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INTRODUCTORY NOTE

This monograph was designed to serve several
fast way of obtaining avaluative information to the

result, everyone may not wish (or need) to read the entire text. Perusal o

A" {sample quick evaluation report) shou

will be of interest.

Id be sufficient to determine w

audiences, ranging from palicy makers interested In a
field team actually conducting a quick evatuation, As a

f the “Highlights” and “Appendix

The following guide may help people locate those parts of the manograph which are
them: :
Sectibn Gescription Pages
Highlights Brief summary of quick fi-iii '
evaluation system
Body of Monograph ‘Detailed discussion of 1-23
quick evaluation system
Appendix A Sample quick evaluation ‘ A-1»
report A-6
Appendix B Data collection forms B-1.
{including directot’s B-24
interview)
-
Appendices G-F Supporting materials C1-
F-3

hether the rest of the monograph

of greatest use 10




PREFACE

In early 1973 it became evident that the Special Action Office needed a short, systematic framework
for assessing a variety of drug abuse treatrnent programs. The “Quick Evaluation” methodalogy 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 spen’t’ en-site.

Although the approach encompasses only brogram operations-and excludes client outcome analysls,
quick evaluations 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 guick evaluation approach a valuable one, we decided to document our procedures
and make them available to other people who need evaluative information but have little time to collect it.
We hope that our efforts may at least provide a useful analytical starting peint, which other people can
modify to meet their own needs. ‘ »

A variety of people provided helpful comments during the conceptualization, development, pilot test
and revision of the quick evaluation system. Of particular assistance were Jerome H. Jaffe, Robert L.
DuPont, James M. H. Gregg, Raymond H. Milkman, Howard L. Walton and C. James Sample. |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 agencies 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
L.ee |. Dogoloff
Michele M. Basen

October 1973
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HIGHLIGHTS

In traduat)‘on

As Federally funded arug abuse treatment programs multiplied, the need for evaluation systems be-
came increasingly critical. Efforts are currently underway to develop comprehensive evaluative systems.
However, while these systems are being developed, procedures are needed for conducting the moré fimited
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 facing 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
all 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)
ot to assess quality of care delivered. However, the quick evaluation approach is well suited to serve as the
“core” of more detailed 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. Al{
the required data collection and reporting forms are included, as well as an example of a completed report.

Using this system, an evaluation can be done rapidly., Two people require approximately two days to
complete a quick evaluation. This includes one day on-ite, when the program staff are interviewed and
provide various data about costs, clients and staff. The quick evaluation approach minimizes the burdenon -
the program staff. A quick evaluation usually requires about eight hours of program staff time, spread
amorig several different people (e.g., director, financial officer, chief of personnel, ete.). '

The quick evaliiation approach identifies a few areas of critical interest and focuses major effarts 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, ail the data collected
are used in the quick evaluation report,

Analytical Approach

The quick evaluation methodology is largely built around ten analytical criteria, However, deseriptive
data are also considered, since such characteristics as the age of a treatment program will affect the
interpretation of the analytical criteria. The evaliator's subjective assessment, including impressions and
observations made on-site, also assist in the interpretation of more quantitative data. :

i




Analytical Criteria

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

cost per client-year;

ratio of actual to standard budget;
staff-client ratio;

counselor-client ratio;

staff turnover rate; and

percent of positive urinalysis tests.

The qualitative criteria included are:

¢ level of services r.lrovided 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.

Descriptive Information

©

Descriptive information about each program is summarized under four categories:

® background {e.g., program name, location, director, number of facilities, capacity and date of first '
client treatment); -

® funding (e.q., Federal funds, total funds and amount spent);

® clients (e.g., number currently in tratment, 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 impressions and observa-
tions are presented for fourteen areas of interest: facility, director, staff, admission and intake, discharge
and follow-up, client services, financial procedures and records, client records, validity of reported data,
adequacy of resoutces, utilization of resources, other problems or comiments, 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
treatmént programs, ‘Data are collected syétematically, highlighted in the quick evaluation report and
arrayed in a consistent format to facilitate further analysis by people so inclined. Quick evaluations
deliberately exclude a number of important areas, such as client outcome and quality of care. However,
despite their limitations, quick evaluations appear to provide usefu! and rapid assessments of treatment
programs.

ere
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i. INTRODUCTION

A. Background

In January 1973, approximately 400 drug treatment programs were being funded by various Federal
agencies, Each 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 stories of programs muddling along, somewhere between those extremes.

The extent to which any {or all) of these anecdotes refleceed 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 technigues were to be used to evaluate a sample of treatment programs, located around
the country,

Although such efforts were expected to provide con5|derable msnght concerning the nature and impact
of treatment programsg, 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 contractor personnel. Such site visits would assist in refunding decisions, grant. transfers among
agencies, and identification of technical assistance needs. It secemed 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 methodolcgy report was then drafted and circulated to a variety of people, having program-
matic as well as evaluative experience. Their comments led to further revisions, ‘which are reflected in this
réport. - ; ~ ‘ '
Since the quick evaluatlon 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 @ number of limitations as well as a number of
useful features. :

The methodology was: designéd so that two people could evaluate an average program in two days. In
addition, approximately one person-day of total staff time is required from the drug treatment program.

The methodology relies exclusively on data available at the treatment program. No-attempt. is made to
conduct foliow-up interviews of clients or.to contact other community. organizations which: might have
knowledge of the treatment program’s operations. The methodology does, 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:

i

® relatively simple and straightforward to implement;
~ ® sensitive to the vast differences in operating performance among treatment programs, and
L able to produce usefu! analyzabie data,

The methodology is also well suited to serve as the “core” of more ambitious studies. Additional
evaluation modules can easily be added to this core to provide more detailed information on specual areas of




interest. Some possible additions to the 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 £ Va!uat/on ”

Quick evaluations were designed to be of use to decision-makers facihg the following problems:

® whether to continué funding a particular treatment program, and if so, whether the program appears
to need more, less ¢r the sime amount of meney;

@ whether technicil assistance should be provided to a particular program , and if so, what type; and

© it an entire city’s progrdms are analyzed, whether funding of a proposed new program appears
warranted.

C. 'Limitations of Quick Evaluation

There are several limitations of quick evaluations. One is that they are not in-depth analyses of
treatment programs. Quick evaluations can group brojects into similar categories, but they cannot provide
reliable project-by:project rankings. Such rankings would requrre more detailed analy5|s

Quick evaluations can be considered as a rough first cut evaluation effort. The presumption is that
projects will fall into clusters ard that those at the extremes can be quickly |dentrf|ed This rnformatron can
Lheh provide a basis for structurmg

® corrective action for those programs which seem worst;
® detailed evaluative studies of the best projects to assess the reasons for their success; and
® technucal ass:stance for pro;ects fallmg 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 nG extreimes exist within a group of projects is-itself

useful informatiotr. Moreover; comparison of the group results with national norms would provide insight

conicerning 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 additional limitation of quick evaluations is that they identify problem areas whickrequire tech-

riical assistance tiut do not specify ‘the exact nature of that assistance. For example, a qbick evaluation can

indicate that management procedures need t6 be ifproved but cannot further state that this problem couid
“be iresolved through a two-day site visit by a mandgement consulting tearti, focusing on improving the flow
of ¢lient traffic and helping the director establish program performance measures.

Anothet limitation of Quick evaluations is their exclusion of follow-up client interviewing. The implicit
assumption is made that there is a correlation between program effectiveness in terms of ‘client outcome
and rivogram.efficiency as assessed througha quick evaluation. However, it may be that programs which are

20% more expensive thah the norm are 50% more effectwe, If so, decusrons based on qurck effrcrency
evaluations alone would be poor decisions. \

Finally, a quick evaluation does not address the questron of whether a comrnumty needs that pamcdlar
treatment program; a quick evaluation only assesses the pen‘ormance of that program. The lmplrcatnons or
not funding a _mediocre me1hadone ‘maintenance program are guite different for a commun;ty wherg that is
'the only su[h program than for a commumty where there are several otherq. o

[l. ANALYTICAL APPROACH

A. Important Features

In 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 prccedures; particularly in the area of
determining actual client loads, 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 possrble analysrs ata
fater date but rather to collect information which is currently needed for analysis,

.Considerable attention was given to the question of the most appropriate time periods. One possibility
was 10 use the grant year of the Federal grant agency. However, since dlfferent agencies usedrfferent grant
years and, in addltlon state, local and private funding sources use still different grant perrods this did not
seem feasible, Instead 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 Data Acquisition Program
(CODAP). Although some programs maintain their financial records primarily by grant, a perjodic (often
monthly) financial statement is usually prepared and fiscal year data can be developed from those records,
Actually, three time perrods ‘are considered wnthm the analysis: current (i.e., the most recent month or
week), current f|scal year to date, 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 pregram’s operatrons for the

' perrod prior to the preceding fiscal year, Such data would be primarily of historical, not. analytical, interest,

since most programs change so rapidly.

