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Background and Research Plan 

Application ID APP1022741

Title: Client Progress and Assessment in Alcohol and other Drug Therapeutic Community Treatment: Implementation, Support and Continuous Quality Improvement

Aims

The aims of this project are to:

· Better understand the range of outcome and process measures that are used by alcohol and other drug (AOD) Therapeutic Communities (TCs) in Australia and how organisations utilise them to monitor performance and inform continuous quality improvement practices.
· Develop the necessary processes to effectively support staff and organisations in the implementation and coordination of effective and integrated treatment performance measures.

· Examine the key aspects of TC treatment in the recovery of AOD misuse.

These aims will be achieved by completing the following objectives.

Objectives 1:

1. Map the range of assessment and outcomes measures utilized by all Therapeutic Communities (TCs) within the Australasian Therapeutic Communities Associations (ATCA) of Australia, which is the peak body for therapeutic communities in Australia and New Zealand.

2. Document the use of existing outcome measures for performance evaluation and monitoring and service development

Objective 2:

1. Implementation and integration of Client Assessment Tools (CATs) into three TCs with supported training for staff.

2. Development of monitoring, feedback and continuous quality improvement (CQI) systems so that services can provide a responsive and ‘best practice’ service;

Objective 3:

1. Comparison of CATs to post-treatment outcomes to determine the key aspects of the TC approach in supporting recovery from AOD misuse 

2. Collection of qualitative interview data with clients related to domains of behaviour, attitude and cognitive change to assess the ongoing reliability of the CATs and to understand the treatment experience of clients and key issues for staff.

Background 

Introduction

TC treatment is conceptualized as a unique social psychological approach, defined as “community as method”— the use of the peer community as a context to facilitate developmental, social, and psychological change in individuals. The context consists of all program activities (e.g., groups, meetings, privileges, sanctions, work, seminars and workshops) and relationships with peers and staff. These are viewed as interventions designed to produce cognitive, behavioral, and attitudinal change. The “method” also consists of the community’s expectations, assessments, and responses concerning the individual’s participation in the roles and activities of the daily regimen. Maximum change occurs through the individual’s total participation in all program activities and social roles. The extent, quality, and consistency of client participation in all activities are viewed as a critical fourth dimension of client progress in treatment. Change in this community membership dimension is needed for changes to occur along the other three dimensions. 

The capacity to accurately measure client progress in treatment is critical to investigating and understanding the elements of effective AOD misuse treatment. However, research into client progress in substance misuse treatment programs is still in a developmental stage (Kressel et al, 2000).  There are only a few studies of client progress in traditional long-term residential therapeutic community (TC) settings. Some TCs utilise progress scales derived from TC writings (Sugarman, 1974). These scales are mainly used for record-keeping and reporting requirements. In a small study of TC residents in the United States, an instrument was used to assess staff perceptions of client therapeutic involvement. Results show a correlation between staff ratings and client retention in treatment (Mitchell & Page, 1987). Other studies have assessed components that are relevant to TC treatment, such as affiliation, connection, and trust (Bell, 1994). These efforts, however, were not theoretically oriented and did not report directly on client progress in the TC. The majority of studies have instead focused on post-treatment outcomes.
Evaluation TC Treatment:

The effectiveness of the TC model has been shown to have positive outcomes for drug use, criminality and employment in single-site (De Leon, 1987, 2000; De Leon & Rosenthal, 1989) and multi-site studies employing pre-post designs (Hubbard et al., 1997). While the efficacy of the model is supported in Australia (Toumborou et al, 1998; Guydish et al., 1999; Eassop et al., 2000; Ross et al., 2002), recently there has there been an increasing call for evaluation designs that capture the complex effects of the range of treatment services offered by TCs (Chenhall 2008). 
One factor repeatedly associated with better treatment outcome is longer period of treatment (Hubbard et al, 1997; Simpson et al, 1997; Gossop et al, 1999; Flynn et al, 2003;).  There is a long-standing view that three months in treatment is necessary for enduring behavioural change. Studies reviewed indicate that between 30% and 50% of those entering residential treatment centres remain in treatment at around the three-month mark (McCusker et al., 1997). Median or mean lengths of stay reported range from 54 to 100 days. Retention of at least 3 months has been shown to have better outcome in US studies (Simpson et al., 1997) and in Australia evidence suggests that this reduction is still apparent one to three years after exit (Teeson et al., 2008).  However, UK studies show better outcomes amongst those who stayed 90 days or more as well as those who stayed 28 days or more in shorter programs (>3mths) (Gossop et al, 1999). Therefore, retention needs to be seen in the context of intended treatment length. What is also important is cause of program separation – i.e. graduation or successful completion of program stages has been shown to be important – independent of program length and retention rate per se (Toumbourou & Hamilton, 1993). 
There is a strong indication that time in treatment is a significant determinant of treatment outcome, but this is a complex issue with time being something of a proxy indicator for engagement, participation and progress in treatment (Toumbourou & Hamilton, 1993). It is critical that current research efforts give greater attention to issues of participation during treatment, with a view to increasing the average length of stay in residential treatment. However, there is very little documentation of the improvements clients make through treatment and their associated experiences. Recently, the capacity to measure client progress in treatment has been viewed as critical in investigating and understanding the elements of effective TC treatment (Kressel et al., 2000). 

