Principal Investigator/Project director; CarisenbDe

Developing a National Addiction Treatment
Information System

An Introduction to DENS:
The Drug Evaluation Network System

Deni Carise, Ph.D.
A. Thomas McLellan, Ph.D.
Lea S. Gifford, MHS

all from

The Treatment Research Institute at the CenteBtiadies of Addiction
University of Pennsylvania School of Medicine

We wish to acknowledge the assistance of Drs. Herbert Kleber, Jerome Jafibem@randenstein
in the development of the DENS concept; as well as the assistance of Rosalyn teiwWairts
Charlotte Royer Malvestuto in the implementation of the study. The Office of Nabamg Control
Policy funds this study.

Address all correspondence to the senior author at: The Treatment Reseduté Insti
600 Public Ledger Building
150 S. Independence Mall West
Philadelphia, PA 19106-3475
(E-mail) dcarise@tresearch.com

Key words: Treatment, Policy, Systems, Evaluation, Outcomes



Principal Investigator/Project director; CarisenbDe

Developing a National Addiction Treatment Information System

An Introduction to DENS: The Drug Evaluation Network System

Abstract

The purpose of this article is to test the applicability and utility of the Drugi&tiah
Network Study (DENS), a timely electronic information system that traeksl$ in
substance abuse treatment. This article examines existing largelatatollection

efforts, discusses the rationale and design of the DENS system, and presdntefrésall
DENS pilot phase. Clinical staff from more than 40 serdelévery units in five cities

were trained to conduct intake assessments on laptop computers with the computerized
Addiction Severity Index (ASI). The DENS computer system also included an awtomati
data transfer protocol to allow regular transmission of ASIs and other data, toah cent
server at Treatment Research Institute (TRI). Descriptive informatobdiacharge status
were also collected. Several problems were encountered during the earlyt&taggslot
phase, including obtaining consecutive cases from treatment programs, compurterizat
and software application, treatment staff turnover, and assuring quality of dagais Dat

presented on 4,30fdults entering drug and/or alcohol treatment in the non-randomly

selected DENS pilot progranbetween June 1996, and April 6, 1998. Various examples

of how DENS data can be used are presented.
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Introduction

Although an estimated 1 million Americans enter addiction treatments eaq©OMR2CP,
1997a), we know very little about this population. In particular, we have no recurring, descriptive
information on such basic characteristics as demographics, types and amounts ie¢esibistd prior
to treatment entry, or the nature and severity of “addiction related” problems ne#seodmedical
health, employment, criminal activity, family relationships, or psychiatattis. The lack of
systematic and timely information on the population of substance dependent individuals in our
nation’s treatment system has been recognized as a problem by the OfficepaNatugControl
Policy (ONDCP, 1997b).

In response to this information gap, and with the support of the Office of National Drug
Control Policy, we have designed and initiated the Drug Evaluation Network Systéhs ) Dd
collect clinically and policy relevant information directly from patient®eng a national sample of
addiction treatment programs. This system uses a standardized and weledaltat/iew collected
on laptop computers and transmitted electronically to a central server on a wseklyibbaéhe text
that follows, we first review the most prominent data collection systems inldnetians field. In the
second part of this article, we discuss the rationale and design of the systethy, W@nptesent the
results of our initial pilot phase and discuss plans for the expansion of DENS.

Review of Existing Data Collection Efforts

Drug Abuse Warning Network
The Drug Abuse Warning Network (DAWN) collects information on adults and adolescents
presenting to emergency medical care and medical examiner’s offiogs #oe country. The goal of
the survey is to identify patients whose hospital emergency treatment or deatiated to an
episode of alcohol or drug use and to record the nature of the alcohol or drug involvement. DAWN
data have been collected since the early 1970s (Substance Abuse and Mental Heedth Servi
Administration, Office of Applied Studies, 1997d) and the network now includes approximately 488
hospital emergency departments and 145 medical examiners’ offices from 41 niteincpels

(Substance Abuse and Mental Health Services Administration, Office of Applide§t1997c,



Principal Investigator/Project director; CarisenbDe

1995). Emergency department sites are randomly selected, with over-sampling inapib inten
statistical areas. DAWN is an ongoing data collection system and repagsus@ semiannually.
Arrestee Drug Abuse Monitoring Program

Another nationwide study, expected to be in 75 cities by the year 2000, is the Arrestedolsag A
Monitoring Program (ADAM). The National Institute of Justice established %M program in

1997 to assess the nature and patterns of drug use among those arrested and chargeeswith crim
Arrestees are asked to provide voluntary and anonymous urine specimens, which repont objecti
evidence of recent drug use. This data is collected quarterly at 23 adult sites and 10iE2siee
(ONDCP, 1997a).