Attentlon was also given to the best way of categonzmg types of treatment The matrix in the Federal
PROMIS data collection systems was selected. This matrix provides a two-way classification of treatment:
by residence category and by modality. There are three residence categories: outpatient, residential (lwe-ln)
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 modalities for each of these
residence categories. The madalities are: maintenance (e.g., methadone or LAAM), detoxification, drug free
and other (e.g., antagonists, such as cyclazogine). Analysts interested in more detail could add a third level
of classification to this system. Then, for example, outpatient maintenance programs would be further
subdivided, Such detail is not needed for a quick evaluation, however.

The quick evaiuation methodology is largely built around ten analytical criteria. However descriptive
data are also consiclered, since such characteristics as 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 program
performance indicators. Table -1 shows the reporting format developed for these criteria, which are de-
scribed below , -

(1) Quantitative Measures
Six quantitative measures were selected:

cost. per cllent-year,

ratjo of actual to standard budget;
staff- cllent ratio;

counselor-chent ratio;

' staff turpover rate; and

percent r)f positive urmaly5|s tests,




(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 /Qf treatment:
outpatient, residential and inpatient, The current cost rate is computed from the most recent month’s costs
{annualized) and the verified current c|ient load 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 pasl 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. Deta;led cost analysis would separaté 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 h:gh nor too low, Very high costs would lndlcate either 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, respectlvely. 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 reason should 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, thete could be a variety of reasons for this outcome, and these shouid
be considered, -

{c) Staff-C/ient 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 one 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 requnred to. cover one posmon on a 24-hour-day,
seven-day-week baSIS.

(d) Counselor-Client Ratio

This. ratio is the current number of counselors dividied by the current verified cllent Ioad For
programs based largely on counselor-client relationships, this ratio roughly indicates the attention individual

clients may receive, One full-time counselor can probably serve 20 to 25 clients, Ratios outmde thlS range
require further consideration and explanation.

Table 1. ANALYTICAL SUMMARY

| A&, Cost per client-year:

{1} Currentrate . ....... ... e

(2) Current FY through

(3) PastFY . ......viieesns

Outpatient Residential Inpatient

B. Other Quantitative Indices:

C. Qualitative Indices:

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

-----------
............

2. Staff-clientratio .............. Ceean
3. Counsélor-client ratio . ... e
4; StaffIUIrNOVEr 1ate . v v v v ve v e s v ecnven
5. Percent of positive urinalysistests ........

1. Level of services provided toclients . .. .. .. ov i on
2. Scope of record-keeping systems ... .. S
" 3. Quality of records ... .... e e,
4, Validity of reporteddata . ........... e .
DEFINITION'S: C.1: “Medium” consists of individual counseling at

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]l + [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,

: {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
current FY) = (number of positions filled at least half the
time during past and current FY)1 % [number of positions
filled at least half the time during past and current FY1.

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

least once a week; vocational rehabilitation (i.e., job
counseling, training or placement); and two of the
following: |ega| soctal 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 easily; (b) keeps a formal budget,
prepares. authorizing documents before disbursing funds,
records all expenditures and receipts, and makes perjodic
financial. statements; (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’’ 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 differences of less than 10%
and "“low"" of more than 20%.




{e) Staff Turnover Rate
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complex measures did notseem to merit the extra ef,fo’:t P Felonels and support . DUt tha mors

(f). Percent of Positive Urinalysis Tests

test.Care must be l.Jsed in interpreting this number, since s

_ ing and the quality of the lab will affect the usefulness a
high percent positive is probably a good indicator that
‘Whatever the testing procedures and lab quality. Except i‘n

mistake to place much -
. emphasis on thi o
influence it s measure. withou

uch fact.ors as the procedures for urinalysis
nd m?anlng of the measure. However, a very
something is wrong with program operations,
such an extreme case, it would probably be e;
t further consideration of the factors which

{2) Qualitative Indicators

It is always difficult to decide how to handl i

orogram o AT . : (_e the variety of information which criti

e imp”gitt ;zr;r;ot‘; al;e“ r:aladlly que'mtn‘le-d. Often qualitative consideratici:s gféczgrns::;ts
orovide. sesurate proan o hat ta c_thher th.lngs will be equal” and therefore quantitative measures w'z
cindes acltany Prog su:bjective » n s..d he. quick eya!uation methodelogy rejects this approach and 'l
‘qualitative cansi defa tioné“ ven i COnS.I erations, Th';s approach reflects a bias that it is betf*'a“- toin ‘l |c?°
avilitative T pratat ; o nr:azp imperfect fashion, than to ignore them altogethher. Staf;fng to ’:su s
aking that, s oy 1 pro:lci:d\;\;a:/ g;gvnt:e§ a basis. ff>r continually improving the ‘proceddress:c;s‘
affoct the e o o resuusm or determining whether qualitative measures do, in fact,

' ® level of services provided to clients:
® scope of record-keeping systems: a
® quality of records; and
® validity of reported data,

Thes¢ areas- ar i »
e rated as “high,"” “medium,” or
gn,” “medium,” or “low.” The “medium

and the other two Jevels are defined relative to that standard " '?Vel s defined very specttically

(a) Level of Services Providéd to Cl/;ents

A a4 RTTo ' o '
A "medium” level of sérvices consists of:

6;‘“.‘.4 . . [ y
: individual counseling at least once per week;
3 ’ - 1w . . , k!
some vocational rehabilitation service {job counseling
’

® : . o .Ob.tra'i ing or j 1); ‘
two of the following: legal, social or health services, j "8 97105 lacstmenty;

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 “low" 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
ments, records of all expenditures and receipts and periodic financial statements; and

® maintains individual client records, which'include admission forms and counselors’ notes.

disburse-

“High' consists of more records and “low'" of less.

(¢} 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 “Jow"” 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 the 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 preécautions, -
should the death still be considered program-related, since it was methadone distributed by the program
which was the cause of death? This example is only one of many dealing 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? 1t 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 quick evaluations. In 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.




This is contrary to a major tenet of the quick evaluation methodology, i.e., that data should be easily
verifiable, Therefore, deaths were 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. Far 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 Evaluation.”

(c) Staffing Pattern

Another important staff consideration is the staffing pattern (e.g., the 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 poésible, no simple way of implementing it was developed. There-
fore, the measure was dropped.

{d} Client 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 record 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. 1t means something very different when a program is treating half its expected client foad and is also
spending at a rate half of that expected than when the program is treating half its expected ziient load and
spending at a full rate, However, we were unable to develop any quick, simple measure which adequately
reflected this refationship, One possibility was the ratio of the percent of funds'sperit to 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 goad 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 second measure. considered was the ratio of percent of funds spent to percent:$T capacity utilized,

This measure, however, is a static one which would énly be useful for programs with & relatively stable -

client load. The measure would changesignificantly over one month far programs either building up or
declining. - . SN o ; . ,

it

Other rﬁeasures 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. Anyone

“interested in deve!o,&'éi.rig ratios from these data can do so. Care should be taken to develop an appropriate

ratio, however.
(f) Client Outcome

Although the quick evaluation methodology does not provide for follow-up client if]tervieV\.ling, we
considered the possibility that some programs might maintain client performance data,.partlcular.Iy in terms
of changes in employment and criminal activity. In such cases, it would be Useft:ﬂ to tr}c!ude th:sioutcorne
data in our analysis. Therefore, we considered defining employmenit and criminality variables and }ncludlng
these measures in the analytical summary, for those programs which kept such data. However, this S:reated
problems similar to those of trying to define client retention very specifically. 'ljherefore, we decnsied to
delete employment and criminality as analytical measures but to ask for copies of ar'ly 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, Oynbe of the mast important of these is quality of client care, which xs a crucial elemfentc of program
operations and an important factor to consider when interpreting cost qﬂata. i:lowever: itis extren?e!}f
difficuit at present to identify the exact elements which constitute a high quality of client c?re‘ This is
much more difficult, for example, than to define a high level of client services o.r high c!uallty 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 thz?t
program operations be observed by a skilled clinician, probably for several days. .Use of re'source's at this
level was outside the constraints set for quick evaluations. Therefore, quality of client c?re is not mc.:lud.ed
as an analytical criterion, afthough 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 eaéi!y verified by the evaluation team, if verification seems needed. In addition, a range of values can be
fhiypothesized for each criterion, within which the assumption would be made that tche program’s per‘f?rm-
ance is acceptable. Values outside those ranges may also be acceptable, due to special progtam condmo.ns,
but that determination requires further information and consideration. Although the quick evall.Jauon
methodology places considerable emphasis pn analytical criteria, we recognize that the interpretat‘:on of
these criteria depends to some extent on the characteristics of the program—e.g., its age, growth history,
clientele, etc. Therefore, descriptive characteristics and a subjective assessment are included for each
program. :

C. Descripfive Information

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

(1) Background

This includes the piogfém’s name, location, director, number of facilities, capacity, and date of first
client treatment. ‘ ' ‘ o




(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. -

L.

