseling and/or participate 
in group therapy fairly often? ... 

11. Does the program have: 

(a) reasonably open admission 
criteria? ...........•.•..•. 

(b) reasonable intake procedures •.•. 

I •• 
(c) reasonable criteria for dismissal ••. 

(d) reasonable treatment guidelines .. 

12. Does the program conduct follow-up 
activities on clients who have left 
treatment? ..................•. 

13. Is the organizational structure 
reasonable? ....... ' .............................. 

14. I s the salary structure for the staff 
reasonable? ...................................... 

15. I s there a serious problem with 
current staff vacancies? ............ 

16. Does the program have adequate 
financial procedures? .....•...•... 

17. Does the program maintain 
adequate records? ............... 
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SUBJECTIVE ASSESSMENT -CHECKLIST-Continued 

NOT A -ITEM PROBLEM 
PROBLEM 

DON'T KNOW 

18. Did the director cite any of the 
folr6wing problems; 

(a) clients requesting particular 
services which cannot be 
provided? ....•............ 

(b) people requesting admission to 
the program who cannot be 
accepted? ....•...........• 

(c) other problems? .........•. " 

19. Did the director indicate the program 
had adequate resources? .....•..... 

20. I n the evaluator's judgment: 

(a) are the program's resources 
adequate? ................................ 

(b) are the program's resources 
being effectively utilized? .•.... 

Subjective assessment done by:~ _____ ~ __________________ _ 

B-19 
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Checklist 
Item Number 

'0 

~ 

~ 

SUBJECTIVE ASSESSMENT-DESCRIPTION OF 
PROBLEM AREAS 

Description 
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INDEPENDENT VERIFICATION OF CLIENT LOAD 

Facility Name: _______________________________ _ 

1, Describe the verification procedure used: ---------------------------

2, Client load for week of~ __ _,_------'-_____ ~ ________________ _ 

Number of Times Seen Number of Clients 

Seven or more, , , , , , , , , , , , , , , , , , , , , , 

Six" " " , , , , ",' , , " , , ""'" , , 

Five, , , , , , , , , , , , , , , " , , , , , , , , , , , 

Four, , , , , , • , , ,', , , , , , , , , , , , ... , .. 

Three "."' .. ,"',"",',.,""" 

Two 
••••• " .. It ................................ """ 

Subtotal "',.;,.,., ..•.•.... , 

One "" ................ " .......... "" ................. .. 

Total .... ,", •.•..... ,', ... , 

3. Did the independent client verification roughly coincide with the numbers given by the program? 

______ yes No 

4, Discuss major discrepancies: _________________________ _ 
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CLIENT RECORDS CHECKLIST 
I 

(To be completed by reviewing several client files) 

• Facility name: ___________ ----

1. At the time a client enters treatment, is any of the following information obtained: 

Item Yes No 

Drug use history .. , .. ., . . . . . , ...... . .............. 

Previous treatment for addiction .... .. . , . . .. , .......... 

Criminal history .............. , •••••••••••••• , • I;' '0' 

Social adjustment history (e.g., employment, homemaking, etc.) ... 

Educational level . . ... ... .. . , ....... , .... ., '" .. , . 

Occupational level ................................. 

Medical history ••••••• '" ,I" ., •• , ••••• II ••• , ....... 

2. During the time a client is in treatment, is any of the following information obtained and, if so, is it 
recorded on a standard reporting form, in counselor's notes, or kept in some other manner? , 

Recorded 

Item Standard Counselors' Not 

Reporting Form Notes 
Other 

Recorded 

Drug use .............. 

Criminal activity ......... 

Social adjustmen": (e.g., 
employment, home· 
making, etc.) ..••...... 

Health .. ' ............. 

