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Overview of
workbook series

This workbook is part of a seriedo enhance treatment efficiency and
intended to educate program plarsost-effectiveness using the informa
ners, managers, staff and other déon that comes from these evalua-
cision-makers about the evaluatiotion activities.

of services and systems for the treat-

ment of psychoactive substance uséhis workbook (Workbook 5) is
disorders. The objective of this seabout cost analysis. In general terms,
ries is to enhance their capacity foitinvolves evaluating the use of resour-
carrying out evaluation activities. Theces ‘spent’ on the treatment of people
broader goal of the workbooks igvith substance use disorders

Introductory Workbook
Framework Workbook

Foundation Workbooks
Workbook 1: Planning Evaluations
Workbook 2: Implementing Evaluations

Specialised Workbooks

Workbook 3: Needs Assessment Evaluations
Workbook 4: Process Evaluations

Workbook 5: Cost Evaluations

Workbook 6: Client Satisfaction Evaluations
Workbook 7: Outcome Evaluations
Workbook 8: Economic Evaluations
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Questions
might include:
how much will
costs increase
if the number
of outpatient
visits rises?
What would be
the fall in costs
and resources
if the number

What is a cost
evaluation?

A cost evaluation assesses the use of @#ferent groups include treatment serviceg
sources ‘spent’ on the treatment of peoplkibe funders of the services, wider regulaton

with PSU disorders. There are three diffeauthorities, or supporting agencies. Treat-

entlevels of costing studies. Instructions fonent providers may be most interested i

how to complete each of these types of costicing their own resource use, and/or th,F

evaluations are located later in this workboolconsequences of any changes in service p
» Evaluating resource usgéthin one par-

ticular agency arisons between agencies. In contrast
» Comparing the costs of different interven? 9 ' '

) . wider society perspective attempts to exan
tionsacross two or more agencies ine all the resource consequences, regar
» Wider studies of th&uller social cost q , 1ed

. . . less of who bears these costs. Takingas
consequencesf different interventions . .
cietal perspective can considerably exten

Cost evaluations can be done by differerine work required, but allow for better com-
groups of people with different purposesparison across agencies.

Why do a cost
evaluation?

The economic technique of cost evaluatioment providers, want to monitor resource

is one of the tools available to help choosese. In addition to such monitoring, they wan
wisely from a range of alternatives and téo understand the relationship between leve
design and implement efficient programsof activity and resource use and costs. Que
Cost evaluations assess the gains and ti@s mightinclude: how much will costs in-
costs of carrying out a set of activities. Therease if the number of outpatient visits rises
purpose of this analysis is to identify ways t&Vhat would be the fall in costs and resource
do the most with a limited budget. In otheif the number of PS users treated decrease
words, itis designed to identify the most efOther questions assess the overall level of r
ficient approach. sources and how this relates to populatio

needs; the distribution of resources amon

vision. The funders of services or regulat
tory authorities may be interested in comt

"Q

a

0_

A\1”4

of PS users Resources available for treating those wittifferent groups of the population with vary-
treated PSU disorders are limited in all countries. Ang problems, and the efficiency of resourct
decreases? number of different groups, including treatuse within individual services.

Workbook 5 - Cost Evaluations 7
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How to do a cost
evaluation: general steps

Before doing a cost evaluation, it is im- After this section, three specialised ‘how to
portant to review Workbook 1 of this sections are presented, for the three diffe
series, which outlines general steps to entlevels of evaluations:

evaluation planning.In addition, review ¢ Evaluating resource ugdthin a particu-
these three common steps within each of the lar agency

different types of costing studies: (1) identifyp Comparing the costs of different interven
the resource use for the appropriate unit of tionsacross agencies

activity; (2) measure resource use per activ- Wider studies of thé&uller social cost
ity level; and (3) value this unit of activity.  consequencesf different interventions

Identify the costs associated
with PSU services

There are three broad cost groups of PSttast, other costs are variable, for exampl
interventions: the travel costs associated with caring fc

clients at home will vary directly with the num-

* the direct costs of service provision ber and location of these clients. Staff cos

» the costs to the individuals or their familie e.q., salaries) tend to be of a semi-fixed n
» the costs (or averted costs) falling on oth%r -9

i . ure and are important because for most PS
agencies as the result of the ‘treatmen )
episode services they make up most of the costs

service provision. Staff may undertake son
The direct costs of services can be furth@dditional ‘caseload’ but there are limits t¢
broken down into: the numbers any one person can hand
. . . . Expansion of the service at this point woul
* capital costs - building, equipment furni-__ """
. require some extra staff.
ture and fittings : ) .
o . . The mixture of fixed and variable costs de
* building related expenditure - heating :
- . termines how average costs change as lev
lighting, property taxes, maintenance L .
. staff costs of activity change. For example, a servic|

» other service related expenditure - stay ith a large fixed cost element, say a larg

Dr
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e
e
h

. stand-alone residential unit, would yield a hig
tionary, telephone, travel costs, etc.

» overhead costs - management and adml(ﬁ(—)St per inpatient stay if occupancy of th

) . unit was low. The average cost would fall as
istrative expenses often shared acro?ﬁ : ) )
. . . e unit approaches capacity and would rise
interventions or services o .

again if some new accommodation was

These types of costs have different relatiomeeded. Marginal cost is the cost at any po
ships with the level of activity of the service of providing one extra unit. It is important
Fixed costs (e.g., building rent, heating, etcfpr planning purposes to calculate margin:
do not vary with the level of activity. In con-as well as average costs.

nt

=
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The costs borne by individuals and their famirot be included in any traditional, service-
lies will vary across health care systemariented tracing of resource use. Some treat-
Some care has to be taken to count genuineent, particularly inpatient treatment may in-
resource use, but not simple transfers. Feolve individuals? loss of working or leisure
example, individuals may receive benefitime. As well as these tangible items ther
from the state or an insurance scheme if theye more intangible elements to interventions.
are participating in treatment. This is not & hese include the ‘pain, grief and suffering’
resource but a transfer between one groupf,the PS user and their families.
the taxpayer or other members of the insur-
ance scheme, to those who are ill. The r@he last group of costs are those borne b
— —— source loss in this situation (especially wherether agencies. Some interventions may re-
wsT32——  inpatient or residential care is concerned) iguire input from other social, welfare and
that of the ‘productivity’ or leisure time of health care agencies. On the other hand, some
the individual. These indirect costs may baterventions may reduce future demands far
/,_f\ borne by the individual or the employer. Thersuch services provided by other agencies.
is considerable discussion about the role dhese are the type of costs which are ident|-
such indirect productivity losses in economified for social cost type of study.
evaluations. Generally, the advice is to show
these costs as a separate item so that overnidik first case example at the end of this work-
results can be calculated with and withoutook (French and McGeary) presents
allowance for these costs (Drummond et alsfructured and scientifically-based instrumen
\'_/ 1987). Individuals may have direct costs dor estimating costs of treatment services. Thi
- treatment such as out of pocket expensasstrument, the DATCAP, includes costs from
and the time costs of treatment which wilk variety of relevant categories.

///’7'\

J Measure resource use

per unit of activity level

Units could be  Units of activity have to be measured alongion would generally be measured on annual
in many forms. with the resources needed to deliver thendata. However, capital costs (such as build
Some common The ‘units’ of activity will be determined by ings or equipment) will not necessarily be in-

examples the purpose of the study, available data arwdirred in that year, although they are one of
would be the type of intervention being delivered. Unitshe resources being used to provide care for
counselling could be in many forms. Some common exXPS users. The value of these assets can pe
visits, inpatient amples would be counselling visits, inpatienincluded by estimating their actual value of
stays, stays, assessment interviews, or some diveplacement cost, and spreading this cost
assessment sion per time period such as cost per type oler the expected lifetime of the asset. Build:

interviews, or care per hour or per week. If comparisonisigs are often estimated to have a ‘life’ of 60
some division  are being made across different organisationgars, whereas other capital equipment is
per time period itis essential that units of activity are meaestimated to have a life of five to ten years

such as cost sured in a standardised way. depending on the item. Using an interest of
per type of care 6%, for example, a building worth $1 million

per hour, per If the purpose of the study is to provide someould have an annual value of $61,876 (the
week etc. general idea of overall resource use within@alculation can be made using standard in-

treatment agency, then direct costs of provierest rate tables).

Workbook 5 - Cost Evaluations 9




WHO/MSD/MSB 00.2f

The choice of the time period over whiclreliable models are not available, measure-
some of the wider consequences of an intanent may be curtailed to some arbitrary p¢
vention are measured is not clear cut. If, afiod after the end of the intervention.
ter treatment, individuals quit smoking or re-

duce drinking or other PSU, the potentialhe DATCAP case example located at the
savings in consequent health care costs coddd of this workbook demonstrates how the
be spread over the rest of their lifetime. Howbasic cost estimate can be expressed in a
ever, direct observation and measurementeériety of units: total annual cost per sef-
such costs would not be possible. In somace, weekly cost per client, and cost per
cases epidemiological modelling can be entreatment episode. In the case example, con-
ployed to calculate these potential savings trlusions differed depending on the unit gf
health and other welfare costs. However, #ctivity.

AY”J
1

Value this unit of activity

Most agencies will have some informatior2 A nurse receives $900 per year. In the
about costs in their routine accounting infor-  past year, 20,000 patients were seen|at
mation system. You can use this information her treatment centre and 1,000 were pa-
to value your units of activity. tients in the prevention programme. The
allocation fraction is 0.05 (1,000/
As mentioned earlier, the value of capital 20,000). This means that $45 of her an-
items such as buildings or office equipment nual salary should be allocated to preven-
may be the actual value or replacement costs tion programme costs.
and this cost would be spread over the ex-
pected lifetime of the asset. Buildings are of-or PSU services, another common valua-
ten estimated to have a ‘life’ of 60 yearstion problems is the use of volunteers to de-
whereas other capital equipment is estimatdigter part of the treatment programme. \ol-
to have a life of five to ten years dependingnteers may involve some direct costs to the
on the item. services, for example, in reimbursing thejr
expenses, training and administrative costs,
In most instances, people, buildings, and véut their labour time does not appear in the
hicles have multiple functions. Itis importanticcounts. However, volunteers are also con-
to identify cost sources that are shared hyibuting time which may have an alternative
other activities, and to find a reasonably asralue, for example, in work for a wage or
curate way of dividing these costs among tHeisure activity. One method would be to
various activities. This process is calbedt value volunteers? time by some market Waj]e
t

allocation. rate, say, the unskilled wage rate or a rate
based on their past or current occupation.| It
Examples of Cost Allocation: is also clear that volunteer resources can not

be assumed to be directly substitutable with

1 OneroominaPSU treatment centre (artime from the professional workers. They may
nual cost estimated at $3,000) is used faue less flexible in how much time they can

a prevention programme. The room i®ffer to the service and they may choose to
900 square metres and the whole centeoid some of all the activities of paid staff,.

is 20,000 square metres. The annual valdes with many other aspects of costing meth-

of the space for the preventionodology, there is no single answer. In gen-
programme is: 900/20,000 x 3,000 =eral, most studies would give volunteers an
0.045 x 3,000 = $135 initial zero value but explore the impact or

=
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results of the cost analyses by valuing thebringing all costs to a present value|
time by different amounts. Costs are usually discounted at the pre-

vailing general interest rate. Drummon
The costs of resources which would band colleagues (1987) provide table
used in the future are generally valuethat provide the conversion from futur
less than those in the current period. Thsmounts to this present value, given th
Is calleddiscountingand is a means of interest rate.

One additional point:
Allocating costs to units of activity
top down or bottom up?

The top-down There are two basic methods for determinin some instances, both a top-down and
approach ing the direct cost of any intervention: ‘top-bottom-up approach may be needed. A
involves down’ and ‘bottom-up’. Theop-down ap- simple example would be a service deliver
estimating the proachinvolves estimating the total resourcang just one type of standardised interven
total resource use for any organisation for a specified petion. In this case a simple top-down estimate

use for any riod and then allocating the resource use tof average cost per unit of activity would be
organisation for the units of activity. This method ensures alstraightforward to calculate from the estimate
a specified the observed resources are allocated to tloéall resources and all activity. However, this
period and then activities of the unit. method would not indicate whether there was
allocating the any variability in the costs. It may be, for
resource use to Thebottom up approachinvolves directly example, that younger clients are in receipt
the units of recording the resource use for each intervedf more counselling sessions than older cl|-
activity. tion including the appropriate share of overents. To examine this variability, some bott

head and capital costs. With good resourdem-up costing would be needed.
management and time monitoring systems,

this approach can give accurate estimates ®he next four sections provide more detailed
costs for individual units of activity (e.g., costinformation about different types of cost
per hour of assessment) or clients (e.g., agvaluations.
erage cost per client). This methodology will

only value the resources that are used and

any ‘spare’ capacity would not be valued.

In this situation the total value of resources

could be below those shown in the accounts.
Conversely, if staff are working more than

their contracted hours, the total amount of
resources may be above the official budget.

The bottom up
approach
involves directly
recording the
resource use for
each
intervention
including the
appropriate
share of
overhead and
capital costs.

Ideally, costing studies should use the bot-
Ideally, costing tom-up approach for the costs of major in-
studies should terest. However, in practice it may only be
use the bottom- possible to use a top-down approach in situ-
up approach for ations with limited data. Some costs, par-
the costs of ticularly overheads and capital, may always
major interest.  be allocated in a top-down fashion.

