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[bookmark: _Toc47569855][bookmark: _Toc47569890][bookmark: _Toc47569925][bookmark: _Toc61288762]Executive Summary
[bookmark: _Hlk47988498]The body of evidence for treatment of opioid use disorder (OUD) strongly supports opioid agonist treatments (OAT) to improve patient retention in care, reduce morbidity and mortality, and reduce the risk of comorbid infectious diseases. Clinical recommendations include standard clinician support and counselling, alongside OAT options, and evidence suggests many clients with concurrent addictions and unmet mental health care needs benefit from psychosocial interventions and structured addictions counselling. Service models are shifting toward an integrated delivery of psychosocial and pharmacological support, although evidence from the Canadian health system about integrated delivery is currently lacking. To address this gap in knowledge amidst an expanding opioid crisis throughout Canada and abroad, 214 publicly-funded and private addictions programs operating in Canada as of 2019 were surveyed on operations, treatment philosophies, attitudes toward the use of OAT, and barriers/facilitators of care provision. A comprehensive summary of the forms of counselling, psychosocial treatment, and other forms of support for clients being treated for addictions was produced, alongside a summary of clientele served and types of addictions treated.
Programs were summarized across several key subgroups and grouped using hierarchical clustering to better understand where specific needs exist, which programs employ safe and effective approaches to addressing opioid addiction, and how these approaches can be used to generate knowledge and improve upon current best practices.
Descriptive analyses suggest that:
Surveyed programs can be delineated into four distinct clusters based on their program’s philosophical definition of holistic recovery from substance abuse. The constituent elements of holistic recovery were reflective of:
1. Achieving abstinence from substance use
2. Undifferentiated ideology (i.e., improving quality of life for clients is the only stated program aim of significance)
3. Achieving multi-modal abstinence (i.e., achieving abstinence, absence of cravings, and maintaining adherence to personal consumption goals), and
4. Meeting personal goals for substance use
Key differences between these subgroups were that:
· Abstinence programs were: 
· More likely to be designed for men and exclude women and youth
· More likely to offer 12-step programming and residential treatment
· Less likely to employ regulated health professionals
· Undifferentiated programs were:
· More likely to provide work assistance and less likely to provide medication and harm reduction services
· Less likely to self-identify as model programs
· Personal goal programs were:
· More likely to refer clients to another care provider for OAT initiation
Identifying and describing the practices of model programs (n = 60/214, 39%) was a key goal of this project. Model programs were self-nominated and broadly defined as programs that offer safe and effective approaches to treatment of OUD that could be used as a foundational example to develop descriptions of good practice. Additionally, 48% of programs (n=73) indicated that they provide good, but not model, practice; 13% (n=20) reported that they were not meeting their service goals.
Programs in need of additional support were:
· Primarily publicly funded 
· More likely to refer clients outside their organization to initiate OAT, most commonly through informal organizational relationships
· Indicated in 100% of cases that they would be willing to initiate clients on OAT with the appropriate infrastructure
· In need of additional staff and personnel in particular
· Lacking necessary policy and skills training to safely dispense OAT
· Limited by access to necessary supplies only in a minority of cases
Based on these findings, we concluded that expanded use of OAT among psychosocial addictions programs was primarily limited by availability of resources rather than by philosophical misgivings about OAT provision. The vast majority of programs surveyed supported the use of OAT, and those facing barriers expressed a need for additional support in the form of access to knowledgeable, accredited staff, and policy for safely providing OAT to clients. Program philosophy (abstinence versus personal goal setting) and goals for recovery did not appear to be associated with better perceived outcomes for clients. Canadian addictions programs may benefit from the sharing of knowledge and integrated services, thus streamlining clients’ experiences within the health system. Organizations that provided OAT internally appeared to achieve better outcomes than those who were unable to provide OAT and who referred patients elsewhere for pharmacotherapy. Additionally, the development of education programs for existing staff to better support clients with a need for OAT among programs in need of additional support appears key in addressing gaps in treatment. Future research will focus on how model programs can best apply their knowledge and experience to assist programs in need of additional support through strategizing a communal approach to resource management and staff-level education andtraining.
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1
1.1 [bookmark: _Toc43473087][bookmark: _Toc43483100][bookmark: _Toc43483785][bookmark: _Toc47569857][bookmark: _Toc47569892][bookmark: _Toc47569927][bookmark: _Toc61288764]Literature Review
Opioid use disorder (OUD) is a complex illness that affects thousands of Canadians annually. The Public Health Agency of Canada reported that there were nearly 14,000 apparent opioid-related deaths across the country between January 2016 and June 2019, and over 17,000 hospitalizations due to opioid-related poisoning (Special Advisory Committee on the Epidemic of Opioid Overdoses, 2019). Opioid-related mortality rates in Canada have grown from 8.4 to 12.4 deaths per 100,000 between 2016 and 2018, and over 80% of accidental opioid-related deaths in 2019 involved fentanyl or fentanyl analogues, up from 54% in 2016 (Special Advisory Committee on the Epidemic of Opioid Overdoses, 2019). This pattern of growth is spurred both by a greater number of individuals misusing prescription opioids, and the increasing toxicity of illicit street drugs. In response to the rise in opioid-related harms, costs, and deaths, there has been an overall decrease in the number of people receiving opioid prescriptions since 2013; however, Canada remains the second-highest consumer of prescription opioids worldwide, at nearly 1 in 8 people (Canadian Institute for Health Information, 2019).
Treatment for OUD in a clinical care setting is dependent on a complex set of variables that collectively inform when, where, and in what form treatment is initiated, including any co-occurring conditions, treatment history and responses to treatment, socio-cultural factors, and access to specialized care (CRISM, 2018). Research on treatment of OUD with psychosocial treatment alone is surprisingly limited in quantity (Wild et al., 2020). In constrast, evidence strongly supports the use of opioid agonist treatment (OAT) for patient retention, reducing morbidity and mortality, and/or reducing the risk of comorbid infections in various contexts (CRISM, 2018). Buprenorphine-naloxone is recommended for first-line treatment due to a milder profile of adverse events, lower risk of overdose and drug-drug interactions, and less restrictive prescription policies, allowing for earlier provision of take-home doses and greater flexibility in developing treatment strategies (BC Coroners Service, 2017; Chou et al., 2014; CRISM, 2018). Methadone is recommended for those who respond poorly to buprenorphine andnaloxone, and may be indicated depending on such factors as comorbidity, drug-drug interactions, treatment history, severity of withdrawal and/or dependence symptoms, and patient preference (CRISM, 2018).
While pharmacological treatments for OUD are effective, standalone withdrawal symptom management is an ineffective modality for treatment, with some form of comprehensive care and treatment planning alsobeing recommended (American Society of Addiction Medicine, 2013; CRISM, 2018; Kampman & Jarvis, 2015). At minimum, OAT should be delivered alongside standard clinician-level medical support and unstructured counselling. Evidence is mixed regarding whether linkage to structured psychosocial treatment for OUD improves treatment outcomes (Amato et al. 2011; Dugosh et al., 2016). A 2011 systematic review of 35 RCTs found that among clients treated for opioid dependence, provision of psychosocial treatment interventions alongside pharmacological treatments did not improve abstinence rates, retention in care, or adherence compared to standard of care with OAT maintenance alone (Amato et al., 2011). Pooled results of stratified analyses did not reveal any significant benefits or harms for any of the included evidence-based psychosocial interventions (Amato et al., 2011). A more recent review from 2016 concluded that research of optimal combinations of psychosocial treatment options may be beneficial for certain client populations (Dugosh et al., 2016). Notably, clients with comorbid addictions and mental health conditions may benefit from psychosocial interventions (Hunt et al., 2013; Klimas et al., 2014; Roberts et al., 2016). An expanded understanding with higher quality evidence is required to optimize support for individuals with concurrent disorders, who typically represent the most vulnerable populations.
Traditional “rehab” facilities are increasingly shifting the focus of their treatments from abstinence-based models toward an integrated care approach. Where once OAT and residential treatment facilities were considered incompatible, a growing number of residential treatment sites in Canada offer an expanded suite of psychosocial, harm reduction, and pharmacological services, including medical management with OAT (Chen et al., 2009). Evidence demonstrates that integrated treatment models in a residential care setting are an effective means of treatment for OUD, particularly for those managing polysubstance use (Greenberg et al.,2007; Roozen et al., 2004; Sorensen et al., 2009).
The growing opioid crisis has challenged the Canadian health system to enact rapid and actionable policy response to support prevention, treatment, harm reduction, and enforcement through a foundation of evidence-based initiatives. Among the primary goals of this approach are improving evidence for psychosocial and recovery-based treatment options, particularly in integrated care environments where there is a critical gap in access to effective first-line treatment options (Spithoff et al., 2019). To adequately address the opioid crisis, a holistic understanding of existing treatment options and gaps in care for those most vulnerable is required, in addition to an evidence-based definition of best practices for psychosocial and recovery-based care. Current research of psychosocial interventions to support individuals with OUD is limited, and additional investigations are required to fully understand potential effects of non-pharmacological treatment options with attention to those factors critical for their successful implementation (Wild et al., 2020).
1.2 [bookmark: _Toc43473088][bookmark: _Toc43483101][bookmark: _Toc43483786][bookmark: _Toc47569858][bookmark: _Toc47569893][bookmark: _Toc47569928][bookmark: _Toc61288765]Scope and Purpose
The rationale for this project, in part, reflects the reality that there are “two worlds” of treatment services for OUD in Canada and elsewhere: specialized addiction treatment and recovery services that provide a variety of non-pharmacologic psychosocial interventions across a range of settings (outpatient, day programs, residential programs) and specialty OAT programs that provide both methadone and buprenorphine, usually in outpatient medical services. Individuals in some communities can access either or both options, whereas many other communities have limited access to OAT. Until recently, these two worlds operated largely independently, but the opioid crisis has both increased recognition of gaps between these services and facilitated a shift toward integration in some areas of the country. However, at present we do not have a comprehensive understanding of the current status of the treatment of OUD within the psychosocial treatment system. The purpose of this study was to enumerate and describe facilities currently operating in Canada that provide treatment for individuals with OUD.
The TOPP survey was designed to provide practical information on current services, gaps, perceived barriers, and attitudes. The conduct of the survey and the early presentation of key findings (described below) is intended to acquaint providers with best practices that might enhance service effectiveness. Description of model programs will also serve a similar role in encouraging providers to consider program enhancements. A variety of implementation projects that incorporate the TOPP findings as well as the work completed in other CRISM Emerging Health Threat project themes (e.g., Expanding Access to OAT, Peer Engagement and Networking, Withdrawal Management Strategies) will be developed to increase knowledge and use of best practices.
Through the survey and from stakeholder input, examples of model programs with safe and effective approaches to the treatment of opioid use disorder were identified.  “Good practice” descriptions will be developed through key informant interviews and in-depth case studies in the second phase of TOPP. These models will include OAT integrated, collaborative, and supportive programs as well as programs providing only psychosocial treatments. The survey results and model programs will provide the basis for developing implementation plans for improving the treatment of individuals with opioid use concerns, based upon service gaps, attitudes, barriers, and the perceived needs of programs. The implementation of these plans will be conceptualized and assessed using the Consolidated Framework for Implementation Research (Damschroder & Hagedorn, 2011) in order to maximize its reach, immediate impact, and longer-term value in future program development. Through surveys and identification of model programs, this report summarizes the findings from the first phase of TOPP, with findings from the second phase related to good practice objectives set to follow in a subsequent report.
1.3 [bookmark: _Toc43473089][bookmark: _Toc43483102][bookmark: _Toc43483787][bookmark: _Toc47569859][bookmark: _Toc47569894][bookmark: _Toc47569929][bookmark: _Toc61288766]Objectives 
The primary objectives of the TOPP project were to:
· [bookmark: _Hlk47587304]Develop a comprehensive understanding of how opioid use disorder is treated currently in psychosocial addiction treatment and recovery programs across Canada;
· Describe attitudes and philosophical beliefs of psychosocial treatment providers toward OAT and other harm reduction interventions
· Embedded in this goal is a specific aim to generate program groupings using hierarchical clustering based on holistic treatment aims of programs participating in TOPP and provide descriptive analyses of each;
· Describe the current use of OAT within these programs as well as support for clients wishing to use OAT concurrently with their involvement in psychosocial programs;
· Describe perceived program-level and individual-level barriers towards integrated OAT + psychosocial treatment; 
· Identify current gaps or perceived needs in psychosocial treatment and recovery programs for opioid use disorder;
· Identify types of outcomes (if any) routinely collected to document effectiveness of the treatment of individuals with opioid use disorder in psychosocial treatment and recovery programs.
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[bookmark: _Toc61288767]
Methods
[bookmark: _Toc43420567][bookmark: _Toc43424102][bookmark: _Toc43425619][bookmark: _Toc43472932][bookmark: _Toc43472995][bookmark: _Toc43473091][bookmark: _Toc43481819][bookmark: _Toc43482110][bookmark: _Toc43482170][bookmark: _Toc43482291][bookmark: _Toc43482323][bookmark: _Toc43482379][bookmark: _Toc43482420][bookmark: _Toc43482452][bookmark: _Toc43482489][bookmark: _Toc43482669][bookmark: _Toc43482880][bookmark: _Toc43482912][bookmark: _Toc43482944][bookmark: _Toc43482976][bookmark: _Toc43483008][bookmark: _Toc43483040][bookmark: _Toc43483072][bookmark: _Toc43483104][bookmark: _Toc43483184][bookmark: _Toc43483216][bookmark: _Toc43483290][bookmark: _Toc43483322][bookmark: _Toc43483368][bookmark: _Toc43483435][bookmark: _Toc43483467][bookmark: _Toc43483789][bookmark: _Toc47569861][bookmark: _Toc47569896][bookmark: _Toc47569931][bookmark: _Toc61288768]Study Design
TOPP was designed as an observational, cross-sectional, nation-wide survey study that employed both quantitative and qualitative components. An online survey platform (Qualtrics©, Provo, UT) was used to administer the survey, distribute follow-up communications, and collate responses. This approach was chosen to reduce burden on respondents, maximize reach, and automate response documentation. Surveys, recruitment,follow-up materials, and informed consent documents were available in both English and French. The study was approved by the University of Calgary Conjoint Faculties Research Ethics Board (Certification #REB18-2067), and any necessary institutional review boards for conducting research in a clinical health setting.
Administrative approval of the TOPP survey was considered on the basis of provincial and health region regulations. Certificates of approval were obtained in British Columbia (for programs operating under BC Mental Health & Substance Use Services), Alberta (via 1) Alberta Health Services Provincial Research Administration; 2) the Northern Alberta Clinical Trials and Research Centre for the Edmonton Zone, and 3) Covenant Health Research Centre for programs operating as part of the Covenant Health network, Quebec (at both the provincial level via the Centres Intégrés Universitaires De Santé Et De Services Sociaux and on a per-site basis where administrative approval is required). Additional review processes were required, and approval obtained, for the Nova Scotia Health Authority and for privately-operated program networks.
[bookmark: _Ref31193913][bookmark: _Toc43473093][bookmark: _Toc43483106][bookmark: _Toc43483791][bookmark: _Toc47569862][bookmark: _Toc47569897][bookmark: _Toc47569932][bookmark: _Toc61288769]Program Selection and Recruitment
Respondents for the study included program managers, clinical and executive directors, health services administrators, and clinical coordinators employed by private and public health specialty addiction treatment organizations located in Canada. These survey participants were considered key informants, that is,  representatives of their respective psychosocial treatment programs. Psychosocial treatment programs, in this case were defined as specialty programs that provide non-pharmacological treatment for individuals with substance use disorders. Treatment was broadly defined and included recovery-oriented treatments as well as those which focus solely on reduction or elimination of substance use (Recovery from Addiction in Canada, 2017). Programs were operationally defined as a suite or collation of services offered to clients for mental health and addiction issues, either directly or in coordination with other health interventions (e.g., pharmacological treatment) and/or referral to other care specialists.
[bookmark: _Toc43473094][bookmark: _Toc43483107][bookmark: _Toc43483792][bookmark: _Toc47569863][bookmark: _Toc47569898][bookmark: _Toc47569933][bookmark: _Toc61288770]Inclusion and Exclusion Criteria for Programs and Services
TOPP included any privately-, publicly-, or partially publicly-funded treatment programs operating in Canada that satisfied the definition of a psychosocial treatment program outlined in section 2.2, and which employed two or more full-time equivalent care providers at the time of the survey. Models of service that operated on a fee-for-service basis, such as independently practicing physicians and mental heath practitioners, were excluded from the study, as mapping these services on a national scale was not feasible.
The following service types were excluded from TOPP, to minimize overlap with other CRISM initiatives:
· [bookmark: _Hlk25232389]Programs that provided treatment services for opioid use disorder to primarily Indigenous populations. (Indigenous clients could be served by participating programs, provided they did not identify as an Indigenous health program);
· Programs that provided only detoxification or withdrawal management services;programs that provided withdrawal management as one arm of a more comprehensive suite of services that included a recovery-oriented component were included;
· Programs that primarily serviced children and adolescents (<16 years of age);
· Programs that exclusively offered the following services were excluded:
· primary care services, specifically primary mental health care services that did not include specialized addictions counselling;
· transitional housing services that did not include a therapeutic or recovery component;
· programs that primarily provided harm reduction services, such as safe consumption sites;
· programs in each province and territory were included, except for the Northwest Territories and Nunavut. Local representatives indicated that no program operating in these jurisdictions would satisfy inclusion criteria for the study.
[bookmark: _Toc25923575][bookmark: _Toc43473095][bookmark: _Toc43483108][bookmark: _Toc43483793][bookmark: _Toc47569864][bookmark: _Toc47569899][bookmark: _Toc47569934][bookmark: _Toc61288771]Sampling Frame: Mapping of Programs and Services
Comprehensive lists of programs operating in each included province and territory were compiled by members of the research team in collaboration with policy leaders for mental health and addictions in each respective jurisdiction. In most provinces, lists of services and a representative manager for each program was identified in consultation with regional health authorities and collated on a provincial scale. National networks of private treatment providers were also generated through personal communications between the study team and executive representatives of these networks. These lists were supplemented, where applicable, through online scans of program databases and snowball nomination. As one of the key objectives of the TOPP project was to enumerate and identify programs currently operating on a national scale, we note that the sampling frame of eligible programs is available on request.[footnoteRef:2] [2:  Subject to limitations of information sharing imposed by individual jurisdictions, program administrators, and/or research review councils. The authors reserve the right to negotiate any sharing of information on a case-by-case basis as per pre-existing agreements with the relevant administrative bodies.] 