Community Epidemiology Work Group

The Community Epidemiology Work Group (CEWG), sponsored by the National Institute on Drug
Abuse (NIDA) since 1976, is a network of researchers from 20 major metropolitamatteas/nited
States and selected foreign countries (NIDA, 1997b). Their primary objective @/tdgfongoing
community-level public health surveillance of drug use and abuse” (NIDA, 1997c). The CE&t& m
semi-annually to present and discuss quantitative and qualitative researchldetedctybm
ethnographers and epidemiologists working in the drug field, law enforcement agentsigand dr
treatment providers.

Youth Risk Behavior Survey

The Youth Risk Behavior Survey (YRBS) collects data on a national sampie@fLd" graders and
youths aged 12 to 21 years (in or out of school). Its goals are to focus the nation on health risk
behaviors among youth and to assess how risk behaviors change over time (Center #®r Diseas
Control, 1997). Behaviors measured include tobacco, alcohol and other drug use, sexual behavior,
dietary habits, physical activity, and any behavior resulting in injury. The surveys, tahduc
biennially, are confidential and consist of 84-items completed on a scannable questionnair
Monitoring the Future

The Monitoring the Future study has been collecting data on the nature and frequency daéraidolesc

drug use since 1975. This survey, conducted yearly in public and private high schools across the
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country, is sometimes referred to as the High School Senior Survey (NIDA, 1997a)iouas

asked on 20 classes of drugs as well as alcohol (Johnston et al., 1997).

The National Household Drug Survey

The National Household Drug Survey (NHDS) is conducted on a representative sample of the
“civilian, non-institutionalized” population of the United States, aged 12 and older (Substanse

and Mental Health Services Administration, Office of Applied Studies, 1996). Supportes by t
Substance Abuse and Mental Health Services Administration since 1992, NHDS isydlsatrve
collects data on recency and frequency of use of various illicit drugs, opinions about drugagand dr
related problems. The survey design purposely oversamples African Americgaieisand young
people in an effort to improve the accuracy of estimates for these groups. Prglestimaates,
population estimates, and main findings are released each year.

The Drug and Alcohol Services Information System

The Drug and Alcohol Services Information System (DASIS) is a two-part negaitstem which
includes the Uniform Facility Data Set (UFDS) and the Treatment EpisodeSett (TEDS). The
UFDS survey collects 1-day census data on the population of state and federal funded drug and
alcohol providers. The 1-day point-prevalence method has been used since 1976 to collectanformat
about services provided at each facility, affiliation with other institutionsndiare, client capacity,

and sources of treatment revenue (SAMHSA, 1997b).

Collection of the TEDS data started in 1989 with a “minimum data set” of demographic and
substance use information on admissions to “TEDS eligible” providers (SAMHSA, 199H).S*
eligible” includes all providers receiving public funds, however, each state or ginsdiletermines
eligibility and participation. Providers not receiving public funds and those not reporstafe
agencies (such as the Bureau of Prisons, Veterans Administration, and Indian Hesdth) Bre not
included. The TEDS data collection process makes timely reporting very difiiccdt treatment
providers use various, internal methods to collect data and send the data to state threatmus

formats to be standardized and consolidated and reported on.
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Rationale and Design of the Drug Evaluation Network System
As can be seen from the brief review, there are data collection systems ithptgm®vide
regular information about patterns of drug use among arrestees (ADAM), hos@tgeecy
department admissions (DAWN), and the general population of adults (NHDS) and auesl@€dd-,
YRBS). However, only one of these systems (TEDS) is focused upon individuals seakimegrite
for drug and alcohol problems. In addition, most of the available data collection sygiens re
findings infrequently (semi-annually to annually), and few of these systemsrdffianation other
than basic demographics and patterns of drug use. We think these limitations acasigmtl we
have tried to address them in the design of the DENS.
The Need for a System Focused on Treatment Programs
Timely, scientifically valid clinical information is needed to document tremdse field. Early,
accurate reporting on the emergence of new types of drug problems would allow forvprclaatal
efforts. Information regarding the use of welfare, criminal justice and/oraihtesdlth resources by
those entering addiction treatment would allow local, state, and national policysri@icentify
differences between types of programs and communities, and to plan more coordinatadiand eff
programs to deal with the multiple problems of substance abusers (McLellan &8Vdi896).A
separate advantage of a system focused on treatment programs is that sech waytt lay the
groundwork for both targeted outcome studies, comparing different treatment me@aldig/pes of
patients, and nationwide outcome studies.
The Need for More Comprehensive Information on Treatment Seeking Indiduals
Alcohol and drug addiction affect many aspects of an individual's life. Co-existingeprsiguch as
unemployment, crime, mental and physical health problems, and child abuse influence tharmburs
outcomes of treatment and are significant public health concerns in their own rightthM/in mind,
we felt that a national survey of substance-abusing dependent patients entermgntrehould be
broader than just a report of drug use patterns and frequency. The system should includgimforma
relevant to the multiple clinical, administrative, fiscal, evaluative, and pqgliegtions that arise

regarding the sequelae of substance dependence.
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The Need for More Timely and Responsive Reporting
There has been substantial change in the characteristics of drug problems andelwé daigr
treatment over the past decade. There is every indication of continued change withiostiece
abuse treatment field in the years to come. Thus, there will be an even greater freadltime”
information about patient characteristics, their “addiction related” problermdgha acuity of those
problems to inform those planning and administering our nation’s substance abuse tregtaent