3. Approximately how often is a progress note recorded? _______________ _ 

4. Make comments on overall scope and quality of client records on the following page. 

8·22 

, 
! 
I 
{ 
1 

1 

COMMENTS ON SCOPE AND QUALITY OF CLIENT RECORDS 
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OTHER COMMENTS 
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If -------------,-----------------------------------------

~--------------------------------------------------------------~'--------
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APPENDIX C 

DATA REPORTING FORMS, 
ILLUSTRATING USE OF ALL COLLECTED DATA 
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NOTE 

The following abbreviations are used: 

D.I. -Director's Interview 

Form 1-Funding By Source of Funds 

Form 2-Allocation of Funds to Facilities and Residence Categories 

Form 3-Grant Information 

Form 4-Financial Procedures 

Form 5-Client Data 

Form 6-Staff Data 

Form 7-Vacant Staff Positions 
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DESCRIPTIVE SUMMARY 

I. Background 

Program Name: 

Location: ' 

Number of Facilities: _____________ Capacity: ;;;;0...:.;.1;.;,. . ..:;3 _______ _ 

Date First Client was Treated: Form 5 

Director: Telephone: _______ _ 

II. Funding 

Item 
Past Current 

Fiscal Year Fiscal Year 

Federal Funds* ........ all entries 

Total Funds ..... ~ .... from 

Amount Spent Form 1 ** .. " ..... 

*Federal Agency: ___________________ _ 

**Asof: _________________________ _ 

III. Clients 

A. Number of Clients being treated as of _____________ , 

Modality Outpatient Residential Inpatient Total 
,.-

Maintenance . '" ........ 

Detoxification .. " ........ 
Completed from 0.1. 4 and 5, Form 5 and 

Drug Free ............... Independent Verification of Client Load 

-,-
Other •••• ;a •••••••••••• 

TOTAL 

C-1 
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," 

B. 

C. 

Characteristics of clients currently in treatment 

Average age ...••.•........•.•.••.....•.••..•.•.• 0.1. 6 (a) 

Percent male , .•...•..••.•.•.......•............. 0.1.6 (b) 

0,1,6 (c) Percent black ..••....••...•.•...•....•.••• , .•. '> •• , 
1------1 

Percent primarilY abusing heroin ...........•.•..•...•.. 0.1.6 (d) 

Percent referred from criminal justice system ..••.••••....• 0.1. 6 (e) 

Average length of time in treatment .•....••....•...••.• 0.1. 6 (f) 

Client L(':::/s 

Item Outpatient Residential Inpatient 

Client-years of treatment: 

IV. 

Past fiscal year ..•..........•..... 

Current fiscal year 
through _____ .•.........• 

Percent change in client load 
from July of current fiscal 
year to present .•..•...•.....•.• 

Staff 

Completed 
from Form 5 

Currently authorized positions ..•..•......•...........•. , ... 

Currently filled positions .......•.•..........•..•.•.....•... 

Professional and paraprofessional person-years ............•••..• 

Past fiscal year ••• ,"',.,., ... " •• ,., .. ,"""' ... '" 

Current fiscal year through _______ ' •• , , , , . , , . , , , , , , • 

Co2 

Forms 6 & 7 
organiz<!tion chart 

Form 6 

Form 6 

Form 6 

i' 

Table 1. ANALYTICAL SUMMARY 

A. Cost per client-year: 

'(1 ) Current rate •.............. 

Outpatient Residential Inpatient 

Financial statement, Form 5 and independent 
verification of client load 

(2) 

(3) 

Current FY through ____ .. Forms 1,2, and 5 
~------~-----~----~ 

Past FY ................. . Forms 1,2, and 5 

s. Other Quantitative Indices: 

1. Ratio of actual to standard 
budget .......•.•....... Forms 1 & 5; independent verification 

2. 

3. 

4. 

Staff-client ratio .......•.... Forms 5 & 6; independent verification 

Counselor-client ratio . . • • . • . •. Forms 5 & 6; independent verification 

Staff turnover rate Forms 6 & 7 

5. Percent of positive urinalysis 
tests ......•..........• D.t: 2 (e) 

C. Qualitative Indices: 

1. Level of services provided to 
clients. . . . . . . . . . . . . • . .. 0.1. 7 & 8 

2. 

3. 

4. 