Eligibility for inclusion was assessed through stakeholder consultation, personal communications with organizational management, and existing lists and databases of services provided.
[bookmark: _Toc43473096][bookmark: _Toc43483109][bookmark: _Toc43483794][bookmark: _Toc47569865][bookmark: _Toc47569900][bookmark: _Toc47569935][bookmark: _Toc61288772]Survey Development
The survey was drafted and piloted in consultation with eligible Alberta-based health service providers and the project advisory group between October 2018 and March 2019. The final version was administered to program correspondents between March 2019 and March 2020. Individuals contacted to participate in the TOPP survey during system mapping, or who were referred by other individuals within the same organization, were required to be sufficiently knowledgeable of the identified program(s) identified to act as a key informant on behalf of the program itself. For the purposes of analysis, each completed survey was treated as representative of a distinct program or service, and thus we report findings at the level of distinct eligible programs.
Survey material was based in part on existing surveys administered in a Canadian context: the GAP-MAP (Gap Analysis of Public Mental Health and Addictions Programs) survey of programs and services (Wild et al., 2014); the former Addiction Research Foundation of Ontario (now the Centre for Addiction and Mental Health, CAMH) survey of alcohol and drug agencies in Ontario (1992); and the Life in Recovery from Addiction in Canada survey (Canadian Centre on Substance Use and Addiction, 2017).
TOPP surveyed the range of current approaches to the treatment of individuals with opioid use disorder within psychosocial addiction treatment programs across Canada. Nested within this aim were assessments of current treatment and support practices for patients, admission policies, attitudes, philosophical beliefs about treatment goals and the role of recovery, barriers, perceived program needs, and types of outcomes collected (if any). In particular, the study assessed: (a) types of psychosocial and recovery treatments and supports routinely offered to patients with opioid use disorder, and (b) the extent to which programs provide OATs, either directly (i.e., integrated models) or through affiliations with separate OAT services (collaborative models), as well asprogram support of clients receiving OAT (e.g., supportive models that accept referrals of clients who are receiving OAT, but do not offer the service). Survey material is appended to this report as Appendix A.
The survey contained a total of 87 items split across 10 sections, in addition to an optional post-survey section containing four items to assess self-identified model program features, and two items to solicit feedback on the survey experience. Items were grouped by content similarity into the following sections:
1. Program and respondent identifiers (e.g., catchment areas served, program name, organization(s) the program reports to) [9 items]
2. Treatment details such as substance and behavioural addictions treated, specialized treatments for clients with OUD, and beliefs and practices regarding clients with co-occurring addictions [9 items]
3. Affiliation with OAT programs, policy and practices with regards to OAT administration, barriers and facilitators of providing OAT on-site [13 items]
4. Policy and practices related to provision of take-home naloxone kits [8 items]
5. Program operations such as client groups served and bio-sample testing [9 items]
6. Forms of services and therapy rendered [2 items]
7. Estimates of clientele served during a (typically one-year) reporting period [14 items]
8. Philosophy and goals of psychosocial treatment services [8 items]
9. Admission and discharge policies [8 items]
10. Outcome monitoring and follow-up procedures [7 items]
11. Optional questions related to model program status and survey experience [6 items]
[bookmark: _Toc61288773]Survey Procedures
Through TOPP, managers of treatment programs were identified and contacted by email. In most jurisdictions, survey procedures followed a two-step process:
1. An initial brief email introducing  the purpose of the study and inviting managers to participate. The email also gave managers the opportunity to request further information on the study and survey itself. This was followed-up, upon expression of interest, with
2. A more informative and comprehensive communication including a thorough description of the project, and a link to informed consent documentation followed by the survey itself. A copy of the informed consent documentation in English is attached as Appendix B.

 This two-step process was shown during the project’s initial phase to be an effective means of facilitating the exchange of information, encouraging participation, and reducing the overall burden placed on managers to read through a lengthy study description without their implied consent.
[bookmark: _Toc43473097][bookmark: _Toc43483110][bookmark: _Toc43483795][bookmark: _Toc47569866][bookmark: _Toc47569901][bookmark: _Toc47569936][bookmark: _Toc61288774]Exceptions to System Mapping and Surveying
The procedure to administer surveys in Alberta and Quebec was amended to comply with provincial health organization’s regulations for conducting research in a health care setting. Compilation of lists of potentially eligible programs was similar to other provinces. Surveys in Alberta were distributed by an Alberta Health Services representative for each of the province’s five health regions. Compiled lists of eligible programs were distributed to those administrators who contacted potential respondents on the research team’s behalf. A list of potentially eligible programs was not provided for Quebec, which was to be developed in consultation with the individual health regions. This process, and the process for distributing surveys in Quebec, was partially interrupted by the coronavirus disease  (COVID-19) pandemic. During the process of obtaining institutional approvals, all research was halted that did not directly relate to the pandemic, resulting in a delay in receiving Quebec surveys. 
[bookmark: _Toc43473098][bookmark: _Toc43483111][bookmark: _Toc43483796][bookmark: _Toc47569867][bookmark: _Toc47569902][bookmark: _Toc47569937][bookmark: _Toc61288775]Data Analysis
Survey data were collated, analyzed, and visualized using the Statistical Package for Social Sciences (SPSS), version 27 (IBM Corp, 2019). For mutually exclusive categorical survey items, results were evaluated as groupwise proportions and reported as percentages unless otherwise noted. Multiple response sets, that is, items for which more than one response could be selected, were reported as groupwise percentages of all programs for whom one or more options were selected, with missing data excluded on a pairwise basis. Continuous data were evaluated using either mean (standard deviation) or median (interquartile range) depending on data normality assessed using the Shapiro-Wilk test.
[bookmark: _Toc25923577]Hierarchical cluster analysis was used to classify programs by means of their long-term client goals. Ward’s minimum variance method was applied to identify clusters of similar programs, with distances measured via squared Euclidian distance between binary values across each variable. A range of solutions from two to six clusters were considered. Subgroup analyses were performed for key program variables to explore in-depth interactions for:
1. 12-step recovery programs;
2. Self-identified model treatment programs;
3. Programs that require the discontinuation of OAT in order to qualify for services;
4. Programs in need of additional support.
These subgroups intentionally overlap with factors chosen for clustering analysis to expand upon key insights and provide depth of understanding for important factors affecting treatment.
Programs identified whether clients with OUD are perceived to experience different outcomes (better, worse, or similar) compared to clients being treated for other forms of addiction. From this, an informative set of variables were considered in a binomial correlation analysis. Potential key variables included special treatment provided for OUD, client retention, policies for admission and initiation of OAT for clients, source of funding, and policies on client outcome monitoring. 
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[bookmark: _Toc43420576][bookmark: _Toc43424111][bookmark: _Toc43425628][bookmark: _Toc43472941][bookmark: _Toc43473004][bookmark: _Toc43473100][bookmark: _Toc43481828][bookmark: _Toc43482119][bookmark: _Toc43482179][bookmark: _Toc43482300][bookmark: _Toc43482332][bookmark: _Toc43482388][bookmark: _Toc43482429][bookmark: _Toc43482461][bookmark: _Toc43482498][bookmark: _Toc43482678][bookmark: _Toc43482889][bookmark: _Toc43482921][bookmark: _Toc43482953][bookmark: _Toc43482985][bookmark: _Toc43483017][bookmark: _Toc43483049][bookmark: _Toc43483081][bookmark: _Toc43483113][bookmark: _Toc43483193][bookmark: _Toc43483225][bookmark: _Toc43483299][bookmark: _Toc43483331][bookmark: _Toc43483377][bookmark: _Toc43483444][bookmark: _Toc43483476][bookmark: _Toc43483798][bookmark: _Toc43473101][bookmark: _Toc43483114][bookmark: _Toc43483799][bookmark: _Toc47569869][bookmark: _Toc47569904][bookmark: _Toc47569939][bookmark: _Toc61288777]Respondents
A total of N = 214 programs were included in final analysis. Figure 1 shows a flow diagram of the sampling and inclusion/exclusion criteria applied. Table 1 provides a breakdown of programs included by province, and Table 2 stratifies programs by CRISM Regional Node. A total of 568 key informants were approached by the research team. An additional 46 individuals were identified via explicit referral, meaning these individuals were not originally part of the system map but were directed to the survey by referral from another individual within the organization in consultation with the research team. Fifty-eight programs were recruited via implicit referral, a snowball sampling method not directed through consultation with the research team, but ostensibly by informants receiving the survey and forwarding the link to another individual to complete. Sixty-eight programs were recruited by health organization officials or representatives of a private organization and were not at any time contacted by the research team. Of these programs, 676 of 698 (97%) represented were deemed eligible for inclusion after clarifying the nature of their services and clientele, while the remainder were deemed ineligible through consultation with one or more key informants.
Of note, TOPP was administered concurrently with another CRISM-funded research initiative, Project Engage, which was directed toward patient care providers (Cowie, 2019). Respondents for Project Engage were recruited by participating TOPP program managers via snowball sampling. For logistical ease-of-use, the two surveys were made available within one hyperlink that could be distributed internally. Respondents were directed toward either TOPP or Project Engage via branching logic within the survey platform. Twenty-two respondents recruited for TOPP mistakenly crossed over into the care provider survey branch and were excluded from TOPP. Other exclusions are noted in Figure 1.
More than one response was noted for five informants, accounting for 11 included programs (5.1%). These responses were assessed for similarity and were found to represent fundamentally different programs operating under the purview of the same individual and were treated as separate data.


[image: ]
[bookmark: _Ref51671957]Figure 1. Flow diagram for program inclusion and exclusion.

[bookmark: _Toc40790170][bookmark: _Ref51671981][bookmark: _Ref51671975][bookmark: _Toc61288805][bookmark: _Toc43473102][bookmark: _Toc43483115][bookmark: _Toc43483800]Table 1. Survey response rates stratified by province.
	Province
	Surveys included (n)
	Eligible programs* (N)
	Response rate
(n/N, %)

	British Columbia
	58
	149
	39

	Yukon
	0
	4
	0

	Alberta**
	27
	N.K.
	N.K.

	Manitoba
	19
	44
	43

	Saskatchewan
	18
	42
	43

	Ontario
	43
	285
	15

	Quebec**
	18
	N.K.
	N.K.

	New Brunswick
	12
	17
	71

	Newfoundland
	5
	19
	26

	Nova Scotia
	8
	29
	28

	Prince Edward Island
	3
	6
	50

	Private Networks***
	3
	23
	13

	Total
	214
	618
	32


*: Defined as number of programs on provincial/territorial contact list and any additional referrals, excluding programs for whom the key informant had an inactivated or otherwise undeliverable email address (n = 42) and programs deemed ineligible (n = 22).
**: Surveys distributed by health organization liaisons; true number eligible and number contacted not known. All included surveys from Alberta and Quebec were assumed to be eligible.
***: Includes pan-Canadian private health networks with local hubs surveyed individually
N.K.: not known; excluded from overall response rate.
[bookmark: _Toc61288806]Table 2. Number and proportion of programs included in each CRISM node.
	CRISM Node*
	Number of programs (n)
	Proportion of total (%)

	British Columbia
	58
	28

	Prairies (Alberta, Manitoba, Saskatchewan)
	64
	30

	Ontario
	43
	20

	Quebec-Atlantic (Quebec, Nova-Scotia, Newfoundland and Labrador, New Brunswick, Prince Edward Island)
	46
	22

	Total
	211
	100


*: Does not include inter-provincial private networks.

[bookmark: _Toc55414709][bookmark: _Toc55415026][bookmark: _Toc61288778]Treatment of OUD in Psychosocial Programs
Most programs (n = 171; 80%) represented urban populations and were funded either primarily or in part by provincial/territorial health authorities (n = 186/197, 94%). Most programs (n = 167) provided services to clients with OUD as both a primary and secondary problem; 13% (n = 28) as a primary problem only, and 5% (n = 10) as a secondary or co-occurring problem only. One program reported that it does not service clients with OUD, but would provide assistance to OUD clients on an urgent care basis. In total, 98% of programs included confirmed that they provide psychosocial counselling and treatment for OUD; the remaining 2% (n = 4) were deemed eligible for inclusion by both inferring the nature of their services from survey responses and via direct communication with program administrators.
Programs were classified into three treatment settings:
1. Non-residential services (n = 128), defined as programs that provide outpatient, walk-in, or non-intensive treatment provided on an unstructured recurring schedule (e.g. 1-2 hours per week for treatment), but which excludes fee-for-service delivery models;
2. Day and evening programs (n = 101), defined as any intensive, non-residential service delivered on a recurring basis, e.g., 3-4 hours per weekday, and
3. Residential programs (n = 100), defined as treatment or rehabilitation services provided in-house, irrespective of whether care is provided short- or long-term.
These groupings are not mutually exclusive, meaning a program could deliver multiple levels of service depending on client needs.
In general, residential programs were more likely to be designed for men compared to other groups. Specifically, 46% of residential programs were designed for men compared to 33% and 40% for non-residential and day programs, respectively. Thus, residential programs were correspondingly less likely to admit women. Youth were also less likely to be served by residential programs compared to other forms of service, partially reflective of TOPP’s exclusion of youth-specific programs. Fifty-two percent of residential programs excluded youth compared to 27% and 32% for non-residential and day programs, respectively. Other client groups were served comparatively across groups. A comprehensive summary of client bases served by each of these respective groupings are shown in Table 3.
Residential programs in the sample were distinguished by a higher rate of representation of 12-step models of service delivery, along with relaxation therapy, cultural programming, and relapse prevention services (Table 4). The majority of programs (99%) featured some form of individual coaching or counselling for addictions, with day programs and residential programs more likely to deliver treatment in a group setting compared to non-residential services.
Treatment for various addictions (Table 5) was consistent across groups for most addictions; the exception was nicotine addiction, which was treated more regularly in more intensive forms of care. Opioid addiction was identified as a major reason for treatment in a median of 23% of client populations, trailing only alcohol (50%) and stimulants (30%) across the entire sample. Cannabis (19%) and nicotine (10%) were treated comparatively less often among non-residential client populations, while other addiction issues were treated in fewer than 10% of cases.
As shown in Table 6, the types of opioids treated among clients were consistent between groups, with the exception of natural opioids being treated more frequently in residential programs (20% of opioid-using clients) than in other groups (median treatment rate of 10% in non-residential and 15% in day programs).
Services rendered in the form of treatment support, that is, outside counselling services,are shown by group in Table 7. Information about other forms of service available to clients was provided by nearly all programs, 96% for both addictions and mental health supports. Other commonly provided services were case management (86%), crisis intervention (81%), and education supports (77%). Withdrawal management services and the provision of medication for mental health and addictions issues were provided proportionally to service intensity, while outpatient counselling services for concurrent mental health needs was provided primarily among the less intensive service models.
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[bookmark: _Ref41040831][bookmark: _Toc43483243][bookmark: _Toc61288807]Table 3. Percentage of non-residential, day, and residential programs providing service for various client groups.
	
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n= 128
	n = 101
	n = 100

	Client Group*
	Designed for
	Accepts
	Excludes
	Designed for
	Accepts
	Excludes
	Designed for
	Accepts
	Excludes

	Males
	33
	61
	7
	40
	54
	6
	46
	42
	11

	Females
	30
	60
	10
	30
	53
	17
	35
	42
	22

	Youth
	37
	36
	27
	36
	32
	32
	22
	26
	52

	Adults
	46
	46
	9
	54
	35
	12
	63
	29
	8

	People mandated to treatment by justice system
	10
	85
	5
	10
	85
	5
	9
	81
	11

	People with concurrent mental health challenges
	25
	75
	0
	26
	74
	0
	29
	72
	0

	Incarcerated offenders
	6
	49
	45
	8
	44
	48
	8
	47
	45

	First Nations, Metis, or Inuit peoples
	14
	86
	0
	14
	86
	0
	13
	87
	0

	LGBTQ clients
	9
	91
	0
	9
	91
	0
	6
	94
	0

	Other cultural groups (e.g., newcomers)
	8
	92
	0
	9
	91
	0
	87
	93
	0

	People with developmental disabilities
	6
	89
	5
	5
	88
	7
	6
	91
	3

	People with physical disabilities
	6
	63
	2
	5
	94
	1
	5
	89
	5

	Pregnant or post-partum women
	17
	71
	13
	14
	65
	20
	10
	63
	27

	Seniors or older adults
	11
	71
	19
	7
	71
	21
	5
	82
	13


[bookmark: _Ref41040833][bookmark: _Toc43483244]*: Results presented as percentage of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Ref43491561][bookmark: _Toc61288808]Table 4. Percentage of program types providing various types of counselling and therapy services.
	Service*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 128
	n = 101
	n = 100

	12-step or similar support groups
	41
	54
	70

	Aftercare/continuing support
	91
	88
	83

	Contingency management
	53
	57
	61

	Cultural programming (e.g., sweat lodges, etc.)
	31
	40
	60

	Family coaching/counselling/psychotherapy
	69
	70
	62

	Group coaching/counselling/psychotherapy
	89
	94
	96

	Individual coaching/counselling
	99
	100
	98

	Individual psychotherapy (provided by regulated health professionals)
	63
	69
	62

	Relapse prevention groups
	69
	77
	91

	Relaxation training
	77
	84
	90

	Support (e.g. screening or assessment) for concurrent mental health issues
	90
	91
	90

	Other
	21
	19
	23


*: Results presented as percentage of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Ref41040863][bookmark: _Toc43483245][bookmark: _Toc61288809]Table 5. Proportion of clients treated for various addictions by participating programs over a one-year span.
	Addiction*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 128
	n =101
	n = 100

	Alcohol
	50 (33 to 69)
	50 (25 to 69)
	50 (35 to 68)

	Behavioural addictions
	5 (0 to 15)
	5 (0 to 15)
	4 (0 to 10)

	Cannabis
	19 (5 to 45)
	23 (5 to 50)
	20 (5 to 41)

	Hallucinogens
	2 (1 to 10)
	5 (1 to 13)
	3 (0 to 10)

	Inhalants
	1 (0 to 3)
	1 (0 to 5)
	1 (0 to 3)

	Non-alcoholic depressants
	5 (2 to 10)
	6 (0 to 14)
	5 (0 to 10)

	Opioids
	20 (10 to 40)
	25 (13 to 40)
	25 (20 to 40)

	Stimulants
	30 (13 to 43)
	30 (15 to 45)
	30 (20 to 50)

	Tobacco/nicotine
	10 (0 to 65)
	20 (1 to 70)
	53 (0 to 80)


[bookmark: _Ref41470932][bookmark: _Ref43492968][bookmark: _Toc43483246]*: Results presented as median percentage (Q1 – Q3).
[bookmark: _Ref50665464][bookmark: _Toc61288810]Table 6. Proportion of opioid users treated for various types of opioids over a one-year span.
	Opioid type*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 128
	n = 101
	n = 100

	Natural opioids
	10 (1 to 40)
	15 (0 to 33)
	20 (10 to 40)

	Synthetic opioids
	25 (6 to 60)
	25 (10 to 50)
	20 (10 to 50)

	Heroin
	5 (2 to 15)
	10 (2 to 25)
	8 (2 to 30)

	Methadone
	5 (0 to 30)
	10 (1 to 35)
	5 (0 to 30)

	Opium
	0 (0 to 1)
	0 (0 to 1)
	0 (0 to 1)

	Other
	0 (0 to 14)
	1 (0 to 20)
	0 (0 to 24)


[bookmark: _Ref41473035][bookmark: _Toc43483247]*: Results presented as median percentage (Q1 – Q3).

[bookmark: _Ref43492982][bookmark: _Toc61288811]Table 7. Percentage of programs offering various forms of treatment and support.
	Service*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 128
	n = 101
	n = 100

	Information about treatment or services available for mental health issues
	98
	100
	94

	Information about treatment or services available for addictions
	99
	99
	95

	Medication to help with mental health issues
	54
	57
	72

	Medication to help with addictions
	53
	56
	69

	Hospitalization overnight or longer
	29
	33
	42

	Withdrawal management services/detoxification
	47
	54
	60

	Residential (non-medical) treatment overnight or longer
	54
	69
	93

	Counselling or support on a non-residential basis related to addictions
	94
	82
	63

	Counselling or support on a non-residential basis related to mental health issues
	82
	74
	54

	Responding to basic needs such as housing, finances, or food security
	72
	74
	78

	Case management services
	86
	85
	83

	Help to improve clients’ ability to work
	63
	66
	65

	Education supports
	75
	78
	84

	Help to reduce the risk of harm related to using drugs
	70
	69
	65

	Crisis intervention
	85
	83
	82

	Other
	23
	17
	20
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[bookmark: _Toc41471212][bookmark: _Toc41472679][bookmark: _Toc41472793][bookmark: _Toc41471213][bookmark: _Toc41472680][bookmark: _Toc41472794][bookmark: _Toc41471214][bookmark: _Toc41472681][bookmark: _Toc41472795][bookmark: _Toc43473103][bookmark: _Toc43483116][bookmark: _Toc43483801]*: Results presented as percentage of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
[bookmark: _Toc61288779][bookmark: _Toc47569871][bookmark: _Toc47569906][bookmark: _Toc47569941]Treatment Philosophies and Recovery Models
A slight majority of programs reported that they provide specialized treatment for clients with OUD, irrespective of the form of service offered (Table 8). Among all responses specifying specialized forms of treatment they provide for clients with OUD (n = 119), 77% ( n =83) reported some form of pharmaceutical treatment (either OAT or naloxone) through direct or unspecified source. Forty-two programs (35%) reported some form of counselling as a specialized form of treatment with no specific references to how such counselling differs from other forms of addictions counselling offered. Other specialized services included referral for other treatment services such as ODP or RAAM clinics (n = 18, 15%); educational, case management, or other specialized harm reduction services (n = 16, 13%); and unspecific or highly specialized forms of treatment such as retreats or youth services (n = 13, 11%).
[bookmark: _Ref49388026][bookmark: _Toc61288812]Table 8. Percentage of program types offering special forms for treatment for OUD.
	Program offers special forms of treatment*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 125
	n = 99
	n = 100

	Yes, the program provides special forms of treatment for clients with OUD
	58
	57
	65

	No, clients with OUD receive the same treatment as others
	42
	43
	36

	Program exclusively serves clients with OUD
	1
	0
	0


*: Results presented as proportion (%) of service type group.
Across the whole sample, 25 of 136 programs (18%) reported that they believe clients with OUD experience better treatment outcomes than other addictions clients they serve; 68 (50%) reported a belief that they share similar outcomes, and 43 (32%) reported that they experience worse outcomes than other clients. Table 9 summarizes key attitudes and beliefs about client outcomes for different program structures.