(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, detoxification, 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
Characte\ristics include the average age, percent malé, 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 cutrent 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 a given program. While these characteristics were not considered
crucial for our purposes, other evaluators fnight 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 category and modality. Someone who further classified the modal-
ities might use dosage as a major distinguishiig characteristic of maintenance p1ograms. For our purposes,
however, dosage information is not needed. We are assuming that programs are adhering to the FDA

~ guidelines or, if 't_hey' are not, that FDA inspecticq 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 presentqd under fourteen headings. Comments are usually brief for each topic and are focused on
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Table 2. DESCRIPTIVE SUMMARY

I. Background

Program Name:

L.ocation:

l\ls,:%nber of Facilities:

Capacity:
Date First Client was Treated:
Director:
Telephone:
II. Funding
ltem . Past Current
Fiscal Year Fiscal Year

Federal Funds* .....

Total Funds . ., .....

Amount Spent ... ... e

*Federal Agency:
**As of:
11, Clients
A. Number of clients being treated as of
Modality- Outpatient Residential Iripatient Total
Maintenance ........
Detoxification .........
DrugFree ...,.:.0ov..
Other ¢ . vvvivveveonnnn
TOTAL
11
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. B. Characteristics of clients currently in treatment : a short overall assessment or identification of specific problem areas. The subjective assessment checklist
i completed on-site is used in the preparation of the subjective assessment. The specific topics addressed are:

Average age e e e ' ’ ) Facility

Percentmale . ...conereres e e e 2 Any prob.iems with space, lay-out, condition, location, etc,, are noted.

Percentblack . ... vvei e i (2) Director

Percent primarify abusing heroin ... ....... e The svaluation team assesses both the director's responses to questions and the general level of manage-

ment ability, as reflected in the program's operations.
Percent referred from criminal justice system ... ...y

(3) Staff

Average length of time in treatment .. .. ....... R o . .
: This includes cominents on overall impressioris of the staff’s capabilities, motivation and workload, as

I3 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

C. Client Loads L) These procedures should be assessed to see if the program is being very selective and restrictive in terms

of the clients it accepts. These topics are covered in the director’s interview.

Qutpatient Residential lnpatient .
ftem P ﬁ {5) Discharge and Follow-Up

I .
Client-years of treatment; : Conditions for program 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

Past fiscal year ,..... e e e . topics are covered in the director’s interview,

. !
Current fiscal year | {6) Client Services

through

e The types and amaunts of client services are areas addressed in the director’s interview. in addition,
Percent change in client load perusal of client records and on-site observaticns should help verify the director's commerits.
from July of current fiscal

year to present ... .. AR R ; (7) Financial Procedures and Records

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.

V. Staff {8) Client Records

This assessment should be based on on-site review of client records and should consider both scope and
quality.

Currently authorized POSIHIONS « v o v s v ev i nes

Currently filléd POSIEIONS . v v v eenn e eronns . : (9) Validity of Reported Data

The evaluators should comment on the extent to which the data they verified agreed with the data

Professional and paraprofessional person-years .. ...... reported by the program.

Pastfiscal year .. ... .osssennvnnssvrasnnes (10)Adequacy of Resources .

Inadequate resources could be indicated by the existence of a waiting list {(which the evaluators have
reason to believe is a “‘real” one), or by the program's inability to provide certain services it believes would

Current fiscal year through

12 13




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 actupational skiils required, etc. Any
sich problems should be noted.

{12) Other Prablems ar Comments.

Other items which seem important for that program should be discussed. This could include com:
munity relations problems, special grant conditions, etc.

(18) 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 praograms might
require so much help that the investment is simply not worthwhile,

(14) Recommendations

Recommendations toncerning future Federal involvement, in terms: of funding and possible technical
assistance, should be succinetly 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:

e Highlights;

e 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 iripartant points should be presented.

Program Strengths: This should sumimarize the program’s strong points and cite relevant data to
support the judgiments made,

Program Weaknesses: The program’s weak points should be summarized, along with any extenuating
circumstances or other explanations.

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 dn example of a project report. The final report should not include lengthy.narrative
descriptions of particular 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 anyone 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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Hl. IMPLEMENTATION

A, Procedures

Implementation procedures for quick evaluations can be considered in terms of activities performed
before, during and after the site visit. Before the site visit, the evaluation team should review the project
file, particularly the grant application and quarterly reposts, and discuss the project with the Federal
monitor, In vaddition, the evaluation team should call the program director o 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 required;
(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 hours); 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 evaluation team:

© interviews the director;

% 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, reflects 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 ta the pragram should also occur after the site visit. This could
consist of sending the program a 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 rmight help resolve them, and overal! information
on the number of clients being treated, their characteristics, the types of treatment and ancillary services
provided, admission and discharge criteria, intake procedures, unmet demands for treatment, organizational
structure, and days and hours of operation. This interview takes approximately 40 to 60 minutes to
complete. At the end of the interview, the director is asked to provide copies of the following materials, if
they exist:

@ the most recent organization chart;
® written treatment guidelines or policy statements;
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) N . . ‘ d . .
® the rnost recent financial statement; an o .  criminal
e studies of treatment effectiveness, ineluding analyses of urinalysis resuits, employment,

activity, retention rates, etc.

i - di ith the
‘In addition, the data farms (explained below) which the program must complete are discussed with

' i ""materials checklist’ has
director, who channels the evaluation team to the appropriate staff members. A ''ma

: i i C -site; a
been developed to help the evaluation team keep track of the items which need to be collected on-site;
copy of this checklist is given to the director as.well.

Figure 1.‘ QUICK EVALUATION SITE VISIT

Interview Directur

Explain Data Forms

Program Staff

Completes Data Evaluation Team:

Forms: . A — Tours faci!ity;
— Verifies clients;

— Financial ‘ : ~ Reviews records.

{3 hours)
— Staff

(2 hours)
— Client

{1 hour)

‘Review Compileted

; | Data Forms
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The evaluation team’s other planned activities should also be discussed with the director. These include
verifying the number of clien‘t; in treatment, reviewing several individual ciient files and touring the facility.
Once the discussion with the director has been completed, the evaluation team should insure that the data

forms are understotd 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 Source of Funds

This form is completed for the total program (i.e, not for specific facilities) and presents total funding
information and the,date of first fundving by source {Federal agency, state, local or private sources).
Information ingludes 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. k‘

(2). Allocation 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 cormpleted for
programs with a single facility and a single residence category (e.g., a program consisting solely of one
outpatient clinic), ‘ :

(3) Grant Information

Since we are collecting information by fiscal year but many grants are awarded for different time
periods, this table summarizes relevant 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 of financial records maintained by the program (e.g., a regularly prepared budget, sequential
tecord of commitments, record of all expenditures and receipts, accounting statément, etc.);

® the nature of financial procedures {e.q., whether authorizing documents must be generated before
funds can be disbursed, procedures for signing and clearing checks, etc.); and ’

® whéther an audit has been performed and, if s0, by whom and when, ‘
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This form also indicates the location of the financial records, in case the evaluation team decides t
check any.of them or to verify financial data provided by the program.

(5} Client Data

. . . nd b
This form is completed for each facility. It indicates the client loaqs for the p.as;cl .flscal Z::rd Zte,thx;

month for the current fiscal year for each residence category. and n;oc:\ahty. It‘;earls;c:c ;Tiel:::ii e oing

i ient was ' i /modality combination and the num

first client was treated for each residence ' ' e eontam ot gt

i i define a client as someone being seen by .
seen twice per week. Whenever possible, we 25 5C e e D e aom of lfont
ice istori t rely on program records and use W

wice per week, However, historical data mus . : r defini ol

:Jpon ?Nhich the records'_ are maintained. The.client data form provides space for indicating wha

definition is, so that we will have a better indication of how to interpret the numbers.