Assessing progress during Therapeutic Community treatment
Knowledge of the effects of residential treatment is enhanced by the capacity to determine change in psychosocial dimensions of clients associated with treatment (Kressel et al., 2000). At present, the capacity to measure the effectiveness of TCs relies on broad indicators of outcome at the completion of treatment, or some period thereafter. The stage of treatment achieved provides another indicator of individual progress; however, criteria may vary between TCs and interpreting the stage achieved requires knowledge of the processes of each setting. The capacity to measure progress, and to be able to combine that data from multiple settings, is desirable in order to progress the evaluation of TC effectiveness.

With a view to measuring client progress in treatment, Kressel and colleagues (2000) have developed three instruments – the Client Assessment Inventory (CAI), Client Assessment Summary (CAS) and the Staff Assessment Summary (SAS). These client assessment tools (CATs) measure client self-report and staff evaluation of client progress along 14 domains of behavioural, attitude, and cognitive change. These 14 domains (Kressel & DeLeon, 1998) were derived from a theoretical framework of the TC approach to treatment and recovery. Problems of the individual coming into treatment are categorised into four broad dimensions: developmental, socialization, psychological, and program participation. Following a three stage process of staff and clinical focus groups in two TCs in the USA a further fourteen competency areas were identified under the four dimensions.  For each competency area, a statement was created that was relevant to the client’s experiences in treatment. The dimensions included:

· Developmental Dimension: Maturity; Responsibility; Values

· Socialization Dimension: Drug/Criminal lifestyle; Maintaining Images; Work Attitude; Social Skills

· Psychological Dimension: Cognitive Skills; Emotional Skills; Self-Esteem/Self Efficacy

· Program Participation Dimension: Accepting Program Philosophy; Program Engagement; Attachment and Investment; Role Model.

The Client Assessment Inventory (CAI) is a self-report survey containing 103 items along 14 scales, each scale representing a specific competency. The CAI is designed to measure progress in treatment and to serve as a clinical tool, particularly for enhancing client problem recognition. It can be divided into two factors. The performance factor (PER), consisting of items in the first ten competencies, serves as a general measure of client performance in treatment. The participation factor (PAR) consists of items in the last four competencies. The PAR factor serves as a measure of client engagement and participation in treatment, and it is therefore can be viewed as a measure of utilization of services. 

The Staff Assessment Summary (SAS) is a brief instrument completed by staff to evaluate their clients. It contains 14 items, each item summarizing a particular competency. It is designed to help staff quickly document client progress and identify specific issues clients need to address.

The Client Assessment Summary (CAS) provides a quick way to assess concordance between staff and client ratings. It contains the same 14 summary items as the SAS but is worded in the first person. Comparing staff and client ratings on the same items helps evaluate the accuracy of client self-report and provides information for focusing clinical interventions. 

All items are rated on a five-point Likert Scale ranging from “strongly disagree” to “strongly agree.” Scoring employs the additive sum of the 5-point Likert scales; however, attention to specific items can be used to focus clinical interventions. Data collection with the three instruments was conducted for one year at two adult residential TC facilities. Findings show that the instruments reliably measure client progress in treatment (Kressel et al., 2000). Analysis of data on 346 clients revealed CAI, CAS and SAS Cronbach Alphas of 0.97, 0.87 and 0.95 respectively. The Pearson correlation coefficients of the CAI with the CAS exceed 0.9. Initial CAS scores are consistently higher than initial SAS scores; however, client and staff progress scores become more concordant the longer the client remains in treatment. This is consistent with the view that differences in staff and clients perception of client progress will decrease over time. The factor structure of the instruments supports the theory on which they are based. A confirmatory factor analysis of the CAI shows the 14 scales are unidimensional, reflecting a single construct for each competency. The factor structure of the SAS shows the ‘Participation’ factor causally influences the Performance factor (the combined ‘developmental,’ ‘social,’ and ‘psychological’ dimensions), as suggested by the theory. Scores are sensitive to change over time and early (one-month) change scores predict retention in treatment (Kressel et al., 2000).