[bookmark: _Ref49414253][bookmark: _Toc61288813]Table 9. Percentage of program types endorsing various attitudes about opioid-addicted client treatment completion rates and outcomes.
	Attitudes about clients with opioid addiction*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 89
	n = 75
	n = 78

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	48
	37
	30

	Treatment outcomes are better for opioid users compared to other addictions clients
	21
	13
	14

	Treatment outcomes are about the same for opioid users and other addictions clients
	47
	60
	62

	Treatment outcomes are worse for opioid users compared to other addictions clients
	32
	27
	24


*:Results presented as proportion (%) of group.
Programs differed in terms of overall aims for treatment outcomes, with residential programs more likely to embrace an abstinence-based approach, and less intensive service models using a definition of reduced or controlled substance use for treatment success (Table 10). 
Concepts included in participating programs’ definitions of holistic recovery are shown in Table 11. Most  of participating programs (85%) noted improved quality of life as a part of their concept of recovery, along with maintenance of clients’ pre-defined treatment goals (64%). Abstinence from alcohol and drugs was more commonly observed among residential programs (64%) than day programs (42%) and non-residential services (36%).
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[bookmark: _Ref49386508][bookmark: _Toc61288814]Table 10. Definitions of recovery and treatment success espoused by included programs.
	Definition of recovery*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 103
	n = 86
	n = 92

	No use of any substance – drugs or alcohol
	5
	11
	15

	No use of any substance – drug or alcohol – except as prescribed by your doctor 
	34
	42
	63

	No use of substance of choice but some use of other substances
	12
	11
	8

	Moderate or controlled use of any substance – drug or alcohol
	47
	36
	13

	Moderate or controlled use of alcohol only
	0
	0
	1

	Moderate or controlled use of drugs only
	3
	1
	0


[bookmark: _Ref49386569]*: Results presented as proportion (%) of group.
[bookmark: _Ref51672443][bookmark: _Toc61288815]Table 11. Concepts of holistic recovery included in programs’ treatment goals.
	Included concepts*
	Non-residential (%)
	Day program (%)
	Residential (%)

	N
	n = 124
	n = 98
	n = 99

	Achieving abstinence from alcohol or other drugs
	36
	42
	64

	Improved quality of life
	83
	84
	90

	Absence of thoughts or cravings for alcohol or other drugs
	30
	28
	34

	Client maintains their pre-defined treatment goals
	65
	64
	71

	Program does not have a set definition of recovery
	22
	21
	16

	None of the above
	12
	13
	9


*: Results presented as proportion (%) of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
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[bookmark: _Toc55414712][bookmark: _Toc55415029][bookmark: _Toc55414713][bookmark: _Toc55415030][bookmark: _Toc55414714][bookmark: _Toc55415031][bookmark: _Toc55414715][bookmark: _Toc55415032][bookmark: _Toc55414716][bookmark: _Toc55415033][bookmark: _Toc55414717][bookmark: _Toc55415034][bookmark: _Toc55414718][bookmark: _Toc55415035][bookmark: _Toc55414719][bookmark: _Toc55415036][bookmark: _Toc55414756][bookmark: _Toc55415073][bookmark: _Toc55414757][bookmark: _Toc55415074][bookmark: _Toc55414758][bookmark: _Toc55415075][bookmark: _Toc55414759][bookmark: _Toc55415076][bookmark: _Toc55414760][bookmark: _Toc55415077][bookmark: _Toc55414761][bookmark: _Toc55415078][bookmark: _Toc55414762][bookmark: _Toc55415079][bookmark: _Toc55414763][bookmark: _Toc55415080][bookmark: _Toc55414764][bookmark: _Toc55415081][bookmark: _Toc55414765][bookmark: _Toc55415082][bookmark: _Toc55414766][bookmark: _Toc55415083][bookmark: _Toc55414767][bookmark: _Toc55415084][bookmark: _Toc55414768][bookmark: _Toc55415085][bookmark: _Toc55414769][bookmark: _Toc55415086][bookmark: _Toc55414770][bookmark: _Toc55415087][bookmark: _Toc55414771][bookmark: _Toc55415088][bookmark: _Toc55414772][bookmark: _Toc55415089][bookmark: _Toc55414773][bookmark: _Toc55415090][bookmark: _Toc55414774][bookmark: _Toc55415091][bookmark: _Toc55414775][bookmark: _Toc55415092][bookmark: _Toc55414776][bookmark: _Toc55415093][bookmark: _Toc55414777][bookmark: _Toc55415094][bookmark: _Toc55414778][bookmark: _Toc55415095][bookmark: _Toc55414779][bookmark: _Toc55415096][bookmark: _Toc55414780][bookmark: _Toc55415097][bookmark: _Toc55414781][bookmark: _Toc55415098][bookmark: _Toc55414782][bookmark: _Toc55415099][bookmark: _Toc55414783][bookmark: _Toc55415100][bookmark: _Toc55414784][bookmark: _Toc55415101][bookmark: _Toc61288780]Use of OAT Concurrent with Psychosocial Treatment
[bookmark: _Toc61288781]OAT Provision
Table 12 shows a breakdown of programs by the intensity of services delivered (non-residential, day program, or residential facility) and the respective proportion of these facilities that initiated clients on OAT or provided other referral services for OAT initiation. Irrespective of service type, programs were slightly more likely to provide OAT initiation directly or through referral than to refuse OAT provision outright. Overall, 84% of programs reported support for OAT provision through direct service or referral.
[bookmark: _Ref55415243][bookmark: _Toc61288816]Table 12. Proportion of programs that initiate clients on OAT directly or indirectly.
	Type of service*
	Non-residential (%)
	Day program (%)
	Residential (%)
	All programs** (%)

	
	n = 120
	n = 94
	n = 94
	n = 194

	Initiated clients on OAT
	31
	26
	29
	31

	Referred to another health service within organization
	23
	29
	17
	23

	Referred to another health service outside organization
	33
	28
	34
	29

	Program does not facilitate OAT
	13
	18
	20
	18


*: Results presented as proportion (%) of service type group.
**: Responses are not mutually exclusive; therefore, column percentages do not reflect the mean/median of constituent groups.
[bookmark: _Toc61288782]Philosophy for OAT Provision
Irrespective of service type, most programs admitted clients who were taking OAT at the time of admission (n = 173/196, 88%), and only a minority expected or encouraged clients to discontinue (n =12/194, 6%) or taper use (n = 26/184, 14%). Of programs that indicated that they do not provide OAT to clients (n = 34), only two (6%) indicated concerns about its safety and/or efficacy. Fifteen programs (44%) indicated that the provision of OAT was outside the scope of their services or that they did not otherwise have a client base that was appropriate for OAT provision (e.g., youth or corrections). Fifteen programs (44%) indicated that they do support OAT, but lack the accreditation, physician support, or other resources to effectively facilitate it. These findings are summarized by group in Table 13.


[bookmark: _Ref50665890][bookmark: _Toc61288817]Table 13. Reasons that participating programs either do not provide OAT to clients or refer to an outside organization for OAT initiation.
	OAT provision philosophy*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 55
	n = 43
	n = 49

	Does not believe it is an effective method of treating addiction
	2
	2
	2

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	2
	2
	2

	Does not provide OAT but would do so with the means and/or resources**
	57
	56
	65

	Providing OAT to clients is outside the scope of program’s treatment goals
	36
	35
	29

	Other – OAT not allowed on site
	2
	5
	4

	Other – Not accredited to provide
	9
	7
	8

	Other – Not applicable clients
	6
	7
	2


*: Results presented as proportion (%) of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating OAT is supported.
[bookmark: _Toc61288783]Perceived Outcomes for OUD Clients
Variables examined for association with better or worse outcomes for clients with OUD are summarized in Table 14. Significant predictors for better outcomes among OUD clients were:
· No requirement to taper ordiscontinue OAT use for program admission
· Initiating clients on OAT either directly or through referral
· Having a formal relationship with an OAT provider
Factors associated with worse outcomes for OUD clients were:
· Higher rates of program drop-out
· Lower rates of post-treatment outcome monitoring
While the relationship was not statistically significant at the bivariate level, there was a tendency for improved outcomes to be positively associated with the provision of special forms of programming for clients with OUD. Of note, programs with perceived better or worse outcomes were more likely to indicate that they do not perform outcome monitoring. Those who perform outcome monitoring were more likely to report that outcomes for OUD clients were the same as other clients.  Perceived outcomes for specific program sub-populations are summarized in the corresponding sections of this report.
[bookmark: _Ref59200888][bookmark: _Toc61288818]Table 14. Variables associated with differential perceived outcomes for clients with OUD.
	Predictor Variable
	Better Outcomes n (%)
	Similar Outcomes n (%)
	Worse Outcomes n (%)
	p

	Program provides special forms of treatment for clients with OUD
	
	
	
	0.30

	
	n = 25
	n = 67
	n = 42
	

	Yes
	18 (72)
	37 (55)
	23 (55)
	

	No
	7 (28)
	30 (45)
	19 (45)
	

	Clients with OUD are more likely to discontinue treatment than other clients
	
	
	
	<0.001

	
	n = 20
	n = 55
	n = 40
	

	Yes
	6 (30)
	13 (24)
	30 (75)
	

	No
	14 (70)
	42 (76)
	10 (25)
	

	Program admits clients who are on OAT
	
	
	
	0.95

	
	n = 25
	n = 64
	n = 41
	

	Yes
	22 (88)
	55 (86)
	36 (88)
	

	No
	3 (12)
	9 (14)
	5 (12)
	

	Program expects clients to taper off OAT
	
	
	
	0.14

	
	n = 23
	n = 61
	n = 40
	

	Required
	0
	1 (2)
	1 (3)
	

	Encouraged
	0
	13 (21)
	5 (13)
	

	Not expected
	23 (100)
	47 (77)
	34 (85)
	

	Program provides clients initiation on OAT
	
	
	
	0.001

	
	n = 24
	n = 63
	n = 40
	

	Yes, program facilitates OAT
	14 (58)
	12 (19)
	10 (25)
	

	No, referred within organization
	5 (21)
	10 (16)
	14 (35)
	

	No, referred outside organization
	4 (17)
	25 (40)
	10 (25)
	

	Does not facilitate OAT
	1 (4)
	16 (25)
	6 (15)
	

	Program’s association with OAT provider
	
	
	
	0.005

	
	n = 22
	n = 52
	n = 49
	

	Formal, within organization
	20 (91)
	24 (46)
	20 (51)
	

	Formal, provided through referral
	2 (9)
	6 (12)
	5 (13)
	

	Informal
	0
	22 (42)
	14 (36)
	

	Program funding
	
	
	
	0.10

	
	n = 25
	n = 65
	n = 41
	

	Publicly funded, operates publicly
	13 (52)
	24 (37)
	20 (49)
	

	Publicly funded, operates independently
	10 (40)
	16 (25)
	14 (34)
	

	Partial public funding, operates independently
	1 (4)
	20 (31)
	4 (10)
	

	Privately funded
	1 (4)
	4 (6)
	2 (5)
	

	Other
	0
	1 (2)
	1 (2)
	

	Program’s policy on outcome monitoring
	
	
	
	0.07

	
	n = 20
	n = 62
	n = 39
	

	Formal follow-up with standardized measure
	6 (30)
	15 (24)
	9 (23)
	

	Informal follow-up
	6 (30)
	28 (45)
	8 (21)
	

	Outcome monitoring not performed
	8 (40)
	19 (31)
	22 (56)
	


Results shown as n (% of column). P-values calculated via Pearson’s Chi-Square test.
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[bookmark: _Toc55415105][bookmark: _Toc55415106][bookmark: _Toc55415107][bookmark: _Toc55415144][bookmark: _Toc55415145][bookmark: _Toc61288784]Overdose Response Kits
Eighty-six percent of programs indicated that their program offers overdose response kits on site, with minimal variation noted between groups (84 to 89%). Of those that reported not providing kits on-site (n = 27), 25 (93%) reported that they refer clients elsewhere to retrieve them, with only three programs reporting that they would not. The most common site of referral was pharmacy services (n = 21, 84%), followed by community harm reduction agencies (n = 15, 60%), frontline health service providers such as a walk-in clinics (n = 11, 44%), and finally other services such as other OAT programs, public health nursing clinics, on-site pharmacies, detoxification wards, and health promotion staff (n = 8, 32%). Eighteen of 27 programs (67%) noted no philosophical objection to overdose response kit provision and would do so if the resources and policy were in place to do so. The remaining 9 of 27 (33%) did not provide kits because it was outside the scope of their program’s treatment goals or it was not otherwise common practice for the treatment model they employ (e.g. providing harm reduction services, or a program that only accepts clients who are drug-free at the time of admission).
[bookmark: _Toc49387597][bookmark: _Toc49387784][bookmark: _Toc49411868][bookmark: _Toc49387633][bookmark: _Toc49387820][bookmark: _Toc49411904][bookmark: _Toc40908991][bookmark: _Toc40964018][bookmark: _Toc40966009][bookmark: _Toc40979626][bookmark: _Toc40988930][bookmark: _Toc40988989][bookmark: _Toc40994551][bookmark: _Toc41041534][bookmark: _Toc40908992][bookmark: _Toc40964019][bookmark: _Toc40908993][bookmark: _Toc40964020][bookmark: _Toc40908994][bookmark: _Toc40964021][bookmark: _Toc40908995][bookmark: _Toc40964022][bookmark: _Toc40909002][bookmark: _Toc40964029][bookmark: _Toc61288785][bookmark: _Toc43473104][bookmark: _Toc43483117][bookmark: _Toc43483802][bookmark: _Toc47569872][bookmark: _Toc47569907][bookmark: _Toc47569942]Hierarchical Clustering of Treatment Philosophies
Program responses to philosophical understandings of holistic recovery were used as the basis for a hierarchical clustering to emphasize similarities and dissimilarities of a) treatment aims and b) achievable outcomes used to determine the success or failure of treatment. The endorsement of variables described in Table 11 described these philosophies and was used as the basis for clustering. Programs which exclusively responded that they either did not endorse any specific concept (n = 6), or which had a concept not included in the list of survey items (n = 5), were not considered for clustering for sample size considerations. Notably, programs that indicated that they did not endorse any specific recovery concept (n = 38) also indicated in 79% of cases that they endorse improved quality of life. Programs that did not endorse any of the included items (n = 20) also indicated in 55% of cases that the course of treatment was primarily guided by the client.
The number of clusters evaluated for group comparisons ranged from two to six, and the optimal number of groups was determined subjectively by members of the research team by considering:
· Differentiation of key variable distributions between groups
· Clustering coefficients at each iteration
· Cell sizes of each respective cluster
Based on the above factors, the optimal number of clusters was determined to be four. The agglomeration schedule and dendrogram used to determine the number of groupings are provided in Figure C1. Table 15 shows a summary of how clusters were differentiated across their respective definitions of clients’ holistic recovery. Summary tables of key variables for each of the four clusters are provided in Appendix C.
[bookmark: _Ref59196732][bookmark: _Toc61288819]Table 15. Cell sizes of each program cluster and proportional representation of each variable used for Ward’s clustering method.
	Concepts reflected in holistic recovery*
	Cluster 1 (%)
	Cluster 2 (%)
	Cluster 3 (%)
	Cluster 4 (%)

	N**
	n = 37
	n = 55
	n = 55
	n = 37

	Achieving abstinence from all substance use
	100
	0
	73
	0

	Improved quality of life
	92
	57
	100
	100

	Absence of thoughts or cravings for drug/alcohol use
	0
	0
	100
	0

	Clients maintain their pre-defined treatment goals
	68
	22
	93
	100


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Does not include n=25 programs that did not complete the measure for any of the included concepts.

Based on findings from Table 15, clusters 1 through 4 were labelled as follows:
· Cluster 1: Achieving abstinence
· Cluster 2: Undifferentiated; cluster presents no defining features apart from improving quality of life
· Cluster 3: Multi-modal abstinence; all concepts were represented by majority in the program’s philosophical definition of holistic recovery
· Cluster 4: Meeting personal goals
Improved quality of life was a common concept across all four clusters and therefore was not considered in applying cluster labels.
The cluster of programs that included abstinence as a key definition of recovery was differentiated from other clusters by the following set of features:
· More likely to be designed for males (50%) and exclude females (31%) and youth (51%)
· More likely to provide overnight hospitalization (46%) and residential treatment (84%)
· More likely to employ 12-step counselling (78%), contingency management (94%), and cultural programming (57%)
· Less likely to provide counselling from a regulated health professional (51%) and outpatient counselling for concurrent mental health issues (57%)
· Less likely to provide harm reduction services (51%)
· More likely to deny facilitation of OAT (31%) and report a need for resources to provide OAT initiation (71%)
· Less likely to report that clients being treated for opioid addiction are at increased risk of failing to complete treatment compared to other addictions clients (25%)
· More likely to report that treatment outcomes for opioid users is about the same as for other addictions clients (80%)
The undifferentiated cluster was:
· Less likely to exclude pregnant/post-partum women (2%) and more likely to exclude seniors and older adults (32%)
· More likely to provide help for clients’ ability to work (73%) and less likely to provide overnight hospitalization (20%) and medication to treat addictions (44%) and concurrent mental health issues (49%)
· Less likely to offer aftercare (75%), relapse prevention (58%) and relaxation training (56%)
· More likely to report that treatment outcomes are better for opioid users compared to other addictions clients (25%) – to a lesser extent than the personal goals cluster, comparatively
· Less likely to report that they are a model program (33%)
The multi-modal abstinence cluster was:
· More likely to be designed for males (38%) and exclude females (16%), youth (41%), and pregnant/post-partum women (17%) – to a lesser extent than the abstinence cluster, comparatively
· More likely to provide residential treatment (71%) than the undifferentiated (49%) and personal consumption goals clusters (49%)
The personal consumption goal cluster was:
· More likely to report that OAT provision is outside the scope of their program’s treatment goals (67%)
· Less likely to deny OAT initiation (7%) and more likely to refer clients elsewhere for OAT (56%)
· More likely to have a formal relationship with an OAT provider (79%)
· More likely to report that treatment outcomes are better for opioid users compared to other addictions clients (26%)

[bookmark: _Hlk58951177]Treatment outcomes between groups are shown in Table 16.
[bookmark: _Ref59197257][bookmark: _Toc61288820]Table 16. Perceived treatment outcomes for program clusters.
	Treatment philosophy cluster
	Achieving abstinence
	Undifferentiated
	Multi-modal abstinence
	Meeting personal goals

	
	n = 30
	n = 36
	n = 38
	n = 19

	Better outcomes
	1 (3)
	9 (25)
	6 (16)
	5 (26)

	Similar outcomes
	24 (80)
	13 (36)
	20 (53)
	7 (37)

	Worse outcomes
	5 (17)
	14 (39)
	12 (32)
	7 (37)


