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GLOSSARY 

Term Definition 

ADAT Admission and Discharge Tools 

Addiction 

In alignment with terminology used by the Ministry of Health and the 
Mental Health and Addictions Centre of Excellence at Ontario Health, 
the term addiction refers to problematic substance use or other similar 
terms 

ADTC Admission and Discharge Tools and Criteria 

ASSIST The Alcohol, Smoking and Substance Involvement Screening Test 

Bed-based services Formerly residential treatment services 

Catalyst 
Electronic medical record used in the addiction sector and launching 
pad for the GAIN Assessment Builder System 

CHS 
Chestnut Health Systems, the developers and owners of the GAIN suite 
of tools including GAIN-SS and GAIN-Q3 MI ONT 

Client 
The term client is used throughout this document and is respectfully 
intended to include all other references to service users, such as 
consumer, member, or patient 

DATIS 
Drug and Alcohol Treatment Information System, part of the Provincial 
System Support Program at the Centre for Addiction and Mental Health 

E-QIP Excellence through Quality Improvement Project 

EMR Electronic medical record 

GAIN ABS GAIN Assessment Builder System 

GAIN-Q3 MI ONT 
Global Appraisal of Individual Needs, Quick 3, Motivational 
Interviewing, Ontario version (the Stage 1 Assessment in the Staged 
Screening and Assessment process) 

GAIN-SS 
Global Appraisal of Individual Needs – Short Screener (Stage 1 Screener 
in the Staged Screening and Assessment Process) 

Interface 
An EMR other than Catalyst used by addiction and mental health 
providers, such as EMHware, Meditech, or CaseWORKS. 

LHIN A former Local Health Integration Network 

MH&A Mental Health and Addictions 

MHACoE Mental Health and Addictions Centre of Excellence at Ontario Health 

MMS 
Modified Mini Screener (Stage 2 screener in the Staged Screening and 
Assessment process) 
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OH 
Ontario Health, a Crown agency established by the Government of 
Ontario to oversee provincial health care administration 

OHT Ontario Health Team 

OPOC Ontario Perception of Care Tool for Mental Health and Addictions 

POSIT 
Problem Oriented Screening Instrument for Teenagers (Stage 2 
screener in the Staged Screening and Assessment process) 

PSSP 
Provincial System Support Program at the Centre for Addiction and 
Mental Health 

PTM Provincial Training Model for GAIN-Q3 MI ONT certification 

Q3ICP 
The Q3 Individual Clinical Profile lists the items that factor into a 
participant’s scale scores according to low, moderate, and high 
problem severity or service utilization 

Q3PFR 
The Q3 Personalized Feedback Report is a summary of the participant’s 
reported problems along with their reasons for wanting to change 

Q3RRS 
The Q3 Recommendation and Referral Summary, an auto-generated 
report that provides a narrative summary of the information provided 
by clients during the GAIN-Q3 MI ONT assessment 

Quality Assurance 
(QA) Trainer 

A GAIN-Q3 MI ONT certified trainer who supports trainees to achieve 
GAIN-Q3 MI ONT Site Interviewer certification 

Site Interviewer 
Service provider who has completed training and been certified to 
administer and use the GAIN-Q3 MI ONT assessment 

SS&A Staged screening and assessment 

Trainee A service provider pursuing training on the GAIN-Q3 MI ONT 

Treatment 
In this document, treatment planning refers to any type of service and 
not exclusively bed-based services 

Validity Report 
An auto-generated report that identifies inconsistencies in the 
participant’s self-reported information for clarification at any time 
during or immediately after the interview 
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EXECUTIVE SUMMARY 

Ontario is striving towards a mental health and addictions system in which services are, 

at their core, person and family-centred. Roadmap to Wellness, the province’s mental health 

and addictions plan, put forward a strong and clear quality improvement agenda for health care 

services with a focus on measuring performance and enhancing quality of care. The Staged 

Screening and Assessment (SS&A) process, developed through Health Canada’s former Drug 

Treatment Funding Program, has been implemented across Ontario since 2015. The 

implementation team at the Provincial System Support Program (PSSP) at the Centre for 

Addiction and Mental Health (CAMH) has tracked risks, issues, and positive impacts related to 

this initiative since the beginning; however, a sector-wide evaluation activity had not been 

undertaken. After six years of implementation experience, a provincial scope of approximately 

170 organizations, and almost 2,500 clinicians trained, PSSP engaged the addiction sector in this 

comprehensive evaluation. 

There were two primary objectives of this evaluation: 1) to assess the acceptability and 

utility of the staged screening and assessment process; and, 2) to explore potential adaptations 

or complements to the tool package that would encourage widespread adoption across the 

addiction sector. Five evaluation questions informed the data collection activity: 

1. To what extent are the screeners (GAIN-SS, MMS, POSIT) and assessment tool

(GAIN-Q3 MI ONT) being used?

2. Are the tools and process being used as intended?

3. What has been the impact of introducing the staged screening and assessment

project (to agencies and the broader sector)?

4. What has been the experience with respect to training, competency, and ongoing

support?

5. Are there any modifications (to the tools or the implementation process) that could

be made to maximize uptake and sustainability going forward?

This evaluation was completed using mixed-method surveys and interviews with focus group 

participants and key informants. 

This evaluation frequently references the evaluation of SS&A’s predecessor, the 

Admission and Discharge Tools and Criteria (ADTC). When an evaluation of ADTC was 

conducted in 2006, it revealed that assessments were often conducted after a referral decision 

had already been made, making the assessment an administrative activity rather than a clinical 

one supported by a rational, evidence-informed basis for matching the individual to the 

appropriate type and level of service as part of formulating an individualized treatment plan. 

Further, the evaluation found that a subset of addiction agencies, often the initial assessment 
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and referral centres, demonstrated the greatest use of the tools. Both of these findings were 

replicated in this current evaluation of SS&A.  

SS&A aligns with current mental health and addictions (MH&A) sector initiatives that 

aim to create more coordinated, responsive, and client-centred services throughout the 

province. Additionally, it operates within a provincial database whose infrastructure is critical to 

providing population-level analysis and trends as well as eventual outcome monitoring. As this 

evaluation demonstrated, however, SS&A continues to be underutilized across Ontario, and is 

most reliably implemented within a small subset of addiction organizations and for referral to 

bed-based services. The discussions throughout this evaluation convey the administration 

variability, process modifications, varying perceptions of the tool itself, and divergent 

understandings of the purpose of assessment perpetuate an implementation environment 

where the full staged protocol is not being used as intended. 

Other key findings from this evaluation include: 

• Data reflect significant variation in SS&A implementation processes across the

province.

• The total volume of screeners and assessments completed relative to established
tool cut-off scores strongly suggests a lack of adherence to the staged protocol.

Moreover, the variation in tools used across service types suggests a lack of clarity

around when different components of the staged protocol should be administered.

• Data suggest that the tools are completed administratively to facilitate service

access once a treatment destination has been determined, and not to guide the

treatment decision itself.

• The vast majority of assessments completed by a relatively small number of

clinicians, and these clinicians work for an equally small number of organizations

relative to the entire scope of SS&A implementation.

• Both key informant and focus group participants suggested that further clarity

regarding the existing SS&A mandate may be beneficial to uptake.

• Some service providers have come to view the GAIN-Q3 MI ONT assessment tool as

a perceived barrier to clinical practice.

• Clinicians have divergent understandings and definitions of assessment, which

impacts how and when assessment tools are administered and for what purposes.

This highlights the need for system-wide definitions of screening and assessment as

distinct processes.

• Although SS&A implementation efforts should continue to emphasize the role of the

individual organization, focusing on increasing uptake and usage internally especially
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in the context of agency administration variability, this also illustrates that system-

wide benefits of SS&A are not being realized. 

 A majority of respondents disagreed that the SS&A tools and process helped their

organizations develop new referral pathways. Responses were mixed as to whether

SS&A has a role in centralized access models, Ontario Health Teams, and regional

partnerships.

The following recommendations are based on the information provided by participants 

in this evaluation, subject to the limitations noted at the end of this report. They also take into 

account the historical context associated with prior attempts to introduce standardized 

assessment tools into the addiction sector. 

1. Revisit the implementation scope criteria for SS&A and restate the mandate with some

additional language.

2. A) Target high-volume implementing organizations to identify specific factors associated

with their successful uptake.

B) Target high-volume implementing Site Interviewers to identify specific factors

associated with their clinical practices and organizations that allow them to administer the

tool regularly and develop proficiency.

C) Target health service providers providing support to structurally marginalized client

populations to explore if and how the SS&A tools and protocol further health inequities.

3. Reserve the need to establish a target assessment rate until the recommendation #1 is

implemented.

4. A) Work with addiction sector partners to reaffirm why each component of the staged

protocol exists, how they align with the original purpose and goals of SS&A, and the long-

term benefits they offer to the addiction sector.

B) Develop and provide training on use of SS&A data for quality and equity improvement

opportunities

5. A) Reiterate the role of the second stage (mental health) screeners in the SS&A process, or

establish legitimate exemption criteria for this stage of the protocol.

B) The role and purpose of POSIT in the staged protocol should be re-evaluated.

6. Reemphasize that the treatment planning component, including the auto-generated

reports, is an essential component of the staged process that benefits clients and clinicians

when placement matching occurs as intended.

7. Work with implementing organizations to reprise the client engagement activity of 2017 to

complement clinician perspectives.

8. Develop training and resources to support virtual administration of the SS&A tools and

process, and provide implementation support to this effect.
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9. A) Training should better emphasize the clinical applicability of information collected from

the assessment rather than just the administration process.

B) Work with organizations and Site Interviewers to reaffirm how semi-structured

interviewing principles apply to the assessment.

10. Continue to raise awareness of existing SS&A resources and knowledge exchange

products.
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INTRODUCTION 

SYSTEM CONTEXT 

In Ontario, addiction services are delivered by a variety of health service providers. An 

individual in need of addiction services may receive care from primary care, hospital emergency 

departments, addiction treatment service providers, or specialty psychiatric hospitals. There 

are three main types of addiction treatment programs, primarily located in the community, 

delivered by almost 300 organizations across the province. Non-residential care is the most 

commonly accessed program type, with 170 organizations delivering individual or group 

counselling, or case management, during the day or evening. Residential or bed-based 

programs are delivered by 73 organizations, where clients live at the treatment facility and 

participate in structured programming. Withdrawal management programs, delivered by 49 

organizations, are provided in a facility or at home, where clients receive medical care and 

individual or group programming while they are withdrawing or detoxing from one or more 

substances. The total cost of delivering these services was $212 million in 2018/19, according to 

the most recent sector audit by the Auditor General of Ontario.1 

The use of evidence-based tools as a foundation for effective screening, assessment, 

and treatment planning is a fundamental requirement for the addiction sector. As previous 

reviews have demonstrated,2-3 the addiction sector has historically experienced substantial 

variation in both the frequency and quality of screening, assessment, and treatment matching.

When evidence-based tools were not regularly used, it was unclear what was used in their 

place to inform treatment decisions. 

As Ontario’s Auditor General noted in 2008, “Ontario’s addiction treatment services did 

not historically develop as part of a planned, integrated system. Rather, local agencies and 

1 Auditor General of Ontario. (2019). 2019 annual report of the Office of the Auditor General of Ontario (Chapter 3, 
Section 3.02: Addiction treatment programs). 
https://www.auditor.on.ca/en/content/annualreports/arreports/en19/v1_302en19.pdf 
2 Rush, B., & Martin, G. (2006). Report of the evaluation of the Admission and Discharge Tools and Criteria (ADTC). 
Toronto, ON: Centre for Addiction and Mental Health. 
3 Rush, B., Rotondi, N.K., Furlong, A., Chau, N., & Ehtesham, S. (2013). Drug Treatment Funding Program – Best 
Practice Screening and Assessment Project. Toronto, ON: Centre for Addiction and Mental Health. 
http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf  

https://www.auditor.on.ca/en/content/annualreports/arreports/en19/v1_302en19.pdf
http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf
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programs grew over time to respond to local needs” (p. 51).4 Although a comprehensive 

historical overview is not necessary for the purposes of this evaluation, certain milestones do 

relate to current discussions of assessment as a clinical practice and implementation scope. 

These are briefly summarized in the following section. 

The Ontario government has put forward a strong and clear quality improvement 

agenda for health care services. Roadmap to Wellness, the province’s recent mental health and 

addictions plan, focuses on measuring performance and enhancing quality of care.5 Specifically, 

Pillar One of Roadmap emphasizes improving quality and enhancing services, including with a 

level-of-needs approach and use of evidence-based screening, assessment, and referral tools. 

Within the core services framework to be developed under this pillar, expectations will be 

developed to promote consistent service delivery, quality improvement, and accountability. At 

the same time, Ontario has committed to investing $3.8 billion over 10 years for mental health 

and addictions supports. It is essential that services and funding allocations be based on need 

and quality rather than history alone (p. 126).1  

SS&A PROCESS BACKGROUND 

In the 1970s, selected communities across Ontario received funding to develop services 

specifically for the purpose of conducting assessments and matching a person’s needs and 

strengths to an individualized treatment plan, which may involve internal or external evidence-

based referrals. This concept of dedicated “assessment and referral centres” was new to 

Ontario and followed from recommendations from an earlier comprehensive treatment system 

review as well as current trends in the field.6,7 During the 1980s and 1990s, as the number and 

variability of assessment tools and practices emerged, the development of local and regional 

protocols challenged the appropriateness of provincial standardization for assessment and 

referral. The result was that clients continued to receive different options for assessment at 

multiple agencies in the same community and were not required to begin their treatment 

4 Auditor General of Ontario. (2008). 2008 annual report of the Office of the Auditor General of Ontario (Chapter 3, 
section 3.01: Addiction programs). 
https://www.auditor.on.ca/en/content/annualreports/arreports/en08/301en08.pdf  
5 https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and-addictions-system  
6 Rush, B.R., Ellis, K., Allen, B., Graham, K., & Ogborne, A. (1995). Ontario treatment system research 1979-1993: 
What have we learned about assessment and referral services in terms of the original objectives. Contemporary 
Drug Problems, 20(1), 115-136. 
7 Marshman, J.A. (1978). The treatment of alcoholics: An Ontario perspective. Report of the Task Force on 
Treatment Services for Alcoholics. Toronto, ON: Addiction Research Foundation. 

https://www.auditor.on.ca/en/content/annualreports/arreports/en08/301en08.pdf
https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and-addictions-system
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journey at the assessment and referral centre, despite that being the raison d'être of the 

provincial program to develop these services. 

In September 2000, the Ontario Substance Abuse Bureau (at the time a division of the 

Ministry of Health) and the Ontario Addiction Services Advisory Council released the Admission 

and Discharge Criteria. The criteria intended to address several known problems in the 

addiction sector, including treatment providers using different criteria to admit, refer, and 

discharge clients; and, referrals based more on available services and long-standing 

relationships between agencies than client need. These criteria also established common 

categories of services across the treatment continuum, beginning with entry (including initial 

contact, intake, and screening), to initial assessment/treatment planning, through to a number 

of service destinations (e.g., case management, community non-bed-based treatment, 

day/evening treatment, or bed-based treatment). The goal, when implemented as intended, 

was that clients could expect a common application of these criteria across all addiction 

agencies in the province, regardless of their entry point.  

Coinciding with the adoption of these criteria, the Ministry introduced the Admission 

and Discharge Assessment Tools (ADAT) in 2001, which included seven core assessment tools 

made available to all publicly funded addiction agencies in the province. These tools were 

accompanied by decision-making criteria, which collectively comprise the Admission and 

Discharge Tools and Criteria (ADTC). When Local Health Integration Networks (LHINs) were 

created in 2006, they adopted these tools as the mandatory “Standardized Assessment 

Package” for the sector, intended to operationalize the criteria. The Admission and Discharge 

Criteria and Assessment Tools (ADTC) Manual8 highlighted several advantages to using 

standardized tools, including increased efficiency and accuracy, better data, reduced 

duplication, and the ability to substitute new tools across the board as they become available. 

To the extent that a community treatment system required multiple points of entry, the 

concept of one centralized assessment and referral centre broadened to include commonality 

in the assessment tools and treatment matching processes across a wider range of service 

providers.  

The Ministry requested Rush and Martin (2006)9 evaluate the provincial Admission and 

Discharge Assessment Tools and Criteria. Results showed significant variation in the tools used 

8 Cross, S., & Sibley, L. (2010). Admission and discharge criteria and assessment tools manual (revised). Toronto, 
ON: Centre for Addiction and Mental Health. 

9 Rush, B., & Martin, G. (2006). Report of the evaluation of the Admission and Discharge Tools and Criteria (ADTC). 

Toronto, ON: Centre for Addiction and Mental Health  



13 

to assess individuals accessing addiction services and the length of time taken to complete their 

assessment process. There was also considerable confusion among end-users in the terms and 

related tools for “screening” versus “assessment.” The evaluation also revealed that 

assessments were often conducted after a referral decision had already been made, making the 

assessment an administrative activity rather than a clinical one supported by a rational, 

evidence-informed basis for matching the individual to the appropriate type and level of service 

as part of formulating an individualized treatment plan. Further, the evaluation found that a 

subset of addiction agencies, often the initial assessment and referral centres, demonstrated 

the greatest use of the tools. Both of these findings were replicated in this current evaluation of 

SS&A. Lastly, in hindsight, that evaluation also provided an important baseline assessment of 

the use of standardized tools in the sector in general, which was seen as a prerequisite for a 

provincial outcome monitoring system and was a valuable resource during the development 

and execution of this evaluation. 

SS&A TOOL AND PROCESS SELECTION 

From 2011-2013 and funded by the Drug Treatment Funding Program (DTFP), the 

acceptability and utility of a new common package of addiction screening assessment tools and 

an implementation protocol was assessed. Known as the Best Practice Screening and 

Assessment Project at the time, the selection and pilot testing of these various screening and 

assessment tools culminated in a set of recommendations to refresh or replace the current set 

of ADAT tools. 

Following the evaluation by Rush and Martin (2006) and as part of the Best Practice 

Screening and Assessment Project, addiction sector partners agreed that the ADAT tools 

required updating, and should include a staged screening and assessment process as well as 

support for concurrent disorders. The SS&A tools were selected, and the environmental scan 

and tool selection process is described in the pilot report. The process consists of a first stage 

substance use screener, the GAIN-SS; two second stage mental health screeners, the MMS 

(ages 18+) and POSIT (ages 12-17); and, the GAIN-Q3 MI ONT assessment tool. Clients requiring 

a comprehensive addiction assessment are identified using the stage one screener, and clients 

requiring a comprehensive mental health assessment are identified using the stage two 

screener. The GAIN-Q3 MI ONT assessment tool is available through a partnership agreement 

with Chestnut Health Systems, based out of Bloomington, Illinois. 

GOALS AND ANTICIPATED IMPACTS 

Staged Screening and Assessment (SS&A) is an evidence-based process that aims to 

enhance the quality of care for individuals accessing care in Ontario’s publicly funded addiction 

sector. It facilitates accurate identification of individuals’ needs, treatment plan development, 
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and recommendations for matching service users to the most appropriate level and type of 

care. The process is: 

1. Comprehensive: SS&A provides a detailed picture of clinical concerns, including mental

health and cognitive challenges;

2. Efficient: more resource‐intensive screening and assessment tools are reserved for

those who require them (based on first stage screening results) saving both service

provider and client time;

3. Supportive of treatment and referral planning: greater support for clinical decision- 

making and planning of a more contextualized and individualized treatment plan;

detailed reports generated through the GAIN-Q3 MI ONT are particularly helpful in this

regard; and,

4. Supportive of agency and program planning by identifying system-wide patterns of

service needs: GAIN-Q3 MI ONT also supports organizations in collecting standardized

data regarding clients’ patterns and severity of substance use, how clients use services

in the addiction sector; and the proportion of clients presenting with co-occurring

substance use and mental health problems.

At the beginning of implementation, the primary goals of SS&A were to: 

 Implement a screening and assessment process that increases efficiency by holding the

more comprehensive substance use assessment (GAIN-Q3 MI ONT) until screening

confirms it is required;

 Provide better coverage of both substance use and mental health issues for treatment

planning through tool selection with a concurrent disorder focus; and,

 Collect comprehensive substance use assessment information to improve referrals to

and appropriate treatment placement/matching for required services.

The anticipated impacts of implementing the SS&A tools and process across the addiction 

treatment system were: 

 Better individualized treatment planning and more appropriate placement of the client

in the required level of care, including for concurrent disorders.

 Ability to generate automated reports via electronic platforms (Catalyst and GAIN ABS

systems).

 Higher quality data for program planning, accountability and research purposes from

state‐of‐the‐art, standardized instruments whose validity and reliability are well

established through extensive research. These data will be housed in Ontario.

 Potential to link with outcome monitoring tools, including data embedded in the GAIN‐

Q3 MI ONT, to calculate cost savings resulting from treatment.
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 Compatibility with the GAIN‐SS used in many other sectors and which is anticipated for

broader provincial, and possibly national, implementation.

 Low cost of annual licensure and training relative to ADAT and infrastructure (e.g.,

instrument development and ABS system) already in place with DTFP funding.

 Potential for benchmarking, particularly via partnerships with other Canadian

jurisdictions and benefiting from a substantial existing database of GAIN end users.

Collectively, an updated screening assessment package with increased coverage of concurrent 

disorder presentations, as well as automatically generated reports to support treatment 

planning and service matching, intend to improve client outcomes. As implementation of the 

SS&A tools and process and infrastructure development continues, organizations will be able to 

evaluate treatment outcomes through recovery monitoring. 

AUDIENCE GROUPS 

Health Service Providers 

The implementation scope for SS&A included all publicly funded health service providers 

that conduct addiction assessments. This latter point became a frequent source of discussion 

between the PSSP implementation team and individual organizations, since assessment is not a 

standalone funding envelope in former MSAA agreements. As the former assessment and 

referral centres evolved to provide service across the treatment continuum, and since all 

organizations were expected to be able to uniformly use ADAT to apply the admission and 

discharge criteria, the assessment-specific funding envelope and functional centre was 

removed from agency funding agreements. The primary functional centre that now includes the 

former assessment role is Addictions Treatment-Substance Abuse 72 5 10 78 11, but it not 

broken down by role and also includes most of the outpatient treatment continuum. 

Additionally, a few exceptions were made at the request of former MH&A LHIN leads owing to 

regional practices (e.g., community health centres and Indigenous Friendship Centres). 

Although this did not align precisely with funding agreements, it still supported the intention of 

the admission and discharge criteria in that clients should have multiple entry points into the 

treatment system. Descriptions of mental health and addictions service types are available here 

through ConnexOntario. 

Clients 

In 2017, a working group of the PSSP team undertook an evaluation activity to better 

understand the assessment experience from the client perspective. Seventy clients from eight 

agencies completed the survey, and focus groups with three to six clients each were conducted 

at four agencies. This project demonstrated that the assessment is fundamentally a positive, 

beneficial, and relevant experience for clients, but that frustrating elements (e.g., repetitive 

https://www.connexontario.ca/all-mental-health-addiction-service-types
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questions or resolving inconsistencies) were strongly influenced by the therapeutic milieu and 

clinical skills of the administrator. This activity also validated the existence of an assessment-

treatment planning gap, as only one client had seen the personalized feedback report 

generated by the assessment and most clients were not aware of how the reports are used.  

Attempts were made to engage clients in a similar activity again for this evaluation, but 

due to institutional impediments, CAMH staff could not directly collect data from clients. To 

incorporate the perspective of this audience group, CAMH staff requested the assistance from 

in-scope agencies. Please see Appendix D for a description of this process. 

Ministry of Health 

The Ministry of Health is the Government of Ontario ministry responsible for 

administering the health care system in the Canadian province of Ontario. The Ministry is 

responsible to the Ontario Legislature through the minister of health. The Ministry sets the 

strategic direction and priorities for Ontario’s health system, and develops and enforces 

legislation, regulations, standards, policies, and directives. It funds the health system through 

various channels including hospitals, the Ontario Health Insurance Program, the Ontario Drug 

Benefit Program, long-term care homes, and community programs. 

Ontario Health, including the Mental Health and Addictions Centre of Excellence 

Ontario Health is a Crown agency of the Government of Ontario that was established in 

June 2019 through the Connecting Care Act, 2019, S.O. 2019, c. 5. The Agency’s mandate is to 

connect and coordinate Ontario’s health care system in accordance with the objects identified 

in the Connecting Care Act. Within Ontario Health, the Mental Health and Addictions Centre of 

Excellence (MHACoE), created through the Mental Health and Addictions Centre of Excellence 

Act, 2019, S.O. 2019, c. 17, exists to operationalize Ontario’s MH&A strategy, develop clinical, 

quality, and service standards for MH&A; monitor metrics related to the performance of the 

mental health and addictions system; and, provide resources to support MH&A health service 

providers. 

Chestnut Health Systems 

Chestnut Health Systems (CHS) is a private, not-for-profit charitable organization that 

offers behavioural health and human services in Illinois and Missouri. The GAIN Coordinating 

Center provides services and support to users of the GAIN family of instruments. CHS owns the 

GAIN-SS screener and GAIN-Q3 MI ONT assessment, and operates the GAIN ABS database 

where the auto-generated Q3 reports are produced. 

PSSP Implementation Team 

https://www.health.gov.on.ca/en/
https://www.ontariohealth.ca/
https://www.ontario.ca/laws/statute/19c05
https://www.ontario.ca/laws/statute/19m17
https://www.ontario.ca/laws/statute/19m17
https://www.chestnut.org/
https://gaincc.org/
https://gaincc.org/
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An implementation team from PSSP supported this initiative. As an intermediary 

organization, PSSP provided backbone support to the project that included implementation 

support (coordination and coaching), evaluation, administrative, and knowledge exchange 

activities. The implementation team provided broad implementation support, including 

scheduling and hosting community meetings, establishing project goals, activities, and 

timelines, working with former LHIN MH&A Leads (now OH MH&A Leads) to determine scope, 

and building partnerships through communication and engagement. In addition, they provided 

focused support to the SS&A process, providing agency-level implementation support including 

action planning. 

EVALUATION METHODOLOGY 

PURPOSE AND EVALUATION QUESTIONS 

Since the initial implementation in 2015, the SS&A implementation team at PSSP 

tracked risks, issues, and positive impacts related to this initiative; however, neither an 

implementation nor an outcome evaluation has been undertaken sector-wide. After six years of 

implementation experience, a provincial scope of approximately 170 organizations, and almost 

2,500 clinicians trained, PSSP engaged the addiction sector in this comprehensive evaluation 

activity.  

There were two primary objectives of this evaluation: 1) to assess the acceptability and 

utility of the staged screening and assessment process; and, 2) to explore potential adaptations 

or complements to the tool package that would encourage widespread adoption across the 

addiction sector. Five evaluation questions informed the data collection activity. 

Evaluation Question Rationale 
Related 

Objective(s) 

1. To what extent are the screeners (GAIN-
SS, MMS, POSIT) and assessment tool
(GAIN-Q3 MI ONT) being used?

Establishes uptake and usage 
across the sector and in 
particular service types 

1 

2. Are the tools and process being used as
intended?

Establishes degrees of 
acceptability and fidelity to the 
original process 

1 

3. What has been the impact of introducing
the staged screening and assessment
project (to agencies and the broader
sector)?

Establishes intended and 
unintended outcomes 
resulting from adoption 

1,2 

https://www.camh.ca/en/driving-change/provincial-system-support-program
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4. What has been the experience with
respect to training, competency, and
ongoing support?

Establishes the role of select 
implementation drivers in this 
initiative 

1,2 

5. Are there any modifications (to the tools
or the implementation process) that
could be made to maximize uptake and
sustainability going forward?

Establishes degree of fidelity 
to the original project and 
variations that were adopted 
to encourage uptake 

2 

This evaluation is important since the provincial context has shifted since the initial pilot 

work for SS&A began in 2011. This shifting landscape includes, for example, the creation of the 

Mental Health and Addictions Centre of Excellence at Ontario Health; Ontario Health’s ongoing 

development of a Data Digital Initiative, and the prioritization of standardization of core 

services, measurement-based care, and centralized access models; and, other assessment tools 

being implemented or considered for use in the mental health and addictions sector. 

METHODS 

This evaluation used a mixed-methods approach, gathering data through a survey, 

interviews and focus groups across different audience groups. This methodology was selected 

to obtain widespread feedback from partners across the addiction sector, including front-line 

clinicians and managers at implementing organizations, implementation partners, and 

policymakers. All data collection tools were collaboratively developed by the two PSSP 

evaluators assigned to this project. In line with CAMH’s Client and Family Honoraria policy, no 

honorarium was offered to participants for their involvement.  

Data Source Method 

Survey with health service providers 
Mixed: primarily quantitative survey with 
open-text fields for qualitative analysis 

Focus groups with health service providers, 
PSSP SS&A implementation and DATIS 
teams, and OH Regional MH&A Leads 

Qualitative: transcribed focus groups coded 
for thematic analysis 

Key informant interviews with PSSP 
leadership and Ministry of Health staff 

Qualitative: transcribed interviews coded for 
thematic analysis 

Secondary data produced by PSSP related to 
training and certification 

Quantitative: primarily frequency counts and 
distributions 

Secondary data produced by PSSP related to 
implementation drivers: Risks, Issues, and 
Positive Impact Logs (RIPILs) 

Mixed: frequency count of implementation 
drivers over time with qualitative 
interpretation 
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Secondary data produced by PSSP: Pilot 
implementation reports with the Ministry of 
the Solicitor General and select primary care 
settings as part of an opioid de-
implementation initiative 

Mixed: frequency count of training and 
assessment usage data with qualitative 
interpretation of focus groups and interviews 

SURVEY 

The survey was developed to obtain feedback from staff at in-scope service providing 

agencies. Eligible participants were identified as all staff with responsibility for the SS&A 

process, and included direct service providers, managers, and clinicians. The survey was 

designed and distributed online using the SurveyMonkey platform. It was 16 questions long, 

required an average of 18 minutes to complete, and included close-ended Likert-style questions 

as well as open-ended questions. The survey is included in Appendix C. 

The data collection period was 12 weeks, with the survey launching on January 11, 2022, 

and remaining open until April 8, 2022. To recruit participants, PSSP Implementation Specialists 

emailed an electronic survey link to all SS&A Leads for organizations in their assigned regions, 

inviting them to participate in the survey and to share the survey information with any of their 

internal colleagues who are also responsible for implementing SS&A. This totaled 223 contacts. 

Implementation Specialists also sent two reminder emails to their SS&A contacts during the  

data collection period to encourage participation. To further increase awareness of this 

evaluation work and survey responses, a link to the survey was also shared in the January 2022 

AMHO newsletter, the February 2022 SS&A newsletter distributed by PSSP, and the April 2022 

newsletter distributed by the Evidence Exchange Network (EENet). 

Through this recruitment method, multiple responses per agency were permitted in 

order to receive feedback from as many people as possible; however, only one survey per 

participant was accepted. A letter of information was included on the introduction page of the 

survey and informed consent was further implied through survey completion.  

A total of 118 survey responses were received from 58 unique identifiable agencies. Six 

respondents did not identify their organization, and two people preferred not to answer this 

question. A response rate is indeterminable since agencies were permitted to forward the 

survey link internally to anyone with SS&A involvement. The number of organizations in scope 

for SS&A implementation varies by OH region, but geographic diversity occurred as follows 

survey respondents: 15 agencies were located in OH East, 12 in OH West, 19 in OH North, five 

in OH Toronto, and five in OH Central. Two agencies’ locations could not be determined based 

on the information provided. 
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 Over half of all responses were from clinicians who administer the SS&A tools (n=65), 

followed by direct service providers (n=33) and managers at in-scope organizations (n=31). It is 

important to note that these roles can overlap because respondents can have multiple roles 

associated with SS&A implementation and administration. As a result, these 118 individuals 

endorsed 187 discrete roles. 

FOCUS GROUPS 

Focus groups were held with three different audience groups: agency staff, 

policymakers/partners, and internal PSSP SS&A staff. A separate focus group guide was 

developed for each target audience, which are included in Appendix C. All focus groups were 

facilitated remotely by PSSP evaluators, recorded in Webex, and then transcribed using Sonix. 

Transcribed data was reviewed for accuracy and cleaned by the evaluators, ensuring it was 

consistently formatted and usable for analysis. 

A letter of information and consent form was emailed in advance of the session to 

participants, and the focus group moderator requested verbal consent from all group 

participants at the outset of the focus group. Consent was further implied through participation 

in the focus group.  

Agency Staff Focus Groups 

PSSP Implementation Specialists emailed all SS&A Leads for their respective regions, 

informing them of this evaluation and of the opportunity to participate in a focus group. One 

participant per agency, specifically the SS&A Lead, was eligible to participate and they were 

invited to register for a focus group session by signing up through an online form. Registered 

participants were emailed a remote meeting invite and consent form three to five days prior to 

the session by an evaluator. Six focus groups were conducted, ranging from two to five 
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participants. In total, 21 SS&A Leads participated in focus groups from 20 agencies. Four 

agencies that participated in the focus groups did not complete the survey. Focus group 

participants were dispersed across the province with six in OH East, six in OH Toronto, five in 

OH West, three in OH North, and one in OH Central. 

PSSP Internal Staff Focus Groups 

Focus groups were held with internal PSSP staff who are involved SS&A implementation, 

to gather their perspective and feedback on SS&A process/tools. This included SS&A 

Implementation Specialists, staff from the Drug and Alcohol Treatment Information System 

(DATIS), and staff from Shkaabe Makwa. DATIS staff were included in this evaluation to describe 

the implementation experience from the technology side, and Shkaabe Makwa has been 

supporting a separate implementation initiative with Indigenous service providers. The focus 

group with the PSSP SS&A Implementation Team was held during a regularly scheduled team 

meeting in March, with 11 staff participants. A focus group with 12 DATIS staff was held on 

March 30, 2022, and a focus group with four Shkaabe Makwa staff was held on April 20, 2022. 

Ontario Health Regional Leads Meeting 

Both evaluators attended a regularly scheduled meeting with the Ontario Health 

Regional Mental Health and Addictions Leads on April 20, 2022. Questions were also provided 

following the meeting so that Leads could provide responses in writing if they wished, which 

they did. 

KEY INFORMANT INTERVIEWS 

Key audience groups, including policymakers, partner agencies, and PSSP Leadership 

were invited to take part in key informant interviews. Key informant interview (KII) participants 

were identified as partners who currently worked on the SS&A portfolio and have experience 

with agency- or sector-implementation of the initiative. Key informant interviews included staff 

from the Ministry of Health and PSSP Leadership. The evaluators reached out individually to the 

identified contacts to schedule personal interviews. In total, three KIIs were conducted. A 
parallel, sector-wide evaluation of the Ontario Perception of Care (OPOC) Tool for Mental 
Health and Addictions was simultaneously being conducted by PSSP. For these purposes, it was 
relevant that the KII guide discussed both the OPOC tool and SS&A. The KII guide is included in 
Appendix C.

ANALYSIS 

Survey responses were analyzed quantitatively and qualitatively depending on the 

question type and level of measurement. To ensure anonymity, no identifying information was 

collected, although participants were asked to provide their role and organization for tracking 

purposes. Frequency distributions and charts were constructed using Microsoft Excel to 

https://www.camh.ca/en/driving-change/shkaabe-makwa
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summarize close-ended responses, and open-text survey responses were coded alongside the 

focus group data. 

Rigorous qualitative methods were used to centre the voices and perspectives of 

participants in an applied context. Qualitative data resulting from the open-text survey 

responses, focus groups and KII were interpreted using thematic analysis (Braun & Clarke, 

2006), a structured approach to identify key themes across the dataset. 

Two evaluators first reviewed the open-ended survey data to increase familiarity with 

the data. Together and by consensus, the evaluators assigned initial codes to the data. Codes 

were developed inductively, meaning that the codes were driven by the data without 

preconceived themes10 and labelled using brief descriptions of the excerpt content. Once initial 

coding was complete, the evaluators reviewed the codes and data excerpts for consistency and 

coherence, and re-coded excerpts as needed. Patterns and similarities across the codes were 

iteratively and hierarchically amalgamated into broad themes and summary statements. 

Analyses of open-ended survey data were conducted using Microsoft Excel. 

Recordings of the focus groups and KII were transcribed using Sonix. All transcriptions 

were reviewed by one evaluator to ensure accuracy of the transcript and to increase familiarity 

with the data, and then coding of the focus group and KII data was completed by this same 

evaluator. Given the overlap and consistency in content between the data sources, the list of 

codes generated through the survey analysis were applied to the focus group and KII data, with 

new codes developed inductively by the same method above when merited by the data. Codes 

were similarly reviewed and categorized into themes by both evaluators, again by consensus. 

With this analysis method, the open-text survey data are combined with the focus group and KII 

data, with the survey informing the analysis of the focus groups and KII. This resulted in themes 

which are evident across all qualitative data sources.  The analyses of transcripts were 

completed using NVivo12. 

Three key themes were developed to represent the implementation of SS&A in the sector: 

a) Disconnect between SS&A implementation practice and policy

b) The GAIN-Q3 MI ONT assessment tool as a perceived barrier; and,

c) Implementation supports and barriers.

10 Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, (3)2, 
77-101.
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Each of these themes is further elaborated on in the following results section. Each theme is 

reported under the evaluation question which its data aided in answering. Verbatim quotes are 

provided to exemplify the themes. 

FINDINGS 

EVALUATION QUESTION 1: TO WHAT EXTENT ARE THE SCREENERS AND 

ASSESSMENT TOOL BEING USED? 

RESULTS 

Survey participants were asked to identify which tools, if any, were used across service 

types delivered by their organizations. In order to standardize service types across different 

numbers of respondents, the above graph underrepresents the actual percentages but retains 

the original proportions. Actual percentages are reported in this description. Respondents 

indicated that the GAIN-SS was the most commonly used tool in entry to service and initial 

assessment and treatment planning programs, but overall, the GAIN-Q3 MI ONT was the most 

commonly used tool considering all service types. The stage 2 mental health screeners, MMS 

and POSIT, were each used less than half as often as the GAIN-SS and GAIN-Q3 MI ONT. 

Survey participants were also asked to estimate what percentage of clients across their 

organization receive at least one of the tools, and the GAIN-Q3 MI ONT specifically. Thinking 

about all SS&A tool usage across their organization, respondents estimated that, on average, 

72% of all clients receive at least one of the tools (n=91). Responses ranged from 0% to 100% 
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and were negatively skewed with a median value of 88% and a modal response of 100% (n=19). 

When participants were asked to estimate what percentage of clients across their organization 

receive the GAIN-Q3 MI ONT specifically, respondents estimated that, on average, 52% of all 

clients received the assessment tool (n=88). Responses ranged from 0% to 100% but were 

positively skewed with a median value of 51% and a modal response of 20% (n=8). 

Mean Median Mode 

Any SS&A Tool 72% 88% 100% 

GAIN-Q3 MI ONT 52% 51% 20% 

DISCUSSION 

Tool Usage by Service Type 

The pattern observed in the tool usage by service type data is what would be expected 

in a staged screening and assessment protocol, where screener usage is more prevalent at 

initial entry to service and assessments become more common once the client has been 

triaged. Unfortunately, as a whole, the total volume of screeners and assessments completed 

relative to established tool cut-off scores strongly suggests a lack of adherence to the staged

protocol. Moreover, the variation in tools used across service types suggests a lack of clarity 

around when different components of the staged protocol should be administered. Clients 

should be screened and assessed prior to beginning treatment, and yet many treatment 

destinations show similar rates of screening and assessment (noting that the percentage of 

respondents who answered unsure increased with these service types). This is further 

described as a sub-theme, perceived purpose of assessment, in evaluation question #3.

Compared to admissions data, 70% of respondents overestimated how many 

assessments are actually completed. In fact, a quarter of respondents estimated that 80% or 

more of all clients receive an assessment. As this was a self-reported estimate, it could have 

been influenced by each respondent’s definition of an eligible client, which could also be 

influenced by agency practices. Another possible explanation for this discrepancy is that survey 

respondents represented the majority of organizations implementing the screeners across 

Ontario since it was not a representative sample. For example, in 2019-20, the peak 

administration year for the GAIN-Q3 MI ONT assessment, 13,283 assessments were created. 

That same year, 13,720 GAIN-SS were completed along with 85 POSIT and 5,223 MMS 

screeners. Using 2018-19 data as an example, if respondents estimate that 72.2% of clients 

receive at least one screener, there would need to be 26,355 cumulative screeners 

administered. This has important implications for fidelity to the SS&A process, as respondents 

may overestimate how reliably clients receive any of the tools. 
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Tool Usage Provincially and Target Assessment Rate 

Since 2017, the PSSP implementation team has had access to implementation status 

reports that were developed by DATIS. These reports allowed the team to determine how many 

screeners and assessments were administered during a specified reporting period, along with 

the number of new admissions registered. In November 2021, the GAIN-Q3 MI ONT Assessment 

Report was deployed to all in-scope organizations, along with a new Agency Summary Report 

that aggregates information from all assessments completed at a particular organization. In 

April 2022, three new reports were deployed allowing organizations to see their own screener 

usage data. Over time, several patterns emerged from this implementation usage data. 

Between April 1, 2015, when the earliest organizations adopted the SS&A tools during the 

initial rollout, and March 31, 2022, 53,203 GAIN-Q3 MI ONT assessments had been created.11 

The percentage of assessments completed relative to new admissions is a more 

complicated topic, with rates that varied substantially across implementing organizations. 

Because the report captured all new client admissions regardless of program type, it was not 

feasible to establish a target rate for percentage of completed assessments on this basis alone. 

Initially, the PSSP team used a target of 50% during implementation discussions, but this was 

based on a definition of full implementation from the field of implementation science,12 which 

did not take into account the structure of the available data and reports. As a result, 

implementation staff were required to have individual conversations with organizations to 

establish target assessment rates, which were not standardized. It should also be noted that, 

separate from created assessments, the data integrity of new admissions requires organizations 

to reliably enter, and, in the case of Interface platforms, transfer, admissions data to DATIS. 