We reasoned that to meet the above needs in a cost efficient manner, random sampling of
treatment programs would be necessary (rather than attempting to report ongbpulation). To
provide ease of collection and speed of transfer, an interactive computer system woyddrtznt.
Such a data collection and transfer system should be easy to use at the prograirpsiteide
information that would be useful to clinical staff in patient placement decisieasnnt planning
and administrative reporting. The system should allow the information to be avalaidly and
continuously, thus enabling observation of changes over time. These needs; sampling osprogram
collection of more comprehensive patient information,, sensitive reporting, and datd@olthat
provides clinical and administrative value, led to the design of specific elemeh&sDENS system.
Sampling of Treatment Programs
It is not feasible to design a data collection system that would require rezpdating from the entire
population of treatment programs, nor on all patients entering addiction treatment. & loesided
early on that the system would attempt to represent only the most prevaler¢nttaatrdalities and
the geographic areas of greatest utilization. The decision was made to imtpHENS in methadone
maintenance, residential (hospital and non-hospital based), and outpatient treatmétiesnoda
(including both intensive outpatient and traditional outpatient). We included both alcohol and drug
treatment programs in our sample because both of these problems are important alig geinerde
in treatment seeking individuals. Since most treatment programs treatgpaiibrfunding from a
variety of public or private sources, we decided not to exclude any program from the lsasepl®n

the type or mix of financing.
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A choice was made to include ordgult treatment programs in the DENS system at this time.
While it is, of course, critical to monitor the adolescent treatment systentaredraints was one
factor limiting us to include only adults. Applying the DENS with adolescentsasafaplicated by
the fact that the majority of addiction treatment for adolescents occurs in “noaltypsettings
(such as schools, private offices, mental health centers, and drop-in clinics), ansl nlbanational
register of adolescent programs from which to sample.

Also, it was decided that the initial DENS system will be implemented in urkas anly.
While lack of inclusion of rural areas is a clear limitation of the DENS systavas felt that
expanding to 25 of the largest cities in the United States would allow for maximupaigsonm to the
other national databases previously mentioned, and would allow us to fulfill the goal of praviding
picture of the majority of patients entering treatment across the countnhofiesl that in the future,

we will be able to include rural areas.

Collection of More Comprehensive Patient and Treatment Information

Patient Information The Addiction Severity Index (ASI; McLellan et al., 1992) is the primary source

of patient information in the DENS. The ASI includes information on the nature, number, and
severity of drug and alcohol problems. In addition, the ASI characterizes the selvpatients’
medical, legal, employment, family/social, and psychiatric problems. Speddimation is
collected with respect to the 30 days prior to evaluation, and across the patigmtis lifieeach of
these areas.

Our decision to focus on the ASI followed more than 20 years of replicated reliabiiiytyya
and utility evaluation of the instrument with a very wide range of substance abuseedléi et al.,
1992, McLellan et al., 1985, McLellan et al., 1980). Additionally, many treatment prograrastturr
use the ASI as the primary source of evaluation or admission information, and mankatateegun
to mandate use of the ASI during intake or assessment.

It should be noted that most of the participating treatment programs use the AShéakthe

or evaluation document, and the therefore make clinical decisions regarding patiemgoiaand
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treatment care planning with the collected information. However, when the datanaferted to the
central server at TRI, no identifying information is included. No one outside the érgginogram
receives any identifying information about clients. This protects the patienestyrights and
allows us to be in complete compliance with federal guidelines on confidentialiti ataite that
“research involving survey or interview procedures whemsponses are recorded in such a manner
that subjects cannot be identified directly or linked through identifiers” arepX®HHS, 1981).
Although federal regulations state that federally funded programs need not beeceliew
Internal Review Boards (IRB) unless the identity of the subject may be aseeny investigators
(Wright, Pescosolido, & Penslar, 1997), several of the larger academic instijuierding data for
DENS have sent the study procedures through their internal IRB. There has not beenhaatdew
IRB did not approve participation in DENS.