Results shown as n (% of column). Pearon’s Chi-Square p-value = 0.016

[bookmark: _Toc61288786]Barriers and Gaps for OAT-Integrated Psychosocial Treatment
A limited number of program responses (n = 14) precluded definitive statements regarding barriers to providing OAT, although lack of knowledge and training for staff, lack of available staffing and resources, inaccessibility of educational tools, underfunding, and supply issues were all noted in some capacity as barriers to OAT provision.
Biological sample testing for drug and alcohol use was conducted in 47% of non-residential programs, 55% of day programs, and 74% of residential programs, and was not identified as a major barrier to treatment. Of those that did report bio-sample testing, 100% (n = 105) indicated they perform urine screening and some (29%) reported conducting breath screening as well. A majority of responses (85 of 105, 81%) reported that this testing was conducted to monitor adherence to program guidelines and a minority (n = 40; 38%) reported that it was used to determine program eligibility, suggesting a low probability of likelihood that insufficient access to testing posed a barrier to integrating OAT into psychosocial addictions treatment.
[bookmark: _Toc61288787]Reporting of Clients Outcomes and Follow-up
Of 175 programs, 42 (24%) reported that they conduct formal follow-up and outcome monitoring with clients through such means as using standardized assessment tools in outcome monitoring and developing evidence-based service delivery. Informal follow-ups such as over-the-phone feedback was collected by 31% of programs, and the remaining 45% reported not conducting follow-up with clients during typical treatment course. When stratified by service type, the proportion of programs that conducted formal follow-ups with clients varied from 26% (non-residential), to 27% (day program), and 28% (residential). Informal follow-up rates varied from 29% to 34% to 40% for non-residential, day programs, and residential services, respectively. Finally, the proportion of programs that reported no follow-up or outcome monitoring varied from 46% to 39% to 32% for non-residential, day, and residential services, respectively. Among those that conducted follow-up and outcome monitoring (n = 92), 60% reported that this service was offered for all clients, 34% reported that this was done only for clients who successfully completed treatment, and the remaining 7% reported that this was done only for a subsample of clients.
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A relatively higher proportion of residential programs conducted assessments during the treatment completion and post-treatment phases. Assessment rates prior to intake and during the course of treatment were consistent across groups (Table 17). Of those that reported collecting treatment outcomes (n = 80), 67% collected this information in the form of a written report, with little variation observed across groups (66 to 70%).
[bookmark: _Ref40991866][bookmark: _Toc43483252][bookmark: _Toc61288821]Table 17. Timing of assessments to monitor treatment effectiveness.
	Assessment period*
	Non-residential (%)
	Day program (%)
	Residential (%)

	
	n = 62
	n = 52
	n = 63

	Prior to intake to establish a baseline
	36
	35
	37

	During the course of treatment
	57
	50
	53

	At time of discharge or exit from the program, irrespective of treatment completion
	57
	62
	59

	At successful treatment completion
	42
	46
	52

	At regular intervals post-treatment
	50
	62
	70

	During the period that clients attend a clinical aftercare program
	23
	15
	22


[bookmark: _Toc40966012][bookmark: _Toc40979629][bookmark: _Toc40988933][bookmark: _Toc40988992][bookmark: _Toc40994554][bookmark: _Toc41041537]*: Results presented as proportion (%) of service type group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288788]Subgroup Analyses
[bookmark: _Toc43473108][bookmark: _Toc43483121][bookmark: _Toc43483806][bookmark: _Toc47569875][bookmark: _Toc47569910][bookmark: _Toc47569945][bookmark: _Toc61288789]Model Treatment Programs
[bookmark: _Hlk47586016]Sixty programs (28% of total) self-identified as ‘models’ for treating opioid addiction; a further 73 (34%) self-reported as not being a model program, and 20 (90%) reported not being a model program and needing to do better to support their clients. There were n = 61 missing responses (30% of sample).
Key program components are summarized from Table D1 to Table D12 (Appendix D). Investigations are underway using in-depth interviews with program coordinators to codify and describe qualitatively those aspects of self-identified model programs that are believed to be most effective for treatment of OUD.
[bookmark: _Toc43473110][bookmark: _Toc43483123][bookmark: _Toc43483808][bookmark: _Toc47569876][bookmark: _Toc47569911][bookmark: _Toc47569946][bookmark: _Toc61288790]Programs in Need of Additional Support
Fifty programs (23% of the total sample) indicated either that they need additional support to provide OAT services to clients, or that they support OAT but are experiencing other barriers to providing it to clients. Thirty-one (69%) of these programs provided non-residential treatment, 32 (70%) provided residential treatment, and 24 (52%) provided day services.
A full description of these programs are tabulated from Table E1 to Table E12 (Appendix E). In summary, programs in need of additional support:
· Indicated in 100% of responses (n = 50) that they would offer OAT to clients with the appropriate means
· Indicated common barriers to OAT provision (n = 21) as:
· Lack of staff support, either in the form of on-site staff able to dispense OAT (81%), support from allied health professionals (19%), or other human supports such as referral capability (14%)
· Insufficient knowledge or skills (19%) or access to education and training (5%)
· Resource limitations such as lack of safe storage capability and on-site licensing to dispense (48%) or access to appropriate medical supplies (14%)
· Were designed primarily for adults (52%) and most commonly excluded incarcerated offenders (38%), youth (41%), and women (24%)
· Were funded primarily through public means (92%)
· Referred clients outside of their organization to initiate OAT (74%)
· Admitted clients on OAT (96%) and did not expect OAT tapering (88% reported no tapering policy)
· Had an informal relationship with an OAT provider (52%)
· By majority did have naloxone kits on-site (86%)
· Reported that treatment outcomes for opioids users are about the same as for other addictions clients (68%)
· Reported improved quality of life (83%), achieving abstinence (59%), and maintaining pre-defined client treatment goals (59%) as their top three concepts included in holistic recovery
· By majority (56%) defined recovery as no use of any substance except as prescribed by a health professional
· Reported by minority (47%) that abstinence is their long-term client goal
· Did not self-identify as a model program (51%) or reported a need to do better to support their clients (10%)
[bookmark: _Toc47569877][bookmark: _Toc47569912][bookmark: _Toc47569947][bookmark: _Toc61288791]OAT-Impermissible Programs
Programs that did not permit clients to be on OAT via another service as a condition of program admission (n = 23), or which explicitly requested that clients taper (n = 3), or discontinued use of OAT before admission (n  = 12) were explored ( n= 31 total) and compared to programs that did not indicate any restrictions to the use of OAT for admission (n = 167). A full summary of key variables is provided in Appendix F. Overall, programs that did not permit OAT during treatment were:
· Funded primarily (75%) or in part (13%) by public institutions; 13% were funded primarily through other sources
· More likely to provide non-residential services (75%) than day (37%) or residential treatment (38%)
· More likely to refuse OAT initiation for clients (40% reported not facilitating OAT initiation) than to refer elsewhere (30%) or initiate on OAT (30%)
· Of those that did not facilitate OAT services (n = 17), 47% reported that providing OAT was out of scope for their program, and 29% reported being supportive but lacked the resources to support OAT during treatment
· Likely by majority to have naloxone kits on-site (86%)
· Supportive of moderate use of drugs and alcohol for clients (36%), or of abstinence from non-prescription substances (43%); a minority (18%) reported support for complete abstinence from all drugs and alcohol
· By majority, supportive of improved quality of life (79%) and maintaining client treatment goals (62%) as part of their long-term treatment goals. A minority were supportive of achieving abstinence (52%) and absence of cravings (28%)
· More likely to report clients being treated for OUD dropping out at higher rates than  clients being treated for other addictions (54%)
· Likely to report that clients being treated for OUD have similar outcomes to other clients (57%); a minority reported worse (30%) or better outcomes (13%)
· Likely to treat OUD clients similarly to other types of addictions clients (64%)
· More likely to report that they do their best but need support (46%) than being a model program (29%) or that they need to do better to support clients with opioid addiction (25%)

In contrast, programs that did not place restrictions on OAT were:
· Less likely to be funded privately (2%); 96% were funded primarily or partially through public institutions
· More likely to provide day treatment (57%) and residential treatment (57%), but less likely to provide non-residential treatment (68%) than programs with OAT restrictions
· More likely to refer to another OAT service (56%) or initiate OAT directly (31%) than refuse OAT facilitation (13%)
· Those that did not provide OAT facilitation (n=66) reported by majority to support OAT but lacked resources (68%), and by minority that OAT was outside their program’s scope (30%)
· As likely to have naloxone kits on-site as programs that do not support OAT during treatment (85%)
· Supportive of moderate drug and alcohol use (34%) and abstinence from non-prescription drugs (45%); 9% reported support for abstinence from all substances
· More supportive of improved quality of life (87%), maintaining client treatment goals (66%), absence of cravings (30%), and less likely to support achieving abstinence (41%)
· Less likely to report clients being treated for OUD dropping out at higher rates than clients being treated for other addictions (39%)
· Less likely to report similar outcomes for OUD and non-OUD clients (48%), and more likely to report worse (32%) or better outcomes (20%)
· More likely to provide specialized forms of treatment for clients with OUD (64%) than to provide the same form of treatment as for other clients (35%)
· More likely to report that they are a model program (42%) and less likely to report that they need to improve (11%), but about as likely to report that they do their best but need support (48%) compared to programs that do not permit OAT
[bookmark: _Toc43473107][bookmark: _Toc43483120][bookmark: _Toc43483805][bookmark: _Toc47569878][bookmark: _Toc47569913][bookmark: _Toc47569948][bookmark: _Toc61288792]Twelve-Step Programs
Among residential treatment programs, a greater proportion reported 12-step orientations relative to other program structures (Table 4). This was also observed in clustering, where 12-step programs and residential treatment were clustered together in the abstinence grouping (Table C2 and Table C3). Programs indicating that they offer 12-step program models (94  of 187, 50% overall) were therefore considered against those not offering 12-step programming.
Irrespective of 12-step service, programs were likely to admit clients on OAT: 84% of programs that offered 12-step treatment (76 of 91) reported that they admitted OAT-receiving clients versus 91% (83 of 91) reported by programs that did not offer 12-step. A small minority of programs expected clients to discontinue (9% of 12-step programs; 4% otherwise) or taper (2% of 12-step programs; none reported otherwise) use of OAT before being admitted. A relatively higher proportion of 12-step programs encouraged, but did not explicitly require, clients to discontinue use of OAT (21% of 12-step programs versus 6% of other programs). The remaining 77% of 12-step programs and 94% of other programs did not expect discontinuation of OAT before beginning treatment.
During the course of treatment, 29% of 12-step programs and 31% of other programs indicated that they directly assisted with initiating clients on OAT. A relatively higher proportion of 12-step programs reported not facilitating OAT initiation (26% versus 10% in other program types), and conversely, fewer 12-step programs referred clients elsewhere to initiate OAT compared to other forms of service (45% of 12-step programs versus 59% in non-12-step). Of responses received for why programs did not facilitate OAT (n = 49 for 12-step programs; n = 34 otherwise), a plurality within the 12-step and non-12-step groupings indicated that their program did not facilitate OAT but would if they had the appropriate resources (65% and 47%, respectively). A significant difference was observed in reporting of OAT being outside program treatment goals for non-12-step programs (16 of 34, 47%) compared to 12-step programs (13 of 49, 27%). Two 12-step programs reported concerns about OAT’s safety and/or effectiveness for treating addiction, and a small minority of responses (n = 1 to 3 in each group) indicated other concerns such as accreditation, unsuitable clientele, or site restrictions as a limiting factor for offering OAT.
The majority of 12-step programs (87 of 93, 94%) and other program types (72 of 92, 78%) offered naloxone kits on-site. Reasoning for not offering naloxone on-site was differentiated between 12-step groups (n = 6 responses) reporting that it is not common practice for their program type (2 of 6), outside the scope of the treatment they provide (2 of 6), or that they would typically refer clients to an outside agency (1 of 6), with one participant responding that they would offer naloxone if the resources were available. Non-12-step program types (n = 19 responses) reported by majority that they would offer naloxone if the resources were available (9 of 19) or were in the process of developing the necessary policy (3 of 19). A minority reported that naloxone distribution was not common practice for their program (n = 2), outside their treatment scope (n = 2), or handled through referral to an outside agency (n = 2).
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[bookmark: _Toc59196231][bookmark: _Toc59196423][bookmark: _Toc59197921][bookmark: _Toc60846986][bookmark: _Toc60851485][bookmark: _Toc61288793]
Conclusions
[bookmark: _Toc42713887][bookmark: _Toc43417206][bookmark: _Toc43417656][bookmark: _Toc43420588][bookmark: _Toc43424123][bookmark: _Toc43425640][bookmark: _Toc43472953][bookmark: _Toc43473016][bookmark: _Toc43473112][bookmark: _Toc43481840][bookmark: _Toc43482131][bookmark: _Toc43482191][bookmark: _Toc43482312][bookmark: _Toc43482344][bookmark: _Toc43482400][bookmark: _Toc43482441][bookmark: _Toc43482473][bookmark: _Toc43482510][bookmark: _Toc43482690][bookmark: _Toc43482901][bookmark: _Toc43482933][bookmark: _Toc43482965][bookmark: _Toc43482997][bookmark: _Toc43483029][bookmark: _Toc43483061][bookmark: _Toc43483093][bookmark: _Toc43483125][bookmark: _Toc43483205][bookmark: _Toc43483237][bookmark: _Toc43483311][bookmark: _Toc43483343][bookmark: _Toc43483389][bookmark: _Toc43483456][bookmark: _Toc43483488][bookmark: _Toc43483810][bookmark: _Toc47569880][bookmark: _Toc47569915][bookmark: _Toc47569950][bookmark: _Toc61288794][bookmark: _Toc43473115][bookmark: _Toc43483128][bookmark: _Toc43483813]Conclusions
Overall, more than a quarter of clients in non-residential, day, and residential treatment programs received treatment for OUD, with opioid use being the third most frequent presenting problem among program clients after alcohol and stimulants. These findings underpin both the need for assistance among Canadians with OUD and the importance of providing appropriate and timely treatment for a widespread, growing mental health concern. 
Over half of programs surveyed indicated that they provide special treatment for OUD, which was delivered primarily in the form of provision of or support for OAT. Consistent with findings in other settings, OAT was generally perceived as having observable benefit to clients. Half of all programs perceived clients with OUD to have outcomes similar to other clients; about one-third perceived outcomes to be worse, and 18% to be better, underpinning the need for more comprehensive and specialized forms of care beyond standard clinical guidance and OAT provision. Risk of treatment dropout for clients with OUD was of particular concern in that elevated dropout risk for OUD clients relative to others was highest for non-residential programs (48%), but also significant for day programs and residential programs (37% and 30%, respectively). This suggests that treatment as currently operating requires further refinement to improve client retention, which may be related to lack of staffing and a need for access to critical resources necessary to achieve program goals.
Perceived better treatment outcomes were described for programs that facilitated OAT within their program versus making a referral to an outside service. However, this does not necessarily suggest that coordinated delivery of treatment with outside points of care is an ineffective model. Programs built on a referral infrastructure will be explored more thoroughly in future work by our group, as part of a descriptive analysis of self-nominated model treatment programs. More commonly, it was observed that programs made outside referral as a means to support clients when in-program resources were unavailable. Similarly, better outcomes were also associated with programs having formal (versus informal) associations with OAT providers, highlighting the importance of treatment programs to coordinate with other service providers and establish strong networks to deliver comprehensive treatment.
Survey respondents’ perceptions of outcomes may or may not have been based upon program outcome monitoring data. Interestingly, perception of either better or worse outcomes was more likely for programs that did not perform outcome monitoring versus programs that measure outcomes. Whether or not this difference reflects biased perceptions by service providers requires objectiveoutcome data. Whereas OAT is well studied, outcomes for OUD from different psychosocial treatments or psychosocial treatment versus OAT treatment is understudied (Wild et al.,2020). At this point, there is not an evidence base to guide programs in determining what psychosocial treatment is optimal for OUD.
One of the aims of this study was to describe how OAT is being used in conjunction with psychosocial interventions to treat opioid use disorder. Over 80% of programs facilitated OAT in some fashion. Irrespective of service type, most programs admitted clients who were taking OAT at the time of admission and only a minority expected or encouraged clients to discontinue or taper use. We addressed this aim by identifying key descriptive factors and reporting overview-level analyses of programs based on programs’ stated:
· treatment intensity;
· aims from the standpoint of achieving holistic recovery;
· guiding principles of treatment;
· operational limitations;
· effectiveness of the program at achieving treatment goals, and
· philosophy for integrating OAT into psychosocial treatment practices
A key insight gleaned across the sample was the perceived need for addictions programs to receive further support to provide OAT in the form of training, support, knowledge, and the expertise of individuals qualified to provide and prescribe OAT to their clients. We observed that, in general, programs expressed a need for support in terms of staff and resources to facilitate OAT, and that those programs that are unable to offer OAT typically expressed no philosophical objections. This finding suggests that Canadian programs may benefit from a more integrated service model in which OAT providers and addictions programs lend support to under-resourced addictions programs in the form of outreach, knowledge sharing, and educational support that may assist programs in need of guidance or expertise. The need for additional staff trained to provide OAT and to have policy in place to provide OAT on-site were also key outcomes associated with improved outcomes. These recommendations may also extend to supplying programs with on-site naloxone kits and better assisting those programs identifying a need for material resources to better support clients with OUD.
We have summarized our primary findings for key groups in an analysis-at-a-glance profile in Table 18. Overall, there was a trend within the data suggesting that Canadian programs require additional support to perform regular outcome monitoring with clients. Nearly half of all surveyed programs indicated that they do not perform follow-up monitoring of any kind with their client base. This finding presents numerous key questions to address in discussing this apparent gap in service. Namely, which forms of service might benefit from an increase in outcome monitoring, what resources are required to assist these programs in achieving their desired goals, what forms of education can be offered to assist these programs to adhere to more rigorous monitoring methods, what benefit this may have for clients, and where these resources can be sourced.
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These findings reveal that Canadian addictions programs operating as of 2019 are well-delineated in terms of their philosophies, operating procedures, and service modalities, and that these variables are key considerations in describing the capacity of different programs’ willingness and ability to deliver OAT to clients.
[bookmark: _Ref47612050][bookmark: _Toc61288822]Table 18. Programs-at-a-glance summary for groups clustered by programs’ aims for achieving holistic recovery.
	Descriptors
	Achieving abstinence
	Undifferentiated
	Multi-modal abstinence
	Meeting personal goals

	Program aims*
	Abstinence from substance use; maintenance of personal consumption goals
	Improved quality of life only
	Abstinence; absence of craving; achievement of personal goals
	Clients maintain pre-defined, self-determined goals for treatment

	Key clientele
	+ Adult males
- Women
	+ Women
- Seniors
	+ Adult males
	All-inclusive

	Services provided
	+ Residential treatment
+ 12-step treatment
- Regulated HPs
- Harm reduction services
	+ Aiding ability to work
- Medication
- Hospitalizations
	+ Residential treatment
	+ Non-residential services

	Attitudes toward OAT
	More likely to discontinue or taper use of OAT
	Generally permissible
	Generally permissible
	Less likely to deny OAT facilitation; clients referred elsewhere to initiate

	Areas of perceived need
	More resources to initiate clients on OAT directly
	More resources to provide aftercare and follow-up
	High rate of reporting understaffing 
	More resources to initiate clients on OAT directly

	Treatment outcomes
	More likely to perform follow-up; reports better treatment outcomes
	Less likely to provide special forms of care for clients with OUD
	Clients with OUD have similar outcomes to other addictions clients
	Clients with OUD have similar outcomes to other addictions clients


*: All included programs reported by majority that holistic recovery was inclusive of improving clients’ quality of life
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HP: health providers; OAT: opioid agonist therapy; OUD: opioid use disorder
[bookmark: _Toc47569881][bookmark: _Toc47569916][bookmark: _Toc47569951][bookmark: _Toc61288795]Limitations
A major limitation of the study is the unknown effect of sampling bias on the overall results and representation of specific subgroups within the sample. While the inclusion criteria were broad and tended toward inclusivity to maximize the overall sample size, the results must be leveraged against the knowledge that they were derived from a sample in which:
a. A single individual, or a small group of individuals working collectively, was able to respond to the survey in earnest;
b. Contact information for program representatives was up-to-date, or at least led to an individual assuming a leadership role for the program in question;
c. The system mapping process drew in part from existing databases, for which the accuracy of information cannot be entirely assured;
d. Provincial representation was generally reflective of the population size, and thus may tend to bias toward service models employed by more populous health regions.
As a side effect of these limitations, we are unable to discern how psychosocial programs interact with other services at the level of provincial health strategy. In some jurisdictions, psychosocial and pharmacological forms of treatment may be intertwined with one another and provide overlapping forms of service, while in others the processes may be facilitated through referral or streamlining clients through disparate but specialized forms of service.
Our group made efforts to include as many programs as possible within our pre-defined inclusion criteria. Nevertheless, we were unable to recruit participants in more remote parts of the country, including Yukon, Northwest Territories, and Nunavut.  In addition, recruitment in Quebec recruiting was delayed by approximately 12 months due to service interruptions associated with the COVID-19 global pandemic. 
[bookmark: _Toc43473116][bookmark: _Toc43483129][bookmark: _Toc43483814][bookmark: _Toc47569882][bookmark: _Toc47569917][bookmark: _Toc47569952][bookmark: _Toc61288796]Future Directions
Programs that identified their model of client support as an ideal form of treatment were of particular interest to this study. To this end, a second phase of the TOPP study is exploring through in-depth qualitative interviews factors that these self-nominated ‘model’ programs identify as central to their treatment ideology and operations, with the aim of identifying how these programs can be used to improve treatment among Canadian programs as a whole. The findings of this qualitative study will be published separately and will be informed and supported by findings from the currently described survey component. These studies together will then be used to synthesize knowledge translation materials and will serve as a key component of CRISM’s guidelines and recommendations for best practices of treatment for opioid addiction.
Findings from this report will be considered in tandem with ongoing CRISM initiatives with youth- and Indigenous-specific programs to synthesize a holistic picture of OUD treatment across the landscape of contexts in which it is delivered in Canada. We will also consider other relevant contexts – such as regional/localized reports and findings within specific client populations – through which to disseminate our findings as this project evolves.
An aspect of program operations which our study was not equipped to address is the cost effectiveness of treatment and where additional resources may best be allocated to provide the greatest level of benefit to programs on an individual or province-wide basis. As the majority of programs in need of additional support received their funding from public sources, the specific areas to address in delivering this funding and strategizing the means to provide program support in key areas of need will be important to understand for future studies.
A notable strength of the TOPP study is the richness of data collected, and we acknowledge that there likely exist a variety of associations within our data that were either outside the scope of our primary aims, or were not considered in our original study design. Secondary uses of this data and other exploratory studies are likely to result alongside a developing understanding of opioid addiction, client outcomes, best treatment practices, and optimal service delivery.
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[bookmark: _Toc532907405][bookmark: _Toc532908208][bookmark: _Toc532991681][bookmark: _Toc3291996]CRISM Emerging Health Threat Survey: Treatment of Opioids in Psychosocial Programs (TOPP)
Program & respondent info
[bookmark: _Ref532818857][bookmark: _Toc532907406][bookmark: _Toc532908209]Which catchment area(s) does your program serve? (Catchment area refers to the city/county/region you draw your clients from and are legally responsible to service. If this does not apply to your program, e.g. your clients are typically referred from a national registry, please indicate the geographic area you serve.)
· Note that a national registry refers to any collection of client information that can assist in linking clients with specific conditions to services and/or research. This could range from simple indices, spreadsheets, or files kept by individual practitioners, to more sophisticated multi-institutional databases.