Since all former LHIN regions were onboarded in 2017-18, a consistent assessment rate 

of 18-22% relative to new admissions has been observed. The percentage of new clients 

admitted to bed-based services ranged from 13.3% to 15.6% in a study that examined Ontario’s 

caseload distribution between the 2005-06 and 2009-10 fiscal years.13 Therefore, assuming the 

GAIN-Q3 MI ONT assessment is being completed for the majority of clients being referred to 

bed-based services, this means that, conservatively, only 5% to 7% of clients are receiving the 

11 This includes assessments both started and completed. 
12 Full Implementation is reached when 50% or more of the intended practitioners, staff, or team members are 
using an effective innovation with fidelity and good outcomes. Source: https://nirn.fpg.unc.edu/module-4/topic-6-
full-implementation 
13 Rotondi, N.K, & Rush, B. (2012). Monitoring utilization of a large scale addiction treatment system: The Drug and 
Alcohol Treatment Information System (DATIS). Substance Abuse: Research and Treatment, 6, 73-84. 
doi:10.4137/SART.S9617 

https://vimeo.com/650133155
https://vimeo.com/650133155
https://vimeo.com/701788364
https://nirn.fpg.unc.edu/module-4/topic-6-full-implementation
https://nirn.fpg.unc.edu/module-4/topic-6-full-implementation
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assessment for outpatient treatment planning or referral purposes. This represents a significant 

gap in fidelity to the intended administration process, and is consistent with observations from 

the 2006 ADTC evaluation; namely, the tools are completed administratively to facilitate 

service access once a treatment destination has been determined, and not to guide the 

treatment decision itself. Nevertheless, there is a correlation between administration of the 

GAIN-SS, MMS, POSIT, and GAIN-Q3 Assessment tools as shown below. 

Please note that POSIT administration is reflected on the right-hand secondary axis due to 

significantly smaller volume compared to the other three tools. Although the usage pattern over 

time is similar, it is by orders of magnitude lower. 

To further illustrate the complexity of establishing a target assessment rate across the 

province, the assessment rate for the top 10 implementing organizations by assessment volume 

was plotted on the following line chart. Although this is an arbitrary cut-off, these 10 

organizations are collectively responsible for 46% of all assessments completed during the past 

six fiscal years. The assessment rate increased for all organizations beginning in 2016-17 when 

most were onboarded to the project; a few were onboarded in 2015-16 as part of early adopter 

LHINs. The average assessment rate during this time ranged from 12% (agency #6) to 61% 

(agency #1). Once these organizations were all implementing (since 2017-18), variation was 

noted within and between fiscal years, from a low of 8% to a high of 77%. Collectively, these 

0

20

40

60

80

100

120

140

0

2000

4000

6000

8000

10000

12000

14000

16000

2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 2021-22

P
O

SI
T 

C
o

m
p

le
te

d

G
A

IN
-S

S,
 M

M
S,

 a
n

d
 G

A
IN

-Q
3

 C
o

m
p

le
te

d

All SS&A Tool Administration by Fiscal Year

GAIN-SS MMS GAIN-Q3 POSIT (Right axis)



27 

organizations peaked in 2019-20 with an average assessment rate of 38%, which coincided with 

peak administration across the province of 13,283 assessments. 

2016-17 2017-18 2018-19 2019-20 2020-21 2021-22 

Agency #1 34.7% 76.8% 71.7% 73.9% 57.8% 48.9% 

Agency #2 4.2% 12.4% 38.8% 74.0% 41.8% 38.7% 

Agency #3 8.9% 35.2% 42.6% 36.3% 21.3% 20.1% 

Agency #4 31.3% 47.7% 52.7% 76.4% 60.1% 63.3% 

Agency #5 0.2% 22.7% 24.4% 25.2% 34.0% 27.6% 

Agency #6 0.8% 8.5% 16.1% 18.0% 17.1% 11.7% 

Agency #7 2.2% 8.6% 12.8% 13.5% 13.3% 74.7% 

Agency #8 2.7% 27.7% 19.8% 13.4% 14.3% 14.2% 

Agency #9 2.3% 16.4% 20.9% 19.5% 13.1% 10.5% 

Agency #10 23.0% 26.1% 26.6% 29.8% 29.0% 24.4% 

Table 1: Assessment Rate by Fiscal Year 

Implementation Usage Data by Organization 

Using six years of data from April 1, 2016 to March 31, 2022, implementation usage for 

each organization that has completed at least one GAIN-Q3 MI ONT assessment was plotted. 
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This resulted in a chart with 183 organizations. A Pareto distribution emerged, with 34 

organizations accounting for approximately 80% of all completed assessments. This has 

remained fairly consistent over time, with 32 organizations accounting for approximately 80% 

of all completed assessments during the last (2021-22) fiscal year. Moreover, this is remarkably 

similar to the distribution observed regarding new admissions, where 42 organizations account 

for approximately 80% of all new admissions registered in Catalyst. Plotting these values 

together shows the disparity between the number of clients registered as new admissions and 

the number of assessments completed, as well as the interagency variation subsequently 

addressed. 
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Please note, several organizations are depicted on this chart where the number of assessments 

exceeds the number of new admissions. Because assessments are completed in the GAIN ABS 

system, organizations do not have to register clients in a program through Catalyst in order to 

access the GAIN-Q3 MI ONT assessment. 

Where the size of the blue line exceeds the size of the orange line, these clients may not 

have been registered in a program, although the mandatory data elements would have been 

entered. Alternatively, they could be registered in another program so their new admission is 

captured in another reporting line than their completed assessment. Conversely, some 

programs may show a large discrepancy in the other direction, with more new admissions than 

assessments, since they are only completing assessments for referral to bed-based services. For 

example, 47 organizations completed 10 or fewer assessments over the past six years. 

Implementation Usage Data by Clinician 

In fiscal year 2020-21, a review of all clinician implementation data was conducted to 

ascertain how frequently individual Site Interviewers were administering the GAIN-Q3 MI ONT 

assessment. This analysis was repeated using fiscal year 2021-22 data, which includes Site 

Interviewers disconnected from GAIN ABS as part of a new billing model implemented by CHS. 

Data for both years are similar, in that the top 250 and 256 Site Interviewers for 2020-21 and 

2021-22 respectively administered 80% of all GAIN-Q3 MI ONT assessments. For 2021-22, 9,054 

assessments were administered by 762 Site Interviewers. This equated to 11.9 assessments per 
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Site Interviewer. However, there was still an inherent positive skew in the distribution as the 

median value was four, meaning half of all Site Interviewers administered four or fewer 

assessments this fiscal year, and 167 Site Interviewers each completed only a single assessment 

all year. 

In other words, not only are the vast majority of assessments completed by a relatively 

small number of clinicians, these clinicians work for an equally small number of organizations 

relative to the entire scope of SS&A implementation. Framed another way, they are not 

randomly distributed among the addictions sector, but work for organizations or programs 

that either specialize in conducting assessments, or have prioritized staff or processes within 

the organization to ensure that they are completed as intended. 

Implementation Variation by Region 

In September 2021, PSSP’s internal implementation status report provided by DATIS was 

updated to reflect the new Ontario Health Regions. (Since its inception in 2017, it was 

previously organized according to LHIN region.) Using population data, an analysis was 

conducted to determine the relative likelihood that a client admitted to any program would 

receive an assessment. 

Ontario Health Region Population 
Assessments per 

100,000 
New Admissions 

per 100,000 
New Admissions 
per Assessment 

Central 4.5 million 39.5 292.2 7.4 

East 3.3 million 110.0 473.6 4.3 

North 796,300 242.6 1,740.6 7.2 

Toronto 1.2 million 80.8 784.3 9.7 

West 3.8 million 125.9 606.4 4.8 

This analysis demonstrated that the OH Central Region had the lowest total assessment 

rate and the lowest new admission rate across the province. Relative to the provincial average, 

the assessment rate is 61% lower and the new admission rate is 47% lower. Any interpretation 

of this would be speculative at best. On the one hand, there could be such a lack of services 

that it cannot support the large population. On the other, there could be something unique 

about this region in terms of population demographics that are protective against substance 

use. In OH East Region, the rate of new admissions per 100,000 people is below the provincial 

average, but the rate of assessments completed is above average. As the right-hand column 

shows, one assessment is completed for every 4.3 new admissions, which is the highest in the 

province. This is likely attributed to its centralized access point, which is consistently one of the 

top five assessment organizations by volume. 
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Data from the OH North Region is noticeable for a few reasons. First, the rate of 

assessments is 2.5 times higher than the provincial average, and the rate of new admissions is 

3.2 times higher. The rate of new admissions is concerning because it could be indicative of an 

above-average level of substance use at the population level. However, it could also reflect 

greater access to service. In terms of receiving a GAIN-Q3 MI ONT assessment, this is the place 

in Ontario where you are most likely to receive one on the basis of population alone. One 

explanation is that, in addition to the Ministry of Health mandate letter from October 2015, the 

former North East LHIN established a regional go-live date for SS&A implementation in March 

2019. However, these rates could also be related to the large number of bed-based treatment 

providers, and since they often require an assessment for admission, this could be inflating how 

many assessments would be completed in a treatment continuum with more of an outpatient 

mix or focus. 

In the OH Toronto Region, the rate of assessment by population is twice as high as OH 

Central, but still the second lowest in the province. Notably, service providers in this region also 

started implementing later and a number of organizations still had not been onboarded at the 

beginning of the pandemic. In OH Toronto, 9.71 people need to be admitted for every created 

assessment, which is the highest in the province. The new admission rate is second highest, 

after only OH North, which could mean an above-average level of need, but those new 

admissions do not translate into a created assessment. Essentially then, in the OH Toronto 

Region, a client has the least likelihood of receiving an assessment compared to any other 

region in the province. This discrepancy could be explained in part by a greater number of 

outpatient providers, which do not require a completed assessment for admission (in contrast 

to bed-based services), or a higher level of client acuity that makes the assessment itself 

prohibitive. Lastly, of all the OH Regions, OH West most consistently resembles the provincial 

averages. The new admission rate is third from the top and the total assessment rate and new 

admissions per assessment are both second. 

EVALUATION QUESTION 2: ARE THE TOOLS AND PROCESS BEING USED AS 

INTENDED? 

RESULTS 

Fidelity to any intervention is necessary to ensure that it is applied as intended, with 

adherence to its underlying evidence base. Survey participants were asked what modifications, 

if any, they made to the implementation process. The most frequently identified modification 

by survey participants was administering any of the tools virtually because of the pandemic 

(n=37, 39%). The next most common modifications were not using specific tools or reports, 

such as the MMS (n=29, 30%), Q3PFR (n=25, 27%), POSIT (n=24, 26%), the GAIN-Q3 MI ONT 

(n=20, 21%), and the GAIN-SS (n=18, 19%). 
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Disconnect between SS&A Implementation Practice and Policy 

The theme "Disconnect between SS&A implementation practice and policy" emerged 

from qualitative data in this evaluation and encompasses various aspects of SS&A 

implementation, including variability in agency level implementation, purpose of the 

assessment, and system-level mandates. Together, data related to these topics speak to the 

second evaluation question in revealing a lack of consistency and adherence to intended 

practical procedures as a pattern in SS&A’s implementation.  

Agency Variability 

Focus group participants described at length variations in their own program, 

organization, and community’s implementation processes. This alongside the endorsed 

modifications reported by survey participants demonstrates the variability in SS&A 

implementation across the sector.  

Focus group participants reported using different methods for delivery of the SS&A 

process, relaying their agencies’ experiences using self-assessment and group administration 

models. During the focus groups, participants spoke about how switching to virtual 

administration during the pandemic influenced completion rates of the assessment process. For 

several agencies, group self-administration, where several clients complete the assessment 

with the assistance of one clinician/facilitator, had to be paused; in another case, an 

organization that previously substituted clients if they did not show for their assessment 

0% 5% 10% 15% 20% 25% 30% 35% 40%

None of the above, but others

Do not routinely administer the substance use grids (S2, S7, or S9)

Unsure

Do not edit the Q3 Recommendation and Referral Summary…

Continued to use the Admission and Discharge (ADAT) tools

Do not make referrals based on the client's level of need

Did not make any modifications to implement SS&A

Do not routinely administer the GAIN-SS screener

Do not routinely administer the GAIN-Q3 MI ONT assessment

Do not routinely administer the POSIT with clients 12‐17 years of…

Do not use the Q3 Personalized Feedback Report (Q3PFR) to…

Do not routinely administer the MMS with clients 18 years of…

Administered any of the tools virtually because of the pandemic

Modifications to Administration Process (n=94)
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appointment could not continue that practice. Lastly, providers in more rural locations spoke 

about challenges administering the assessment over the phone (“So we had to shift to a kind of 

a more virtual, so phone. So that poses its own challenges in the great northwest of Ontario. 

The phone systems in our area are not always that reliable or Internet systems are not always 

that reliable” (FG9)). 

Another noted difference in practice, was how agencies assigned the responsibility of 

completing assessments to different staff roles. Some agencies identified specific staff whose 

primary role is to complete the screeners/assessments with clients (“GAIN Team” (FG18)), while 

others described that all providers in the agency are responsible for this.  

Variations highlighted by participants further reflected different utilization patterns for 

the multiple component tools of SS&A, with more frequent use of the GAIN-SS reported and 

differential use of the MMS and POSIT. This also is consistent with participant descriptions of 

the screeners generally being more positive; participants reflected on their brevity and utility in 

providing “very quick snapshot” (FG7) which, in this context is “quite helpful and really sort of 

zeroing in on some specific information” (FG7) and “…captures some information. It's helpful 

with, with that kind of initial assessment screening” (FG11). In contrast, the POSIT, the Stage 2 

screener used for youth, was described by participants as long and challenging to administer, 

and therefore completed less often. This selective usage of the tools, also reflected in the 

survey responses, is not consistent with the SS&A protocol. 

Finally, several participants spoke to the role of their agency’s internal policies and 

processes, which some agencies had established. While some of these participants identified 

these processes as supportive to overall use, others expressed that that such policies may not 

followed consistently: “I can speak to what we're doing in policy and then what it actually looks 

like in practice. In policy, the way that we've rolled it out is upon initial intake into the 

program… However, in practice, neither of those are happening….” (FG20). 

Overall, data reflect significant variation in SS&A implementation processes across the 

province. While they are acceptable variations based on the practice profile (included in the 

additional resources), they offer insights into the differential uptake of SS&A across the 

agencies and across the province as a whole.   

Purpose of Assessment 

The intended purpose of SS&A is to facilitate accurate identification of individuals’ 

needs, treatment plan development, and matching service users to the most appropriate level 

and type of care. This differs from its actual use as described by survey, focus group and KII 

participants, with many articulating that the GAIN-Q3 MI ONT is used primarily as necessitated 

for referral, or upon request by clients.  
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Very frequently, service providers in both the survey and focus group reported that their 

purpose for completing the GAIN-Q3 was for referral only and most often to bed-based 

services:  

“So basically if you ask me, what are we doing within the agency, we've implemented it 

or how it's been administered, I would say pretty much we are doing the GAIN-Q3 for 

referral to residential treatment and that would be the purpose of us completing that.” 

(FG14) 

Another participant echoed: “So I would say 90% of the GAIN referrals into our 

centralized system are referrals to [bed-based] treatment” (FG19). 

Similarly, providers also often reported completing the assessment only because it is 

required by mandate, not to aid in clinical practice: “… but I think the only, most of the uptake 

you get right now is because it's mandatory” (FG16); “ [we] mostly complete the GAIN Q3 

because it is a mandatory part of the referral process to residential treatment”(S47).   

Furthermore, service provider participants indicated client choice often determined 

whether or not an assessment would be completed. For example, one participant remarked, “if 

a client is wanting to go to day treatment or residential treatment, then we administer the 

GAIN” (FG11). Another participant stated, “We only do the Q3 when individuals identify 

wanting to attend residential treatment” (S70). In these cases, not only is the client determining 

the treatment destination, but in doing so is deciding whether the assessment needs to be 

administered since it is a condition of entry. Providers commented that quite often clients 

specifically request the GAIN-Q3 by name. Reasons for this request varied, but often included 

requirements by the justice system, EAP programs, Child and Family Services, or because they 

believed it was a “ticket” (S50) into bed-based services. When used for the purposes described 

by these identified situations, the treatment planning and matching aspects of the SS&A are not 

being fulsomely utilized in clinical practice. Tellingly, one focus group participant articulated the 

following about the GAIN-Q3: “I think that part of it is, is sometimes people forget that there's 

that treatment component, they just see assessment and referral…” (FG8). 

Intertwined with this misuse is the broader concept of the perception of assessment in 

general across the sector, with data illustrating that there are differing definitions of 

assessment across service providers. For example, some service providers expressed that their 

own tools, conversation with clients, and question prompts are effective at providing needed 

assessment information whereas others saw value in the standardized practice: 

 “I have my own tools/screeners that are way more useful and relevant to my clinical

work”(S47);
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 “… the Q3 is a tool that is only useful if the client is not [an] active user, and it is

almost always known information about the person. It should be as simple as a

couple questions. 1 do you feel you have an addiction? 2 what do you use? 3 how

often? 4 how does this impact your life? simple.” [Sic] (S40);

 “…basically the assumption is… I don't want to administer this unless I have to. And

I'm always like, we need to switch that to the assumption is ‘I do an assessment with

somebody, unless there's a good reason not to’ which I think in terms of assessment,

whether it's the GAIN or not, I mean, I think that's what staff should be thinking and

they don't. So that's been a challenge” (FG21).

One focus group participant made commented: “… So I think part of the challenge is 

that the addiction system isn't consistent with understanding what needs to be done before 

deciding on treatment” (FG11). As SS&A is aiming to standardize the practice of assessment 

across the provincial sector, these varying perspectives on what constitutes adequate 

assessment may pose a challenge to obtaining buy-in for the tool from providers.  

System Mandates 

Also within the theme of disconnect between policy and practice, are data regarding the 

Ministry of Health mandate letter from October 2015. This letter identified SS&A as “a new 

package of staged screening and assessment tools for funded addictions services, in both 

hospital and community settings. These tools will replace the existing assessment tools that 

have been mandated in the addiction treatment system since the early 2000’s.” This letter is 

included as an additional resource at the end of this report. The demonstrated uptake across 

the sector depicts a misalignment with the intended practice, as defined by the mandate.   

Both KII and focus group participants did suggest that further clarity regarding this 

mandate may be beneficial to uptake. This may include redefining the client groups or service 

types which will continue to require to receive the GAIN assessment, and to support buy-in 

across the sector: 

 And I think around that, I think to some degree the language around the mandate,

not commenting on whether the mandate stays or not, But I think the language

around who is mandated specifically, maybe adding a little more detail to that

mandate I think would be helpful” (KII1)

 “Probably the top of the list would be reinforcing the mandate or enforcing,

depending on how you look at it” (KII2).

Assessment Tool as a Perceived Barrier 
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Survey respondents were presented with a list of closed-ended items generated by the 

evaluators based on observations shared with the SS&A implementation team during the 

course of this initiative. They were also able to add their own responses. The most frequently 

identified reason survey participants gave for not administering the tools was the GAIN-Q3 MI 

ONT assessment tool taking too long to complete (X̄ = 4.0, 62% total agreement). This was 

followed by clients not being receptive or finding the process burdensome (X̄ = 3.9, 69% total 

agreement), and the SS&A process takes too long to complete (X̄ = 3.7, total agreement = 62%). 

Focus group participants also expressed concerns about the length of the assessment and the 

time required to administer it. These reasons aligned with concerns that emerged from both 

the survey and focus group analysis around resources, including time and staff. 

Survey respondents were asked to identify if any other tools were used in addition to 

SS&A. Twenty-three respondents submitted open text answers, although nine stated “none,” 

“N/A,” or “no.” The tools identified by the remaining 12 respondents were as follows: 

Tools Frequency 

Ontario Common Assessment of Need (OCAN) 4 

Other (unnamed cognitive screener, unnamed proprietary tools, or tools 
developed in-house) 

4 

Admission and Discharge Assessment Tools (ADAT) 2 

Columbia Suicide Screener (CSS) 1 

1 2 3 4 5

The right staff have not been identified to administer the tools

Lack of oversight or clinical supervision

Screening is not useful when most clients require an assessment

The value of the SS&A process is not clear

Community treatment destinations are unavailable locally

SS&A tools are not appropriate for my clients

Other staff are resistant to administering the tools

One or more tools duplicate information we already collect

The process is difficult to implement as intended

Lack staff resources or time to complete the process

The SS&A process takes too long to complete

Clients are not receptive or find the process burdensome

The GAIN-Q3 MI ONT assessment tool takes too long to complete

Scale: Strongly Disagree (1) to Strongly Agree (5)

Reasons for Not Administering Ranked by Weighted Average (n=98)
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RAI Chi [sic] 1 

Problem Gambling Severity Index (PGSI) 1 

Hypersexual Behavioural Inventory (HBI-19) 1 

Alcohol Use Disorders Identification Test (AUDIT) 1 

Drug Abuse Screening Test (DAST) 1 

Fagerström Test for Nicotine Dependence 1 

Unnamed screening tool for problematic technology use 1 

Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) 1 

Substance Abuse Subtle Screening Inventory (SASSI) 1 

State-Trait Anger Expression Inventory (STAXI) 1 

Trauma Symptom Inventory (TSI) 1 

Tools developed by Aaron T. Beck 1 

Tools developed by David D. Burns 1 

GAIN-I (in addition to GAIN-Q3 MI ONT) 1 

Table 2: Alternative tools submitted by respondents 

Focus group participants also described additional screening/assessment tools that are 

required by their own agencies. These are similar to those shared by survey participants and 

included own internal questionnaires, additional risk assessments (suicide, overdose), and 

mental status exam.  

Service providers in the focus groups shared that these may be used in addition to the 

GAIN-Q3 or may be used in lieu of. This decision for which assessment or both is made by either 

client preferences, depending on what treatment the client is seeking, or clinician judgement. 

Based on both survey and focus group data, an overarching theme of “assessment tool 

as a perceived barrier” was generated. This theme encapsulated participants’ sentiments 

that: a) the SS&A tools detract from therapeutic alliance/milieu; b) the SS&A tools are 

perceived to be a structured interview; c) a dichotomy exists between clinical judgement and 

tool administration; and, d) the SS&A tools are perceived to be for research and not clinical 

purposes. Taken together, these factors characterize how some providers have come to view 

the tool as a barrier to clinical practice. 

Detracts from Therapeutic Alliance/Milieu 

Participants very often described the tool as “long” (FG4), “repetitive” (FG17), and not 

“client-centered” (FG16), with some participants describing the questions as intrusive. Some 

participants also raised concerns that they felt it is not in alignment with harm reduction 
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principles, which contradicted their programs’ values. Providers in both focus groups and 

surveys reported feeling that the SS&A process is not useful as an engagement tool with clients 

and that the tool itself can negatively affect the development of the therapeutic alliance. 

 “So from a client perspective coming in, I'm feeling like you're being asked the same

thing multiple times and having that erode trust when you're actually trying to build

a trusting relationship” (FG26 (PSSP))

 “And then the impression and the feedback that it's harmful to the therapeutic

relationship for a clinician to go through the Q3 MI with their client not knowing

when they already have, you know what they feel like, they need to inform

treatment planning and assessment” (FG20)

As well, they discussed difficulties administering the GAIN-Q3 MI ONT with clients, 

expressing that clients won’t tolerate the lengthy duration of the assessment and may refuse to 

complete it, become angry, and frustrated and feel “mistrusted” (FG20) by the repetitive nature 

of the questions (“Clients think, 'Oh, are you testing me?’”(FG11)). Rarely, providers also 

expressed concerns that the assessment tool was less appropriate, less safe, or that specific 

items could be potentially triggering, such as those on height/weight, risk behaviours, and 

trauma. 

Perception of Assessment as a Structured Interview rather than a Semi-Structured Interview 

The GAIN-Q3 MI ONT assessment is intended to be administered as a semi-structured 

interview, yet providers often used the terms "scripted" (FG20), "verbatim" (S47), and 

“structured” (FG10) to describe it. They perceived a difficultly with the tool, that they felt they 

were unable to engage clients in discussion outside of what was specified for fear that would 

invalidate the tool. This illustrates a held belief that the SS&A tools are to be administered using 

a structured and not semi-structured interview (“So I'd love to see it evolve into something that 

isn't scripted where clinicians can have discretion around how they ask the questions and how 

they're worded” (FG20); “But I think that there's, yes, definitely a number of issues with the 

very narrow structure of the tool and the questions. And you feel like you can't go off script or 

you're invalidating the tool. That's very frustrating for me anyways” (FG10). This perception of 

the tool as a structured tool, and its practice as such, possibly contributes to the challenges 

experienced by service providers in using these tools. 

Dichotomy between Clinical Judgement and the Tool 

Through analysis of service provider statements, the notion of a dichotomy between the 

tool and clinical judgement became evident. Participant data reflected a sentiment that the 

SS&A tools do not work in tandem and are not complementary to clinician judgment. Tools 
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were instead described as oppositional and perceived to challenge professional skillsets. This 

perception may contribute to providers’ views of the tool as a barrier and to a lack of its uptake. 

Both survey and focus group participants placed a high value on clinician skills and clinician 

judgment and conveyed that clinical training and clinical judgement provide adequate skills to 

conduct assessments. This was further exemplified by remarks suggesting that while such a tool 

may be useful for less experienced providers, it is less useful for those with more expertise:   

 “Standardizing treatment planning in this way - while perhaps an attempt at efficiency 

across the system - devalues the clinical capacity of folks who are highly skilled and 

educated in this sector. Perhaps it is more appropriate to value the work being done in 

this sector and requiring minimum standards for education and training, so that clinical 

staff can apply clinical judgement rather than relying on standardized processes that are 

cumbersome and ineffective given the dearth of resources in the system” (S33);  

 “…. qualifications and experience and all that kind of stuff, but, I think that that the tool 

then, is it's like anyone can do it. If your skill is not involved, then anyone can do it. Why 

even have somebody in addictions world do it? Have a robot do it!” (FG16) 

 “And it [appropriate referral and back-up referral] comes from discussion - discussion 

and us using our skills, and our brain, and not a computer algorithm.” (FG4)  

 “….Experienced addiction counselors can in ten or 15 minutes with the client pretty 

much tell you what level of care they need. So if they know how to do that, why don't 

we develop an assessment tool that is standardized across the system that uses that 

knowledge and experience, rather than spending an hour, 2 to 3 hours per hour doing a 

tool that doesn't actually answer the question because it doesn't…”(FG17) 

Relatedly providers expressed a lack of understanding with how to practically incorporate the 

SS&A tools into their clinical practice (“But the main struggle I'm hearing is that they don't really 

understand how to use it clinically: 'So I've done the report, it spews out all this stuff. How do I 

use this clinically?'”(FG19)). One key informant interviewee also recognized this gap and 

attributed it to the complexity of the tool’s implementation: 

“... there's still a gap in understanding among service providers of the clinical value of 

the tool. And I think and including the reports that come out, which are if you really dig 

into them, they're fairly helpful. And I think what happens, just from my perception is 

there is before you even get to the clinical value conversation, so much sort of gets lost 

in what people perceive as a complexity of implementation…” (KII1) 

This was also frequently identified both in the survey and focus groups as a training need, 

stating that the training focused primarily on administration of the tools, not their clinical 

application (“When I did the training (back in 2016 / 2017) it was very much focused on how to 
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do the tools. There was limited training on how use the tools in a clinical sense.  No discussion 

of what the reports actually told you or how to use this data.  Just "read these questions 

verbatim and send [off] these reports" - that was it” (S47).   

Perception that the Tool is for Research and not Clinical Purposes 

A final topic within the tool as a barrier theme is the perception held among some 

providers that the tool is for research and does not meet clinical needs. Some service providers 

discussed the utility of the GAIN-Q3 and its output, the Q3RRS recommendations, to their 

practice. While some participants felt these tools were beneficial to their clinical practice, 

including for treatment matching and planning, others identified key limitations with it. Some 

participants indicated that the tool does not produce a useful or helpful care plan, and that it is 

not comprehensive: 

“I think back to the times where, I would complete a Q3 and I go through the 

recommendations and essentially would be typing in tons of information to kind of 

like give a fuller, fuller picture of what the client was going through. And so… what 

this process generated was so surface level, that it really was quite meaningless in 

my experience like, as I thought about me being on the receiving end of one of the 

reports, I thought, ‘Yeah, I am going to just shelf this because I'm going to have to 

I'm going to have to do that initial interview anyway’ where I'm trying to gather 

that information and, and build the relationships through gathering information.” 

(FG7) 

Participants also frequently indicated that the time required to edit the auto-generated 

reports was excessive and created much frustration amongst themselves and colleagues. 

Furthermore, providers suggested that based upon their experience, they felt that report 

recipients were not reading or using the GAIN reports that they had labored over to produce 

(“all treatment centers I refer to admit to not even reading them!”(S94)). Participants also 

identified that the recommendations generated may not align with the availability of services 

locally and raised this as particularly problematic (“The recommended treatment plans are not 

useful or representative of the services available.”(S43)).  

Based upon these experiences, some participants began to suggest that the tool is 

aimed more for “data collection” than for clinical assessment purposes (“But then for the most 

part, it still does become a data collection tool, not an engagement assessment and referral 

tool” (FG16)).  

A few providers in focus groups did note that using a provincially standardized tool 

provided added “credibility and legitimacy” (FG8) when communicating about clinical 

recommendations with external entities.  
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Client Populations and Suitability 

 Survey respondents were asked to identify situations when the tools would not be 

administered with clients accessing services. A topic that emerged from these open-text 

responses, and during the focus groups, was client populations. Clinicians reported that the 

GAIN-Q3 MI ONT assessment tool was challenging to administer with certain population, such 

as: 

 Clients with cognitive impairments (e.g., advancing age, substance-induced, 

neurodegenerative conditions)  

 Clients with intellectual disabilities 

 Clients with acquired brain injuries 

 Clients with literacy issues or language barriers 

 Clients who are homeless or precariously housed 

 Clients actively intoxicated (altered states, withdrawal management) 

 Clients registered with assertive community treatment (ACT) teams 

 Clients participating in voluntary drug treatment court 

 Youth (ages not specified) 

Service providers described their experiences as follows: 

 “Cognitive impairment like it may when you spoke and made me think of older people, 

but people who use drugs for so long, they are often cognitively impaired much earlier 

than people. And also literacy issues and sometimes language.” (FG16) 

 “And then to sort of get into the nitty gritty of it, like many of my clients, couldn't 

remember what they did yesterday, let alone the anchoring and time and all of that 

piece. I think the Q3 makes an assumption about folks’ capacity. And certainly some 

people were able to do that, but I think even recognizing the way in which substance 

use impacts folks’ capacity for memory and being able to sort of, Like anchor what they 

were doing, when, and all of that. I mean I, I appreciate the need for specificity and I 

think that asks a lot of clients.” (FG7) 

One focus group participant acknowledged that some of the difficulties experienced were “not 

really tool specific” (FG6) but would exist with any similar tool.  

DISCUSSION 

Adherence to the Staged Protocol 

Provincial data reports can provide information about adherence to the staged protocol. 

In the former case, for example, there were 63,045 GAIN-SS completed between April 1, 2015 
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and March 31, 2022. Of these screeners, 76.1% scored 3+ on the internalizing disorder subscale 

in the past year, which suggests that approximately 47,900 MMS or POSIT screeners should 

have been administered if the process was implemented as intended. As well, 73.7% of clients 

scored 3+ on the substance use subscale, which means approximately 46,400 GAIN-Q3 MI ONT 

assessments should have been triggered. As noted above, this figure was exceeded, but it is 

unclear whether that was due to adherence to the staged process. 

The following chart demonstrates this discrepancy between actual tool administration 

and projected tool administration that would expected from adherence to the staged protocol. 

There are two notable observations. First, these data do suggest that stage 2 screeners have 

been underutilized by about 40%, as only 27,380 MMS and 537 POSIT have been administered. 

POSIT has been excluded in the chart due to low numbers. A possible explanation for this 

discrepancy is that second stage screener usage may be skipped when OCAN tools are also 

being administered or clients already receive mental health services, but data cannot be cross-

referenced with OCAN administration to verify this possibility. Second, after 2018-19, a 

deviation emerges between the actual and expected number of GAIN-Q3 MI ONT assessments 

completed, surprisingly in favour of actual assessments. This could be a limitation of the 

projections, because they are based on the GAIN-SS as a starting point. In that case, this 

suggests that the GAIN-SS may also not be administered as often as intended, especially when 

clients are receiving the GAIN-Q3 MI ONT for referral purposes only. On the other hand, it could 

reflect administration of the GAIN-Q3 MI ONT in circumstances when the assessment was not 

indicated by the cut-off score on the GAIN-SS substance use subscale. 

In the prior ADTC evaluation, the idea of a stepped approach was not considered good 

practice by organizations that viewed the comprehensive assessment as “a prerequisite to 

effective treatment matching” (p. xi). This could explain the nearly 1:1 ratio of GAIN-SS and 

GAIN-Q3 MI ONT completed. However, one of the benefits and intended purposes of the 

staged protocol was to reserve the assessment until screening indicated that it was required, 

thus preventing unnecessary administration: 

“We need to decide if everyone needs the extreme comprehensiveness of the complete 

assessment or if there are, if there's a certain point in time or a certain point in time in a 

client's journey where it's warranted and others where something's not.” (KII3))  

Unwarranted assessments may be “potentially damaging to the client when, for various 

reasons, the information is subsequently ignored in treatment” (p. xi). For example, one focus 

group participated stated, “I won't do a GAIN with somebody who's been abstinent for a period 

of time” (FG10), reinforcing the intention behind the staged protocol. In either case, more 

exploration around adherence to the staged protocol is required to determine why there is 
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variation in tool administration that is not supported by known cut-off scores in the provincial 

data. 

Clinical supervision is one way to promote adherence to the staged protocol, but some 

organizations are inadequately resourced and structured to provide this consistently. In 

addition to direct clinician supervision, clinical audit procedures that cross-reference the 

outcome of the tools with the intended staged model (cut-off scores and matched treatment 

destinations in the Q3RRS) could curtail some of this widespread variability. Whose 

responsibility it is to develop and enforce clinical practice standards, particularly in the absence 

of a formal regulatory body, has been a longstanding discussion in the sector. This topic was 

cited in the ADTC evaluation and was also supported by a key informant. A proper leadership 

mechanism is critical to monitoring, compliance, training, and resource development. 

Disconnect Between Implementation Policy and Practice 

Purpose of Assessment 

As noted in the results section above, one subtheme that emerged during the survey 

open-text and focus group analysis was perceived purpose of assessment. This theme was also 

captured in the 2006 evaluation of the Admission and Discharge Tools and Criteria when the 

authors noted that “differences in assessment practice suggest that it would be difficult to 

achieve consensus about the content of an initial assessment” (p. xi).14 While their observation 

14 Rush, B., & Martin, G. (2006). Report of the evaluation of the Admission and Discharge Tools and Criteria (ADTC). 
Toronto, ON: Centre for Addiction and Mental Health. 
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was based on health service providers blending initial and ongoing assessments, it can also 

apply to using screening tools as assessment instruments depending on variation in the 

perceived purpose of assessment. For example, two alterative tools suggested above, the 

AUDIT and DAST, are screeners, which would render them duplicative with the GAIN-SS. If they 

are being used in place of the GAIN-Q3 MI ONT assessment, even though the survey question 

asked about supplemental and not replacement tool use, this could render the assessment 

inadequate. The interchangeability of screening and assessment tools was an important finding 

during the SS&A pilot, which also echoed the findings of the ADTC evaluation in 2006. In both 

instances, participants identified the GAIN-SS, ADAT, and OCAN as both screening and 

assessment tools, highlighting the need for system-wide definitions and distinctions of 

screening and assessment as distinct processes (p. 30). As long as clinicians have divergent 

understandings and definitions of assessment, this will impact how and when actual 

assessment tools are administered and for what purposes. 

Participants noted that as long as the GAIN-Q3 MI ONT is used primarily as a referral 

tool, and mostly for bed-based services, the output does not justify the administration time. 

The auto-generated reports facilitate treatment planning and evidence-based intervention, but 

these reports are underutilized if the Q3RRS is only being generated as an administrative task to 

meet referral requirements. This aligns with endorsement of modifications that were made, in 

that the Q3PFR was not used for treatment planning, the Q3RRS was not edited, and referrals 

were not made based on the client’s level of need. In this regard, the GAIN-Q3 MI ONT seems 

to be following a similar path to that of the ADAT suite of tools, where administration was seen 

as a pro forma activity that was completed after a decision had been made to refer the client to 

bed-based services. One of the key informant interviewees recalled this finding, also described 

in the ADTC evaluation: “… for want of a better term, people were gaming the system and 

essentially using the ADAT tools to get people into residential treatment because everybody 

thinks they need residential care, whether they do or not…” (KII2). 

Related to this specific use of the Q3RRS for bed-based referral purposes only, some 

participants disclosed that referral recipients (treatment programs) openly admitted to not 

reading the edited reports. This is problematic as it reinforces the false-notion and practice that 

generating the Q3RRS is solely an administrative task. Addressing this longstanding sector topic 

could streamline referrals, especially when supplementary information is requested that is 

duplicative with information collected through the GAIN-Q3 MI ONT assessment and where 

clinicians are making multiple referrals for one client. 

Administration variability, client populations and suitability, and use of alternative tools 

all point toward a disconnect between implementation policy and practice, which was 
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acknowledged by some focus group participants. One participant summarized this well as 

follows: 

“I can speak that what we're doing in policy and then what it actually looks like in 

practice. In policy, the way that we've rolled it out is upon initial intake into the 

program. Our clients would do the [GAIN] Short Screener and then within the first few 

months of service, they would do the full [GAIN-]Q3 MI [ONT]. However, in practice, 

neither of those are happening just because of the immediacy of need when folks come 

in, and then the impression and the feedback that it's harmful to the therapeutic 

relationship for a clinician to go through the [GAIN-]Q3 MI [ONT] with their client… So it 

seems like, we're doing it just to do it, and it's not giving us anything beneficial, so in 

practice, we're only using it when it's required for referral to an outside service.” (FG20) 

Since this participant highlighted that the need is too great when people access service to 

complete the SS&A process as intended, it is worth reiterating that the SS&A tools do not need 

to be administered during the first visit and especially not when the client is in an acute crisis. In 

this case, the immediate need may in fact be stabilization, but at some point, establishing an 

evidence-based treatment plan using the assessment, and not just for outside referrals, should 

be part of the client pathway. 

Role of Client Choice 

The role of client choice in determining a treatment destination is a theme that was 

identified in the 2006 ADTC evaluation. This was also identified in this evaluation, but 

additionally, client choice also determined whether or not an assessment would be completed 

at all. For example, as one participant remarked, “if a client is wanting to go to day treatment 

or residential treatment, then we administer the GAIN” (FG11). In this case, not only is the 

client determining the treatment destination, but in doing so is deciding whether the 

assessment needs to be administered as a condition of entry. Ideally, the GAIN-Q3 MI ONT 

assessment should be administered with all clients who are eligible in accordance with the 

staged screening protocol, and then the results of that assessment could inform the treatment 

destination, including the client’s preference. Even then, the ADTC evaluation referenced a 

discrepancy where two-thirds of clinicians said client choice could result in a treatment 

assignment to a more or less intensive treatment than the assessment tools recommended, 

while the other third restricted client choice to an equal or less intensive option (p. 27).15 The 

                                            

 

15 Rush, B., & Martin, G. (2006). Report of the evaluation of the Admission and Discharge Tools and Criteria (ADTC). 
Toronto, ON: Centre for Addiction and Mental Health. 
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latter is more congruent with the principle of least intrusive treatment, where clients are 

initially referred to the least intrusive treatment that that could meet their need and then 

“steps up” to a more intensive treatment only if their need is not being met. 

Client Suitability 

The findings identified relate to the broader topic of client suitability and whether 

certain populations could be exempt from completing the GAIN-Q3 MI ONT assessment. In 

2018-19, the PSSP implementation team discussed this internally in the context of assessment 

rates, as previously discussed. It is important to emphasize that these client populations were 

not identified here in order to exempt or exclude them from participating in the SS&A process, 

but to acknowledge that clinicians did encounter greater administration challenges with these 

groups and that there is no alternative assessment tool or process available. This important 

topic is referenced again as a lesson learned. 

In some cases, administration challenges could be temporary, as in the example of a 

client who attends an interview while intoxicated but is able to complete the assessment at a 

later time. The ADTC Manual16 also mentioned the importance of addressing health and safety 

situations, including crises and basic needs such as shelter and food, prior to assessment or 

treatment planning (p. 70), and this continues to apply today. Additionally, these criteria 

stressed the importance of distinguishing between crisis management and treatment readiness: 

“If the client is in crisis and needs shelter, food or a safe environment, the criteria require that 

the counsellor see to these needs first, or refer the client to an agency that will. If the client is in 

crisis due to withdrawal management needs, then a referral is made and later the standardized 

assessment tools will help determine next steps” (p. 127). Moreover, clients requiring 

stabilization were not expected to be “physically, cognitively, or emotionally healthy enough to 

fully participate in completing the tools,” but they should have been completed once the client 

was stable and interested in pursuing treatment (p. 37). Fundamentally, “clients referred to 

treatment should be physically and cognitively able to participate in the treatment program” (p. 

18). 

The evaluators found it noteworthy that not a single survey or focus group participant 

referenced the GAIN Cognitive Impairment Screener (CIS), which is mentioned in PSSP’s SS&A 

Implementation Guide as well as CHS’ official manuals. When there are questions about a 

client’s ability to complete the GAIN-SS, and subsequently, the GAIN-Q3 MI ONT, this scale 

                                            

 

16 Cross, S., & Sibley, L. (2010). Admission and discharge criteria and assessment tools manual (revised). Toronto, 
ON: Centre for Addiction and Mental Health. 
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should be administered. The CIS provides non-descript evidence of impairment, which may be 

temporary (i.e., from current intoxication) or permanent (i.e., dementia). Results from the CIS 

should guide the clinician’s decision to delay the interview. The CIS is a six-item scale that rates 

cognitive impairment out of a possible score of 28. Higher scores indicate greater degrees of 

cognitive impairment. According to CHS, “As the number of errors on the CIS increase, it will be 

increasingly difficult to obtain reliable and valid answers from the client. In general, about 5% of 

a substance abuse treatment population will score 10 or higher, at which point you should 

consider other options” (p. 23).17 If the clinician decides to proceed with the interview despite a 

score greater than 10, self-administration is not recommended, they should assume that the 

interview will take longer to complete and be more difficult in general, and they must be 

cautious of over-interpreting responses. Collateral information should be used to support the 

assessment, recognizing that the auto-generated reports may be inaccurate. 