Treatment Informatior While treatment content and process are very important, collecting too much

of this information would place an undue burden on the treatment programs. Furthermore, the
National Evaluation of Substance Abuse Treatment (NESAT) (CASA, 1997) and survegs of t
Veteran’s Administration (VA) treatment system (Humphreys, et al., 1996) praviteough
examination of therapeutic orientation. Therefore, we decided to limit collecttosatrinent
information to a discharge status report including modality of treatment, lengtlypésd type of
discharge. Length of stay and type of discharge have been found to be related to treatomaet out
(Gottheil et al., 1992; Simpson, 1997; Hubbard et al., 1997), but this information is traditionally

difficult to obtain.

Program Information The DENS Service Delivery Unit Descriptor was designed to be compatible
with earlier surveys of treatment programs, including the National Treatmpravement and
Evaluation Study (NTIES; Substance Abuse and Mental Health Services Adrtiomst@ffice of
Applied Studies, 1997), The Drug and Alcohol Services Information System (DASIS: iggosta
Abuse and Mental Health Services Administration, Office of Applied Studies, 199 7pfini

Facility Data Set”, and the VA’s Drug and Alcohol Treatment Inventory (Swiridie,e1995). It was

important to build from this early work to ensure maximal comparability with tlhege-scale data
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collection projects. Information is gathered each year and includes type oy, faeitvices and
referrals provided, types of patients accepted, background of staff, and funding sources.
More sensitive and responsive reporting
It is clear that the ASI alone will not provide information on the constantly changinggrig hi
specific questions that continually face those in the national and state policy Wemaasoned that
there would have to be provision for new questions to be asked regarding the changing i$sdes rela
to addiction (e.g., how many pregnant women are in the system? How many patients ede insur
under Medicare? How many have been diagnosed with Hepatitis?). To address tlesfaraserast
as they arise, we designed the DENS with the capability to repeatedly change ugtta fjQestions
and thus allow collection of specific, contemporary information in a timely manner.
Ease of use and clinical value for programs
Because the burden for data collection was focused on admissions personnel, the sgsiho hee
as simple and as clinically useful as possible. DENS programs receive a apfmter with
software that collects ASI information and additional questions, prints a dyrusaful narrative
report on each patient, and transfers data to our central server. Since many courdeltakea
workers in the field have had little experience with computers, this interfadecheebe as simple
and error-proof as possible. The data collected ideally would be able to replace mugbrodtie’s
current intake package, not simply lead to additional work. Initially, the full ASI (45160ten
interview) was loaded on all computers. Later, in response to a request from oyrgiangiarug
court, software for a shortened version of the ASI (thelA®) was developed.

The computers were chosen based on the ease with which an interviewer can talk with a
patient in a normal fashion, and simultaneously record information rapidly and agcubdtelata
are automatically screened for errors and inconsistencies during the integvoeacess so that
answers can be clarified while the patient is available. The laptops alloweaheewer to establish
good rapport with the client by maintaining appropriate posture, eye contact, and body larsguage

would occur in a typical paper-and-pencil format.
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To have immediate clinical value at the time of admission, DENS softwaréotrasshe ASI
data into a six to nine page clinical narrative suitable for use as an intake asiadrsisnmary and as
a guide to initial treatment planning for each patient. This clinical narrativeed by many providers
to satisfy state requirements for an individualized intake evaluation, and as ti@rxpgf the
“biopsychosocial" assessment. Additional software to aid clinical treapteanting and treatment
tracking is under development.

To encourage participants to send data as regularly as possible, we designedthesfatéo
be as easy as saving a word processing document. By clicking on “send data”, thelch8éctre
sent via pre-programmed modem to TRI in only 5 minutes. If there are any questions dutatg the
transfer process, or at any other time, there is a toll-free number for tecugpalt. An additional
feature of the modem transfer package is that it allows us to automaticaljecay of the “10 extra
guestions” whenever a program connects to the TRI server. The interviewers seedbesi®n the
next time they use the ASI software, without having to make any changes to the progodinwame
themselves.

All facilities have complete access to their program database and paréatdo the national
database, to permit comparisons between local and national trends. No program detzivem
other (identifiable) programs, and the data transfer system is spegifiealjjned noto transfer any
identifying information (i.e., name, social security number, phone number, address, eiat, are
transferred).

Each treatment program is given quarterly reports that compare thepesitéesdata to the
entire DENS database. Program administration staff place a high value orefwetewhich they
have used to justify funding, help with accreditation proceedings, and reallocateAsifffpage
tabular report can be generated within 48 hours. Thus, when a DENS report is issued, it dathudes
on clients entering the system as recently as the past week.