{6) Staff Data

k 3 . - N the
This form is completed for each facility and provides information on each person employed by
program during the period from the beginning of the past ﬁsca(ljy:ar to‘ tfr;e(;'nfre;g:‘:;: bie); annual slary and
is i i i ition title, date hired, date lett {iT a ;
This information consists of the position , ! e Y s
i ion i ded so that such figures as staff man-years, .
hours worked per week. The information Is nee ; : o &
i i i ulated. It seemed simpler to ask the program io p
arid staff-client ratios can be calcula s T e 1o 6k the
i uire the evaluation team to make the necessary Ct han to ask
AR B " jled i { etimes provides greater insightinto
) lations. Moreover, detailed ipformation som ,
program to make those calcu : 1 B oo may be concen-
i i { calculations do, For example,
what is occurring at a program than the summary concen
tr:ted at the top of the organization, among the-counselors, or evenly spread throughqut the organizati
Tﬁe interbretation of the total turnover rate would be different in eacn case.

{7) Vacant Staff Positions

. - en
This form, completed for each facility, indicates the length of time each. )Iacan': posn(;)l:::z,’lr:a :::,—::ﬂy

fi : k and the position title. Vacant positions plus pe .

unfilled, the annual salary, the hours per wee . fons plus peop s O at

i ized staffing plan. Vacancies, and the level in gan

on board should constitute the total authorize ar ley e e ahen
i i i indicators of specific problem areas. This is partic \Y

which they occur, are sometimes good indica ifi 1 are ‘ rly

that information i's correlated with the data from the previous form on turnoyevrﬂfor those posltnons

D. Checklists and Worksheets for Evaluation Team

In addition to the director’s interview and the data forms, three other forms were develw“ped for use in
quick evaluations. These forms consist of:

@ a checklist tdk assist the evaluation team in systematically recording subjective impressions of a site;

® 3 worksheet 1o be used while conducting the indepandent verification of the current client load; and

® a checklist for use while individual client records are reviewed.
(1) Subjective Assessment Checklist

This checklist includes:

° areaé of interest whfch might:be 6bserved during the facility tour (e.g., the c'ontji’gion of ;hg facility,

eneral impressions of the staff, etc.); ' - B ) . -
. ?tems covered in the director’s interview which might otherwise not bg :a\dgguatgily rl?te? (e.g., pro

gram obijectives, client retention rates, etc.);
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® clements from the data forms which are not specifically included in the format for the final report
(e.q., salary structure, staff vacancies, etc.); and

® 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 nature of the program and the type of records maintained. For inpatient and
residential programs, the maximum number of clients possible at a given tims 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 clients seen different numbers of times. The evaulation team will, of
course, have to make arrangements to use these records ata time when they will not interfere with program
operations. In some cases this may require review of the records after the normal opsrating hours of the
clinic. Usually, however, these records can be reviewed when the clinic is apen, 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. In 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.- In 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. ‘ R ' '

‘We selected the verification of client loads and the review of client recorgs to serve as good indicators
of the veracity and quality of all program records and data. We have assumed that if the program is
reporting its client load accurately, it is probably reporting other information accurately. Moreover, we
have assumed tha'g_’ﬂif the program’s client records seem well-maintained, then its other records are probably
also weil kept. T'ymerefore, we have not provided checklists and worksheets for verifying other types of data
or for reviewing“"ather types of records, In cases where client data and records are poor, however, the




evaluation team may decide that additional verification and record review needs to be done, In thoseé cases
good notes should be kept of the oh-site activities, and a narrative discussion of the findings should be
included in the final report.

E. Use of Data Collected

One principle adhered to in the development of the quick evaluation methodology was that no data
element should be collected which was not used. Suggested additions to the data collection forms were
carefully scrutinized in terms of both their usefuiness for our purposes and the manner-in which they would
be reported upon, ‘

" In riost cases, collected data items are included in the final report. 1n some cases, however, they are
included only if they are unusual {e.g., if there is a very high percentage of vacant staff positions). Such
data items appear on the subjective assessment checklist, Therefore, ali data collected are used to complete
either the tables in the final report or the subjective assessment checklist. These tables appear in Appendix
C, with the data collection source~indicated. Please note that if some element of reported data is not
considered useful, then it can be deleted from the relevant data ‘collection form.

¥. Fvaluation Team

The quick evaluation was designed to be implemeénted by two people in two days, for programs with
no more than three facilities. Programs 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 tear probably consists of an experienced clinician, who would 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 or two clinicians and a research assistant). Selection of the team 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 FDA guidelines and other basic information about treatment programs,

The two-day estimate for a quick evaluation is divided equally between off-site and -on-site work,
Approximately one-half day wouid be required off-site for advance preparation {makirg appointments,
reviewing files, etc.) An additional one-half day off-site would be needed after the visit to analyze the data
and write the report. .

Approximately one ‘day is needed on-site to intetview the program director, insure that the necessary
data forms are-completed, tour the facility, observe clini¢-operations briefly, verify the nurnber 'of clients in
treatment, and review various records, In most cases, the one-day site visit will be sufficient for the
purposes designed to be met by a quick evaluation. In some cases, however, asecond evaluation visit may
be needed, perhaps by a specialist not included on the initial évaluation team.

G. Pretést of Methodology

- The quick revaldation methodoflogy was tested, refined and considerably revised during a five-program
pretest conducted during late January-and early February of 1973, In addition to identifying problems with

the wording and ordering of ‘questions and with various onssite procedures, the pretest showed three major
prablems: ‘

(1) Minimal advance work had been done, Consequently, on-site time was not as well-utilized as it

could have been. The current recommended quick evaluation procedures emphasize the value 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
evayl'uation 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 to0 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 Natipnal Institute of Mental Health;
¢ fo identify technical assistance needs at selected programs; and

L) jco, prqvi.de a quick overview of treatment program operations at selected Department of Defense
installations and Veterans Administration hospitals.

In some cases the basic quick evaluation procedures were modified to meet somewhat different needs,
In generall, 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 addressed 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 coliected 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 liz). 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 becsme 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 formét
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. S '

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, particularly .any spontaneous comments, would probably increase the
evaluation team'’s insight into the program substantially, |f we were to add one item to the quick evaluation
appraoach, it would probably be some form of staff questionnaire. : :

N,’

C. Detailed Urinalysis Results

The percent of positive urine 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. Information on the percent of clients who
are consistently positive would alsé be of interest, as would an assessment of the rehablllty 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 consitered by the cohort group and should indicate the percent of people
remaining in the program who enfered 6, 12, 18, etc. months ago. These rates should, of course, be
calculated separately for different modalities and residence categories. Once again, we consideres including
such detalled data, developed possnble ‘data collection forms (see Appendix F), and finally rejected them as
too time-consuming.

E. Quality of Care

- I skilled clinicians are includéd on the evaluation team and if sufficient time is available, observation
of clinic operations and of staff-client interactions could yield important information on the quality of ¢are
provided. 1t would also be useful {o try to identify the specific ingredients 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 assessing a pro‘gram's efficiency. However, more important indications of
program worth would focus on effedtiveness in changing client behavior toward more socially desirable
activities, A quick evaluation of progfam efficiency assesses the cost of treating a client for a year. To
address program effectiveness would t}\equire assessing the cost of achieving a specified level of change in
client behavior. Time corsiderations ate important, since “improved” behavior during treatment may not
continue after a client leaves the prograin,

Although. quick evaluations do not consider client outcomes, follow-up client interviewing could be
added to the core efficiency evaluat:cm\ If this is too.costly, interviewing a sample of clients.in treatment
might provide some insight concernirig b\nhaworal 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, probation officials, narcotics bureau, corrections offi-
cials, medical examiner, mayor's assistant for drugs, local drug abuse coordinator, other treatment pro-
agrams, and so on, Interviews, perhaps by telephone, could be added to the quick evaluation core, if they
seerm useful for certain purposes.
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APPENDIX A

EXAMPLE: Quick Evaluation of XY2Z
Drug Treatment Program

February 1973

HIGHLIGHTS

Background

The XYZ drug treatment program is currently providing methadone mainteriance 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, aftér 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 straired 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 wel! as can be expected with the current counselor-client
ratio of 1 t0 37.

Program Weaknesses

The staff resources are severely strained. Only minimal counseling and other support services are being
provided, and client reteition is relatively low. Over the past seven months, there have been more than 500
separate admissions, which 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 tota! 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 program in the
process of staffing up.

The directer 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 applicants 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 had 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 program 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 unitil admissions level off and
he can better estimate the stable client load. If this explanation is correct, then a mechanism- is needed
which 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 exhausted before the end of the year, then

his budget will be supplemented.