Client Assessment Scales in Australian Therapeutic Communities

To date there is very little knowledge of client progress in treatment in Australian TCs and even less information about the kinds of tools, TCs are using to assess client progress. While the CAT tools have been validated for use in both TC (Kressel et al., 2000) and correctional facility settings in the U.S. (Sacks et al, 2007), their use has not been documented elsewhere. Furthermore, there has been little examination of how the assessment tools can potentially predict client outcomes and could operate as an effective monitoring, feedback and continuous improvement system for TCs.
In two separate unpublished studies, Chenhall (CIA) and Kelly (CIB) have trialed the use of the CATs in 3 TCs in Australia. The results from this trial indicate that the CAS is a valid and appropriate instrument to measure client progress through treatment.  Chenhall introduced a trial of the three client assessment instruments as part of an NHMRC postdoctoral fellowship (now completed) in Banyan House. Banyan House is a TC in Darwin, Northern Territory offering treatment for people recovering from AOD addictions and any co-occurring mental health disorders. Clients participate in treatment and the daily life of the centre and move through a series of phases, with each phase involving more responsibilities within the centre. The CATs were trialed for all incoming clients from 2008. The CAI and CAS were administered at entry to treatment. Subsequently the CAI, CAS, SAS and a newly created Peer Assessment Summary (PAS), were administered every two months or at the time a client completed a specific treatment phase. In collaboration with Chenhall, Banyan House created a Peer Assessment Summary (PAS) that utilised the same questions as the CAS and SAS, but enabled clients’ peers in a group reflection meeting to rate their peer. At each subsequent administration the CAI, CAS, SAS and PAS were all used. 
Initial CAS scores were consistently higher than the initial SAS scores, with PAS scores falling in between staff and client assessment. Client, staff and peer scales do become more concordant over time, supporting Kressel and colleagues (2000) previous findings. Feedback from staff and clients indicate that the instruments were well accepted and understood. Preliminary results of the trial indicate clients demonstrated progress through treatment. However, they perform better in some domains than others. Clients demonstrated improved in the Program Participation and Developmental Domains, indicating a growing maturity in their relationships and their investment to change their lives. However, they showed a downward trend in some elements in the Psychological and Socialisation domains. Specifically, this was evident for cognitive and emotional skills and self-esteem. As this was a trial, these results have not yet been confirmed. Nor is it clear about the reason for the different levels of progress in the different domains. The proposed project will seek to investigate this with the qualitative component of the research.

Kelly and colleagues have pilot tested the CAS and SAS with participants attending The Salvation Army Recovery Service Centres. To examine the feasibility of using the CAS, a cross sectional survey was administered to 302 participants (Kelly, Byrne & Deane. Results indicated that the CAS has good internal reliability. It was also positively correlated with the participants’ length of stay in the program, and was related to other measures of self-efficacy, cravings, and symptom distress. The CAS and SAS have also been included as part of a broader introduction of outcome assessment measures across the Recovery Service Centres. This included both staff and participants completing the SAS or CAS after the first month of the persons stay, and then every 2-months whilst the person is in the program. An evaluation of staff use of the outcome assessment measures, that includes the SAS and CAS, is that staff do not routinely use these measures. (I need to check Luke’s thesis and add to this).

Implementation, Support and Continuous Quality Improvement

A number of issues were identified by the TC organizations as important in implementing the CATs as part of regular monitoring of client progress in treatment. Key to their success was the development of a system whereby the CATs are effectively integrated and supported with the routine delivery of treatment.  Further, TCs were keen to implement tools that would allow them to engage with continuous quality improvement (CQI).

Organisational attributes of TCs are important elements in the adoption and implementation process for treatment innovations and assessment tools (Simpson 2002, 2004). There is increasing evidence that organizational factors (e.g., stress, communication, financial pressures) have equal importance in transferring research to practice as the methods used to distribute the materials (Simpson, 2002). Thus, in order to transfer new technology more effectively, it may be important to first determine an organisation’s readiness and capacity for implementing innovations. Once this is determined, it also important to develop an implementation strategy for the introduction of new innovations. Simpson and Flynn (2007) describe the process of program change involved when new technologies or knowledge are introduced. The key action steps include training, adoption, and implementation based on planning and preparation. Throughout this process addressing potential barriers continues to be important in incorporating an innovation into regular use and sustaining the practice. However, each action step is impacted by institutional and personal readiness (e.g., motivation and resources), and organizational dynamics, including climate for change and staff attributes. Selection of appropriate scales, reliability and validity of their measurement, choosing individuals to properly represent the organization, and methodological alternatives for aggregating data are issues that require careful attention (Hermann & Provost, 2003).
The next step is to ensure that the results of any new instruments or approaches are fed back into organisational development so as to ensure Continuous Quality Improvement (CQI). CQI emerged from the revolutionary work of Shewart and later Deming, Juran and others in redesigning quality processes in industry (see Decker 1992). During the 1980s, these ideas began to be employed beyond their manufacturing origins into health care (McLaughlin & Kalunzy 2006). According to Counte & Meurer “CQI can be defined as a customer-driven leadership approach based on the continual improvement of the processes associated with providing goods or a service” (2001: 197). CQI uses a common set of quality improvement tools and techniques that enables the systematic evaluation of processes, identification of problems within processes and improvement of processes throughout the delivery of a service; rather than at the end of production as would be the case with quality assurance (Colton 2000). Theory and research suggest that successful quality improvement initiatives require a broad range of actions and supportive contextual factors (Mittman 2004). A number of factors are necessary for CQI success. These include the need for the intervention to be of major importance to the organisation (Shortell et al., 1998); a readiness of the organisation for improvement (Solberg 2007); capable leadership (Wilcock  & Campion-Smith 1998); appropriate information management/ technology systems (Glickman et al 2007); trust with its professional staff; and a conductive external environment including regulatory, payment policy and competitive factors (Shortell et al., 1998).
Research Plan –Techniques to be used and Statistical Analysis

The project will be completed in the following four stages and will work with three TCs.