Workbook 5 - Cost Evaluations 11
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For agencies
with no
current cost
information, a
first step may
be to devise
unit costs for
different
interventions
offered

Evaluation type 1

How to do cost
evaluations within
one agency

The process of doing cost evaluations within  develop an analysis plan
one agency can be broken down into seven conduct new data collection
main steps:  conduct full analysis

outline of the purpose of the study The information provided in these steps i
interventions under review 1 and 2 of this serie8e sure to review
identify the resources needed to delivéorkbooks 1 and 2, if you have not al-

the interventions ready done sofollow the steps outlined in
collate the existing data sources those workbooks.

Outline the purpose of the study

There may be several reasons for undertaint time period and be undertaken prospe
ing a cost evaluation within a particulatively to trace the use of resources for a grol
organisation. For agencies with no currerfif clients. This type of study would usually
cost information, a first step may be to debe undertaken as part of an economic eva
vise unit costs for different interventions of-ation (Workbook 8), even if some data wer
fered. This may be undertaken with a na@vailable through patient billing systems.
row focus, tracing only the resources directly

used in the interventions offered by théther studies may be undertaken with sp
agency. This would normally be undertakeaific changes in service provision in mind. Fg
during a set period of time, (usually a yearjgxample, you may want to predict the cor,
and with data retrospectively. One differengequences of increasing or decreasing t
kind of this type of study would be to invesfrequency of maintenance therapies. Or, y(
tigate the cost across clients rather than unfizay be contemplating more drastic re
of activity. However, this may need a differ-organisations of the whole agency. For th

describe the service organisation and themplementary to that outlined in Workbooks

[%2)

]

ip

u_
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When ‘free’
resources are
included, you
will be costing
the service
from the
societal
perspective.
When they are
excluded, you
will have
adopted the
agency
perspective.

type of study, it is necessary to relate currenbunt both the contact time with clients ang
resources with the units of care that can liee non-contact time, for example, in co-
delivered and how changes in differendrdinating with other agencies or writing up
programmes may interact with one anothetase notes. Planning such studies requires
This requires knowledge of the potentiatlose partnership between the clinical staff
caseload of different workers taking into acand those doing the costing study.

Describe the service and
interventions

The next step in any costing study is to excan be allocated. The second purpose is {0
amine the service and provide some brealetermine the units of activity for costs to be
down of the activities. Development ofcalculated. The detail of your breakdown will
programme logic models will help identify thebe related to the purpose of your study.

specific services and activities to be costetave you completed a programme logig
The purpose of the breakdown of activitiesnodel, as described in Workbook 1 of this
within specific services is two-fold. First, it series? Retrieve and review your programmge
provides an overall framework over whichogic model now, or complete one if you have
the resources needed for the whole servic®t already done so.

Identify the resources needed for
each intervention/unit of care

The next step is to consider what types @ome items should be included ever
resources are required to deliver each typkough they may not appear on the bud
of care. As described earlier, the componenget. For example, treatment services may
will be staff time, consumables, space andave a number of ‘free’ resources, in freg
building related expenditure, and administraer subsidised property, or seconded staff
tive and management expenses. Theom other welfare agencies or volunteers
consumables will include items such as posi&lthough these resources are free in finan
age, telephone, stationery as well as mediial terms, they are not without value. Also,
cation costs, testing procedures and traveérvices may not be replicated at the initial
costs directly linked to client care. Providingcost and failure to take account of free ret
care can involve a long list of different itemssources in planning could have financial
including insurance, training, and recruitmerimplications.

expenditure.

Workbook 5 - Cost Evaluations 13
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The more
detailed the
activity
database, the
more detailed
can be the cost
analysis.

4,

Collect and collate available data

Most agencies will have some data alreadyis also necessary to examine current dgta
available, for example, hours of work, classources for levels of activity. In some sys-
sification and costs of staff. You can use thiems, detailed utilisation of services may he
database for your data analysis. kept with details of each client. In general,
however, some data will be available on to-
The ability to use current information to altal levels of activity of a unit, for example,
locate resource use across activities will dée total number of clients seen, the total num-
pend in part on how the organisation marber of counselling appointments, etc. The
ages its finances. In some agencies, themeore detailed the activity database, the mare
will be clear cost accounting across actividetailed can be the cost analysis.
ties and some confidence may be placed
on the current tracing of resources if ‘costhe final source of information is records
centres’ are in operation. However, sommdividual staff's working practices. Some will
care must be taken with such divisions. Fanly be assigned to certain activities while oth-
example, in one study of a local agencgrs may work in a number of areas. Some
(Godfrey at al., 1995), it was found that th@rganisations will have time budgets for the|r
whole of the director’s salary was allocatedgtaff but, as with other budgets, there is a need
to the core services even though the direts check that resources are used in line with the
tor also managed the work within prisonsbudgets. The cost of staff should include all
This was a historical allocation based oemployers’ costs such as payroll taxes and
sources of funding rather than actual repension contributions. Other expenditures are
source use. usually available from the expenditure accounts.

Develop an analysis plan

There are four main aspects of planning thferent values according to the locality of th
analysis of a costing study: choice of units afervice. National valuation figures may b
activity; measuring and valuing of resourcesjseful for generalising results, but for pro
allocation mechanisms for related resourcesders and funders of services, local varia
to units; and choice of simulations from theions in the cost of resources will be impor
calculations. tant. In general, it is useful for all costing
studies to report resource use in physical units
The choice of units will relate to the purposé€e.g., 3 buildings: 20,000 square metres) as
of the study, the activity breakdown, and viwell as their value.
ability of collecting data. Some of the gen-
eral measurement and valuation issues haVhe next step of the analysis plan is to cop-
been discussed in preceding sections. Yaider the means of allocating resources to
will need to decide whether to value reunits of activity and the mixture of top-down
sources by the actual value in the service and bottom-up methodology to be adopte
by some national average rate. Staff, buildrhis plan will depend on the type of servic
ings and many other resources may have difnd the information available on suitabl

[N’
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allocators. For most PSU treatments, stafige costs, however, will depend on the overal
resources make up the majority of the reportéelvel of activity of the unit and may not re-
resources. As discussed earlier, percentageain the same if activity rises or falls. Calcu-
of total time taken in face-to-face contact (olating the marginal, or extra, costs for an in-
if available the total time including non-con-crease or decrease in activity is a usefu
tact) is one of the most efficient ways to alloaddition to the analysis. For example, Brad-
cate staff expenses. Similarly, building antky et al (3) calculated the cost for one addi-
space-related expenditure such as rent (capenal client and an extra 25 clients for a
tal cost), maintenance, heating, lighting, cleamethadone treatment programme.
ing, etc., could be allocated by the proportion
of floor area used in different activities. All cost calculations require assumptions to
be made, and the analysis plan should includ
The main part of the analysis plan for moswvhat attempts are to be made to assess the
studies is to obtain some current average c@stects of changing these assumptions. Using
per unit of activity, for example the cost pethe results in a number of simulations of treat-
counselling appointment. Where available, inent changes may also be part of the analy
may be possible to examine how differernsis plan. This sort of exercise may include
units of activity are combined for the cost oome of the factors which may influence the
an intervention, for example, cost per clierfuture costs of delivering PSU treatments anc
for an outpatient programme. These avetypes of interventions.

(1%

6. Conduct new data collection

One of the main purposes of the analysis platifferent activities. Itis particularly useful for
is to consider whether existing data are suffexamining the amount of non-contact time
cient to fulfil the objectives of the study. Ifrequired for each treatment event. The first
not, some plan has to be made to collect nestep is to explore all categories of staff time
data. This may be in the form of an observao that the full working day can be accounted
tional study. For example, staff in setting$or by the staff. For example, it is important
such as an inpatient facility could be observe include training time, team meetings, su-
for a set period and resource use directfyervision, case note writing, liaison work and
noted. This could form the basis for a detravelling time. In some cases, it may also be
tailed bottom-up costing study. There areseful to note the resources used by client
problems with this type of data collection. lieither by asking them to complete diaries or
can be expensive, people may behave dditaching recording forms to case notes
ferently if observed, and the process mayhere are similar problems with data collec-
seem threatening to staff or disruptive to thigon by survey as those encountered by obt
care process. servational study. Although the method may
not be so intrusive, there are problems with
An alternative is to use questionnaires or diaalidating self-reports. Often this will need
ries with staff and/or clients. Itis the allocato be examined in relation to other sources
tion of staff time across the different activi-of data such as the level of activity. The tim-
ties performed which is most often missingng of surveys are also important. For ex-
Asking staff to note use of time in a diary fomample, while a two-week survey may yield
a set period is a reasonable way to undesufficient data, there would be problems if
stand how services work and give some irthe weeks chosen fell, for example, in a main
formation about the resources required fdroliday period. In most cases, some crosst

12)
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checking can be made with other sourceany good quality intervention should be sys-
For example, total yearly time available catems to ensure quality. Monitoring systems
be calculated from the contracted hours miacluding resource tracing can be seen as part
nus holidays and average time off for sickef normal care and hence costs include(.

ness. Similarly, there is a need to include som
development costs in any situation. Howeve
Gathering information requires resourcether costing studies may be undertaken
One question is whether these costs shoybdrt of a wider research exercise, and if th
be included as part of the costs of treatmergosts of data collection are for research pu
Again, there is no universal answer. Part gfoses, these costs should be excluded.

Conduct full analysis

Only with the previous steps in place can thaata collected in line with staff expectation
full analysis be undertaken. It is useful as paotr have some resources, including time, be
of the analysis to build in a number of checksmitted? It is important to state in the dis
on the calculations. For example, do the dataission of the results what items were e
on staff time correspond to the total numbegiuded from the analysis.

of hours available according to their con-

tracts? Are resources being ‘over’ or ‘unfor more details on data analysis and r
der’ used and hence is the current level glorting of results, see Workbook 2 of this
activity sustainable for the future? Are the neweries.
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Data need to be
generated in a
similar form
across agencies.

Evaluation type 2

How to do cost evaluations
across different provider
agencies

Data need to be generated in a similar form acrasge agency. Local valuations of the same amo
agencies. The ease of this process will dependaiinesources may vary. ltwould be expected tha
the comparability of existing data between agethere is any substitutability of resources these lo
cies and developing comparable new data colle@riations in values may affect the treatments
tion methods. This may be easier when compdigred. However, the purpose of the study may 11
sons are being made between stand-alone senize$o compare the values but the resource us
than where the PSU treatment is being undertakesi. In that circumstance, figures giving values alo
inalarger organisation, for example a hospital (Breaay be misleading.
dley etal., 1994). Tofacilitate comparalbility, it may
be necessary to develop a checklist of the resourtesl should work with each agency and devise
required for each unit or type of intervention tsystemwhich willmeetthe overallaims of the stua
check that all have beenincluded. and also provide useful information to individua
agencies. Unless the agencies see the purpos
Italso is easier if programmes of care are delithe costing exercise and not feel overly threaten
ered according to a similar protocol across agedny the analysis, data reliability and continued dg
cies. While there is a need to have comparalaellection cannot be guaranteed. Over large
methodology, it could be counter-productive teas, such as a country, such detailed work m
have an overty rigid system of accounting for everyot be possible and there may be a reliance
type of resource use. It may be impossible giveharges or expert opinion on treatment Costs (S
current information systems for allocations to bfer example, Holder etal., 1991).
made at the level of detail of all individual resources
and arigid system may lead to inaccuracies. Agafnother application for information on resourc
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the needs depend on the purpose of the study asd across agencies is to examine the distribution

the detail of the analysis of any figures required. &f total resources compared to population nee

ds.

more feasible approach may be to aim for brodbr this purpose, the focus is on measuring and

comparability as a first round and then undertakeluing all resources rather than accurately me
more detailed analysis where large discrepance&ging the resources needed for each interventi
between agencies delivering seemingly similar ifhis type of study may take place ata more g
terventions or activities are found. gregate level and consist only of broad avera

costs. However, the loss of detail often meansti
There are also particular valuation issues to be &b sensible comparisons could be made acr
dressed when making comparisons over more tresvices.
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Evaluation type 3

How to do cost
evaluations of wider
social costs of PSU
interventions

People with PSU disorders can have a nurbeen criticised on a number of methodolog)
ber of health, social and legal problemscal issues.
These problems can incur costs to a range

of agencies and other members of societyhe second case example located at the end of
Wider social cost studies attempt to trace othis workbook (by Williams and Gerstein), det
the full resource implications of PSU treatscribes an evaluation of wider social costs and
ment (French et al., 1994; Godfrey, 1994 henefits for treatment programmes in the State
While these studies are commendable in thef California, USA. Evaluators examined so
efforts to be comprehensive, they are typeial costs and benefits of PSU treatment, such
cally too complicated to conduct and havas criminal activity and employment earnings

Identifying the range of costs

PSU treatment can involve costs for clientd,991). While such studies may be useful for
families, other agencies and the rest of so@evocacy purposes, there is a problem if comn-
ety. However, the treatment may also redugarisons are being maaeross programmes
future health and other welfare costs. A largeecause the one with the highest savings|in
range of effects could potentially be identifuture health care costs may not necessatrijly
fied for inclusion in these types of studiesbe the one with the highest total benefits, in
For example, some studies have been ucuding those to the individual client.
dertaken from the narrow focus of the health

care sector, comparing the costs of PSMost studies adopt a societal perspective and|in-
treatment to reduced future health care costiside only resource costs. Others, however, have
attributed to that treatment (for exampleattempted to trace out the impact on state finances
Holder and Blose, 1987; Goldman et algrthe taxpayer (see, for example, Gerstein et gl.,

al
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In general,
however, self-
reported
outcomes have
to be used.
These are
usually valued
by taking an
average cost
figure from
some official
source of data.

1994). The taxpayer perspective will focus oilealth and welfare use could include add
who bears the costs. Thus, some transfer paignal costs as a result of treatment or fu
ments may be included to trace who loses atwale savings as a consequence of a succe
who gains as a result of the treatment procesgul treatment. Lost productivity has alread)
been mentioned. As well as any losses a
consequence of treatmeodr se, there is

also the potential effect on future job pro
ductivity.