Do you primarily serve an urban (population >1000) or rural population centre?
Urban
Rural
Not sure

[bookmark: _Toc532907407][bookmark: _Toc532908210]What is/are the name(s) of the program(s) you are responding on behalf of?

What is/are the name(s) of the organization(s) you are responding on behalf of? (In this context, an “organization” refers to a setting for the provision of care services, which may include clinical care and/or other functions such as preventive treatment and distribution of educational materials. This might also include in-home or community services, as well as services provided by for-profit groups.)

[bookmark: _Toc532908211]What is your position or role within the organization or program you are responding on behalf of?
Have you completed or will you complete this survey more than once? (E.g., for different programs.)
Yes
No

[bookmark: _Ref3286933]Have you forwarded our survey link to therapists/counsellors in your program? (Only include therapists/counsellors within the program that you are responding on behalf of.)
[bookmark: _Ref3286944]Yes
[bookmark: _Ref3286958]No

(If Q7=R1) Approximately how many therapists/counsellors did you forward the survey link to?

(If Q7=R2) Approximately how many therapists/counsellors do you intend on sending the survey link to?

[bookmark: _Toc532907409][bookmark: _Toc532908212][bookmark: _Toc532991682][bookmark: _Toc3291997]Program details
[bookmark: _Toc532907410][bookmark: _Toc532908213][bookmark: _Ref536106997][bookmark: _Ref536107083][bookmark: _Ref536107191][bookmark: _Ref536107291]Does your program provide services to clients with problematic opioid use as a primary presenting problem or a secondary/co-occurring problem? (For the purposes of this questionnaire, opioids include the illicit drugs heroin and fentanyl, as well as prescription pain relievers such as oxycodone, hydrocodone, codeine, morphine, and any synthetic derivatives thereof. “Problematic use” is broadly defined as use of opioids that interferes with an individual’s psychosocial wellbeing or health.)
[bookmark: _Ref536443100]As a primary presenting problem
[bookmark: _Ref536443129]As a secondary or co-occurring problem only (not as a primary presenting problem)
[bookmark: _Ref536443135]Both (as either a primary or secondary problem)
[bookmark: _Ref536107004]Neither (not admitted to this program)
Not sure

(If Q10=R4) Why does your program not provide services to clients with problematic opioid use?

Not sure

For the following question and for several questions throughout this survey, you will be asked to provide estimates for a reporting period. This can be any 12-month period for which relevant estimates are collected, e.g., the last fiscal year, the last calendar year, or any 12-month period used by your organization for reporting purposes. There will be a question at the end of the survey to indicate which reporting period you chose to use. Note that you are not required to use the same reporting period for all questions, and you are free to pick any 12-month period on which to base your estimates.

Approximately what percentage of clients in your program were treated for addictions to the following as a primary presenting problem during the reporting period? (Note that this only refers to treatment received: for example, if a client is known to have multiple addictions but is not receiving treatment for them through your program, do not include this client in your estimate for the untreated addiction(s). Note that these percentages are not required to sum to 100%.)
· Please note that we do not expect exact figures for any estimates you can provide. “Best guesses” or educated approximations are encouraged.

	Addiction
	Percentage
	Not sure
	Not applicable

	Alcohol
	______ %
	☐	☐
	Behavioural addictions (e.g., gambling, sex, video games)
	______ %
	☐	☐
	Cannabis (e.g., marijuana, hash)
	______ %
	☐	☐
	Hallucinogens (e.g., LSD, acid, mushrooms, PCP, Special K)
	______ %
	☐	☐
	Inhalants (e.g., glue, solvents)
	______ %
	☐	☐
	Non-alcoholic depressants (e.g., barbiturates, benzodiazepines)
	______ %
	☐	☐
	Opioids (e.g., heroin, codeine, morphine, fentanyl, opium)
	______ %
	☐	☐
	Stimulants (e.g., cocaine, crack, methamphetamine, ecstasy)
	______ %
	☐	☐
	Tobacco/nicotine
	______ %
	☐	☐
	Other (please specify): 
	______ %
	☐	☐


(NOT if Q10=R4) Please estimate the approximate percentage of your clients with problematic opioid use who have received treatment for addictions to the following opioids during the reporting period: (If your organization does not track this information, please indicate ‘not sure’ for all categories.)
	Opioid
	Percentage
	Not sure

	Natural opioids (Includes naturally-derived and semi-synthetic opioids (also called opiates) such as codeine, morphine, oxycodone and hydromorphone)
	______ %
	☐
	Synthetic opioids (Includes fentanyl, tramadol, and other opioids made in a laboratory)
	______ %
	☐
	Heroin
	______ %
	☐
	Methadone
	______ %
	☐
	Opium
	______ %
	☐
	Other and unspecified opioids
	______ %
	☐

[bookmark: _Toc532907203][bookmark: _Toc532907412][bookmark: _Toc532907583][bookmark: _Toc532908215][bookmark: _Toc532907220][bookmark: _Toc532907429][bookmark: _Toc532907600][bookmark: _Toc532908232][bookmark: _Toc532907224][bookmark: _Toc532907433][bookmark: _Toc532907604][bookmark: _Toc532908236][bookmark: _Toc532907225][bookmark: _Toc532907434][bookmark: _Toc532907605][bookmark: _Toc532908237][bookmark: _Toc532907226][bookmark: _Toc532907435][bookmark: _Toc532907606][bookmark: _Toc532908238][bookmark: _Toc532907227][bookmark: _Toc532907436][bookmark: _Toc532907607][bookmark: _Toc532908239][bookmark: _Toc532907228][bookmark: _Toc532907437][bookmark: _Toc532907608][bookmark: _Toc532908240][bookmark: _Toc532907229][bookmark: _Toc532907438][bookmark: _Toc532907609][bookmark: _Toc532908241][bookmark: _Toc532907230][bookmark: _Toc532907439][bookmark: _Toc532907610][bookmark: _Toc532908242][bookmark: _Toc532907231][bookmark: _Toc532907440][bookmark: _Toc532907611][bookmark: _Toc532908243][bookmark: _Toc532907232][bookmark: _Toc532907441][bookmark: _Toc532907612][bookmark: _Toc532908244][bookmark: _Toc532907233][bookmark: _Toc532907442][bookmark: _Toc532907613][bookmark: _Toc532908245][bookmark: _Toc532907234][bookmark: _Toc532907443][bookmark: _Toc532907614][bookmark: _Toc532908246][bookmark: _Toc532907235][bookmark: _Toc532907444][bookmark: _Toc532907615][bookmark: _Toc532908247][bookmark: _Toc532907236][bookmark: _Toc532907445][bookmark: _Toc532907616][bookmark: _Toc532908248][bookmark: _Toc532907237][bookmark: _Toc532907446][bookmark: _Toc532907617][bookmark: _Toc532908249][bookmark: _Toc532907238][bookmark: _Toc532907447][bookmark: _Toc532907618][bookmark: _Toc532908250][bookmark: _Toc532907239][bookmark: _Toc532907448][bookmark: _Toc532907619][bookmark: _Toc532908251][bookmark: _Toc532907240][bookmark: _Toc532907449][bookmark: _Toc532907620][bookmark: _Toc532908252][bookmark: _Toc532907241][bookmark: _Toc532907450][bookmark: _Toc532907621][bookmark: _Toc532908253][bookmark: _Toc532907242][bookmark: _Toc532907451][bookmark: _Toc532907622][bookmark: _Toc532908254][bookmark: _Toc532907243][bookmark: _Toc532907452][bookmark: _Toc532907623][bookmark: _Toc532908255][bookmark: _Toc532907244][bookmark: _Toc532907453][bookmark: _Toc532907624][bookmark: _Toc532908256][bookmark: _Toc532907245][bookmark: _Toc532907454][bookmark: _Toc532907625][bookmark: _Toc532908257][bookmark: _Toc532907246][bookmark: _Toc532907455][bookmark: _Toc532907626][bookmark: _Toc532908258][bookmark: _Toc532907247][bookmark: _Toc532907456][bookmark: _Toc532907627][bookmark: _Toc532908259][bookmark: _Toc532907248][bookmark: _Toc532907457][bookmark: _Toc532907628][bookmark: _Toc532908260][bookmark: _Toc532907249][bookmark: _Toc532907458][bookmark: _Toc532907629][bookmark: _Toc532908261][bookmark: _Toc532907250][bookmark: _Toc532907459][bookmark: _Toc532907630][bookmark: _Toc532908262][bookmark: _Toc532907251][bookmark: _Toc532907460][bookmark: _Toc532907631][bookmark: _Toc532908263][bookmark: _Toc532907252][bookmark: _Toc532907461][bookmark: _Toc532907632][bookmark: _Toc532908264][bookmark: _Toc532907253][bookmark: _Toc532907462][bookmark: _Toc532907633][bookmark: _Toc532908265][bookmark: _Toc532907254][bookmark: _Toc532907463][bookmark: _Toc532907634][bookmark: _Toc532908266][bookmark: _Toc532907255][bookmark: _Toc532907464][bookmark: _Toc532907635][bookmark: _Toc532908267][bookmark: _Toc532907261][bookmark: _Toc532907470][bookmark: _Toc532907641][bookmark: _Toc532908273][bookmark: _Toc532907472][bookmark: _Toc532908275]
[bookmark: _Toc532907473][bookmark: _Toc532908276][bookmark: _Ref536096247](NOT if Q10=R4) Does your program provide special forms of treatment for problematic opioid use that differ from other addictions treatments you may provide? (This may include psychosocial/counselling services, OAT, or both.)
Yes (please specify): 
No, those clients receive the same treatment as other clients
[bookmark: _Ref536096268]Our program only serves clients with opioid use disorders
Not sure

[bookmark: _Toc532907474][bookmark: _Toc532908277](NOT if Q14=R3 AND NOT if Q10=R4) In your experience, are clients being treated for opioid use disorders more likely to drop out or prematurely discontinue treatment compared to clients being treated for other forms of addiction? (This can include clients being treated for opioid use as a primary presenting problem, or a co-occurring problem with other addictions and/or drug use.)
Yes
No
Not sure

[bookmark: _Toc532907475][bookmark: _Toc532908278](NOT If Q14=R3 AND NOT if Q10=R4) In your experience, do post-treatment outcomes differ between clients being treated for opioid use disorders and clients being treated for other forms of addiction?
Yes, as a group these clients have better treatment outcomes (please specify): 
No, as a group these clients have poorer treatment outcomes (please specify): 
No, these clients have similar outcomes to other clients
Not sure

[bookmark: _Toc532907476][bookmark: _Toc532908279][bookmark: _Ref536106766]Does your program provide special forms of treatment for problematic methamphetamine use that differ from other addictions treatments you may provide?
Yes (please specify): 
No, those clients receive the same treatment as other clients
[bookmark: _Ref536106776]Not applicable
Not sure

[bookmark: _Toc532907477][bookmark: _Toc532908280](NOT if Q17=R3) In your experience, do post-treatment outcomes differ between clients being treated for methamphetamine use disorders and clients being treated for other forms of addiction?
Yes, as a group these clients have better treatment outcomes (please specify): 
No, as a group these clients have poorer treatment outcomes (please specify): 
No, these clients have similar outcomes to other clients
Not applicable
Not sure
 
[bookmark: _Toc532907478][bookmark: _Toc532908281][bookmark: _Toc532991683][bookmark: _Toc3291998]Affiliation with opioid agonist treatment (OAT) programs
Opioid agonist treatment programs refer to those programs that treat opioid dependency through the provision of prescribed drugs such as methadone and/or Suboxone (or buprenorphine), in either an observed or take-home modality.

[bookmark: _Ref532895391][bookmark: _Toc532907479][bookmark: _Toc532908282]Does your program admit clients who are receiving opioid agonist treatment (OAT) through another program or service?
[bookmark: _Ref532895413]Yes
No
Not sure

[bookmark: _Toc532907480][bookmark: _Toc532908283](If Q19=R1) How many clients were admitted to your program during the reporting period who were receiving OAT at the time of admission?

Not sure

[bookmark: _Toc532907481][bookmark: _Toc532908284]Are clients asked to discontinue OAT before being admitted into your program?
Yes (if so, please specify why): 
No
Not sure

[bookmark: _Toc532907482][bookmark: _Toc532908285]Do you expect clients with an opioid use disorder who are receiving OAT to taper their use of OAT during your program?
Yes, this is required
This is encouraged, but not required
No, this is not expected and may or may not occur depending on OAT provider
Not sure

[bookmark: _Ref532895500][bookmark: _Toc532907483][bookmark: _Toc532908286]Does your program provide clients initiation on OAT?
[bookmark: _Ref532895514]Yes, our program provides clients initiation on OAT
[bookmark: _Ref532895528]No, we refer clients to another program or physician within our organization that provides OAT initiation
[bookmark: _Ref532895619]No, we refer clients to another program or physician outside of our organization that provides OAT initiation
[bookmark: _Ref532895628]No, we do not facilitate OAT initiation
Not sure

[bookmark: _Toc532907484][bookmark: _Toc532908287](If Q23=R1 or R2) How many of your clients during the reporting period were initiated on OAT through your program and/or through linkage to another program in the same organization?

Not sure
(If Q23=R1) Has your site experienced any recent difficulties in managing OAT provision?
Yes (please specify): 
No
Not sure

[bookmark: _Toc532907485][bookmark: _Toc532908288]Approximately how many of your clients during the reporting period has your program referred to other sites for OAT initiation?

Not sure

What approximate total percentage of your clients with problematic opioid use are currently receiving OAT, either through your program, through outside agencies, and/or through pre-existing treatment?

Not sure

[bookmark: _Toc532907486][bookmark: _Toc532908289]Does your program have a formal or informal association with an OAT prescriber or program?
We have a formal association with an OAT service within our program or organization (please provide details to help explain your answer): 
We have a formal association with an OAT service provided through outside referral (please provide details to help explain your answer): 
We have an informal association with an OAT service (please provide details to help explain your answer): 
Not sure

[bookmark: _Toc532907487][bookmark: _Toc532908290](If Q23=R3 or R4) What is your organization’s philosophy on providing OAT to clients at your site? (Select all that apply.)
We do not provide OAT because we do not believe it is an effective method of treating addiction
We do not provide OAT because we have concerns about its long-term safety, adverse effects, or the risks it poses to clients
We do not provide OAT but would do so if we had the means and/or resources to
Providing OAT to clients is outside the scope of our program/service’s treatment goals
Other (please specify): 
Not sure

[bookmark: _Ref532895677][bookmark: _Toc532907488][bookmark: _Toc532908291](If Q23=R3 or R4) Are there any barriers preventing your site from offering OAT?
[bookmark: _Ref532895686]Yes
No
Not sure

[bookmark: _Ref532894177][bookmark: _Toc532907489][bookmark: _Toc532908292](If Q30=R1) Which of the following barriers to offering OAT apply to your site? (Select all that apply.) 
Lack of on-site treatment or support staff able to prescribe OAT
Inability of medical staff to access support for prescribing OAT (e.g. referrals/consultations with experts)
Insufficient support from allied health professionals (e.g. therapists/counsellors and social workers)
Lack of knowledge or skills among medical staff to prescribe OAT
Inability of medical staff to easily access education and training opportunities
Client group that is unwilling or unprepared to initiate OAT
Lack of safe storage capability
Insufficient access to medical resources (e.g. drugs, safe needles, overdose response kits)
Other (please specify): 
Not sure

[bookmark: _Toc532907490][bookmark: _Toc532908293][bookmark: _Toc532991684][bookmark: _Toc3291999]Take-home naloxone
[bookmark: _Ref532818664][bookmark: _Toc532907491][bookmark: _Toc532908294]Are overdose response kits available to clients on- site? (Note that overdose response kits can also be referred to as take-home naloxone kits.)
[bookmark: _Ref532818830]Yes (please provide details to help explain your answer): 
[bookmark: _Ref532818890]No
Not sure

[bookmark: _Toc532907492][bookmark: _Toc532908295](If Q32=R1) How many overdose response kits have you dispensed during the reporting period?

Not sure

[bookmark: _Toc532907493][bookmark: _Toc532908296][bookmark: _Ref536087894](If Q32=R2) Do you refer clients elsewhere to retrieve overdose response kits?
[bookmark: _Ref536087935]Yes
No
Not sure

(If Q34=R1) To where are clients referred to retrieve overdose response kits? (Select all that apply.)
Pharmacy
 An outside organization providing frontline health services (e.g. walk-in clinic)
Community services (e.g. harm reduction agency)
Other (please specify): 
Not sure

[bookmark: _Toc532907495][bookmark: _Toc532908298](If Q32=R2) What is your organization’s philosophy on providing overdose response kits? (Select all that apply.)
We do not provide these kits because we do not believe there is strong enough evidence of their benefit (please provide any additional details to explain your answer, if desired): 
We do not provide these kits because it is not common practice for our program (please provide any additional details to explain your answer, if desired): 
We do not provide these kits but would do so if we had the means and/or resources to
Providing kits to clients is outside the scope of our program/service’s treatment goals
Other (please specify): 
Not sure

[bookmark: _Ref532895925][bookmark: _Toc532907496][bookmark: _Toc532908299](If Q32=R2) Are there any barriers preventing you from offering overdose response kits?
[bookmark: _Ref532895936]Yes
No
Not sure

[bookmark: _Toc532907497][bookmark: _Toc532908300](If Q37=R1) Which of the following barriers to providing overdose response kits apply to your site? (Select all that apply.) 
Lack of on-site treatment or support staff able to safely dispense and provide training for kits
Lack of knowledge or skills among staff to safely dispense kits and/or inform clients on their use
Inability of medical staff to easily access education and training opportunities
Lack of safe storage capability
Insufficient access to supply
Other (please specify): 
Not sure

Have any drug overdoses occurred on-site or among your caseload during the reporting period?
Yes (please specify the number of drug overdoses that have occurred and any other details to help explain your answer, e.g., whether this happened through a residential or non-residential service): 
No
Not sure

[bookmark: _Toc532907498][bookmark: _Toc532908301][bookmark: _Toc532991685][bookmark: _Toc3292000]General program info
How is your program funded and operated?
The program receives its funding primarily from a provincial or territorial health authority or government department and is operated by that same authority or department.
The program receives all or the majority of its funding from a provincial or territorial health authority or government department but operates independently
The program receives only partial funding from a provincial or territorial health authority or government department, but operates independently
The program receives all funding from sources other than a provincial or territorial health authority or government department (please specify): 
Other (please specify): 
Not sure

During the reporting period, please indicate whether your program:
a) Is promoted, tailored, or exclusively designed for certain client groups,
b) Accepts, but is not expressly designed for certain client groups, or
c) Excludes and/or provides referrals to other programs/services for certain client groups.