Technical Assistance Needs

Technical assistarice 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 rieeded 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 siots 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, appear 1o need some
assurance that Federal funds would be provided if state funds were exhausted (assuming that adequate
client care was being provided at reasonable cost). :

DESCRIPTIVE SUMMARY

|, Background

Program Name: XYZ Drug Treatment Program

Location:
Number of Facilities: 1 Capacity: 175
Date First Client was Treated: July 1971
Director:
irector Telephone:
. Funding
ltem . Past Current
Fiscal Year Fiscal Year
Federal Funds® .......... " $144,593 $ 35,015
Total Funds............. NA $274,808
AmountSpent........... NA $ 95,1566
L3 B
*Federal Agency: ABC agency
**As of: December 31, 1972.
i1, Clients
A. Number of clients being treated as of January 22-27, 1973
Modality Outpatient Residential. Inpatient Total
Maintenance ........ e . 179 179
Detoxification ........... 40 40
DrugFree .......... . 2 2
Other........... misees -
TOTAL 21 7 221
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Table 1, ANALYTICAL SUMMARY

B. Characteristics of clients currently in treatment
. 24 A. Cost per client-year: Outpatient Residential Inpatient
Averageage’__..... ........ P A ] "
77% (1) Currentrate . .o vvevrnvennennesvas $ 748
Percentmale. . ..o oo ,
ceis 49% (2) Current FY through December ...... $1,2562
Percentblack v o e vav i aarenns e 1 —_—
|
. o* ‘ (3) PastFY ........ e e NA
Percent primarily abusing heroin .. ..o ve Ca 85%
B. Other Quaniitative Indices:.
Percent referred from criminal justice system ......... NA
Average length of fime I HeatMENt -« <<+ <+ s+ o+ 3 mos. 1. Ratio of actual to standard budget . .........cvv.es. . 0.83
2. Staff-clientratio ............. e e 110 17
*15% abuse illegal methadone
3. Counselor-clientratio ............ e e e . 1to 37
4, Staffturnoverrate . ... .v.cu vy e 20%
C. Client Loads
' 5, Percent of positive urinalysistests .o v o v i e vsent s 15%
i Residential Inpatient o .
ltem Outpatient C. Qualitative Indices;
Client-years of treatment: | 1. Level of services provided to clients . . . . . e e .  low
Pastfiscalyear ......couevevees e NA 2. Scope of record-keepingsystems . .. .. v h et e high
]
i
Current fiscal year ; ‘ 3. Quality ofrecords . ............. Chre ey low
through_December  ............ 76 :
o { 4, Validity of reporteddata . .. .. ... e high
Percent change in client load 1‘ ,
from July of current fiscal " i
. 426% i
ear to present .. ...
Y P P DEFINITIONS: C.1: ""Medium’’ consists of individual counseling at
least once a week; vocational rehabilitation {i.e., job
‘ _ counseling, training or placement); and two of the
A.1: [(Costs for most recent month) X (12)]1 = following: lggal, social or health services, "High'’ consists
¢ (number of clients seen at least twice last week). of more services and “tow'’ of less,
.2 f t FY to date) + (current FY A
client-/-\ygars(g?sttr:a:r;eﬁﬂgndate). o date) + (curren C.2: "Medium’ means the program (a) was able to
A.3: {Costs for past FY) + (past FY client-years of complete the data forms easity; (b} keeps a formal budget,
1V, Staff treatment) prepares suthorizing documents before dishursing funds,
B.1: .[Actual budget] + [number of clients seen at records all expenditures and receipts, and makes periodic
. o s ot vk (sondrd cos or o] {arcl soments, o) o sl o
uthorized positions . . « « oo - v e om e : Standard. cost per client is $1,5600 for outpatient care, ' nd cot .
Currently authorized p : $4.500 for residential care and $30,000 for inpatient care. °°"5'5tf,,9f more records and “'low’ of less.
. " 13 ; ) B.2: (Number 9f staff-members) + {number of G4/ “Medium’ means that 70-80% of the records
Currently filled POSIIONS wwvvvmenseemsmrees s 1 clients seen at least twice last Week).' . are relatively complete, up-to-date, and consistent. Ctient
. seen :t'?éasi‘\i:/ri:‘::igs:f w‘;:t;‘ selors) + (number of clients re;:ords im‘;ludef v;lee‘l:-ll}l hcc);lndselors' notes which sger‘;{:
N araprofessional person-years . ... ... : - ¥ relevant and useful. “High" indicates that more than 80
Professional and paraprof P : B.4: [Number of people employed during past and meet these conditions and “low” less than 70%,
: current FY) - (number of positions fillest at least half the
Past fiSCAl YEAr + v veven e vnansansanssanss NA : time during past and current FY)] + {number of positions C.4: "Medium’ indicates that data verified by the
: filled at least half the time during past and current FY], evaluation teem and data reported by the program differ
: } 4.0 { B.5:. (Number of positive urinalysis tests) -+ (total by 10-20%. “High" indicates differences of less than 10%
Current fiscal year through_ December _ ........ . o number of urinalysis tests}. and “low" of more than 20%,
f ) E\
o A5
- H
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|5




SUBJECTIVE ASSESSMENT -

Facility: The existing facility is rather inadequate, with small offices and a poor lay-out. However, the
program is soon to ‘mové to a different facility. The program’s client load and the fact that it is the only
methadone program in the county would warrarit .a-second- facility. However, the program had great
difficulty locating one permanent site and would probably have an even harder time locating a second. its
present site (within a County Health Department outpatient clinic) apparently cannot be retained,

W

Director: Very ¢apable and highly motivated.
Staff: Capable and motivated but unable to contend adequately with the current workload,

Admission and Intake: Program accepts county 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.

D/scharge and Follow-Up: Clients can be dismissed for ccntlnumg to .abuse dlugs or dlsruptmg the
program’s operations. No follow-up is bemg done at present.

Client Services: The program provides.'individual counseling, group therapy and vocational rehabilita-
tion services. Health care is provided on a referral basis, No éducational, legal, social or emergency services
are provided. In general the level of services seems madequate as illustrated by a counselor-client rati¢ 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 counséiors and
probably a second site., At present, fundsng seems to be adequate; but if the ¢lient load continues to grow,
this situation may change.

Utilization of Re‘source‘s Non-financial resources seem to be reasonably well utilized, although overall
management and record- keeping procedures could be improved, Funds are being spént at a low rate (i.e,,
$748 per client-year), although money seems to be available to provnde hlgher quallty, hlgher cost client
care, . ;

Other Problems or Comments: None,

Technical Assistance Needs: The. program could use technical assistance 10 improve its management
and record- keeping procedurés; locate a second site; and assess ways to increase the amount of counseling
bemg done, -

Recommendat/ons “The evaluatnon team beheves the XYZ Drug Treatment Program ments further
Federal assistance. The program fnay need technical assistaiice more than additional funds. It does, how-
ever, appear to need some assurance that Federai funds would be provided if state funds were exhaUSted
(assummg that adequate cllent care was being provided at reasonable cost)

L ,\4_«
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1' 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?

i
; ,
i
% i
§ 1
i 8
{b) Do you measure client retention (that is, do you keep aggregate records of the length of time 7

. clients remain in your program)? _Yes. No b

| {c) Whatis YOur client retention rate {by modality)?

P PErCent «ouvvneenrnunas

Time Period .........¢00

b Modality +.vvowrecvnvnn . !

| |

: {d) - Do you conduct urinalysis tests?_- . Yes No :3

{e)  How often?

, {f}  What percent of your urinalysis tests are positive?

t

3 Percent ..veveeeennniinnnn g

4 .

1 TimePeriod v v iiiventnne i virvnsineonennonss

i .

i Total Numberof Tests ... .. v i vimvrisnasosoinnssn

-
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. . 2 : e 6. For the clients currently in treatment:
(g) What lab does your urinalysis tests

: (@)  what is their average age? years
P (h)  What is the cost per test? : . ‘
: {b)  the percent male? %
- - in the Federal grant)?
3. What is your treatment capacity (as indicated in (¢}  the percent black? %
- . , (d) the percent primarily abusing heroin? %
Outpatient.......................... | s
' .. ‘ {e)  the percent referred from the criminal justice system? %
Residential v o o oo vnovsspenmensmrerres ’ .
) {f)  the average length of time clients have been'in treatment? Mo.
Inpatient.................‘........... % T
‘ {g9) What is the source of your information (e.g., recent analysis of client characteristics, estimate
based on familiarity with clients, etc.)?
» H 7 H A (]
i w being treated in your programs¢ i :
4, (a) How many clientsare no . '
(b) How do you define a “client”? | :
- { i
i j
| .
N i !
. i I - . fa
1 {c) - How do you determine and verify the number of people being treated 1 7. {al Do you

provide (serv-
ices), either

SERVICES _ directly or 7. (b) Please describe that.service.
through re-
ferral? {Code
D, R or No)

| | ice ¢ Individual counseling . . .
{d) How many clients are now being seen at least twice per week?