	
	Stage 1
	Stage 2
	Stage 3
	Stage 4

	Year 1
	Project setup and mapping

Dissemination
	
	
	 

	
	
	Implementation, Support and CQI

   Planning

   Training 

   Adoption

   Dissemination


	
	

	Year 2
	
	
	Outcomes and treatment experience
	

	Year 3
	
	
	
	

	Year 4
	
	
	
	

	Year 5
	
	
	
	Dissemination


Site Location

Banyan House – Northern Territory

Banyan House is a residential Therapeutic Community located in Darwin, Northern Territory offering treatment for people recovering from AOD addictions and any co-occurring mental health disorders. They provide: Residential rehabilitation program; Residential supported withdrawal program; AOD assessments; Courts and Police diversion program and; Counselling, education and information. At any time, Banyan House has approximately 15-20 clients in residence. Banyan House emphasizes that recovery extends beyond achieving and maintaining abstinence to encompass lifestyle and identity change. Recovery involves residents taking an active role in their own recovery by following a structured program that incorporates a system of trust, individual responsibility and community participation. The community structure provides the opportunity for people to reflect upon their previous lifestyle that has led them along a path of AOD misuse. Within the TC, residents learn new behaviours and gain new perspectives on life and it is with the support of other recovering addicts and the guidance of staff at Banyan House that positive changes can be made. Prior to participation in the CAT trial, Banyan House were not measuring client progress through treatment and were reporting on outcomes identified through their funding agreements with government.

Salvation Army
The Salvation Army Recovery Service Centres provide long-term, residential treatment for individuals diagnosed with alcohol or substance abuse disorders. Individuals accessing these programs also have high-rates of co-occurring mental health disorders (XX Kane reference). The Centres are located across the Australian states of Queensland, New South Wales, and the Australian Capital Territory. The Recovery Service Centres program is 8 to 10-months in duration, and is delivered in the form of a modified TC. Participants are provided with individual case management and regular group therapy sessions. Groups provided during the program cover a diverse range of areas including social skills training, relapse prevention planning, family systems work and anger management. The Sydney (110 beds) and Canberra (XX beds) Recovery Service Centres will be used for the current study.

Stage 1 – (Month 0-6) Project setup and Mapping
At the outset, the CIs will meet to discuss matters related to project setup including timelines, priorities, risk management approaches, communication frameworks, and reporting requirements. We will systematically review relevant policies and action plans on TC treatment in addition to relevant literature about existing research on frameworks for AOD service delivery, models of care for substance use treatment, and resource allocation in health and AOD service provision. During this stage, the two project officer positions will be advertised and the recruitment process initiated through the lead institution. Human Research Ethics approval will also be sought. 
A comprehensive mapping project will be carried with the 40 TCs that are part of the Australasian Therapeutic Communities Association (ATCA) in Australia. To date, there is very little information about the current service models of TCs in Australia, in addition to the specific monitoring and evaluation tools utilized to assess performance by TCs. In Stage 1, each TC will be invited to take part in an online survey. The key consultation questions and the online survey tool will be developed in the first project meeting held by CIs.
We will write a letter to all CEOs of TCs in the ATCA network to introduce the project. We will also make a systematic review of the public documentation provided by TCs, such as their annual reports. The online survey will be focused on gaining information on the existing TC approaches utilised by different providers, client assessments and performance measures and monitoring tools. The survey will also seek to understand each TCs approach to measuring client progress and how this is fed back into treatment delivery and CQI. Any specific problems with such processes will be sought. The survey does not require TCs to assess their performance or give information related to client outcomes, but is focused on how the organization collects data, makes assessments and engages in CQI processes.  A key aspect of the online survey will be the administration of the TCU Organizational Readiness for Change (ORC) survey, which was developed to focus on AOD organisational traits that predict program change (Lehman et al., 2002). It includes 18 scales covering four major domains – needs and pressures, resources, staff attributes, and climate. The ORC scales are useful indicators of the measured constructs regarding global strengths and weaknesses and are useful for identifying potential trouble spots for program consideration. The results of this survey will be presented at the yearly ATCA conference in 2012 and subsequently formulated into a report and publication.

Stage 2  - (Month 6 to Year 5) Implementation, Support and Continuous Quality Improvement 

This stage of the project seeks to work with 3 TCs to develop an implementation strategy for the development of an effective monitoring system. The CIs have previously worked with the TCs in this study which include Banyan House (NT Darwin), ........PETE PUT YOURS IN HERE. As, this project involves a significant amount of investment in time and resources by the TC, the specific criteria for inclusion in this study is the previous experience of the TCs in working with the CIs in trialing the CATs and their own strategic aims to develop CQI processes. While it is the intention of this project to disseminate the study findings to all TCs in Australia, it is important that this projects supports a small number of TCs in order to provide an in-depth analysis of the key processes that best support the implementation, support and CQI of client progress measures. This project does not attempt to be representative of all TCs in Australia, but rather follows a participatory action research model with regards to project development, implementation and dissemination. 
In Stage 2, a number of different processes will occur leading to the implementation of the CATs and collection of client progress data. As TCs will have significant input into this process, what is contained here maybe subject to change. Meetings with key project personnel will occur on a monthly basis via teleconfence with face-to-face meetings and training sessions with the relevant CI’s (bi-monthly) and PRPs (monthly).