Scope of record-keeping systems Form 4 & Client Records Checklist 

Quality of records . • . . . . . . . .. Comments on client records 

Validity of reported data ...... Form 5; independent verification 

DEFINITIONS 

A.1: [(Costs for most recent month) X (12)] 
(number of clients seen at least twice last week). 

A.2: (Costs for current FY to date) .;. (current FY 
client-years of treatment to date). 

A.3: (Costs for past FY) .;. (past FY client-years of 
treatment). 

B.1: [Actual budget] + [number of clients seen at 
least twice last week) X (standard cost per client)]. 
Standard cost per client is $1,500 for outpatient care, 
$4,500 for residential care and $30,000 for inpatient care. 

B.2: (Number of staff-members) .;. (number of clients 
seen at least twice lust week). 

B.3: (Number of counselors) .;. (number of clients 
seen at least twice last week). 

B.4: [Number of people employed during past and 
current FY) - (number of positiClns filled at least half the 
time during past and current FY)] .;. [number of posi" 
tions filled at least half the time during past and current 
FYJ, 

B.5: . (Number of positive urinalysis tests) .;. (total 
number ot urinalysis tests). 

C-3 

C.1: "Medium" consists of individual counseling at 
least once a week; vocational rehabilitation (i.e., job coun· 
seling, training or placement); and tWo of the following: 
legal, social or health services. "High" consists of more 
services and "Iow" ,of less. 

C.2: "Medium" means the program (a) was able to 
complete the data forms easily; (b) keeps a formal budget, 
prepares authorizing documents before disbursing funds, 
records all expenditures and receipts, and makes periodic 
financial statements; (c) keeps individual client records, 
including admission forms and counselors' notes. "High" 
consists of more records and "Iow" of less. ' 

C.3: "Medium" means that 70-80%'of the records are 
relatively' complete, up-to-date, and consistent. Client 
records include weekly counselors' notes which seem 
relevant and usefuL "High" indir.ates that more than 
80% meet these conditions and "low," less than 70%. 

C.4: "Medium" indicates that data verified by the 
evaluation team and data reported by the program differ 
by 10-20%. "High" indicates difference of iess than 10% 
and "low" of more than 20",(,. 

• 



SUBJECTIVE ASSESSMENT-CHECkLIST 

Facility Name' 

ITEM PROBLEM 
NOTA 

DON'T KNOW 
~ PROBLEM 

1. Facility: 

(a) accessible . . • . . • • . . . • . . • . . • • • , Facility tour 

, (b) clean aild orderly ••••••••••• I " Facility tour 

(c) laid out reasonably ..... '" ...... Facility tour 

(d) adequate space .. . .... .. .. .. .. . Facility tour 

2. Smooth flow of client traffic (e.g., no 
long waits for service) • lo •••••••••••• Facility tour 

3. Staff: 

(a) motivated " ................ " •• ti • FaCility tour . 

it (b) helpful . . ... . . . . . . . . . ~ . . . . . . . Facility tour 

(c) knowledgeable .;, " ........... Facility tour 

(d) organized ..... " ............ Facility tour 

(e) interested in clients •.......•... Facility tour 

(f) busy • • • ••• It ••••••••••••••• Facility tour 

4. Are there any obvious problems in the 
following areas? 

(a) procedures for controlling and 
dispensing medication .. ... . . .. . Facility tour 

(b) urine testing procedures ......... Facility tour 

(e) nature and tone of relationship 
between clients and staff ........ Facility tour 

,5. (a) Are the days and hours of 
operation reasonable? .......... D.1. 18 (a) 

I, '1, (b) Were the .official hours.kept on 
the day ofthe visit? ....•...•... Observation 

(c) Are the days and hours for dispens-
ing medication reasonable? " ..... D.1. 18 (b) 

(d) Are the aailyactivities 
reasonable? ••••• Ii;'.,;. iI Ii '" •• " D.I. 18 (c) 

6. Are tl:tepro~irtlm(s objectives 
reason~bl~'? <I. Ii •• ', io .... II •••••••••• D.1.1 
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7. 

8. 

9. 

10 . 