Finally, as an additional incentive to participate, and to offset any extra costs, a $ip&Ud s

is provided to each program for each year of participation.
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Results of the Pilot

During the 2-year pilot phase, the DENS information system was installed in #0emn¢a
programs in 5 cities: New York, San Francisco, Chicago, Philadelphia, and Albuquerquefolinirt
of these programs continue to participate and serve as the "laboratory" for us to degsfpmmasive,
national monitoring system. The goals of the pilot were to evaluate the accgpéaioilease of use
of the computerized interview, evaluate the ability of the data transfer and éatadnr@sgement
system, assess the extent to which DENS meets reporting needs of thentrpedgrams and
national agencies, and to explore the adaptability of this system in a randomtgdsetationwide
group of treatment programs. Described below are several problems that wereezadairthe
program level including limiting data collection to a single service delivetywitiiin a facility,
computerization, manpower, staff turnover and programming changes, obtaining data onigensecut
admissions and discharge status, and assuring quality of data.

Operational Definition of a “Treatment Program”
Initially, we planned to include four programs (one methadone maintenance, one intensivendutpat
one traditional outpatient, and one residential program) in each city. We quickly found major
differences among providers in their use of the term “program.” For example, one prefaded
to its “methadone program” as including seven different sites throughout the ciy nvbtéradone
was administered. Another provider distinguished between its “women’s programs amet's
program”, while both treatments occurred in the same location and were delivereg@méhstaff.
To bring some consistency to this effort, we adopted the term and definition of theéServi
Delivery Unit” (SDU) as our definition of a “treatment program.” The SDU wasused by the
Center for Substance Abuse Treatment in NTIES, and is defined as “a singhehteaodality in a
single site” (SAMHSA, 1997 ). This definition has allowed us to make a rationalatecegjarding
the limits of inclusion for our sampling. For example, under this definition, the abovencddr
men’s and women’s “programs” were both included as one outpatient SDU since theytivere a

same location.



Principal Investigator/Project director; CarisenbDe

Despite this operational definition, there were still problems getting dasegust those
programs (SDUSs) that were included in our sample. This is because mang$dcdite several
different SDUs operating concurrently, often serviced by a central intake uné waipatient’s
eventual site of treatment is not known at the time of assessment. We currégtlyatointerviews
from a central intake unit and then sort them by matching the identifier on the AShevdistharge
status report from the SDU. However, this adds significant time to the processlapdnsglent on
receiving timely discharge status reports, so we are considering othenwayish to gather data
from just those SDU'’s selected for inclusion in DENS.

Quality Assurance

We have not had significant problems with the completeness of the data or the numbes.ot.eg®r
than 5% of collected ASIs were missing data needed for calculation of the composte ghis is
substantially better than our experience with pen and paper ASI interviews (Rletata 1994).
However, we have had some problems with validating data entry (i.e. quality asswsizoeshis
requires the ability to cross-reference coded answers with written comndengsart of our revised
guality assurance process, participants are asked to complete some of tkeid8&lon paper, with
the comments attached, and send us copies that can be checked for coding accuracy anditieturned
feedback.

Computerization Problems

While some treatment program staff were quite computer knowledgeable, manstatheescribed
themselves as “computer phobic.” We began the pilot phase with “pen-based” 386 IBM campatibl
laptop computers. This allowed the interviewer to record comments on a blank screen with a
magnetic pen. Although staff at all programs liked the idea of being able to write @ntpater

screen with the pen, they were less than enthusiastic with the results. Rsgairthe neatness of

their writing, the printed ASIs appeared less than professional. We ultimiaéelgianed our original
386 MHz pen-based computers in favor of Penfiucomputers. All types of computers, however,

are susceptible to technical problems, and DENS staff typically spend sevesabéioweek on the
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telephone assisting program staff with a variety of computer-relatecuttifcfrom “frozen” screens
to installing printers.

Despite our efforts to make the computerization as easy as possible, thalesaraeststaff
who prefer to use pencil-and-paper interviewing. We have discouraged this since it addssarge
time, eliminates the “extra questions”, and bypasses the error-checking adwartag ASI on
computer. Currently, only 1 of our 37 programs completes the ASI on paper, and then data enters it
the computer.

As could be expected some computers have been stolen, and some have been broken. Wh
this happens, we replace the computer as quickly as possible. Paper ASIs are uskd wadnhputer
is unavailable, and we have assisted programs in entering the paper interviewsdatalibee.

Based on our experience in the first pilot cities, the format of the ASI and thevearegiort
software have been improved. We made improvements in printing functions, movement between
guestions and sections within the interview, and the ability to print comment pagessoitiat
that the location of the “extra questions”, at the end of the ASI, often caused them to be. sWepe
are in the process of upgrading the software to insert these extra questions irgettappropriate
section of the interview, along with more explicit directions for answering thermaddition, the
crosschecks have been found to be extremely useful, but will be made even more comprelensive. -
upgraded software will also include treatment care planning templates| as wed clinical narrative
summary.