	Client group
	Designed for
	Accepts
	Excludes
	Not sure

	Males
	☐	☐	☐	☐
	Females
	☐	☐	☐	☐
	Youth: age range ___ to ___
	☐	☐	☐	☐
	Adults: age range ___ to ___
	☐	☐	☐	☐
	People mandated to treatment by justice system
	☐	☐	☐	☐
	People with concurrent mental health challenges
	☐	☐	☐	☐
	Incarcerated offenders
	☐	☐	☐	☐
	First Nations, Metis, or Inuit peoples
	☐	☐	☐	☐
	LGBTQ clients
	☐	☐	☐	☐
	Other cultural groups (e.g., newcomers)
	☐	☐	☐	☐
	People with developmental disabilities (including FASD)
	☐	☐	☐	☐
	People with physical disabilities
	☐	☐	☐	☐
	Pregnant or post-partum women
	☐	☐	☐	☐
	Seniors or older adults
	☐	☐	☐	☐
	Other (please specify): 
	☐	☐	☐	☐



[bookmark: _Toc532907499][bookmark: _Toc532908302]Please estimate the percentage of your clients served during the reporting period who were:
	
	
	Not sure

	Persons with alcohol problems only
	______ %
	☐

	Persons with other drug problems only
	______ %
	☐

	Persons with both alcohol and other drug problems
	______ %
	☐

	Persons with problems not related to substance abuse
	______ %
	☐

	Family members/loved ones of persons with alcohol and/or drug problems
	______ %
	☐

	Total
	100%
	



[bookmark: _Ref532896030][bookmark: _Toc532907500][bookmark: _Toc532908303]Does your program perform biological sample testing for alcohol and/or other drug use with its clients?
[bookmark: _Ref532896039]Yes, we conduct biological sample testing for alcohol and/or other drug use with clients in our program
No, we do not perform biological sample testing for alcohol and/or other drug use with clients in our program
Not sure

[bookmark: _Toc532907501][bookmark: _Toc532908304](If Q43=R1) Which of the following sample types do you use for biological sample testing? (Select all that apply.)
Blood
Breath
Hair
Saliva
Sweat
Urine
Other (please specify): 
Not sure

[bookmark: _Ref532896291][bookmark: _Toc532907502][bookmark: _Toc532908305](If Q43=R1) When does this testing take place? (Select all that apply.)
[bookmark: _Ref532896308]Prior to intake
[bookmark: _Ref532896316]During the course of treatment
In response to acute events or specific concerns
During post-treatment recovery
Not sure

[bookmark: _Toc532907503][bookmark: _Toc532908306](If Q43=R1) Please indicate if this testing occurs at random or fixed intervals.
Random intervals
Fixed intervals (please specify): 
Not sure

[bookmark: _Toc532907504][bookmark: _Toc532908307](If Q43=R1) Are the results of biological sample testing processed immediately on-site? (E.g., breathalyzer, rapid response laboratory testing.)
Yes
No
Not sure

(If Q43=R1) For what purpose(s) are the results of biological sample testing used? (Select all that apply.)
Determining eligibility for admission
Treatment planning
Evaluating adherence to program guidelines
Monitoring treatment outcomes
General health screening and assessment
Other (please specify): 
Not sure

[bookmark: _Toc532907506][bookmark: _Toc532908309][bookmark: _Toc532991686][bookmark: _Toc3292001]Services & therapy
[bookmark: _Toc532907507][bookmark: _Toc532908310]Please indicate which of the following forms of treatment or other support were offered to clients through your program during the reporting period. (Select all that apply.) 
Information about treatment or services available for mental health issues
Information about treatment or services available for addictions
Medication to help with mental health issues 
Medication to help with addictions
Hospitalization overnight or longer
Withdrawal management services/detoxification
Residential (non-medical) treatment overnight or longer
Counselling or support on a non-residential basis, including any kind of help to talk through problems related to addictions
Counselling or support on a non-residential basis, including any kind of help to talk through problems related to mental health issues
Responding to basic needs such as housing, finances, or food security
Case management services
Help to improve clients’ ability to work
Education supports (e.g., to undertake self-care, to use their time, or to meet people)
Help to reduce the risk of harm related to using drugs, such as needle exchanges, testing for diseases that can be passed on through drug use, etc.
Crisis intervention
Other (please specify): 
Not sure

[bookmark: _Toc532907508][bookmark: _Toc532908311][bookmark: _Ref536102837][bookmark: _Toc532907509][bookmark: _Toc532908312]Please indicate whether the following counselling and therapy services are offered through your program.
	Counselling or therapy service
	Offered

	
	Yes
	No
	Not sure

	12-step or similar support groups
	☐	☐	☐
	Aftercare/continuing support
	☐	☐	☐
	Contingency management
	☐	☐	☐
	Cultural programming (e.g., sweat lodges, etc.)
	☐	☐	☐
	[bookmark: _Ref536102975]Family coaching/counselling/psychotherapy
	☐	☐	☐
	[bookmark: _Ref536102989]Group coaching/counselling/psychotherapy
	☐	☐	☐
	Individual coaching/counselling
	☐	☐	☐
	Individual psychotherapy (provided by regulated health professionals)
	☐	☐	☐
	Relapse prevention groups
	☐	☐	☐
	Relaxation training
	☐	☐	☐
	Support (e.g. screening or assessment) for concurrent mental health issues
	☐	☐	☐
	Other (please specify): 
	☐	☐	☐

  

[bookmark: _Toc532907512][bookmark: _Toc532908315][bookmark: _Toc532991688][bookmark: _Toc3292002]Number of clients served per year
· For the following set of questions, “new individuals” refer to unique clients who started treatment during the reporting period. This would not include individuals with an ongoing service event beginning prior to the reporting period.
· “Service events” refer to admissions to a particular form of service, with an associated discharge event or case closure completed within the reporting period.
· Note that this is not concretely equivalent to number of appointments. A client may have many appointments for treatment which would fall under the umbrella of a single service event (e.g., admission and discharge from a day program).
· For the purposes of this survey, a client who transfers between levels of service, e.g., enrolling in a day program after receiving non-residential care through outpatient services, would be associated with two different service events.
· Provision of support to loved ones of persons with substance use disorders should be counted as part of service event estimates, if applicable.
· Please note that we do not expect exact figures for any estimates you can provide. “Best guesses” or educated approximations are encouraged.

[bookmark: _Toc532907305][bookmark: _Toc532907514][bookmark: _Toc532907685][bookmark: _Toc532908317][bookmark: _Toc532907306][bookmark: _Toc532907515][bookmark: _Toc532907686][bookmark: _Toc532908318][bookmark: _Toc532907308][bookmark: _Toc532907517][bookmark: _Toc532907688][bookmark: _Toc532908320][bookmark: _Toc532907321][bookmark: _Toc532907530][bookmark: _Toc532907701][bookmark: _Toc532908333][bookmark: _Toc532907531][bookmark: _Toc532908334][bookmark: _Ref532911096]Did your program provide non-residential services for clients during the reporting period for alcohol and/or other drug use? (This could be provided on a recurring schedule, e.g., 1-2 hours per week.)
[bookmark: _Ref532911102]Yes
No
Not sure

[bookmark: _Toc532907532][bookmark: _Toc532908335](If Q51=R1) How many new individuals received non-residential care for alcohol and/or other drug use during the reporting period?

Not sure

[bookmark: _Toc532907533][bookmark: _Toc532908336](If Q51=R1) How many service events were provided for alcohol and/or other drug use on a non-residential basis during the reporting period?

Not sure

[bookmark: _Toc532907534][bookmark: _Toc532908337](If Q51=R1) What is the approximate capacity of your non-residential service on a monthly basis?

Not sure

[bookmark: _Toc532907535][bookmark: _Toc532908338][bookmark: _Ref532911148]Did your program provide day or evening treatment for clients during the reporting period for alcohol and/or other drug use? (Day treatment is any intensive, structured non-residential treatment, typically provided five days/evenings per week for several hours per day, e.g., 3-4 hours every weekday.)
Yes
No
Not sure

[bookmark: _Toc532907536][bookmark: _Toc532908339](If Q55=R1) How many new individuals received day or evening treatment for alcohol and/or other drug use during the reporting period?

Not sure

[bookmark: _Toc532907537][bookmark: _Toc532908340](If Q55=R1) What is the approximate capacity of your day or evening treatment service on a monthly basis?

Not sure

[bookmark: _Toc532907539][bookmark: _Toc532908342][bookmark: _Ref532911362][bookmark: _Ref536171231]Did your program provide residential service for clients during the reporting period for alcohol and/or other drug use? (Residential service is any treatment or rehabilitation service provided to clients while they reside in-house; this can be short term, e.g., 40 days or less, or long term, e.g., longer than 40 days.)
[bookmark: _Ref532911374]Yes
No
Not sure

[bookmark: _Toc532907540][bookmark: _Toc532908343](If Q58=R1) Please indicate the number of beds designated for treatment of clients with alcohol and/or drug addictions.

Not sure

[bookmark: _Toc532907541][bookmark: _Toc532908344](If Q58=R1) Please estimate the average number of beds in use by clients at any given time (i.e., average occupancy rate) that are designated for treatment of alcohol and/or drug problems.

Not sure

(If Q58=R1) How many new individuals received residential services for alcohol and/or other drug use during the reporting period?

Not sure

[bookmark: _Toc532907542][bookmark: _Toc532908345](If Q58=R1) How many service events (i.e., number of admissions with associated discharges) were provided during the reporting period for alcohol and/or drug use on a residential basis?

Not sure

[bookmark: _Toc532907544][bookmark: _Toc532908347](If Q58=R1) What was the average length of stay for alcohol and/or other drug problems for clients admitted to residential services during the reporting period?

Not sure

[bookmark: _Toc532908348][bookmark: _Toc532991689][bookmark: _Toc3292003]Program treatment goals & philosophy
[bookmark: _Ref532904875][bookmark: _Toc532907550][bookmark: _Toc532908353]Which one statement below best reflects the program’s long-term client goals regarding substance use?  (Note that this question is not referring to substance use during treatment, which may differ from long-term goals, e.g., residential program rules.)
[bookmark: _Ref532904891]The program focuses on client abstinence from all use of alcohol and other drugs
The program focuses on client abstinence only from use of alcohol and other drugs that have caused problems
The program focuses on helping clients set personal consumption goals (abstinence or moderate use)
Not sure

[bookmark: _Toc532907551][bookmark: _Toc532908354]What is your program’s policy on clients abstaining from use of nicotine or tobacco as part of their long-term goals?
Abstinence from nicotine or tobacco is not required
Abstinence from nicotine or tobacco is encouraged but not required
Abstinence from nicotine or tobacco is required 
Not sure

[bookmark: _Toc532907552][bookmark: _Toc532908355](If Q64=R1) Please indicate which of the following psychoactive substances clients are advised to abstain from as part of their long-term goals, in addition to alcohol and other drugs. (Select all that apply.)
Caffeine
Cannabis
Prescribed psychoactive medications for mental health (e.g., anxiety medication)
Prescribed opioids (e.g., as for chronic pain)
Other (please specify): 
Not sure

Which of the following statements most closely matches the definition of recovery used in this program in terms of substance use? (Please select one response only.)
No use of any substance – drugs or alcohol
No use of any substance – drug or alcohol – except as prescribed by your doctor 
No use of substance of choice but some use of other substances
Moderate or controlled use of any substance – drug or alcohol
Moderate or controlled use of alcohol
Moderate or controlled use of drugs
Not sure

[bookmark: _Toc532907553][bookmark: _Toc532908356]Which of the following statements are reflected in your program’s concept of holistic recovery? (Select all that apply.)
Achieving abstinence from alcohol or other drugs
Improved quality of life (for the purposes of this survey, quality of life refers to a subjective state of physical and emotional well-being)
Absence of thoughts or cravings for alcohol or other drugs
Client maintains their pre-defined treatment goals
Our program does not have a set definition of recovery
None of the above (please specify): 
Not sure
 
[bookmark: _Toc532907345][bookmark: _Toc532907554][bookmark: _Toc532907725][bookmark: _Toc532908357][bookmark: _Toc532907555][bookmark: _Toc532908358]Does your program provide clients with harm reduction services focused on reducing client substance use? (Harm reduction refers to an evidence-based approach to treatment that minimizes risks and harms associated with substance use that do not explicitly call for abstention from substance use, e.g., overdose prevention plans and peer leadership groups.)
Yes (please provide details, if desired): 
No (please provide details, if desired): 
Not sure

Does your program employ trauma-informed practices? (Trauma-informed practices refer to an organizational philosophy guided by a set of principles that recognize and prioritize the client’s safety, comfort, and empowerment. This philosophy is informed by an understanding of the links between substance use and traumatic experiences. Note that the scope of trauma-informed practice should be inclusive of every aspect of service delivery, and not simply guide the direct provision of treatment: administration, management, resource allocation, program planning and evaluation, etc. should all be trauma-informed to fit this description.)
Yes
No
Not sure

Does your program employ a means of providing cultural adaptations to care and/or other ways of acknowledging and attending to patient diversity?
Yes (please specify): 
No
Not sure

[bookmark: _Toc532907556][bookmark: _Toc532908359][bookmark: _Toc532991690][bookmark: _Toc3292004]Admissions/discharge policies
Which of the following methods are administered to determine whether potential clients are admitted to your program? (Select all that apply).
Structured interviews (e.g., standardized protocols or formats for assessment)
Unstructured interviews
Standardized psychological testing
Biological sample testing
Structured tests for alcohol and/or other drug use (e.g., questionnaires)
Other (please specify): 
None
Not sure

[bookmark: _Ref532903629][bookmark: _Toc532907557][bookmark: _Toc532908360]Which of the following conditions would result in a client being refused entry into your program? (Select all that apply.)
Client…
Is intoxicated at the time of requesting service
Has not been substance-free for a sufficient period of time
Has goals besides abstinence
Is not self-referred
Does not have a physician referral
[bookmark: _Ref532903654]Is taking prescription medication
Is currently using other drugs
Is taking restricted medications (e.g., opioids)
Is medically unstable
Is not sufficiently motivated to make changes
Experiences problematic use of multiple substances 
Has a concurrent mental health issue
Has a concurrent medical issue
Exhibits acute suicidality
Is currently involved in the legal system
Does not have stable housing
Does not have a current family doctor or GP
Other (please specify): 
Not sure

[bookmark: _Toc532907558][bookmark: _Toc532908361](If Q73=R6) Which prescription medication(s) would result in a client being refused entry to the program? 

Not sure

[bookmark: _Toc532907559][bookmark: _Toc532908362]What forms of support or referral to other care facilities/programs are offered to clients who do not meet the criteria for admission to your program? (Select all that apply.)
Information is offered to the client about other program/services
Connect or refer clients directly with other program/services
None
Other (please specify): 
Not sure
Not applicable

Which of the following services are provided to clients if the program or facility has reached maximum capacity? (Select all that apply.)
Clients are…
Placed on a waiting list
Referred directly to other programs
Referred directly to other facilities that offer the same program
Provided information about other programs or facilities
Other (please specify): 
Our program does not have a policy for such situations
Not sure

[bookmark: _Toc532907560][bookmark: _Toc532908363][bookmark: _Ref536089109]Which of the following conditions would result in a client being discharged prior to completing treatment? (Select all that apply.)
Client…
Shows lack of engagement in program
Has poor attendance
Shows no evidence of progress or improvement
[bookmark: _Ref536089116]Is disruptive or interfering with other clients
Is violent or threatening
Uses non-approved substances during treatment
Has medical needs that are interfering with program effectiveness and cannot be met within this program
Has addiction needs that are interfering with program effectiveness and cannot be met within this program 
Has mental health needs that are interfering with program effectiveness and cannot be met within this program
Is in an emotional state that is interfering with program effectiveness and cannot be met within this program
Other (please specify): 
Not sure

(If Q77=R4) What kinds of behaviours would be considered disruptive and potentially result in a client being discharged? (Select all that apply.)
Swearing
Excessive argumentativeness
Resistance or refusal to comply with rules and requests
Deliberately aggravating or showing aggression toward clients or service staff
Talking over others
Other (please specify): 
Not sure

[bookmark: _Toc532907561][bookmark: _Toc532908364]What forms of support or referral to other care facilities/programs are offered to clients who are discharged prior to completing treatment? (Select all that apply.)
Information is offered to the client about other program/services
Connect or refer clients directly with other program/services
None 
Other (please specify): 
Not sure

[bookmark: _Toc532907562][bookmark: _Toc532908365][bookmark: _Toc532991691][bookmark: _Toc3292005]Outcomes & follow-up
[bookmark: _Ref532905867][bookmark: _Toc532907563][bookmark: _Toc532908366]Please indicate which of the following options most closely matches your program’s policy on client follow-up monitoring of treatment outcomes:
[bookmark: _Ref532905967]We conduct formal follow-up outcome monitoring (e.g., through use of a standardized instrument to quantitatively assess outcomes and develop evidence-based service delivery models)
[bookmark: _Ref532905976][bookmark: _Ref536785476]We informally follow-up with clients to assess outcome (e.g., collecting over-the-phone feedback on treatment experiences)
Follow-up of clients is not typically performed
Not sure

[bookmark: _Toc532907564][bookmark: _Toc532908367](If Q80=R1 or R2) For which clients do you perform follow-up?
For all clients
Only for clients completing the program
For a subsample of clients
Not sure

[bookmark: _Ref532906221][bookmark: _Toc532907565][bookmark: _Toc532908368](If Q80=R1 or R2) When do these assessments take place? (Select all that apply.)
Prior to intake to establish a baseline
[bookmark: _Ref532906231]During the course of treatment
At time of discharge or exit from the program, irrespective of treatment completion
At successful treatment completion
At regular intervals post-treatment (please specify): 
During the period that clients attend a clinical aftercare program
Not sure

[bookmark: _Toc532907566][bookmark: _Toc532908369](If Q82=R2) Please indicate if this testing occurs at random or fixed intervals.
Random intervals
Fixed intervals (please specify): 
Not sure

[bookmark: _Toc532907567][bookmark: _Toc532908370](If Q80=R1 or R2) How are assessments of treatment outcomes conducted? (Select all that apply.)
Telephone interview with clinical staff
Telephone interview with support staff
Telephone interview with independent third party (please explain): 
Telephone interview with volunteer
Online link provided to client
Other (please specify): 
Not sure

[bookmark: _Ref532906496][bookmark: _Toc532907568][bookmark: _Toc532908371](If Q80=R1 or R2) Are treatment outcomes summarized in the form of a written report?
[bookmark: _Ref532906503]Yes
No
Not sure

[bookmark: _Toc532907569][bookmark: _Toc532908372](If Q85=R1) Which of the following pieces of information are collected in these reports? (Select all that apply.)
Standard demographic information (e.g., age and sex)
Scores on standardized instruments (if applicable)
Program participation metrics (e.g., attendance and dropouts)
Outcomes at the point of discharge (e.g., end of treatment substance use)
Post-program and aftercare outcomes
Other (please specify): 
Not sure

[bookmark: _Toc3292006]Reporting period
Was the same reporting period used for all the statistical and estimation questions in this survey?
Yes (please indicate the reporting period used): 
No (please explain): 

[bookmark: _Toc532907570][bookmark: _Toc532908373][bookmark: _Toc532991692][bookmark: _Toc3292007]Optional comments & feedback
As part of this project, we are looking for examples of programs with effective models for serving individuals with opioid use disorder. The following set of questions would assist us in identifying such programs.

[bookmark: _Toc532907572][bookmark: _Toc532908375]Do you consider your program to be a model program for treating or otherwise supporting individuals with opioid dependence?
Yes, we are a model program
We do our best but are not a model program
We need to do better

Please elaborate on your answer above, if possible.