ITEM-Continued 

Is the program trying to assess its 
progress toward meeting its 
objectives? .••.......•...••...... 

Is the client retention rate reasonable? ••.. 

Are the urine test costs reasonable? ..... . 

(a) Is a reasonable range of client 

PROBLEM 
NOTA 

PROBLEM 
DON'T KNOW 

D.1. 2; studies of treatment effectiveness 

D.1. 2 (e) 

D.1. 2 (e) 

D.I.7 services provided? ...••...•••. 
~--~-+------~----~~ 

(b) Do individual clients receive 
counseling and/or participate 

D.1. 8 in group therapy fairly often? ••.. 
~-----+------~------~ 

11. Does the program have: 

(a) reasonably open admission 
criteria? .....•...•... , •...•. D.1. 10 

(b) reasonable intake procedures? ....• D.I. 11 

(c) reasonable criteria for dismissal? .••. D.I.12 

(d) reasonable treatment guidelines? .... Treatment guidelines 

. 
12. Does the program conduct follow-up 

activities on clients who have left 
treatment? ..•.•.•.•....••.••..•. D.1. 13 

~------+-------~--------~ 
13. Is the organizational structure 

reasonable? .•....•..•..... , . " .. D.I. 17; organization chart 
~-----+------~------~ 

14. Is the salary structure for the 
Form 6 staff reasonable? •....••..•.•.••.•. 
~-----+------~------~ 

15. Is there a serious problem with 
current staff vacancies? •••••....•.. 

~-----+------~------~ 
Form 7 

16. Does the program have adequate 
Form 4 financial procedures? ••...•..••.••• 
~------~------~----~--~ 

17. Does the program maintain adequate 
records? •.•.•.....••.•...•• ; •• Form 4; Client Records Checklist; observation 

I I 
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ITEM-Continued PROBLEM 
NOTA 

DON'T KNOW 
PROBLEM 

18. Did the director cite any of the 
following problems? 

(a) clients requ'llsting particular 
services which cannot be 
provided ....... ' ........... 0.1. 9 

(b) people requesting admission to 
the program who cannot be 
accepted •••••••••••••• I ••• 0.1.14 

(c) other problems ••••••••• I,' ••• 0.1. 15 

19. Did the director indicate the program 
had adequate resources .....••••..... 0.1. 16 

I-
20. In the evaluator's judgment: 

(a) are the program's resources 
adequate? .................. Forms 1, 3, 5; observation 

I
,,' . , . 

(b) are the program's resources being 
Overall assess~ent effectively utilized? ....•..••... 

Subjective assessment done by: ____________________ _ 
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POSSIBLE STAFF QUESTIONNAIRES 
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STAFF QUESTIONNAIRE 

Age: ________ Sex: ______ _ 
Race: _----------------

Job Title:_--------------____ -_-----------_ 

1. Length of experience: 

a. In this drug treatment program.: ___ Years _____ Months 

b. In other drug treatment programs: __ Years _____ Months 

c. Related experience: _____ Years . ___ Months 

d. PI~ase describe this related experience: 

2. Education and training: 

a. Number of years of school completed: ___ Years 

b. Degrees held and major field (e.g., M.A. in psychology): _______ --~-__ _ 

c. Please describe any other formal or informal training: ----------------

3. Are you an ex·addict? ____ yes ___ _ No 

4. How many hours per week do you work: 

a. At this facility? ____ hours per week 

b. At other treatment facilities? ___ hours per week 

5. (a) How many clients do you see on an average day? _______________ _ 

(b) How much time do you spend with each client you see on an average day? ____ ------