Tool as a Perceived Barrier and Alternative Tool Usage 

As noted in the findings, participants identified that the GAIN-Q3 MI ONT assessment 

and the entire SS&A process takes too long to administer. This coincided with concerns that 

organizations lack the staff resources and time required to administer the tools as intended. 

This barrier could be mitigated in some settings by using GAIN ABS self-assessment mode, 

where multiple clients can simultaneously complete the GAIN-Q3 MI ONT assessment under 

the supervision of a certified Site Interviewer, an approach that some agency representatives 

described successes using.  

As presented in the dichotomy between clinical judgement and the assessment tool 

subtheme, many Site Interviewers viewed the assessment process as unnecessary, but 

acknowledged that the GAIN-Q3 MI ONT assessment may be more valuable for entry-level 

clinicians. They also commented that they used their clinical skills rather than the tool. This 

perception assumes that experienced clinicians are able to provide treatment matching and the 

evidence-based intervention associated with a particular diagnostic impression without the aid 

of standardized tools. 

                                            

 

17 Titus, J.C., Feeney, T., Smith, D.C., Rivers, T.L., Kelly, L.L., & Dennis, M.L. (2013). GAIN-Q3 3.2: Administration, 
clinical interpretation, and brief intervention. Normal, IL: Chestnut Health Systems. 
https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953  

https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953
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As noted above, 12 survey respondents provided examples of mostly validated tools 

that were used to supplement the SS&A process. The top three responses to this survey 

question, OCAN, ADAT, and various instruments developed in-house, mirror what was found 

during the SS&A pilot environmental scan (p. 30).18 Assuming the staged process was followed, 

many of these could complement the SS&A tools. For example, the Ontario Common 

Assessment of Need (OCAN) could be used a stage 2 mental health assessment if indicated by 

the MMS or POSIT, as was originally contemplated but not implemented during the SS&A pilot 

(p. 28). Other tools do address known gaps in the GAIN-Q3 MI ONT, such as problem gambling, 

nicotine dependence, or compulsive sexual behaviour. Some focus group participants 

mentioned that they would not administer the GAIN-Q3 MI ONT assessment with 

process/behavioural addictions, but this practice aligns with the purpose of the assessment 

assuming the GAIN-SS is still being administered. The remainder of the tools are substance use 

tools, but the evaluators had concerns about possible duplication or interchangeability of 

screeners and assessments because the administration process was not described in the survey 

results. 

For example, the AUDIT and DAST tools are screeners, which would render them 

duplicative with the GAIN-SS. If they are being used in place of the GAIN-Q3 MI ONT 

assessment, even though the survey question asked about supplemental and not replacement 

tool use, this could render the assessment inadequate. The interchangeability of screening and 

assessment tools was an important finding during the SS&A pilot environmental scan in 2011, 

which also echoed the findings of the ADTC evaluation in 2006. Participants identified the GAIN-

SS, ADAT, and OCAN as both screening and assessment tools, highlighting the need for system-

wide definitions and distinctions of screening and assessment as distinct processes (p. 30). 

Lastly, the perception that the GAIN-Q3 MI ONT is a research tool could be influenced 

by its rigor, especially when compared to the ADAT suite of tools, because the GAIN suite of 

tools has been used extensively for research purposes.  While the tool does collect a greater 

quantity of data as a multidimensional biopsychosocial assessment, this does not negate its 

parallel utility as a treatment planning tool. At the individual level, the auto-generated reports 

are designed to inform treatment planning, while the aggregate data can be used by 

organizations and policymakers to inform system planning. 

                                            

 

18 Rush, B., Rotondi, N.K., Furlong, A., Chau, N., & Ehtesham, S. (2013). Drug Treatment Funding Program – Best 
Practice Screening and Assessment Project. Toronto, ON: Centre for Addiction and Mental Health. 
http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf 

http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf
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EVALUATION QUESTION 3: WHAT HAS BEEN THE IMPACT OF INTRODUCING SS&A 

TO ORGANIZATIONS AND THE BROADER SYSTEM? 

RESULTS 

 Survey respondents were asked to identify if they had observed any impacts to their 

organization or the broader system as a result of introducing SS&A. Responses to example 

items were mixed, with most scoring between “neither agree nor disagree” and “agree.” As a 

result of implementing SS&A, respondents agreed that all clients should receive a consistent, 

evidence-based screening and assessment process (X̄= 3.84, 69% total agreement), but scored 

lowest on the corresponding item, all clients accessing service should participate in the SS&A 

process (X̄=2.45, 20% total agreement). Respondents also noted that clinicians feel confident 

administering the tools (X̄= 3.59, 59% total agreement), but felt that implementing the SS&A 

process resulted in longer wait times for service (X̄= 3.32, 38% total agreement). There was 

marginal agreement that the tools encourage needs-based referrals and service matching 

based on severity, and assist with identifying co-occurring mental health disorders. All other 

items had a weighted average below the neutral response option (3.0, “neither agree nor 

disagree”). 
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 In terms of community and regional impacts, responses varied considerably. Almost a 

quarter of respondents appraised each of these potential impacts neutrally, with one-third 

responding neutrally to the item about SS&A positively influencing local partnerships. The 

lowest scoring item was that the SS&A process and tools helped participants develop new 

referral pathways with external service providers (X̄= 2.78, 22% total agreement). The highest 

scoring item pertained to SS&A having an important role in the formation of Ontario Health 

Teams, although it should be noted that almost 15% of respondents were unsure about that 

item (X̄= 3.21, 20% total agreement). When this question analysis was restricted to survey 

respondents who identified as managers, responses remained consistent although the 

percentage of not applicable (N/A) responses dropped to 0% on three items, and 4% on one 

item. The ranked order of questions by total agreement did not change. This suggests that, 

despite being better positioned to respond to community or regional impacts associated with 

the SS&A process, managers had the same mixed response to these items as clinicians. 

Therefore, while these sector priorities will continue to play an important role, SS&A has not, 

up to this point, been well integrated into these conversations. 

1 2 3 4 5

All clients accessing service should participate in the SS&A process

The SS&A process helps us better assign clients to the most
appropriate program within our organization

The SS&A process is straightforward to apply with clients

The SS&A tools and auto-generated reports improve client care
through treatment planning

The SS&A tools and process are a suitable replacement for the
Admission and Discharge (ADAT) tools

Data collected through the SS&A process have value for
recovery/outcome monitoring

The reports help clinicians collaboratively develop treatment plans
with clients

The SS&A tools offer unique benefits when conducting a substance
use assessment

Data collected through the SS&A process have value for addressing
health disparities by different populations

Data collected through the SS&A process have value for quality
improvement purposes

The SS&A tools help us better identify co-occurring mental health
disorders

The SS&A tools encourage needs-based referrals and service
matching based on severity

Implementing the SS&A process resulted in longer wait times for
service at our organization

Overall, clinicians feel confident administering the SS&A tools in my
organization

It is important that all clients receive a consistent, evidence-based
screening and assessment process across the addiction sector

Scale: Strongly Disagree (1) to Strongly Agree (5)

Intended and Unintended Outcomes by Weighted Average (n=96)
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As an example, focus group participants described challenges to relationships with other 

providers and agencies, due to differing understanding of the purpose for the SS&A 

assessment. For instance, participants described receiving requests to complete a GAIN-Q3 only 

to meet a deadline for a residential treatment bed. Resulting from this practice, some 

participant clinicians often lamented the frustration, and a sense of being undervalued for the 

time and skill that is involved in completing the GAIN-Q3 MI ONT, labelling it as an 

“administrative” (FG12) task when completed as such. This demonstrates a broad 

misconception about the purpose of the assessment across the sector, as summarized by a 

survey participant: 

“I believe an important factor in ongoing administration of the SS&A tools is 

ensuring that GAIN Certified people and their organizations believe in (and 

understand the benefits) of the SS&A process. Too many clinicians tend to lean 

towards seeing the process as a barrier to treatment and seeing it as an 

administrative task that needs to be done after having already made a treatment 

decision. Rather than knowing the benefits and importance of not making any 

treatment decisions until the recommendations of the SS&A process are generated. 

When organizations within a community differ in this understanding of the SS&A 

process, it creates challenges for ensuring a consistent SS&A process for all people 

accessing an assessment.”(S30) 

DISCUSSION 

As the weighted average chart of intended and unintended outcomes demonstrates, 

data obtained through the clinical interview were not deemed to have high value, including for 

treatment planning purposes. This provides a possible explanation for why the auto-generated 

0% 20% 40% 60% 80% 100%

The SS&A process and tools positively influenced
partnerships with local service providers (n=95)

The SS&A process and tools helped us develop new
referral pathways with external service providers (n=95)

The SS&A process and tools have an important role in the
formation of Ontario Health Teams (n=95)

The SS&A process and tools have an important role in
coordinated/centralized access models (n=94)

Perceived Community and Regional Impacts

Strongly Disagree Disagree Neither Agree Nor Disagree Agree Strongly Agree Unsure N/A
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reports and use of the GAIN-Q3 MI ONT assessment are underutilized. If Site Interviewers do 

not consider the information to be of value, they are less likely to administer it, which 

reinforces that the information has little value because it is underutilized. 

Although this evaluation question intended to explore the impact of introducing SS&A 

to organizations and communities, few impacts were mentioned. A majority of respondents 

disagreed that the SS&A tools and process helped their organizations develop new referral 

pathways. Responses were mixed as to whether SS&A has a role in centralized access models, 

Ontario Health Teams, and regional partnerships. Although SS&A implementation efforts 

should continue to emphasize the role of the individual organization, focusing on increasing 

uptake and usage internally especially in the context of agency administration variability, this 

also illustrates that system-wide benefits of SS&A are not being realized. 

EVALUATION QUESTION 4: WHAT HAS BEEN THE EXPERIENCE WITH RESPECT TO 

TRAINING, COMPETENCY, AND PSSP’S IMPLEMENTATION SUPPORT? 

RESULTS 

Survey respondents were asked to identify what internal factors and supports helped 

their organizations implement SS&A. Responses to example items were positively skewed with 

most respondents answering agree and strongly agree. The total agreement percentage for all 

items was between 60% and 80%, except for the highest ranked items where respondents 

ranked their own abilities. Respondents agreed that clinicians are capable of semi-structured 

interviewing (X̄= 4.54, 81% total agreement), and have the necessary knowledge, skills, and 

abilities to develop a treatment plan from the assessment results (X̄= 4.21, 73% total 

agreement). Respondents also rated their leaders positively, noting they are willing to work 

with external partners to resolve system barriers (X̄= 4.23, 45% total agreement) and work 

through resistance to promote successful implementation (X̄= 4.11, 63% total agreement). 

These two items also had the highest rate of unsure responses at 23% and 10% respectively. All 

other items had a weighted average below 4.0 (“agree”) and none reached the cut-off for 

neither agree nor disagree (3.0). 
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Survey respondents were asked to rate their level of satisfaction with implementation 

supports and technology-related supports provided by PSSP. A key finding from this survey 

question was that approximately one-quarter to one-third (24-37%) of respondents answered 

N/A to each response option. After excluding these N/A responses, satisfaction to each item 

was mixed, with a similar percentage of respondents answering “neither satisfied nor 

dissatisfied” and “satisfied” (all within 4%). Recognizing this, respondents were most satisfied 

with PSSP implementation specialists’ knowledge of SS&A (X̄ = 3.75, 45% total satisfaction) and 

their responsiveness (X̄ = 3.74, 43% total satisfaction). 

 

1 2 3 4 5

My organization has clear policies and procedures about the SS&A process
and how it is implemented here

The training and certification process adequately prepares clinicians to
administer the SS&A tools and process

Leaders at my organization actively support SS&A implementation and
recognize its importance for the addiction sector

Administering the SS&A tools is part of routine clinical practice at my
organization

Access to an internal SS&A champion or resource helps clinicians answer
questions about the SS&A tools or process

Access to a quality assurance trainer during the certification process helps
clinicians apply their skills during the certification process

Leaders at my organization are willing to work through resistance associated
with SS&A in order to promote successful implementation

Clinicians administering the SS&A tools have the required knowledge, skills,
and abilities to collaboratively develop a treatment plan with clients based…

Leaders at my organization work with external partners to address or resolve
system barriers associated with SS&A implementation or usage

Clinicians administering the SS&A tools are capable of conducting semi-
structured interviews

Scale: Strongly Disagree (1) to Strongly Agree (5)

Organizational Facilitators Ranked by Weighted Average (n=95)

0% 20% 40% 60% 80% 100%

Responsiveness of PSSP Implementation Specialist (n=89)

Responsiveness of the DATIS Service Desk (n=90)

PSSP's Implementation Specialist knowledge about SS&A (n=90)

DATIS Service Desk knowledge about SS&A platform (n=90)

SS&A Implementation Guide (n=90)

SS&A Orientation Webinar (n=90)

SS&A Clinical Interpretation Webinar (n=90)

SS&A Virtual Administration Webinar (n=90)

Satisfaction with Implementation Supports

Very Dissatisfied Dissatisfied Neither Satisfied Nor Dissatisfied Satisfied Very Satisfied N/A
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The theme of implementation supports and barriers details the experience of all 

participants (service providers, PSSP, and policymakers) in the implementation process. They 

articulated what had aided in implementing SS&A and what factors have posed challenges. This 

includes PSSP role and resources, training and certification, and technological infrastructure. 

Participant statements are reported descriptively.  

 Focus group participants also discussed PSSP’s role in implementation. Many 

participants spoke highly of the PSSP’s contributions to implementing what has been identified 

as a difficult and complex tool (“…the support you guys have provided has really been 

tremendous. And I cannot state enough how grateful I am for that, our organization is for that, 

because it has gone a long way in, in every time concerns come up, you guys are responsive. It's 

like, what can we do? Let's talk, let's understand this…” (FG8); “For all of my criticisms of the 

tool, PSSP has been fantastic and is not the source of the problem.”(FG17); “The whole process 

that PSSP has done, I found to be respectful and really help us implement something that not 

one team member wanted to”(FG16); “And the SS&A I think what helped there was just the 

incredibly intensive implementation crew that ran around the province for years … working 

with people”(KII2); “I don't think SS&A would be where it is without PSSP's implementation 

support”(KII3)). 

 Although participants did not speak to the many backbone responsibilities that PSSP 

has, nor would they necessarily be expected privy to such details, PSSP’s support has been an 

important factor in sustainability. Some of these duties include developing, updating, and 

coordinating training and certification, developing and distributing knowledge exchange 

products and hosting engagement sessions, updating the tool language based on partner 

feedback, and of course, liaising with funders and policymakers to inform the overall direction 

and scope of the initiative. During the focus group with DATIS staff, participants spoke of the 

importance of and duties associated with managing the vendor relationship with CHS. In 

contrast to other initiatives supported by this team, being the licensee and not owner of the 

tool creates additional responsibilities. For example, as an organization, CAMH holds the 

licensing agreement and contracts and as a result, the associated liability, on behalf of the 

provincial sector. DATIS also has to work with CHS around technical issues that they would 

otherwise be able to respond to in-house. 

 Survey respondents were asked to rate their satisfaction with the training and 

certification process, including developed resources. Responses to each item were generally 

positive and participants expressed that the certification process adequately trained them to 

administer the GAIN-Q3 MI ONT assessment tool (X̄ = 3.94, 73% total satisfaction). Overall, 

participants felt that the training and certification process was comprehensive and adequately 

equipped them to administer the tools. The N/A response rate ranged from 10-15%. This could 
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be explained by respondents who completed the training several years ago, in-person, and 

could also be attributed to managers (n=25) who participated in the survey but may not have 

completed the training. 

 

 General feedback about the training and certification process was provided in both the 

survey open-text and focus group analysis. Some focus group participants described some 

challenges they had experienced with the certification process, noting it felt “cumbersome,” 

(FG28) “intensive” (F18), and required a substantial time-commitment (3-months). In 

onboarding new staff, this time period posed difficulties while awaiting completion of their 

certification. Additionally, some providers observed that it could be challenge to find clients for 

trainees to work with, as part of their training interviews.  

Often, focus group participants described how their own internal training processes had 

“evolved” (FG8), and had become more efficient since first implementation. Some reported on 

structured processes they had implemented internally to support trainees through the process. 

As well, participants shared that they had found a helpful way to be selective with the clients 

who the trainees completed their mock interviews with.   

Two key suggestions for training included developing more complicated mock 

interviews, as the participants discussed the existing ones lacked complexity to apply all the 

of the required skills. Secondly, both survey and focus group participants indicated that the 

training focused more on using the tools administratively than how to use them clinically, and 

requested that this be adapted in the future (“I think something's missing with whatever the 

site interviewers are not getting in their training to be able to utilize the output of the tool 

effectively and efficiently. I think that's the biggest thing for me training wise” (FG9); “I think 

the training does a really great job of the actual administration of it. And then I find it … goes 

1 2 3 4 5

After completing the training, I was able to better understand how
the SS&A process could be implemented in my organization

After completing the training, I understood how each tool fit into
the overall process

After completing the training, I felt confident in my ability to
administer the SS&A tools

The SS&A training, including the orientation webinar and available
resources, is comprehensive

The certification process adequately trained me to administer the
GAIN-Q3 MI ONT assessment tool

Scale: Strongly Disagree (1) to Strongly Agree (5)

Satisfaction with Training and Certification Ranked by Weighted Average 
(n=91)
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into the other tools [sic] like the PRF, the ICP, diagnostic impressions but not necessarily 

implementing them into your clinical work, which I think that could be better at.”(FG15); “Back 

when I was trained, I felt like I learned more about the administration part of it a lot of than the 

actual use/interpretation of the tools” (S105)).  

Survey respondents were asked to rate their satisfaction with the electronic platforms 

associated with SS&A administration, including Catalyst and Chestnut Health System’s GAIN 

Assessment Builder System (ABS). Respondents noted their satisfaction with the platforms’ 

reliability (X̄ = 3.47, 56% total satisfaction) and timely responses to support requests (X̄ = 3.37, 

34% total satisfaction). Almost one-third of respondents to this latter question answered N/A, 

suggesting they have not accessed tech support. 

 

DATIS provides HSPs with a customized software application known as Catalyst for this 

purpose. Some HSPs access Catalyst directly, while others use a third-party (interface) platform 

such as Meditech, CaseWORKS, or EMHWare. Focus group and survey respondents provided 

feedback about their technological infrastructure. These comments statements reflected 

participants’ experiences with duplicate data entry, interface electronic medical records 

(EMRs), and GAIN ABS and Catalyst. A few respondents commented on the duplicate data entry 

associated with using Catalyst and a third-party platform. A lack of interoperability limits the 

transfer of existing health record data into Catalyst and vice-versa. Moreover, DATIS is no 

longer developing transfer mechanisms for third-party platforms. As new reports are developed 

by the PSSP implementation team and DATIS, organizations using interface platforms will still 

need to create individual Catalyst user accounts to access them, effectively contributing to the 

duplicate platform and multiple login issue. 

 “We also have the issue of going on two different [platforms]: GAIN doesn't talk to 

our health record system … Catalyst doesn't talk at all, so that's an issue.”(FG16) 

1 2 3 4 5

The platforms are user-friendly to navigate

The platforms are visually appealing

Platform questions or tech support requests are addressed
in a timely manner

The platforms have limited outages or downtime periods
(good reliability)

Scale: Strongly Disagree (1) to Strongly Agree (5)

Satisfaction with Electronic Platforms Ranked by Weighted Average (n=91)
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 “Catalyste is double entering stats, Why can't the programe get the stats from other 

computer programe ex Epic.” [sic] (S13) 

 “[You] should create interface between Catalyst and the large EMRs - Cerner, 

Meditech, EPIC. Unfortunately the tools and programs that organizations use are 

dependent on their history with certain technology, and programs. These 

relationships are difficult to reverse and are often contractual in nature. I think in 

the end we should endorse some variance in the specific suite of tools used. It 

seems like an impossible endeavor to have everyone using the same tools, so if not 

possible we should have electronic systems and processes that allow for some 

variance, while focusing on key pieces of patient information that needs to be 

communicated across service providers to support quality care.”(S106) 

 Survey respondents expressed lower levels of satisfaction with the user-friendliness of 

the platforms (X̄ = 3.1, 42% total satisfaction) and visual appeal (X̄ = 3.1, 37% total satisfaction). 

A few respondents identified that an updated user interface is needed for both GAIN ABS but 

especially Catalyst.  

 “[You] need an updated user interface - the new GAIN Q3 refresh was nicer, but it’s 

still clunky. Catalyst looks like it was written in the 90s and forgotten about.” (S47) 

 “I find the updated version in catalyst is much easier to use than the older version, 

however, we use EMHWare as an agency, so it's not as user friendly.” (S118) 

A small number of respondents noted that they do have access to client health records, in 

which case the assessment and associated data entry were both seen as duplicative: 

“[Clients are] discharged from psychiatry and referred to program. We have access 

to discharge summaries - Dx, tx plans, recommendations, medications. Duplication 

of work. Now, if we were able to just complete the substance use section - this 

would be helpful.” [sic] (S70) 

The DATIS team at CAMH was consulted to incorporate any implementation challenges and 

facilitators regarding the back-end technological components. From this, the primary challenge 

identified was having to create an internal system for agencies that only needed access to 

Catalyst for SS&A.  

DISCUSSION 

Awareness of Resources 

As part of PSSP’s implementation support, training and certification are provided along a 

continuum to in-scope organizations. Implementation Specialists develop plans with 
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organizations based on their client intake, assessment, and treatment pathways, and the 

functional roles of staff. Training is defined broadly based on providing the level of information 

and support needed for staff to perform their specific role well. For example, staff not 

administering or receiving the tools may watch a recorded orientation webinar that provides an 

overview of the SS&A process, while staff who regularly complete assessments will complete 

the 3-month Site Interviewer certification through Chestnut Health Systems. Between these 

ends of the training continuum, staff may watch the GAIN-SS, Clinical Interpretation, or 

Treatment Planning webinars, for example, or audit the online training without pursuing 

certification. 

As described above, approximately one-quarter to one-third (24-37%) of survey 

respondents answered N/A to each response option pertaining to PSSP’s implementation 

supports, including knowledge products and resources. This reflected the largest observed N/A 

rate across the entire survey. As a result, efforts should be made to promote and distribute 

resources to increase clinicians’ awareness and familiarity with them. Greater use of these 

resources may mitigate implementation issues or hesitance associated with using the tools as 

intended. PSSP is actively responding to this finding in its current work plan.  

Training and Certification 

Survey respondents and focus group participants positively appraised the training and 

certification process. The lowest ranked item reflected uncertainty with how the SS&A process 

could be implemented at the organizational level. This speaks to the importance of 

implementation planning more broadly, and the application of training content in day-to-day 

operations and clinical pathways. 

Some participants did note that the training could better emphasize use of the clinical 

information collected through the tools rather than simply tool administration. Since there is a 

distinction between confidence to administer the tools and confidence to use the information 

gathered from the tools for clinical purposes, this could explain why a high proportion of 

participants felt confident to administer the tools while also suggesting a greater emphasis on 

clinical interpretation aspects. A similar finding emerged from case study interviews in the 

ADTC evaluation, where participants indicated that the criteria about client strengths and needs 

“were rarely used on a case-by-case basis” (p. ix). This could point to a broader challenge 

associated with clinically integrating the assessment information and linking it to treatment 

planning on an individual basis. 

Data Infrastructure and Outcome Monitoring  

Participant satisfaction with the electronic platforms was not as positive as satisfaction 

with the implementation supports and training and certification process. Less than half of all 

https://vimeo.com/170870908
https://vimeo.com/566583838
https://vimeo.com/200399100
https://vimeo.com/436826338
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respondents found the platforms to be easy to navigate and visually appealing. Beyond these 

immediate observations about functionality, the existing data infrastructure does not support 

outcome monitoring to its fullest potential. Health service providers implementing SS&A that 

are publicly funded (e.g., through the Ministry of Health, including Ontario Health and the 

former LHINs) are obligated to fulfil mandatory reporting requirements with DATIS on a 

quarterly basis. 

Client data from the SS&A screeners, including GAIN-SS, MMS, and POSIT, are all stored 

in Catalyst, but results from the GAIN-Q3 MI ONT assessment are stored within Chestnut Health 

Systems’ Assessment Builder System (GAIN ABS). Although assessment data are stored in 

Canada in accordance with the Personal Health Information Protection Act (2004), HSPs are not 

presently able to link unique client records in Catalyst with assessments in GAIN ABS. Although 

some recovery monitoring is possible by repeatedly administering the GAIN-Q3 MI ONT 

assessment using subsequent treatment episodes, these are not cross-referenced with 

screener results or other client health information. As a result, any outcome or progress 

monitoring must be performed manually and individually by comparing two or more point-in-

time assessments. Moreover, treatment destinations recommended by the GAIN-Q3 MI ONT 

assessment cannot currently be compared to actual program admissions, though this is 

possible from a development perspective. 

 

EVALUATION QUESTION 5: ARE THERE ANY MODIFICATIONS TO THE SS&A TOOLS 

OR PROCESS THAT COULD MAXIMIZE SUSTAINABILITY GOING FORWARD? 

PART 1: RECOMMENDED TOOL AND PROCESS CHANGES 

RESULTS 

Service providers offered specific suggestions to improve the SS&A suite of tools. 

Participants, in general, wanted the tool and process to be “streamlined” (FG17). They 

suggested being able to skip sections (specifically the School and Work sections), as they found 

they are not applicable to certain client demographic groups. The Substance Use Grids often 

arose within discussions regarding skipping sections. Overall, participant comments regarding 

the substance use grids were mixed, with some indicating the grids provided value, but also add 

to the length and the repetitiousness of the tool (“The grids are not perfect, but the absence of 

the grids for us was really challenging because there's such rich information in there.”(FG8)). It 

was also requested to reformat the online version of the substances use grids to mirror the 

appearance of the paper version.  

As mentioned previously, participants identified concerns with the language used in the 

tool which could be triggering for clients (“The questions come across as judgmental and victim-
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blaming.” (S43); “old judgmental language that is so stigmatizing that we don't even use in the 

field anymore, like we don't use the word disease to refer to a lot of these experience” (FG20)). 

Some participants mentioned that the tool prevents clients from identifying their preferred 

pronoun and requested this be rectified. Some participants also expressed discomfort with the 

risk behaviour section, requesting that a preamble be developed so they can explain to clients 

why this section is administered. Although they acknowledged that this was an improvement 

over the initial version of the GAIN-Q3 MI ONT where risk behaviours and trauma were 

consolidated into one section, there was still a high-level of discomfort with these items. 

Although this evaluation question specifically inquired about factors that could promote 

sustainability or uptake of SS&A, few respondents offered concrete responses because most 

said they wanted another tool. However, one participant did make the following suggestion: 

“And so what I would like to see is I would love to see us actually standardize the GAIN 

short screen and the second stage tool, mental health tool, I think they're excellent tools 

and develop a new tool that's actually about that is focused on treatment or care 

streaming” (FG17) 

Two other participants suggested exploring the tools and criteria used by the American Society 

of Addiction Medicine (ASAM) and the Stepped Care 2.0© (SC2.0) model. Both of these are 

further described below. Lastly, another participant suggested having a tool that is used in 

conjunction with a narrative assessment, and matches up with available services to support 

system navigation or wayfinding. 

Clinicians reported that validation errors could be difficult to correct expediently. They 

mused if it would be possible to make this more efficient. 

DISCUSSION 

Changes to the SS&A tools, and in particular the GAIN-Q3 MI ONT assessment, are 

incorporated as language evolves, but changes must be made in collaboration with CHS as the 

tool owner. Minor updates have been made in the past to respond to feedback, and a larger 

tool redevelopment was undertaken in 2017-18 to separate the risk behaviours and trauma 

sections. Because of the sampling limitations associated with this evaluation, suggested 

changes above should be reviewed in consultation with the addiction sector to determine what 

changes, if any, should be prioritized for development. 

PART 2: SUSTAINABILITY 

RESULTS 
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When reflecting back upon their implementation experience, service providers in focus 

groups discussed what had supported successes both within their agencies, and more broadly 

in the sector, as well as what had created challenges. They also acknowledged adaptations that 

had been made since initial implementation. 

 Participants spoke to the benefits of having supportive leadership, who recognized 

and supported the time for training and for the process (“So it's already a very high stress job 

and so kind of really changing the entire way you do assessment, I think it threw a lot of us for a 

loop and so there was a lot of patience, There is a lot of time spent for us to learn the ins and 

outs of the tool, A lot of times spent in supervision.” (FG15)). 

 The role of champions, both internal to their own agency and external, was recognized 

by respondents as helpful to gaining buy-in for the SS&A process (“… we had a couple of … 

long time well-respected executive directors out in the field at two different agencies who 

became kind of early champions, And were good about spreading the word ...” (KII2)). Some 

respondents also identified that education on the rationale for SS&A would be helpful to 

increase buy-in. 

 The SS&A process also aligns with emerging sector priorities, including Ontario Health 

Teams and centralized/coordinated access models. For example, the screening tools could be 

used as part of integrated care delivery in OHTs, such as in primary care settings. Additionally, 

one key informant interviewee identified future opportunities for data use with system level 

initiatives: 

“… the mental health and addiction sector is trying to move towards this idea of 

measurement based care. We're able to actually monitor and keep track of that client 

journey along the way… what [does] this measurement based care piece and the data 

digital work that's happening look like and how can SS&A link into that…?” (KII1) 
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Survey participants were asked to identify what supports would aid in increasing uptake of 

SS&A. The most frequently selected option, with 46% (n=40) requesting “Training on the use of 

auto-generated reports”, followed by “training on use of SS&A data for quality/equity 

improvement” (38%, n=33). 

This evaluation reaffirmed many known health human resource issues in the addiction 

sector. Staff retention and turnover leads to frequent (re-)training and certification, and Site 

Interviewers may not use the tools often enough to develop proficiency in their administration. 

“I guess some of the implementation challenges for us have been staff retention more 

so, it's a human resource management issue. So we get people trained and then they 

leave the job and then we can't seem to get a new person in for whatever reason.” 

(FG9) 

DISCUSSION 

While the evaluators did not expect participants to bring examples of other tools to the 

focus groups, it is noteworthy that other substance use assessments were not specifically 

mentioned during the data collection phase aside from what is discussed here. However, 

several other participants considered the GAIN-Q3 MI ONT duplicative as they referenced in-

house biopsychosocial assessments. 

One participant referenced the tools and criteria used by the American Society of 

Addiction Medicine (ASAM), based in Rockville, Maryland. Currently developing the fourth 

edition, the ASAM Criteria is a multidimensional biopsychosocial assessment that determines a 
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client’s level of appropriate care across a continuum of services. The assessment is 

administered using an electronic platform called ASAM Continuum™, which produces a 

computer-guided, structured interview. Research related to the ASAM Criteria and its 

implementation spans two decades, and ASAM regularly publishes clinical guidelines on priority 

practice topics. As part of its copyright and fair use policy, ASAM requires that the criteria be 

implemented comprehensively and with fidelity to ensure adherence to the evidence-base. 

A second participant referenced the Stepped Care 2.0© (SC2.0) model, which is “an 

innovative, evidence-informed model for organizing mental health and addictions services into 

a co-designed, flexible system of care.”19 The SC2.0 model is organized around nine steps, 

ranging from self-directed access to information to acute care, case management, and systems 

navigation. SC2.0 is owned by Stepped Care Solutions, a not-for-profit consultancy group based 

in Mount Pearl, Newfoundland and Labrador, and has been implemented in Newfoundland and 

Labrador, Northwest Territories, and Nova Scotia in partnership with the Mental Health 

Commission of Canada. The participant who suggested this model encouraged the evaluators to 

explore with the implementation team how the SS&A tools and process could fit into a stepped 

care model, where the focus is on “client response and preference” rather than “symptom-

based, one-size-fits all rigid treatment protocols.”20 

During focus group analysis, a concern emerged that the GAIN-Q3 MI ONT assessment 

tool is not culturally appropriate for Indigenous clients, and one person said it is not culturally 

safe. This observation can be traced back to the initial SS&A pilot, specifically the one year 

renewal in 2013-14 where the project working group examined the data from the phase 1 pilot, 

refined the staged approach based on feedback, and planned for provincial scaling pending 

further funding. In October 2013, First Nations, Inuit, and Métis partners met with members of 

the project working group to discuss important considerations related to cultural 

appropriateness and adaptation of screening, assessment, and outcome measures. As reported 

in the phase 2 final report,21 “the cultural adaptations of existing tools do not adequately 

address [First Nations, Inuit, and Métis] system needs with regards to culturally appropriate 

substance use and addiction treatment tools. Consequently, a proposal to develop a new 

                                            

 

19 https://steppedcaresolutions.com/methodology/  
20 https://steppedcaresolutions.com/methodology/  
21 Rush, B., Chau, N., Tan, F., Ehtesham, S., Schell, C., & Baker, K. (2016). Drug Treatment Funding Program 2013-
14: Best Practice Screening and Assessment Project Final Report. Toronto, ON: Centre for Addiction and Mental 
Health. http://improvingsystems.ca/img/SSA-Phase-2-Final-Report-2016.pdf  

https://www.asam.org/asam-criteria/asam-criteria-software/asam-continuum
https://www.asam.org/asam-criteria/copyright-and-permissions/copyright-and-permission-faqs
https://steppedcaresolutions.com/
https://steppedcaresolutions.com/methodology/
https://steppedcaresolutions.com/methodology/
http://improvingsystems.ca/img/SSA-Phase-2-Final-Report-2016.pdf
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trauma-informed substance use treatment screening and assessment tool for the [First Nations, 

Inuit, and Métis] populations was submitted and approved as part of the 2014-2016 DTFP 

package” (p. 39). At the time of writing, Shkaabe Makwa at CAMH continues to develop this 

tool, and has supported GAIN-Q3 MI ONT implementation with Indigenous organizations with 

amendments to the training for cultural considerations. 

Rabin and Brownson (2017) defined sustainability as “the extent to which an evidence-

based intervention can deliver its intended benefits over an extended period of time after 

external support … is terminated” (p. 26).22 Support from organizational leaders as well as 

system-level support for the intervention can promote sustainability, but the results of this 

evaluation suggest that this is occurring in limited service settings. There continues to be 

extensive resistance toward the SS&A tools, particularly the GAIN-Q3 MI ONT assessment, 

which detracts from sustainability regardless of other supports that are in place. Usage is 

unlikely to increase without continued implementation supports provided by PSSP. Additionally, 

the mandate letter issued in 2015 should be revisited by policymakers, likely by reinforcing its 

applicability across the sector. In its current state (in effect but not enforced), it further 

undermines implementation efforts and contributes to a perception that tool administration is 

in fact optional. 

For most implementing organizations, adopting the SS&A tools and process as intended 

required them to evaluate their operations, clinical practices, and referral pathways and 

partnerships. SS&A illuminated the interconnectedness of the addiction sector. Using SS&A as a 

discussion point, there are opportunities to identify future cross-organization/regional 

partnerships and alignment with other provincial initiatives in the sector, which is timely with 

the development of Ontario Health Teams and coordinated access models. 

CONCLUSIONS 

RECOMMENDATIONS 

The following recommendations are based on the information provided by participants 

in this evaluation, subject to the limitations noted at the end of this report. They also take into 

account the historical context associated with prior attempts to introduce standardized 

assessment tools into the addiction sector. Calls to implement an initial standardized 

assessment in Ontario’s addiction sector have existed since the Marshman Report in 1978 

22 Rabin, B.A., & Brownson, R.C. (2017). Terminology for dissemination and implementation research. In R. 
Brownson, G. Colditz, & E. Proctor (Eds.), Dissemination and implementation research in health: Translation science 
to practice (Vol. 2, pp. 19-45). doi:10.1093/oso/9780190683214.003.0002 
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(cited previously), which resulted in establishing dedicated assessment and referral centres 

across the province in the 1980s. However, as the number of assessment centres increased, so 

too did the variability of assessment tools and practices. Implementation of the Assessment 

and Discharge Tools and Criteria in the early 2000s was the first attempt to standardize the 

initial assessment process across the province, and SS&A continues to expand upon this vision 

identified by Marshman almost 45 years ago. 

The evaluation findings align with those in the prior ADTC evaluation and may reflect 

broader challenges associated with system barriers and/or implementing standardized 

assessment tools rather than the tools themselves. Historical findings associated with the 

perceived interchangeability of screening and assessment tools, an overreliance on clinical 

judgement to the exclusion of standardized tools, administering the assessment only by client 

request, and use of the assessment tools for administrative purposes after a treatment decision 

has been made, all warrant caution in attributing these findings solely to the SS&A tools 

themselves. If a decision is made to pursue alternative tools because of broader system 

considerations, the history of implementing standardized tools in this sector, such as with the 

Alcohol, Smoking, and Substance Involvement Screening Test (ASSIST) and ADTC, suggest that 

another tool could experience similar implementation challenges and outcomes.23 

Recommendation Description 

1. Revisit the implementation

scope criteria for SS&A and

restate the mandate with some

additional language.

Owing to the substantial variation in usage across all 

tools, programs, service types, organizations, and 

regions, this is the primary recommendation as a 

foundation of ongoing implementation. The mandate 

communication should include a clear expectation to 

use the staged process and any associated 

accountability mechanisms. Acceptable exceptions and 

related alternative measures should be clearly 

articulated for a shared and consistent understanding. 

Consider establishing a provincial “go-live date” similar 

to what the former North East LHIN did in March 2019, 

which further bolstered certification and GAIN-Q3 MI 

ONT tool usage. 

23 Rush, B., Ellis, K., Allen, B., & Graham, K. (1995). Ontario treatment system research 1979-1993: What have we 
learned about assessment and referral services in terms of the original expectations? Contemporary Drug 
Problems, 22(1), 115-136. doi:10.1177/009145099502200109 
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2. A) Target high-volume

implementing organizations to

identify specific factors

associated with their successful

uptake.

B) Target high-volume

implementing Site Interviewers

to identify specific factors

associated with their clinical

practices and organizations

that allow them to administer

the tool regularly and develop

proficiency.

C) Target health service

providers providing support to

structurally marginalized client

populations to explore if and

how the SS&A tools and

protocol further health

inequities.

Considering 10 organizations are responsible for 46% of 

all GAIN-Q3 MI ONT assessments over the past six fiscal 

years, there are likely commonalties among this group 

of health service providers that should be elucidated to 

inform ongoing implementation and sustainability. 

This recommendation is based on data showing that 

about 10% of the clinicians trained over the lifetime of 

this initiative complete 80% of all assessments. These 

Site Interviewers may have developed unique strategies 

that support mastery of the tool. In addition, they may 

be employed in organizations identified in 

recommendation #2A, which will further illustrate 

organizational factors. 

In conjunction with recommendations #2A and B, 

engage service providers to identify how the SS&A tools 

and process may further health inequities for 

marginalized populations, any mitigating strategies 

currently in use, and any remaining gaps to be 

addressed. 

3. Reserve the need to establish a

target assessment rate until the

recommendation #1 is

implemented.

Target implementation rates have been challenging to 

establish throughout this initiative for the reasons 

identified in that particular discussion section. However, 

tool usage should continue to be monitored monthly to 

identify trends and emerging patterns. For example, the 

10 organizations identified in recommendation #2A 

collectively achieved a 33% assessment rate during the 

2021-22 fiscal year, and peaked at 38% prior to the 

pandemic. This demonstrates that progress beyond the 

current 20% is achievable, but between-agency variation 

presently limits the establishment of a universal target 

rate. 

4. A) Work with addiction sector

partners to reaffirm why each

The theme disconnect between implementation policy 

and practice discussed in this report was substantial, 
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component of the staged 

protocol exists, how they align 

with the original purpose and 

goals of SS&A, and the long-

term benefits they offer to the 

addiction sector. 

B) Develop and provide training

on use of SS&A data for quality

and equity improvement

opportunities

reflecting significant deviation from the SS&A protocol 

as originally conceptualized. It is critical that service 

providers recognize the value of the tools and process if 

broader visions for outcome monitoring and needs-

based placement are to be realized. 

Respondents noted that training on this item could 

assist with sustainability, especially with the recent 

launch of the provincial SS&A reports. 

5. A) Reiterate the role of the

second stage (mental health)

screeners in the SS&A process,

or establish legitimate

exemption criteria for this

stage of the protocol.

B) The role and purpose of

POSIT in the staged protocol

should be re-evaluated.

Data show that use of the MMS and POSIT is lowest 

among all tools in the staged protocol. This may be 

attributed to clients already having established mental 

health supports, but may also reflect an unacceptable 

variation from the intended SS&A process. The role of 

the second stage screeners should be reaffirmed, based 

primarily on the research and development and pilot 

work where the need to better identify concurrent 

disorders was identified. 

POSIT is arguably the weakest link in the SS&A protocol, 

and participants working with youth expressed great 

dissatisfaction with it. Implementation data support this 

sentiment, validating that it is rarely used by service 

providers. A literature review and environmental scan 

should be undertaken to identify new tools that could 

serve the same purpose as POSIT in the staged protocol. 

Partners at Youth Wellness Hubs Ontario (YWHO) could 

inform this work. 

6. Reemphasize that the

treatment planning

component, including the auto-

generated reports, is an

essential component of the

staged process that benefits

Respondents in this evaluation noted that data obtained 

through the clinical interview were deemed not to have 

high value, including for treatment planning purposes. 