Family counseling .....

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

Job counseling ........

. v Jobtraining ..... o0 ens

Maintenance .o sewsosnr s es s : ,

. : ‘ o Job placement .. ........

Detoxification ... cvoesrmmirees ‘ ;

| : ; Educational services. . ... ..

Drug Free o uvesesosaessnaneesel o 7 -

' : ' : B General healthcare .......

Other: : ; s— - :
| - : , p—— » - 100% ‘table continues
F
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7. {(a) Do you 10. Do an‘y of the following characteristics affect admission i i
| i to your pro
| provide (serv- your program and, if so, in what way?
) ices), either ; ; A _
SERVICES directly or 7. (b} Please describe that service. .Characteristic Check If No Effect Description of Effect
L through re- : p ec
‘ ferral? (Code N
D, R or No) -
£S5
Legal services ... vov. .. -, ‘Residence ........... .00l
Social services (welfare, \\ Duration of druguse ..... e e
housing assistance, etc.) ..., i ‘ )
0,’ Typeofdrugused . ......00uenn
Cultural/recreational ' £
PrOGraMS « v v v venvees History of emotional illness . ...... . ?
Other: History of alcoholism . ...........
Other:

8. (a} How often doesa client receive individual counseling?

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

(b} Family counseling? 6 i

(¢} Participate in group therapy?

9. (a) Arethere services you would like to provide that you are currently unable to provide? :

Yes No C :
{b) " What are these services? (b} How much time does the intake process require? |

12, Unkder what conditions would a client be dismissed from your treatment program (please include
program completions as well as dismissals for cause)? |

=~

{(¢)  Whyare you unable to provide these services? : }

i i et i St D




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., Tormal waiting list, guess, etc.)?

{c! What are the reasons you cannot serve them?

{d) - How many people did you turnaway 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 look 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 schedule of activities?

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

i
Interviewee

]

Title

Interviewer ‘ ; . Date

!




|NTERVIEWER INSTRUCTIONS AT COMPLETION
OF DIRECTOR’S INTERVIEW

Ask for copies of the following materials, if available:

(a)
(b)
{c)

(d)

-

latest organization chart

any written policy statements or treatment guidelines
any studies of treatment effectiveness, including analyses of urinalysis results, employment,

criminal activity, retention rates, etc.

fihancial statement for the latest month available.

“Explain the data forms which must be completed:

{a)
{b)

()
(d)
(e
(f)
(g}

Funding by Source of Funds

Allocation of Funds to Facilities and Residence Categories (for programs with more than one
facility or residence category)

Grant Information

Financial Procedures

Client Data (ope form for each facility).
Staff Data {one form for each facility)

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 numb

er of clients being seen at least twice per week.

Make arrangements for reviewing several client files.

Tour the facility.

B-8

ot

o e P S e i S ST S U

T

MATERIALS CHECKLIST

Facility Name:
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PROGRAM NAME:

FUNDING BY SOURCE OF FUNDS

Note: “The fiscal year (FY) is July 1—June 30. i
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 Staf'f
‘Federal Agengy: " -
NIMH ..oceannss
% OEO .uvvnvennns
o
: LEAA ... vewiais
VA . cciresenes
HUD..... 5o ven
BOP ..vvennnnns
Gther:
State v v e coons ooy
Local. ovviiv s iesan
Private .o vsennoovn R
TOTAL $ $ $ $ $ $ $
*Through month of
E T L S o ' X B
ALLOCATION OF FUNDS TO FACILITIES AND RESIDENCE CATEGORIES
PROGRAM NAME:
Note: The fiscal year (FY) is July 1—June 30.
Amount Avai
. Date of ount Available (Budget) Amount Expended
Facility Name 2: sidence | gt Past FY ‘
t B )
Total | For Staff ’
Total | For Staff Total | For Staff thal For Staff
@
Total*** . .
: $
*Inpatient (1), 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,”




GRANT INFORMATION 3 'FINANCIAL PROCEDURES

\ i PROGRAM NAME:
' 0} jurmn should be completed for each grant in effect during the past or current fiscal year. ‘ ‘
Note: One colum ) ; ‘

1. Are budgets prepared on a iegular basis showing salaries, rent, phone, supplies, lab services, etc?

i ' = , Yes, formal budget informal budget ; no budget
AGENCY ; 2. How frequently is a budget prepared?
Y S | | % |
T ; 2o 3. Is a sequential record kept of all commitments (i.e., services or items ordered. but for which bill has
; ~not vet been received)? ' ’
Grant . o e Yes, formal records informal records __no records
rant: : ’ : . ¥
: ' ] - 4, Is an authorizing document {e.q., purchase order) generated before funds can be disbursed?
Amount ... .. e A e . .,; ‘ - i
) Yes —._No Sometimes i
) o ; i ; i IR
ingdate ... .00 e ne i N : : . . . . 3
Starting . , o : . 5. (a) Isthereanyamount above which more than one signature is required on a check?___Yes__ No i
Ending date  ...... st ; : . (b} Ifso, what is thisamount?  $ : {
\ ‘ (c)  If not, are checks zleared through a higher authority than the treatment program?  Yes __No
Status: » ; : 6 Is a journal (sequential record) kept of all éxpenditures and receipts? Yes No
! ount spent , N : ‘ .
Ami P , : . : 7. Arerecords kept to account for all petty cash expenditures? Yes No
‘ through - ‘ ‘ : S S,
i - ‘ , e ; ‘ lati . ated?
} Date funds are | & How frequently are cumulative expenditures to datg calculated?
expected to be g : e . N - ‘
exhauste d __________ . : 9, (a) Howoftenisan aq,ountmg statem\lgnt prepared? i

{b}  What is the date of the most recent accounting statement?

{c}  Who prepared that accounting statement {(name and title)?
. ‘ ,

10. {a) How oftenisan anit performed?

(b)  When was the last audit done?
5 (¢} Who did that audit?

{

|
e : ‘ } : Records checked above can be examined at the
i The above information was provided by: following location: = -

Signature: ’ k,k B} ,

Title:

Date:

-




Facility Name:

CLIENT DATA

The Fiscal Year (FY) is July 1—June 30.

Note:
Inpnt., 1 Date First Average 7 Current FY Client Load3 L Current
Res.or | Modality? | ClientWas | Client Load, = : ; - 1 Clients?
Outpnt.} Treated Past FY3 | July} Aug.| Sept. Oct.| Nov. | Dec. | Jan. Feb. | Mar.} Apr. | May | June
. ®
S
TOTAL

1Use separate line for each residence category: Inpattent {1}, Residential (R) or Qutpatient (0)
2yse separate line for each modality: Maintenance (M), Detox:flcat:on (D), Drug Free {F), or other (descrlbe)‘
31 these totals “client” is defined as
4 Gyurrent clients” are clients now being seen at least, twice a week.

Information prmiided by: - " Source records can be examined at the following location:

Name:

Title:

Date:

STAFF DATA
Facility Name:
Note: This form should ini
, | contain information on all person
: s who hav ™ "
Include volunteers as well as paid staff. e worked at the facility during the past or current fiscal year
Name ' Positi
osition Title Date Hi Date Left
ired . Hours
(£ Applicable) Annual Salary Perv‘\ll\:;(ked

Infcrmation provided by:

Name:

Title:

Per i v
sonnel records can be examined at the following location:

Date:




!
VACANT STAFF POSITIONS I :
: , , ; SUQJECT!VE ASSESSMENT—CHECKLIST
. Facility Name: L g
i Facility Name:
| Lengthof Time ) ! | ITEM prosLemM | JNOTA 1 honT know !
Position Title Position has Annual Salary Hours Per Week .1 PROBLEM
been Vacant , v 1. Facility: v o
(@) accessible ................
; (b} cleanandorderly ........... o ‘
; {c) laid outreasonably .......... v
| ; {d) adequatespace ,......... oo
: 2, Smooth flow of client traffic (e.g., no .
: long waits for service) « . v v v e v v nas i
: \ ! 3. Staff: : ﬂ
- ' = T . {a) motivated ................ :
| (b) helpful L ....u.... e : | i
(¢} knowledgeable .. .., Beveaes . ')
(d} organized,..........00.. T g
(e}  interested inclients . ...... : , b
(f) busy ...... i, = .
' i _ . i I ; - | 4. 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 clientsand staff . . .. ...
f 5. (a) Are the days and hours of \
: : operation reasonable? ....... -
(b)  Were the official hours kept on
‘ ,the day of the visit? .. e
. & {c)  Are the days and hours for
dispensing medication
5 reasonable? .. .............
| (¢)  Are the daily activities
[ reasonable? ..........00. ...
B-16 i ‘
: ' B-17
§ | |




SUBJECTIVE ASSESSMENT—CHECKLIST—Continued

ITEM

PROBLEM

- NOTA
PROBLEM

DON'T KNOW

10,

11.