J . I 

~~~.~i,~'ri~~--~ ____ ~ __________ ~------------------------------

6, (a) Do you havearegular caseload I:.\f clients? _____ yes _____ No 
. '. 

(b) If so, how many clients are in your current caseload? _________ _ 

(c) How often do vau '3ee each client in your current caseload? _________ _ 

(d) 11:1 your judgm:i?t, is your current caseload of clients too many, too few, or about right? 

____ too many ____ too few ___ about right 

7. What do you do on ail average day? Please use the following table and be as specific as possible (e.g., 
(;ounsel individual clients, run group therapy sessions, dispense medication, etc.) 

Time Activity 

7:00 a.m. 

8:00 a.m. 

9:00 a.m. 

10;00 a.m. 

'11:00 a.m. 

12:00 noon 
~ 

1:00 p.m. 

2:00 p.m. 

3:00 p.m. 

4:00 p.m. 

5:00p,m. 

6:00 p.m. 

7:00 p.m. 

8:00 p.m, 
.... 

9:00 p.m. 

After 9:00 p.m. 
...,. 

Additional comments on your work, problems, needs and so forth are welcomed. 

Thank you very much for yOUI' time and help. 

D-2 

STAFF QUESTIONNAI R.E 

Age: ------_. Sex: Race: --------- ----------.---------
Job Title: ____________________________ - __ ---

1. Length of experience: 

a. In this drug treatment program: Years Months ------- -------
b. In other dru~J treatment programs: ____ Years _____ Months 

c. Related experience: Years Months ----- -------
d. Please describe this related experience: ____ . ____________________ _ 

2. Education and training: 

a. Number of years of school completed: _____ Years 

b. Degrees heJd and major field (e.g., M.A. in psychology): ______________ _ 

c. Please describe any other formal or informal training: 
-----------------

3. How many hours per week do you work: 

a. At this facility? hours per week ----
b • At other treatment facilities? ____ ,hours per week 

0-3 
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4. 

---------

Which of the following activities did you perform during the past week? Please check as many as 
apply. 

o Client intake o Locating prospective clients (outreach) 

o Diagnosis o Supervisibn of staff 

o Individual cQunselinQ , o Management 

o Family counseling o Clerical, secretarial, bookkeeping, etc. 

o Group therapy o Housekeeping, maintertancEi,~ecurity, etc. 

o Job counseling o rvlaintaining client records 

o Job training o Research and evaluation 

o Job development o Stafftraining 

o Educational services o Com'munity relations 

o Medical services o Other (please describe): 

o Legal services 

o Emergency services 

o Social services (housing, welfare, etc.) 

o Client follow-up or aftercare 

5. For the activities you checked above, which one would you say you spent the most time doing? 

Additional comments on your work, problems, needs and so forth are welcomed. 

Thank you very much for your time and help. 
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APPENDIX E 

POSSIBLE DATA COLLECTION FORMS FOR 
DETAILED URINALYSIS RESULTS 
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1. 

2. 

3. 

4. 

URINALYSIS RESULTS 

Facility name: _____________ _ 

Have .y.ou done any analysis of your urinalysis results? ___ Yes ___ No 
If so, please provide copies. 

Please summarize your analytical approach and your major findings. 

Do your urinalysis records distinguish: 

type of drug 

___ number of clients with consistently positive results (e.g., positive more than 50% of the time) 

___ length of time clients have been in treatment 

Two tables follow: a short version and a detailed version .of urinalysis results. Please complete as 
much of these two tables as possible from your records; 

E·1 

,I 
~~~.~ ______ ~ ________________ " __________________ m= __ ~.a""""_."""""""""""""" ........ ~ ___ 

I 
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Urinalvnis Results-Short Version 

Lal:! name and, addrElss~_-.-...--_---""",,-""""'---""-----""-"""'~------'-"-

Time period covered in data beloWl"".,, ___ --__ ..,..,.. 

CUHElnt Clients 

Tests Results Excluding Recent 
Total Entrants* 

~~ 

Morphine/quinine: 

po*ive results at least half the time • '\ lao ! • .. ~ • • " • " ~ • " ~ • 

, Some positille results but less than half the time 01 .. ~ I, ~ " • ;. " 

No positivEl resu Its • " '. " ~ .. .. • " " " .. to, .. • " " " .. • .. .. .. .. .. • .. .. 

TOTAL 

Qther drugs of abUSE! * *: 

Positive results at least half the time .. .. .. .. .. " .. .. " .. " ~ " " .. .. .. 