Considering this alongside the sentiment that the tool is 

a data-collection exercise for research purposes, it is 

fundamental to reiterate its purpose for treatment 
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clients and clinicians when 

placement matching occurs as 

intended. 

planning. Otherwise, Site Interviewers will remain stuck 

in a loop where the tool is only used for referral to bed-

based services, which reinforces that it is unnecessarily 

complex for this purpose alone, where the Q3RRS is not 

necessarily being used to customize treatment by the 

referral recipients. Bed-based service providers should 

be included in all future discussions about SS&A, as they 

have historically not been in their role as referral 

recipients only. 

 

7. Work with implementing 

organizations to reprise the 

client engagement activity of 

2017 to complement clinician 

perspectives. 

In this evaluation, client feedback was indirectly 

obtained via participants from implementing 

organizations. All client feedback was reported through 

agency respondents. These respondents expressed 

concerns that the length of the GAIN-Q3 MI ONT 

assessment tool, some of its questions, and its repetitive 

nature all detracted from the therapeutic alliance. If 

exploring ways to shorten the assessment tool, an 

updated client perspective should be validated since 

efforts to obtain client feedback as part of this 

evaluation were not reportable. 

 

8. Develop training and resources 

to support virtual 

administration of the SS&A 

tools and process, and provide 

implementation support to this 

effect. 

This recommendation was based on the finding that 

virtual administration was the most common 

modification made to SS&A implementation. Virtual care 

will continue to serve a prominent role in health care 

delivery, and implementation support should be tailored 

to the unique requirements associated with 

implementing SS&A as intended. 

 

9. A) Training should better 

emphasize the clinical 

applicability of information 

collected from the assessment 

rather than just the 

administration process. 

 

Respondents noted that this was a gap in the existing 

training, which emphasized administration of the tools 

rather than how this information could be incorporated 

clinically. While adding training content would increase 

the time commitment, it should address this observed 

gap in the existing training modules. 
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B) Work with organizations and

Site Interviewers to reaffirm

how semi-structured

interviewing principles apply to

the assessment.

Evaluation data demonstrated that many clinicians 

perceive that the GAIN-Q3 MI ONT assessment should 

be administered as a structured interview, which is not 

the intent. The GAIN-Q3 MI ONT assessment is not a 

structured interview like the Structured Clinical 

Interviews for DSM Disorders (SCID-5), for example, 

though it seems to be interpreted as such.  

10. Continue to raise awareness of

existing SS&A resources and

knowledge exchange products.

The survey question around awareness of existing 

implementation support resources received the highest 

N/A rate across the entire evaluation. These are 

valuable resources in variety of formats that may 

mitigate known implementation barriers experienced by 

organizations. 

LESSONS LEARNED 

Tool criticisms and recommended tool changes were variable and were provided within the 

context of substantial administration variability 

The tool criticisms and changes recommended by participants cannot be extrapolated 

from the broader context in which implementation data show they have been administered. 

The discussions throughout this evaluation conveyed administration variability, process 

modifications, varying perceptions of the purpose of assessment, and the perception that this is 

a data collection tool that interferes with clinical judgement, which all perpetuate an 

implementation environment where the full staged protocol is not being used as originally 

intended. This environment must be investigated further, which will occur as part of adopting 

the above recommendations, in order to prioritize tool or process changes. 

Certain client populations are more challenging to administer the assessment with 

This is a complex topic because participants did consistently identify populations that 

were more challenging to administer the GAIN-Q3 MI ONT assessment with. This is to be 

expected in some cases, as noted in CHS’ GAIN-Q3 manual as well as the ADTC manual. If a 

client is persistently unable to complete the assessment, there may be questions about their 

suitability for certain programs. Developing formalized exemption criteria would require 

extensive discussion and consultation and an alternative tool or referral process would likely be 

required in these circumstances. 
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Duplicate data entry and lack of interoperability limits the transfer of Catalyst and GAIN ABS 

data to client health records  

Some respondents commented on the duplicate data entry associated with using 

Catalyst and a third-party platform such as Cerner, Meditech, Epic, EMHWare, or CaseWORKS. 

A lack of interoperability limits the transfer of existing health record data into Catalyst and vice-

versa. Moreover, true outcome monitoring is not feasible using the current set up since SS&A 

screener data are not cross-referenced with GAIN ABS assessment data, but this will be an 

important future direction to focus on. As these topics continue to gain a foothold as part of the 

health system modernization, these known issues affecting the addiction sector must be 

addressed, particularly related to outcome monitoring and system-level planning. 

Competing sector priorities and sustainability 

Sustainability planning is critical to the long-term success of any project or initiative, 

especially when external implementation supports are removed. In 2019, Ontario Health Teams 

were announced and many health service partners are also involved in discussions or 

amalgamations related to this broader health system transformation. Multiple initiatives 

occurring at the same time can impact the engagement of, and ability for, project partners to 

dedicate human resources to any singular initiative. Support from organizational leaders as well 

as system-level support for the intervention can promote sustainability, but the results of this 

evaluation suggest that this is occurring in limited service settings. There continues to be 

extensive resistance toward the SS&A tools, particularly the GAIN-Q3 MI ONT assessment, 

which detracts from sustainability regardless of other supports that are in place. 

LIMITATIONS 

The primary limitation of this evaluation was the sampling strategy. This was not a 

representative sample, and organizations were able to forward the survey to as many staff as 

they wanted to. This led to overrepresentation of some organizations and underrepresentation 

of others relative to their size and assessment volume. Coordinated access models were not 

represented in the sample, which may have negatively influenced responses to questions 

regarding community or regional impacts. This evaluation did not capture the organizations 

who have never implemented the SS&A process, which could have provided critical insights as 

to why this is the case. Additionally, because we did not translate the recruitment and data 

collection tools into French, it is possible that participation by this group was limited. 

Geographic representation among participants was unevenly distributed across OH regions, 

with underrepresentation in OH Central. Seven of the top 10 organizations that administer the 

most GAIN-Q3 MI ONT assessments by volume participated in one or both components of this 

evaluation. This is important to note since, as mentioned previously, these 10 organizations 
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collectively administer 46% of all assessments in Ontario. Therefore, while the overall 

sentiment throughout this evaluation was negatively skewed, it is worth recognizing that the 

organizations most likely to be muffled in the service provider data are also the ones 

administering the most assessments. Many participants acknowledged a lack of experience 

using the tool for purposes other than bed-based referral. These top 10 organizations, with 

more demonstrated experience administering the assessment, and ipso facto, greater levels of 

administration outside of bed-bed referrals only, were the minority. 

As the intermediary program responsible for SS&A implementation, PSSP was 

admittedly in a position of bias by also leading this evaluation, but this was necessary because 

of the timeline and complexity. Two evaluators co-led all aspects of the evaluation in order to 

mitigate actual or perceived bias. 

Lastly, it is important to acknowledge that the COVID-19 pandemic potentially affected 

evaluation participation. The survey launch and initial focus group recruitment both occurred in 

January, during Ontario’s Omicron wave. As a result, this challenging and competing priority 

may have limited respondents’ capacity to participate. 

CONTACT INFORMATION 

For more information about SS&A, please visit the initiative web site at 

http://improvingsystems.ca/projects/provincial-screening-and-assessment. Please direct 

specific questions about the initiative or this evaluation report to ssa@camh.ca.  
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APPENDIX A: SUPPLEMENTARY CHARTS 

 

Figure 1: Stacked bar chart of reasons for not administering one or more tools 

 

0% 20% 40% 60% 80% 100%

One or more tools duplicate information we already collect

Screening is not useful when most clients require an assessment…

The value of the SS&A process is not clear

SS&A tools are not appropriate for my clients

The SS&A process takes too long to complete

The GAIN-Q3 MI ONT assessment tool takes too long to complete

Clients are not receptive or find the process burdensome

The process is difficult to implement as intended

Community treatment destinations are unavailable locally

Lack staff resources or time to complete the process

Other staff are resistant to administering the tools

The right staff have not been identified to administer the tools

Lack of oversight or clinical supervision to oversee the…

Reasons for Not Administering One or More Tools (n=98)

Strongly Disagree Disagree Neither Agree Nor Disagree Agree Strongly Agree
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Figure 2: Stacked bar chart of impacts of introducing SS&A within organizations 

 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

The SS&A tools help us better identify co-occurring mental health
disorders

The SS&A tools offer unique benefits when conducting a
substance use assessment

The SS&A tools and auto-generated reports improve client care
through treatment planning

The SS&A tools encourage needs-based referrals and service
matching based on severity

The SS&A process helps us better assign clients to the most
appropriate program within our organization

The SS&A process is straightforward to apply with clients

Overall, clinicians feel confident administering the SS&A tools in
my organization

The reports help clinicians collaboratively develop treatment
plans with clients

All clients accessing service should participate in the SS&A
process

It is important that all clients receive a consistent, evidence-based
screening and assessment process across the addiction sector

The SS&A tools and process are a suitable replacement for the
Admission and Discharge (ADAT) tools

Implementing the SS&A process resulted in longer wait times for
service at our organization

Data collected through the SS&A process have value for quality
improvement purposes

Data collected through the SS&A process have value for
addressing health disparities by different populations

Data collected through the SS&A process have value for
recovery/outcome monitoring

Intended and Unintended Outcomes (n=96)

Strongly Disagree Disagree Neither Agree Nor Disagree Agree Strongly Agree N/A
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Figure 3: Stacked bar chart of organizational facilitators 

Figure 4: Weighted average of satisfaction with implementation supports 

 

0% 20% 40% 60% 80% 100%

Leaders at my organization actively support SS&A implementation
and recognize its importance for the addiction sector

Leaders at my organization are willing to work through resistance
associated with SS&A in order to promote successful…

Leaders at my organization work with external partners to
address or resolve system barriers associated with SS&A…

Clinicians administering the SS&A tools are capable of conducting
semi-structured interviews

Clinicians administering the SS&A tools have the required
knowledge, skills, and abilities to collaboratively develop a…

The training and certification process adequately prepares
clinicians to administer the SS&A tools and process

Access to a quality assurance trainer during the certification
process helps clinicians apply their skills during the certification…

Access to an internal SS&A champion or resource helps clinicians
answer questions about the SS&A tools or process

Administering the SS&A tools is part of routine clinical practice at
my organization

My organization has clear policies and procedures about the
SS&A process and how it is implemented here

Perception of Organizational Facilitators (n=95)

Strongly Disagree Disagree Neither Agree Nor Disagree Agree Strongly Agree Unsure

1 2 3 4 5

Responsiveness of the DATIS Service Desk (n=90)

SS&A Implementation Guide (n=90)

SS&A Clinical Interpretation Webinar (n=90)

DATIS Service Desk knowledge about SS&A platform (n=90)

SS&A Virtual Administration Webinar (n=90)

SS&A Orientation Webinar (n=90)

Responsiveness of PSSP Implementation Specialist (n=90)

PSSP's Implementation Specialist knowledge about SS&A (n=89)

Scale: Strongly Disagree (1) to Strongly Agree (5)

Satisfaction with Implementation Supports Ranked by Weighted Average
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Figure 5: Stacked bar chart of satisfaction with training and certification 

Figure 6: Stacked bar chart of satisfaction with electronic platforms 

 

 

  

0% 20% 40% 60% 80% 100%

The SS&A training, including the orientation webinar and
available resources, is comprehensive

The certification process adequately trained me to administer the
GAIN-Q3 MI ONT assessment tool

After completing the training, I felt confident in my ability to
administer the SS&A tools

After completing the training, I understood how each tool fit into
the overall process

After completing the training, I was able to better understand
how the SS&A process could be implemented in my organization

Satisfaction with Training and Certification (n=91)

Strongly Disagree Disagree Neither Agree Nor Disagree Agree Strongly Agree N/A

0% 20% 40% 60% 80% 100%

The platforms have limited outages or downtime periods
(good reliability)

The platforms are user-friendly to navigate

The platforms are visually appealing

Platform questions or tech support requests are
addressed in a timely manner

Satisfaction with Electronic Platforms (n=91)

Very Dissatisfied Dissatisfied Neither Satisfied Nor Dissatisfied Satisfied Very Satisfied N/A
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APPENDIX B: SUPPLEMENTARY IMPLEMENTATION DATA 

IMPLEMENTATION TIMELINE 

The following table highlights critical SS&A implementation milestones. 

Date Implementation Milestone 

2011-2013 Health Canada’s Drug Treatment Funding Program (DTFP) funded 12 projects in Ontario, 
including SS&A. 

2011-2012 An environmental scan was conducted by approaching all publicly-funded addiction treatment 
agencies listed in ConnexOntario. In total, 82 different programs from 53 agencies completed 
the survey. 

2012-2013 A broad range of audience groups were engaged in the planning stages via an overall 
Program Advisory Committee and a Working Group. 

2012-2013 The Program Advisory Committee and Working Group selected the tools based on a literature 
review of existing screening and assessment tools and a site visit to Chestnut Health Systems 
in Illinois. 

2012-2013 Five organizations participated in a pilot project to evaluate the feasibility of the new staged 
screening and assessment process. Across all five sites, 55 staff (including clinicians and 
administration) were trained. In the end, 234 clients were enrolled into the study. 

2013-2014 Health Canada announced a one-year renewal of DTFP. During this time, project staff focused 
on refining the staged approach based on feedback and analysis from the pilot study and 
planning provincial implementation of the tools and protocol. 

2013-2014 The research team began to work closely with PSSP to develop a provincial dissemination plan 
using the principles of implementation science. CAMH prepared a proposal for DTFP funding 
for 2014-2016 that would replace the ADAT tool package with SS&A. At the same time, 
infrastructure development was well underway via DATIS and Chestnut Health Systems to 
support tool administration. 

2015-2016 A new round of DTFP funding supported 11 projects in Ontario, including SS&A. Objectives 
were to implement a new staged process for screening and assessing clients receiving 
substance use services, and provide coaching, fidelity monitoring, evaluation, and 
sustainability planning as part of the implementation process. PSSP’s initial implementation 
staff were hired and assigned. Licensing agreements were signed with Chestnut Health 
Systems to access the GAIN suite of tools. The first training sessions with health service 
providers occurred in November 2015. 

2016-2017 Based on readiness assessments and planning with former LHIN Mental Health and Addictions 
Leads, implementation scaled across Ontario by region. LHIN regions were onboarded in 
stages. 

March 2017
  

PSSP’s Evidence Exchange Network hosted the final DTFP knowledge exchange event on 
March 13th. Funding for future implementation support transitioned to the former Ministry of 
Health and Long-Term Care during the 2017-18 fiscal year via PSSP’s Transfer Payment 
Agreement. 

September 
2017 

After nearly two years and 116 in-person training sessions, a more sustainable web-based 
model was adopted in September. By this time, 1,271 clinicians had attended training and 754 
clinicians were certified to administer the GAIN-Q3 MI ONT assessment tool as Site 
Interviewers. There were 101 certified Local Trainers across Ontario, including members of the 
PSSP implementation team. There were 154 organizations in scope for implementation: 76 
completed implementation plans, 60 were in the planning process, and 18 were not engaged. 

September 
2018 

As online training continued, there were now 1,004 certified Site Interviewers. The number of 
in-scope organizations increased to 164. Implementation plans were completed by 79, in 
progress by 61, and 24 organizations were not engaged in any planning with the PSSP team. 

https://kmb.camh.ca/eenet/sites/default/files/pdfs/DTFP%20Brochure%20FINAL.pdf
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Early indicators of Local Trainer attrition continued to compound during 2018 and the PSSP 
implementation team worked to develop mitigation strategies and plans. 

2019-2020 Citing actual and potential referral barriers from correctional facilities, representatives from 
the Ministry of the Solicitor General (formerly Ministry of Community Safety and Correctional 
Services) began discussions with the Ministry of Health and PSSP about implementing the 
GAIN-Q3 MI ONT assessment tool in correctional centres, jails, and detention centres. A pilot 
with five primary care sites as part of an initiative to de-implement low value opioid 
prescribing practices also occurred. As of March 31, 35,759 GAIN-Q3 MI ONT assessments had 
been started or completed. 

2020-2021 In collaboration with the Ministry of the Solicitor General, implementation with four 
correctional institutions occurred in 2020. As of March 31, 44,184 GAIN-Q3 MI ONT 
assessments had been started or completed.  

2021-2022 The Provincial Training Model (PTM) was implemented in November 2021, offering a more 
equitable and sustainable approach to certifying Site Interviewer candidates across Ontario. 
As of fiscal year end, 53,203 GAIN-Q3-MI ONT assessments had been started or completed. 

 

PROVINCIAL TRAINING MODEL 

To improve timely access to training across the province, PSSP implemented a Provincial 

Training Model (PTM) in November 2021. Data based on 1,643 certified Site Interviewers were 

analyzed to construct a baseline for a future PTM evaluation. This analysis excluded an 

additional 533 clinicians who discontinued the training process prior to completing certification. 

Results showed that 45% of all candidates achieve Site Interviewer certification before the 

recommended 3-month deadline, ranging from a low of 38% in the former North West LHIN 

region to a high of 58% in the former Erie St. Clair LHIN region. However, the percentage of 

certified Site Interviewers increases to 65% within four months, 75% within five months, and 

99% within eight months. The median time to certification was 98 days and the mean time to 

certification was 119 days (approximately four months). These data are represented in the 

boxplot that follows. Eighteen certified Site Interviewers were excluded because of missing 

data. Analysis by quartiles suggests that after 250 days (approximately eight months), clinicians 

still achieve certification but are statistical outliers relative to their peers. 
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Figure 7: Box-and-whiskers plot of certification time 

RISKS, ISSUES, AND POSITIVE IMPACTS  

 In implementation science, “implementation drivers are the components of 

infrastructure needed to develop, improve, and sustain the ability … to implement an 

innovation as intended as well as create an enabling context for the new ways of work.”24 Since 

the exploration phase of implementation, the PSSP implementation team used a tracking tool 

known as the Risks, Issues, and Positive Impacts Log (RIPIL) to monitor implementation barriers 

and successes. Individually, the RIPILs allowed implementation staff to work with organizations 

to address implementation barriers as they relate to specific implementation drivers. 

Collectively, the RIPILs were used by the implementation team to identify and respond to 

barriers commonly occurring across multiple implementation sites. 

                                            

 

24 https://nirn.fpg.unc.edu/module-2/implementation-drivers  

https://nirn.fpg.unc.edu/module-2/implementation-drivers
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Figure 8: Implementation Drivers25 

When implementation began in 2015 and 2016, RIPILs highlighted the training, 

selection, and decision support data systems drivers. Because training opportunities were 

limited and deployed in a staged fashion, organizations were supported to identify and select 

the right clinicians to attend. In turn, the training process was revised was PSSP iteratively in 

response to participant feedback. Many organizations required coaching to implement the 

staged protocol in Catalyst, and some were onboarded to the platform for the first time. 

In 2017, RIPILs highlighted discussions around scope, potential Local Trainer attrition, 

and a training-implementation gap. First, several organizations indicated that the GAIN-Q3 MI 

ONT or the staged protocol did not apply to their operational structure or programming. As 

these were LHIN funded addiction organizations, they could not opt-out of the mandated 

process. Second, eight Local Trainers were lost across four LHINs because of conflicts between 

their own roles and the required time commitment. Trainers in other LHIN regions were not 

able to manage a full Quality Assurance caseload for the same reasons. Furthermore, capacity 

within Francophone services was diminished in both Champlain and North East LHINs due to 

limited Local Trainer availability. Lastly, organizations continued to train and certify staff but did 

not implement the staged protocol or assessment tool in a business-as-usual fashion. Without 

regular administration, certified Site Interviewers risked losing competency to conduct the 

assessment interview with fidelity. High staff turnover rates and a growing waiting list for 

training also compounded this issue. 

                                            

 

25 https://nirn.fpg.unc.edu/module-2/implementation-drivers 

https://nirn.fpg.unc.edu/module-2/implementation-drivers
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In 2018, implementation drivers at the system level became more prominent. Local 

Trainer attrition continued to be an issue, and several trainers disengaged having completed 

the required two-years of service under the initial agreements signed with CAMH. Early 

discussions began around the possibility of discontinuing the ADAT suite of tools, which was 

met with concern among some implementing organizations because of the system implications. 

Because ADAT was still being used for referral to bed-based services, and PSSP had not yet 

achieved a critical mass of Site Interviewers in some LHIN regions, discontinuing ADAT could 

have imposed access-to-treatment barriers. Instead, organizations were encouraged to 

discontinue using ADAT once their staff had become certified to administer the GAIN-Q3 MI 

ONT assessment tool. Finally, implementing organizations expressed concern that many bed-

based providers continued to ask for supplemental referral information even when the GAIN-

Q3 MI ONT assessment was completed accurately. Bed-based service providers do not have a 

standardized intake and referral package,26 and referring organizations found this process 

duplicative given the comprehensiveness of the GAIN-Q3 MI ONT Recommendation and 

Referral Summary. 

In 2019, system intervention drivers continued to dominate implementation discussions 

as several LHINs were without identified Mental Health and Addictions Leads. This affected 

discussions related to scope, especially for multi-service organizations that were “on the fence” 

because of limited addiction funding. In some regions, discussions about the relationship 

between the mandated SS&A process and InterRAI tools hindered implementation efforts. 

Trainer attrition reached a critical level and PSSP began developing an alternative, more 

sustainable model, which became the Provincial Training Model implemented in 2021. 

Most recently, the PSSP implementation team has continued to use assessment rates 

and the newly launched usage reports as coaching tools with organizations. The team continues 

to receive requests from out of scope organizations, and these discussions often focus on 

individual programs rather than entire organizations. In part, this is a product of recent funding 

announcements where addiction workers are embedded in other service types. Fundamentally, 

“leadership is foundational to Implementation Drivers and implementation work in general. 

Leadership is needed at all levels of the system to not only keep work moving forward by 

managing change, but also support teams and practitioners in removing barriers to 

implementation.”27

26 For more information, see Standard 1 of the AMHO’s 2017 Standards Manual: https://amho.ca/wp-
content/uploads/Ontario-Provincial-Standards-Adult-Residental-Addiction-Services-2017.pdf  
27 https://nirn.fpg.unc.edu/module-1/implementation-drivers  

https://amho.ca/wp-content/uploads/Ontario-Provincial-Standards-Adult-Residental-Addiction-Services-2017.pdf
https://amho.ca/wp-content/uploads/Ontario-Provincial-Standards-Adult-Residental-Addiction-Services-2017.pdf
https://nirn.fpg.unc.edu/module-1/implementation-drivers
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APPENDIX C: DATA COLLECTION DOCUMENTS 

Survey for Implementing Organizations 
SurveyMonkey_315

975463.pdf

Focus Group Guide for Implementing 
Organizations 

SSA Focus Group 

Guide.pdf

Focus Group Guides for PSSP 
Implementation Specialists and DATIS 

SSA Focs Group 

with Implementation.pdf

Focus Group Guide for Shkaabe Makwa 

SSA Focus Group 

with Shkaabe Makwa.pdf

Key Informant Interview Guide 

SSA and OPOC Key 

Informant Interview.pdf
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APPENDIX D: CLIENT ENGAGEMENT ACTIVITY 

Due to institutional impediments, CAMH staff could not directly collect data from 

clients. To incorporate the perspective of this audience group, CAMH staff requested the 

assistance from in-scope agencies. A description of the evaluation project was shared in the 

AMHO and E-QIP newsletters with a request for agencies to volunteer their assistance, and 

PSSP staff members made a request for support during a partnership meeting.  

An online survey was the sole tool used to obtain client feedback. A survey was chosen 

to minimize burden both on client participants, and on the volunteer agencies. PSSP evaluators 

developed the survey informed by previous pilot work, which could be distributed online during 

either in-office or virtual appointments. This survey was seven questions in length, and with 

Likert-type questions and open-ended response questions. 

Two implementing agencies offered to support data collection with clients. PSSP 

evaluators provided the agencies with a short script, to be used to introduce the survey to 

clients and inviting their participation. PSSP also offered a recruitment poster which could be 

displayed. Agency staff were asked to provide the client with an electronic device to complete 

the survey, or the survey link, if the client was able to complete the survey using their own 

device.  

A letter of information was included on the introduction page of the survey and 

informed consent was implied through survey completion. Due to further institutional 

impediments, CAMH did not offer a honourarium to clients for their participation. 

Due to a small sample size (less than five respondents), the results are not reportable. 


















SS&A Focus Group with Implementation Specialists 


1. "What are you most proud of with respect to our work with SS&A?" 


Drivers/Priority Areas 


 In June 2021, we established the following priority areas or themes affecting SS&A (as 


we migrated away from specific drivers in our analysis): OH Leads, low assessment 


rates/agency resistance, local trainer attrition/sustainability, scope, assessment-


treatment planning gap. 


 We also identified involvement of bed-based service providers, ADAT, virtual care, and 


equity as important themes though we didn’t have specific risks or issues at the time. 


 Would you make any changes to this list at this time? Of these categories, which jump 


out at you as the key priorities affecting SS&A implementation at this time? 


MH&A Sector 


• In the near future, are there opportunities to expand how SS&A is being used? 


(Prompts: Health equity initiatives? QI initiatives?) 


• Are you aware or involved in any discussions about SS&A as it relates to sector-priorities 


such as OHTs? 


Tools and Platform 


 Do you have any suggested changes to the tools? (Your perspective or those influenced 


by the organizations you work with) 


 Is there anything that could help to promote sustainability/increased uptake? 


 Any suggested adaptations for use in specific service categories? 


 Do you have any feedback or suggested changes to Catalyst or the available reports? 


PSSP 


• What are your recommendations for future SS&A implementation support provided, or 


resources developed, by PSSP? 


Agency Specific 


 Culture shift toward data use? 


 From your perspective, can you describe facilitators that have aided in SS&A’s 


implementation within specific organizations? What drivers stand out as being most 


important? 


 Similarly, what barriers or challenges with SS&A’s implementation have you observed 


within specific organizations? 








SS&A Focus Groups with Implementing Organizations 


Participants 


 Focus groups with 6-10 SS&A Leads 


 


1. Implementing Organizations Focus Groups 


 
Thank you for taking the time to contribute to this important evaluation by discussing SS&A 


implementation at your organization. Your contributions are essential to this evaluation of the SS&A 


process and tools, and its implementation across Ontario. 


Today’s conversation is a chance for us to learn about the use of the SS&A process and tools, and to 


explore potential adaptations or complements to the tool package, or changes to the implementation 


process, that would encourage widespread adoption.  


We recognize that all of you here may be at different stages in implementation with SS&A, and even 


those of you whose agencies are newer/more limited to using SS&A, we still certainly want to hear your 


perspectives. 


Introductions as part of consent process (10 mins) 


1. Name, role at organization, where located 


2. Describe SS&A process/use at your organization in 3 words 


 


Overall Implementation Process (10-15 mins) 


 Could you walk me through how the SS&A is administered with clients at your organization? If your 


agency hasn’t made widespread use of the SS&A, can you speak to how the assessment process 


occurs at your agency?  


o Is the SS&A used only in certain programs/services? 


o Is it administered 1:1, clients self-administered as group? Conducted by few clinicians only? 


o When is the SS&A used – at first meeting with client? Other time(s)? 


o Which of the tools are consistently used? Does order of tools follow the original process? 


(i.e., first stage screener (GAIN-SS), second stage screeners (MMS or POSIT) and the GAIN-


Q3 MI ONT assessment) 


o Did your organization need to make any adjustments to support the shift to virtual care? 


 Are any other tools used in your organization that are not part of the SS&A process that are used for 


assessment? What purpose do these tools serve? 


 Can you describe how SS&A data are used in your organization to support client care, if at all?  


o Use of assessment tool to formulate treatment plan 


o Use of clinical reports for level of severity matching and placement 


o Use of mental health screeners for referral to mental health assessment services 


 If/when SS&A is not used, how are decisions about treatment matching or referrals made?  


SS&A Outcomes (10 mins) 







 Can you describe any changes that you’ve seen come about at your agency with implementation of 


SS&A? (5mins) 


o Prompts: Changes in wait times? 


o Impacts on client treatment matching? Client treatment planning? 


o Broader MH&A sector? 


o Etc.? 


Experience Implementing SS&A (15 mins) 


 What has worked well in terms of the implementation of the SS&A at your agency?  
o What factors support implementation?  


 Prompt: leadership, mandate, internal champions, implementation support? 


 What challenges have you faced at your agency with the implementation of the OPOC, with regards 
to the internal rollout?  


o What didn’t work so well? How did you overcome these challenges? 
 Prompt: training and certification, staff engagement, agency commitment, others? 


o What challenges has your agency faced when it comes to using the SS&A process and tools 
with clients? Are there difficulties particular populations experience when completing the 
SS&A process? 


 If your agency doesn’t make widespread use the SS&A, can you speak to some challenges that lead 


this?  


 Given your agency’s level of experience with implementing SS&A, do you have any suggestions or 


recommendations for improving the SS&A tools/process? 


o Improve the questions being asked? 


o Any additional supports or resources that would be helpful?  
o Relevance to involvement with OHTs or coordinated access in your region? 


o Anything else that would maximize sustainability going forward?  


 Of the suggestions you’ve heard, which would you prioritize as being the most important?  
 
CAMH Implementation Supports (Training, Competency, and Ongoing Support) (10 mins) 
We are getting close to wrapping up. But finally, we’d like to hear your thoughts about the offered SS&A 
implementation supports; this includes the training process, competency and ongoing support.  


 Can you describe your/your agency’s experience with the training and certification process? 
o Have you had any challenges accessing training and certification in a timely manner? 
o Was there any additional information that you would have liked to have included in the 


training and certification process? 


 How does the PSSP team support implementation at your agency? 
o Did your agency have and make use of an Agency Action Plan? Can you describe its 


helpfulness as a tool? 


 Can you speak to your agency’s experience using the technology supports:  
o Reporting Portals 
o Catalyst (to access screeners) 
o GAIN ABS (to access the assessment) 


 Have you accessed Service Desk for support before, and if so, how was your experience? 


 If your agency doesn’t make widespread use the SS&A, are there additional implementation 
supports or resources which might useful to aiding uptake at your agency? 


Conclusion (5 mins) 







 Is there anything else you would like to share about the implementation of SS&A at your agency? 
 


Additional Questions for Specific Service Categories 


Withdrawal Management Services  Is the assessment tool administered whenever possible in 
your program to inform the client’s treatment destination 
after completing your program? 


Community Treatment  Do you use any of the SS&A tools to measure treatment 
effectiveness? 


 Do you administer the assessment tool to determine if 
clients are receiving the appropriate level of care in your 
program, and to reassign them if necessary? 


Day Treatment  Do you use any of the SS&A tools to measure treatment 
effectiveness? 


 Do you administer the assessment tool to determine if 
clients are receiving the appropriate level of care in your 
program, and to reassign them if necessary? 


Bed-based Treatment 


(formerly residential treatment) 


 How have you personalized your treatment plan for 
individual clients based on the results of the assessment 
tool? 


 What additional client information do you consistently 
require that is not part of the assessment tool? (e.g., 
medication history) 


 Regional vs. provincial resource – extent of ability to 
access local program 


Residential Support (ASH) 


 


 What has been the uptake in this service type? 


 Are referrals completed for referrals only or treatment 
planning? 


 How does SS&A complement other required tools (e.g., 
SPDAT)? 


 








SS&A Focus Group with Shkaabe Makwa 


Implementation 


 Can you describe how the organizations you support implemented the GAIN-Q3 and 


when they use it? 


 From your perspective, can you describe any facilitators that have aided in SS&A’s 


implementation with organizations you work with? 


 Similarly, what barriers or challenges with SS&A’s implementation have you observed 


within specific organizations? 


 Can you speak to the perception of the GAIN Q3, either by Indigenous service providers 


you support or through your own lens? 


Changes to the Tool 


 Do you have any suggested changes to the tools to increase their cultural relevance? 


 Are there any other changes you would recommend to the tools and/or the process?  


Catalyst/GAIN ABS, Training, and Implementation Supports 


 Do you have any feedback or suggested changes to Catalyst or the available reports? 


 Do you have any feedback about training and certification process? 


 What are your recommendations for future SS&A implementation support provided, or 


resources developed, by PSSP or Shkaabe Makwa? 


Next Steps 


 In the SS&A pilot report (2013), an identified “next step” was to 


consult with First Nations, Métis, and Inuit service providers and communities 


on the potential for cultural adaptation of screening, assessment and outcome‐


oriented tools. This preceded the development of your own tool, but I am wondering 


what the current plans are for your new tool and how that will impact your plans with 


respect to GAIN Q3 implementation? 


 Is there a growing emphasis on measurement-based care and use of standardized tools 


from your organizations’ funders? 


 Is there anything else you would like to share about the implementation of SS&A? 
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Glossary 


Term Definition 


Addiction In alignment with terminology used by the Ministry of Health and Mental Health and 


Addictions Centre of Excellence at Ontario Health, the term “addiction” is used and refers 


to problematic substance use or other similar terms 


Bed-based services Formerly residential treatment services 


Catalyst Electronic medical record used in the addiction sector and launching pad for the GAIN 


Assessment Builder System 


CHS Chestnut Health Systems: developers of the GAIN suite of tools (including GAIN-SS and 


GAIN Q3) 


Client The term ‘client’ is used throughout this document and is respectfully intended to 


include all other references to service users, such as consumer, member, or patient 


DATIS Drug and Alcohol Treatment Information System 


EMR Electronic Medical Record 


GAIN ABS GAIN Assessment Builder System 


GAIN Q3 MI ONT Global Appraisal of Individual Needs, Quick 3, Motivational Interviewing, Ontario (Stage 


1 Assessment) 


GAIN-SS Global Appraisal of Individual Needs – Short Screener (Stage 1 Screener) 


Interface An EMR other than Catalyst used by addiction and mental health providers (e.g., 
EMHware, Meditech, etc.) 


MMS Modified Mini Screener (Stage 2 Screener) 


POSIT Problem Oriented Screening Instrument for Teenagers (Stage 2 Screener) 


PSSP Provincial System Support Program at the Centre for Addiction and Mental Health 


Q3ICP (or ICP) GAIN Q3 MI ONT Individual Clinical Profile 


Q3PFR (or PFR) GAIN Q3 MI ONT Personalized Feedback Report 


Q3RRS (or RRS) GAIN Q3 MI ONT Recommendation and Referral Summary 


QA Trainer Quality Assurance Trainer: an individual who supports trainees on GAIN Q3 MI ONT 
training and certification 


Site Interviewer Service provider who has completed training and been certified to administer and use 


the GAIN Q3 MI ONT 


SS&A Staged Screening and Assessment 


SS&A Implementation Team PSSP team at CAMH supporting the implementation of SS&A 


Trainee Service provider pursuing training on the GAIN Q3 MI ONT 


Treatment planning In this document, treatment planning refers to any type of service planning and not 


exclusively bed-based treatment 
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Introduction 


Staged Screening and Assessment (SS&A) is an evidence-based process that aims to enhance the 


quality of care for individuals accessing care in Ontario’s publicly-funded addiction sector. It 


facilitates accurate identification of individuals’ needs, treatment plan development, and 


matching service users to the most appropriate level and type of care. The SS&A process arose 


out of the Best Practice Screening and Assessment Project, part of Health Canada’s Drug 


Treatment Funding Program (DTFP), and an initiative of the National Anti-Drug Strategy1. 


A provincial review of the previously mandated tool package, the Admission and Discharge 


Criteria and Assessment Tools (ADAT), conducted in 2006, demonstrated the need to replace the 


tools, while honouring some of the foundational system principles reflected within ADAT. 


Selection of the SS&A tools began with a comprehensive literature review that evaluated 


screening and assessment tools used in mental health and/or addiction settings, and an 


environmental scan of current practices and tools used in publicly funded addiction agencies in 


Ontario. The organizations from the subsequent pilot of the SS&A tools agreed the staged 


approach was: 


Comprehensive: SS&A provides a detailed picture of clinical concerns, including mental 


health and cognitive challenges. 


1 This project was made possible through the Drug Treatment Funding Program, a financial contribution from 


Health Canada and the support of the Ministry of Health (MOH). The views expressed do not necessarily represent 


the views of Health Canada or MOH. 


This implementation guide details the Staged Screening and Assessment (SS&A) process and tools and 


offers considerations for agency implementation, including training and certification, use of the reports, 


and fidelity and sustainability. It supplements other resources, such as the SS&A: Orientation to the Tools 


and Process webinar (viewable at https://vimeo.com/170870908), GAIN Q3 MI ONT Training, and your 


organization's implementation plan. The appendices contain further information about some of the 


details of the process and resources for trainees. The Table of Contents is helpful for quick reference to 


find specific information. 



https://vimeo.com/170870908
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Efficient: more resource‐intensive screening and assessment tools are reserved for those 


who require them (based on first stage screening results) saving both service provider and 


client time. 


Supportive of treatment and referral planning: greater support for clinical decision- 


making and planning of a more contextualized and individualized treatment plan; detailed 


reports generated through the GAIN Q3 MI ONT are particularly helpful in this regard. 


Supportive of agency and program planning by identifying system-wide patterns of 


service needs: GAIN Q3 MI ONT also supports organizations in collecting standardized 


data regarding clients’ patterns and severity of substance use, how clients use services in 


the addiction sector; and the proportion of clients presenting with concurrent disorders. 


The results of the research, development, and piloting of the SS&A process culminated in the 


recommendation for broad implementation across the province. More information from the 


research and development phase of SS&A, led by Dr. Brian Rush at the Centre for Addiction and 


Mental Health (CAMH) is available in the Drug Treatment Funding Program – Best Practice 


Screening and Assessment Project report : http://improvingsystems.ca/img/SSA- Research-and-


Development-Final-Report-2013.pdf. 


In 2015, the Ministry of Health (MOH) mandated the SS&A process for its funded addiction 


services. The SS&A process is now in use in many addiction agencies across Ontario. MOH and 


the Mental Health and Addictions Centre of Excellence at Ontario Health provide oversight to the 


SS&A process, with implementation support from the Provincial System Support Program (PSSP) 


at CAMH. 


System Considerations 


Implementation and ongoing use of the SS&A process advances the provincial healthcare quality 


agenda and aligns with the strategic directions in the province’s mental health and addiction 


system plan, the Roadmap to Wellness, and the mandate of the Mental Health and Addictions 


Centre  of Excellence2,3. Pillar One of the Roadmap emphasizes improving quality and enhancing 


2 https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and- addictions-


system 


3 https://www.ontariohealth.ca/mental-health-and-addictions-centre-excellence 



http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf

http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf

http://improvingsystems.ca/img/SSA-Research-and-Development-Final-Report-2013.pdf

https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and-addictions-system

https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and-addictions-system

https://www.ontario.ca/page/roadmap-wellness-plan-build-ontarios-mental-health-and-addictions-system

https://www.ontariohealth.ca/mental-health-and-addictions-centre-excellence
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services, including a level of needs approach and use of evidence based screening and referral 


tools. 


The SS&A process aims to encourage system improvement across four dimensions: quality, 


comprehensiveness, efficiency and standardization. The overarching objectives of the SS&A 


process are to: 


 Facilitate improved treatment planning for clients


 Improve match between client needs and services provided


 Increase treatment system efficiency and effectiveness


Standardizing the assessment used by service providers in the addiction sector and capturing the 


client data in a common database facilitates use of a common language and simplifies referrals. 


A standard assessment enables other sectors frequently in client care circles (e.g., justice, primary 


care, and mental health) to become familiar with the common language, and supports the use of 


data for improvement and performance purposes. The use of a single assessment across the 


sector holds all agencies and service providers to the same standards regardless of where a client 


accesses services, and facilitates service matching to client need. 


In addition, having a common screening and assessment process and data platform offers 


opportunities for the sector to understand more about the individuals seeking care, which can 


support identification of gaps in the continuum of care across the system and highlight 


opportunities for clinical program capacity building within agencies. Agencies may begin to see 


and explore quantitative trends across programs or specific demographics within their services 


to improve client outcomes. This information can also help system funders and policy makers 


understand and respond to gaps in the sector. 
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Overview of the Staged Screening and Assessment (SS&A) Process 


The SS&A process is a staged process, including screening and assessment. The first stage is the 


Global Appraisal of Individual Needs Short Screener (GAIN-SS). For Ontario use, CAMH modified 


the GAIN-SS (with permission) to include six additional questions to cover a broader variety of 


concerns. The GAIN-SS includes several domains or subscales. The scoring of the GAIN-SS 


Internalizing Disorders and Externalizing Disorders subscales indicates whether the service 


provider should administer a second stage screener in the SS&A process, the Modified Mini 


Screener (MMS) for adults or the Problem Oriented Screening Instrument for Teenagers (POSIT) 


for youth aged 12 – 17. Scoring of the Substance Disorders subscale indicates necessity of 


administration of the full Global Appraisal of Individual Needs Quick3 Motivational Interviewing 


Ontario (GAIN Q3 MI ONT) assessment. Scoring of the CAMH modified items, which include 


problem gambling, eating disorders, and problem technology use, is separate. 


See Overview of the SS&A Tools in the next section for a more in depth explanation of each 


tool. 


Screening applies a broad lens to identify potential areas of concern. Screening is an 


efficient way of indicating an area of need or identifying a particular cluster of symptoms, 


behaviours, or challenges that a client could be/is at risk of experiencing if the current 


conditions persist. 


Assessment allows the service provider to focus in and dig deeper on potential 


problem areas highlighted during screening. The GAIN Q3 MI ONT assessment is a 


comprehensive evaluation of an individual’s substance use behaviours, and other life 


areas. The assessment also captures the client’s current and historical supports and 


motivations for change across each life area. 
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SCREENING ASSESSMENT 


GAIN Q3 MI ONT 


Ages 12 and up 


Comprehensive, 
covers 9 domains 


Detail on substance 
use/treatment history 


~ 90 minutes 


MMS (Adults) 


15 minutes 


Covers 3 categories 
of mental illness 


POSIT (12 – 17) 


20 to 30 minutes 


Covers 10 life areas 


GAIN-SS CAMH 


Modified 


Brief screener 


5 to 10 minutes 


Ages 12 and up 


Covers mental health 
& substance use + 
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Section 1 – Getting Started 
Overview of the Staged Screening and Assessment (SS&A) Tools 


Screening 


Global Appraisal of Individual Needs Short Screener (GAIN-SS): Chestnut Health Systems (CHS) 


developed the GAIN-SS and   CAMH modified it, with permission, for use in Ontario. The GAIN-SS 


CAMH Modified is a brief screening interview that quickly and accurately identifies clients who 


may have one or more behavioral health concerns, and may need immediate crisis services, a 


specialized assessment (e.g., problem gambling or eating disorders), or a comprehensive 


substance use assessment. It helps inform evidence based next steps for the person with a high 


degree of reliability and validity. Clients who have had a GAIN-SS completed within the past 30 


days, accessible by the service provider/service where the client is seeking service, may not need 


to have the tool re-administered provided they self-report no significant change in their 


circumstances. 