The main areas considered are:

» health and other welfare care use
e criminal costs

* productivity loss

Measurement and evaluation issues

The tracing of resource use after treatment usneluded as a social cost. It could be argué
ally requires a comparison at a client level. Ithat the value of the goods in itself is not
other words, you need to trace a cohort of clresource loss. These goods are not lost I
ents. However, this raises a major measurare ‘transferred’ to others in society. Th
ment problem of attributing any future costs toesource costs of such crime are fear a
the intervention itself and not to other factorther intangible costs, the criminal justice re
Because most existing studies have used a casponse and extra resources devoted to

parison of costs before and after treatment fourity measures which may result from hig
the same individuals, the data are subject levels of crime. As with other controversia
biases the decline in resource use and costs ragas, a final decision will be linked to thé
not be directly attributable to the treatmentinstudy purpose. For purposes o
tervention. Another major problem of thesgeneralisability, it is useful to present resul

studies is the lack of information about the sawhich are capable of re-analyses for thos

cial costs of those not in treatment. who want to make other assumptions.

With such wide effects to measure, there hd$e measurement and evaluation of lost pr

i
I
2SS~

xd

to be some compromise with accuracy. lductivity poses other problems. These ind
some systems, actual health care costs (oratt costs can be large for long residenti
least charges) can be traced. In general, hoand in-patient care and overshadow all oth

i_
al
er

ever, self-reported outcomes have to be usexhsts. However, evaluing the time spent in

These are usually valued by taking an averageatment, as if someone was fully employe
cost figure from some official source of datais likely to overestimate the resource loss
Some potential and costly effects, for examplspciety. Also, it can rarely be assumed th
aroad traffic accident, may be so low in incisuccessful treatment will result in large pra
dence that either a very large sample or a londlgictivity gains if there is a high level of un;
time period would be needed to get an accemployment in the economy.
rate measurement. In some cases, epidemio-
logical risks are known and, therefore, futur@he final issue is the time period over whic
probable consequences can be modelled \each studies are conducted. Some effects co
computer analyses. be life long, although the longer the period fron
the intervention the more difficultis it to attribute
A particular evaluation problem occurs withany resource change to the intervention rath
measuring the costs of criminal activity. Théhan to some other factor. In general studi
response to crime from the criminal justicare limited to relatively short periods of fol-
system is one cost. More debatable isw-up (e.g., one to three years).
whether the value of goods stolen should be
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It's your turn

Put the information from this workbookto « furniture
use for your own setting. Complete these ¢ vehicles
exercises below.

Building related expenditure

Remember to use the information from * heating
Workbooks 1 and 2 to help you complete a * lighting

full evaluation plan. Review that information * Property taxes
now, if you have not already done so. * Mmaintenance

1 Decide the scope of your study. Willyou  Star COSts

o  salaries
evaluate costs within an agency, across ) ,
) . « fringe benefits
several agencies, or evaluate wider so-
cial costs? Other service related
. expenditure
» Across several agencies . telephone
* Wider social costs « vehicle operating costs

: . . _ * travel costs
2 Determine what ‘unit’ of activity you will

measure. Your unit of activity level will  Overhead costs
depend largely on your research ques- « management and administrative
tion (see Workbook 1). It could be a expenses
specific component of the programme:
common examples would be counselling Assess the data that are available to you
visits, inpatient stays, assessment inter- from existing sources, such as patient bil
views, or some division per time period ing records, payroll accounts, etc. Detet
such as cost per type of care per hour, mine what information you have available,
or per week. and what other information you will still
need to find out. If you need to collect
3 List programme cost sources that you additional data, decide what method yo
want to evaluate. If evaluating services will use to do this. Review Workbook 2
across agencies, decide the common to help you choose an appropriate data
measurement(s) you will use. Meet with  collection measure.
planners from the other agency(ies) to
achieve consensus on the evaluatiodh Use your list of your programme’s cost
methods. sources to begin to assign specific mon-
etary amounts — per unit of activity level
For right now, do not assign specific mon-  Consider capital costs, cost allocation, vol
etary amounts to these sources — just unteers, and discounting in your calcula
record the different areas. We have tions. If you do not have all the informa
started the list as an aide for you. Cross tion right now, make note of what you
out the sources that do not apply to your know and also make note of what you
situation, and add others that are not al- need to find out later to complete the list.

[

ready listed. Decide whether you will use a top-down

and/or a bottom-up approach for estimat-
Capital costs ing costs. Consider your research 2£
* building sources and your available data whil
* equipment making this decision.
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Example Case:

A research group was interested in measuring the cost of the prevention component of their

programme during 1996. They compiled the following list:

Capital costs

prevention programme occupies only 25% of building)
* equipment (equipment value/10 years)

* furniture (furniture value/10 years)
 vehicles (vehicle value/10 years)

Building related expenditure

* heating

* lighting

¢ property taxes
* maintenance

Staff costs

* total prevention staff
salaries plus benefits

Other service related expenditure

* stationary
* telephone
* vehicle operating costs

« travel costs

Overhead costs

* managementand
administrative expenses

Total 1996 costs

* building (building value/60 years — then divided by 4 because

15,000
5,000

2,000
1,000

500
200
1,000
300

120,000

400
1,200
670
2,000

80,000

229,270
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Conclusion and a practical
recommendation

In this workbook, we have outlined theReturn to the expected user(s) of the r

basic principles and practices of costearch with specific recommendations
evaluations within PSU services and sy$ased on your results. List your recommen-

tems. In undertaking cost evaluations, idations, link them logically to your results

is essential that you pay close attentioand suggest a period for implementation of

to the principles and practices of planehanges. The example below illustrates th
ning and implementation as outlined irtechnique.
Workbooks 1 and 2. Trade-offs have to

be made as to thieggour with which you Based on the finding that operating cost

collect and analyse information to anin programme A are 20 percent lower
swer your evaluation questions, and thi#an operating costs of programme b, ye

resourcesyou have available. You mustserve the same number and type of ¢
strive to achieve the best possible inforents, we recommend that programme a
mation with the time and resources availministrators study information about cli-
able to you. You must carefully docu-ent outcomes in these two settings.
ment the limitations of your findings andoutcomes are similar, it may be feasibl
conclusions. With these principles into adopt the practices of programme A
mind, you will be able to undertake praceon a larger-scale basis.
tical and useful cost evaluations within
your treatment service or system. Remember, cost evaluations are a critic
step to better understanding the day to d
After completing your treatment evaluationfunctioning of your PSU services. It is im-
you want to ensure that your results are ppbrtant to use the information that proces
to practical use. One way is to report youevaluations provide to redirect treatmer
results in written form (described in Work-servicesThrough careful examination of
book 2, Step 4). It is equally importantyour results, you can develop helpful reg
however, to explore what the results meanmmendations for your programme. In thi

for your programme. Do changes need tway, you can take important steps to cre

happen? If so, what is the best way to a@te a ‘healthy culture for evaluation’ within
complish this? your organisation.
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Comments about
case examples

The following cases present evaluations r&he California cost evaluation (CALDATA)
lated to different aspects of cost evaluationvas undertaken to provide scientific justifi
In the first case, Michael French and Kerrgation for continued PSU treatment cost
Anne McGeary describe the rationale andihis was a broad-based evaluation, exar
development of a cost data collection instruning costs of several treatments as well 4
ment called the Drug Abuse Treatment Costhe wider social impact of delivering thest
Analysis Program (DATCAP). The secondreatments in terms of clients? criminal ag
case, written by Ellen Williams and Deartivity, hospitalisations, employment earningg
Gernstein, presents an evaluation of widemd substance use. Evaluators used co
social costs and benefits for PSU treatmeputerised record abstraction and client ir
in California, USA. terviews to collect data. Results were get
erally supportive of PSU treatments
The DATCAP was developed and refinedndicating that the economic benefits of PS
over a five year time period. The evaluatorgPeatment outweighed the costs of provid
goal was to create a structured and scientifiag treatment.
cally-based instrument for estimating the eco-
nomic cost of PSU treatment services, thusuthors of both cases point out the im

providing a tool for making comparable cosportance of obtaining reliable data for cos

estimates across agencies and over time. Téxaluations. In some settings, a majorit
DATCAP includes cost estimates from af cost data are compiled already for ac
variety of categories, such as major equiggounting purposes. In other settings,

ment, contracted services, and personneluch data are available, or may be insuf
‘Free resources’ such as volunteers also azgent and/or unreliable. Evaluators mug
included at estimated fair economic valueconsider always whether they believe th;

The basic unit of analysis is total cost for aexisting data is sufficiently reliable to use

individual treatment programme, but this figin their cost evaluation. If not, alternate an
ure can be transformed to other units suahore reliable sources of data should b
as weekly cost per client. Examples of evaligonsidered.
ations using the DATCAP are provided.
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Case example of a
cost evaluation
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Who was asking the One of the dangers, however, of promotirg
. cost studies for treatment programs is that
questlon(s) and Why most program staff are not technically pre-
did they want the pared to perform cost analyses and little user-
. B} friendly information is available to offer them
information? assistance. Furthermore, not all cost meth-

ods are consistent, which can lead to non-
Drug abuse treatment providers need toomparable estimates that are difficult to use
know the cost of the services they providdor policy or planning purposes. Our paper
Indeed, continued public and private fundprovides treatment programs with a much-
ing is now being linked to cost and outcomeeeded technical assistance tool. Specifically,
measures, and providers can use financiak present a structured and scientifically-
data to improve organisational efficiencybased instrument for estimating the economic
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1 For a more extensive
and detailed discus-
sion of the DATCAP
instrument see French
etal., 1997.

cost of treatment services ? the Drug Abugairpose of this paper is to introduce g

Treatment Cost Analysis Progranmstandardised data collection procedure th

(DATCAP). The components of this instru-can meet these objectives.

ment are outlined and findings from three

actual case studies are presented. The Drug Abuse Treatment Cost Analysi
Program (DATCAP) has evolved over five

Program evaluation research has a long trgears of research into a flexible cost instrt

dition in health care with several evaluatioment that follows economic principles, pror
methods that are scientifically developed anddes useful information to treatment prot

empirically tested. Evaluation of substancgrams and funding sources, and is us
abuse treatment programs is, however, a refaendly. One of DATCAP’s most appealing
tively new endeavour. Although the demanékatures is that the data and cost estimal
for such analysis is extensive, the availabilitfrom any particular program can be directl
of techniques and methodologies has beeompared with similar data and estimate

lacking. The recent increase in the demarftbm other programs, and for individual prot

for these evaluation studies has fostered tigeams over time.
growth of distinct ways to conduct cost analy-

ses. However, a lack of standardisation ifihe discussion and analysis that follow prg
cost analysis for the substance abuse fieldble a conceptual framework for economi
has led to an uneven set of initial studies thabst estimation and offer practical guidang
have varied considerably in terms of methen how to use the DATCAP instrument fo
ods, terminology, and perspectives (e.gsubstance abuse treatment programs. Fi
Cruze, etal., 1981; Harwood, et al., 19842conomic cost estimation through th
Rice, etal., 1991; Annis, 1986; McLellan eDATCAP instrument is discussed followed by
al., 1983; Holder and Blose, 1992 the evolution of the instrument into its preset
McCrady et al., 1986; NIDA, 1987; form. Second, we review each section of th
Horgan, 1991; CALDATA, 1994, Finigan, instrument and describe the information ne
1996). Consequently, most of the early stugkssary to answer pertinent questions. The
ies cannot be compared across programsral sections outline current applications ar
to more recent studies because the measuimstations of DATCAP along with policy
are not equivalent (French, 1995; Dunlap anichplications and recommendations.
French, In Press). As more economic evalu-

ations are conducted, there will be an in-

creasing need for comparable estimates of

treatment services for treatment planning a'\p\fhat resources were
policy recommendations. Performing a cost

analysis is the first step in any complete ectpeeded to deve|0P and
nomic evaluation of treatment intervention:imp|ement this

(Gold, et al., 1996; French, 1995). If the cost

analysis is unstructured or methodologicall§1nStru ment?

flawed, then a subsequent cost-effectiveness

analysis, medical cost-offset analysis, or beffis instrument was developed over fiv
efit-cost analysis will be compromised. Giveryears and with the assistance of several fun
the critical importance of following a struc-ing grants. The programs usually invest a
tured and methodologically sound approagbroximately two to three day to assembile th
for estimating treatment cost, the primarynformation and complete the instrument.
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How were the data Regarding the actual content and organisation
of DATCAP, the instrument reflects standar

collected? economic resource and cost variables th
have appeared throughout the economic lit-
erature for many years (Mishan, 1975
Sugden and Williams, 1979). Specifically, th
heart of economic cost analysis is opportuni
cost or opportunity value (Drummond,
IOgtoddard, and Torrance, 1987). Economisis
measure the cost of program resources based
on the value of those resources in their next
1 Selectasingle measurement perspective tiyst use, while accountants and practitionefs
is flexible, standardised, and widely supin most other disciplines typically estimate pro
ported (e.g., economic (opportunity) costlgram costs based on actual expenditures
(Horngren, 1982). The opportunity cos
2 Focus on asingle analysis perspective thi@meworkis operationalized in the DATCAP
is workable, standardised, and policynstrument, which fosters standardisation an
driven. In our case we use the treatmegPmparability.
program as our perspective for analysis

Conceptual framework for cost
estimation

The following five elements are important ste
to ensure reliability in cost estimation.