Problems with Staff Turnover

In addition to problems with computer technology, staff turnover has posed a significkengdné&b
the collection of valid, consistent data. One early “finding” from the project, isthaverage of 50%
of the staff in these SDUs either left or changed positions within 1 year. Weexkpeate turnover
and budgeted for shorter “booster” training in the following year, but the amount of turnover was
underestimated and there is a need for more extensive ASI training and sitelstaeed for
additional training prompted us to distribute more training manuals and “quick refgrades”. The

toll-free hotline continues to be available, and is staffed approximately 8 hours gach da
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We also encountered staff turnover with respect to directors and administrdateegraent
programs. About eight SDUs have “dropped out” of the study due to changes in direction odstatewi
initiatives that affected the volume of patients, number of staff, or implen@ntdtother intake
assessment tools. This not only affects the quality of data, but the balance of piogrgradicular
city. In one city, for example, we handpicked a large treatment and reseaithtfatilincluded
outpatient, intensive outpatient, and methadone maintenance SDUs. After a few months of
participation, several interviewers were replaced, the responsibility &ieigvaluations was
transferred to another department, and the director who initially agreed topgdidicileft on a
sabbatical. This left us with only one SDU, representing only one modality (inpasahehntial
treatment) in that city.

While staff turnover affected the implementation of the DENS pilot, there maydmemore
important effects of staff turnover on patient retention. In a study on the effects oéloouns
continuity on outpatient treatment participation McCaul and Svikis (1991) found that aheinésr
“same counselor” condition remained in treatment significantly longer thantscirethe “different”
counselor condition. In a paper on staff issues in the drug treatment field, Gustafson (i&@%dd re
that 70% of treatment programs stated that the worst retention problems vepanaprofessional
counselors who received unacceptably low salaries and inadequate fringe benejiegadkeese
unintended findings from the pilot phase of the DENS project suggest the potential fionatidit
information on a variety of treatment related issues.

Obtaining Consecutive Admissions

Obtaining consecutive admissions has also presented a challenge. Some prograpileimphzse

used the ASI only for a sample of clients. In other SDUs, more than one staff procesdses] it

only one member was assigned to collect data for DENS. We made accommodations débtimeos
problems that might have led to the pilot programs collecting a subsample of adn{isgohstter
training, including narrative report software, providing more computers, staffiders). One such
accommodation was the development of the shortened version of the ASI Lite and the correspondin

software. This version has all the composite score items, as well as mosanmnpadkground items,



Principal Investigator/Project director; CarisenbDe

but takes only 15-25 minutes to complete rather than the 50-60 minutes needed for the full ASI.

with the better training, extra computers, and shorter ASI, we ultimately g to a standardized
sampling strategy instead of collecting all admissions. However, we pikment full data
collection as we expand into the randomly selected samples, and we will reviesule at a later
point.

Obtaining Discharge Data

We have attempted to collect information about each patient’s length of stay, tygetiment
received, and discharge status. However, these questions are not currently padroptherzed
interview and require admissions staff to complete a log after the clientimdied. While the log
only asks for the patient ID number, admissions date, discharge date, dischargarslatusdality of
treatment, staff rarely have the time to go back to their patient records to wthpléog.
Furthermore, obtaining written information (i.e., copies of the log) is alwaysogaily. In the

future, the computer software will prompt staff to enter this very important iateym

lllustrative Data

To illustrate some of the issues that the DENS system will be able to addresspguusian to a
random sample, we examined data collected thus far from programs in the fivetipgot At this
writing, there are currently 34 SDUs participating in DENS: 7 traditional aatga® intensive

outpatient, 11 inpatient/residential and 6 methadone maintenance programs are included.

It must be emphasized that these pilot programs cannot be considered representative of the

full population of treatment programs and these data should be viewed only as an example of the

inferences that can be drawn once our random sampleisin place.

E\
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Example 1: Ability to Detect and Localize New Drug Problems

One of the unique abilities of DENS, is that it can be used to track the emergence”alrirgew
problems over time and/or by geographic region. For example, based on newspaper reports and
information reported at Community Epidemiology Work Group meetings in 1997 (NIH, 1997b), it
was suggested that amphetamine could be a new “drug epiddfigare 1 shows the proportion of
patients admitted to treatment who reported any use of amphetamine, cocaine, or heeds idatys
prior to their admission, by quarter during the years 1996 through early 1998. Data aregpfesante
all modalities of treatment with the exception of heroin, which exclodtbadone maintenance
programs (92% of methadone admissions report heroin use prior to admission). Natiweddlyfle
use have remained stable over this time period for heroin, amphetamine, and cocaine.