The tool measures problem recency, according to the timeframes past month, past 90 days, past 


12 months, and lifetime. All items must be completed, as any incomplete items will impact 


subscale scores. However, there is the option for clients to respond with either “Don’t Know” if 


they do not know the answer or “Refused” if they do not wish to respond to an item. A score of 


three (3) or greater on the GAIN-SS internalizing disorders subscale indicates the need to proceed 


to administer the second stage screener to gather more detail around potential mental health 


needs. This can inform mental health service referral for in depth assessment (e.g., Ontario 


Common Assessment of Need [OCAN], InterRAI) or prompt coordination with the client’s mental 


health care provider. The cut-off score of three (3) was selected based on research and tool 


validation with clients presenting with substance use issues. 


The CAMH modified version of the GAIN-SS includes additional questions about problem 


gambling, eating disorders, and video gaming and internet use. Potential for use of the GAIN-SS 


across sectors (e.g., mental health, primary care, and justice) may also lead to greater service 


integration and promote a consistent system approach to screening and movement of clients 


through the system or region. 
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Modified Mini Screener (MMS)/Problem Oriented Screening Instrument for Teenagers (POSIT): 


The second stage screeners allow for more comprehensive screening of presenting mental health 


issues. The Modified Mini-Screen (MMS) is administered to clients 18 or over, and the Problem 


Orientated Screening Instrument for Teenagers (POSIT) is for clients between the ages of 12 and 


17. These tools may demonstrate a client’s need for a more in depth mental health specific


assessment (e.g., OCAN) or referral to a mental health service provider for assessment. Based on 


regional and agency context, this may facilitate integration and information sharing between 


addiction and mental health sectors, as it promotes a consistent/standardized system approach 


to mental health screening for clients accessing services for substance use. 


The use of the second stage screener can be context dependent and there are some variations 


on how and when it is used. The following considerations may help you decide what is 


appropriate in your context: 


 What will be the process for a client whose score on the internalizing mental health


disorders sub-scale on the GAIN-SS indicates need for follow up or action (e.g. further


assessment)?


 Is the client already connected to a mental health professional or program, or is a full


mental health assessment (e.g., OCAN) part of regular practice at your agency? If so, the


second stage screener may be unnecessary.


 Do you have collateral information that corroborates need for more mental health


information? Are you facilitating a referral to mental health specific services where more


diagnostic language would be helpful? If yes, then consider administering the second


stage screener. The MMS provides information and diagnostic language that support this


type of referral.


See Appendix A for information on scoring the screeners manually, interpreting the GAIN-SS, and 


video links for demonstrations of administering the tools on Catalyst. Catalyst is the web-based 


database funded by the Ministry of Health for use in the addictions sector. Catalyst allows for 


online administration of the GAIN-SS, MMS, and POSIT, and connection to GAIN ABS for online 


administration of the GAIN Q3 MI ONT. 
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Assessment 


Global Appraisal of Individual Needs Quick3 Motivational Interviewing Ontario (GAIN Q3 MI 


ONT): The GAIN Q3 MI ONT, developed by CHS, is a comprehensive assessment tool with a semi- 


structured interview format. It is used to identify and create a collaborative evidence-based 


treatment plan for a wide range of life problems, including   mental health, and to facilitate 


referrals for adolescents (12 – 17) and adults. The GAIN Q3 MI ONT was adapted specifically for 


the addiction sector in Ontario. The tool assesses the client’s situation in nine life areas: school, 


work, stress, physical health, risk behaviours, trauma, mental health (internalizing and 


externalizing disorders), crime and violence, and detailed substance use and treatment history. 


The assessment includes items that focus on an individual’s behaviours during the past 90 days, 


as well as life history. The GAIN Q3 MI ONT employs motivational interviewing strategies to gain 


a deeper understanding of a client’s motivation and readiness for change. The assessment and 


related treatment plan should precede all levels of addiction services (outpatient counselling, day 


programs, short and long term bed-based, etc.) for appropriate service matching based on the 


client level of need. This does not apply to crisis services.  A client may need further concern-


specific assessment (Stage 2 assessment)   to delve into particular identified issues such as eating 


disorders or problem gambling. 


Some clients may need to stabilize, address social determinant of health needs, or prioritize 


pressing mental health concerns prior to administration of the GAIN Q3 MI ONT. In cases where 


an assessment and resulting treatment plan (articulated in the Recommendation and Referral 


Summary) were completed no more than 90 days prior by a certified staff at another agency, and 


this information is available (with consent) for use in continued services, the assessment typically 


does not need to be repeated by the agency receiving the referral. However, if a client has 


experienced significant change (e.g., a traumatic event or increased substance use) within that 


90-day period, re-administration of the assessment may be necessary to ensure the service


match is still appropriate and/or identify any additional needs. If there is any question that the 


information is outdated or inaccurate, re-assessment is necessary. 
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The diagram above provides an overview of the basic structure of the GAIN Q3 MI ONT, including 


establishment of informed consent and time anchors, collection of demographic information, 
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gathering information about the client’s situation across nine life domains, and the client’s rating 


of various areas of overall life satisfaction and barriers to service. The additional substance use 


information section (often referred to as the substance use grids) gathers further in-depth 


information regarding substance use. This section was added in response to feedback from the 


pilot, as service providers requested more detail on substance use. 


For questions regarding specific items in the GAIN Q3 MI ONT, please reference the CHS GAIN Q3 


manual. Section 3.7 (pages 3-16 to 3-22) of CHS’s GAIN I manual provides specific information on 


the Substance Use Grids (pg.38-49 of the GAIN Q3 MI ONT assessment). 


Staged Screening and Assessment Tools – Quick Facts 


GAIN-SS MMS POSIT GAIN Q3 MI ONT 
Who can 
administer 


Service provider 
or self- 
administered 


Service provider or 
self- administered 


Service provider or 
self- 
administered 


Service provider or 
self-administered 


Modes of 
administration 


Paper or 
electronic 
(Catalyst) 


Paper or 
electronic 
(Catalyst) 


Paper or 
electronic 
(Catalyst) 


Paper or 
electronic (GAIN 
ABS). To 
generate clinical 
reports must be 
completed 
electronically or 
inputted after 
administration 


Languages 
available 


English and 
French 


English and 
French 


English and 
French 


English and French 


Formal 
certification 


Not required Not required Not required Required 


Psychometric 
Validation 


Yes Yes Yes Yes 


Developing an Agency Action Plan 
The first step to implement the SS&A process is to develop an agency action plan. This plan is a 


living document that helps you work through implementation considerations for your specific 


service context and promotes fidelity to the evidence-based process. An Implementation 


Specialist from PSSP at CAMH’s SS&A team can work with you to develop your plan. It may also 


be helpful to have certified staff participate in the latter discussions, as they will have in depth 



https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953

https://chestnut.app.box.com/v/GAIN-I-Materials/file/63671257181
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knowledge about the tools in your agency context that can support planning. 


NOTE: Training alone does not lead to successful implementation of the SS&A process, as this is 


not a simple replacement of tools. Agencies may need to shift practices to eliminate duplication, 


embed required staff supports on the new tools and processes, modify client pathways within 


the agency, and improve service selection for clients based on their needs. Comprehensive 


implementation planning helps to reduce the impact of any changes on clients and staff. This may 


look different across different programs within a single agency. It may also require collaboration 


with other regional partners. 


Implementation steps: 


 Initial Considerations: Identify which programs and service providers need to use each of


the tools, and who will support implementation and the change process.


o Which programs will use screeners only vs. the full assessment? How does this


inform who needs training and at what level?


o Which database do you use and who are the internal resources for technical


questions? What are the next steps for technical preparedness for


implementation?


 Pre-training: Identify service providers who need training and what level of training they


require (see Service Provider Selection Continuum). Determine the appropriate timing and


method of administration (see Administration Approaches for the GAIN Q3 MI ONT) for each of the


tools in your context.


 Initial implementation: Identify and address agency procedures that need to shift to


promote the meaningful integration of the SS&A process. It is a good idea to work on


these necessary changes in advance of and/or while staff are training on the SS&A tools.


What service pathways can you alter to facilitate client flow and promote efficient use of


certified staff skills?


o Do staff need further training in complementary skills prior to training on


administering the tools in the SS&A process (e.g., trauma informed care, clinical


assessment skills, understanding evidence-based practice)?
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o Are there any perceived barriers to implementation at a clinical level (e.g.,


cognitive impairment, language, etc.)? How will you mitigate these barriers (e.g.,


using interpreters, administering the assessment in multiple, shorter interviews)?


Are there any cultural considerations that you need to plan for with your client


population (e.g., will the family want to be present?, are there certain topics that


require extra care and attention when administering the tools given cultural


norms and expectations?)?


 Post-training/full implementation: Integrate processes  to use the reports, maintain


fidelity to the process, and ensure mechanisms are in place to support sustainability.


o How can you meaningfully incorporate reports and clinical and implementation


data into your work to enhance the benefits to both clients and staff?


o How will you encourage widespread adoption and sustainability of the new


process (e.g., create a community of practice (CoP) or working group for


trainees and certified staff)?


The agency action plan template is included as Appendix B. This guide provides additional  information 


and considerations to help you develop your action plan. Your Regional Implementation Specialist 


can also assist with ongoing implementation planning. 


Selecting Service Providers for Training and Certification 


Any staff who regularly conducts and uses assessments for treatment planning and referral 


purposes should go through the training and certification process. Not all service providers within 


an agency need to pursue training and certification on use of the GAIN Q3 MI ONT assessment 


tool. 
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Consider staff selection as a continuum: 


The “Trainee Selection Considerations” document, included as Appendix C, can help with these 


decisions. See Appendix D for alternative access options to pGAIN (the online practice 


administration website), training materials, and GAIN Q3 MI ONT reports for staff who will not 


go through the full certification process. 


Staff that Need to Know 
but Not Administer 


Assessment 


Staff Who Will Regularly 
Administer the 


Assessment 


 Audit the ~7 hour
online training but do
not continue with
certification


 Complete ~7 hour
online training


 Complete 3 month
certification process


Staff Not 
Administering or 


Receiving the Tools 


Staff Who Will 


Screen Clients 


Staff Who Will 


Receive Assessments 


 No actions required  Watch the 90 minute 
recorded SS&A
Orientation webinar


 View the ~1 hour
recorded webinar on 
the reports/clinical
interpretation







Section 2 – Implementing the Tool 


Considerations for SS&A Implementation 


Implementation of the SS&A process may require a critical examination of the practices for 


intake, screening, and assessment at implementing agencies. It may also require a review of 


regional service pathways and collaborative planning with regional partners. Training alone does 


not result in successful implementation of the SS&A process, uptake of the tools, or effective 


use of the information to improve treatment matching and planning for clients. This section 


provides more information about each stage of the process, including administration tips. 


The stage one (GAIN-SS) and stage two (MMS and POSIT) screeners are quick and easy to 


administer, and can be implemented individually, in a group setting, or via self-administration. It 


is ideal that to administer screeners upon intake or at an initial appointment to determine 


whether a client needs to have a full assessment (GAIN Q3 MI ONT), or if there is another priority, 


such as the need for a mental health specific referral/assessment, which needs addressing 


first. The screeners offer a quick snapshot of any areas of immediate concern related to 


substance use and mental health. The GAIN Q3 MI ONT is a comprehensive assessment, which 


takes about 90 minutes to administer. 


Administering the Screening Tools 


Electronic administration on Catalyst is the recommended method for administration of the 


SS&A tools. All three of the screening tools are built into Catalyst and electronic administration 


allows for automatic scoring and report generation. The tools are available, in both English and 


French, via your client’s Catalyst profile. 


See Appendix H for demonstration videos for electronic (via Catalyst) administration of the 


screening tools. 


Administration Approaches for the GAIN Q3 MI ONT 


There are three primary administration approaches (clinician, administration, and self- 


assessment) for the GAIN Q3 MI ONT, with virtual adaptations for two of the three (clinician and 


administration). Determining which approach, or which combination of approaches, is best for 
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your agency is part of implementation planning, and a PSSP Implementation Specialist can 


provide guidance for your decision-making. To help identify the most appropriate approach(es) 


for your agency context, consider the following: 


 What programs within the agency require a standardized assessment tool and/or


protocol? Where are the decision points for services within your agency? Which programs


currently do assessments?


 How many service providers currently administer assessments?


 Is there a current standard of practice for addiction assessments in all programs?


 Is this process supervised and monitored for fidelity and improvement purposes?


 How much time does the agency currently allocate for service providers to complete an


assessment? Is there lost time due to no shows for assessment appointment?


 Is there a tool or set of tools currently used as the foundation for treatment planning


within the agency?


 Does a review mechanism currently exist for service quality (such as file auditing, clinical


supervision, or treatment plan reviews) that ensures all clients with an identified need


have access to a quality assessment and treatment plan?


Approach #1: Service Provider Administration 


In this approach, certified agency service providers administer the GAIN Q3 MI ONT assessment 


to clients individually. With this approach, an agency should consider the number of assessments 


completed per week within the agency and/or program, the time allocated to complete 


assessments, and whether opportunities exist to streamline processes within the agency. 
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Pros: 


 Encourages a connection with the


service provider and allows the service


provider to learn about their client for


treatment planning and quality care


 Consistent evidence-based practice


from assessor to assessor


 High level of skill and knowledge in the


use and interpretation of the tool and its


use in treatment practice


 One on one administration allows for


accommodations for individual client


needs (e.g., literacy, triggers, cultural


considerations)


Cons: 


 There may be an increase in wait


time for services if the estimated


time to conduct an assessment


exceeds that of current processes. To


mitigate this, revisit workflow


processes and use the screening


tools to determine when clients need


further assessment and/or referrals


to mental health programs or


providers.


Approach #2: Administrator Model 


Using this approach, designated service providers (“assessment administrators”) complete GAIN 


Q3 MI ONT assessments within the agency. This decreases the overall number of staff that need 


full training and certification on the assessment tool and reduces the resources agencies put 


towards certification. The assessment administrators develop a high degree of competency, 


efficiency, and comfort with the evidence-based tool and treatment planning through regular 


use. 
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Pros: 


 Expert assessors within the agency


 Non-attendance for initial assessment may


have less impact on overall staff


time/productivity (fewer positions


impacted)


 Some reduction in time needed to complete


the assessment as administrators become


more efficient across the organization


 Decreased time commitment for entire staff


group related to training and certification


Cons: 


 Where applicable, client transfer


from assessor to worker may


impact retention. This could be


mitigated through a ‘warm


handoff’ process


 Less depth of competency with the


assessment tool across the entire


staff group if not all are


trained/certified


 May present a challenge with


capacity if a certified staff leaves


NOTE: Other service providers may require capacity building regarding clinical interpretation and 


treatment planning using the GAIN Q3 MI ONT. Please see the training continuum section or 


contact your PSSP Regional Implementation Specialist for access to these resources. 
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Approach #3: Self-Administration Model 


This model involves clients completing the GAIN Q3 MI ONT assessment themselves on a 


computer, with the support of certified staff member(s). Service providers certified on the GAIN 


Q3 MI ONT must be present to engage with and support clients through the assessment. Agencies 


develop a set of processes to triage clients to determine if they are appropriate to self-administer 


the GAIN Q3 MI ONT based on specific factors such as literacy and tech literacy, or the 


presentation of acute mental health concerns. The screening tools (GAIN-SS, MMS, POSIT) can 


be administered in advance to support engagement and determination of whether the client is 


appropriate for self-administration. Other administration alternatives, such as service provider 


administration, must be available. 


Pros: 


 Certification only required for specific


positions supporting the self-administration 


model


 Less training and certification time required for


entire staff group


 Ability to manage lost capacity for assessment


time related to “no shows”. Clients are invited


to attend on a specific day/time. “No shows” do


not impact individual booked appointments


(this applies to group administration)


 May increase overall ability to reduce wait time


for service as no time is lost due to missed


appointments and multiple clients may be


assessed at once (this applies to group


administration)


 Client’s self-administration of the tool may lead


to more accurate assessment information (i.e.


the literature has shown that clients tend to be


more accurate in self-administered assessment


tools compared to assessments conducted by a


worker)


Cons: 


 Fewer competencies with the 


assessment tool across the entire staff 


group. Service providers still need to 


build capacity to do the assessment for 


clients who are not able to do the self- 


assessment and for reassessments


 Workers will have to become


comfortable with this paradigm shift


related to use of technology in this


manner in this setting


 Self-administration may not be


appropriate for some clients so


alternate options need to be available


 Must ensure clients accessing the


assessment tool on the computer do


not have access to any other agency


files (step-by-step instructions are


available)


 Self-assessment is not an option for


virtual administration


 Internet or Catalyst service


interruptions could impact a larger


number of clients
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To support self-administration, the agency may need to acquire additional computers/laptops 


for use by clients to complete the assessment, and/or think through physical spaces to 


accommodate group administration or privacy. For this model, certified assessors need to be 


available to help clients navigate the process and ensure appropriate use of the computer 


system. 


For step-by-step instructions on setting up self-assessment on GAIN ABS, refer to Appendix E. 


Virtual Administration 


Certified service providers or administrators can complete virtual assessments. Virtual 


assessments can occur by phone or online platform depending on the capabilities and resources 


of the agency and client access to and comfort with technology. Service providers should select 


virtual platforms based on their agency policy for virtual care. 


Refer to the tip sheet for virtual administration in Appendix F. 


Pros: 


 May reduce barriers for clients and


service providers in terms of


transportation and travel time


 Clients in remote areas may have


easier access to service


 Service providers can experience less


missed appointments


 Can be cost effective for the agency


Cons: 


 May be a barrier for clients who do


not have access to technology,


reliable internet or phone minutes


(other options must be available)


 There is no option for self- 


administration


 Clients may need more frequent


breaks or multiple sessions to


complete the assessment


 Barriers and challenges of virtual


care generally apply (e.g., clients may


not have access to a safe and private


space, service providers may not be


able to monitor body language as


accurately)
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GAIN Q3 MI ONT Administration in Specific Settings and Client Populations 


Implementation of SS&A is not the same across all settings. Some settings and client populations 


require further special considerations to ensure the process fits best into their context.  The GAIN 


Q3 MI ONT should not be administered to clients in crisis, acute intoxication, or acute withdrawal 


to facilitate the best experience for the client, and as clients “must be able to place themselves 


in time and space for their responses to be valid”4. The assessment requires the client to recall 


events in their life in the past 90 days and 12 months to the best of their ability. 


Some questions to consider when determining if a client is appropriate for administration: 


 Is the barrier temporary (e.g., acute intoxication or withdrawal)? If so, can administration


wait?


 If the barrier is not temporary (e.g., a learning disability or language barrier), how is the


client usually accommodated?


 Does the client have other needs that require priority (e.g., threat of eviction, securing


food)?


 Is there a particular staff who could best support the client based on clinical skills (e.g.,


trauma specialist), cultural knowledge (e.g., language, cultural expectations and


practices), or experience/identity (e.g., staff with lived experience, 2SLGBTQ+ staff)?


 What supports are available to the client during and following administration?


If a client appears to be intoxicated or otherwise incapacitated, the interviewer may want to 


administer the GAIN Cognitive Screener4, available through the training course or on SharePoint, 


to determine whether the client may be able to complete the assessment at that time. The 


Cognitive Screener will not provide a diagnosis or indication of the nature of the issue; however, 


it can help determine if the client can tolerate the assessment at that time. The Cognitive 


Screener can be administered at a number of visits as needed, as a client may not be able to 


4 Chestnut Health Systems (2016). GAIN Q3 Manual. https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953, pages 21-23 



https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953
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complete the assessment at one visit but may do so at a later time. Staff can administer the GAIN 


Q3 MI ONT over multiple sessions according to the client’s needs. Best practice is to complete 


the assessment within two weeks due to the focus in the assessment on the past 90 days. 


Remember that your clinical judgement is an important part of administering the assessment 


well and creating a positive experience for your client. You may know accommodations needed 


for a particular client, or you may pick up on cues throughout the assessment and adjust 


accordingly. Interviewers should check in with all clients throughout the assessment; however, 


some clients may benefit from more frequent or directed check-ins. The following suggestions 


offer some recommendations for starting points based on experiences with implementation to 


this point. The ideas articulated here are certainly not exhaustive, and may not be applicable in 


every setting or appropriate for every client. 


Q: What are some tips for administering to clients in a withdrawal management setting? 


A: Interviewers should not administer the assessment to clients in acute withdrawal or who are 


not otherwise stable or possess the cognitive ability at that time, as determined by administration 


of the Cognitive Impairment Screener. The assessment should not typically be administered for 


the first few days of someone’s stay. The GAIN Short Screener (GAIN-SS) can be administered first 


to assess the client’s tolerance for completing a clinical tool, and can also help the client become 


familiar with the language and type of questions in the full assessment. 


Q: How do I administer the assessment when a client is experiencing paranoia? 


A: If the paranoia is due to substance use or withdrawal, it may be advisable to wait until the 


client is more stable to administer the assessment. It can be helpful to share the specific purpose 


for the assessment for that client (e.g., referral, treatment planning, assist with goal setting, 


getting to know the client, outcome monitoring, etc.), and with whom the information will be 


shared. Have the client sit beside you so that they can see the screen and exactly what you are 


documenting, or share your screen if you are completing the assessment virtually. You can also 


share the My Assessment Experience infographic to help prepare and inform clients. The service 
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provider may suggest, or clients may choose, to bring an ally to be present while they complete 


the assessment. This is an acceptable accommodation provided the ally is not responding for the 


client. 


Q: How can the assessment be administered to accommodate clients in corrections? 


A: Service providers can administer the assessment over several sessions as needed, which can 


help when staff may have limited time with an incarcerated client. Pen and paper administration 


is also useful in this situation as computers are often not permitted in the facilities. If the pen and 


paper version is administered, be sure to schedule time to input the client responses into 


Catalyst. The SS&A team is actively working with SOLGEN to increase capacity for addiction 


workers across institutions to complete the assessment, and decrease barriers to service for 


incarcerated clients. 


Q: Are there any administration recommendations with older adults, including those with 


dementia? 


A: The interviewer may need to speak slower, repeat questions, and/or repeat response options 


or question stems with every item to help the client follow along. Visuals, like the calendar with 


circled dates and the anchors written out or photos, may assist the client with recall. The 


assessment is often more tolerable in smaller pieces over multiple sessions. With this option, it 


is best to have clear start and stop points, such as administering one or two complete sections. 


Q: How can I contextualize the assessment for clients who may not access western medicine or 


identify with western culture or religion? 


A: Interviewers can add individualized examples to apply to a particular client. For example, for 


questions that ask about nurses or doctors, the interviewer can substitute healers, Elders, 


traditional ceremonies, naturopaths or any other modality that may be more appropriate. Herbs, 


acupuncture, or rituals are among potential alternatives to medication. Prayer and accessing 


spiritual leaders (e.g., Rabbi, imam, Guru, shaman, etc.) are preferred options for some for 
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treatment and guidance around trauma and stress or other areas of life challenges. These 


considerations may also apply to treatment history for substance use. Individualizing examples 


does not change the meaning of the questions and is an acceptable—and encouraged—


modification5. Staff should be aware of the culture and religion of the individual they are working 


with in order to understand the context of the person they are working with, create a safe space, 


and adapt the assessment appropriately. 


Cultural competence is important when administering this assessment in order to provide 


culturally responsive care. The GAIN Q3 MI ONT reflects a Western medicinal lens and may not 


be attuned to cultural nuances or gather knowledge on the impacts Western-dominant values, 


oppressions, and discriminations have on social groups. Strengths and challenges within each 


diverse social group, created through rich histories and atrocities, should inform whether it is 


appropriate to administer the tool and if administered, considered during administration. Staff 


also have the opportunity to include culturally relevant recommendations when editing the 


Q3RRS. 


Q: How do I apply a trauma informed lens to GAIN Q3 MI ONT administration? What are best 


practices to approach administration with clients who have (or may have) experienced trauma? 


A: No assessment is inherently trauma informed6. This is part of the reason why clinical 


judgement is so important, and why staff are so crucial to client experience with the GAIN Q3. 


Jean Tweed has put together a video on trauma-informed assessment to help augment trainee 


learning on the GAIN Q3 MI ONT.  


This video is a part of the required GAIN Q3 MI ONT training module, and is also available here: 


https://vimeo.com/user12418725/ssandatraumajune2017. 


                                                           
5 The GAIN Q3 is a semi-structured interview, which “allows the flexibility to explain and clarify items” (GAIN Q3 Manual, page 9). Although 
typically maintaining exact wording is important to uphold the validity of the instrument, this usually does not apply when exchanging 
equivalents to better respond to individual clients (Groves et al., 2009). 
6 Trauma-informed care incorporates core principles of safety, trust, collaboration, choice, and empowerment to provide service delivery 
across levels of care that recognizes that clients may have experienced trauma in their lives (Levenson, 2017). In this way, trauma-informed 
care reflects an approach that exists independently of the specific clinical tool being administered with the client. 



https://vimeo.com/user12418725/ssandatraumajune2017





January 2022                               Second Edition                                      Page 28 of 79                                                                       
 


References: 


Chestnut Health Systems (2016). GAIN Q3 Manual. https://chestnut.app.box.com/v/GAIN-Q3-
Materials/file/63774478953 
 
Groves, R.M., Fowler, F. J., Couper, M. P., Lepkowski, J.M., Singer, E., & Tourangeau, R. (2009). 
Survey methodology (2nd ed). John Wiley & Sons. 
 
Levenson, J. (2017). Trauma-informed social work practice. Social Work, 62 (2),105-113 
https://doi.org/10.1093/sw/swx001 


  



https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953

https://chestnut.app.box.com/v/GAIN-Q3-Materials/file/63774478953

https://doi.org/10.1093/sw/swx001





January 2022                               Second Edition                                      Page 29 of 79                                                                       
 


Examples of Known Implementation Challenges and Mitigating Strategies 


As with any change in process, you may encounter some challenges with SS&A implementation 


at your agency. Following are some examples of obstacles agencies experienced in the pilot and 


since provincial implementation began in 2015, along with some mitigating strategies. The 


intent is to share some learnings about common barriers, and the SS&A team would like to thank 


agencies for contributing their insights and suggestions. This information is not exhaustive, as 


agency and population specific challenges may arise. PSSP Implementation Specialists can 


discuss any implementation challenges and potential methods to address the obstacles with you, 


including any that may be unique to your program or agency. 


System and Leadership 
 


Organizations 
need to adjust 
their clinical 
pathways to 
integrate the 
process 


o Eliminate duplicate collection of information on in-house tools and 
move towards standardized language used across the sector 


o Identify specific staff who will administer the assessment instead of 
having various pathways and skills spread out across the agency 


o Consider collaborating with regional partners on care pathways 


o Think of SS&A implementation as a new process, rather than a 
simple tool replacement, and use it as an opportunity to review 
pathways 


Agencies do not 
currently use 
Catalyst 


o Onboard to Catalyst for the sole purpose of administering SS&A 
tools 


o Manuals and videos are available to support agency onboarding, and 
DATIS Service Desk is available for additional support 


Competing 
priorities such as 
accreditation, 
other required 
assessments and 
reporting, and 
other agency 
initiatives limit 
the ability to 
implement SS&A 


o Consider upcoming commitments before putting staff forward for 
training 


o Agency action planning helps agencies review existing pathways and 
highlight areas that need to be revisited to best integrate the SS&A 
process 


o Senior leaders and policy makers across the sector are aware 
competing priorities resulting from different mandates and 
duplication in data collection exist. More discussion related to this 
issue is expected to be forthcoming and agencies are encouraged to 
share their concerns with system leaders and funders 
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Assessment is too 
long 


o Let the client know the approximate administration time (90
minutes) ahead of time


o Use administration of the screeners to determine client fitness
for assessment and whether there are immediate needs to
address before administration of the GAIN Q3 MI ONT


o Take breaks


o Administer over multiple sessions


o Encourage trainees and certified staff to use the assessment
regularly as practice has shown to decrease administration time and
create a community of practice to help staff maintain skills and
discuss helpful strategies


Administration and Practical Application 


Training is 
resource 
intensive and 
focuses on 
administration, 
not clinical use 


o Prioritize staff for training based on the frequency with which they will
administer the assessment (see the Trainee Selection Considerations
for assistance)


o PSSP Implementation Specialists can make suggestions on how
agencies may use the assessment information in their particular
setting, including connecting agencies with similar programs or client
populations across the province


o Support staff to achieve related skills, such as clinical assessment
administration and technical skills, before beginning the training
process


o Remind staff of the importance of their clinical skills in administration
and encourage opportunities for them to build upon their skills (e.g.,
trauma informed practice, motivational interviewing, building
rapport)  to support client experience


Tool used for 
referral purposes 
only 


To appreciate the full benefit of the SS&A process, the GAIN Q3 MI ONT 
should be used to support evidence-based service matching based on 
the client’s level of need, as well as for collaborative treatment planning 
in appropriate programs 


o Collaborate with similar agencies to determine how to maximize use of
the treatment planning benefits


o As Ontario Health Teams develop, consider using treatment plans
within care teams (with client consent)


o Use the auto generated reports (which offer a narrative and a
diagnostic impression) and motivational interviewing as a guide for a
conversation with the client about the results of the assessment and a
visual presentation of the severity of the client’s concerns
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Use of the 
tools leads to 
duplicate data 
collection 


o Agencies can examine their existing agency processes for any
duplication and consider options for stream-lining


o Clients who may also need to receive the OCAN should be assessed
according to their primary presenting concern unless there is clinical
reasoning that suggests otherwise; screeners can help with this
determination


Lack of access to 
completed 
assessment data 
prevents use for 
needs based 
planning 


o Based on the GAIN Q3 MI ONT assessment, the Recommended Referral
Summary provides recommendations for all life areas assessed in the
tool. Save the Q3RRS as a PDF to share more easily between staff on
the care team, or with care team partners


o Agencies on the Integrated Assessment Record (IAR) can share referral
information securely and quickly on IAR with client consent. Agencies
can also use the Catalyst e-referral function to share information
electronically. Catalyst e-referral requires that both the referring and
recipient agencies activate the e-referral function


o Agencies can utilize partnerships and/or referrals to assist their client in
accessing necessary services that are beyond their scope


Scope Limitations/Considerations 


Not all staff need 
to/should be 
trained: efficiency 
and added 
competency 
come with 
practice 


o Carefully select staff to be certified based on their role and
frequency of assessment to naturally encourage expertise and
efficiency with the tool in the areas where it is most needed


o Support certified staff to maintain administration skills by ensuring
they have an opportunity to complete assessments regularly (weekly
or monthly in most settings)


o Inform clients when an assessor is new to the process


o The new implementation and agency summary reports in Catalyst
provide agencies with aggregate information about assessments
completed in the agency, with an option to filter by staff member for
more specific implementation monitoring and clinical supervision







January 2022   Second Edition  Page 32 of 79 


Section 3 – Training and Certification 
Training and Certification Process for SS&A 


Formal certification is not required to use the screening tools. Staff who do not need to go 


through the full certification process for the GAIN Q3 MI ONT assessment can watch the recorded 


SS&A orientation webinar https://vimeo.com/170870908 to begin to administer the screeners. 


The video provides an overview of SS&A and specifics of how to administer the screening tools. 


There is also a video specific to the GAIN-SS https://vimeo.com/566583838. Beginning with the 


screeners is a helpful option for staff who will go through the full training at a later date and may 


first want to become familiar with the GAIN-SS, second stage screeners, and language of the GAIN 


suite of tools. 


Training on the Assessment Tool (GAIN Q3 MI ONT) 


To ensure individuals seeking support for substance use challenges receive the same quality 


assessment no matter where they seek service, each service provider administering the GAIN Q3 


MI ONT assessment tool is required to complete a standard training and certification process. 


CHS, the developers of the GAIN suite of tools, outline the required training process. The full 


training and certification process for staff that will use the assessment (GAIN Q3 MI ONT) can 


take up to 3 months to complete. The details below will support staff to move through the 


training process smoothly. The process has multiple steps and some very specific and important 


deadlines. 


Training begins with viewing an approximately 7 hour online training module over a period of 


two weeks. Trainees can view the material at their own pace within that two week window. 


Trainees are then matched with a Quality Assurance (QA) Trainer to complete a mock assessment 


using one of the scripts provided and submit to the QA Trainer for review. After reviewing the QA 


feedback from the Trainer, the trainees then complete a real client interview(s) until they 


demonstrate the required administration skills. Agencies with In-House Trainers, certified 


Trainers on their agency staff, have their trainees matched with their In-House Trainer(s). 


Agencies who do not have an In-House Trainer have their staff matched with one of the



https://vimeo.com/170870908

https://vimeo.com/566583838
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provinical pool of Trainers. These Trainers  are from various Ontario Health regions and 


support trainees from across the province. 


Mock Assessment: 


Conducted with a 
coworker/family 


  member/friend using a 
script 


Due 2 weeks after 
standard course 
completion date 


Real Client Interview(s): 


Interview with a real client to 
be completed after receipt 


and review of mock feedback 


Suggested deadline: Halfway 
through training (1.5 


months)* 


Continue with client interviews 
until the trainee demonstrates 


the required administration 
skills 


Final certification deadline: 3 
months after the course 


completion date 


*Note that the final certification deadline is not a submission deadline.


1. Registration: Agencies should use the Trainee Selection Considerations document


(Appendix C) to determine appropriate staff for training. Agencies must identify these


staff and complete registration by the 15th of the month prior to the desired training


month. Note that there may be a waitlist for training. You can speak with your Regional


Implementation Specialist for more information.


2. Online Training Module: Trainees have two weeks beginning on the first of their assigned


training month to complete the training module and achieve 90% or better on the quiz.


The online training takes about 7 hours to complete.


3. Mock Assessment: The trainee conducts an audio recording of a mock assessment with


their Trainer, a co-worker, family member or friend using one of two scripts provided (one


script for French). The design of the mock scripts supports the integration of the key


concepts learned in the online training into practice. The trainee can complete the mock


Online Training Course: 


1st of the month to the 
15th of the month 


~7 hours in total 
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using pen and paper and then enter the data into a practice database called pGAIN or, 


preferably, the trainee can complete the assessment directly in pGAIN (for more 


information about pGAIN, please see pGAIN). The mock assessment is due two weeks 


following completion of the online course. Trainees receive feedback from their Quality 


Assurance (QA) Trainer within two weeks after their submission, or in real time if the 


Trainer plays the client for the trainee mock. The Trainer assesses submissions for four 


key administration skills as laid out by CHS: documentation, instructions, items and 


engagement. Appendix G provides helpful certification tips for trainees, as well as further 


detail on the required administration skills. 


Client Assessment(s): The trainee completes one or more interviews with real clients. 


Trainees need to get client consent to record the assessment and share the recording with 


their Trainer for QA purposes. Trainees can use the consent form template available in the 


training course resources or one deemed adequate by their agency. QA Trainers provide 


feedback for each client submission and help coach the trainee as needed. Trainees 


should wait for and review their feedback before conducting another interview. The 


number of real client interviews required for certification depends on how quickly the 


trainee demonstrates all of the required administration skills. Online administration of 


the assessment promotes more efficient administration, better information validity, and 


the generation of reports that can be used to support ongoing work with the client being 


interviewed, including treatment planning. 


During the QA process, the Trainer may request that the trainee participate in a telephone 


session to review feedback, do a mock administration of specific portions of the 


assessment, and/or engage in additional training activities to help them reach 


certification. The QA Trainer acts as a coach, with the same goal as the trainee: 


certification of the trainee. The certification process can be challenging. In some cases 


Trainers may suggest that a trainee review the online training again if the trainee has been 


inactive in the process and/or the trainee could benefit from having the administration 


information reinforced before making any further submissions. 
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4. Certification: Trainees have 3 months to achieve certification so they must stay active in


the process to reach this deadline. Trainees should consider client no shows, other


barriers to completion, and the feedback turnaround window of two weeks when


planning their time. Most Ontario trainees reach certification in 3 – 4 submissions,


including the mock interview. Once a trainee is ready for certification, the QA Trainer


submits the trainee for a recommendation of certification to CHS for final approval.


The deadlines outlined by CHS optimize the number of staff that attain certification. Maintaining 


momentum and immediately integrating developmental feedback helps trainees solidify their 


administration skills. Trainers provide support, making every effort to help staff attain 


certification. There is some flexibility with timelines given unavoidable circumstances, and 


Trainers may grant short extensions for staff working diligently on the process. Missing deadlines 


has multiple impacts, including: 


 Ripple effect on overall training and certification capacity. Training schedules and capacity


of Trainers to provide QA and coaching to trainees depends on staff meeting the


certification deadlines. Unmet deadlines may result in delays for other staff requesting


access to training/certification.


 Depending on the length of the delay, staff may have to go through the training again in


order to refresh administration skills.


 After a period of inactivity, trainees no longer have access to the tool in the electronic


database resulting in an inability to use the assessment in practice. Only staff who have


attended training and are in the process of certification and those who are certified and


actively use the tool have access to the tool and database. Certification is not lost with a


period of inactivity, however a refresher may be required to regain access.


Suggestions to Support Staff Throughout the Training Process 


 Ensure staff are ready to participate in all elements of the full training and are aware of


and able to adhere to the deadlines before they sign up for training.


 Follow up with staff to make sure they are making submissions on time and are
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accountable to the process. 


 Support staff by ensuring they have adequate time to focus on the certification process


and developing these new skills.


 Review and make changes to agency practices to align with staff experiences with the


assessment in your agency setting to facilitate successful implementation and maximize


the resource investment.


Check Out the Resources and Training Materials: 


There is a growing video library to support SS&A training and certification, as well as use of the 


tools in your practice. The video library and other resources are accessible through the 


Resources folder on SharePoint. 


To access the videos from this document, see Appendix H for the video list. 







January 2022   Second Edition  Page 37 of 79 


Section 4 – Entering Data and Generating Reports 


pGAIN Practice Database 


The pGAIN practice database enables trainees to practice online administration of the GAIN Q3 


MI ONT. This allows trainees to get familiar with the database in a no risk manner (no actual client 


data is stored here). It is very important not to enter any real client information (even with the 


name removed/changed or date of birth altered) into pGAIN, as entering information for an 


actual client here may breach confidentiality and privacy policies. Data from actual clients must 


be stored in the secure agency database to ensure accurate tracking of client information. 


Conversely, entering initial mock submissions into your agency database will compromise 


accuracy of organizational data. 


GAIN ABS 


The Assessment Builder System (ABS), accessed through Catalyst, is the database for real client 


assessments. GAIN ABS is visually identical to pGAIN to allow trainees a smooth transition from 


the practice site to real client administration. GAIN ABS includes a ‘Tracker’ option, located in the 


bottom right corner, to help staff navigate quickly and easily between items and sections in the 


assessment. 
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GAIN Q3 MI ONT individual reports are available in GAIN ABS immediately upon completion of 


an assessment. Click on the Treatment Episode and select the appropriate report(s). If the 


selected report does not open, check your browser preferences to allow pop ups for the Catalyst 


site. Additionally, ensure that you close each report before trying to open a new report. You can 


save the reports as PDFs to upload to SharePoint or to client files. 


An instructional video for GAIN ABS is available on the video list in Appendix H. 


Making Submissions on SharePoint 


All trainees receive information on how to access SS&A SharePoint, a secure file sharing platform 


managed by CAMH. 


For more information on SharePoint security, making submissions, and accessing files and 


additional resources on SharePoint, refer to Appendix I. 
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Integrated Assessment Record (IAR) 


The Integrated Assessment Record (IAR), a tool supported by Ontario Health8, allows service 


providers to share assessment information securely within the client circle of care with client 


consent. Agencies implementing SS&A have the opportunity to receive support for IAR 


onboarding. Use of the IAR platform promotes a central data repository, improves information 


management, and facilitates collaborative treatment planning. For SS&A, the Recommendation 


and Referral Summary Report (Q3RRS) uploads to IAR to simplify referrals and treatment 


planning. 


8 https://www.ontariohealth.ca/our-work/community-care-resources-support/integrated-assessment-record- 
systems 



http://www.ontariohealth.ca/our-work/community-care-resources-support/integrated-assessment-record-

http://www.ontariohealth.ca/our-work/community-care-resources-support/integrated-assessment-record-
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Section 5 – Using Information from the SS&A Tools and Reports 


The SS&A tools provide a comprehensive and evidence-based framework to inform clinical 


decision-making and treatment planning for clients. Evidence-based practice incorporates 


assessment at the outset of any services, providing a foundation for understanding client needs 


and supporting informed referrals and services. The assessment can also provide a foundation 


for outcome monitoring (if re-administered at 90-day intervals). Agencies can also use the GAIN-


SS for outcome monitoring. 


Screening Tool Reports (GAIN-SS, MMS, POSIT) 


The stage one and two screeners flag immediate concerns and support decisions around 


appropriate assessment.  


The GAIN-SS quickly and accurately identifies clients who may have one or more behavioral 


health concerns, and may need immediate crisis services, a specialized assessment (e.g., problem 


gambling or eating disorders), or a comprehensive substance use assessment. It informs the next 


steps of the SS&A process and supports clinical decision-making. Agencies can also use the GAIN-


SS for outcome monitoring when re-administered at regular intervals, depending on the program 


length and goal(s) of the monitoring. This can help track any changes the client may not 


voluntarily report and/or not immediately appear in the client’s presentation. Clients may be 


interested in the comparison between different timeframes as well, and may help them see 


growth they had not otherwise acknowledged. 