Planning for compliment of measures (Month 6 month).

CIs and PRPs will meet with CEOs and staff managers of the three TCs to discuss the client assessment instruments, provide information about the international literature and to share knowledge about their TC approach. Findings from the independent trials will be presented by CIA and CIB and experiences working with the CATs will be shared by the TCs. The project plan and timeline will be discussed and organised in detail. Client assessment protocols will be developed and risk management strategies formulated. A database system will be shared amongst the TCs for the purpose of recording the results from the CATs, which will also have the capacity for staff to make their own reflections on the tools. 

Statistical Analysis

NEED HELP HERE…….

Training (Month 10)

Although there is surprisingly little empirical research published on key elements of training (Fixsen et al., 2005), there is general agreement about the importance of having practical knowledge and understanding about an innovation as well as having opportunities to practice its delivery.

CIA and CIB will conduct training in the three TC sites on the use of the CATs and to discuss with staff potential barriers. Databases will be created onsite with training for all staff. This stage will pay attention to staff perspectives about client assessment instruments with specific focus on (1) how relevant it is to their needs; (2) its accessibility, including location and scheduling; and (3) educational or credentialing benefits.

Adoption (10-12 month)

Following training, the next crucial step involves adoption. Adoption is defined as a two-step activity involving decision-making and action taking. The decision to adopt an innovation takes several considerations into account. These can be illustrated by three issues commonly found in the literature. First, there must be leadership support, both at the formal and informal levels. Such support is crucial for gaining and sustaining the innovation’s visibility, resource allocations, performance feedback, and endurance (Klein et al., 2001; Sirkin et al., 2005). Train the trainer sessions will be conducted with senior staff so that ongoing training will occur in each site. The database will have the capacity for staff to make reflections on the project process and regular meetings will be held in each TC with the CEO to gather their feedback and concerns, which will in turn be addressed to the CIs.

Second, the client assessment instruments should be viewed as having the overall quality and utility necessary for applications in ‘real world’ treatment settings, based on the adequacy of training and how well the innovation materials appear to serve prevailing client needs (Gotham, 2004). It may require adjustments in language or types of examples to fit the setting, although this does not imply that matters of fidelity can be compromised. 

Third, the client assessment instruments should be viewed by frontline staff as having adaptability for meeting specific nuances of the treatment applications and setting (McGovern et al., 2004). It must be compatible with other materials and fit with existing values within the treatment program (Klein & Sorra, 1996; Rogers, 2003), as indicated by staff interests in further training or involvement of fellow counsellors. Following the decision to adopt, at least one month will be allowed for a trial period for staff and clients to form opinions about its application. The timing of the administration of the CATs will be negotiated with the TC and a standard format applied based on previous experiences and assessment protocol. Feedback will be sought through staff meetings and staff will in turn seek feedback from clients during session times. Examples of some considerations are as follows. First is the issue of capacity and proficiency of the assessment tools in meeting preliminary expectations? Second, have there been satisfactory preliminary results and feedback from those involved? And third, have there been any forms of resistance, including both the active and passive barriers to change and how were they managed?

Implementation and CQI (Year 1 – Year 5)

The next major stage of Stage 2 is implementation. This builds on and extends directly the brief trial phase discussed above. Over the trial phase, the value of the CATs has to be proven. Empirical evidence and feedback will be provided by CIs, alongside with staff and client reflections. Besides being effective, an innovation must be feasible within a program’s context. Are the instruments affordable over time in regard to ongoing staff resources (including training needed to maintain fidelity) and financial requirements? At the organizational level, factors such as motivation, resources from program management, staff attributes, and program climate play a role in determining long-range implementation, along with financial resources. 