So mel positive results but less than half the time ~ .. II ... Q .. " " 

~ No positive results .......... '! .. " ........ " .. ,,"" II ...... " " ........ '! 

TOTAL 
, 

I 

* A recent entrant Is defined as __ --------------------------

**These drugs are as follows (methadone should be excluded for clients in methadone programs): 
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.APPENDIX F 

POSSIBLE DATA COLLECTION FORMS 
FOR DETAI LED CLIENT RETENTION ANALYSIS 



CLIENT RETENTION 

Facility Name: ------------------------------------
1. Have you don~, any analysis of client retention rates? 

___ No 

If so, please provide copies. 

2. Please summarize your analytical approach and your major findings:. 

3. Two tables follow: "Clieht Flow By Month for Current Fiscal Year" and "Client Retention By 
Cohort Group." Please complete as much of these two tables as possible from your records. 

F·l 

~~-----------~---------,-~~ ----------------, 

I 



A. "'..".;;;.,-;;-~~~-.- ----~ __ "f~::;;::::::;:f;:~~~S~~""~ ~~-'Z1'=~lU",~~ii'&.=~,-.,;,~",,",".".&!:L .... ,,,,,!...;..!,,,,,. :i.g,a~ . .AA'~~"" 

CLIENT FLOW BY MONTH FOR CURRENT FISCAL YEAR 

Facility Name: _____________________________ _ 

Note: Treat each modality/residence combination separately. Modalities: Maintenance (M), Detoxification (D), Drug Free (F) or other (describe). 
Residence categories: Inpatient (I), Residential (R), or Outpatient (0). 

Item July Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr. May June 

Modality and residence: 

Admissions during month .......... 
Successful'" completions during month .. 

Others who left treatment during .nonth . 

Clients at end of month ........•... 
." 
~ 

Modality and residence: 

Admissions during month .......... 
Successful* completions during month .. 

Others who left treatment during month. 

Clients at end of month ....•......• 

Modality and residence: 

Admissions during month .......... 
Successful* completions during month .. 

~the" who left tre'tment dudng month. 

Clients at end of month •..•...••••• 
---_ .. _---_. -.-- --- --- i 

*Defined as ____________________________________________________________________________________________________________ ___ 

~t'l'?Ji<I!"!t t'diI!;t7 ~·!I-?~~,.\ .• ..,...."..,...i.:~,.i."_!oo..."~......i!i,.....,...,._,.~:;..~""'~·._~~C:.-4,,,,.""* ...... ,7;,...:,~_ .. _~_ • .r""""''_-.,~".f,':'---;.,.,!O',_:~:,;_;:..r.'4.:,..",:_~:;:;,..,.:t;:~~_, •. ~",;__-:...'''.,~;'""~~ • .,,>:"..:;;:..:~_ •• ,_..>~''''''';,'~''''.t:,;,,:'''> ... ~ ...... _' ... 'n._."..._ ..... _,~..:r'''' ".,.~:_~..,;A«~~,-' ....... ::.;}..,:.,~ ........ ,~ .... ""'"'-"-·...,_""_ ..... ," ... ·,,:;.,f·"~..;;l-'...;c-l:.,( .... ,)"" .. ~~~"".~,~~ .. ;;.".,,~w_"'\.,.. ..... y,.,~ ... i 



~A~~-. __________________________________ ~----~==~~~~------~-------------------------------------J-

:t 
If 

, ' 

CLJ'ENT RETENTfoN BY COHORT GROUP 
) 

'Note: Treat each modality/residence combination separately. Modalities: Maintenance (M), Detoxifica· 
tion (D), Drug Free (F) or other (describe). Residence categories: Inpatient (I), Residential (R); 
or Outpatient (0). 

Modality and Residence: ______________________________ _ 

. 
Total Still In Successful Others Who Left 

For Clients who entered: 
Entrants Program Completions* Treatment 

Within last 3 months 

4-6 months ago .... 

7·9 months ago 

10-12 months ago 

13-18 months ago 

19-24 months ago 

25 or more months ago 

*This facility defines "successful completion" as _____________________ _ 

F·3 
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