The GAIN-SS agency summary reports available in Catalyst allow agencies to examine GAIN-SS data 


from all screeners completed at the agency. This facilitates an understanding of the prevalence of 


the endorsement of particular items as well as clients reporting problems within each domain by 


recency. This data at an agency level can inform referral processes, including building care 


pathways and partnerships with crisis services or other relevant services frequently used by your 


agency’s client population. 


The second stage screener agency summary reports available in Catalyst allow agencies to 
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examine MMS and POSIT data for all screeners completed at the agency. 


The MMS provides indications of possible client distress attributable to one or more of three 


categories: mood disorders, anxiety disorders, and psychotic disorders. MMS scoring is additive 


to establish a total score out of 22, as there are 22 items. The total score falls into one of three 


“zones”. Zone 1 indicates no further action needed based on the information from the screener. 


Zone 2 suggests that staff should monitor this client and possibly administer an assessment, 


based on clinical judgement. Zone 3 scores require immediate attention for a detailed 


assessment. 


The MMS report provides agencies with the prevalence of clients who score in each of three 


ranges: require a comprehensive mental health assessment, may require a further assessment, 


do not likely require further assessment. The report also identifies the number of clients who 


endorse symptom domains suggestive of mood, anxiety, and psychotic disorders, as well as 


recent suicidal ideation and trauma experience. 


The POSIT provides scores across ten domains: substance use, physical health status, mental 


health status, family relationships, peer relations, educational status, vocational status, social 


skills, leisure and recreation, and aggressive behaviour/delinquency. There is a cut off score for 


each domain to determine the client’s risk in each area. When two or more areas score as middle 


risk, or any functional area scores as high risk, the client requires further assessment. 


The POSIT report provides agencies with the prevalence of clients between the ages of 12 and 17 


who score in identified risk categories according to 10 domains. A total score in the high-risk 


category indicates a need for further assessment in that domain. A total score in the middle-risk 


category indicates that further assessment may be required in that domain, based on a discussion 


with the treatment team. A total score in the low-risk category indicates that further assessment 


is not likely required in that domain. 


GAIN Q3 MI ONT Individual Clinical Reports 


The GAIN Q3 MI ONT assessment provides a basis for individualized treatment plans based on 
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clients’ particular needs. Administration of the GAIN Q3 MI ONT automatically produces several 


reports that provide an evidence-based foundation for clinical decision-making, collaborative 


treatment planning, and service matching within the addiction sector. The Recommendation and 


Referral Summary (Q3RRS) facilitates referrals to addiction services within Ontario. These 


reports, generated in GAIN ABS, include: 


 Individual Clinical Profile (Q3ICP)


 Personalized Feedback Report (Q3PFR)


 Substance Use Diagnostic Impressions Report


 Recommendation Referral Summary (Q3RRS)


 Validity Report


Interpretation of the GAIN Q3 Clinical Reports 


Individual Clinical Profile (Q3ICP) 


The Q3ICP provides a visual of problem areas across domains and allows service providers to 


quickly identify priority areas in the client’s current life situation. This report is ideal for providers 


who want to identify focus areas without reading a full narrative, and can be a tool for discussions 


with clients. This information can be shared in the context of a conversation with a client who 


may prefer a more visual understanding of the information. The report also provides recency for 


the client receiving support in each area (where applicable) and a measurement of the client’s 


readiness for change in each life domain. Standardized cut-off scores in the report assist in 


consistent interpretation across service providers and agencies. 


Personalized Feedback Report (Q3PFR) 


The Q3PFR facilitates the process of reviewing the results of the GAIN Q3 MI ONT assessment 


with the client and developing a treatment plan. There are two versions of the report to facilitate 


the conversation. The Q3PFR client version reiterates, using the client’s own words, their reasons 


for wanting to make changes in identified problem areas. The Q3PFR service provider version 


provides the service provider with prompts, based on the principles of motivational interviewing, 


such as client choice, client autonomy, and collaboration, individualized to the client’s identified 
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areas of need. The motivational interviewing approach used in the Q3PFR interview prioritizes 


the client’s own ideas for actions as well as the service provider’s suggestions, informed by the 


evidence-based interventions recommended in the Q3RRS. The service provider can edit 


information from the PFR into the Recommendation and Referral Summary (Q3RRS), described 


below, to support a client centered treatment plan. 


See Appendix J for steps to use the Q3PFR for Motivational Interviewing. 


Substance Use Diagnostic Impressions Report 


The Substance Use Diagnostic Impressions Report uses the client’s responses to the substance 


use sections, including the grids, to provide a diagnostic impression according to Diagnostic and 


Statistical Manual of Mental Disorders, Fifth Edition (DSM V) criteria. This impression requires 


confirmation from a regulated health professional authorized to perform the controlled act of 


communicating a diagnosis. Ultimately, this information, and particularly the suggested severity 


level within the diagnostic impression, should correlate with service matching at a system-level. 


Clients with the most severe issues should have timely access to the most intensive level of care 


that is of interest to the client, such as bed-based treatment. This report provides information 


that may be of interest to other health care providers in the circle of care, such as the client’s 


psychiatrist. The service provider can edit information from this report into the Recommendation 


and Referral Summary described below. 


Recommendation and Referral Summary (Q3RRS) 


The Recommendation and Referral Summary (Q3RRS) is the only report that service providers 


can edit, and is the singular report used to facilitate referrals to addiction services within 


Ontario. Along with the other reports, the Q3RRS also provides a comprehensive basis for 


treatment planning whether the report is a referral or the client stays within the agency. The 


service provider needs to edit the automatically generated narrative report, based on the 


information reported by the client in the assessment, to verify accuracy as well as include 


supplementary information as necessary. Service providers can use information captured in 


margin notes and verbatim responses throughout the assessment to provide additional context 
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to the different sections of the tool. The Q3RRS outlines recommended service options across all 


life areas, aligned with the reported areas of concern and associated severity levels. The service 


provider can edit these service options based on specific resource availability in their community. 


In addition, the Q3RRS provides a comprehensive, biopsychosocial overview of the client’s 


situation used to guide further discussion and quality service with the client. 


For additional information, refer to the ‘Editing the Q3RRS’ video on the video list in Appendix H. 


Validity Report 


The validity report helps service providers identify inconsistencies in the information reported by 


the client. Service providers can use this report to address incongruent responses with the client 


in an effort to maximize the information’s consistency, validity, and reliability for treatment 


planning. This report is also useful in the training process as service providers become familiar 


with the tool, as trainees must demonstrate an ability to identify and address inconsistencies. 


GAIN Q3 MI ONT Catalyst Reports 


The SS&A team and DATIS developed implementation and clinical reports to monitor and further 


support system implementation, both at the agency and regional levels, accessible through 


Catalyst. These reports are in addition to the reports generated by each GAIN Q3 MI ONT 


assessment in GAIN ABS, and provide agency level data. The Implementation Report allows 


agencies to track the number of assessments completed relative to new client admissions, 


incomplete assessments, and assessments completed by individual staff at their agency for self-


monitoring and improvement purposes. The Agency Summary Report (ASR) allows agencies to 


examine their assessment data across clients according to demographics, substances used, 


severity of use, service use, previous treatment history, and motivation for change. This 


information assists agencies to identify and demonstrate any trends among clients, and highlight 


any potential areas for service improvement based on the client population, including by sub-


population. Additionally, the ASR includes information about barriers to treatment, time to 


complete assessments and administration over multiple days, percentage of assessments 
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completed by self-administration (where applicable), and primary language for assessment 


administration (French or English).For more information about navigating the reports, please see 


the Quick Reference Guide in the Catalyst Knowledge Base. Please connect with your Regional 


Implementation Specialist if you have questions or require additional support using the reports.



https://confluence.camh.ca/display/CKB/SSA+Reports+Quick+Reference+Guide
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Section 6 – Fidelity and Sustainability 


The SS&A process is rooted in evidence and best practice. Maintaining fidelity and sustaining the 


implementation of the SS&A process necessitates planning and requires the participation and 


commitment of everyone in the system. Fidelity means administering and implementing the 


SS&A process as it is intended, as communicated in this guide and the formal training and 


certification process. Sustainability refers to the ability to maintain implementation with fidelity. 


The following are considerations for supporting fidelity of implementation: 


Training and Certifying New Staff 


Only service providers who have participated in training and are in the process of certification 


should administer the tool with clients. When new staff join the agency, consider the service 


provider’s role at the agency, and what level of training is required per the training continuum and 


Trainee Selection Considerations document in Appendix C. 


Monitoring Internal Fidelity 


Monitoring implementation fidelity may first require the agency to determine what fidelity to 


the process is for them. As part of your agency action plan, it is ideal to identify mechanisms for 


monitoring: 


 Implementation of the SS&A process, including:


o Identifying if all stages of the SS&A process are utilized as intended across all


appropriate  programs


o Determining which clients receive the full assessment and the reason and


process for those  who do not


o Reviewing whether the Q3RRS is consistently edited and used for both referrals


and treatment planning


 Feedback from staff to support fidelity of implementation, and


 Actual fidelity to tool administration, as indicated in the training and certification process.
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Agencies can use the information from the implementation reports detailed in the GAIN Q3 MI 


ONT Catalyst Reports section of this guide, and PSSP Implementation Specialists can assist with 


these conversations. 


Listed below are some critical components of fidelity to the SS&A process for consideration. 


SS&A Critical Components of Fidelity 


Critical Component #1: Competency 


To ensure high quality addiction screening and assessment, it is imperative that service providers 


using the SS&A process receive orientation, training, and certification (depending on the tool/s 


they are implementing). Agencies can also put an internal community of practice or regular 


refresher sessions in place to support sustainability of these competencies. This mitigates against 


drift from best practices and the effectiveness of the staged process, and ensures clients receive 


a consistent quality approach to screening and assessment regardless of where they receive care. 


Critical Component #2: Data Quality 


To ensure clients receive consistent, high quality service based on evidence-based treatment 


planning regardless of where they access care, it is vital to collect accurate and complete client 


information. Accurate client information also facilitates appropriate referrals and provides a 


foundation for funders and decision makers to respond to identified system needs. Entering data 


completely and accurately is an expectation of fidelity to the tool administration to promote data 


quality. For the GAIN Q3 MI ONT assessment, working with the client to resolve or explain 


inconsistencies ensures an accurate capture of the client’s current situation. In addition, service 


providers must edit the Recommendation and Referral Summary (RRS) to include individual 


context and collateral information before sharing for referrals to any services (e.g., outpatient 


counselling, intensive day services, bed-based treatment, etc.). 


Critical Component #3: Administration Essentials of Entire SS&A Process 


Following the staged process is important to ensure consistent quality assessment for clients across the 
province, as well as to administer assessments to clients only as needed and to facilitate appropriate 
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treatment matching.  


The diagram below provides a visual of the SS&A process for Ontario: 


Please see the Considerations for SS&A Implementation section for details on administration. 


Sustainability of Implementation with Fidelity 


It is important to revisit and consider opportunities to improve processes periodically to ensure 


achievement and fidelity of implementation and administration. Over time, client flow and 


agency landscape can change and this may necessitate adjustments to the initial plan for SS&A 


implementation. Ensuring that staff and clients can provide their feedback on how things are 


working is a vital aspect of doing this well. Specifically, asking what they might need to utilize the 


process as intended, and to the maximum benefit of both the client and the agency, will help 


agency leadership make the necessary adjustments. Staff and client support will significantly help 


sustain the implementation and fidelity to the process and tools. Agencies may additionally 


consider other opportunities such as: internal lunch and learns or refresher sessions, 


participating in PSSP-led webinars on various topics of interest, and communicating with other 


agencies about implementation strategies to help staff remain engaged with the process and 


maintain fidelity with their administration. 
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Summary 


Thank you for your interest and commitment to providing evidence-based, quality care for your 


clients. Remember that this guide is for use in conjunction with other resources and the support 


of your Regional Implementation Specialist to assist with planning, implementation, and 


sustainability. There are further details, resources, and tips included in the following appendices. 


Your implementation Specialist can also connect you to similar programs or agencies to share 


their experiences. Please contact your Regional Implementation Specialist at any time for support 


and/or to discuss implementation in your specific context.  
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Appendix A: Scoring and Interpreting the Screening Tools 


Scoring and Interpreting the Screening Tools 


Stage 1 Screener: GAIN-SS CAMH Modified: The GAIN-SS CAMH Modified (GAIN-SS) is a brief 


screening interview that quickly and accurately identifies clients who may have one or more 


behavioral health concerns, and may need immediate crisis services, a specialized assessment 


(e.g., problem gambling or eating disorders), or a comprehensive substance use assessment. 


GAIN-SS Scoring and Interpretation 


If the GAIN-SS is completed electronically within Catalyst, an automatic score summary is 


generated. Alternatively, manual scoring is possible. The score summary contains separate scores 


for each subscale and timeframe. 


NOTE: The total score (or TDScr) is only a tally of the four original subscales. The “Supplemental 


Questions” subscale tallies the supplemental CAMH-modified items. 


To calculate the recency score for each subscale, tally the number of times a client endorses that 


timeframe for all questions in that subscale plus the tallied score(s) for earlier timeframes in the 


same subscale. Do not add the numeric value of the scores. 
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In this example, looking only at the Internalizing Disorders subscale (IDScr), we see that the client 


endorsed the past month timeframe three times. In the scoring summary shown above, this 


counts as a tally of three under the past month count for this subscale. Next, we see that the 


client endorsed the past 90 days (or 2 to 3 months ago) time-frame twice (items IDScr_c and 


IDScr_d). In the scoring summary table, this is a score of five (two tallies from past 90-day 


timeframe and 3 from the previous, past month timeframe). 


Interpretation: The scores on the GAIN-SS not only inform the next steps of the SS&A process, 


but also support clinical decision-making. To determine next steps in the SS&A process, refer to 


the past year score in each subscale. A score of three (3) or greater in the Internalizing Disorders 


subscale triggers the appropriate second stage screener: MMS for clients 18yr+ and POSIT for 


clients aged 12 – 17. In the Substance Use Disorders subscale (SDScr) a score of three (3) or more 


indicates a GAIN Q3 MI ONT needs to be administered. This may also be considered with a score 


of 1 to 2 depending on scores across the entire screening tool. 


Other subscale scores, as well as the total score (TDScr) provide important insight around a 


client’s specific clinical needs, including quick identification of immediate needs (e.g., suicidality), 


and level of acuity of substance use issues (based on that subscale score). 
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Here is a guide to interpret GAIN-SS scores: 


PAST YEAR Score 


per subscale 
Interpretation 


Low (0) Unlikely to have a diagnosis and/or need service 


Moderate (1 to 2) 
Possible diagnosis; client likely to benefit from brief 


assessment and intervention 


High (3-5 on subscales OR 3+ on 


total screener) 


High probability of diagnosis; client likely needs more formal 


assessment and intervention 


For the MMS, the scoring is additive for a total out of 22.  Each score falls within a zone: 


Zone Score Associated Action 


Zone 1 1-5 Client does not likely require further assessment 


Zone 2 6-9 Monitor the client and/or use clinical judgement as 


the client may require further assessment 


Zone 3 10+ Client requires a timely comprehensive mental health 


assessment 
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For POSIT, compare the score for each of the 10 domains with the cut-off score for that domain 


to determine level of risk in that area: 


POSIT SUBSCALE 


Total 


Risk 


Score 


CUT-OFF 


SCORE 


(A) Substance Use/Abuse 1 


(B) Physical Health Status 3 


(C) Mental Health Status 4 


(D) Family Relationships 4 


(E) Peer Relations 1 


(F) Educational Status 6 


(G) Vocational Status


_________________________ 


Flag items ONLY if   client is 16+ 5 


(H) Social Skills 3 


(I) Leisure and Recreation 5 


(J) Aggressive Behaviour


/Delinquency 


6 
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Appendix B: Agency Action Plan Template 


Staged Screening and Assessment (SS&A) 
Agency Action Planning Template 


Agency Name 
OH Region 


Meeting Overview 


Date Who was in attendance Type of meeting 
(e.g., pre-training, mid-


implementation?) 
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Current Practice 


1. What programs do addiction specific screening and assessment?


Expand here… 


2. What is the client pathway from intake to program?


Expand here… 


a. Do you currently provide treatment for concurrent disorders? Choose an item.


If yes, how are you currently screening and assessing for concurrent disorders? 
Expand here… 


b. If a referral is required for external concurrent disorder treatment, where and how


would you refer the clients?


Expand here… 


3. Do you currently use ADAT for addiction assessments? Choose an item.


a. If yes, how are you using ADAT?


Expand here… 


b. If no, what do you use to create a treatment plan?


Expand here… 


4. Does your agency use any other screeners/assessment tools? (e.g., OCAN)?


Expand here… 


5. What is your current wait time for assessment? For treatment?


Expand here… 


6. What is your referral process to external providers/supports?


Expand here… 


7. How do you currently support staff in making practice change/providing quality care


(e.g., through clinical supervision)?


Expand here… 


Pre-Training/Pre-Implementation Agency Meeting 
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Selection & Training 


1. Who needs to be trained on screeners?


Expand here… 


2. Who needs to be trained on assessment?


Expand here… 


3. How do you prioritize who goes to GAIN Q3 training first?


Expand here… 


4. How will trainers/trainees be supported during training and certification?


Expand here… 
Decision Support Data Systems 


1. What data supports do you use?


Choose an item. 
If non-catalyst user, what interface do you use? 


2. Are you connected to DATIS?


Choose an item. 
If no, expand on next steps here… 


3. Who is/will be your Catalyst System Administrator (CSA)/Interface System Administrator


(ISA)?


Include CSA contact info (name and e-mail) here… 


Technical Leadership 


1. Who is your SS&A lead? (Individual can be the same for all) 


Include contact info (name and e-mail) here… 


2. 


a. Tech lead


Include contact info (name and e-mail) here…


b. Communication lead


Include contact info (name and e-mail) here… 


c. Implementation lead


Include contact info (name and e-mail) here… 
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Selection, Training and Coaching 


1. What is the updated training plan? Who still needs to be trained?


Expand here… 


2. As your staff become trained and certified on the new tools (SS&A), describe how you see the


phase out of the old tools (e.g., ADAT) to the new tools (SS&A)? What supports will you and


your staff require to make that transition?


Expand here… 


3. What challenges did your staff experience with training and certification? How did they


overcome those challenges?


Expand here… 


4. Identify staff who will receive a GAIN Q3 MI ONT referral and are not trained on tool


administration.


a. What are their coaching and training needs?


Expand here… 


Facilitative Administration 


1. Which programs will be doing screeners? Which programs will be doing assessment?


Expand here… 


2. What (primary) administration model of implementation will your agency use?


Choose an item. 


a. How and when will Stage 1 (GAIN-SS) screeners be administered?


Expand here… 


b. How and when will Stage 2 (MMS/POSIT) screeners be administered?


Expand here… 


c. How and when will GAIN Q3 MI ONT be administered?


Expand here… 


3. What supports does your agency need to monitor fidelity to the SS&A process? (e.g., using


the results of GAIN-SS as a decision point?)


Expand here… 


Mid-training/Initial Implementation Agency Meeting 
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4. Have you made the switch from old process to new SS&A process? How are you supporting


your staff during transition (e.g., referral in and out)?


Expand here… 


5. What policies or practices need to be altered to support successful implementation


(e.g., length of client appointments, assessment allocation time)?


Expand here… 


6. What are the perceived barriers to implementation at a clinical level (e.g., cognitive


impairment, language, etc.)? How have you attempted to mitigate these barriers (e.g.,


using interpreters, administering the assessment in multiple, shorter interviews)?


Expand here… 


System Intervention 


1. Are there other community/LHIN initiatives that must be taken into account?


(e.g.,  coordinated access, etc.)


Expand here… 


2. Do changes to your internal processes around screening and assessment need to be shared


with partners/services providers?


Expand here… 
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Performance Assessment 


1. How is your team making use of all the clinical reports? Select report(s) that are being used by agency


staff and comment on how reports are being used. 


☐ Recommendation Referral Summary (Q3RRS)
Expand here how clinicians are using report…


☐ Individual Clinical Profile (ICP)
Expand here how clinicians are using report…


☐ Personalized Feedback Report (PFR) Client Version
Expand here how clinicians are using report…


☐ Personalized Feedback Report (PFR) Interviewer Version
Expand here how clinicians are using report…


☐ Diagnostic Impression Report
Expand here how clinicians are using report…


☐ Validity Report
Expand here how clinicians are using report…


2. What supports do your managers/supervisors need to monitor the editing/finalizing of the


Q3RRS?


Expand here… 


3. How will you monitor fidelity (staying true) to the tools (e.g., using the validity report


to  audit)?


Expand here… 


4. What mechanisms can be put in place to provide feedback and support fidelity


implementation?


Expand here… 


Training and Selection 


1. How will your agency monitor, train and certify new clinical staff?


Expand here… 


Post Training/Full Implementation Agency Meeting 
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Leadership 


1. What agency mechanisms are in place to communicate any adaptations, successes and


barriers to clinical staff?


Expand here…
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Appendix C: Trainee Selection Considerations 
Provincial Training Model for the GAIN Q3 MI ONT: Trainee Selection Guide 


Please use this guide to help you decide which staff require GAIN Q3 MI ONT (GAIN Q3) training 


and certification. Because agencies are unique and staff roles and responsibilities differ, your 


agency may have other factors to consider. However, this document can provide a starting 


point for discussion. 


Importance of regular use 


It is critical for staff to use the GAIN Q3 regularly to develop competency and fluency with the 


assessment. Regular use normally means weekly or monthly, particularly when the tool is used 


for both treatment planning and referrals. 


The GAIN Q3 training process can be challenging for staff who do not conduct assessments 


regularly or who have conflicting work demands, and these trainees may be unable to achieve 


certification. These situations are a burden on the trainee, agency, and trainer and delay 


training for other staff. 


Some staff require awareness of only specific aspects of the GAIN Q3, such as familiarity with 


the referral report, knowledge to supervise staff, or an understanding of the assessment. In 


these cases, there are less intensive options. Contact your Regional Implementation Specialist 


(IS) for information. 


Staff considerations 


No 


Is there someone else 
certified in the 


program or agency 
with capacity to 


complete. 


Does this person need 
access to the reports 


or to training 
materials? 


Training 
materials: 
Connect 
with IS. 


Reports: 
Staff 


should 
download 
and share. 


Think about new pathways 
in your agency to maximize 


existing capacity. 


Yes 


Prioritize this 
staff person for 


training. 


No 


Prioritize 
this staff 
person for 
training. 


Will this staff person 
conduct assessments? 


Yes 
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No. 
Is there existing capacity within 
the program or organization? 


No 


Other staff considerations 


A certified staff member must oversee every client who completes the GAIN Q3 using the self- 


administration method, whether the client completes the tool individually or in a group. 


However, it is critical that these staff members also have an opportunity to practice their GAIN 


Q3 administration skills through direct administration of the tool. Having staff members 


maintain their skills supports agency capacity. 


GAIN Q3 certification is typically not appropriate for part-time staff and students because of the 


heavy time requirement of training and the limited capacity of trainers. 


Agency or program considerations 


Other agency or program considerations 


Do you have capacity to continue administering the GAIN Q3 if a certified staff member leaves? 


Consider having a plan in place to handle staff turnover. 


Please contact an Implementation Specialist if you require assistance.


Think about new 
pathways in your 


agency to maximize 
existing capacity. 


Yes 


Prioritize staff for 
training according 


to the staff 
flowchart above. 


No 


Yes 


Does the program normally 
complete GAIN Q3 assessments at 


intake? 


Prioritize 
intake staff 


for 
training. 


Yes. 
Can existing capacity be leveraged 


to fill the current need? 


Prioritize staff 
for training 


according to the 
staff flowchart 


above. 
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Appendix D: Access to Information: Alternatives to GAIN ABS 
Staged Screening and Assessment Process for Addiction Service Providers 


Information for Supervisors, Managers, Case Management and Data Management 


The implementation and maintenance of the Staged Screening and Assessment (SS&A) process 


requires various levels of involvement, knowledge, and capacity at each implementing agency. 


As part of the contract with Chestnut Health Systems to use the GAIN suite of tools, a set 


number of GAIN ABS licenses are available for use at any point in time. To ensure as many 


licenses as possible are available for active users across the system, we will reassign licenses for 


individuals who have not actively used the tool in 18 months or more. This action will occur on 


a quarterly basis. Should an individual who has not used the GAIN Q3 MI ONT in more than 18 


months changes roles and/or will begin using the GAIN Q3 MI ONT assessment again, they can 


contact their Regional Implementation Specialist to have a new license assigned. 


The SS&A team recognizes individuals that do not complete assessments may still need to 


access GAIN Q3 MI ONT reports and training materials, including to support and supervise staff 


and provide case management. We also recognize there may be unique circumstances and are 


happy to work with you to accommodate your individual needs. Below are some available 


options depending on the information needed: 


 pGAIN


pGAIN is a mockup of GAIN ABS with one generic agency login for each agency. It is


designed to allow trainees to practice entering mock information and become familiar with


the platform before administering the assessment tool electronically with a client. pGAIN


provides the same functionality as GAIN ABS, including generating all reports, but is not


intended for real client data. Staff who require familiarity with the platform can be granted


access to pGAIN for these purposes.


 Auditing the online course


This option is available to individuals who would like to review the training material to


support staff pursuing the certification process, or to become more familiar with the SS&A


process without going through full certification. The Resource section of the online training


contains most of the training materials used to augment the online modules. Agency staff


who need access to audit the course can do so by contacting their Regional Implementation


Specialist.


 Access to reports


For supervision and case management access to the clinical reports, trainees or certified Site


Interviewers should download the reports as PDFs and share them with the necessary staff


according to agency processes. The edited Q3RRS report should be stored in the client’s


EMR file and not in GAIN ABS. For this reason, access to GAIN ABS should not be necessary.
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A video overview of the reports is accessible here: https://vimeo.com/200399100. Sample 


reports based on a mock client are also available as a PDF. 


A document that provides an overview of the Q3RRS is available here: 


http://improvingsystems.ca/img/Q3RRS_for-referral-recipients_vFinal.pdf . It is intended to 


be shared with agencies receiving referrals who may not be familiar with the SS&A process. 


Staff who need access to additional resources or in different circumstances can contact their 


Regional Implementation Specialist for further support. 


At any point, please feel free to contact your Regional Implementation Specialist if you have any 


questions or concerns. 



https://vimeo.com/200399100

http://improvingsystems.ca/img/Q3RRS_for-referral-recipients_vFinal.pdf
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Appendix E: Self-Assessment on GAIN ABS 


Instructions for Self-Assessment on GAIN ABS: 


1) Click ‘Self Assessment’.


2) Click ‘Can self assess’. All other fields will be greyed out until this is selected.
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3) Complete the login name and password fields with information for the client who will be 


completing the self-assessment and select ‘Active’. This can be changed to ‘Inactive’ if the 


client should no longer have self-assess privileges. 


 
 


4) Click ‘Save’.
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5) Click ‘Treatment Episodes’. 


 
 


6) Create a new treatment episode. 
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7) Check ‘Self-Assessment’. 


 


8) Enter the ‘Current Time’ and ‘Observation Wave’ and click ‘Save’. 
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9) Log out of GAIN ABS. The Catalyst window should also be closed. 


 


10) Have the client log in using the credentials created in Step 3. 


 


11) The client should click ‘Begin Assessment’ as prompted. 
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Appendix F: Considerations for GAIN Q3 MI ONT Virtual 
Administration 
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Appendix G: Certification Tips and Administration Skills for Trainees 


Certification Tips for Trainees 


 Start practicing right away after training as it helps to reinforce the information 


 Be sure to use one of the mock scripts provided for your first submission; they are designed 


to support learning on all aspects of the tool 


 Know the common inconsistencies so you know what to watch for 


 Use the training copy for your mock (if doing it pen to paper) 


 Plan 2 – 3 hours for each submission including time to administer, review, complete your 


cover letter and submit 


 Review trainer feedback carefully so you can integrate it into your next submission 


 Reach out to the assigned QA trainer with questions or for support 


 Using the tool with an actual client (not a mock) is an expectation of certification; they may 


be a client at your agency or a partner agency within the OH region, and may be either a 


new client or an existing one willing to support your learning 


 Always review the Q3PFR with client volunteers so they get to benefit from the assessment 


 Clients must have some substance use in the past 90 days to allow the opportunity to 


administer the detailed Substance Use grids section (trainees can’t get certified if they do 


not demonstrate skill in this section) 


 


Four key administration skills: 
 


Documentation 


 Accurate and complete documentation of participant responses 


 Time anchors, verbatim responses and margin notes accurate and complete 


 Length of time to complete the assessment noted 


 Staff administration information complete 


Instructions (Interviewer’s ability to instruct client on things like): 


 Purpose, format, and length of the assessment 


 Privacy and confidentiality 
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 Establishing time frame and anchors 


 Use of the response cards and defining response choices 


 Responding to participant questions 


 
Engagement (Interviewer’s ability to engage with the client demonstrated through): 


 Flow of the interview 


 Use of encouraging and motivational statements 


 Sensitivity to the participant’s needs 


 Development of rapport 


 
Items (Interviewer’s ability to proficiently): 


 Follow the question order and skips 


 Complete grid administration accurately 


 Follow word order accurately 


 Use stems and anchors appropriately 


 Use parenthetical statements 


 Clarify and code participant responses 


 Respond to participant questions about items 


 Resolve inconsistencies 
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Appendix H: Training Video List 
1. SS&A Orientation Webinar 
This 90-minute webinar provides: 


 A brief history on the development and objectives of the new process; 
 An introduction to the overall Staged Screening and Assessment process and how the tools 


relate to each other; 
 In depth detail on the 3 screening tools (GAIN-SS, MMS, and POSIT) including administration 


on paper and electronically, scoring and interpretation. 
 Demonstrations on administering the screening tools in Catalyst. 
ENGLISH version https://vimeo.com/170870908 
FRENCH version https://vimeo.com/188054203 
 


2.  SU Grid Demonstration 
This 17-minute video provides a demonstration on how to administer the SU grids of the GAIN Q3 MI 
ONT. 


ENGLISH version: https://vimeo.com/168397339 
FRENCH version: https://vimeo.com/170873007 


 
3. GAIN ABS Instruction Video 
This 23-minute video provides a demonstration on how to administer the GAIN Q3 MI ONT tool in 
GAIN ABS. 


ENGLISH version: https://vimeo.com/166086792 
      FRENCH version: https://vimeo.com/279873997 
 
4. Editing the GAIN Q3RRS 
This 18-minute video provides a demonstration on how to edit the GAIN Q3RRS. 


ENGLISH version: https://vimeo.com/192629790 
FRENCH version: https://vimeo.com/281282910 


 
5. GAIN Q3 MI ONT Reports & Treatment Planning 
This 40-minute webinar provides a detailed orientation to the clinical reports generated upon 
administering or entering the GAIN Q3 MI ONT in GAIN ABS and how to use them for treatment 
planning. 


ENGLISH version https://vimeo.com/200399100 
FRENCH version https://vimeo.com/210848349 


 
6. Catalyst E-Referral 
This 1-minute video walks through the e-referral process in Catalyst. 
https://youtu.be/7Dche3_7yLI 
  



https://vimeo.com/170870908

https://urldefense.proofpoint.com/v2/url?u=https-3A__click.email.vimeo.com_-3Fqs-3Dcf2d9c954bc64ed4fea4d60e3c184d63c7fd4eb844c580d25b96cc24cac134380e943ec3e233f60dd96a11276aa1feca&d=CwMDaQ&c=j_5kgZyJ-2yfs_3MbkrLKw&r=0F9DbHS9zTy34n5FGYt5CxBRUN4XS88v07-LwJsDQJ58wejwfEnCPJb3a7hKq1Bv&m=1PPcnflPrftObB-aoME_y7D-4vf6u8mTD00ZEQsPJxc&s=NpXJ1rV32BTyeu3VEu3RlEvWmH88Ap6YKFvD6tAxJf8&e

https://vimeo.com/168397339

https://vimeo.com/170873007

https://vimeo.com/166086792

https://vimeo.com/279873997

https://vimeo.com/192629790

https://vimeo.com/281282910

https://vimeo.com/200399100

https://vimeo.com/210848349

https://youtu.be/7Dche3_7yLI
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7. Trauma-Informed Approach to Assessment 
This 55-minute webinar, developed by the Jean Tweed Centre, shares information 
about the principles of trauma-informed care and supporting clients during the 
assessment process. 


https://vimeo.com/user12418725/ssandatraumajune2017 


 


8. Client Profiles on Catalyst 


This 4-minute video provides a demonstration on how to create and search for client files in Catalyst. 
ENGLISH version: https://vimeo.com/178224987 
FRENCH version: https://vimeo.com/174284341 


 
9. GAIN-SS Administration on Catalyst 
This video demonstrates how to administer the GAIN Short Screener on Catalyst. 


ENGLISH version https://vimeo.com/179097020 
FRENCH version https://vimeo.com/174284501 


 
10. MMS Administration on Catalyst 
This video demonstrates how to administer the MMS on Catalyst. 


ENGLISH version https://vimeo.com/179097626 
FRENCH version https://vimeo.com/174284543 


 
11. POSIT Administration on Catalyst 
This video demonstrates how to administer the POSIT on Catalyst. 


ENGLISH version https://vimeo.com/179097840 
FRENCH version https://vimeo.com/174284618 


 
12. SharePoint Instruction Video 
This 8-minute video walks through a submission upload from start to finish, sharing tips and tricks. 
https://vimeo.com/163842421 


 



https://vimeo.com/user12418725/ssandatraumajune2017

https://vimeo.com/178224987

https://vimeo.com/174284341

https://vimeo.com/179097020

https://vimeo.com/174284501

https://vimeo.com/179097626

https://vimeo.com/174284543

https://vimeo.com/179097840

https://vimeo.com/174284618

https://vimeo.com/163842421
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Appendix I: SharePoint Security and Uploading 


About SharePoint Security 


 Database is behind CAMH firewalls and files are secured 


 Trainee/agency accounts can only upload interviews and have no access to submissions 


 QA trainers have access to submissions in their folder only, creating secure locations 


within the secure platform 


 Uploaded submission files are routinely destroyed by the trainer and site administrator 


once QA is complete and the trainee certified 


 Administrator and web team have access to provide technical help 


 


Making Submissions 
 


Permissions are set to ensure limited access to your files: only your QA trainer and the CAMH site 


administrator have access. This is a secure system, but please remember to review files before 


uploading to ensure no client identifying information (e.g., name and date of birth) is included in 


the submission. 


Follow this link for a video on how to complete a file submission through SharePoint: 


https://vimeo.com/163842421 


Accessing Files on SharePoint 
 


To open a file, click on the 3 dots to the right of the file name. 
 
 


 
Click again on the 3 dots that appear in the popup and then ‘download a copy’ from that list. 



https://vimeo.com/163842421
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A box will appear at the bottom of the screen. Please select the small arrow next to ‘Save’ and 


select ‘Save As’ to save the file to your computer. 
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Once you save the file to your computer, you can open and print per normal. 


 


Accessing Other Resources on SharePoint 


The SharePoint site houses a library of training materials and resources dedicated to GAIN Q3 MI 


ONT training, certification and support. Trainers and trainees can access folders that contain 


materials such as: 


 Catalyst training materials 


 Consent and background information forms for clients 


 GAIN Q3 MI ONT full training materials (both English and French) such as the training copy 


of the tool and the most common inconsistencies 


 Video resources on various aspects of administration and implementation of the tools 


 
In addition to the above, your QA Trainer will have access to resources such as: 


 


 The QA feedback form template 


 The most up-to-date training materials such as slide decks and handouts 


 Frequently Asked Questions for trainers 


 Additional helpful resources from CHS 
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Appendix J: Treatment Planning Using Motivational Interviewing (MI) 
A Five-Step Treatment Planning Process using the Q3PFR within an MI Framework 


 
Using the motivational interviewing (MI) approach outlined in the Q3PFR, service providers can engage 


with the client and build a collaborative treatment plan. The Q3PFR includes detailed information 


reported by the client and corresponding reasons they identified as motivation to change in each area. 


 


Overview (Setting the Stage) 


Using the spirit of MI, the service provider identifies the areas of strength and current support with the 


client, followed by areas of concern. The service provider and client review the identified 


recommendations and begin to collaborate around next steps. 


 


Mining for Strengths 


The client identifies areas of strength and accomplishment, and the service provider reflects and affirms 


these successes. The service provider focuses on these strengths to evoke confidence that the client can 


address other challenges in their life. 


 


Agenda Setting 


The service provider inquires about what the client would like to talk most about, to promote client choice. 


Using directedness, the service provider expresses concern about other areas and invites the client to 


discuss them as well. 


 


Review of Specific Life Domains 


The service provider reviews the information for each life domain with the client. They review the client’s 


self-report of problems experienced in the past 90 days, and invite the client to elaborate further on 


reasons for change. The service provider promotes and reinforces change talk throughout the interview. 


 


Treatment Planning 


The service provider asks the client for ideas for making changes, and for permission to share the ideas 


and recommendations to augment the individualized Q3RRS report. The service provider reinforces client 


autonomy if the client does not wish to include their recommendation(s). If the client accepts, the service 


provider promotes commitment to change for ideas the client accepts. 
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EXECUTIVE SUMMARY 


Tier 2 of the Opioid De-Implementation Initiative was a pilot project aimed at fostering coordination and 


collaboration between primary care and the publicly funded community addiction sector, as well as 


strengthening the ability of primary care pilot sites to identify mental health and addiction issues and 


connect patients with appropriate services. Two key activities were undertaken to realize the goals of this 


pilot project: (1), implement the use of the Staged Screening and Assessment Tools (GAIN-SS CAMH 


Modified, MMS, and GAIN Q3 MI ONT) in primary care and (2), develop a shared care pathway between 


primary care sites and their local mental health and addictions agencies. This report describes the 


evaluation and lessons learned of this pilot’s implementation at five primary care pilot sites. The pilot 


project ran from July 2018 to March 2020. 


For this report, an evaluation framework was developed for a post-test only design, where data was 


collected once after the pilot was implemented. Quantitative data sources included document reviews (e.g., 


agency action plans), secondary administration data (e.g., Local Health Integration Network websites), and 


a satisfaction survey. Due to the low number of responses (n<5), the results of the satisfaction survey were 


excluded during the analysis. Interviews were the only qualitative data source; four individuals participated 


in these interviews. Both quantitative and qualitative sources were analyzed and used to form the basis of 


the lessons learned and recommendations. 


There were five categories of lessons learned identified. A few findings across the categories are provided 


below: 


1. Screening tools (GAIN-SS CAMH Modified, MMS): Although there was very little use of the 


screening tools, qualitative data revealed that they can be useful in primary care settings and for 


building a shared care pathway to addiction services. 


2. Assessment tool (GAIN Q3 MI ONT): Qualitative data suggested that the assessment tool may not 


fit the needs of primary care at this time. However, qualitative data also suggested that it may be 


appropriate in primary care settings with on-site mental health and addiction services (i.e., a “one-


stop shop”). Due to limited data, these findings were not conclusive. 


3. Shared care pathway and relationships: There were several factors identified which may impact the 


level of ease and strength with which a pathway can be developed (e.g., time, existing relationships, 


commitment). The co-development of a pathway and relationships between primary care and their 


local mental health and addictions agencies has been acknowledged as an important facet for 


realizing the primary goals of Tier 2. 


4. Staff engagement: Greater levels of engagement facilitated uptake of the pilot’s implementation, 


whereas lower or lack of engagement was a barrier to uptake. 


5. EMR/Data systems: The ability to integrate the screening and/or assessment tools into existing 


EMR/data systems of primary care sites was a contributing factor to the adoptability of the tools. 


While the sample size of the data was too small to generate conclusive suggestions around the use of the 


Staged Screening and Assessment Tools in primary care and the co-development of a shared care pathway 


between primary care and the addictions sector, the recommendations of this report are outlined as follows: 
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1. Consider further investigating the value of both the screening and assessment tools in primary care, 


if feasible. The lessons learned highlighted some key factors that should be considered prior to any 


future exploration. 


2. Consider the continued and expanded development of a shared care pathway between primary care 


sites and their local mental health and addictions agencies, recognizing an extended period of time 


is required to witness the pathways’ fruition. 
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INTRODUCTION 


BACKGROUND 


In a call to action for addressing the opioid crisis in Canada,1 the broader project, A System-Wide Approach 


to De-implementation of High-Risk Opioid Prescribing and Use, was developed and undertaken to contribute 


to a collective response. The overarching objectives of this project were to de-implement high-risk, low-


value opioid prescribing practices in primary care and to bolster the prevention, early detection, and 


management of adverse effects in patients who have been prescribed opioids. 


Implementation of this project, which included the process of reducing or discontinuing practices that are 


no longer evidence based, encompassed three tiers: 


1. Tier 1: Fostering better clinical guidance in order to facilitate improved patient screening and 


assessment, and safer opioid prescribing practices; 


2. Tier 2: Building a stronger shared care pathway between primary care and addiction services; and 


3. Tier 3: Operationalizing a cross-sectoral response to the opioid crisis by enhancing capacity of 


community partners to collaborate and leverage resources. 


The second tier, Tier 2 of the Opioid De-Implementation Initiative: Implementing the Staged Screening and 


Assessment Tools (GAIN-SS CAMH Modified, MMS, and GAIN Q3 MI ONT), is the focus of this report 


(hereinafter referred to as “Tier 2 of the Opioid De-Implementation Initiative”, “Tier 2”, or “the pilot”, 


interchangeably). 


This report describes the goals and implementation evaluation of Tier 2 of the Opioid De-Implementation 


Initiative, the pilot implementation process at the five participating primary care sites, and lessons learned 


from this work. 


GOAL OF THE PROGRAM 


The primary goals of Tier 2 of the Opioid De-Implementation Initiative within the broader project, A System-


Wide Approach to De-implementation of High-Risk Opioid Prescribing and Use, were twofold: (1), to enhance 


coordination and collaboration between primary care and the publicly funded community addiction sector; 


and (2), to enhance capacity of the primary care pilot sites to identify mental health and addiction issues 


and connect patients with appropriate services. 