Workshops will be held at each TC to initiate a program of CQI as part of the implementation phase, ensuring that outcomes from the results of the CATs are fed back into program development.  The CQI process will follow the process outlined by Lambert and colleagues (2006) and will involve six main steps including: Step 1: Define Area(s) for Improvement; Step 2: Identify All Possible Causes; Step 3: Develop CQI Action Plan; Step 4: Implement CQI Action Plan; Step 5: Evaluate Measurement Outcome for Program Improvement and; Step 6: Standardize CQI Process. CIA will lead this process with the CI located in the region of the TC. Yearly project meetings with key personnel from the TC and the CIs will be timed to coincide with the ATCA conference, enabling all personnel to contribute to conference papers.
Stage 3  (Year 2 to Year 4) Outcomes and evaluating the treatment experience
An important part of this project is to gather client perspectives about their experience in the TC. Interviews and participant observation will be conducted at each TC to investigate client and staff experiences. Specific attention will be made to how staff utilise the CATs as part of program delivery and clients will be interviewed to discuss their own thoughts and beliefs about their own progress in relationship to the TC domains. Data will be collected and stored with their client assessments. Qualitative methodologies, such as participant observation and semi-structured interviews, provide understandings of the framework of locally valid categories of experience, meaning and behaviour (Weiss 1994). This includes both explicit and tacit information, recognising that social processes and individual decisions can be based on unarticulated contextual understandings (Armitage and Hodgson 2004). The inclusion of such methodological approaches, in the design and implementation of standard evaluation projects, is essential in advancing understanding of what Bouffard and colleagues describe as the ‘true nature of programmes’ (2003, 106). Preliminary results from the trial of the instruments indicate that client make progress in some areas (program participation) but not others (psychological) while they are in treatment. The reason for this is unclear and it is necessary to collect data from clients to understand these quantitative results. 
Qualitative Analysis – The data from the semi-structured interviews and participant observation will stored and coded in a project NVIVO file. Coding will take place by the CI and project officer who conducted the research and this will be coded for reliability by a second CI. The coding will be formulated into a set of themes, which will be discussed at workshops with the TCs.

The second component of Stage 3 is to follow up where possible with clients who have left the TC during the study period to assess whether client outcomes can be related to their performance on the client assessment instruments. This is an important component of this research as it allow for the CI and TC staff to assess whether the CATs have some predictive value. 

Stage 4 (Year 5)

In this final year, the TC will work to fully integrate the CATs and to work with CIs to ensure that results are feedback into CQI processes. While data will be analysed through the project in this year, the findings from all TC sites will be synthesized and key findings developed into a set of protocols concerning the integration of client assessment instruments into everyday treatment delivery. Feedback and input will be sought from other TCs, by the CIs and TCs in this project holding a workshop at the ATCA conference in 2017. Remaining academic papers will also be finalized and published.

Expected outcomes of the research project 

The outcomes of this project include a number of components. 

· Close collaboration and knowledge sharing between a group of TCs in Darwin, Sydney and Canberra with dissemination to the broader ATCA network

· Better understanding of the range of assessment tools utilized by TCs in Australia and TC’s readiness to engage in service delivery improvements

· Capacity building of TCs to effectively report on their outcomes and provide a more responsive service provision

· Increased understanding of client progress in the TC environment and its relationship to outcomes

· Development of an effective set of client assessments that report on the TC domains of treatment
· Better understanding of client experiences in the TC context
· Contribution to policy and AOD guidelines concerning ‘what works’ in TC treatment

OUTCOMES AND SIGNIFICANCE 

Recently there has been an increasing call for evaluation designs that capture the complex effects of the range of treatment services offered by AOD treatment agencies, such as TCs (Chenhall 2008). Standard experimental designs utilising control groups to test program effectiveness have been viewed as problematic for a number of reasons (Frankel 1982; Emmanuel and Miller 2001; Armitage and Holder 2004). There are ethical issues related to withholding treatment to control groups for disadvantaged populations affected by substance misuse (Armitage and Holder 2004). There are also difficulties in determining outcomes that suit all treatment approaches (Frankel 1982).  There is increasing recognition that what happens during treatment is vital to positive client outcomes following residential treatment (Kressel et al., 2000). However, we know very little about what happens in treatment, nor how organizations can measure client progress through treatment. Knowledge about the essential aspects of TC treatment would help understand what is most effective in supporting people with AOD problems in their recovery. This project is significant in that it will improve understanding of the essential elements of TC treatment, support organizations to measure client progress through treatment, train staff in the management of client progress data sets, and establish continuous quality improvement methodologies for TCs in order to improve service delivery. The significance of this project is innovative in that this is the first time that client progress in TCs has been measured in Australia by a collaborative team of researchers who have worked extensively in the AOD field with TC staff and clients. Expected outcomes will include publications in A1 listed international journals, conference presentations and guidelines on the results and methodological process of the study. Specific attention will be paid to dissemination through the ATCA network through workshops and presentations at the yearly conference, as well as to international conferences such as the World Federation for Therapeutic Communities.
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Track Record – CIA CHENHALL

Since completing my PhD at the London School of Economics in 2002, I have been working in the field of AOD misuse and treatment and have established a strong reputation in the field with two books and over 15 peer-reviewed articles. In the last five years, I have presented at eighteen national and international conferences and participated in several training workshops, related to AOD issues. I have worked closely with AOD organisations, both Indigenous and non-Indigenous, and my NHMRC Postdoctoral fellowship between 2005-2009, worked with a number of residential treatment centres examining treatment approaches and evaluation designs. My breadth of expertise is also evident in the number of grants and projects I am involved in as CI. This includes projects that examine sexual health, youth gangs, education as well as international experience with projects related to alcoholism and treatment in Japan. This broad experience, with a specific expertise in the area of residential AOD treatment, has enabled me to participate in a wide range of forums. The strength of my projects is in the relationship between the partners and chief investigators who take an equal role in developing research priorities and methodological approaches. 