12,

13.

14.

15.

16.

17.

Are the program’s objective
reasonable? ......... e

I's the program trying to assess its
progress toward meeting its
objectives? . ..... e C e

Is the client retention rate reasonable? . .

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

{a) s areasonable range of
client services provided? .......

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

Does the program have:

(a) reasonably open admission
criteria? . v o v v i v it e

(b) - - reasonable intake procedures. . .
{c) - reasonable criteria for dismissal. . .
(d). reasonable treatment guidelines . .
Does the program conduct follow-up

activities on clients who have left
treatment? ... e i e e

Is the organizational structure
reasonable? ............ e e

I's the salary structure for the staff
reasonable? .. ...... .. 000000

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

Does theiprograkm have adequate
financial procedures? . . ... ...

Does the program maintain
adequate records? .. ... .c v a0

SUBJECTIVE ASSESSMENT—CHECKLIST-—Continued

ITEM

PROBLEM

NOT A
PROBLEM

DON'T KNOW

1‘8. Did the director cite any of the
folldwing problems;

(a)  clients requesting particular
: services which cannot be -

provided? . . ..o i e

{b) péople requesting admission to
the program who cannot be

accepted? .. . ... i e

{c)  other problems? ........ e

19. Did the director indicate the program

had adequate resources? ...........

20. 1n the evaluator’s judgment:

{a) are the program’s resources

adequate? ...........¢.0...

(b) are the program’s resources

being effectively utilized? ......

Subjective assessment done by:




SUBJ ECTIVE ASSESSMENT—DESCRIPTION OF

PROBLEM AREAS

Checklist
Item Number

Description

B-20

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

L I 2 T T T T

L R R R N TR

---------------------

----------------------------

L R N

L I I I T R T S S S

3.

4.

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

Yes

Discuss major discrepancies:

No

B-21




CLIENT RECORDS CHECKLIST

{To be completed by reviewing several client files)

- Facility name:

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

1,
|tem’ Yes No
Drug use history ... ... N
Previous treatment for addiction . ... .. .. i en
Criminal hiStOTY v ovvunnsvronnnnn s RN
Social adjustment history {e.g., employmenf, homémaking, ete.). . .
Educational 1evel .« . v een vt nrvrsn i raasns
Occupational fevel . .. .. oo ineianse s e e
Medical history ........ .. e e
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 keptin some other manner?
Recorded
Item Standard Gounselors’ Other Not
Reporting Form Notes Recorded
Druguse ..uveveeoosssne -
Criminal activity .........

Social adjustment {e.g.,
employment, home-
making, ete.). .. ..o n e

Health ...i..0oevuvven

3,  Approximately how often is a progress note recorded?

4, Make comments on overalil séope and quality of client records on the following page.

B-22

COMMENTS ON SCOPE AND QUALITY OF CLIENT RECORDS

B-23




¢

OTHER COMMENTS

B-24

APPENDIX C

DATA REPORTING FORMS,
ILLUSTRATING USE OF ALL COLLECTED DATA




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




v N

. Background

v\

DESCRIPTIVE SUMMARY

Program Name:
; Location: ©
Number of Facilities: Capacity: D.I.3
Date First Client was Treated: Form 5
Director: Telephone:
| Il.  Funding
ltem Past Current
Fiscal Year Fiscal-Year
Federal Funds®*........ all entries
Total Funds .. ........ from
Amount Spent ...... .. Form 1 *x
*Federal Agency:
**As of:
til,  Clients
A.  Number of Clients being treated as of
Modality Outpatient Residential Inpatient

Total

Maintenance .....

Detoxification ...

Comipleted from D.l. 4 and 5, Form 5 énd '

33

)

{
=
{

i

it
4
1

i

!

!
§
I}
1
|

|
.
L
-
1
[

Drug Free ...... i Independent Verification of Client Load
Other ......ivoueunn
TOTAL

C-1

i
i
i



i
|

B.  Characteristics of clients currently in treatment

o

Percent male «..oovsvanrenncnarenes

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

Percent referred from criminal justice system

Ayerage length of time in treatment ... ..o

Percent Black «vvevrenesavarnosinoneses

AVErage age « . v v vaasesrarnrns e banan

A L *A N

6 (a)

.v.. | DL B{b)
cereesd Dl B (e
RN D.l.6(d)‘
vev.. |'DAB ()

e | DUl

6

C. Client-Lonus

Item Qutpatient Residential Inpatient
Client=years of treatment:

Past fiscal year ... ovevvv v veae e
Current fiscal year Completed

through N . cas from Form b
Percent change in client load

from July of current fiscal

year tO Present « .. os v i a v e e

IV, Staff
Forms 6 & 7

Currently authorized POSILIONS w4 v vavv v on

Currently filled positions. .« v v oo e e e vr s

Professional and paraprofessional person--years

Pastfiscalvea‘r

Current fiscal year through .

organization chart

Form 6

Form 6

Form 6

G2

Table 1. ANALYTICAL SUMMARY

A. Cost per client-year:

(1) Currentrate .....ivevivioas

{2) Current FY through
(3) PastFY .....ivvuvunnn e

QOutpatient Residential

Inpatient

Financial statement, Form 5 and inde
verification of client load

pendent

Forms 1,2,and 5

Forms 1,2, and b

B. - Other Quantitative Indices:

1. Ratio of actual to standard
budget....... e
. Staff-clientratio ....... .

Counselor-clientratio . . v oo v v vt

Staff turnoverrate . ........ .

o A WD

Percent of positive urinalysis
tests ...... e .

C. Qualitative Indices:

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

2.  Scope of record-keeping systems

Forms 1 & 5; ihdependent verification

Forms b & 6; independent verification

Forms 5 & 6; independent ve‘rification

Forms 6 & 7

D.l. 2 (e)

Dl.7&8

Form 4 & Client Records Checklist

3. Qualityofrecords ........... Comments on client records
4,  Validity of reporteddata ...... 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
Jeast twice last week)} X - (standard cost per client}].
Standard cost per client is $1,600 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 ciients
seen at least twice last week}. . k

B.4: [Number of people employed during past and
current FY) -~ (number of positians filled at least half the

time during past and current FY)} + [rumber of posi-

tions filled at least half the time during past and current
FY].

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

C.1: "Medium” consists of individual counseling at
least once a week; vocaticnal 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 *’low” 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 males periodic
financial ‘statements; - {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,” 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 less than 10%
and “‘low" of more than 20%.




- Facility Name: ...

SUBJECTIVE ASSESSMENT—CHECKLIST

NOT A

ITE:M PROBLEM PROBLEM DON'T KNOW
Facility:
{a) -accessible v ...... . iev e o) Facility tour
{b} - clean and orderly . . e - Facility t‘o’ur.
{c) laid out reasonably ............ | Facility tour
(d) adquUafe space ... .. e Faéility tour

Smooth flow of client traffic (e.g., no

long waits for service) ..o o e
Staff:

(a) motivated .....iiiiieienuan
{b) helpful .....cvine..s e
() knowledgeable ............ -
(d) organized .........cihvieiinns
(e} interested in clients ... ..... N
(f)  busy ...... e .

Are there any obvious problems in the
following areas? '

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

(b) urine testing procedures . ... ... .
(¢)  nature and tone of relationship
between clients and staff ........
{a)  Are the days and hours of
_opération reasonable? .. ... ..

(b)  Were the official hours kept on

the day of the visit? ... 0. oot
(¢}  Are the days and hours for dispens-

ing medication reasonable? ......
{d) Are the daily activities

reasonable?  Jiiu v eveaes e

6. Are the program'’s objectives
reasons‘ﬁi@?: R R R R

Facility tour

Facility tour |

Facility tour

Facility tour

Facility tour .

.| Facility tour

Facility tour

Facility tour

Facility tour

Facility tour

D.1.-18 (a) .