These goals were realized by undertaking two key activities: 


1. Supporting implementation of the Staged Screening and Assessment Tools (GAIN-SS CAMH 


Modified, MMS, and GAIN Q3 MI ONT)2 in the primary care pilot sites. These Staged Screening and 


Assessment (SS&A) tools are currently being used in the addictions sector, as mandated by the 


Ministry of Health (MOH). Given that primary care is out of this mandate’s scope, for funding 


reasons, the SS&A tools are not mandated for use in the primary care setting. 


2. Co-developing a referral/shared care pathway between the primary care pilot sites and their 


respective local addictions agencies in order to foster a warm handoff approach. 
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PILOT SITES AND KEY PARTNERS 


The following five primary care sites participated in Tier 2 of the Opioid De-Implementation Initiative: 


1. Atikokan Family Health Team 


2. Greenstone Family Health Team 


3. Le Centre de Santé Communautaire du Temiskaming (CSC Du Temiskaming) 


4. West Parry Sound Health Centre 


5. Thames Valley Family Health Team 


A sixth site, Brock Community Health Centre, was initially selected to participate in the pilot but withdrew 


before initial implementation began. No reason was provided for their withdrawal. 


Key partners included the following: 


1. Ministry of Health (MOH) 


2. Association of Family Health Team of Ontario (AFHTO) 


Funding for this pilot was made available from the Ministry of Health (MOH). This work was a collaboration 


between the Provincial System Support Program (PSSP) at the Centre for Addiction and Mental Health 


(CAMH) and the participating family health teams (FHTs) and community health centres (CHCs). 


TIMELINE OF PILOT SITE SELECTION AND SS&A IMPLEMENTATION 


 


Time Period SS&A Implementation Milestone 


July 2018 Primary care sites interested in the pilot engaged in calls with the PSSP team to learn 


more about Tier 2 of the Opioid De-Implementation Initiative. Interested sites 


completed a readiness assessment survey to indicate their interest in participating. 


August 2018 Using a modified version of The Hexagon Discussion and Analysis Tool,3 six primary 


care sites were selected as pilot sites based on site need, fit, readiness, and capacity. 


October 2018 Designated staff from four of the six primary care pilot sites began the Local Trainer 


training process through Chestnut Health Systems,4 the proprietor of the SS&A tools. 


Local Trainers are individuals who are able to administer SS&A and train others in 


using the tools. Training typically lasts six months. 


November 2018 PSSP Implementation Specialists were matched with SS&A leads of each primary 


care pilot site for implementation support. 


January 2019 Certified Local Trainers were matched with clinicians from their own or another 


primary care pilot site to begin training Site Interviewers, who will be able to 


administer SS&A. Training typically lasts three months. 


December 2018 Brock Community Health Centre withdrew from the pilot. Five primary care pilot sites 


remained. 


June 2019 Administration of the screening tools (GAIN-SS CAMH Modified, MMS) began for at 


least one of the five primary care pilot sites. Administration of the SS&A tools, for the 


rest of the sites was staggered thereafter (if there was an opportunity for its use). 
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August 2019 Thames Valley Family Health Team elected to discontinue training a Local Trainer and 


discontinue use of the assessment tool (GAIN Q3 MI ONT). 


March 2020 Funding for pilot implementation ended. Beyond the pilot, primary care pilot sites were 
able to choose whether they continued to use the SS&A tools or not. 


EVALUATION AND METHODOLOGY 


PURPOSE OF EVALUATION 


The purpose of this evaluation was to understand the pilot implementation of Tier 2 of the Opioid De-


Implementation initiative at the five primary care pilot sites. The findings of this evaluation informed lessons 


learned around the key activities of Tier 2: (1), implementation of the SS&A tools in the five primary care 


pilot sites; and (2), the development of a referral/shared care pathway between the five primary care pilot 


sites and their respective local addictions agencies. 


SCOPE OF EVALUATION 


This evaluation was a post-test only design, where data was collected once after the pilot was implemented. 


An evaluation framework was developed to build and explore questions that would aid in understanding the 


pilot implementation at the five primary care pilot sites (refer to the Appendix for details on the evaluation 


framework). 


DATA COLLECTION AND ANALYSIS 


QUANTITATIVE SOURCES 


A review of project-related documents was conducted to collect information around the profile of the five 


primary care pilot sites and the local mental health and addictions agencies in their respective 


communities. Project-related documents were provided by the relevant PSSP Implementation Specialists 


overseeing the Tier 2 pilot. Local Health Integration Network (LHIN) websites (e.g., 


www.northwesthealthline.ca, www.southwesthealthline.ca) and main websites of the five primary care pilot 


sites (e.g., www.atikokanfht.com) were also used to solicit this information. 


A satisfaction survey consisting of 21 questions (refer to the Appendix for details on the survey), with 


responses on a 5-point Likert scale, was developed and administered through SurveyMonkey 


(www.surveymonkey.com). The survey was open between August 1st, 2020 and Sept 4th, 2020. Of the 15 


individuals that were invited to engage in the survey, four individuals participated. Due to this low number of 


responses (n<5), the results of the satisfaction survey were neither included nor used for analysis in this 


report. 


Data Source Time of Collection Analysis 


Document review (e.g., training tracking sheet, 


readiness assessments, agency action plans, 


project updates) 


August 2020 Descriptive 


Satisfaction surveys August 2020 Excluded in the analysis 



http://www.northwesthealthline.ca/

http://www.southwesthealthline.ca/

http://www.atikokanfht.com/

http://www.surveymonkey.com/
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Secondary administrative data (e.g., Local Health 


Integration Network websites) 


September 2020 Descriptive 


QUALITATIVE SOURCES 


Two versions of an interview guide consisting of 19-21 questions (refer to the Appendix for the interview 


guides) were developed and administered virtually via WebEx (www.webex.com), an online meeting 


platform. Only audio was used during the interviews. One PSSP Evaluator conducted and facilitated the 


interviews, while a second was present to take notes. Two different versions of the interview guide were 


administered depending on the type of staff role the participant held. Interviews were scheduled and 


conducted in August 2020. Of the 15 individuals that were invited to engage in the interviews, four 


individuals participated. Paraphrasing of the interview responses was done in an attempt to preserve 


anonymity, where possible. 


Data Source Time of Collection Analysis 


Interviews August 2020 Thematic 


RECRUITMENT OF PARTICIPANTS 


Key informants were identified by the primary PSSP Implementation Specialist overseeing the Tier 2 pilot. 


The primary Implementation Specialist emailed the key informants between June 2020 – July 2020 around a 


request to participate in the evaluation, which would consist of participating in either the satisfaction 


survey, interview, or both. 


The primary PSSP Evaluator then followed up with these individuals within the same week of initial contact 


with further information around the evaluation and provided consent forms for participation. A follow-up 


was initiated by the primary PSSP Evaluator if there was no response within approximately two weeks of the 


initial recruitment email. Interviews were scheduled and/or the hyperlink to the satisfaction survey was 


provided upon receipt of a signed consent form by the participant. 


A last follow-up email was sent to those who had not responded to the initial recruitment email by the 


primary PSSP Implementation Specialist on August 31st, 2020. This email requested participation in the 


satisfaction survey only. 


RESULTS 


QUANTITATIVE MEASURES 


SITE PROFILES 


Profile information for each of the five primary care pilot sites was collected to understand the type of staff 


involved at each site and the patient community they serve (Table 1). As of September 2020, four of the five 


pilot sites have at least one site interviewer that is certified; previously, there was at least one site 


interviewer that was certified at each site. Only one pilot site (CSC Du Temiskaming) has at least one local 


trainer that is certified; previously there was another certified at West Parry Sound Health Centre. There is a 


variety of different staff roles identified at all pilot sites that have in-house mental health and addictions 



http://www.webex.com/
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clinical capacity. However, Atikokan FHT and Greenstone FHT reported that they do not have in-house 


expertise for the treatment of addictions. As well, there is a range of staff and patient volume across the 


pilot sites, with Atikokan FHT having the lowest number of staff and patient volume and Thames Valley FHT 


having the highest number of staff and patient volume out of all the pilot sites. 


Table 1. Profile of the primary care pilot sites 


 Atikokan 


Family Health 


Team 


Greenstone 


Family Health 


Team 


CSC Du 


Temiskaming 


West Parry 


Sound Health 


Centre 


Thames Valley 


Family Health 


Team 


# of site interviewersa 1 1 1 2 None 


# of local trainersa None None 1 None None 


# of healthcare staff at 


each siteb 


8 5 20 15 225 


Type of staff rolesb Dietician, 


Mental Health 


Worker, Nurse 


Practitioner, 


Pharmacist, 


Physician, 


Registered 


Nurse, 


Registered 


Practical 


Nurse, Social 


Worker 


Health 


Educator, 


Nurse 


Practitioner, 


Physician, 


Registered 


Nurse, Social 


Worker 


Dietician, 


Health 


Promotion 


Worker, Mental 


Health Case 


Manager, 


Nurse 


Practitioner, 


Physician, 


Registered 


Nurse, Social 


Worker 


Addictions 


Counsellor, 


Nurse 


Practitioner, 


Physician, 


Registered 


Nurse, Social 


Worker 


Dietician, 


Nurse 


Practitioner, 


Occupational 


Therapist, 


Pharmacist, 


Physician, 


Quality 


Improvement 


Specialist, 


Registered 


Nurse, 


Respiratory 


Therapist, 


Social Worker 


Patient volumeb,c 1,291 3,017 Not Reported 22,190 128,090 


LHIN North West North West North East North East South West 


Regional catchment 


area 


Rainy River Thunder Bay Nipissing-


Temiskaming 


Parry Sound Elgin, London-


Middlesex, 


Oxford 


In-house expertise for 


treatment of addictions 


No No Yes Yes Yes 


In-house mental health 


and addictions clinical 


capacity (e.g., social 


workers) 


Yes Yes Yes Yes Yes 


Footnotes: 
a As of January 2021 
b Determined using either one of, or a combination of the following data sources: 2018 readiness assessment surveys, LHIN websites, and the 
main websites of the five primary care pilot sites. Main websites were scanned first to identify the most up-to-date information. If this was not 
reported or did not specify when it was last updated, then the 2018 readiness assessment surveys were used to report this information. This 
information may not be accurate during the time this pilot unfolded and at the time this report was published 
c Number of active patients served (who had at least one visit between Jan 1st, 2017 – Dec 31st, 2017) 


ADDICTIONS AGENCIES 
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Profile information for the local addictions agencies within the same community of each of the five primary 


care pilot sites was collected to understand the type and amount of addictions services and programs that 


were available (Table 2). Categories of addictions services and programs were identified using the LHIN 


websites of the pilot sites. The number of services and programs was counted for each pilot site, after 


filtering for their specific regional catchment areas. Although there may be services or programs housed 


outside of the pilot site’s regional catchment area that still serves that area, these are not included in the 


total count.  


There is a variety of addictions services and programs available across the pilot sites. However, West Parry 


Sound Health Centre and Thames Valley FHT are the only sites that have at least one agency type in their 


community. These two sites also have the highest count of total local addictions agencies among the five 


sites. Categories with the smallest presence across all pilot sites include community withdrawal 


management, residential withdrawal management, self-abuse, and sex and love addictions. 


Table 2. Type of local addictions agencies in each of the pilot sites’ community 


 Atikokan 


Family Health 


Team 


Greenstone 


Family Health 


Team 


CSC Du 


Temiskaming 


West Parry 


Sound Health 


Centrea 


Thames Valley 


Family Health 


Teamb 


# of total local 


addictions agenciesc,d,e 


71 45 61 117 142 


Addiction Education 


and Prevention 


16 9 1 11 9 


Addiction Support 


Groups 


15 5 7 13 19 


Alcohol and Drug 


Addiction Assessment 


and Treatment 


22 17 29 55 31 


Community Withdrawal 


Management 


None None None 4 7 


Housing for People with 


Addictions 


2 10 2 6 13 


Opioid Dependence   6 6 29 


Problem Gambling 14 2 5 4 13 


Residential Treatment 


for People with 


Addictions 


None None 2 5 7 


Residential Withdrawal 


Management 


None None None 1 3 


Self-Abuse None None None None 4 


Sex and Love 


Addictions 


None None None 1 None 


Smoking Cessation 2 2 9 11 7 


Footnotes: 
a www.NorthEasthealthline.ca combines service and program searches for Parry Sound with Sudbury and Manitoulin regions 
b www.SouthWesthealthline.ca combines services searches for Oxford with the Norfolk region. Therefore, services for this regional catchment 
area includes Elgin, London-Middlesex, Oxford, and Norfolk 



http://www.northeasthealthline.ca/

http://www.southwesthealthline.ca/
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c May include duplicates as an organization may provide more than one type of service/program. For example, an organization may provide both 
problem gambling and smoking cessation services, which are separate categories 
d Only agencies that are located within each pilot site’s regional catchment area was included. Agencies outside of the regional catchment area 
that may still provide services/programs were excluded. Agencies included in this count may not have an established or existing relationship 
with the pilot sites 
e This information, as well as the sub-count of the agency types, may not be accurate during the time this pilot unfolded and at the time this 
report was published 


MENTAL HEALTH AGENCIES 


Profile information for the local mental health agencies within the same community of each of the five 


primary care pilot sites was collected to understand the type and amount of mental health services and 


programs that were available (Table 3). Categories of mental services and programs were identified using 


the LHIN websites of the pilot sites. The number of services and programs were counted for each pilot site, 


after filtering for their specific regional catchment areas. Although there may be services or programs 


housed outside of the pilot site’s regional catchment area that still serves that area, these are not included 


in the total count.  


There is a variety of mental health services and programs available across the pilot sites. CSC Du 


Temiskaming, West Parry Sound Health Centre, and Thames Valley FHT have the most diverse agency type 


in their community. These sites also have the highest count of total local mental health agencies among the 


five sites. Categories with the smallest presence across all pilot sites include advocacy and social action 


for people with mental illness, consent, capacity, and patient's rights, crisis lines, employment assistance 


for people with mental illness, mental health forensic programs, and self-abuse. 


Table 3. Type of local mental health agencies in each of the pilot sites’ community 


 Atikokan 
Family Health 
Team 


Greenstone 
Family Health 
Team 


CSC Du 
Temiskaming 


West Parry 
Sound Health 
Centrea 


Thames Valley 
Family Health 
Teamb 


# of total local mental 
health agenciesc,d,e 


83 68 147 255 451 


Advocacy and Social 
Action for People with 
Mental Illness 


None None None None 9 


Affective Disorders None 1 2 7 25 


Alzheimer's Disease 
and Related Dementias 


1 None 3 9 11 


Anger Management None 1 2 2 11 


Anxiety Disorders None None 2 7 25 


Bereavement Support  6 3 9 14 


Community Mental 
Health Programs 


12 5 26 47 35 


Consent, Capacity, and 
Patient's Rights 


None None None None 3 


Counselling - Family, 
Couple, Individual 


33 23 17 42 24 


Crisis Intervention 7 7 11 17 23 


Crisis Lines None None None 1 None 


Dementia 1 None 3 9 11 


Depression None 1 2 7 25 


Eating Disorders None None 2 2 14 
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Employment Assistance 
for People with Mental 
Illness 


None None None 1 None 


Hoarding None None None 1 2 


Housing and Residential 
Care for People with 
Mental Illness 


3 None 6 4 22 


Mental Health Courts 
and Diversion Programs 


1 None 6 5 8 


Mental Health for 
Children and Youth 


8 2 7 18 24 


Mental Health for 
People with Intellectual 
Disabilities 


1 1 11 3 10 


Mental Health for 
Seniors 


2 1 7 11 12 


Mental Health Forensic 
Programs 


None None 1 None None 


Mental Health Hospital 
Programs 


None None 5 4 22 


Mental Health Peer and 
Family Programs 


2 4 7 4 6 


Mental Health 
Promotion 


9 11 2 11 15 


Mood and Anxiety 
Disorders 


None 1 2 7 25 


Obsessive Compulsive 
Disorder 


None 1 2 7 25 


Panic Disorder None 1 2 7 25 


Postpartum Depression 1 None 1 8 2 


Psychosis None None 3 2 6 


Recreational and Social 
Programs for People 
with Mental Illness 


1 None 3 1 9 


Schizophrenia None None 4 2 2 


Self-Abuse None None None None 3 


Suicide 1 2 5 None 3 
Footnotes: 
a www.NorthEasthealthline.ca combines service and program searches for Parry Sound with Sudbury and Manitoulin regions 
b www.SouthWesthealthline.ca combines services searches for Oxford with the Norfolk region. Therefore, services for this regional catchment 
area includes Elgin, London-Middlesex, Oxford, and Norfolk 
c May include duplicates as an organization may provide more than one type of service/program. For example, an organization may provide both 
anxiety disorder and depression services, which are separate categories 
d Only agencies that are located within each pilot site’s regional catchment area was included. Agencies outside of the regional catchment area 
that may still provide services/programs were excluded. Agencies included in this count may not have an established or existing relationship 
with the pilot sites 
e This information, as well as the sub-count of the agency types, may not be accurate during the time this pilot unfolded and at the time this 
report was published 


QUALITATIVE MEASURES 


SCREENING TOOLS 


Utilization 



http://www.northeasthealthline.ca/

http://www.southwesthealthline.ca/
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“It hasn’t been a need thus far … we know our patients and we have the information.” 


Three of the four interviewees reported that they did not use the screening tools. Two individuals mentioned 


that because their site was unable to build the screening tools within their data systems, the tools were not 


used. Another individual commented that they found the screening tools not necessary to use, given that 


they know their patients very well; this individual further stated that their site would have used the screening 


tools if it was more beneficial. For the individual that did use the screening tools, the tools were 


administered electronically, however they reported that there was not enough demand for its use at their 


site (i.e., there were few new community member referrals and few clients to screen, even before COVID-19 


had unfolded). 


Barriers to uptake 


“It would be a hassle to re-learn it on the EMR if we first taught it on pen/paper and then switch.” 


There were several key reasons cited for little or lack of screening tool usage. One reason was EMR/data 


system challenges, including language barriers. Two individuals reported that the tools were not compatible 


with their existing systems, and although pen and paper administration was an alternative, manually 


calculating scores was too lengthy for staff to do. At the time of the interviews, these sites reported that 


integration of the tools onto their existing systems would require further external expertise (e.g., JavaScript 


programmer). Progress around this, however, was delayed. Furthermore, one individual reported that if the 


screening tools were to be scaled up at their sister sites, individual site permission for downloading and 


implementing it would be required. 


In relation to data system challenges, one individual commented that the screening tools were unable to be 


built or used in French, which was their community’s primary language; they found the translated version of 


the tool not accurate enough for it to be used by staff/for patients. This also contributed to the lack of buy-


in and engagement from staff and/or patients. Other reasons for lack of buy-in and engagement were staff 


attitudes, such as their stance on how the tools may impact their current work processes (i.e., buy-in is 


based on providers’ opinions on whether changing their current practices are worthwhile), entrenched 


disinterest in past initiatives, and lack of a champion for the pilot. 


Another implementation barrier noted was that one individual’s site had an established screening method of 


what worked best for them and their patients. This site had a strong relationship with their patients already, 


as well as knowledge of and access to their health history prior to the pilot’s implementation. Further, they 


highlighted that they already held strong connections with their local addictions agencies. As such, they felt 


that it was not necessary to conduct screenings. Another individual reported that staff found other well-


known tools, such as the Patient Health Questionnaire (PHQ-9) or Generalized Anxiety Disorder scale (GAD-


7), easier and quicker to use, despite these not being substance use screeners. 


Facilitators of uptake 


“It was great. No complaints. The support was excellent.” 
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As screening tool use was quite limited, only a few facilitators for their uptake were noted. First was 


implementation support, to which all individuals stated that they were satisfied with training, orientation, 


and implementation support provided by the PSSP implementation team. This spurred initial interest in 


adopting the tools. They quoted that the training was valuable and that it was a positive experience. To add 


to this, one individual reported that their site’s decision to not use the screening tools was not influenced by 


the implementation support received, and that it was due to external factors beyond their control. 


Additionally, one individual highlighted the significance of the screening tools as a result of their existing 


knowledge of using the tool in the mental health and addictions sector. Another individual mentioned that 


the screening tools capture a lot more depth and understanding than the PHQ-9 and GAD-7 does.  


Sustainability 


“Screening is appropriate. It can be used anywhere and it’s standardized.” 


With the exception of one individual that mentioned the screening tools were not necessary, three 


individuals reported that the screening tools were a need in their community and were appropriate for 


primary care. One individual reported that it would be helpful if screening tools were implemented in primary 


care, as it would encourage standardization across both primary care and the mental health and addictions 


sectors. 


When asked of their next steps around the use of the screening tools beyond the pilot, all individuals 


reported that more time, resources, and buy-in is required to witness more adoption. For example, one 


individual stated that the tools were part of their strategic planning and discussions within a newly formed 


task force group. Another individual highlighted that while the tools do have a place in primary care, there 


must be others on board to strengthen buy-in. 


ASSESSMENT TOOL 


Utilization 


“There isn’t enough demand for the GAIN Q3.” 


Three of the four interviewees reported that there were very few opportunities to use the assessment tool, 


whereas one individual stated that their site did not use it at all. For the three individuals that did use the 


assessment tool, the tool was administered electronically, however they reported that there was not enough 


demand for its use at their site (i.e., there were few new community member referrals and few clients to 


assess). For the individual that did not use the assessment tool, they stated that since the local mental 


health and addictions agencies in their community were already conducting assessments, their site did not 


see it necessary to conduct it themselves. 


Barriers to uptake 


“Buy-in is on an individual basis … The more tools and forms thrown at them (service providers), the more 


resistance is met.” 
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There were several, key reasons cited for little or lack of assessment tool usage. One significant reason was 


its complexity and length. The majority of individuals mentioned that it made more sense for mental health 


and addictions services to conduct the assessments, due to their stronger capacity and expertise. One 


individual highlighted that its complexity and length was also frustrating for some of their patients; some 


patients became impatient during lengthy sessions, which challenged staff to support them and maintain 


their engagement. 


Similarly to the screening tools, there was lack of buy-in and engagement from staff. Reasons for this were 


staff attitudes, such as their stance on how the tools may impact their current work processes (i.e., 


disrupting workflow and their current practices for patient care), entrenched disinterest in past initiatives, 


and lack of an accurate translation of the assessment tool in one site’s primary language (French). 


Facilitators of uptake 


“Wish that I can do the GAIN Q3 to help define treatment. It’s very thorough and invites conversations.” 


While individuals declared that the assessment tool was not a right fit for their site, they pointed out a few 


benefits for potentially adopting the assessment tool. One is the depth of knowledge gained from using the 


tool, which benefits both the staff and patients. Two individuals reported that the assessment is thorough 


and invites conversation, and provides a lot more information than their previous assessment practices. 


All individuals reported that they were satisfied with training, orientation, and implementation support 


provided by the PSSP implementation team. This spurred initial interest in adopting the assessment tool. 


They quoted that the training was valuable and that it was a positive experience. There was no indication 


from any of the individuals that their site’s decision to discontinue using the assessment tool was 


influenced by initial and continued implementation support. 


Sustainability 


“Addictions organizations doing the GAIN Q3 are doing it well. So, it’s not appropriate at this time.” 


With the exception of one individual that mentioned the assessment tool would be somewhat beneficial for 


their site, the rest of the individuals raised that the assessment tool was not particularly appropriate for 


primary care. Individuals highlighted that although there is a clear need for its use for the community, it is 


more appropriate for mental health and addictions services to be conducting the assessments. Refraining 


from the duplication of services was also cited as a key reason.  


When asked of their next steps around the use of the assessment tool beyond the pilot, most individuals 


reported that it was not appropriate at this time. One individual surmised that if their site housed on-site 


mental health and addiction services (i.e., a “one-stop shop”), then perhaps adoption of the tool would be 


appropriate. In addition, this individual reported that staff consistency and stabilization, as well as 


becoming more familiar with the tools, would be required for it to be potentially sustainable.  


SHARED CARE PATHWAY AND RELATIONSHIPS 


Utilization 
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“Very satisfied with building connections. Great to see what others are doing.” 


All four individuals reported that they attempted to leverage opportunities to develop and/or strengthen 


relationships with their local mental health and addictions agencies, where possible. However, the 


individuals varied in degree of how those relationships were used and how those changed due to the pilot. 


Some individuals mentioned that existing shared care pathways were consistently used, and that there were 


already strong connections. Conversely, one individual mentioned that there was no movement in building a 


pathway. 


Challenges 


“Every site is on a different EMR. Client data has to be entered at every single site.” 


Of what was shared by the interviewees, three primary challenges in building and/or strengthening the 


shared care pathway were noted. One individual shared that the social determinants of health readily impact 


their patients’ ability to access local services. Thus, their site’s ability to cast a wider network of 


relationships was inherently limited by how far and how much their patients can access. Another challenge 


noted was staff’s entrenched disinterest in past initiatives and resistance in changing the status quo (i.e., 


what they are used to). The third challenge was EMR/data system considerations, where linking data to 


sister sites would require a great deal of work around acquiring individual site permissions for downloading 


and accessing patient health information. 


Facilitators 


“Some staff from this site also work at other sites and can bring that knowledge to those sites.” 


There were two notable facilitators for building and/or strengthening the shared care pathway. The first was 


having many and/or existing relationships and leveraging them, which is more advantageous than having 


fewer and/or lack of existing relationships. The second was a training and knowledge exchange meeting, 


where staff from both primary care and mental health and addictions convened to share lessons learned. As 


a result of this meeting, staff learned more about other sites and local services, and were able to bring that 


knowledge back to other colleagues. 


Sustainability 


“Yes, there is a place. But we can’t be the only one on board though.” 


All individuals agreed that a shared care pathway is both appropriate for, and a need, in their community. 


One individual further acknowledged that for communities with little to no clear pathways, the development 


of one would be beneficial. Another individual commented that knowledge of local services is important for 


patient care and that pathways can only be strengthened if primary care and mental health and addictions 


are committed to working together. 


Some key considerations were highlighted when individuals were asked to share their thoughts around next 


steps beyond the pilot. The first was that the full potential of relationships and pathways was not realized 


during the pilot, as this will likely take a long time to come to fruition. This goes in hand with the second 
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consideration, which is the requirement for multiple community partners to be involved and committed, as a 


pathway cannot be developed alone. The third is the need for financial resources and increased capacity, in 


order to build a more streamlined EMR/data system that can easily track patients’ health information and 


aid in transition planning. 


CONCLUSIONS 


LIMITATIONS 


There were noteworthy limitations that may have impacted the findings of this report. The first of which 


stems from the scope of this evaluation. Given that a one-group, post-test only design was used (i.e., data 


was only collected at one point after the pilot was implemented), there is a risk of recall bias from the 


participants (inaccurate recollection of past experiences) and lack of strong evidence for change as a result 


of the pilot being implemented. As well, data for the site profiles was partially collected from readiness 


assessment surveys received in 2018, LHIN websites, and the main websites of the five primary care pilot 


sites, which may not be accurate during the time this pilot unfolded. This limitation extends to the data for 


the profile of the mental health and addictions agencies as well.  


The second stems from the low sample size of participants, with only four individuals having participated in 


the survey and/or interviews. Due to this low number of responses, the results of the satisfaction survey 


were neither included nor used for analysis in this report. In reference to the interviews, the experiences and 


responses shared by each individual may not be entirely reflective of their respective site’s experience and 


opinions, and may not be generalizable to other primary care sites outside of this pilot. As well, these 


opinions may not be representative of the true context across each of the five primary care pilot sites’ 


implementation experience, as well as sites’ individual staff experiences. Furthermore, time and resource 


constraints of the interviews may not have allowed a fuller exploration and understanding of participants’ 


experience with the pilot. 


Last was COVID-19, which impacted the way health and mental health and addictions care was being 


delivered, upon announcement of a state of emergency in Ontario in March 2020. As a result of this, 


individuals who were initially solicited for participation in either the survey or interviews were unable to 


participate due to COVID-19 related priorities and commitments (i.e., redeployment) that required their 


immediate attention. 


A pre-test, post-test evaluation design may have allowed a greater understanding in any potential change 


occurring at the primary care pilot sites before and after pilot implementation. Additionally, a larger sample 


size of participants, in both the survey and interviews, would have revealed a greater detail of the context of 


each pilot site and any differences in individual staff experiences. This would have enabled the inclusion 


and analysis of the satisfaction survey results, which could have been used to triangulate with the 


qualitative data, thereby strengthening the findings. As such, it would have been preferable to begin 


recruitment of the participants in the survey and interview before funding for the pilot implementation had 


ended in March 2020; though, this timing would also have been impacted by COVID-19. Administrating the 


survey and interview beforehand may have mitigated the low sample size if more individuals participated 


prior to COVID-19 unfolding. 
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LESSONS LEARNED 


Screening tools (GAIN-SS CAMH Modified, MMS) 


 Although there was very little to lack of use of the screening tools in the primary care pilot sites, 


three of the four interviewees acknowledged that it can be useful and important in primary care. 


More time, resources, and buy-in are likely required to witness more adoption of the tool in primary 


care, if enabled. 


 The screening tools may not initially appear to be as valuable for communities with low demand 


(i.e., low patient referral) or smaller communities where the primary care providers already have an 


established and strong understanding of their patient population. Different implementation 


strategies may need to be employed to highlight the (add-on) value of the tool in these settings. 


Assessment tool (GAIN Q3 MI ONT) 


 The assessment tool does not appear to be a good fit in primary care at this time due to a number 


of factors. These include the fact that there is limited staff capacity to deliver the assessments and 


that the local mental health and addictions agencies have better expertise and capacity to conduct 


them. 


 The assessment tool, however, may be appropriate in settings with on-site mental health and 


addictions services (i.e., a “one-stop shop”). This may be important to consider in communities with 


lesser diversity in mental health and addictions service types, as identified in Table 2 and 3 of this 


report. To highlight an example, it was identified that there is no agency specializing in community 


withdrawal management in three of the five primary pilot sites’ regional catchment area. 


 A scan of the profile of local mental health and addictions agencies at the pilot sites speaks to the 


availability and capacity of providers who have greater expertise in administering the assessment 


tool. 


 Of those who were trained to use the assessment tool, they acknowledged that it does indeed 


provide further depth and understanding of the patient’s health and treatment planning. 


Shared care pathway and relationships 


 Building a shared care pathway with little to no existing relationships can be challenging. 


 A considerable amount of time is required for relationships and the shared care pathway between 


primary care and their local mental health and addictions agencies to reach their full potential. As 


such, the timeframe of this pilot was not long enough to witness the pathway’s fruition for each of 


the primary care pilot sites. 


 A scan of the profile of local mental health and addictions agencies at the pilot sites speaks to the 


potential of a large range of relationships and pathways that can be created. However, this is 


challenged by the little context revealed as to what can be done to build and/or strengthen this 


pathway, given the short timeframe of the pilot. It is noteworthy that developing trust and rapport to 


strengthen the pathway requires consistent and committed effort from all parties involved. 


Staff engagement 
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 The level of staff engagement for the pilot (to either the adoption of the screening tools, the 


assessment tool, and/or building a shared care pathway) can be dependent on a number of factors. 


These include perceived ease of using the tools and/or building a shared care pathway (e.g., 


appropriate language translation), how readily they are able to adopt (e.g., staff capacity, EMR/data 


systems are compatible), and perceived importance and need at their primary care organization 


and/or community. 


 Staff engagement and knowledge may be improved through participation in lessons learned and 


knowledge exchange interactions between primary care and mental health and addictions 


providers. 


 Continued and consistent implementation support can foster staff engagement. 


EMR/Data systems 


 There are challenges around the integration of the screening tools into existing EMR/data systems 


of the pilot sites, and these challenges may vary from site to site. 


 Continued engagement (e.g., staff buy-in, champion for initiatives) and implementation support may 


mitigate these challenges by championing the need for, and importance of, integrating the 


screening tools into sites’ EMR/data systems. 


RECOMMENDATION 


To recap, the primary goals of Tier 2 of the Opioid De-Implementation Initiative were twofold: (1), to enhance 


coordination and collaboration between primary care and the publicly funded community addiction sector; 


and (2), to enhance capacity of the primary care pilot sites to identify mental health and addiction issues 


and connect patients with appropriate services.  


Two key activities would aid in realizing these goals: 


1. Supporting implementation of the Staged Screening and Assessment Tools (GAIN-SS CAMH 


Modified, MMS, and GAIN Q3 MI ONT) in the primary care pilot sites. 


2. Co-developing a referral/shared care pathway between the primary care pilot sites and their 


respective local addictions agencies 


Based on the limited findings and low sample size of this report, further investigation is needed to explore 


the value of the screening tools in primary care. Although there was evidence of little to no utilization of the 


screening tools among the four individuals interviewed, there was acknowledgement that it can be useful 


and important in primary care. There appears to be some potential of the screening tools’ usage in primary 


care, provided there is staff buy-in, patient demand, and the necessary infrastructure (EMR/data systems) in 


place.  


As for the assessment tool, it is also recommended to further explore its value within primary care. 


Although the limited findings from the four interviews suggest that there is little to no interest in its 


continued use at their sites, this may not be generalizable for primary care as a whole. The assessment tool 


may be considered for continued use in primary care only if it is appropriate and necessary, such as for 


primary care sites with on-site mental health and addiction services (i.e., a “one-stop shop”). While the 
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assessment tool does provide a deeper understanding of patients’ health and treatment planning, a great 


deal of expertise and capacity is required for its conduct. For both the screening and assessment tools, it is 


noteworthy that any future investigation during the climate of COVID-19 may be challenging (e.g., 


participation in implementation and evaluation) if any, due to there being COVID-19 related priorities and 


commitments (i.e., redeployment) being experienced by the health care system. 


Last, it is recommended to consider the continued and expanded development of a shared care pathway 


between primary care sites and their local mental health and addictions agencies, recognizing an extended 


period of time is required to witness the pathways’ fruition. Given that there was little context revealed as to 


what can be done to build and/or strengthen this pathway, further investigation is needed. There was 


acknowledgement among all interviewees that building and/or strengthening this pathway and relationships 


is valuable, thereby warranting its further exploration. 


APPENDIX 


EVALUATION FRAMEWORK 


Opioid De-Implementation Initiative (Tier 2): An evaluation of the pilot implementation of the Staged 


Screening and Assessment Tools in primary care and building a shared care pathway 


Overall Program Goals: 


1. Implement the use of the Staged Screening and Assessment Tools (GAIN-SS CAMH Modified, MMS, and GAIN 
Q3 MI ONT) in primary care (5 pilot sites) 


2. Build a referral/shared care pathway between the primary care sites (5 pilot sites) and the local addictions 
agencies 


Evaluation Goal: 


1. Understand how the pilot, with the above program goals in mind, was implemented in each of the primary care 


pilot sites 


Evaluation Questions Sub-Evaluation Questions 
(if applicable) 


Measures Data Sources 


Implementation Outcomes    


What is the profile of the 
local addictions agencies 
in the communities of the 
primary care pilot sites? 


  # of local addictions 
agencies in each 
community 


 Count and frequency 
of local addictions 
agencies in each 
community by type 


 Staff description of 
local addictions 
agencies in 
respective 
community 


 Document review 
(e.g., training 
tracking sheet, 
readiness 
assessments, agency 
action plans, project 
updates) 


 Secondary 
administrative data 
(e.g., public health 
unit websites) 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 







22 
 


What is the profile of each 
of the primary care pilot 
sites involved?  
 


  # of site 
interviewers 


 # of local trainers 


 # of staff at each 
site 


 Type of staff roles 


 Patient volume 


 Catchment area 


 Staff description of 
site profile 


 Document review 
(e.g., training 
tracking sheet, 
readiness 
assessments, agency 
action plans, project 
updates) 


 Secondary 
administrative data 
(e.g., public health 
unit websites) 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


How has the program been 
implemented? 


How are clients being 
screened and/or assessed? 


 Screening 
processes of clients 


 Assessment 
processes of clients 


 Document review 
(e.g., training 
tracking sheet, 
readiness 
assessments, agency 
action plans, project 
updates) 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


What is the level of 
adoption of the program 
(Was it being used? To what 
extent?) 


 Utility of screening 
tools (GAIN-SS 
CAMH Modified and 
MMS) 


 Utility of 
assessment tool 
(GAIN Q3 MI ONT) 


 Capacity in building 
a shared care 
pathway 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


What is the level of 
appropriateness of the 
program’s implementation 
in primary care? 


 Appropriateness of 
screening tools 
(GAIN-SS CAMH 
Modified and MMS) 


 Appropriateness of 
assessment tool 
(GAIN Q3 MI ONT) 


 Appropriateness of 
building a shared 
care pathway with 
local addictions 
agencies 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


Which components of the 
program are working well? 
Not working well? 


 Benefits of Tier 2 of 
the Opioid De-


 Qualitative interview 
with site interviewers 
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Implementation 
initiative 


 Drawbacks of Tier 2 
of the Opioid De-
Implementation 
initiative 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


What was the 
implementation experience 
like for the staff at the 
primary care pilot sites? 


 Staff’s experience of 
implementation of 
Tier 2 of the Opioid 
De-Implementation 
initiative 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


What was training and 
orientation to the program 
like for the staff at the 
primary care pilot sites 
(Specific to available 
supports and capacity)? 


 Staff’s experience of 
training and 
orientation to Tier 2 
of the Opioid De-
Implementation 
initiative 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


What factors impeded or 
facilitated the delivery of 
the program? 


 Barriers of Tier 2 of 
the Opioid De-
Implementation 
initiative 


 Facilitators of Tier 2 
of the Opioid De-
Implementation 
initiative 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


Service Outcomes    


To what extent were staff 
at the primary care pilot 
sites satisfied with their 
participation of the 
program?* 


  % of staff satisfied 
with program 
participation 


 Staff satisfaction of 
program 
participation 


 Satisfaction survey 
with site interviewers 


 Satisfaction survey 
with local trainers 


 Satisfaction survey 
with site EDs 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


To what extent do staff at 
the primary care pilot sites 
perceive whether program 
continuation is important 
(among the Ministry of 
Health’s priorities) and 
relevant to the needs of 
clients in their community? 


  % of staff’s 
perception of the 
importance of 
program 
continuation in 
primary care 


 % of staff’s 
perception of 
program need in 
their community 


 Staff perception of 
the importance of 
program 


 Satisfaction survey 
with site interviewers 


 Satisfaction survey 
with local trainers 


 Satisfaction survey 
with site EDs 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 
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continuation in 
primary care 


 Staff perception of 
program need in 
their community 


How is the program 
affecting staff at the 
primary care pilot 
sites?
  


Were there positive effects? Positive effects of Tier 2 
of the Opioid De-
Implementation initiative 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


Were there negative 
effects? 


Negative effects of Tier 
2 of the Opioid De-
Implementation initiative 


 Qualitative interview 
with site interviewers 


 Qualitative interview 
with local trainers 


 Qualitative interview 
with site EDs 


Data sources legend: Specific measures may be captured by specific data sources as indicated by the font color 
(Document review – Orange; Qualitative interviews – Green; Satisfaction surveys - Blue). Black font indicates that 
multiple data sources may capture information for one or more specific measure(s). 
Footnotes: * While satisfaction is a subjective measure, it is important to collect information on attitudes (i.e., 
feelings, values, beliefs) even if the program does not have any affective goals. Programs produce attitudes, which 
may influence program implementation. Satisfaction with respect to the involvement and functioning of staff’s roles in 
implementing the program is captured according to the following domains: orientation and support, screening and 
assessment processes, and relationships and communication. 
 


SATISFACTION SURVEY 


Questions Responses 


In reference to Tier 2 of the Opioid De-Implementation initiative (implementing the 


Staged Screening and Assessment Tools (SS&A) in primary care and building a 


shared care pathway with the local addictions agencies), please rate your 


satisfaction of the following: 


 


Orientation and Support 


1. Receiving accurate information about this initiative 


2. Being able to understand the information about this initiative 


3. The training and onboarding sessions associated with the site interviewer 


certification process 


4. The training and onboarding sessions associated with the local trainer 


certification process 


5. The supports and resources available to me to carry out my role in this 


initiative (e.g., CAMH-PSSP support and coordination) 


6. My capacity to participate in this initiative, specific to my role and 


responsibilities 


 


Screening and Assessment Processes 


5-point Likert Scale: 


 Very Satisfied 


 Satisfied 


 Neither satisfied 


nor dissatisfied 


 Dissatisfied 


 Very Dissatisfied 


 N/A (Option 


available for 


Questions 4, 8, and 


10) 
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7. Using the Staged Screening Tools (GAIN-SS CAMH Modified, MMS) at my 


primary care organization 


8. Using the Staged Assessment Tool (GAIN Q3 MI ONT) at my primary care 


organization 


9. The data system/platform (e.g., Catalyst, DATIS) used to document and 


track results from client screenings 


10. The data system/platform (e.g., Catalyst, DATIS, GAIN ABS) used to 


document and track results from client assessments 


 
Note: Those who answer dissatisfied or very dissatisfied to questions 7-10 will be 
prompted an open-ended question to clarify the reasoning behind their response. 
 


Relationships and Communication 


11. The development of a shared care pathway between my primary care 


organization and the local addictions agencies in my community in relation 


to this initiative 


12. The relationship my primary care organization has with the local 


addictions agencies in my community 


13. Having the opportunity to share my feedback around this initiative at my 


primary care organization 


14. Being involved in decision-making processes related to this initiative at my 


primary care organization 


15. Communication between those involved with this initiative at my primary 


care organization and in my community (e.g., frequency of communication, 


notification of updates, etc.) 