Example 2: Ability to Provide More Comprehensive Information About the Probems

Presented by Patients Entering Treatment

One of the advantages of utilizing the ASI for DENS data collection is the regafdimformation on
the nature and severity of patients’ problems in personal health and social functionsig Thi
illustrated inTable 1, a comparison of gender and three treatment modalities on several of the ASI
lifetime and past 30-day items. As can be seen, the patients entering our pilobifipaiikential
SDU’s were younger than patients in other types of treatment; they workedcsigthyfifewer days

and made less money than patients in methadone or outpatient care; they were maooehiaked

legal problems; and more likely to have experienced conflicts with family orsathére past 30

days. Patients in our pilot methadone maintenance SDU’s were more likely to have otediual
problems and more hospitalizations, but showed less severe psychiatric symptoms.

Example 3: Ability to Collect Information on Issues of Immediate Policy Inteest

A unique ability of the DENS is the ability to collect information on issues thatcra standard part
of the ASI. For example, due to recent national interest in the changes brought about lggtimana
care”, we inserted three questions about health care financing. The pilot “extrariesked
whether each patient was insured by (a) Medicaid, (b) Medicare, (c) privatencesui&hile there

was up to 50% missing data in one pilot city, the valid percentages for each question ieatamnt
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modality are presented rable 2 It is interesting that not a single person in our pilots residential
programs had private insurance (n=607). Patients with Medicaid were more liketgiier
outpatient care and to receive intensive outpatient or methadone maintenanceatrbaimeere
patients with Medicare or private insurance. Patients with Medicare wetdiketsto receive

inpatient/residential treatment.

Discussion

We saw the need for an ongoing “real-time” system for collecting clinicainretion from
individuals entering addiction treatment programs in the United States. We demnghpiloted a
computer-based system of rapid, standardized, clinical and policy relevant dattaoih a sample
of over 40 treatment programs representing four treatment modalities (injpesielential, methadone
maintenance, intensive outpatient, and traditional outpatient) in five cities (&acid€o,
Albuquerque, Chicago, Philadelphia, and New York). Software issues are being resolved by the
development of an upgraded software package. The pilot phase identified training and cissysesger
that have now been satisfactorily resolved. The system has been well acceptedeiatagbtxy
most programs that have participated. Furthermore, we have been able to provide ragally clini
relevant, policy-oriented information that has not been available to this point, that cen{dend
enhances information from other systems (e.g. DAWN, CEWG, ADAM, others), and ihattoeede
a strategic framework for future outcome studies.

We are identifying a national sample of treatment programs from 20 additioesl cit
Selected programs will include publicly and privately funded programs sampled froniverse”
supplied from the National Facility Registrar and supplemented extensiveliglitypaal federal,
state, and local sources. We believe this strategy will provide an unbiased samfolierattion on
adults presenting to larger (annual admissions of more than 50) alcohol and/or drugntreatm
programs from major metropolitan areas in the United States (National @ertteralth Statistics,
1997). This strategy was chosen to cost-effectively monitor the treatmégimgspepulation and to

complement other relevant information systems already in place in the katgss(e.g. DAWN,



Principal Investigator/Project director; CarisenbDe

ADAM, others). On the other hand, this sampling strategy does not include adolescents,eor peopl
being treated in rural communities, individuals seeking help from Alcoholics or Marcot
Anonymous, those treated by private therapists or within correctional facilitissanticipated that
the DENS system will include these populations as interest grows.

This article presents illustrative data on just three examples of usesN8 Gdfa in sample
comparison, localizing and tracking new problems, and needs assessment. It should!e theme
are likely to be unforeseen benefits of a system like DENS. The DENS data cad betresek
emergent phenomena (e.g. appearance of new drug problems) and therefore issues ateipaotiegi
interest. DENS can also document nationwide presence or increase in specifimpebie new
drug patterns, increased admission of welfare referrals, etc.) with a regp@ssi that was previously
unavailable. We hope this data will be used to inform policy making. For example, if tfe DEN
system had been available 10-20 years ago, it is possible that the scientific cyneouldihave had
earlier information on the spread of AIDS in the substance-abusing community, or ondrsprapd
of crack cocaine use.

Consistent with our view that this information is necessary for many purposes, ti& DEN

database will continue to be publicly availabkst this writing, we are constituting a board of advisors

that will recommend the types of new questions to be added, the types and formats of reptir¢s, a
best methods for making the data accessible to scientists, students, policy arakadministrative
agencies.