Research Contributions

I have made a number of research contributions in the AOD field. My book, published in 2007, titled Benelong’s Haven: Recovery from Alcohol and Drug Misuse in an Indigenous alcohol and drug treatment centre was the first ethnographic study of life in an Indigenous residential treatment centre. It received excellent reviews and was received particularly well within the Therapeutic Community network. In 2005, I was awarded an NHMRC training fellowship in Aboriginal and Torres Strait Islander Research to undertake a study concerning ‘best practice’ approaches for the evaluation of Indigenous AOD treatment centre. This was the first participatory study of its kind and involved close collaboration and participation with five different residential treatment centres in Australia. My skills and expertise in project management with a number of different community based organisations was significantly enhanced through this project. During this time, I was also working on a number of national projects such as the National Drug Law Enforcement Fund project on Benzodiazepine and pharmaceutical opiate misuse and their relationship to crime.
I am also currently working on a number of projects related to Indigenous substance misuse, including a Beyond Blue funded projects on mental health and substance misuse, an Australian Research Criminology Project on youth gangs and substance misuse in a remote Aboriginal community in the Northern Territory and an ARC linkage project on Indigenous youth sexual health and risk in the Northern Territory, South Australia and Western Australia.  I am also conducting research into Indigenous youth and solvent abuse with a current collaboration with Canadian and New Zealand Universities to develop effective strategies for the effective treatment of solvent abuse, alongside research that examines Indigenous youth identity.

My experience extends beyond substance misuse and I have been CI on projects related to tuberculosis control (Westcare), chronic disease management (NHMRC project grant) and Indigenous education (ARC linkage grant). In 2007, I co-edited the Social Determinants of Indigenous Health, the first book to present implications of a social determinants perspective to Indigenous health, bringing together Australia’s experts in the Indigenous health field to contribute to the volume.

I have significant experience overseas having completed a Japan Society for the Promotion of Science Post-doctoral fellowship in 2006-2007 on alcoholism, self help groups and treatment in Japan. This has led to subsequent projects awarded by the Academy of the Social Sciences in Australia on the subject of alcohol and treatment in Japan. 

Another area of expertise has been in the area of evaluation. These include evaluations of the Victorian AOD treatment system (Victorian Government), Alcohol Management Plans in the Northern Territory (NT Government), an evaluation of Indigenous specific AOD services in New South Wales (Office for Aboriginal and Torres Strait Islander Health and NSW Health), and a review of New Approaches to preventing Aboriginal and Torres Strait Islander alcohol and substance misuse (Queensland Health).

I have a high level of project management skills and my experience as CI on a number of projects has enabled me to develop significant experience in the management of multi-site projects on complex topics.

Research Partnerships and Community Engagement

My research relationship with various organisations and communities has involved the provision of training and information in the form of in-service talks and research support. It is through such service that the majority of my research activities have been formulated as partnerships between organizations/communities and experts in the field. My current projects closely follow a participatory action approach with stakeholders involved in all stages of the research. For example, a current ARC Linkage Project focusing on Indigenous youth and sexual health has 26 different government, non-governments and community partners, all of whom contribute to the research processes in key national workshop forums.

Leadership

I currently hold a number of leadership positions in Australia and the Asia-Pacific, including being an Executive Council member of the Australian Society for Alcohol and other Drugs (APSAD) and the Asia-Pacific Society for Addiction and Alcohol Research (ASPAAR). I currently hold adjunct position at the Menzies School of Health Research, Charles Darwin University and the University of Queensland. In 2009, I co-ordinated and convened the APSAD conference in Darwin, which had over 500 attendees. I managed and chaired all the committees associated with the conference and program development. For APSAD, I was instrumental in gaining financial support for an Aboriginal and Torres Strait Islander Achievement Award for Excellence in Drug and Alcohol Work.

In 2010, I established an AOD network of experts at the University of Melbourne. This network of senior academics, postgraduate and health providers, provide training in the form of short courses to postgraduate students and others, deliver lectures at seminars and conferences and collaborate on various projects. I am also the Teaching and Learning Portfolio Leader in the Centre for Health and Society, Melbourne School of Population Health.  The Portfolio Leader is responsible for developing strategic initiatives in the School and engages with University level policy and processes. As part of this role, I sit on a number of teaching and learning committees.

Mentoring and Supervision

Since commencing my position at the University of Melbourne in 2010, I have supervised three masters and six PhD students. As part of my project work, I currently supervise and mentor four staff who are working as project managers and officers I am highly committed to recruiting and mentoring students in the substance abuse field. I currently teach into the Masters of Public Health and Masters of Health Social Sciences at the University of Melbourne in subjects such as Social Science Research Methods, Alcohol and other Drugs and Medical Anthropology.