The concept of opportunity cost and othe
economic principles related to DATCAP ar
3 Define afixed set of cost categories thajest explained in the context of examples.
are consistent with standard economiRecall that economic costs hinge on the op-
theory and used in other cost analyses. portunities that are foregone by using a re-
source. Thus, the economic cost of utilising

4 Develop and define a standard set of queseatment counsellor for 40 hours per wee

tions to arrive at cost estimates within eachver the course of a year is the value of the
category. next best use of that counsellor’s time. Ac
countants, on the other hand, would normall

5 Propose a relatively narrow range of act/eW the cost of this counsellor as the sala
t she earned for a year of work. If th

ceptable sources for the resource use a lor's sal lto the next hi
cost data that will be used to calculate thg>UNSeNors sa ary was equarto e.ne i
. est value of her time, then economic cost and
estimates. : . )
accounting cost are equivalent. However, i

. . the counsellor was being paid a salary below
6 Describe and follow a consistent methoghe rate that she could obtain in the next best

for estimating costs for each category Qfise of her time, then economic costwould be
data used. greater than accounting cost. Since competi-
tive organisations do not typically acquire ret

The elements noted above can be considersslirces at a rate that is greater than market-
strategic steps in the collection of reliable anclearing prices, accounting costs are almost
accurate treatment cost estimates. Each stdpvays less than or equal to economic costs.
has been incorporated into the DATCAP in-
strument. By clearly defining and following Economists are more concerned with oppor
these perspectives and steps, the reliability tfnity costs than accounting costs because
the cost estimates will be maximised. The rgsrogram evaluations require standardisation.
mainder of this section explains these stepshor example, it would be unfair to compare
greater detail and how they areahe accounting costs of program A with pro-
operationalized through DATCAP. gram B when program A received significant
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donated resources and program B had tariable components. Fixed costs such as
pay full market prices for essentially thephysical capital and facilities are invariant to
same resources. If both of these progranttse number of treatment clients served. Vati-
usedexactly the same resources within able costs such as personnel vary with the sjze
particular year, program A would show &f a treatment program.
much lower accounting cost than program
B, but the economic costs would be equalnformation on total annual cost and client
In comparing the programs, the economicaseflow can be combined to estimate average
approach is the superior method becausenual costs such as the cost of treating gne
is not distorted by program-specific differ-client continuously for one year. Average cost
ences in resource costs. In addition, praestimates are useful because data are normalised
gram replicability would require information so that treatment programs that vary widely |n
on economic costs rather than accountirgjze can be directly compared. For example,
costs because economic costs are a pym@gram A could have a much higher total an-
measure of resource value. nual cost than program B, but a smaller aver-
age cost due to the fact that these costs are
Another important issue for cost estimatiomlistributed over a much larger client base. This
is the perspective of the analysis. Dependoncept is referred to as economies of scale.
ing on the study objectives, costs can be
estimated from the perspective of treatmefithe total cost variable is an important mea-
clients, treatment programs, third-partysure for understanding the financial implica-
organisations (e.g., insurance companiegjons of program expansions. Specifically,
or society as a whole. Each perspective rezarginal cost represents the incremen
quires a different data collection process arthange in total cost due to a small change (e}g.,
estimation strategy. For example, treatmeiaine client) in program production or output.
clients incur costs related to travel time, lodDepending on program operations, margingl
work time, and child care. Costs to th&ost may be very low up to a threshold level
treatment program include personnel timef additional clients (e.g., 10 or 15 clients
equipment, and facility rental. The DATCAPand then increase sharply because a new
instrument adopts a treatment program peceunsellor is needed or facility space is re-
spective fodata collection and analysis be-quired as additional clients are enrolled i
cause programs require financial informatiothe program.
for funding and performance measurement.
Resource allocation rules are best develop&a summary, DATCAP collects resourc
for treatment programs; the treatment prograamse and cost data to enable the esti
is generally the unit for licensing and qualitytion of both economic and accounting
assurance evaluation, and the program is tygiests since each measure serves a
cally the contracting unit. ferent purpose. The unit of data collec-
tion and analysis is the individual treat
The final conceptual issue involves the actuahent program rather than the client, th
presentation of economic costs. Most cogisurance company, or the taxpayer. Ir
analyses will be based on annual costs bisrmation from DATCAP can be used ta
cause of record-keeping convenience arebstimate the total annual cost for a par-
because one year of time represents a réecular program, along with measures of
sonable period to reflect a pattern of resoureeverage and marginal cost. Lastly, the
usage. The first variable that can be computédsic structure of the DATCAP instru-
from annual data is total annual cost. Thiment has a long history in the economigs
measure includes the cost of all treatment sditerature, which strengthens the compa
vices and operations throughout the year. Toability and the ability to generalise the
tal costs can be in turn divided into fixed anéindings.
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Design and organisation
of DATCAP?

information on the resources used in treat-

ment operations and the associated economic
costs (&., French, Dunlap, Zarkin, and Galinis,
DATCAP is usually administered as al994). Table 1 presents the broad resource
face-to-face interview for treatment pro-categories included in DATCAP along with
vider sites that collects and organises detailsgecific items.

TABLE 1: Resource use and cost categories in the DATCAP instrument

Personnel Supplies Major Contracted Buildings Miscellaneous | Notrecorded
& materials equipment services & facilities resources elsewhere
Direct Medical Office Laboratory Total space | Utilities Goods
salaries furniture
Fringe Office Computers Repairs/ Total usable Insurance Services
benefits maintenance| space
Volunteers | Housekeeping Electronics Security | Rate Taxes Contracts
of use
Food Medical Housekeeping Rental rate Telephone
Printing
Residential Advertising

These categories are generally set up to ezgory; (2) facilitating the interpretation of the

compass the range of economic costs asspestion; and (3) recommending the types ofiven the precise
ciated with many treatment programs. It islata that will be acceptable to answer tho% rg:;@fpaﬂugﬂ%th
left to the program director to itemise requestions. In general, the economic cost daig gitficuit to
sources and (with the assistance of an expae collected from general ledgers, personnebroduce the
rienced administrator) estimate economiteports, expenditure reports, equipment regpstrument within this
costs within each category. In some caseisitions, and inventory reports rather than frofffanuscript. However,
we have provided a list of items that may bbudgets because budgets do not always c%ﬁg g;?éxgrs'on of
appropriate only for a specific type of treatincide with actual resource use. instrument and User’s
ment program. Therefore, items may be Guide is available from
added or omitted based on the programla focusing on the total economic costs ineither Dr. French or Dr.
needs. To ensure that the reliability of theolved with treatment, DATCAP also askdvcGeary atthe
instrument is not compromised by allowingprogram directors to list free an d/orggggfg?:gét'\g'ﬁ‘m"
this flexibility, the sections were developedsubsidised resources used in treatment prggyiries (e-mail

to include cross checks so that the data avision (e.g., volunteer workers). The markegreferred) to Dr. French
accurate and consistent. The strategy heresalue of free/donated resources can e Dr. McGeary atthe
to maximise reliability of information by (1) estimated by multiplying the share of a re@ddress on the first
defining and standardising a fixed number afource used by the drug abuse treatment pP59¢ °f this paper.

guestions to use in determining each cost cgiram by the estimated fair-market value of
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the resource. For example, the estimatgaograms with instructions on how to com-
market value of a volunteer worker is thelete as many data categories as possible
salary he or she could earn in a paid positidrefore a trained data collector arrives. Data
doing similar tasks. Thus, the costs reportexbllection often continues for a few days$
from DATCAP should include the values forafter the site visit to ensure that complete
all the resources used by a program in prand accurate information is provided for all
viding treatment regardless of whether theections of the instrument.
program actually incurred an expense for the
resource. We believe that this costing methdl oy were the data
provides a realistic measure of economic cost
and more accurate comparisons betwe(_aunalysed?
programs because it does not distort the true
resource cost for programs that have bettéis noted earlier, DATCAP is a program
access to free, donated, and/or subsidisexVel instrument and data collection would
resources. The data collection process foormally occur annually at each program.
DATCAP also includes questions on prograrii he specific variables that will be availabl
revenues and client case flows. This infofrom the instrument are diverse. Fo
mation provides a useful link between thexample, DATCAP information allows us
costs of the program, treatment services, aihal calculate the average cost of servicing
the sources of funds for the program (Frenchne client continuously for one year at each
etal., 1996). By collecting resource use angrogram. This variable normalises the annual
cost information we are able to gain a bett@ost information so that average cost
understanding of treatment operations, whiochstimates can be compared across
will enable a full economic evaluation. programs of different size and durations of
treatment for the average client. Once again,
For each program, it is desirable to conthese ratios convert the aggregate
duct a half-day site visit to administer thenformation into units that can be compared
DATCAP instrument. However, much of theacross programs for a standard period pf
data collection can be done prior to the visitime. The diagram below is an example of
Approximately one week before the siteéhe type of information that can be compiled
visit, the instrument can be sent to théfom DATCAP data.

\1%4

-

Client/Program Opportunity costs

Characteristics Fixed Variable Revenue

* Clients served » Equipment * Personnel * Federal

» Average length of stay ¢ Office supplies | « Equipment * State

» Static caseload * Capital » Medical supplies « Local

* Licensed capacity * Facility * Physician services e Client fees

* Range of services * Rent * Advisory board | < Private grantg
* Type of program « Contr. services * Donations
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What did they find out? calclient, and economic cost per average
treatment episode. All three programs are

private, not-for-profit entities. Generally,
Recent case studies using DATCAP public programs may have slightly lower eco-

nomic costs compared to private, not-for-
Table 2 reports the results of three case stugsofit programs. However, if public programs
cost analyses that were completed late are heavily subsidised at the federal, state,
1996. The economic variables that are cabr local level, their accounting cost would be
culated for each site are total annual ecagignificantly lower than a similar private pro-
nomic cost, weekly economic cost for a typigram in the same modality.

TABLE 2. Characteristics and costs of case study Treatment Programs (1995)2

_ _ Average Average Total Weekly_ Economic

Prog Financial Modality length of daily annual |Economic Cost Per
i Structure stay | census| €CONOMIc Cost per | Treatment
(Weeks) cost Client |Episode®

A | Private, not-for-profit Methadone maintenance 150 559,973,601 67.90 7,662

B | Private, not-for-profit Outpatient drug-free 16 165 718,921 83.79 1,341

D

18618,748  80.40 1,778

C | Private, not-for profir Outpatient drug-free 22 1

@The cost measures are reported in 1995 dollars.
PEconomic cost per treatment episode may not exactly equal the product of weekly cost per client and averag
of stay due to rounding

For our case studies, we found the two ougram B relative to Program C can be partially
patient drug-free programs to have similagxplained by significant relocation and reno-
average lengths of stay C 16 and 22 weekstion expenses incurred by Program B dur-
These two programs were comparable in sizag the relevant time period.

based on an average daily census of 165 and

148 clients. However, a substantial differenc€ost differences are also found when com-
of about $100,000 in total annual economiparing estimates across modalities. For ex-
cost is present between the two programample, Program A is a methadone mainte-
This total cost differential leads to some difnance clinic with an average daily census of
ferences in other economic cost measures si&$0 clients and an average length of stay of
as the average weekly cost to service one diround 150 weeks. Given these relatively high
ent and the average cost for a treatment epaseflow statistics, the estimated total annual
sode. Higher total and average costs for Proest at Program A was considerably higher

eleng

Workbook 5 - Cost Evaluations 31




WHO/MSD/MSB 00.2f

than Program B or C. The estimated cost phighly program specific. Program B had a larg
treatment episode C weekly economic coslistribution of costs for major equipment. Thi
per client multiplied by the average daily cenis primarily due to the renovation and relocatio
sus C was also relatively high at Program Axpenses mentioned earlier. Program C h
because methadone maintenance clients typruch lower major equipment purchases, af
cally have a longer length of stay. Howevea significantly larger percentage of Prograr
the weekly cost per client for Program A iC’s resources were allocated to labour cor
lower than the other two programs. Thergeared with Program B. Otherwise, the sm4g
fore, the methadone maintenance prograwavriation in the distribution of costs across pr¢
distributes its higher economic costs overgrams is consistent with the organisation
larger number of clients. In the field of ecostructure of most treatment programs and t
nomics this concept is known as economiesliance on labour-derived services.

of scale. While the purpose of these case stud-

ies and cost estimates is to illustrate the type

of information that can be derived fromPotential limitations of the DATCAP
DATCAP, comparisons with other DATCAP

findings can be made by referring to French &the information reported in Tables 2 and
al. (1996). represents a significant improvement in th

way treatment cost data have been collecte

Table 3 presents a different perspective amalysed, and reported. However, a few p
resource use by showing the distribution dential limitations are still present with the
costs across resource categories. As eRATCAP approach to cost estimation. Fo
pected, labour is clearly the dominant resour@xample, some programs were not able

with cost shares around 50 percent or highéocate actual records to describe all re

Building and facility costs account for a largesources used by their clinics. In these cas
proportion of Program A’ total annual op-we had to rely on recall approximation an
portunity costs. This situation is unusual beexpert judgement. Obviously, reliability
cause Program A is using two very large fazannot be as high under these circun
cilities to accommodate their large case flowstances. Second, to estimate the opport
The building and facility costs for Programmity cost of some resources we samplg
B and C are more representative of an alecal markets to estimate existing price
erage distribution. Additionally, we found that(e.g., real estate markets for rental rates
the distribution of costs across resource catommercial property). These calculation
egories both within or across modalities isnay have some sampling error because