[bookmark: _Toc532907573][bookmark: _Toc532908376]Can you identify another program that you believe is a model program? (If so, please explain.)

[bookmark: _Toc532907571][bookmark: _Toc532908374]Do you have any additional thoughts about the treatment of individuals with opioid use disorder in psychosocial treatment programs that you would like to share?

[bookmark: _Toc532907574][bookmark: _Toc532908377]Did you experience any technical issues or interruptions while taking this survey? (If so, please explain.)





[bookmark: _Toc532907575][bookmark: _Toc532908378]If you have any other suggestions, questions, or comments that would assist us in improving this survey, please outline them here.
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Name of Researcher, Faculty, Department, Telephone & Email: 

Matthew Budd
Study Coordinator
Faculty of Arts, Department of Psychology 
403-220-3118
matthew.budd@ucalgary.ca

David Hodgins
Principal Investigator
Faculty of Arts, Department of Psychology
403-220-3371
dhodgins@ucalgary.ca

Title of Project:  
Emerging Health Threat Implementation Science Program on Opioid Interventions and Services: Treatment of Opioids in Psychosocial Programs

Sponsor:
The Canadian Research Initiative in Substance Misuse (CRISM) through the Canadian Institutes of Health Research (CIHR)


This consent form is only part of the process of informed consent. If you want more details about something mentioned here, or information not included here, you should feel free to ask. Please take the time to read this carefully and to understand any accompanying information.

The University of Calgary Conjoint Faculties Research Ethics Board has approved this research study.

Participation in this survey is completely voluntary. Participation is not anonymous but will remain confidential. You may refuse to participate altogether, may refuse to participate in parts of the study, and you may decline to answer any and all questions. You may skip any question without penalty. You are free to discontinue and withdraw from this study at any time. You will incur no penalty should you choose to withdraw. Should you choose to withdraw from this study, the information collected from you until that point will still be used for the study unless you request your data be excluded from analyses. The request to remove your data must be made via email to the study coordinator, and can be made at any time within three weeks of when you began the survey.

Purpose of the Study 

Broadly, the purpose of this study is to understand how opioid use disorder is treated in mainstream psychosocial addiction treatment and recovery programs across Canada, and to identify model programs that could be used as a basis to improve upon existing programs and systems. We will use the information collected in this study to develop a comprehensive inventory of programs and services for psychosocial treatment of opioid use disorder, and to examine if and how treatment outcomes are used to inform and document effective treatment practices. We will also examine how psychosocial services for treatment of opioid use disorder are integrated with programs that employ pharmacological treatment and recovery.

What Will I Be Asked To Do? 

If you choose to participate in this study, you will be asked to complete an online survey to assess various aspects of your treatment program relevant to opioid use disorder. This survey is designed to take approximately 20-minutes to complete. Note that if you manage more than one program, you may be asked to complete this brief survey on behalf of each of those programs.  You will also be asked to nominate any therapists/counsellors within the addiction treatment program that you currently manage or are currently associated with to complete their own survey (approximately 25-minutes).

What Type of Personal Information Will Be Collected? 

Should you choose to participate, you will be asked to provide your email address. We will never ask you for your name or any identifying information other than your email address, which will be used to link your survey responses to you.

Are there Risks or Benefits if I Participate? 

Harm is not expected from your participation in this research. However, as a result of participating you may experience some psychological or mental fatigue. While the questionnaire is designed to be completed in 20 minutes or less, due to the wide range of programs and services being surveyed some questions may be difficult for you to answer. Please note that you will have the opportunity to respond with an “unsure” option for any question, and that you are not required to answer any particular question to complete the survey.

You may also be at risk of having your personal information (i.e., name, email address) compromised as a result of participating. Please refer to the following section (“What Happens to the Information I Provide?”) for an outline of the steps we have taken to protect this information. Also, please note that we are collecting only the minimal amount of personal information from you necessary to complete the study, and we will not share your personal information with any other source.

Finally, we will minimize any potential risks or harms to your career and/or reputation by protecting all personal information as detailed below, and by obtaining any necessary institutional/operational approvals from your health region’s research administration team prior to asking for your participation.

By participating, you would be contributing to the development of knowledge and resources that will be used to streamline and improve access to treatment for your clients and their loved ones.

What Happens to the Information I Provide? 

Once you complete the survey, we will assign you an anonymous participant ID number. You will not be required to know this number or use it for any reason. The file linking your email address to your participant ID will be encrypted and stored on a password-protected computer in a locked laboratory at the University of Calgary. No other study materials or documents will contain information that could be used to identify you. We will not share any identifying information with other individuals or institutions. Only Dr. David Hodgins (Principle Investigator), Matthew Budd (Study Coordinator) and Megan Cowie (Graduate Student Investigator) will have access to your identifying information, and after assigning your participant ID this information will not be accessed unless you request to have your information withdrawn from the study. The researchers associated with the CRISM network and the Addictive Behaviours Laboratory (ABL) will not have access to any personally identifying information. Survey data will be stored indefinitely and may be made available for future research; however, no information that could potentially be used to identify you will be shared with other groups or used for research purposes. Neither you nor your treatment agency will be individually identified in any publication of the results; information will be summarized and presented in aggregate for any presentation or publication.

The online survey is being administered by Qualtrics©, an American software company. As such, your responses are subject to U.S. laws, including the USA Patriot Act. The risks associated with participation are minimal, however, and similar to those associated with many e-mail programs, such as Hotmail© and social utilities spaces, such as Facebook©.


Signatures
By providing your email address on the landing page of the survey and by clicking the arrow to proceed to the survey, it indicates that 1) you understand to your satisfaction the information provided to you about your participation in this research project, and 2) you agree to participate in the research project.

In no way does this waive your legal rights nor release the investigators, sponsors, or involved institutions from their legal and professional responsibilities. You are free to withdraw from this research project at any time. You should feel free to ask for clarification or new information throughout your participation.

Questions/Concerns

If you have any further questions or want clarification regarding this research and/or your participation, please contact:

Matthew Budd, M.Sc
Study Coordinator
Department of Psychology
403-220-3118
matthew.budd@ucalgary.ca

If you have any concerns about the way you’ve been treated as a participant, please contact the Research Ethics Analyst, Research Services Office, University of Calgary at 403.220.6289 or 403.220.8640; email cfreb@ucalgary.ca.
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[bookmark: _Ref51672523]Figure C1. Agglomeration schedule for determining number of clusters to use in clustering analysis.
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Figure C2. Dendrogram splits of program clusters for clustering analysis of ‘achieving abstinence’ (A; n=37) and ‘undifferentiated’ (B; n=55) clusters. Cluster distances measured in squared Euclidian distance with Ward linkage method.
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Figure C3. Dendrogram splits of program clusters for clustering analysis of ‘multi-modal abstinence’ (A; n=55) and ‘meeting personal goals’ (B; n=37) clusters. Cluster distances measured in squared Euclidian distance with Ward linkage method.
[bookmark: _Toc61288823]Table C1. Client groups served by each program cluster.
	Clients served*
	Achieving abstinence
	Undifferentiated
	Multi-modal abstinence
	Meeting personal goals

	
	Designed for  (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)

	Males
	50
	39
	11
	25
	67
	8
	38
	55
	8
	31
	64
	6

	Females
	31
	37
	31
	34
	66
	0
	29
	55
	16
	33
	64
	3

	Youth
	23
	26
	51
	30
	36
	34
	31
	29
	41
	42
	32
	26

	Adults
	64
	28
	8
	36
	52
	12
	54
	39
	8
	38
	47
	16

	People mandated to treatment by justice system
	11
	81
	8
	10
	80
	10
	9
	83
	8
	13
	78
	9

	People with concurrent mental health challenges
	24
	76
	0
	27
	73
	0
	26
	75
	0
	34
	66
	0

	Incarcerated offenders
	9
	46
	46
	4
	44
	52
	5
	53
	43
	9
	38
	53

	First Nations, Metis, or Inuit peoples
	11
	89
	0
	9
	91
	0
	11
	89
	0
	20
	80
	0

	LGBTQ clients
	11
	89
	0
	9
	91
	0
	2
	98
	0
	11
	89
	0

	Other cultural groups (e.g., newcomers)
	14
	86
	0
	7
	93
	0
	6
	94
	0
	3
	97
	0

	People with developmental disabilities
	11
	86
	3
	8
	82
	10
	0
	98
	2
	3
	91
	6

	People with physical disabilities
	9
	82
	9
	6
	91
	4
	4
	94
	2
	3
	97
	0

	Pregnant or post-partum women
	11
	47
	42
	19
	79
	2
	13
	70
	17
	14
	80
	6

	Seniors or older adults
	14
	78
	8
	6
	62
	32
	7
	82
	11
	6
	73
	21


[bookmark: _Ref43718226][bookmark: _Ref44931161]*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.

[bookmark: _Ref47570555][bookmark: _Ref47570550][bookmark: _Toc61288824]Table C2. Forms of service provided by each program cluster.
	Service*
	Achieving abstinence (%)
	Undifferentiated (%)
	Multi-modal abstinence (%)
	Meeting personal goals (%)

	Information about treatment or services available for mental health issues
	95
	95
	98
	97

	Information about treatment or services available for addictions
	95
	95
	98
	97

	Medication to help with mental health issues
	70
	49
	66
	54

	Medication to help with addictions
	65
	44
	62
	60

	Hospitalization overnight or longer
	46
	20
	35
	35

	Withdrawal management services/detoxification
	49
	46
	51
	51

	Residential (non-medical) treatment overnight or longer
	84
	49
	71
	49

	Counselling or support on a non-residential basis related to addictions
	70
	78
	80
	81

	Counselling or support on a non-residential basis related to mental health issues
	57
	75
	71
	81

	Responding to basic needs such as housing, finances, or food security
	65
	71
	78
	73

	Case management services
	78
	87
	93
	87

	Help to improve clients’ ability to work
	57
	73
	62
	54

	Education supports
	76
	73
	84
	81

	Help to reduce the risk of harm related to using drugs
	51
	73
	69
	76

	Crisis intervention
	84
	80
	76
	81


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.

[bookmark: _Ref43718228][bookmark: _Toc61288825]Table C3. Forms of treatment employed by each program cluster.
	Service*
	Achieving abstinence  (%)
	Undifferentiated  (%)
	Multi-modal abstinence  (%)
	Meeting personal goals (%)

	12-step or similar support groups
	79
	35
	58
	30

	Aftercare/continuing support
	89
	75
	93
	89

	Contingency management
	62
	46
	64
	51

	Cultural programming (e.g., sweat lodges, etc.)
	57
	35
	47
	27

	Family coaching/counselling/psychotherapy
	60
	55
	78
	78

	Group coaching/counselling/psychotherapy
	97
	84
	91
	89

	Individual coaching/counselling
	100
	100
	100
	100

	Individual psychotherapy (provided by regulated health professionals)
	52
	60
	73
	68

	Relapse prevention groups
	95
	58
	82
	65

	Relaxation training
	84
	56
	87
	87

	Support (e.g. screening or assessment) for concurrent mental health issues
	95
	84
	91
	95

	Other
	22
	22
	16
	24


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc43483253][bookmark: _Toc61288826][bookmark: _Hlk44939741][bookmark: _Hlk44941958]Table C4. OAT initiation practices for program clusters.
	OAT provision*
	Achieving abstinence (%)
	Undifferentiated (%)
	Multi-modal abstinence (%)
	Meeting personal goals (%)

	Provides clients initiation on OAT
	19
	26
	33
	38

	Refers clients to another program or physician within organization
	11
	32
	21
	27

	Refer clients to another program or physician outside of organization
	39
	24
	29
	29

	Does not facilitate OAT initiation
	31
	18
	17
	6


[bookmark: _Toc43483254]*: Results presented as proportion (%) of group.
[bookmark: _Toc61288827]Table C5. Reasons that program clusters either do not provide OAT to clients or refer to an outside organization for OAT initiation.
	[bookmark: _Hlk44941517]OAT provision philosophy*
	Achieving abstinence
	Undifferentiated
	Multi-modal abstinence
	Meeting personal goals

	n (number that do not provide OAT)
	22
	19
	23
	12

	Does not believe it is an effective method of treating addiction
	5
	0
	0
	0

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	0
	0
	4
	0

	Does not provide OAT but would do so with the means and/or resources**
	73
	58
	48
	42

	Providing OAT to clients is outside the scope of program’s treatment goals
	23
	26
	44
	67

	Other: Program is not accredited to provide OAT
	0
	11
	9
	8

	Other: No client base that would benefit from on-site OAT provision
	5
	11
	4
	0

	Other: OAT is not allowed on site
	0
	5
	4
	0


[bookmark: _Toc43483255][bookmark: _Hlk44939715]*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating that OAT is supported.

[bookmark: _Toc61288828]Table C6. OAT-specific admissions policies for program clusters.
	[bookmark: _Hlk44939327]OAT acceptance*
	Achieving abstinence (%)
	Undifferentiated (%)
	Multi-modal abstinence (%)
	Meeting personal goals (%)

	Admits clients who are receiving OAT
	83
	88
	90
	86

	Expects clients to discontinue OAT use before being admitted to program
	11
	6
	8
	0

	Expects clients to taper use of OAT before being admitted to program
	3
	2
	2
	0

	Encourages, but does not expect, clients to taper OAT use before being admitted
	15
	6
	17
	12

	Does not expect clients to taper use of OAT before being admitted to program
	82
	92
	81
	88


[bookmark: _Toc43483257][bookmark: _Toc43483256]*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
[bookmark: _Toc61288829]Table C7. Nature of OAT provider relationships for program clusters.
	Relationship with OAT provider*
	Achieving abstinence (%)
	Undifferentiated (%)
	Multi-modal abstinence (%)
	Meeting personal goals (%)

	Formal, within organization
	44
	60
	57
	67

	Formal, through referral
	13
	7
	9
	12

	Informal
	44
	33
	34
	21


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288830]Table C8. Reasons that program clusters do not have naloxone kits on-site.
	Philosophy for offering naloxone on-site*
	Achieving abstinence  (%)
	Undifferentiated (%)
	Multi-modal abstinence (%)
	Meeting personal goals (%)

	n (number that do not offer naloxone)
	n = 4
	n = 9
	n = 6
	n = 6

	Not common practice for the program
	0
	22
	17
	20

	Do not provide kits but would if the means/resources were available
	50
	44
	17
	20

	Providing kits is outside the program’s scope or treatment goals
	50
	22
	17
	0

	Other
	0
	11
	50
	60


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288831]Table C9. Program cluster attitudes about opioid-addicted client treatment completion rates and outcomes.
	Attitudes about clients with opioid addiction*
	Achieving abstinence  (%)
	Undifferentiated  (%)
	Multi-modal abstinence  (%)
	Meeting personal goals  (%)

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	25
	47
	40
	42

	Treatment outcomes are better for opioid users compared to other addictions clients
	3
	25
	16
	26

	Treatment outcomes are about the same for opioid users and other addictions clients
	80
	36
	53
	37

	Treatment outcomes are worse for opioid users compared to other addictions clients
	17
	39
	32
	37


*: Results presented as proportion (%) of group.


[bookmark: _Toc43483258][bookmark: _Toc61288832]Table C10. Definition of recovery most closely matching that used by program clusters.
	Definition of recovery*
	Achieving abstinence   (%)
	Undifferentiated  (%)
	Multi-modal abstinence  (%)
	Meeting personal goals  (%)

	No use of any substance – drugs or alcohol
	25
	4
	10
	0

	No use of any substance – drug or alcohol – except as prescribed by doctor
	72
	20
	57
	17

	No use of substance of choice but some use of other substances
	3
	4
	12
	17

	Moderate or controlled use of any substance – drug or alcohol
	0
	71
	20
	67


[bookmark: _Toc43483259]*: Results presented as proportion (%) of group.
[bookmark: _Toc61288833]Table C11. Long-term client goals of program clusters.
	Long-term client goals*
	Achieving abstinence  (%)
	Undifferentiated  (%)
	Multi-modal abstinence  (%)
	Meeting personal goals  (%)

	Abstinence from all use of alcohol and other drugs
	70
	10
	49
	6

	Client abstinence only from use of alcohol and other drugs that have caused problems
	14
	8
	6
	11

	Helping clients set personal consumption goals
	16
	81
	46
	84


[bookmark: _Toc43483260][bookmark: _Ref43718791]*: Results presented as proportion (%) of group.

[bookmark: _Toc61288834]Table C12. Proportion of self-identified model programs in program clusters.
	Model program status*
	Achieving abstinence  (%)
	Undifferentiated  (%)
	Multi-modal abstinence  (%)
	Meeting personal goals  (%)

	Model program
	38
	33
	48
	43

	Not a model program
	45
	55
	41
	47

	Needs to do better
	17
	12
	11
	10


*: Results presented as proportion (%) of group.
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[bookmark: _Ref45711478][bookmark: _Toc61288835][bookmark: _Toc43483264][bookmark: _Hlk45709822]Table D1. Client groups served by model programs.
	Clients served*
	Model program
	Not a model program
	Needs to do better

	
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)

	Males
	41
	47
	12
	31
	61
	9
	47
	53
	0

	Females
	34
	48
	19
	31
	59
	10
	37
	53
	11

	Youth
	20
	32
	48
	37
	30
	34
	33
	50
	17

	Adults
	55
	39
	5
	41
	45
	15
	47
	37
	16

	People mandated to treatment by justice system
	14
	76
	10
	10
	83
	7
	5
	90
	5

	People with concurrent mental health challenges
	32
	68
	0
	26
	74
	0
	16
	84
	0

	Incarcerated offenders
	11
	60
	29
	3
	44
	53
	0
	38
	63

	First Nations, Metis, or Inuit peoples
	19
	81
	0
	11
	89
	0
	16
	84
	0

	LGBTQ clients
	11
	90
	0
	7
	93
	0
	16
	84
	0

	Other cultural groups (e.g., newcomers)
	12
	88
	0
	3
	97
	0
	11
	90
	0

	People with developmental disabilities
	13
	85
	2
	0
	96
	4
	11
	84
	5

	People with physical disabilities
	9
	86
	5
	3
	94
	3
	11
	83
	6

	Pregnant or post-partum women
	12
	67
	21
	18
	68
	14
	11
	74
	16

	Seniors or older adults
	9
	79
	12
	8
	71
	21
	11
	68
	21


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.

[bookmark: _Toc61288836]Table D2. Funding sources for model programs.
	Funding source*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Primarily public, operates publicly
	28
	51
	58

	Primarily public, operates independently
	40
	32
	37

	Partially public, operates independently
	23
	11
	0

	Primarily private
	8
	1
	5


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288837]Table D3. OAT initiation practices for model programs.
	Provision of OAT*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Provides clients initiation on OAT
	38
	22
	37

	Refers clients within organization
	16
	22
	37

	Refers clients outside of organization
	32
	41
	11

	Does not assist with facilitating OAT
	14
	15
	16


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288838]Table D4. Reasons that model programs either do not provide OAT to clients or refer to an outside organization for OAT initiation..
	Philosophy for not offering OAT facilitation*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	n (number that do not provide OAT)
	n = 24
	n = 36
	n = 5

	Does not believe it is an effective method of treating addiction
	0
	3
	0

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	4
	0
	0

	Does not provide OAT but would do so with the means and/or resources**
	67
	58
	80

	Providing OAT to clients is outside the scope of program’s treatment goals
	33
	36
	0

	Other – Not accredited to provide
	8
	8
	20

	Other – no applicable clients
	0
	3
	0

	Other – not allowed on site
	0
	3
	0


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating that OAT is supported.
[bookmark: _Toc61288839]Table D5. OAT-specific admissions policies for model programs.
	OAT acceptance*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Admits clients who are receiving OAT
	95
	86
	79

	Expects clients to discontinue OAT use before being admitted to program
	10
	6
	5

	Expects clients to taper use of OAT before being admitted to program
	2
	0
	11

	Encourages, but does not expect, clients to taper OAT use before being admitted
	19
	8
	0

	Does not expect clients to taper use of OAT before being admitted to program
	79
	92
	89


[bookmark: _Hlk43737553]*: Results presented as proportion (%) of group.