Track record-CID SENIOR

Research contributions

Many of the research projects that I am involved in have a strong focus on substance misuse, these include a project investigating sexual health of Indigenous youth, a project looking at the dynamics of gangs in Port Keats and projects on community violence in western NSW. I have also been involved in the evaluation of several substance misuse initiatives. I have a strong interest in clients own stories of their pathways to treatment and their experiences and aspirations regarding treatment. In collaboration with Richard Chenhall, I conducted a pilot study investigating the utility of an individualised quality of life measure to explore and understand client experiences of residential drug and alcohol treatment. 

I am involved in several existing projects, which focus on adolescent health and well-being. I am the chief investigator of an ARC project entitled “Our lives: Culture Context and Risk: socio cultural influences on the sexual health of Indigenous young people”. I was asked to develop this project by the Sexual Health and Blood Bourne Diseases Unit of the Department of Health and Families to address the deficiencies in our knowledge of the sexual motivations and behaviours of Indigenous youth.  This project attracted the interest of the South Australian and Western Australian Departments of Health, and they provided funding for the project to be also carried out in WA and SA. 

I am also the chief investigator of a project examining the dynamics of gangs in the Port Keats region, this three year project is funded by the Australian Institute of Criminology and the NT Department of Justice. Research for this project is well advanced and the project manager has presented several conference presentations. 

I am also the Chief investigator on a project entitled “Studio 34”. This project examines ways to engage with young people, through music and art, to develop more effective and appropriate health promotion messages. This project is currently being run in the Darwin region, primarily through the senior schools and colleges, but we have been invited to develop the project for Borolloola and other remote communities. 

In 2007, I was approached by a team from the University of NSW to be a chief investigator on an NHMRC project examining community violence in far western NSW. The project was originally conceptulised as an epidemiological study of violence and its precursors. However, after discussion with the community, it was decided that a more qualitative approach was needed and I was asked if I could lead this process. I was involved in setting up a large qualitative study in the three communities and undertaking a series of focus groups and in depth interviews. I then was responsible for training the local project managers and the Staff of Maari Ma Health Services in qualitative research methods.  I then provided advice on the development of items in an epidemiological survey. I am currently involved in overseeing the final analysis of data and preparing publications.

As the head of Substance Misuse Research at the Menzies School of Health Research, I lead the evaluation of the Alice Springs Alcohol Management Plan. I was also involved in projects investigating the proliferation of drinking camps outside of urban settlements in the Northern Territory. 

Research partnerships and community engagement

The development of strong partnerships with communities has always been integral to my research. From 1999-2004 I was involved in a social impact study of an Aboriginal community in South East Arnhem Land. I developed a range of strategies to maximise community involvement and direction in the project, including training local people to undertake research positions and developing a community newspaper. I continue to maintain relationships within the Indigenous communities that I have worked in. Subsequently I have also worked closely with Maari Ma Health in Broken Hill, in a collaborative study of community violence.

Much of my work has also involved developing research partnerships with Government and non-Government agencies. The Culture, Culture and Risk Project, which I am CI1, has 26 partners and the development of the grant involved close and ongoing liaison with various Government departments over a period of nine months.I have also been involved in evaluation work for Government, which again has required the development of an ongoing relationship over significant period of time.

Leadership

In my role as a Senior Research Fellow in youth health, I have been given the responsibility for developing the youth health focus of research at Menzies. I have been involved in understanding the range of youth focused research currently being undertaken at Menzies, for developing new collaborations to undertake research projects (for example with the Burnett Institute), developing new projects to submit for competitive funding and organizing a workshop to explore research possibilities with key stakeholders as well as showcase the research Menzies is already undertaking. I have also been exploring ways to effectively engage young people in our research. I have visited many of the schools in the Darwin region to talk about our projects and was a participant in the Menzies open day. As a result of this, we have a list of young people who are interested in being involved in our activities, such as participating as a youth forum at the workshop.

In my role as Head of Substance Misuse, I was required to liaise on a regular basis with the Department of Justice, to discuss the on-going evaluations of the alcohol management plans and the develop future research activities. Through these discussions, I was able to negotiate extra funding for the substance misuse project, including $100,000 to undertake research into the dynamics of drinking camps.

In my role head of the Education and Training Division at the Menzies School of Health Research, I represented MSHR at the Australian Network of Academic Public Health Institutions (ANAPHI). This network meets to discuss collaborative approaches to public health education and to decide on the core competencies for public health work education. From 2008-2009 I was on the executive of this group, representing public health education in the Northern Territory.

As Education and Training Division leader, I was part of the Menzies executive and participated in monthly executive meetings as well as strategic planning exercises.

Mentoring and supervision.

Since undertaking my position at the Menzies School of Health Research in 2005, I have supervised 1 Masters student, 4 PhD students (2 as primary supervisor) and one professional Doctorate Student through to completion. I am currently the primary supervisor of three PhD students.

From 2007, I have been involved in a NHMRC funded research project looking at community violence in far west NSW. Maari Ma Health in Broken Hill are partners in the research. Part of my role as a chief Investigator has been to provide training to local Indigenous health workers. I have delivered courses on qualitative research and in depth interviewing and have mentored several Indigenous researchers during my involvement in this project.