Observation

D.L 18 (b)

D.I. 18 (c)

<

ITEM—Continued

NOT A

PROBLEM DON'T KNOW

PROBLEM

7. s the program trying to assess its
progress toward meeting its
objectives? < v iv i i e D| 2; studies of treatment effectiveness
8. s the client retention rate reasonable?". ...| DL 2 {c)
9. Are the urine test costs reasonable? . . .. .. | D.l. 2 (e)
10. ({(a) s a reasonable range of client
services provided? ........,... | D7
{b)" Do individual clients receive
counseling and/or participate
in group therapy fairly often? ... D.1. 8
11. Does the program have:
. {a) reasonably open admission
criteria? . ..o PN D.l. 10
(b} reasonable intake procedures?. . ... . D1
(¢)  reasonable criteria for dismissal? . . .. | D.I. 12
{(d} reasonable treatment guidelines?. ... | Treatment guidelines
15. Does the program conduct follow-up
activities on clients who have left
treatment? v . v e it e e D.I. 13
13. Isthe organizational structure
reasonable? ..... . 00000 .. w+ .| DJ. 17; organization chart
14. s the salary structure for the
staff reasonable? ...... tirisernsarss | FOorm6
15. Is there a serious problem with
current staff vacancies? ... ... «..| Form7
16.. Does the program have adequate
financial procedures? ..... vievssesd| Form4
17. Does the program maintain adequate
records? < .eeiaaenn v uiui. .. | Form 4: Client Records Checklist; obssrvation
1 1
cb




. NOT A .
ITEM—Continued PROBLEM PROBLEM DON'T KNOW
18.  Did the director cite any of the
following problems?
{a) clients requesting particular
services which cannot be
provided ... . cciii e D.l. 2
(b)  people requesting admission to
the program who cannot be
accepted ........... dewesens ] D14
(c). other problems ... veiveonsns D.l. 15
19, Did the director indicate the program
had adequate resources . ... . . ... R D.l. 16
20. In-'the evaluator's judgment:
(a) are the program’s resources
adequate? ....... e Forms 1, 3, 5; observation
{b) are the program’s resources being

effectively utilized? ..........

Overall asséssnl\ent

Subjective assessment done by:

APPENDIX D

POSSIBLE STAFF QUESTIONNAIRES




B e o N

P STAFF QUESTIONNAIRE

i ‘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.  Please 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 informa! training:

3.  Areyou an ex-addict? Yes No

4. How many hours per week do you work:

a. At this facility? hours per week

i b, ~ At other treatment facilities? hours per week

b b, {a) Howmany clients do you see on an average day?

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




3 . . ’ e
.

) 6. (a) Do you have aregular ca§eload, O\f\f:llents? Yes No } | ’ | STAFE QUESTIONNAIRE i
{b) If so, how many clients are in your current caseload? ‘ o ' o 3
. {c) How often do you see each client in your current caseload? : ; , Age; Sex: . Race: :
° - {d) 1m your judgmeiit, is your current caseload of clients too many, too few, or about right? ; Job Title: ,
too many too few about right . : , ;
. . " . 4 1. Length of experience: ;
7.  What do you do on aii average day? Please use the following table and be as specific as possible (e.g.,
counsel individual clients, run groun therapy sessions, dispense medication, etc.) a. In this drug treatment program: Years Months !
Time ' Activity » . In other drug treatment programs: Years Meonths
7:00 a.r. G Related experience: 'Y,ears Months
8:00 a.m. ! d.  Please describe this related experience: :
9:00 a.m.
10;00 a.m. ‘ '
11:00 a.m. k
12:00 noon » ; ~
~ - — — - - 2. Education and training:
1:00 p.m. ‘ ‘ , v a.  Number of years of school completed: Years
2:00 p.m. ' y b. Degrees held and major field (e.g., M.A. in psychology):
3:00 p.m. ‘ ; o ‘ ; : - :
4:00 pm g c Please describe any other formal or informal training: '
5:00 p.m.
6:00 p.m. :
7:00 p.m. ' ‘ |
8:00 p.m, ,
9:00 pm. 3 How many hours per week do you work: :
S a. At this facility? hours per week
f"'f After 9:00 p.m. :
' : = - » ' b. At other treatment facilities? hours per week
y < Additiona) comments on your work, problems, needs and so forth are welcomed.
il ‘
[ !
B ! ; Thank you very much for your time and help.
i |
i i
Jrer ;
; o g nE
e
A R




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

apply.

[J Client intake

[ Diagnosis
-0 Individual counseling
[J Family counseling

[J Group therapy

7 Job counseling

[J Job training

[ Job development

O Educational services
[ Medical services

[ Legal services

l:l Ehergeﬁcy services

L1 Sociatl services (housing, welfare, etc.)

‘O Client follow-up or aftercare

0 Locating prospective clients {outreach)
[ Supervision of staff
[ Management

O Clerical, secretarial, bookkeeping, etc.

[0 Housekeeping, maintenance, security, etc.

{1 Maintaining clignt records
[ Research and evaluation -

[ Staff training

[ Community relations

[ Other (please describe):

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.

D-4

APPENDIX E

POSSIBLE DATA COLLECTION FORMS FOR
DETAILED URINALYSIS RESULTS




URINALYSIS RESULTS

Facility name:

1. Have you done any analysis of your urinalysis results? Yes No
If so, ple‘ase‘ provide copies,

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

3.~ 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

4. 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

L



Urinalygis Results—Short Version

Lab name and address:

Time period covered in data below: _

Current Clients

Tests Results

Total

Excluding Recent
Entrants®

Morphine/quinine:
| Positive results at least halfthe time .. vy v vvervvevens
' Some positive results but less than half the time + v o vs o s

NO POSItIVE FESUS < s nnsverre o rnastnnenn

TOTAL

TN
.

Other drugs of abuse

Some positive results but less than half thetime «oonssven

ooree @k

No positive Testlts oo vne e rviviainerens

FEISII L SKUC IR e

Positive results at least half the HME v vvenenansnasons

TOTAL |

*A vecent entrant is defined as

**These drugs are as follows {methadone should be excluded for clients in metha

done programs):

E-2

Urinalysis Results—Detailed Version

Lab name and address:

Time period covered in data below:

TOTAL |

More than

24 months

19-
24 mo.

13-
18 mo.

10- .
12 mo.

Number of Clients in Treatment for.

7-9

mo.

5-6
mo.

9 wks.-

4 mo.

Less Than

8 wks.

Drug:

v m

Number of positive results .. . .

Number of negat

Ve resuits . .. ...

PR

TOTAL ..

Drug:

Number of positive results. . .
Number of negative results

.-

TOTAL

Drug:

Number of positive results . .

.o s e

Number of negative results

TOTAL .......

Drug:

Number of positive results. . . .. ..

..

Number of negative results . ...

R

TOTAL .

Drug:

Number of positive results . . . . .

s e n s .

Number of negative results

e e W o

TS

TOTAL ..
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APPENDIX F
POSSIBLE DATA COLLECTION FORMS
FOR DETAILED CLIENT RETENTION ANALYSIS
K «!




B o oM i N e e i

1

3.

CLIENT RETENTION

Facility Name:

Have you done any analysis of client retention rates?
Yes ——No

et Ao i,

if so, please provide copies.

Please summarize your analytical approach and yoixr major findings:,

Two tables follaw: "“Client 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,




¢d

CLIENT FLOW BY MONTH FOR CURRENT FISCAL YEAR

Facility Name:

Residence categories: Inpatient {1), Residential (R}, or Outpatient (O).

Note: Treat each modality/residence combination separately. Modalities: Maintenance (M), Detoxification (D), Drug Free (F) or other (describe).

Item

July

Aug.

Sept.

Oct.

Nov.

Dec.

Jan.

Feb.

Mar.

Apr.

May

June

Modality and residence:

Admissionsduringmonth . .........
Successful® completions during month . .
Others who left treatment during .nonth .

Clientsatendofmonth. . ..........

Modality and residence:

Admissions duringmonth ..........
Successful® completions during month . .
Others who left treatment during month.

Clients at end of month

............

Modality and residénce:

Admissionsduringmonth ..........
Successful* completions during month . .
Others who left treatment during month .

Clientsatendofmonth........ ...

*Defined as




'Note:

r
CLIENT RETENTION BY COHORT GROUP

Treat each modality/residence combination separately. Modalities: Maintenance (M), Detoxifica-
tion (D), Drug Free {F) or other {describe). Residence categories: Inpatient (1), Residential (R),

or Qutpatient {O).

» Modality and Residence:

LS

For Clients who éntered:

4

Total
Entrants

Still In
Program

Successful
Completions®

Others Who Left
Treatment -

Within last 3 months

4-8 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
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