[bookmark: _Toc61288840]Table D6. Nature of OAT provider relationships for model programs.
	Relationship with OAT provider*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Formal, within organization
	67
	48
	50

	Formal, through referral
	11
	4
	22

	Informal
	22
	48
	28


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288841]Table D7. Reasons that model programs do not have naloxone kits on-site.
	Philosophy for not offering naloxone on-site*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	n (number that do not offer naloxone)
	n = 4
	n = 11
	n = 1

	Not common practice for the program
	25
	0
	0

	Do not provide kits but would if the means/resources were available
	0
	55
	100

	Providing kits is outside the program’s scope or treatment goals
	50
	18
	0

	Other
	25
	27
	0


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288842]Table D8. Model program attitudes about opioid-addicted client treatment completion rates and outcomes.
	Attitudes about clients with opioid addiction*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	35
	35
	59

	Treatment outcomes are better for opioid users compared to other addictions clients
	16
	18
	14

	Treatment outcomes are about the same for opioid users and other addictions clients
	55
	57
	36

	Treatment outcomes are worse for opioid users compared to other addictions clients
	30
	26
	50


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288843]Table D9. Concepts included in model program definitions of holistic recovery.
	Concepts*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Achieving abstinence from alcohol or other drugs
	50
	37
	39

	Improved quality of life
	90
	85
	89

	Absence of thoughts or cravings for alcohol or other drugs
	37
	27
	28

	Client maintains their pre-defined treatment goals
	72
	58
	67

	Our program does not have a set definition of recovery
	18
	18
	22

	None of the above
	15
	7
	11


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.

[bookmark: _Toc61288844]Table D10. Definition of recovery most closely matching that used by model programs.
	Definition of recovery*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	No use of any substance – drugs or alcohol
	8
	10
	19

	No use of any substance – drug or alcohol – except as prescribed by doctor
	52
	43
	25

	No use of substance of choice but some use of other substances
	6
	13
	13

	Moderate or controlled use of any substance – drug or alcohol
	35
	35
	44


[bookmark: _Ref45711507]*: Results presented as proportion (%) of group.
[bookmark: _Toc61288845]Table D11. Long-term client goals of model programs.
	Long-term client goals*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Abstinence from all use of alcohol and other drugs
	41
	34
	22

	Client abstinence only from use of alcohol and other drugs that have caused problems
	18
	6
	6

	Helping clients set personal consumption goals
	41
	60
	72


[bookmark: _Ref48076786]*: Results presented as proportion (%) of group.
[bookmark: _Ref51673121][bookmark: _Toc61288846]Table D12. Proportion of model programs that provide special treatment to clients with OUD
	Program provides special treatment for clients with OUD*
	Model program (%)
	Not a model program (%)
	Needs to do better (%)

	Yes
	72
	52
	55

	No, clients with OUD receive the same treatment as other clients
	27
	48
	45

	Program exclusively serves clients with OUD
	2
	0
	0


*: Results presented as proportion (%) of group.


Subgroup Analysis: Model Programs

D


Appendix E [bookmark: _Ref47568454][bookmark: _Toc47569887][bookmark: _Toc47569922][bookmark: _Toc47569957][bookmark: _Toc61288802]
Subgroup Analysis: Programs in Need of Additional Support







[bookmark: _Toc43483265][bookmark: _Ref42680720][bookmark: _Toc61288847]Table E1. Client groups served by programs in need of additional support.
	[bookmark: _Hlk43736593]Client Group*
	Designed for (%)
	Accepts (%)
	Excludes (%)

	Males
	36
	45
	19

	Females
	30
	46
	24

	Youth
	24
	35
	41

	Adults
	52
	42
	6

	People mandated to treatment by justice system
	4
	85
	11

	People with concurrent mental health challenges
	22
	78
	0

	Incarcerated offenders
	4
	58
	38

	First Nations, Metis, or Inuit peoples
	6
	94
	0

	LGBTQ clients
	2
	98
	0

	Other cultural groups (e.g., newcomers)
	4
	96
	0

	People with developmental disabilities
	4
	87
	9

	People with physical disabilities
	2
	89
	9

	Pregnant or post-partum women
	11
	60
	30

	Seniors or older adults
	8
	74
	18


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288848]Table E2. Funding sources for programs in need of additional support.
	Funding source*
	Program needs additional support (%)

	Primarily public, operates publicly
	32

	Primarily public, operates independently
	48

	Partially public, operates independently
	12

	Primarily private
	4


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288849]Table E3. OAT initiation practices for programs in need of additional support.
	Provision of OAT*
	Program needs additional support (%)

	Provides clients initiation on OAT
	0

	Refers clients within organization
	0

	Refers clients outside of organization
	74

	Does not assist with facilitating OAT
	26


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288850]Table E4. Reasons that programs in need of additional support either do not provide OAT to clients or refer to an outside organization for OAT initiation..
	Philosophy for not offering OAT facilitation*
	Program needs additional support (%)

	n (number that do not provide OAT)
	n = 50

	Does not believe it is an effective method of treating addiction
	0

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	0

	Does not provide OAT but would do so with the means and/or resources**
	100

	Providing OAT to clients is outside the scope of program’s treatment goals
	6

	Other – Not accredited to provide
	2

	Other – no applicable clients
	0

	Other – not allowed on site
	2


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating that OAT is supported.
[bookmark: _Toc61288851]Table E5. OAT-specific admissions policies for programs in need of additional support.
	OAT acceptance*
	Program needs additional support (%)

	Admits clients who are receiving OAT
	96

	Expects clients to discontinue OAT use before being admitted to program
	8

	Expects clients to taper use of OAT before being admitted to program
	0

	Encourages, but does not expect, clients to taper OAT use before being admitted
	13

	Does not expect clients to taper use of OAT before being admitted to program
	88


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288852]Table E6. Nature of OAT provider relationships for programs in need of additional support.
	Relationship with OAT provider*
	Program needs additional support (%)

	Formal, within organization
	21

	Formal, through referral
	27

	Informal
	52


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288853]Table E7. Reasons that programs in need of additional support do not have naloxone kits on-site.
	Philosophy for not offering naloxone on-site*
	Program needs additional support (%)

	n (number that do not offer naloxone)
	n = 7

	Not common practice for the program
	0

	Do not provide kits but would if the means/resources were available
	57

	Providing kits is outside the program’s scope or treatment goals
	29

	Other
	14


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288854]Table E8. Attitudes about opioid-addicted client treatment completion rates and outcomes for programs in need of additional support.
	Attitudes about clients with opioid addiction*
	Program needs additional support (%)

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	32

	Treatment outcomes are better for opioid users compared to other addictions clients
	9

	Treatment outcomes are about the same for opioid users and other addictions clients
	68

	Treatment outcomes are worse for opioid users compared to other addictions clients
	24


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288855]Table E9. Concepts included in definitions of holistic recovery of programs in need of additional support.
	Concepts*
	Program needs additional support (%)

	Achieving abstinence from alcohol or other drugs
	59

	Improved quality of life
	83

	Absence of thoughts or cravings for alcohol or other drugs
	24

	Client maintains their pre-defined treatment goals
	59

	Our program does not have a set definition of recovery
	24

	None of the above
	9


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288856]Table E10. Definition of recovery most closely matching that used by programs in need of additional support.
	Definition of recovery*
	Program needs additional support (%)

	No use of any substance – drugs or alcohol
	13

	No use of any substance – drug or alcohol – except as prescribed by doctor
	56

	No use of substance of choice but some use of other substances
	8

	Moderate or controlled use of any substance – drug or alcohol
	23


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288857]Table E11. Long-term client goals of programs in need of additional support.
	Long-term client goals*
	Program needs additional support (%)

	Abstinence from all use of alcohol and other drugs
	47

	Client abstinence only from use of alcohol and other drugs that have caused problems
	16

	Helping clients set personal consumption goals
	38


[bookmark: _Ref45708291]*: Results presented as proportion (%) of group.
[bookmark: _Ref51673294][bookmark: _Toc61288858]Table E12. Proportion of self-identified model programs among programs in need of additional support.
	Model program status*
	Program needs additional support (%)

	Model program
	39

	Not a model program
	51

	Needs to do better
	10


*: Results presented as proportion (%) of group.



Subgroup Analysis: Programs in Need of Additional Support

E


Appendix F [bookmark: _Ref47568631][bookmark: _Toc47569888][bookmark: _Toc47569923][bookmark: _Toc47569958][bookmark: _Toc61288803]
Subgroup Analysis: OAT-Inadmissible Programs







[bookmark: _Toc61288859][bookmark: _Ref41646222][bookmark: _Toc43483261]Table F1. Client groups served by OAT-inadmissible programs.
	Clients served*
	OAT-inadmissible
	OAT-admissible

	
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)

	Males
	37
	60
	3
	37
	54
	9

	Females
	23
	63
	13
	35
	53
	12

	Youth
	29
	36
	36
	30
	30
	40

	Adults
	38
	48
	14
	53
	38
	9

	People mandated to treatment by justice system
	13
	73
	13
	10
	82
	8

	People with concurrent mental health challenges
	17
	83
	0
	28
	72
	0

	Incarcerated offenders
	12
	28
	60
	6
	49
	46

	First Nations, Metis, or Inuit peoples
	13
	87
	0
	12
	88
	0

	LGBTQ clients
	13
	87
	0
	8
	92
	0

	Other cultural groups (e.g., newcomers)
	10
	90
	0
	6
	94
	0

	People with developmental disabilities
	8
	87
	15
	5
	91
	5

	People with physical disabilities
	11
	85
	4
	4
	92
	4

	Pregnant or post-partum women
	13
	67
	20
	14
	71
	15

	Seniors or older adults
	10
	63
	27
	9
	78
	14


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288860]Table F2. Funding sources for OAT-inadmissible programs.
	Funding source*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Primarily public, operates publicly
	55
	45

	Primarily public, operates independently
	19
	37

	Partially public, operates independently
	13
	14

	Primarily private
	13
	2

	Other
	0
	2


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288861]Table F3. OAT initiation practices for OAT-inadmissible programs.
	Provision of OAT*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Provides clients initiation on OAT
	30
	32

	Refers clients within organization
	10
	25

	Refers clients outside of organization
	20
	31

	Does not assist with facilitating OAT
	40
	13


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288862]Table F4. Reasons that OAT-inadmissible programs either do not provide OAT to clients or refer to an outside organization for OAT initiation..
	Philosophy for not offering OAT facilitation*
	OAT-inadmissible (%)
	OAT-admissible (%)

	n (number that do not provide OAT)
	n = 17
	n = 66

	Does not believe it is an effective method of treating addiction
	6
	0

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	6
	0

	Does not provide OAT but would do so with the means and/or resources
	30
	68

	Providing OAT to clients is outside the scope of program’s treatment goals**
	47
	30

	Other – Not accredited to provide
	12
	6

	Other – no applicable clients
	18
	0

	Other – not allowed on site
	0
	3


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating that OAT is supported.
[bookmark: _Toc61288863]Table F5. OAT-specific admissions policies for OAT-inadmissible programs.
	OAT acceptance*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Admits clients who are receiving OAT
	23
	100

	Expects clients to discontinue OAT use before being admitted to program
	40
	0

	Expects clients to taper use of OAT before being admitted to program
	14
	0

	Encourages, but does not expect, clients to taper OAT use before being admitted
	14
	12

	Does not expect clients to taper use of OAT before being admitted to program
	73
	88


*: Results presented as proportion (%) of group.

[bookmark: _Toc61288864]Table F6. Nature of OAT provider relationships for OAT-inadmissible programs.
	Relationship with OAT provider*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Formal, within organization
	47
	57

	Formal, through referral
	16
	11

	Informal
	37
	31


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288865]Table F7. Reasons that OAT-inadmissible programs do not have naloxone kits on-site.
	Philosophy for not offering naloxone on-site*
	OAT-inadmissible (%)
	OAT-admissible (%)

	n (number that do not offer naloxone)
	n = 4
	n = 22

	Not common practice for the program
	50
	5

	Do not provide kits but would if the means/resources were available
	50
	41

	Providing kits is outside the program’s scope or treatment goals
	0
	23

	Other
	0
	32


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288866]Table F8. Attitudes about opioid-addicted client treatment completion rates and outcomes for OAT-inadmissible programs.
	Attitudes about clients with opioid addiction*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	54
	39

	Treatment outcomes are better for opioid users compared to other addictions clients
	13
	20

	Treatment outcomes are about the same for opioid users and other addictions clients
	57
	48

	Treatment outcomes are worse for opioid users compared to other addictions clients
	30
	32


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288867]Table F9. Concepts included in definitions of holistic recovery for OAT-inadmissible programs.
	Concepts*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Achieving abstinence from alcohol or other drugs
	52
	41

	Improved quality of life
	79
	87

	Absence of thoughts or cravings for alcohol or other drugs
	28
	30

	Client maintains their pre-defined treatment goals
	62
	66

	Our program does not have a set definition of recovery
	17
	21

	None of the above
	10
	10


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.

[bookmark: _Toc61288868]Table F10. Definition of recovery most closely matching that used by OAT-inadmissible programs.
	Definition of recovery*
	OAT-inadmissible (%)
	OAT-admissible (%)

	No use of any substance – drugs or alcohol
	18
	9

	No use of any substance – drug or alcohol – except as prescribed by doctor
	43
	45

	No use of substance of choice but some use of other substances
	0
	10

	Moderate or controlled use of any substance – drug or alcohol
	39
	37


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288869]Table F11. Long-term client goals of OAT-inadmissible programs.
	Long-term client goals*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Abstinence from all use of alcohol and other drugs
	48
	33

	Client abstinence only from use of alcohol and other drugs that have caused problems
	4
	11

	Helping clients set personal consumption goals
	48
	56


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288870]Table F12. Proportion of self-identified model programs among OAT-inadmissible programs.
	Model program status*
	OAT-inadmissible (%)
	OAT-admissible (%)

	Model program
	29
	42

	Not a model program
	46
	48

	Needs to do better
	25
	11


*: Results presented as proportion (%) of group.


Subgroup Analysis: OAT-Inadmissible Programs

F


Appendix G [bookmark: _Ref47568788][bookmark: _Toc47569889][bookmark: _Toc47569924][bookmark: _Toc47569959][bookmark: _Toc61288804]
Subgroup Analysis: Twelve-Step Programs







[bookmark: _Toc61288871]Table G1. Client groups served by 12-step programs.
	Clients served*
	12-step programs
	Non-12-step programs

	
	Designed for (%)
	Accepts (%)
	Excludes (%)
	Designed for (%)
	Accepts (%)
	Excludes (%)

	Males
	40
	48
	12
	32
	64
	4

	Females
	32
	47
	22
	34
	64
	2

	Youth
	27
	30
	43
	35
	31
	35

	Adults
	56
	35
	9
	42
	47
	11

	People mandated to treatment by justice system
	10
	84
	7
	10
	77
	13

	People with concurrent mental health challenges
	27
	73
	0
	27
	73
	0

	Incarcerated offenders
	8
	54
	38
	4
	38
	59

	First Nations, Metis, or Inuit peoples
	12
	88
	0
	11
	89
	0

	LGBTQ clients
	9
	91
	0
	7
	94
	0

	Other cultural groups (e.g., newcomers)
	9
	91
	0
	4
	96
	0

	People with developmental disabilities
	7
	89
	5
	2
	89
	9

	People with physical disabilities
	4
	91
	4
	4
	92
	3

	Pregnant or post-partum women
	9
	67
	24
	17
	76
	7

	Seniors or older adults
	5
	77
	17
	11
	71
	19


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288872]Table G2. Funding sources for 12-step programs.
	Funding source*
	12-step programs (%)
	Non-12-step programs (%)

	Primarily public, operates publicly
	37
	55

	Primarily public, operates independently
	36
	32

	Partially public, operates independently
	20
	8

	Primarily private
	5
	3


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288873]Table G3. OAT initiation practices for 12-step programs.
	Provision of OAT*
	12-step programs (%)
	Non-12-step programs (%)

	Provides clients initiation on OAT
	29
	31

	Refers clients within organization
	14
	31

	Refers clients outside of organization
	32
	29

	Does not assist with facilitating OAT
	26
	10


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288874]Table G4. Reasons that 12-step programs either do not provide OAT to clients or refer to an outside organization for OAT initiation..
	Philosophy for not offering OAT facilitation*
	12-step programs (%)
	Non-12-step programs (%)

	n (number that do not provide OAT)
	n = 49
	n = 34

	Does not believe it is an effective method of treating addiction
	2
	0

	Concerns about its long-term safety, adverse effects, or the risks it poses to clients
	2
	0

	Does not provide OAT but would do so with the means and/or resources**
	65
	47

	Providing OAT to clients is outside the scope of program’s treatment goals
	27
	47

	Other – Not accredited to provide
	6
	9

	Other – no applicable clients
	6
	3

	Other – not allowed on site
	2
	3


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.
**: Includes responses of “other” indicating that OAT is supported.
[bookmark: _Toc61288875]Table G5. OAT-specific admissions policies for 12-step programs.
	OAT acceptance*
	12-step programs (%)
	Non-12-step programs (%)

	Admits clients who are receiving OAT
	84
	91

	Expects clients to discontinue OAT use before being admitted to program
	9
	4

	Expects clients to taper use of OAT before being admitted to program
	2
	0

	Encourages, but does not expect, clients to taper OAT use before being admitted
	21
	6

	Does not expect clients to taper use of OAT before being admitted to program
	77
	94


*: Results presented as proportion (%) of group.

[bookmark: _Toc61288876]Table G6. Nature of OAT provider relationships for 12-step programs.
	Relationship with OAT provider*
	12-step programs (%)
	Non-12-step programs (%)

	Formal, within organization
	49
	63

	Formal, through referral
	13
	11

	Informal
	39
	27


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288877]Table G7. Reasons that 12-step programs do not have naloxone kits on-site.
	Philosophy for not offering naloxone on-site*
	12-step programs (%)
	Non-12-step programs (%)

	n (number that do not offer naloxone)
	6
	19

	Not common practice for the program
	33
	11

	Do not provide kits but would if the means/resources were available
	17
	47

	Providing kits is outside the program’s scope or treatment goals
	13
	11

	Other
	17
	32


*: Results presented as proportion (%) of group.


[bookmark: _Toc61288878]Table G8. Attitudes about opioid-addicted client treatment completion rates and outcomes for 12-step programs.
	Attitudes about clients with opioid addiction*
	12-step programs (%)
	Non-12-step programs (%)

	Opioid users are more likely to drop out of treatment compared to other addictions clients
	27
	55

	Treatment outcomes are better for opioid users compared to other addictions clients
	13
	27

	Treatment outcomes are about the same for opioid users and other addictions clients
	64
	34

	Treatment outcomes are worse for opioid users compared to other addictions clients
	24
	39


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288879]Table G9. Concepts included in definitions of holistic recovery for 12-step programs.
	Concepts†
	12-step programs (%)
	Non-12-step programs (%)

	Achieving abstinence from alcohol or other drugs
	63
	21

	Improved quality of life
	88
	81

	Absence of thoughts or cravings for alcohol or other drugs
	35
	22

	Client maintains their pre-defined treatment goals
	70
	59

	Our program does not have a set definition of recovery
	23
	19

	None of the above
	11
	9


*: Results presented as proportion (%) of group. Responses are not mutually exclusive; therefore, column percentages do not sum to 100%.


[bookmark: _Toc61288880]Table G10. Definition of recovery most closely matching that used by 12-step programs.
	Definition of recovery*
	12-step programs (%)
	Non-12-step programs (%)

	No use of any substance – drugs or alcohol
	13
	8

	No use of any substance – drug or alcohol – except as prescribed by doctor
	60
	24

	No use of substance of choice but some use of other substances
	4
	14

	Moderate or controlled use of any substance – drug or alcohol
	21
	49


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288881]Table G11. Long-term client goals of 12-step programs.
	Long-term client goals*
	12-step programs (%)
	Non-12-step programs (%)

	Abstinence from all use of alcohol and other drugs
	56
	15

	Client abstinence only from use of alcohol and other drugs that have caused problems
	9
	9

	Helping clients set personal consumption goals
	36
	77


*: Results presented as proportion (%) of group.
[bookmark: _Toc61288882]Table G12. Proportion of self-identified model programs among 12-step programs.
	Model program status*
	12-step programs (%)
	Non-12-step programs (%)

	Model program
	45
	35

	Not a model program
	42
	53

	Needs to do better
	13
	12


*: Results presented as proportion (%) of group.
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