TABLE 3. Distribution of costs across resource categories*

Financial Modalit Labour Supp(l;es Bu::':gs Contract| Major |Other

Prog.| structure y anc .| Services |Equipment | ltems

Materials| Facilities

A |Private, Methadone Maintenarijce 62 3 2( 5 4 6
Not-for-Profit

B |Private, Outpatient Drug-Free 58 2 5 3 30 3
Not-for-Profit

C |Private, Outpatient Drug-Free 71 5 4 8 4 8
Not-for Profit

*Percentages may not add to 100 due to rounding.
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generally relied on a small number of vendfor substance abuse services, causing cha
ers or agents for price quotes. Lastly, thienges to the financial viability drug treat-
most important contribution of DATCAP to ment programs. In this changing environ
treatment research is still imited by the relament, it is unclear whether treatment
tively small sample of cost and effectiveprograms will receive more attention ang
ness studies that have been completedpossibly more funding from policy makers.
date. When standardised cost estimates &lewever, policy makers lack critical
available from a larger sample of programsformation on the concerns and potential
we will have much more accurate informaresponses of substance abuse treatment
tion on treatment cost and cost-effectiveprograms to proposed changes.
ness. The method and data summarised here

are certainly informative, but it would be\Ve have tried to take the first step in ad:
incorrect to assume that the cost estimatg&essing a part of the information gap face
are representative of all or even most sutfy agencies at all levels, and by treatmer

stance abuse programs in the United Staté§09ram managers, by developing
DATCAP. DATCAP provides timely, ac-

— ==

curate, and comparable cost estimates for
How were the all of the purposes and constituents noted
results used? above. This ensures that resource alloca-

tion decisions are made more reliably and

) _ accurately at the federal, state, and local
Few studies have examined the costs @f |5 By focusing on economic cost, pro

treatment programs, especially alcoholyram administrators will be able to bettet
drug, and mental illness treatment programgstimate the opportunity costs of their ser
The shortage of useful policy-relevant inyjces and identify which funding sources
formation in this area is especially Unyg|q the most promise for continued growth
fortunate for federal and state agenciegs more programs use DATCAP, more
that are responsible for the allocation 0f¢cyrate and informative comparisons ca
public funds to treatment programs. Thesge made across patient types, treatment

agencies often make policy decisions Uspqdalities, and variations in therapeutid
ing outdated cost estimates and rough a¥eayices.

erages in their decision rules for Block
Grants and other disbursements to indResults from these types of cost analyses
vidual programs. The lack of financing andwill provide program directors, other policy
cost information is also unfortunate for in-makers, and researchers with useful and
dividual drug abuse treatment program dieurrent information on the cost and finan-
rectors as they try to develop strategies itial structure of a range of drug abuse trea
anticipation of changes in health carenent programs. Our past experience show
markets and financing; and more generalifhat program directors who completed
to improve the operation and efficiency oDATCAP were grateful to have quantita-
their clinics. tive information. These directors have unanir

mously stated that the benefits of having
In addition to the lack of cost and financinghese cost estimates significantly outweighe
information noted above, proposed interthe investment of their time and other
national health care reforms threaten t@esources to assemble the data and partici-
place new restrictions on availability of fundspate in the data collection exercise.

>
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It's your turn

What are the strengths and the weaknesses of the presented case example? List thre
positive aspect and three negative aspects:

Strengths of the case study

1

Weaknesses of the case study

1

34 Evaluation of Psychoactive Substance Use Disorder Treatment




WHO/MSD/MSB 00.2f

References for DATCAP case example

Annis, H.M. Is inpatient rehabilitation of the alco-Gold, M.R., Siegel, J.E., Russell, L.B., & Weinstein,

holic cost-effective? Con position. ontrover- M.C. (eds).Cost-effectiveness in health and

sies in Alcoholism and Substance AbuBke medicineNew York: Oxford University Press, 1996.

Haworth Press, 1986:175-190.
Harwood, H.J., Napolitano, D.M., Kristiansen, P.L.,

The California Drug and Alcohol Treatment& Collins, J.JEconomic costs to society of alcohol

Assessment (CALDATAGeneral report Sacra- and drug abuse and mental illness: 198Binal

mento, CA: State of California, Department ofreport prepared for the Alcohol, Drug Abuse, and

Alcohol and Drug Programs, 1994. Mental Health Administration, RTI 2734/00-01FR).
Research Triangle Park, NC: Research Triangle

Cruze, A., Harwood, H., Kristiansen, P., Collins/|nstitute, 1984.

J., & Jones, DEconomic costs of alcohol and

drug abuse and mental illnessC19Hesearch Holder, H.D., & Blose, J.O. Typical patterns and

Triangle Park, NC: Research Triangle Institute, 198Tost of alcoholism treatment acrossa variety of
populations and provider&lcoholism: Clinical

Drummond, G.W., Stoddardt, G.L., & Torrance,and Experimental Researct992, 15(2): 190-195.

G.W.Methods for the economic evaluation of health

programmesOxford, England: Oxford University Horngren, C.TCost accounting: A managerial em-

Press, 1987. phasig(5th Edition). Englewood Cliffs, NJ: Prentice
Hall, 1982.

Dunlap, L.J., & French, M.T. A comparison of two

methods for estimating the costs of drug abuddorgan, C.Cost of drug treatment programs:

treatment Journal of Maintenance in the Addic- Preliminary findings from the 1990 drug services

tions, forthcoming. research survey(Presented at the NIDA National
Conference on Drug Abuse Research and Prac-

Finigan, M.Societal Outcomes and Cost Savingsice) Washington, DC, 1991.

of Drug and Alcohol Treatment in the State of

Oregon Report prepared for Office of Alcohol andMcCrady, B., Longabaugh, R., Fink, E., Stout, R.,

Drug Abuse Programs, Oregon Department dBeattie, M., & Ruggieri-Authelet, A. Cost effective-

Human Resources, Salem, OR, 1996. ness of alcoholism treatment in partial hospital versus
inpatient settings after brief inpatient treatment:

French, M.T., Dunlap, L.D., Zarkin, G.A., & Galinis, 12-month outcomeslournal of Consulting and

D.A. Drug abuse treatment cost analysis progranClinical Psychologyl 986, 54(5):708-713.

(DATCAP): Cost interview guide for provider sites

Drug abuse treatment module. Version 2. Research ThilcLellan, A.T., Woody, G.E., Luborsky, L., O'Brien,

angle Park, NC: Research Triangle Institute, 1994. C.P., & Druley, K.A. Increased effectiveness of sub-
stance abuse treatment: A prospective study of

French, M.T. (1995). Economic evaluation of drugpatient-treatment matchingournal of Nervous and

abuse treatment programs: Methodology and findviental Disorders1983, 171(10): 597-605.

ings. American Journal of Drug and Alcohol

Abuse 1995, 21(1): 111-135. Mishan, E.JCost-benefit analysid.ondon: George
Allen and Unwin. National Institute on Drug Abuse

French, M.T., Dunlap, L. J., Zarkin, G. A., McGeary,(NIDA). (1987).National drug and alcoholism treat-

K.A., & McLellan, A.T. A structured instrument for ment unit survey (NDATUSJinal Report, Publica-

the economic cost of drug abuse treatment: usirign No. (ADM) 1975:89-1626.

the drug abuse treatment cost analysis program

(DATCAP). University of Miami, Health Services Re- Rice, D.P., Kelman, S., & Miller, L.S. Economic costs

search Center, Miami, FL. SubmittedJournal of  of drug abuse. IEconomic costs, cost-effectiveness,

Substance AbuSeeatment1996. financing, and community-based drug treatment
Research, Monograph Series 113. pp. 10-32. Rockuville,

French, M.T., McGeary, K.A., & McLellan, A.T. MD: National Institute on Drug Abuse, 1991.

Drug abuse treatment cost analysis program

(DATCAP): Cost interview guide for provider sites Sugden, R., & Williams, A.Hlhe principles of prac-

Drug abuse treatment module. Version 3. Coralcal cost-benefit analysidNew York: Oxford Uni-

Gables, FL: University of Miami, 1996b. versity Press, 1979.

Workbook 5 - Cost Evaluations

35




WHO/MSD/MSB 00.2f

The authors alone are
responsible for the
views expressed in
this case example.

Case example of a
cost evaluation

The California Drug and Alcohol
Treatment Assessment (CALDATA):
The costs and benefits of treatment

by

Ellen Williams

97 Hickory Ridge Road

Conway, Massachusetts USA 01341
Telephone 413-369-4983

and

Dean R. Gerstein
NORC/Washington DC Office

1350 Connecticut Avenue, Suite 500
Washington DC USA 20036
Telephone 202-223-6040

i types of programs in the state. Befor
Who \{vas aSkmg the CALDATA, every U.S. study was somewha
question(s) and why limited either by the treatment facilities being
did they want the selected for convenience or the study focu
) . ing on only some subgroup of participants
information? For example, researchers might study p

tients in facilities that co-operated becaus
The California Drug and Alcohol Treatmentof professional affiliation with the research
Assessment (CALDATA) evaluated publiclyteam. Other studies originated because
supported drug and alcohol treatmerinterestin special treatment philosophies
programs delivered in the state of Californi@pproaches—studying the effectiveness
from 1991 to 1992 . The project involvedmedical, psychological, or social treatmer

an analysis of costs and benefits that appligdodels or of various combination apr

to all drug users discharged from the majd#roaches at facilities chosen for special pu

DI
of
t
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poses. Evaluations based on these limitede team outlined the study to a meeting of
samples, were suggestive but could not libe state directors of Alcohol and Drug Pro-
confidently projected to treatment outcomegrams as a preliminary step to gaining their
or costs in U S. facilities at large, or in someo-operation, Dr. Mecca saw the opportu-
large subdivisions like the state of Californianity to fund a survey for the state of Califor-
(with one-eighth of the U.S. population.) nia alone that would anticipate the postponed
national study, answering questions about the
Andrew Mecca, Dr. P.H., Director of theeffectiveness, the costs, and the social utility
California Department of Alcohol and Drugof drug and alcohol treatment programs that
Programs (ADP) in the administration ofwere of critical importance to California.
Governor Pete Wilson, had early experience
overseeing drug treatment programs in Vietdsing federal funds earmarked for local
nam. He had seen outcomes that told hievaluation research, ADP commissioned
that “treatment works” — drug and alcohoNORC to adapt the national design to gather
recovery programs changed the behaviodata only in California and in 1994, published
of their participants for the better and were e resulting CALDATA analysis of the ef-
benefit to society. However, early in thdectiveness and the social costs and benefits
1990s, Dr. Mecca also knew that hi®f drug and alcohol treatment at the state
department had no arguments that would rigevel in the U.S. The report set forth the data
orously justify use of scarce public funds tdrom interviews with 1,850 individuals re-
pay for treatment costs. A statistical analysisently receiving treatment for drug and alco-
of the treatment experience of a representael problems in facilities publicly supported
tive sample of clients was missing, eveby the state of California.
though California, given its population size

and the scope of its economy, is larger thA\hat resources were
many nations. No other U.S. state had un-

dertaken such a study, nor was such infoéeded to collect

mation available on a national level. Early ignc interpret the
the 1990s, events came together to make the

CALDATA analysis possible. information?

First, California had a database newly i€onduct of a study of this scope required

place in 1991 that accounted for treatmerihe resources of a survey research cente%\;
programs. The California Alcohol and Drugexperienced in all aspects of survey design

Data System (CADDS) collected key data— questionnaire development, sample de-

on admissions and discharges from all drugjgn, informed consent and clearance pro-

and alcohol treatment facilities legally requirededures. Implementing the design required

to report to ADP. Also in 1991, the Nationaktaff experienced in interviewer recruitment

Opinion Research Center at the Universitgnd training and field management of data *
of Chicago (NORC) received a federatollection in dispersed localities, ranging from

award to design a survey gathering treatmemtassive urban cores to remote rural enclaves;

outcome data from a nationallyDelivering the data required resources for
representative sample of persons dischargddta-entering and cleaning information sub-

from drug and alcohol treatment facilities andnitted on hard copy instruments, and foﬁ

to make a cost/benefit analysis of the resultgreparation of final data files accessible to

By 1992, the research team at NORC haghalysis. Completing the data analysis re- </(?
brought the design of the national treatmerjuired an expert in policy and clinical issues

outcome study to completion, but aegarding treatment services, and an econo-
reorganisation of the federal agencies posmist with general expertise in assessing the *
poned the data collection phase. When Deosts and benefits of problem behaviour and

Dean Gerstein, the Principal Investigator ospecific knowledge of drug treatment deliv-
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ery systems in the U.S.. NORC undertookeimbursements from MediCal (the stat
to complete all tasks under a U.S. $2.2 miadministered federally funded program g
lion contract, which included subcontractingnedical care for the poor, the disabled, and
the cost/benefit analysis. The necessary sté#lfie near-poor). State law required that they
included Dr. Gerstein as overall director, @rovide key administrative data about the|r
sampling statistician, a statistical programmeprograms and their participants in treatment.
a project manager with operational respori-or practical purposes, the CADDS data
sibility for instrument design, data collectionpase yielded an exhaustive listing of drug and
data preparation, and budget managemeatgohol treatment facilities in California.

a field project manager with a subordinate
staff of five field managers overseeing sev-
enty field interviewers, and a director of fiel
training, with administrative support from

—~ (D

~t

acility sampling proceeded in three stages,
nder the direction of Dr. Robert A. Johnson.
o ) : The ultimate goal was selection of a group of
NORC' financial centre and technical S’u|oc'zlischarged participants that would yield data

port from its centre for information SeN'Ces_’appIicable to the whole population of

Henlrlck I.-lr?rwood condur::ted :che econom'garticipants discharged from publicly funded
analysis, e was co-author a few years pr rug and/or alcohol treatment facilities ir]

viously with Dr. Gerstein of a major nat'onaICalifornia in the sample year October 1,

study, sponsored by the U.S. Department %91 - September 30, 1992. CALDATAS

Health alt_nd Hu dman Sewlczs; o|2 dfrfyg trealtéspondents had to be clustered geographi-
ment policy and programs. Afield office wa ally to economise the costs of interviewer

s_,et upin Pasadena, near th(_a residence Of_{ el. (California extends 1200 miles north
field project manager, to facilitate communis