The DENS “advisory board” will include treatment researchers with expéntssampling,
survey design, addiction treatment evaluation, and policy research. In addition, this lidaciude
treatment providers and patients/clients. Finally, to maximize inter-ag#ocmation transfer and
coordination, senior members of all federal agencies associated with alcohol pralregns (Office
of National Drug Control Policy, National Institute on Drug Abuse, Office of Appliedi&s, the
Center for Substance Abuse Treatment, the Center for Substance Abuse Preventieterims V
Administration, the National Institute of Justice, National Institute on Alcohol &baund Alcoholism,

etc.) will be invited to participate. This board will be charged with decision-ma&gagding
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sampling, weighting, reporting, determining the data collected in the “extrafi@usesand making
the DENS data maximally available to researchers, clinicians and polkgrsna

Funding from ONDCP now allows for the expansion of DENS into 25 geographically
distributed cities, 10 drug courts, and the piloting of an outcome study. This expansion provides &
framework for the design of a nationwide, or rapid and cost effective targeted ouicinaiens.
Knowing the target population will enable sampling of patients from just those pogfanterest - a
significant savings in time and money in itself. DENS admission data will hpkesible to direct
patient recruitment at those programs most likely to admit the types of p#tieinése the focus of a
specific outcome study. Specific recruitment instructions to program personnetiand gansent
forms and locator sheets can be delivered within this pre-established systemitdgbem-up
contact. Thus, instead of a large, slow, costly, and fragmented effort at coladitoge
information on an unspecified sample, DENS will permit the direction of moreddrgapid and cost
effective studies that will provide policy-relevant information.

It is clear that the inclusion of outcome studies will require a study protocol thasadsr
issues of confidentiality and patient locator information, as well as collectidat@fon services
received while in treatment. The advisory board, comprised of experts in the sublsteseciedd
from various state, federal, and academic agencies will be convened to guidectimeasygtexpands.
All state, federal, and academic agencies as well as treatment progtanase access to (non-

identifying) data and reports on national changes.
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Figure 1

% Who Used

% of Patients Reporting Cocaine, Heroin*, or
Amphetamine Use in the 30 Days Prior to
Treatment Admission

=®=Cocaine ™ Heroin* == Amphetamine

July - September 1997 October - December January - March 1998
1997

Quarter

* Excludes Methadone Maintenance
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Mean Age
Gender
% Male
% Female
Race
% White
% Black
Employment / Support Status
Mean Years of Education
Mean days worked in past 30
Money earned past 30 days
Mean Years of
Alcohol abuse
Heroin abuse
Cocaine abuse
Mean Number of Prior Treatments
Alcohol abuse
Drug abuse
Medical Status
% with chronic medical problems
Mean number of medical
hospitalizations
Psychiatric Status
Ever Attempted Suicide
Ever Trouble controlling violence
Ever Abused physically
Ever Abused sexually
% experienced depression past 30
days
% attempted suicide past 30 days
% with trouble controlling violence past
30 days
Legal Status
% ever incarcerated
% detained in past 30 days
% awaiting charges / trial / or
sentencing
lllegal income reported for past 30
days
Family Status
% who had conflicts with family past 30
days

Table 1
DENS ADDICTION SEVERITY INDEX DATA FOR SELECTED COMPARISON GROUPS
Male Female Methadone Drug Free Inpatient/
n=2860 | n=1229 | Maintenance | Outpatient+ | Residential
n = 1005 n= 655 n = 1468
37.6 35.0* 40.7 36.3 35.5*
N/A N/A 78.3 67.5 68.1*
N/A N/A 21.7 325 31.9*
32.8 30.7 36.8 25.5 33.3*
44.9 53.6* 46.1 60.7 42.3*
11.5 11.4 11.7 11.6 11.6
7.1 3.7* 9.4 5.3 4.3*
$419.56 | 163.81* $561.12 $277.36 $212.69*
13.7 9.8* 11.5 13.4 13.2*
6.1 4.2* 13.5 15 4.2%
5.8 5.3* 5.1 6.4 6.8*
1.2 0.9* 0.6 14 1.5*
2.7 2.3* 4.8 1.7 2.7*
34.6 38.09* 40.7 34.3 36.9*
25 3.0* 3.3 24 2.4*
17.9 25.7* 15.8 23.2 21.8*
29.0 28.2 22.3 28.5 29.4
21.4 47.9 21.8 31.0 37.3*
8.2 33.1 8.5 17.6 23.0*
35.5 41.9* 33.7 33.0 38.3*
2.3 3.1 1.3 2.8 2.7*
10.2 12.2 7.7 7.7 11.4*
54.2 34.1 51.5 43.1 55.6*
14.5 14.3* 7.0 9.2 19.3*
14.9 15.0 7.9 6.6 21.2*
$279.74 | $176.66* $364.73 $15.17 $389.80*
30.5 35.7 22.2 22.7 48.4*
15.0 18.9 8.6 14.0 29.6*

% who had conflicts with others past
30 days

*P < .05

+ Includes Intensive Outpatient
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Table 2

DENS CURRENT ADDITIONAL QUESTIONS DATA

% with % with % with
Medicaid Medicare Private
Insurance
Inpatient (n = 607) 18.9 33.4 0
Outpatient (n = 276) 26.8 8.3 4
Intensive Outpatient (n = 126) 18.3 111 8.7
Methadone Maintenance (n = 430) 18.6 1.9 0.9