. - .. . to south along the Pacific coastline, with
cations within the large state of California

h h q Eﬁpulation concentrated in the southern two-
where the surveyed programs were as mu rds, and 300 miles west to east beyond

as 750 mlles, apartand more than_ 1800 m”?r?e coast and the central valleys across thinly
from NORC's central office in Chicago. populated mountains and deserts.) The re-
spondents had also to be related to the spe-
How were the data cific type of drug and alcohol treatment pro-
collected? grams from which they were discharged, so
that outcomes could be studied in relation to
the kinds of services received and the set-
The CALDATA study was carried out in fourtings in which they were delivered. The sam-
stages, 1992-1994: Stage 1 - Facility Samplingjing team determined that at least 400 re-
and Program Director Interview; Stage 2 - Respondents were needed to analyse
spondent Sampling and Record Abstractiofelationships between each type of treatment
Stage 3 - Respondent Interviews; Stage 4¥ogram, or modality, and participant outr
Analysis. The work in each stage is describegbme. Selection of a multi-stage probability
in more detail in the sections thatfollow. ~ sample met the sampling goals. Statistical gc-
countability required that each member of the
Stage 1 - Facility sampling and population of participants discharged in the
program director interview sample year be given a known chance of
selection, equalised to the extent possible
Information in the CADDS database as ofvithin the strata of locality and treatment
September, 1992, provided the foundatiomodality. At each stage, sample membeys
for the sample of drug and alcohol treatmerieceived numerical weights reflecting the
programs used by CALDATA. CADDS variation from random choice created b
included all providers who received any typélustering and stratification.
of public funding via ADP for treatment or
recovery services during the current or prero ensure appropriate geographical cove
vious year, including grants, contracts, andge, the 58 counties in California were firs

N U
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discriminated into five groups—Los Ange-  planned withdrawal from heroin use, usu-
les County, the San Francisco Bay Area, ally for short periods such as 30 days.
Southern Urban, Central Valley, and Moun-
tain/Rim counties. Because of the size of their Methadone maintenance outpa-
treatment systems, six highly urbanised tient - Facilities offering chemical main-
counties were selected with certainty: Los tenance and other non-residential services
Angeles, San Francisco, San Diego, Orange, for the opiate-dependent.
Alameda, and San Bernardino. Selection of
10 further counties proceeded by associathe CALDATA sampling plan worked with
ing the counties with smaller numbers of patotals of participantdischargedrom treat-
ticipants in recovery with geographicallyment at its selected facilities in the course of
neighbouring counties with larger numbers dhe sample year, October 1, 1991 - Sep-
participants. The final county selection wasember 30, 1992. Because participants re-
made from these county clusters, so thaeiving maintenance doses of methadone
Fresno, Kern, Riverside, Sacramento, Samommonly remain in treatment for years, a
Mateo, Santa Clara, Solano, Stanislausubsample of participants currently in treat-
Tehama, and Ventura counties were addesent at Methadone Maintenance Outpatient
to the six certainty counties. facilities (the CMM sample) was added to
the study design.
The final stage of program sampling applied
the modality principle—selection accordingNORC'’s nationally distributed field staff,
to type of treatment program— to facilitieswith broad experience in social science re-
in the 16 selected counties. Based osearch, was a project asset. Five California-
CADDS data, five distinctive treatment mo-based field managers joined Kay Malloy,
dalities were designated. Four modalitie€ALDATA's California-based project field
were to be sampled for participant dischargesanager, to make telephone contact with the
only, while the fifth had added a subsampldirectors of the selected facilities, following
of participants in treatment. Treatment setip on an advance letter from ADP. During
tings, services, and characteristic populatidhe initial phone contact, the field staff sought  7egspeumn
served varied among modalities: to schedule a site visit from a CALDATA |1+
abstractor and arrange a mailing of the
Residential treatment - Facilities of- CALDATA Provider Questionnaire, an in-
fering residential services with a varietystrument that gathered basic administrative
of drug and/or alcohol treatments. and cost data about the facility. It was ex-
pected that most facilities would require in-
Social model recovery - Residen- putfrom several staffers to complete the Pro-

METP(P' DON‘
perot

tial treatment plans specially developedider Questionnaire. Individual questions [iztisiA
WTPATIENT

in California that provide 31 days or moresought data that measured administrative and
of recovery/ treatment services to alcostaff turnover, qualifications of staff members,
hol users in small programs that stresspace owned or rented by the facility, the
peer support and communal approachesalue of property and the cost of rentals,

annual costs of equipment, supplies, exter-
Non-methadone outpatient - Fa- nal services, and volunteer services, annual
cilities offering a variety of outpatient ser-treatment revenues and public and private
vices and treatment plans. Programs magsurance coverages for services, with unit
be large or small, and usually rely on psyeosts for various types of service. The data
chological counselling. collection plan called for an advance mailing

of the Provider Questionnaire to allow the
Methadone/Detox - Outpatient facili- facility to research answers, followed by a
ties offering daily doses of methadone andibrmal administration of the instrument by the
or other prescribed medicines to suppogbstractor in the course of the site visit.
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Another important element in the campaigonfidentiality considerations also cont
to gain co-operation of the facilities was Drstrained staffing. If an employee of the re-
Gerstein’s presentation to a meeting of Calsearch team had a history of employment pr
fornia directors of county alcohol and drugreatment at a local facility, especially one
treatment agencies, explaining the methodelected for the CALDATA sample, it might
and objectives of CALDATA. A free-flow- appear to facility staff or to respondents that
ing question and answer session allayed théeir information would circulate in the loca
numerous concerns about the approach ecommunity. That belief, however ill-founded
respondents, the confidentiality of recordgsould compromise the candor of respons
and privacy of respondents, and the usédl prospective abstractors, both experienced
of the data, and gained the assistance ahd new to NORC, were screened for as-
many in reassuring other sampled providsociations with California treatment facilities
ers concerned with participation in the studither in staff or participant roles. Only thos
without any ties to local treatment facilities
Two large chains of proprietary methadonevere employed.
maintenance facilities represented the ma-
jor problem of provider enlistment, endlessijRespondent sampling and
deferring or categorically refusing appealsecords abstraction
for co-operation from field and project
staffers. When facility contacting hadA two-day training session introduced th
concluded, the field staff reported an 85%ALDATA abstractors to procedures fof
co-operation rate, scheduling site visitisting and selecting a random sample of dis-
covering 83 of the 97 selected providerssharged participants and for working with
which included 110 modalities of treatmentfacility records to abstract data about each
Some facilities were selected for more thaselected participant. Besides practising with
one treatment modality; for example sampling procedures and materials, abstrac-
methadone providers commonly offeredors practised with the two CALDATA ab-
maintenance as well as detoxificatiorstraction instruments, the Participant Ab
services. Facilities sampled twice for parstraction Record (PAR) and the Participant
ticipant record abstraction were countetlocating Record (PLR). They were als(
only once for Provider Questionnaire coltrained on confidentiality principles and prot
lection and site visit logistics. One of the 8%edures, on managing their relations with fa-
facilities withdrew from the study after cility staff, and on administering the Provide
abstraction was completed. Questionnaire.

(4%

11°}

11°}
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While scheduling site visits, the field staffThe Participant Abstraction Record was
worked energetically to recruit the requiredlesigned to capture analytical data about the
records abstractors. Many of the 55 abstrasampled treatment episode and about prior
tors trained in November 1992 to completparticipant history from administrative
the sampling and abstraction phase of threcords. The PAR requested data on basic
study were interviewers with experience odemographic characteristics, sources of pay-
other NORC studies, known to the fieldnent for treatment, and living arrangements
management staff and consequently, ret admission. Other PAR items include
cruited. However, the sampling and abstractections on arrest and imprisonment, medi-
ing tasks at a CALDATA facility did not ap- cal history, alcohol and drug history, drug test
peal to some experienced interviewers whesults, prior treatment, services received,
preferred more traditional interviewing. Indischarge status, and charges for the sample
contrast, individuals with backgrounds irepisode. Nothing in the PAR permitted iden
medical records abstraction or drug treatiication of the individual. The Participant
ment counselling were attracted to thé&ocating Record, by contrast, was designed
CALDATA work. to facilitate locating. Most of the PLR was
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given over to date of birth, Social Securitynumber of selected participants within the lim-
Number, address and telephone numbeits of the data collection budgets.
driver’s license, and other official numbers
associated with the selected participant, iWhen the participant sample was success-
cluding additional names and contact data dually selected at a facility, abstraction from
employers, relatives, friends, professiongdrogram records with the PAR and the PLR
staff, and other treatment facilities. usually proceeded without major difficulties.
There were field stresses because abstrac-
The abstractors worked with sampling ruletrs found it difficult to work efficiently in many
for each facility extrapolated from the infor-facilities. The drug and alcohol treatment
mation in CADDS. Sampling rates variegporograms were open at irregular or inconve-
according to the size of the facility and weraient hours and their staffs, preoccupied with
designed to yield an average of about 3Meir own work, often could provide only
selected participants per sampled facilityminimal assistance to the abstractors. Work-
Each modality at a facility had a set of saning space was cramped and improvised, and
pling rules designed for it, furnished to thebstractors were forced to develop self-suf-
abstractor on a computer printout. A sanficiency at interpreting program record sys-
pling interval, likeTake each third discharge tems and finding the required data in partici-
starting with listed discharge #4yre- pantrecords. Acommon disappointment for
scribed the selection rate and the randoabstractors was absence in the record of
choice. The printout also described uppenuch of the detail needed for locating, on
and lower limits for total number of dischargesvhich success in finding the selected partici-

in the sample year. The limits of one-half opant for interview in Phase 2 of the data col- 2

double the expected number were designéettion depended. A number of completed \,\,\ Ve
to insure that the number of discharges in tHeLRs had scant identifying detail; sometlme§ﬂ o P

list created on-site by the abstractor correven the participant’'s name was borrowed LA p!

sponded within an acceptable range to tHem fiction or folklore, like Scaramouche or 6" soniary
information reported to CADDS. When theHumpty Dumpty. TARZAN 2

total of listed discharges fell outside the lim-

its, the abstractor phoned the NORC sanit the close of Phase 1, data collection [/w

pling department, which provided an adCALDATA had selected and abstracted data
justed sampling procedure. for 2,746 discharged participants at 87

operating modalities, with an additional Co E‘_‘_
In some facilities, sampling proceeded quiténuing Methadone Maintenance (CMM)
smoothly. However, many abstractors digarticipant sample of 309 selected at 12 of
covered discharge totals that fell above thibe Methadone Maintenance facilities. (Four
upper limit given in their sampling rules. Sincenodalities were found ineligible at site visit
the CADDS database from which the sanbecause they discharged no participants in
pling rates were derived was new and corthe sample year.) Adjusting for a handful of
tained less than one year’s worth of datapstractions determined to be duplicates, a
the twelve-month discharge estimate for eadbtal of 3,045 respondents were to be sought
program had been developed by projectinigr the Participant Interview. The 19 eligible
a straight line from the number of months ofmodalities that refused co-operation repre-
discharges that were thought to be reflectesbnted 31,529 participant discharges in the
in the database. The actual 12-month list smple year. Adjusted for participants lost
discharges proved to exceed the estimaft®m uncooperative providers as well as for
derived from CADDS by a factor of two ormissing records at co-operative providers,
more in 31 of the 87 co-operating modalithe Phase 1 participant abstraction comple-
ties. Overall adjustments were required tbon rate was 76.5%. Table 1 on the follow-
protect the integrity and statistical propertiesig page summarises Phase 1 sampling and
of the sample design, and also to keep ttiacility co-operation.
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TABLE 1: CALDATA phase 1 response rates by modality

Indicator Discharge sample modality Total Total

Residential | Social | Outpatient | Methadone | Methadone | discharge | CVM

model | Non-meth. | Detox | maintenance | Sample | sample

Sample providers 19 23 27 19 18 106 18
Participantsintargetpop. 21,409| 6,699 50,963 49,500 8,296 136,867 9,741
Co-operating providers 18 21 23 13 12 87 12
Participants
represented in co-
operating providers 20,370, 6,079 40,034 32,940 5,916 105,388 6,946
Response rate based
on co-operating providetrs 95.1% | 90.7% 78.6% 66.5% 71.3% 77.0% 71.3%

Collecting completed Provider Questiontions covering experiences before, during,
naires, the final Phase 1 CALDATA dataand after a sample treatment. After pre-
collection activity required a good deal of timdiminary questions about the respondent|s
and patience in the field. The requested irethnic and educational background, the
formation was not readily available at manguestionnaire repeated in three time frames
facilities. Several different facility staffersa series of questions about drug and alco-
were often needed to complete the questiohel use, mental and physical health, ille-
naire appropriately, and their responsivenesgal activities and criminal status, living
indeed their perception of responsibility fomrrangements and family, employment, and
the document, was confused and variabldrug and alcohol and mental health treat-
Diplomacy and persistence eventually pranents. A calendar designed for use with
duced a completed Provider Questionnaitie questionnaire graphically displayed the
from 76 of the 82 facilities that contributedthree time segments for which behaviour

to the participant sample.
just prior to the sampled treatment episod
the time span of the sample treatment, a
the time elapsed since the sampled tre:
In Phase 2 of the CALDATA data collec-ment episode. The questionnaire inco
tion, the field staff was increased to 70 interporated design features common to a nuf
viewers who were assigned the tasks of ld®er of large-scale drug outcome survey
cating the 3,045 selected participantsjnder development at the time. The que
explaining the study and securing their cationnaire used to interview the participant
operation, and administering the Dischargead continuing methadone maintenance (th
Participant or Continuing Methadone Ques=MM Questionnaire) was a modified ver
tionnaire as appropriate. The questionnaireson of the Discharged Participant Questiof
were designed for a face to face interviewaire. CALDATA Field Managers carried
averaging 1.5 hours. out a pretest of the questionnaire, the cale

dar, and procedures for explaining the stug
The interview for discharged participantsvith 32 respondents in January/Februa
was structured around sharply defined se@993 that was particularly concerned t

Respondent interviews

guestions were repeated: the 12 months

nd

n_
ly
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test respondents’ ability to focus on time segstudy obtained a Confidentiality Certificate
ments and keep information within the apfrom the U.S. Department of Health and
propriate time frames, and interviewers’ abilHuman Services that shielded the interview-
ity to keep the respondent on track througérs from legal action that might require them
repetitive sets of questions. to testify in court about the whereabouts or
criminal activity admissions of respondents.
In March, 1993, a three-day training intro-
duced the CALDATA interviewers to the At conclusion of training, each interviewer
Participant Questionnaires. In addition toeceived an initial assignment of about 30
scripted practice with their instruments, incases. As expected, a proportion of respon-
terviewers practised with protocols for apeents was located and interviewed fairly
proaching respondents, including a longuickly, but many others were harder to pin
script prescribed by the California Commit-down. To get word to this group, interview-
tee for the Protection of Human Subjectsrs were encouraged to distribute a distinc-
explaining the purposes of the study, its volive blue business card with the neutral name
untary nature, and the confidentiality withused in fielding CALDATA and the toll-free
which all information was held. A field pro- phone number of the project’s California of-
cedures manual laid down the steps in cofiee in the course of their locating inquiries.
tacting and locating respondents, beginning/ord was circulated among friends and con-
from the principle that CALDATA inter- tacts of the respondents that they were
viewers were never to explain the resear@dought for a health study, and that a check
except as a “health study” until they wereén payment was due them. The project staff
secure that they were speaking to a selectkdlieved that the distinctive card would
respondent in private. enhance the visibility of the study in the
drug using communities with which respon-
Training in field procedures drew upon thelents had contacts. If it were generally
32-person pretest. The field managers coacknowledged in the local drug cultures
ducting the pretest had found their smathat the“health study” was legitimate
group of pretest respondents dramaticallynthreatening research with a payment of
more difficult to locate than respondents fo$15, hesitant respondents could be won
research on issues like job market behaviotw call up the office and make appoint-
or health care expenditure. Once located, tineents for interview. Consequently, about
pretest respondents as a group had be4@0 respondents called the toll-free phone
difficult to bring to the point of interview— number.
evasive, suspicious and prone to break ap-
pointments. Hence the CALDATA inter- In addition to circulating the card with the
viewer training prepared the field staff foroffice phone number, the project instituted
special difficulty in contacting and locating,locating procedures with local agencies. A
suggesting that patience, persistence, andegular weekly check of a new-inmates jail
strong positive attitude from the interviewelist circulated by Los Angeles County (site
would eventually reassure a respondenfor one-fourth of the sample) effectively lo-
Confidentiality protocols and issues wereated a number of respondents. The Cali-
another training emphasis: interviewers’ sudornia state prison system endorsed the study
cess in gaining the co-operation ofnd facilitated contacts with respondents in
CALDATA participants and gathering state prisons. Commercial databases giv-
valid data from them depended above alhg recent addresses for persons using
on giving them confidence that their ancredit cards were accessed at modest cost.
swers would in truth be held in utmost priComputerised telephone directories were
vacy, used only for research, and publishegmployed by field managers to track re-
only as summary statistics. To assist thgpondents with distinctive names to dis-
field staff in making such assurances, thiant communities or to look for relatives who

'~
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TABLE 2: CALDATA final participant case status counts by modality

might have recent contact. ADP arranged faf 121 assigned cases with no address |

inquiries about respondents’ addresses witbrmation for the respondent or any relative

the California Department of Motor eehiclesor associate were successfully interviewed

which maintains a huge database showing th&e interviewers used every avenue openito
addresses to which drivers’ licenses and wetiem and were inventive about developing
as motor vehicle registrations are issued. Thieeir own locating procedures, like blending
S

California Department of Social Servicesnto the background and lingering at cente
could not by statute divulge address informaintained for the homeless or in drug-ded
mation but agreed to search its large datang areas in metropolitan cities until someor

n-

).

-
e

base of welfare recipients and to circuanswered a casual question and furnished a

late a “health study” letter asking for phonelue to a missing respondent.
contact to any respondents discovered.

At close of the nine-month Phase 2 fiel
The various database searches contributpdriod, 1821 respondents, 61.4% of th
significantly to the success of the data cokligible participant sample, had complete
lection, but CALDATA staff found that the the interview. Table 2 summarises th
persistent, patient, unthreatening personBhase 2 data collection by modality. Se
inquiries of interviewers were indispens-enty-seven participant cases were ine

T O =T

able to the final outcome. Interviewers whaible, assigned a final Out of Scope sta-
could inspire confidence while maintain-us. Fifty-seven of these had died since the
ing patience and masking their eagernesatment episode 8 spoke neither English
to push the inquiry to a final result madenor Spanish and could not be interviewed

the difficult contacts with homeless and CALDATA developed a Spanish transla
all but nameless respondents. During thieon of the Discharged Participant Inter

records abstraction, staff of facilities treatview but was not prepared to gather data
ing numbers of homeless people had asother non-English languages). Eight were

serted that CALDATA would never find andphysically or mentally incapacitated to the poi

interview their discharged participants. Buthat they could give no interview and four were

interviewers did find a reasonable number (48eligible for other reasons.

Modality type Original | Outof | Net |Completed] No %
sample | scope |sample interview | complete

1- Social Model Recovery 703 9 694 401 293 57.8%

2- Methadone Detox 474 24 450 294 156 65.3%

3- Nonmethadone Outpatient 641 11 630 382 248 60.6%

4- Residential Treatment 615 15 600 343 257 57.2%

5a- Methadone Maintenance Outpatient 302 13 289 182 10763.0%

5b- Continuing Methadone Maintenance 310 b 305 219 86 71.8%

TOTALS 3045 77 2968 1821 1147 61.4%

t
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One thousand one hundred forty-seven elside from the analysis. Had the field period
gible participants were not interviewedbeen longer a number of the 185 welfare
Two hundred thirty-one of this group, 7.8%cases would have completed interviews.
of the eligible net sample, were contacted
and refused to give an interview. Such & final component of CALDATA Phase 2
percentage of refusals is well within acdata collection was the Validation
ceptable range for most surveys. Five huriReinterview, organised to confirm the cir-
dred ninety-two of the non-interview cases;umstances that interviewers reported when
19.9% of the net sample, could not be lahey submitted completed questionnaires.
cated in the course tife nine month field Such validation is routinely built into data
period. This percentage loss would not beollection plans employing in-person inter-
expected in a population under no speciaiews with dispersed samples. Survey re-
stress. Given the population that CALDATAsearch interviewers seeking to conduct in-
interviewers attempted to contact, and thieerviews at the convenience of randomly
uneven quality of identifying information, selected, scattered respondents necessarily
this loss rate is not surprising. work very independently. For CALDATA
NORC, field managers took weekly phone
Besides the refusals and unlocatables, tiheports of case status and field costs from
other non-interview cases were participanisterviewers and transmitted the results to
who had been located, but for one reason oentral office. Completed questionnaires
another interviews had not been arrangeteceived a quality control edit at the
Small groups were in jails, prisons, omproject’s California office and their receipt
treatment centers that did not allow interwas then communicated to central office.
viewer access. Seventy cases had be@jective verification of at least ten per-
traced outside the borders of Californizent of each interviewer’s completed
but could not be reached to arrange a teleases with a brief telephone Validation
phone interview (An interview over longReinterview was required. The
distance phone was CALDATA'S standardeinterview instrument confirmed that the !
approach to remotely located respondentsiterview took place with the sampled re- f
Altogether, 119 interviews were com-spondent when and where reported, %
pleted by phone.). Fifty-two non-interviewchecked the time elapsed, and verified
cases had been located in California babntent by re-asking a few innocuous dat
had broken appointments, often repeatediyems. The validation process turned up
Time ran out on this group. The generabne suspect interviewer when a sample
CALDATA experience with evasive, slow respondent denied answering the question-
to convince respondents suggests that mangire, asserting that he had refused to make
in the broken appointment group wouldan appointment when requested. The vali-
have given an interview had the deadlindation staff undertook a systematic review

not halted field work. The final non-inter-of the suspect interviewer’s entire com-

view group represented 185 respondenpdeted caseload, and eventually determined /
A )
=

who were known to be welfare clients irto replace every interview. When valida-
California. Towards the end of the fieldtion of all interviewers’ work was com-
period the Department of Social Servicepleted, 346 cases had responded to vali-
forwarded letters to them describing thelation reinterview, a validation rate of
health study and giving the project officel9% of the completed caseload of 1821,
phone for contact. Phone calls in responsystematically distributed in early, middle, and
to the mailing were just beginning to come iate field period.

to the project office as data collection ended.

Indeed, the final 33 interview documentd&Vhen Phase 2 data collection ceased on
reached NORC'S central office too late tddecember 1, 1993, the large task of data
be included in data processing and were sgteparation began. This meant cleaning and
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data entering the information from Providepant completion rate was the product of the
Questionnaires, Participant Abstractiomate for participants represented in the Phase
Records, Discharged Participant Questiort abstraction times the rate for the particj-
naires, and Continuing Methadone Maintepants data-entered from Phase 2, 60.9%)of
nance Questionnaires. As part of on-going6.5%, or 46.5%. Could the analysis pra-
quality control during the field period, theceed to discuss the effects and costs of drug
project office in California had given prelimi- treatment in California, looking at informa-
nary edits to the PQs, the PARs, and then that represented less than half of the par-
Discharged Participant Questionnaires. Oticipant sample? Answering this question
receipt at NORC'’s central office the instrumeant separate consideration of sample bjas
ments received a full edit, with coding of sedue to provider non-response and partigi-
lected items in the Participant Questionnair@ant non-response.
before entry at computer terminals using a
Computer Assisted Data Entry Program witBias due to provider non-response was not
Autoquest software. Range and consistenegually distributed among modalities. Tak-
checks for individual items were pro-ing into consideration the number of dist
grammed into the software. Additional coneharged participants represented by success-
sistency or logic checks were added to thel abstractions, the Phase 1 completion rgte
program by project staff. Quality control ofwas greater than 90% for the Residential and
~ data entry included a random re-keying adbocial Model modalities, greater than 75%
10% of each operator’s work by a seconfbr the Outpatient Non-Methadone modality,
operator. After data entry, hard copy casand less than 75% for the Methadone Detox
materials were filed by case ID in the libranand Methadone Maintenance modalities
maintained by NORC'’s data preparation faSee Table 1, page 42). The lower co-op-
cility. The final data files were delivered oneration rate from methadone programs
diskette to the project team responsible fatemmed from refusals of owners of two
the analysis. Dean Gerstein, Robert. Aarge chains of methadone facilities oper-
Johnson, and Natalie Suter of NORGting for profit. To get some idea of the
worked with Henrick J. Harwood and Dou-bias created by the relatively light sample
glas Fountain of Lewin-VHI, Inc., subcon-of methadone providers, the analysts
tractor for the cost/benefit analysis, to comlooked outside their CALDATA files. In

plete the report to ADP. the fiscal year before the CALDATA
sample was drawn, California had re-

How were the data ported on a number of participant and pro-
vider characteristics to the National Drug

analysed? and Alcoholism Treatment Unit Survey

(NDATUS), conducted by the National In-
The analytical team first inquired into thestitute on Drug Abuse. A comparison be-
strengths and limits of the data. In Phassveen CALDATA and NDATUS was run
1, the field staff had successfully completetbr participant age, sex, and ethnicity, and
work at 87 of 106 eligible modalities forfor the weekly work hours of several kinds
an 82% modality completion rate. In Phasef professional staff at facilities. Both for|
2, the field had interviewed 60.9% of 3,04%esidential and methadone providers, the
sampled participants in time to meet th€ ALDATA and NDATUS participant data
data preparation deadline. Were the resultrere broadly similar. The data about prg
ing data sufficient to represent the wholéessional staff levels in the two sorts of pra
population of participants discharged frongrams were likewise similar. The compatri
publicly supported treatment in the sampleon with NDATUS suggested that bias in
year in California, plus the population in conCALDATA results due to provider non-co-
tinuing methadone maintenance? The parti@peration might not be severe.
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To study the characteristics of participantewn controls. Participant characteristics
whose data were missing because they hadhich tend to have a permanent influence on
been sought but had not been interviewdakehaviour, like gender, ethnicity, personal
during Phase 2 of data collection, the anappearance, early experience and upbring-
lysts had another resource—the data almg, and other aspects of character and per-
stracted in Phase 1 from provider recordsonality, are held constant in comparisons of
into the Participant Abstraction Record. Foexperiences pre- and post treatment. If there
most measures there was no difference bappear to be treatment effects, such back-
tween sampled respondents and samplgdound characteristics can be ruled out as
non-respondents. Where differences wei@uses. To get comparable controls for the
statistically significant, a lack of data at thesampled group using another sort of research
PAR item often seemed responsible. Fatesign, it would be necessary to match each
example, participants described as Higarticipant with a drug user not in treatment
panic—Mexican Americans or other Ameri-who had the same background characteris-
cans reporting ethnic derivation from Spartics—a sampling exercise of impossible com-
iIsh America—represented 37% ofplexity. The CALDATA design had another
CALDATA respondents and 30% of non-advantage for analysis. When statistical mea-
respondents. But the Hispanic variable wasires indicated pre/post treatment changes
missing in more than 20% of PARs for botfin the sample, the analysis could identify in-
respondents and non-respondents. This sudividuals who had changed and seek to de-
gested data distortion from item non-rescribe the ways in which certain sub-groups
sponse rather than a systematic differeneeho changed behaviour differed from each
between respondents and non-respondertgher and from other sorts of participants
The overall conclusion from the comparisonvhose behaviour did not change.
of PAR data was that the Phase 2 respon-
dents could reasonably be taken as repre-designing CALDATA to allow pre/post
sentative of the whole population of sampledomparison, the analytical team relied on re-
discharged participants in CALDATA's spondents’ ability to recall and report details
sample year. It appeared that Phase 2 paif-their behaviour over several years with
ticipant non-response depended primarily areasonable accuracy. The sample year be-
poor quality address and other locating igan with discharges on October 1, 1991,
formation obtained from provider recordswhile the last Phase 2 interviews were con-
and the quality of locating information in theducted in November, 1993. The maximum
provider record seemed largely independenttrospective recall for 12 months pre-treat-
of the characteristics and treatment outcomesent extended over something more than
of discharged participants. three years. Given the familiar experience,
that some people cannot routinely recall
The CALDATA analysts also considered theevents a week in the past, was the rese
strengths and the possible limits of the deéeam justified in expecting high quality retE—
sign implicit in the Discharged Participantspective recall from its participant sample~
Questionnaire. The questionnaire askebhe pretest of the Discharged Participant

in three time segments—the 12 months b&: January/February 1993 had sought to
fore treatment, time during sampled treatsampled participants’ ability to recall and N
ment, and time since treatment. The datdiscriminate between past events in the three=—:.,
items permitted measurement and compatime frames. The results from that s .

=
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obliged to address questions about the kind no damage in answering they would re
and degree of measurement error involved portillegal and illicit behaviour. Earlier
in retrospective recall when they examined drug research studies had run compari-
their final data. They considered five pos- sons between self-reported illicit drug usg
sible sources of error: and drug test results that showed respan-

Recall delay - People have progres-
sively greater difficulty remembering
events, the more remote they are in time.
CALDATA sought to minimise this source
of inaccuracy by limiting recall to recent
time. Questions focused on behaviour of
high personal interest, more likely to be
recalled than monotonous routines. The
study’s best safeguard against recall de-
lay came from the fact that recall delay
would minimise reporting that suggested
beneficial treatment effects.

Telescoping - This measurement er-
ror derives from people’s tendency to
assign events to an earlier or later time
period than the one in which they oc-
curred. CALDATA sought to minimise
telescoping by repeatedly focusing re-
spondents’ attention on the reference pe-
riod of each question and by associating
the beginning and end of each period with
memorable events like admission to and
discharge from treatment. To the extent
that evidence of treatment effectiveness
appeared in the data, it could be consid-
ered stronger for having risen above any
error created by telescoping.

Under reporting of sensitive
behaviours - Itis common wisdom that
people are more likely to suppress re-
sponses that implicate them in criminal
behaviour or otherwise tend to cast
shame on them, such as having sex for
money or drugs, armed robbery, diag-
nosis as HIV-positive, or use of drugs
and alcohol. But participants dis-
charged from drug treatment do not re-
act to such questioning with the sponta-
neous alarm that might be expected of the
general population. The research team
knew that if CALDATA respondents
could be reassured that they would incur

dent reporting was valid. In interviewe
training CALDATA emphasised non-
judgemental management of the intervie
unbiased probing techniques, and confi-
dentiality guidelines. Also, because the
analysts knew of research showing that

Under reporting is most common for ser}-

sitive events in the present or the near past,
they did not rely on respdent reports of
current illicit behaviour only, but based
analyses on periods of 12 months or longer.

Reversion to more typical
behaviour - Earlier studies of drug
treatment had shown that participants use
more drugs and alcohol and commit more
crimes, often related to the need to sup-
port a drug habit, in the time period jus
before admission to treatment. Inde

induce participants to seek treatment.
Thus CALDATAS analysis neededto b
careful that it did not describe as a treat-

sibly influenced by reversion to more typi
cal behaviour, but that reversion was g
negligible issue when changes were large.

Differential non-response - A fi-
nal bias in the data might arise because
more participants whose treatment was
beneficial co-operated with CALDATA
than participants whose treatment w
not. The analysts studied their PAR da
and Non-Interview Reports on refusa
cases and found little evidence of bias
from this source. Those who rejected
the study tended to come from more s¢

S
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cure backgrounds, to have more finamf goods and cash stolen by substance
cial and social resources, and to live iabusers is a serious cost, as is money ex-
more comfortable circumstances posipended on welfare and disability payments
treatment than those who co-operatedmade to drug and alcohol abusers.

Having reviewed potential sources of daty\fhat did they
distortion and satisfied themselves that t

h

study design compensated appropriately fﬁ nd out?
them, the analysts proceeded to run pre/post
comparisons of data for reported responde@ALDATA analysts calculated the costs
behaviour in the areas covered by the reelated to participants’ criminal behaviour
peated sections of the Discharged Particand health care utilisation and the value of
pant Questionnaire, testing changes for stdzeir labour force productivity by assign-
tistical significance using standard methodsng average values to each criminal act,

arrest, incarceration, health care
Analysing the cost and benefits of treatmenttilisation, earnings, and welfare/disabil-
called for use of measures derived from thirtity reported by participants, factoring i
years of research into the economics of dridata from current statistical compilation
treatment. Economic impacts of participarguch as th&ourcebook of Criminal Ju
behaviour were calculated by measuring itsce Statisticsand Hospital Statistics
negative drain on the overall economy, off€ost of participants’ sampled drug treat-
set by values contributed by participantenments was based on data from
ployment. When post-treatment economi€ALDATA's Provider Questionnaire aug-
impacts were less than the cost of treatmemtented by CADDS data. The State of Cali-
itself, a benefit was judged to exist, and whefornia spent $209 million in treating the
they exceeded the cost of treatment, a l04€6,609 participants represented by
was declared. This cost/benefit analysis di&ALDATAS discharged and continuing
tinguished costs to society as a whole froomethadone samples. The average treatment
costs to taxpaying citizenSosts to Society for the 136,867 discharged participants
include losses of society’s net productivityasted 95 days and cost $1,361. Residen-
or losses in society’s net wealth. Thugjal treatment was substantially higher in
participants who do not earn up to their pceost than outpatient treatment—$61.47 per
tential because of drug and/or alcohol abustay, $4,405 per episode for the Residen-
represent negative economic impacts, as tial modality, vs $7.47 per day, $990 per
the costs of health services, police forcespisode for the Nonmethadone outpatient
and corrections facilities deployed becausmodality.
of participants’ drug use and related crimes.
However, the values of goods or cash stoléFhe analysis found that benefits to tax-pay-
by participants, and of welfare and disabilityng citizens during the time participants were
payments they receive, do not count as coststreatment and in their first year post-treat-
but as transfer payments, in which money sinment represented approximately 1.5 billion
ply moves from one pocket to anothem savings, due mostly to reductions in crime.
within the society as a whol€osts to Each day of treatment paid for itself—the
Taxpaying Citizensnclude only those benefits to taxpaying citizens equaled or ex-
losses to individuals in society who daceeded costs—on the day it was received.
not engage in any substance abusinfpble 3 summarises the pre/post compari-
behaviour. For these people, the loss @bn of costs both to taxpaying citizens and
earnings from drug- or alcohol-dependertb society (Earnings totals are bracketed as
participants who are not living up to theiproductive inputs counting against the other
potential is of little concern, while the valuenegative impacts).
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TABLE 3: CALDATA costs

Pre/Post Treatment Total Dollar Costs Dollar Costs Per Person
Year Before Year After Year Before Year After
Criminal Justice System $1,086,043,000  $841,800,000 $7,935% $6,151
Victim Losses 524,727,000 310,387,000 3,834 2,268
Theft Losses 815,738,000 253,297,000 5,960 1,851
Health Care Costs 441,698,000 337,923,000 3,227 2,469
[Earnings] [1,378,105,000] [1,101,356,000] [10,069] [8,047]
Lost Earnings 2,343,151,000 2,619,912,000 17,140 19,164
Income Transfers 250,466,000 275,563,000 1,830 2,018
Costs to Taxpayers $3,118,672,000 $2,018,971,000 $22,786 $14,751
Costs to Society $4,395,447,000 $4,109,605,000 $32,151 $27,085

The benefits of alcohol and other drug treatreatment for alcohol problems and some-
ment outweighed the costs of treatment biyhat more effective than treatment for heroin
ratios from 4:1 to greater than 12:1 depengbroblems. For each type of treatment stud-
ing on the type of treatment. For the wholed, there were slight or no differences in ef-
society, the cost-benefit ratios ranged frorfectiveness between men and women,
2:1 to more than 4:1 for all modalities excepgounger and older participants, or among
for methadone maintenance outpatient.  African-Americans, Hispanics, and Whites.
Overall, treatment did not have a positive
The analysis supported the hypothesis theffect on the employment of participants. The
treatment was effective in changing particimost common source of income for partici-
pant behaviour. The level of criminal activitypants before and after treatment was full-time
declined by two-thirds from before treatmenémployment. Welfare, illegal activities, and
to after treatment. Declines of approximatelgisability payments were the next most com-
two-fifths occurred in the use of alcohol anagnon income sources. Rates of employment
other drugs from before treatment to aftemnd income from employment were both
treatment. About one-third reductions irgenerally lower post-treatment than pre-
hospitalisations were reported from betreatment. Overall employment earnings de-
fore treatment to after treatment, with correelined by 29%. This finding is consistent with
sponding significant improvements in othethe depressed economic trend in Californja
health indicators. Treatment for problems witi991-1993. In every type of treatment, more
the major stimulant drugs was as effective gmrticipants enrolled in disability programs
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and participants received more money in di€SALDATA continues to yield results. Further
ability payments after treatment, increasesnalysis of the data has been supported by
ranging from one-sixth to one-half. Thethe Office of the Secretary of the U.S. De-
analysis indicated that treatment increased giiartment of Health and Human Services and
gibility for disability payments even though itby the Robert Wood Johnson Foundation, one
led to overallimprovements in health statusf the largest health-oriented philanthropies in
the U.S. The March 1996 A Treatment Pro-
The cost-benefit analysis concluded that paiecol Effectiveness Study issued by General
ticipants in the California treatment systenBarry R. McCaffrey, Director of the White
reduced their criminal activity and health carélouse Drug Office, cited CALDATA as a
utilisation during and in the year followingmajor source of evidence for its White Paper
treatment by amounts worth well over $1.4n treatment effectiveness. Federal spending
billion, for an overall ratio of benefits to costson drug treatment increased by over 17 per-
of 7to 1. Savings included reduced criminatent between fiscal year 1994 and fiscal year
justice expenses (police protection, adjudit996; the increase was over 25 percent when
cation, and corrections), reductions in victinone compares 1994 with the federal budget
losses (stolen and damaged property, injuequest for the fiscal year 1998.
ries, and lost work), and lower levels of health
care utilisation (hospitalisations, emergency
room use, outpatient care.) Savings were
offset by modest increases in welfare and dis-
ability dependence.

How were the
results used?

Dr. Mecca released CALDATA's findings

at two back-to-back press conferences in™:
September 1994 in San Francisco and Los
Angeles. The report received extensive na-
tional press coverage and was influential
in altering U.S. perceptions of the effec-
tiveness and social value of drug and al-
cohol treatment. The fact that the study was
brought to fruition so quickly while perti-
nent national studies were not yet ready
for release was to its advantage. The White -
House Office of National Drug Control
Policy and other federal agencies have ref-
erenced the study and it is routinely citg;d
in academic research into drug treatment
and mental health evaluation.
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It's your turn

What are the strengths and the weaknesses of the presented case example? List th
tive aspect and three negative aspects:

Strengths of the case study

1

Weaknesses of the case study

1

52 Evaluation of Psychoactive Substance Use Disorder Treatment

ree pc




WHO/MSD/MSB 00.2f

References for CALDATA case example

Gerstein, Dean R., et. &valuating Re- Suter, Nataliget. al. CALDATA Methodol-

covery Services: The California Drug andogy Report Supplement I: Data Collection

Alcohol Treatment Assessme@eneral Instruments for the California Outcomes

Report. Sacramento: California Departmer$tudy (COS)Submitted to the State of Cali-

of Alcohol and Drug Programs, 1994. fornia Department of Alcohol and Drug
Problems by the National Opinion Research

Gerstein, Dean R., et..dtvaluating Re- Center at the University of Chicago. Chicago:

covery Services: CALDATA Methodology994.

Report Submitted to the State of California

Department of Alcohol and Drug Program&Villiams, Ellen, et. alCALDATA Method-

by the National Opinion Research Center alogy Report Supplement 3: Data Collec-

the University of Chicago and Lewin- VHI, tion Manuals and Reference Materials

Inc. Chicago: 1994. Submitted to the State of California Depart-
ment of Alcohol and Drug Programs by the

Gerstein, Dean R. and Harwood, Henrick National Opinion Research Center at the

Treating Drug Problems (Molume I: AUniversity of Chicago. Chicago: 1994.

Study of the Evolution, Effectiveness and

Financing of Public and Private Drug

Treatment Systems)Vashington, D.C.:

National Academy Press, 1990.

Workbook 5 - Cost Evaluations 53