Please select the response that best represents your opinion on the following 


statements: 


1. There is a need for a shared care pathway between primary care and local 


addictions agencies in my community 


2. There is a need for using the Staged Screening Tools (GAIN-SS CAMH 


Modified, MMS) at primary care organizations in my community 


3. There is a need for using the Staged Assessment Tool (GAIN Q3 MI ONT) at 


primary care organizations in my community 


4. Among the Ministry of Health’s priorities that I am aware of, continuing to 


establish a shared care pathway between primary care and local 


addictions agencies is important 


5. Among the Ministry of Health’s priorities that I am aware of, continuing to 


implement the use of the Staged Screening Tools (GAIN-SS CAMH Modified, 


MMS) in primary care is important 


6. Among the Ministry of Health’s priorities that I am aware of, continuing to 


implement the use of the Staged Assessment Tool (GAIN Q3 MI ONT) in 


primary care is important 


5-point Likert Scale: 


 Strongly Agree 


 Agree 


 Neutral 


 Disagree 


 Strongly Disagree 


 


Is there anything else you would like to share? Open-Ended Text 


 


INTERVIEW GUIDE (SITE INTERVIEWER AND LOCAL TRAINER) 
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Great, let’s get started: 


Question 
Probe 


Can you tell me about the Opioid De-Implementation initiative 


you participated in? 


 


N/A 


Let’s talk a little more about your organization and the community it serves: 


Question 
Probe 


What are the local addictions agencies like in your community 


(e.g., what types, large/small)? 
N/A 


Can you tell me about your primary care organization (e.g., 


large/small, patient volume/type, programs offered)? 
N/A 


Now let’s talk about initiative itself: 


Question 
Probe 


Can you describe what your experience was like for any type of 
training or orientation you were involved with? 


 Can you tell me more about the types 
of support, if any, that were available 
to you? 


 How did this affect your capacity in 
your role? 


 Is there anything that you would 
change to make the process better? 


Can you walk me through the process of screening clients? 


 
What about the process of assessing clients? 


 Can you tell me more about the data 
system or platform (e.g., Catalyst, 
DATIS) used to document and track 
the results from screening and 
assessment? 


How was it like for you to use the staged screening tools (GAIN-
SS CAMH Modified and MMS)? 


 


What about using the staged assessment tool (GAIN Q3 MI 
ONT)? 
 
 
In what way has this initiative contributed to building a shared 
care pathway with the local addictions agencies? 


 How has this changed over time (i.e., 
from the start of implementation to 
now)? 


 Why/why not do you continue to use 
the screening tools? The assessment 
tool? 


 Can you speak to why usage for the 
GAIN Q3 was low? What do you think 
caused this? 


Can you tell me what worked well with using the Staged 
Screening Tools (GAIN-SS CAMH Modified, MMS)? 


What didn’t work well? 


 


Can you tell me what worked well with using the Staged 
Assessment Tool (GAIN Q3 MI ONT)? 


What didn’t work well? 


N/A 
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Can you tell me what worked well with building a shared care 
pathway with the local addictions agencies in your community? 


What didn’t work well? 


What was helpful for you in using the Staged Screening Tools 
(GAIN-SS CAMH Modified, MMS)? 


What challenges did you encounter? 


 


What was helpful for you in using the Staged Assessment Tool 
(GAIN Q3 MI ONT)? 


What challenges did you encounter? 


 


What was helpful for building a shared care pathway with the 
local addictions agencies in your community? 


What challenges did you encounter? 


N/A 


We’ll go into questions regarding your experience about having participated in the initiative: 


Question 
Probe 


What was your overall experience like during the 


implementation process of this initiative? 


 Is there anything that you would 


change to make the process better? 


How would you describe your general level of satisfaction 


towards your participation in this initiative? 


 Is there anything that you would 


change to make the process better? 


What are your thoughts around whether this initiative is 


appropriate for your primary care organization, with respect to: 


 Using the Staged Screening Tools (GAIN-SS CAMH 


Modified, MMS)? 


 Using the Staged Assessment Tool (GAIN Q3 MI ONT)? 


 Building a shared care pathway with the local 


addictions agencies in your community? 


N/A 


Was there anything positive that happened because of this 


initiative? 


 


Was there anything negative that happened because of this 


initiative? 


 


 


 What do you think caused this? 


 How did this affect the relationship 


you have with the local addictions 


agencies? 


 How did this affect the shared care 


pathway? 


 How did this affect the way the SS&A 


tools were used? 


 How did this affect quality of patient 


care? 


Last, we’ll go into the remaining questions regarding the future of the initiative: 
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Question 
Probe 


What are your thoughts around whether this initiative should 


continue to be implemented in a primary care setting (e.g., 


scaling up, increased funding)? 


 


What are your thoughts around whether this is a need in your 


community? 


 Can you speak to more about: 


o Building a shared care 


pathway with the local 


addictions agencies 


o The use of staged screening 


tools 


o The use of the staged 


assessment tool 


 Among the Ministry of Health’s 


priorities that you may be aware of, 


how important is this initiative? 


 Where does your primary care 


organization currently stand in 


continuing with this initiative? 


Is there anything else you would like to share? 


 


N/A 


 


INTERVIEW GUIDE (EXEUCTIVE DIRECTORS AND SS&A/TIER 2 LEAD) 


Great, let’s get started: 


Question 
Probe 


Can you tell me about the Opioid De-Implementation initiative 


you participated in? 


 


N/A 


Let’s talk a little more about your organization and the community it serves: 


Question 
Probe 


What are the local addictions agencies like in your community 


(e.g., what types, large/small)? 
N/A 


Can you tell me about your primary care organization (e.g., 


large/small, patient volume/type, programs offered)? 
N/A 


Now let’s talk about initiative itself: 


Question 
Probe 


Can you describe what your experience was like for any type of 


training or orientation you were involved with? 
 Can you tell me more about the types 


of support, if any, that were available 


to you? 


 How did this affect your capacity in 


your role? 







29 
 


 Is there anything that you would 


change to make the process better? 


How are staff using the Staged Screening Tools (GAIN-SS CAMH 


Modified, MMS)? 


How are staff using the Staged Assessment Tool (GAIN Q3 MI 


ONT)? 


 


In what way has this initiative contributed to building a shared 


care pathway with the local addictions agencies? 


 How has this changed over time (i.e., 


from the start of implementation to 


now)? 


 Why/why not do you continue to use 


the screening tools? The assessment 


tool? 


 Can you speak to why usage for the 


GAIN Q3 was low? What do you think 


caused this? 


 Can you tell me more about the data 


system or platform (e.g., Catalyst, 


DATIS) used to document and track 


the results from screening and 


assessment? 


Can you tell me what worked well with using the Staged 


Screening Tools (GAIN-SS CAMH Modified, MMS)? 


What didn’t work well? 


 


Can you tell me what worked well with using the Staged 


Assessment Tool (GAIN Q3 MI ONT)? 


What didn’t work well? 


 


Can you tell me what worked well with building a shared care 


pathway with the local addictions agencies in your community? 


What didn’t work well? 


N/A 


What was helpful for your primary care organization in using the 


Staged Screening Tools (GAIN-SS CAMH Modified, MMS)? 


What challenges did you encounter? 


 


What was helpful for your primary care organization in using the 


Staged Assessment Tool (GAIN Q3 MI ONT)? 


What challenges did you encounter? 


 


What was helpful for building a shared care pathway with the 


local addictions agencies in your community? 


What challenges did you encounter? 


N/A 


We’ll go into questions regarding your experience about having participated in the initiative: 







30 
 


Question 
Probe 


What was your overall experience like during the 


implementation process of this initiative? 


 Is there anything that you would 


change to make the process better? 


How would you describe your general level of satisfaction 


towards your participation in this initiative? 


 Is there anything that you would 


change to make the process better? 


What are your thoughts around whether this initiative is 


appropriate for your primary care organization, with respect to: 


 Using the Staged Screening Tools (GAIN-SS CAMH 


Modified, MMS)? 


 Using the Staged Assessment Tool (GAIN Q3 MI ONT)? 


 Building a shared care pathway with the local 


addictions agencies in your community? 


N/A 


Was there anything positive that happened because of this 


initiative? 


 


Was there anything negative that happened because of this 


initiative? 


 


 


 What do you think caused this? 


 How did this affect the relationship 


you have with the local addictions 


agencies? 


 How did this affect the shared care 


pathway? 


 How did this affect the way the SS&A 


tools were used? 


 How did this affect quality of patient 


care? 


Last, we’ll go into the remaining questions regarding the future of the initiative: 


Question 
Probe 


What are your thoughts around whether this initiative should 


continue to be implemented in a primary care setting (e.g., 


scaling up, increased funding)? 


 


What are your thoughts around whether this is a need in your 


community? 


 Can you speak to more about: 


o Building a shared care 


pathway with the local 


addictions agencies 


o The use of staged screening 


tools 


o The use of the staged 


assessment tool 


 Among the Ministry of Health’s 


priorities that you may be aware of, 


how important is this initiative? 


 Where does your primary care 


organization currently stand in 


continuing with this initiative? 


Is there anything else you would like to share? 


 


N/A 
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1.0 Background and Rationale in 2013-2014 


 


 In 2008 Health Canada announced the Drug Treatment Funding Program (DTFP), a key 


element of the National Anti-Drug Strategy. The focus of the DTFP was on enhancing the systems 


of services for people with substance use problems in Canada, emphasizing three broad target 


areas for investment: implementation of evidence-based practices; strengthening evaluation and 


performance measurement; and knowledge exchange. 


 Each province and territory was invited to submit proposals for system enhancement. The 


Ontario submission included the current project, Best Practice Screening and Assessment 


Procedures; the objectives being to assess the acceptability and utility of a new common package 


of screening and assessment tools and procedures for addictions treatment services in Ontario.  


The selection and pilot testing of these various screening and assessment tools was to culminate 


in a set of recommendations going forward to refresh or replace the current set of tools known as 


Admission and Discharge Criteria and Assessment Tools (ADAT).  The project built upon other work 


undertaken for the Ministry of Health and Long-Term Care (MoHLTC) in the past few years on 


screening and assessment tools and processes in Ontario.  This included an evaluation of the ADAT 


tools and related processes by Rush and Martin (2006), which called for a refresh or, if needed, a 


full replacement of the ADAT tools based on the feedback received. 


 The screening and assessment procedure implemented in this project was based on the 


framework for the stages of client engagement across screening, assessment and recovery 


monitoring developed by Rush and Castel (2011) and subsequently recommended in an 


international textbook on substance use treatment (Rush, 2015). In this framework, the process of 


screening and assessment is divided into the following stages: Stage 1 and Stage 2 Screening, and 


Stage 1 and Stage 2 Assessment. The staged approach works to ensure a progressive and efficient 


use of screening and assessment resources to guide treatment planning and eventually, recovery 


monitoring.  In the current project, the scope of the implemented procedure included the two 


stages of screening and the first stage of assessment in the framework.  Stage 2 Assessment was 


not implemented in the project because this more complex and longer duration assessment 
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process was seen as more agency-dependent and not feasible or appropriate to standardize across 


the treatment system.  In addition, the two-stage screening process focused on screening for 


mental health challenges in light of the past decade of research and development related to co-


occurring disorders among clients with substance use problems. 


 With support of the DTFP Advisory Committee, as well as the Screening and Assessment and 


Recovery Monitoring Working Group, the project team reviewed, selected, and successfully pilot 


tested a set of staged screening and assessment tools during the first phase of the project in 2011-


2013.  These included a set of two-stage screening tools with a focus on mental disorders (the 


Global Assessment of Individual Needs - Short Screener – CAMH Modified (GAIN-SS – CAMH 


Modified), the Psychiatric Diagnostic Screening Questionnaire (PDSQ), the Modified Mini Screener 


(MMS), and the Problem Oriented Screening Instrument for Teenagers (POSIT)), and a stage-one 


assessment tool, the GAIN Quick v3 - Motivational Interview (GAIN-Q3 MI).  All the selected tools 


have been shown to be reliable and valid for application in the addictions population based on 


empirical research, and are described in further details below.  


Stage 1 Screener: Global Appraisal of Individual Needs - Short Screener (GAIN-SS) – CAMH-
modified    


 The version of GAIN-SS used in this pilot work is a brief, 3-5 minute screening tool comprised 


of 20 items divided into four subscales. This tool can either be clinician- or self-administered, 


completed via paper and pencil or electronically, and is used to quickly and accurately identify 


clients that require a more thorough assessment. The instrument is comprised of 5 items on 


internalizing disorders; 5 items on externalizing disorders; 5 items on substance use problems; and 


5 items on crime/violence problems. A modified version of the GAIN-SS that includes 7 additional 


items was administered in this study1. This modified version was developed by CAMH (with 


permission from Chestnut Health Systems) and is widely used across Ontario.  


 The seven supplementary items cover eating disorders (2), traumatic experiences (1), 


psychotic symptoms (2) and problem gambling (2) (Cormier, 2011). Note that the seven CAMH-


added items have not been validated as an index. Rather, all items are individually scored using an 


                                                 
1 The Chestnut tool has since been revised to incorporate 3 new items; one of which was drawn from the CAMH-added 
items. 
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ordinal scale of the last occurrence of the events/symptoms. The GAIN-SS (CAMH-modified) is 


available in French (validated), is low cost ($100 site license per agency for five years of unlimited 


use of paper assessments of GAIN family of instruments), and appropriate for use in a wide age 


range (12 years and older). The tool has been shown to have excellent psychometric properties 


(Dennis et al., 2006; Rush et al., 2013a).  


Stage 2 Screener: Modified Mini Screener (MMS) 


 The MMS is a 22-item tool that covers 11 mental disorders in three areas. It is clinician-


administered and takes approximately 15 minutes to complete, and less than 5 minutes to score. 


The MMS has been validated for use in different ethnic groups and in a variety of settings, 


including corrections, shelters, outreach programs and substance use treatment services. The 


MMS uses a dichotomous yes/no scale and the time period for reporting ranges from lifetime to 


the past two weeks. The three areas covered by the MMS include anxiety/mood disorders, 


trauma/PTSD, and non-affective psychoses. The scoring of the MMS is additive, where every ‘yes’ 


answer receives a score of 1. The MMS is available for use at no cost and is appropriate for clients 


18 years and older. The instrument has good sensitivity (63% – 82%), specificity (61% - 83%) and 


overall accuracy (70% – 75%) (Alexander, Haugland, Lin, Bertollo, & McCorry, 2008). 


Stage 2 Screener: Psychiatric Diagnostic Screening Questionnaire (PDSQ) 


 The PDSQ is a 126-item tool that covers 13 of the most common DSM-IV disorders. The tool 


generally takes 15-20 minutes to complete, is self-administered or clinician-administered via paper 


and pencil, and is appropriate for use in adults aged 18 and up (Zimmerman & Chelminski, 2006). 


A pay-per-use cost is associated with the PDSQ -approximately $2 per client when the cost of the 


instrument, manual, scoring sheets, etc. are all factored in. The instrument uses a dichotomous 


yes/no scale, and the time period for reporting varies by item set, with time ranging from the past 


two weeks to six months. The disorders covered by the PDSQ include: mood (major depressive 


disorder); anxiety (post-traumatic stress disorder, obsessive-compulsive disorder); psychosis; 


substance use disorders; eating disorders; and somatization disorders. The PDSQ has undergone 


extensive psychometric testing including assessments of reliability and validity (Zimmerman & 
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Chelminski, 2006; Zimmerman & Mattia, 2001), as well as validation in a large Ontario substance 


abuse treatment sample (Rush et al., 2013a).  


Stage 2 Screener: Problem Oriented Screening Instrument for Teenagers (POSIT) 


 The POSIT is a 139-item tool and used for younger participants in the study (aged 12 to 17). 


The POSIT is a valid and reliable instrument designed to identify potential problem areas that 


require further in-depth assessment (McLaney, Boca & Babor, 1994). Specifically, it was developed 


to identify problems and potential needs for treatment or support in 10 areas including substance 


abuse, mental and physical health, and social relations. It is validated for adolescents 12 through 


19 years of age with 5th grade reading level and widely used in the United States and elsewhere. 


The POSIT takes approximately 20-30 minutes to administer and 2-5 minutes to score. The tool 


can be administered by paper, computer, or audiotape.  There is no cost for the use of the tool. 


Stage 1 Assessment: Global Appraisal of Individual Needs-Quick 3 (GAIN-Q3) – Motivational 
Interviewing (MI)   


 The GAIN‐Q3 MI is a multi‐purpose targeted assessment tool used to identify and address a 


wide range of life problems among both adolescents (aged 12 – 17 years) and adults (aged 18 


years and above) in diverse settings. The overall aim of the GAIN‐Q3 MI is to fairly quickly sort 


individuals into three groups: a) those who do not appear to have problems in need of attention; 


b) those who appear to have mild problems that can be addressed in a brief intervention; and c) 


those whose results indicate the need for a more detailed assessment and/or specialized 


treatment. Domains covered in the GAIN‐Q3 MI include school problems, work problems, physical 


health, sources of stress, risk behaviours for infectious diseases, mental health, substance use, 


crime and violence and life satisfaction (Lighthouse Institute, 2011). 


 In addition, the GAIN – Cognitive Impairment Scale (GAIN‐CIS), a separate tool from Chestnut 


Health Systems, may be included as part of the GAIN assessment process prior to the 


administration of the GAIN‐Q3 MI. This procedure is needed to assess whether the client 


possesses the necessary cognitive and literacy skills to complete the GAIN‐Q3 MI and is mainly 


comprised of questions about when and how often things have happened in the past. Sometimes 


clients might be experiencing some degree of cognitive impairment and such impairment may be 


the result of current intoxication or temporary or permanent mental health challenges. As 



http://www.ncbi.nlm.nih.gov/pubmed?term=Mattia%20JI%5BAuthor%5D&cauthor=true&cauthor_uid=11349235

http://journals2.scholarsportal.info.myaccess.library.utoronto.ca/search-advanced.xqy?q=Margaret%20Anne%20McLaney&field=AU

http://journals2.scholarsportal.info.myaccess.library.utoronto.ca/search-advanced.xqy?q=Frances%20Del%20Boca&field=AU

http://journals2.scholarsportal.info.myaccess.library.utoronto.ca/search-advanced.xqy?q=Thomas%20Babor&field=AU
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impairment is often a matter of degree and it is not always clear when someone is too impaired to 


go through the interview process, the GAIN‐CIS can be used to help assess if the client is impaired 


cognitively. The client has to score 10 or less on the GAIN‐CIS to be deemed “stable”, i.e., not 


cognitively impaired, to complete the GAIN‐Q3 MI. 


 The tools were pilot-tested in five addiction agencies across Ontario.  The overall feedback 


about the staged approach to screening and assessment was very positive. It showed that the 


staged approach was seen as an efficient way to proceed through a screening process (i.e. longer 


tools held in reserve until needed) and provided good coverage of both substance use and mental 


health issues. In particular, the strength of the information on mental health was highly valued 


and said to improve referrals to, and relationships with, required services. The staged approach 


was also seen as well-linked conceptually to both treatment planning and subsequent recovery 


monitoring.  The tools were subsequently put forward by the DTFP Advisory Committee and 


project Working Group as the recommended replacement for the ADAT tools package.  This 


recommendation received keen interest among stakeholders in the addiction sector and beyond.  


Importantly, while the tools in the ADAT package were to be replaced, the new package going 


forward retains the emphasis on motivation-based treatment matching on the basis of the 


assessment results, as in the ADAT decision tree.  


 Along with the generally positive feedback received, there were a few challenges noted with 


the overall staged approach and the use of the tools during the first phase of the project in 2011-


2013.  Staff from pilot agencies provided feedback around the perceived redundancy in some of 


the tools (e.g., the GAIN SS and the GAIN-Q3 MI which also includes the screening items). There 


was also a perceived need for a well-established response protocol to be in place so as to facilitate 


concrete referrals and follow-up.  The requirement that the GAIN-Q3 MI needs to be clinician as 


opposed to self- administered also posed challenges around group-intake processes at the 


selected agencies and potential increase in waiting time.  An important perceived disadvantage in 


the new suite of tools compared to ADAT was the apparent loss of the detailed substance use 


history and current patterns of use provided by the Drug History Questionnaire.  
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 In March 2013, Health Canada announced a one-year renewal for the Drug Treatment 


Funding Program.  In this year of renewal funding (2013-2014), the Best Practice Screening and 


Assessment Procedure Project focused its effort on: 


 examining data collected from the pilot test,  


 refining the staged approach and the use of tools for screening and assessment based on 


the feedback and analyses results from phase I, and 


 planning provincial dissemination of the tools and protocol, pending additional funding.  


 Specifically, the project team engaged in discussions and planning with the Program Advisory 


Committee and other stakeholders regarding provincial roll-out of the GAIN-Q3 MI within the 


Ontario addiction system, as well as how this tool may integrate with other provincial initiatives, 


such as Central/Coordinated Access, the Integrated Assessment Record (IAR), and the Ontario 


Common Assessment of Need (OCAN).  The team also invested in the development of summary 


reports and additional data collection tools to further improve screening and assessment for both 


the clients and clinicians. This included incorporation of the Substance Use (SU) Grids for the 


GAIN-Q3 MI assessment and development of additional clinical reports in ABS, the web platform 


of administration of the GAIN Q3 MI which is synchronized with Catalyst.  The French translation 


work of the GAIN-Q3 MI Ontario version was also completed in the past year.  The project team 


also evaluated the use of technology for self-administration of the screening and assessment tools 


and consulted with First Nations, Inuit and Métis stakeholders to explore the potential for cultural 


adaptation of screening, assessment and outcome-oriented tools.   


 This report documents in detail the work accomplished by the project team in the renewal 


year of DTFP in 2013-14, as a continuation of Phase 1 and provides a foundation for the 


implementation phase of the project as part of another iteration of Health Canada’s DTFP in 2016-


18.   This report on the work conducted in 2013-14 is organized in three sections: 


 Description of clients based on the staged model of screening and assessment 


 Results of self-administration versus clinician-administration of the GAIN-Q3 MI 


 Other highlights including dialogue with First Nations, Inuit and Métis and 


central/coordinated access 


 We conclude with a brief overview of the implementation plan to be initiated in 2015-16. 
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2.0  GAINing Insight on Clients Accessing Services through Screening and 
Assessment Data 


 During the pilot test of the staged approach to screening and assessment in 2012, the 


project collected valuable data on symptom severity regarding mental health and substance use 


problems, as well as level of functioning in multiple domains in the life of clients who are accessing 


services in publicly-funded addiction agencies in Ontario.  With the one-year extension of DTFP, 


the project team took the opportunity to examine these data in more depth.  This section starts by 


noting questions of interest to the team from the outset of the project and follows by providing 


relevant findings. 


a. What is the pattern of substance use among clients accessing services? 


b. What are the severities of problem areas assessed in the GAIN-Q3 MI assessment tool 


among clients accessing services?  


c. What is the proportion of clients with co-occurring mental disorders?   


d. What is the pattern of service utilization among these clients?  And what is the cost to 


society of clients utilizing these services? 


 The staged screening and assessment protocol and the associated tools were pilot tested 


across five addiction agencies in Ontario: Addiction Services of Thames Valley (ADSTV) in London, 


Fourcast in Peterborough, Manitoulin Community Withdrawal Management Services in Little 


Current, Addictions Centre in Belleville, and Rideauwood Addiction and Family Services in Ottawa.  


Details about these five addiction agencies and study recruitment process are presented in the 


Phase I final report for this project (Rush et al., 2013b).  However, the analyses described in this 


section are based on a sample of 150 participants, who completed the assessment tool, the GAIN-


Q3 MI, from ADSTV, Fourcast and the Addictions Centre in Belleville.  Participants from Manitoulin 


Community Withdrawal Management Services, and Rideauwood Addiction and Family Services 


represented a special client population within Ontario addiction services.  After careful 


consideration, the research team decided to analyze the data from these two sites independent 


from the rest of the study sample to highlight the uniqueness of their client populations.  


 Table 1A shows the demographic characteristics of the sample of 150 participants from the 


pilot work used in this analysis.  These data were extracted from the mandatory intake form that is 
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completed by all clients accessing services in Ontario and collected through Catalyst, a software 


platform utilized by the Drug and Alcohol Treatment Information System.  Sixty-four percent of 


the sample was male.  Three quarters of the participants were between 25 and 55 years of age 


and close to 40% were married.  Three quarters of the participants completed high school and 


about 40% had some employment.  Almost all participants had a fixed address and the majority 


did not have any legal problems.  Analyses have shown that this sample is reasonably 


representative of the demographics of clients in the Ontario substance use treatment system.  


There is a general trend, however, for the clients engaged in the project to be somewhat more 


stable.  For example, compared to the overall treatment population in community treatment 


services, our participants were more likely to be married/partnered, have at least a high school 


degree, and present only with an alcohol use problem (i.e., less involvement of other drugs).  


Clients in our sample were also less likely to use substances on a daily basis. These results are not 


unexpected as they may be related to consent to participate in the project. More details on 


examination of representativeness of this study sample are outlined in the final report of Phase I, 


cited above.   
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Table 1A. Demographic Characteristics of Clients (n = 150) 
 


  n % 


Gender     


Female 54 36.0% 


Male 96 64.0% 


Age   


<= 24 years 16 10.7% 


25 - 34 years 45 30.0% 


35 - 44 years 36 24.0% 


45 - 54 years 33 22.0% 


55 + years 20 13.3% 


Ethnic groups   


Canadian 144 96.0% 


Non-Canadian 6 4.0% 


Relationship status   


Married/partnered/common law 56 38.1% 


Single (never married) 62 42.2% 


Separated or divorced 29 19.7% 


Employment status   


Employed full time 47 31.3% 


Employed part time 15 10.0% 


Unemployed 45 30.0% 


Other 43 28.7% 


Education   


< High School 36 24.0% 


Completed secondary or High School 46 30.7% 


Some post secondary 25 16.7% 


Completed College or University 43 28.7% 


Legal status     


No problem 101 67.3% 


Awaiting trial or Sentencing 25 16.7% 


Probation 21 14.0% 


Total 150  


Fixed address (postal code)  


No fixed address 5 3.3% 


Unknown 2 1.3% 


Fixed address  143 95.3% 


Presenting Problem Substance 


None 1 0.7% 


Alcohol only 71 48.0% 


Other substance(s) only + no alcohol 42 28.4% 


Alcohol and other substance(s) 34 23.0% 


Frequency of Substance Use   


Did not use 30 20.3% 


1-3 times monthly 7 4.7% 


1-2 times weekly 20 13.5% 


3-6 times weekly 27 18.2% 


Daily 49 33.1% 


Binge 15 10.1% 
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2.1 Substance Use Profiles  


 One important question answered by the data collected through the GAIN-Q3 MI is the level 


of use of different types of substances, and the pattern of heavy use of substances.  This report 


highlights the use of alcohol, marijuana, cocaine/crack, and heroin/methamphetamine/opioids, 


reported in the 90 days prior to assessment data collection.  The project team categorized use of 


substances into three levels: “No Use” (no use in the 90-day period), “Moderate Use” (used less 


than 20% of the 90-day period), and “Heavy Use” (used 20% or more of the 90-day period) and 


examined the percentages of the levels of use across the full sample and for males and females 


separately (Figure 2.1A).  Looking across the different substances, the one with the highest 


percentage of heavy users is alcohol, 53.5% compared to about 30% for marijuana, 10% for 


cocaine/crack users and about 12% for heroin/methadone/opioid users.  Gender differences are 


observed, with a higher percentage of heavy and/or moderate users among women for all drug 


classes except heroin/ methadone/opioid.    


 


 Figure 2.1A. Levels of substance use in the past 90 days by substance type 
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It is also interesting to examine the combined pattern of use across different substances and Table 


2.1A shows the combination of heavy alcohol/drug use across four combined substance use 


categories. Cleary, heavy use in any of the drug categories is often combined with Heavy Alcohol 


use, for example, 48.8% of Heavy Marijuana users and 71.4% of Heavy Cocaine/Crack users also 


reported Heavy Alcohol use, respectively.  Heavy use of Cocaine/Crack or 


Heroin/Methadone/Opiates is combined with Heavy Marijuana use in about a third of clients.  


These patterns were consistent when males and females are compared (data not shown).   


 


Table 2.1A. Combination of heavy substance use (>20% of the past 90 days) for the overall sample 
(n=150) 
 


 
Heavy Alcohol 


Use 
(n=76, 53.5% of 


sample)  


Heavy 
Marijuana Use 
(n=43, 30.3% of 


sample) 


Heavy Cocaine/ 
Crack Use 


(n=14, 10.3% of 
sample) 


Heavy 
Heroin/Methad
one/Opioid Use 
(n=17, 12.5% of 


sample) 


 n % n % n % n % 


Heavy Alcohol Use 
  
  21 48.8% 10 71.4% 12 70.6% 


Heavy Marijuana 
Use 21 27.6% 


  
  4 28.6% 6 35.3% 


Heavy 
Cocaine/Crack Use 10 13.5% 4 9.5% 


  
  2 11.8% 


Heavy 
Heroin/Methadon
e/ Opioid Use 12 16.2% 6 14.3% 2 14.3% 


  
  


 


2.2 Severity of Problem Areas among Clients Accessing Services 


Domains covered in the GAIN-Q3-MI include school problems, work problems, physical health, 


sources of stress, risk behaviours for infectious diseases, mental health, substance use, crime and 


violence and life satisfaction.  Composite scores are available in the GAIN-Q3 MI to measure the 


severity of these problem domains as well as the different aspects of these domains.  When 


conducting analyses and based on input from stakeholders, the project team identified 10 specific 


problem areas of interest and examined the severity of these problem areas among clients in the 


sample.  The project team measured severity based on the number of days a client experienced 


problems in each of these areas in the past 90 days.  The numbers of days were grouped into 
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three categories (i.e., 0 days, 1-12 days and 13+days) according to the recommendations from 


Chestnut Health Systems, the developer of the GAIN suite of tools.  Clients who had problems for 


13+ days in the past 90 in an area were considered to be in the group of high severity.  Analyses in 


this section focus on clients who fall in the high severity groups. 


Table 2.2A outlines the percentage of clients in the highest severity group in each of the 10 


problem areas.  Clients often fall into the severe category in multiple problem areas.  Drilling down 


by problem areas in the 90-day period before assessment, one sees the high percentage with 


severe mental health-related challenges (internalizing 73.3%, externalizing 44.5%, stress 47.3%, 


and trauma 41.4%).  Physical health (42.6%) and victimizations (34.0%) are also moderate to high.  


This shows the high level of co-occurring challenges, being higher for women in all categories.   


Table 2.2B shows that, overall, 29.5% of clients fall into the severe category for 6 or more of the 


10 problem areas examined, and about a third with between 3-5 severe problem areas. In 


particular, the percentage having high severity in 6-10 problem areas is significantly higher for 


female clients (46.3%) compared to male clients (20.0%). The higher percentage for females is 


consistent with the earlier data showing a high percentage of heavy users among females in 


treatment.   


With respect to age, clients under the age of 35 tended to have higher levels of trauma, 


victimization, and risky behaviours in the past 30 days, as well as a higher percentage with high 


severity in 6-10 problem areas (45.0% of clients under 35 compared to 19.1% of clients 35 or 


older) (data not shown in Tables 2.2a or 2.2 b). Additionally, approximately 40% of all clients with 


high severity in 6-10 problem areas are female under the age of 35.  
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Table 2.2A: Number and percent of clients in the severe category for 10 specific problem areas, overall and by gender. 


  Problem areas (number and percent in the highest severity group for each Screener/Measure in the GAIN Q3 MI Baseline assessment) 


  


Substance Use 
Internalizing 


(MH) 
Externalizing 


(MH) 
Physical 
Health Work Stress 


Risk 
Behaviour 


Crime/ 
Violence 


Past 90 days 
Trauma 


Past 90 days 
Victimization 


  n % n % n % n % n % n % n % n % n % n % 


All, n=149 102 70.3% 107 73.3% 65 44.5% 63 42.6% 16 10.7% 70 47.3% 41 28.3% 6 4.3% 60 41.4% 49 34.0% 


Gender                                         


 Male, 
n=95 59 62.8% 61 64.9% 36 38.3% 34 35.8% 7 7.4% 41 43.2% 16 17.2% 2 2.2% 30 32.3% 25 26.9% 


 Female, 
n=54 43 84.3% 46 88.5% 29 55.8% 29 54.7% 9 16.7% 29 54.7% 25 48.1% 4 8.3% 30 57.7% 24 47.1% 


  


 


Table 2.2B. Clients categorized by the number of severe problem areas that they experience, overall and by gender. 


  Number of Severe Problems   


  0 problems 1-2 problems 3-5 problems 6-10 problems   


  n % N % n % n % Total Chi-Square 


All 16 10.7% 37 24.8% 52 34.9% 44 29.5% 149  n/a 


Gender            


 Male 14 14.7% 26 27.4% 36 37.9% 19 20.0% 95 13.32, df=3, 
p<.005 
  


 Female 2 3.7% 11 20.4% 16 29.6% 25 46.3% 54 


 Total 16 10.7% 37 24.8% 52 34.9% 44 29.5% 149 
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2.3  Co-occurring Disorders – Staged Approach Case Finding 


 Results shown below indicate high co-occurrence of substance use and mental health-related 


challenges.  In this section, we further examine co-occurring conditions using the results of the two-


staged screening process.  First, the internalizing disorders sub-scale of the GAIN-SS and then, for 


those who met the cut off, the percentage scoring positive for needing further mental health 


assessment based on the Modified Mini-Screener (MMS) or Psychiatric Diagnostic Screening 


Questionnaire (PDSQ) are used to examine rates of co-occurrence.  


 With respect to the MMS, the flag for possible mental disorders requiring further assessment 


can be raised based on scoring in three different scenarios: (1) total score is 10 or higher, (2) 


endorsement on the item for suicidal thoughts, and (3) endorsement on both items relating to 


traumatic experiences.  A positive screen using PDSQ, on the other hand, means the total score of 


the screener is 35 or higher across the PDSQ items (Zimmerman & Mattias, 2001). Analyses showed 


that just over half of the clients from the pilot study (53.7%) screened positive for possible mental 


health disorders on the Stage 2 Screener (MMS or PDSQ); and almost all clients in this group had at 


least a score of 4 or more on the GAIN-SS.  


 
Table 2.3A. Number and percent of clients who screen positive for possible mental health disorders on the 
Stage 2 screener (MMS or PDSQ), relative to their score on the Stage 1 screener (GAIN-SS IDScr) OVERALL 
SAMPLE 
 


  Further assessment needed based  
on MMS or PDSQ 


  


  No Yes   


  
N 


Row 
% N 


Row 
% Total 


Column 
% 


 
 
GAIN-SS 
IDScr 
Score 


0 1 - 0 - 1 .8 


1 1 - 0 - 1 .8 


2 10 83.3 2 16.7 12 9.8 


3 14 87.5 2 12.5 16 13.0 


4 22 46.8 25 53.2 47 38.2 


5 9 19.6 37 80.4 46 37.4 


 Total 57 46.3 66 53.7 123 100.0 
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At the time of this writing a decision has been made to narrow the selection of screening tools 


for provincial implementation for the GAIN-SS (Stage 1) and the Modified Mini-Screen (Stage 2). The 


reason to exclude the PDSQ was largely on the basis of its cost, length and anticipated challenges 


having this copywritten tool both computerized into Catalyst and also translated into French. Thus, it 


was basically a cost issue relative to the MMS and, when considering both the MMS together with 


the GAIN-SS as the Stage 1 screener, adequate coverage is obtained compared to other less 


pragmatic options (Rush et al., 2013b).  


 


 Given the plan to go forward with only the MMS as the Stage 2 mental health screener, the 


data were also examined focusing only on the relationship between the results of the GAIN-SS and 


the MMS. The results are similar to those in Table 2.3A with the MMS and PDSQ combined at Stage 


2. One can see that the majority of clients at Stage 1 scored 4 or 5 on the GAIN SS Internalizing 


Distress Scale. Further, of the 36 clients scoring 4 out of 5 on the GAIN SS, 18 or 50% failed to hit the 


cut-off on the MMS. At a score of 5 on the short screener, only 21.4% failed to meet the MMS cut-


off. The implications of these results for provincial implementation of the staged screening and 


assessment tools and processes will be addressed in the Discussion section. 


 
 
Table 2.3B. Number and percent of clients who screen positive for possible mental health disorders on the 
Stage 2 screener (MMS only) relative to their score on the Stage 1 screener (GAIN-SS IDScr).  
 


  Further assessment needed based on MMS    


  No Yes   


  
N 


Row 
% N 


Row 
% Total 


Column 
% 


 
 
GAIN-SS 
IDScr 
Score 


0 1 - 0 - 1 1.0 


1 0 - 0 - 0 0.0 


2 6 85.7 1 14.3 7 7.1 


3 11 91.7 1 8.3 12 12.2 


4 18 50.0 18 50.0 36 36.7 


5 9 21.4 33 78.6 42 43.0 


 Total 45 45.9 53 54.1 98 100.0 
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2.4 Service Utilization and Cost 


 In addition to problem severity in several domains, the GAIN-Q3 MI also captures data on 


recent service utilization in various domains such as physical health, mental health, substance use, 


and justice-related.  These data not only reflect the percentage and frequency of use of services in 


the 90 days prior to assessment by clients seeking treatment, but also allow for estimation of costs to 


society associated with utilizing these services.  Findings reported below highlight clients’ use of 


hospitals, emergency rooms (ER), and outpatient services for physical health (PH), mental health 


(MH) and substance use (SU) problems, as well as probation services. The section also presents 


estimation of costs to society based on the use of these services.  


 About 43% of the clients in the sample used outpatient services for physical health problems, 


28% for mental health problems, and 31% for substance use problems in the 90 days prior to their 


assessments.  Percentages of all clients who received care from hospital programs and emergency 


services for physical health, mental health and substance use problems were reported to range from 


10 to 30% (Figure 2.4A). It is worth noting that higher percentage of female clients reported receiving 


such services comparing to males (Figure 2.4B). Seven percent of the clients had been in a 


detoxification program. Sixteen percent of clients had been on probation.  


 Over three quarters of clients in the sample reported using at least one service highlighted in 


Figure 2.4A-B in the 90 days prior to assessment.  About half of the clients used one or two services 


and about a quarter of the clients reported using more than two services (Figure 2.4C).  When 


examining the difference between genders in number of services used, a higher percentage of 


female clients reported using at least one service compared to male clients.  Of those who used 


services, a larger proportion of male clients reported using only one or two services, while a larger 


proportion of female clients reported using three to five services.  


 The project team researched Ontario-based costs per day or per visit for all the services or 


conditions used in the calculation of costs in order to estimate costs to society by clients receiving 


addiction services in Ontario.  The team was able to identify all costs used in an algorithm 


recommended by Chestnut Health Systems except for costs associated with days bothered by health 


or mental health problems, days in intensive outpatient treatment for substance use, days absent 


from school, times arrested or charged, and days in juvenile detention system and jail or prison.  
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Based on the available cost information, a client receiving the addiction services in the pilot study, on 


average, used a range of services costing $2,957 in the 90 days prior to assessment. This number 


would be much higher after taking into consideration all the costs that were not available.  
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3.0 Assessing Feasibility of Self-Administration of GAIN-Q3 MI ONT 


3.1 Rationale and Objectives 


 Feedback from the agencies involved in the Phase 1 pilot testing of the tools reflected concerns 


about the impact on agency waiting lists if the provincial treatment network was to move solely to a 


clinician-administered option for common assessment. In response to this concern, a study was 


conducted in the renewal year to assess the feasibility of employing computerized, self‐administered 


GAIN-Q3 MI assessments. More specifically, the objectives of the study were:  


1. To evaluate the acceptability and value of self‐administering the GAIN‐Q3 MI via personal 


computer or laptop.  


2. To recommend processes moving forward with provincial implementation apropos the 


self‐administration of GAIN‐Q3 MI with the use of technology.  


 


3.2  Method 


 One pilot site participated in the study2. Addiction Services of Thames Valley (ADSTV), described in 


detail below, had participated in the pilot work with the GAIN‐Q3 MI and staged screening processes. This 


site was ideal for this study because all their clinicians had undergone the formal training and certification 


process to administer the GAIN‐Q3 instruments as recommended by Chestnut Health Systems to ensure 


the validity and reliability of assessment. In addition, because of the success of the pilot work, the site 


had already enthusiastically adopted the GAIN‐Q3 MI as its common assessment tool. 


 ADSTV is a community addiction agency operating in co‐operation with other local addiction 


and health care agencies, throughout the Southwest Local Health Integration Network (LHIN). ADSTV 


operates eight programs through which assessment, counselling, support, education, employment 


and housing services are offered to a wide diversity of individuals involved with substance abuse or 


gambling problems. ADSTV offers services in London, Strathroy (Middlesex), St. Thomas (Elgin), 


Woodstock, Ingersoll and Tillsonburg (Oxford). All programs, except those related to education 


participated in this pilot study.  (http://adstv.on.ca/) 


                                                 
2 Piloting was scaled back to one site rather than the two that were initially planned due to the delay for ethics review and 
withdrawal of one site (too busy to proceed). The team also experienced delays due to technical issues and consequently, 
we were left with one month of data collection.   


 



http://adstv.on.ca/
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Participants 


 A total of 117 clients aged 16 years and above, presenting at the pilot site for assessment and 


treatment, were approached by the intake and assessment staff between February 21, 2014 and 


March 27, 2014 to participate in the study. Due to time constraints, clients were only screened for 


eligibility if they were able to stay for the whole duration of the assessment. Clients were eligible to 


participate if: 1) they were proficient in English; 2) they were not in immediate need of crisis services; 


3) they consented to participate; 4) they possessed the necessary cognitive skills to complete the 


GAIN‐Q3 MI based on the GAIN-Cognitive Impairment Scale (CIS); 5) they were not at risk for suicide 


based on the pilot site’s standard procedure for assessing suicidality; and 6) they were not seeking 


help for another person’s addiction problem. 


 Overall, 24 clients were unable to participate in the study because they could not commit to 


complete the whole assessment. Out of the remaining 93 clients, 38 were deemed eligible to 


participate while 55 were deemed ineligible to participate as a result of the study criteria. Of the 


eligible clients, one withdrew from the study while two others did not complete the surveys, yielding 


a sample analysis for 35 participants: 18 in the self-administered group and 17 in the clinician-


administered group.    


 


Measures 


Clients’ Experiences Questionnaires  


 Two questionnaires related to clients’ experiences were developed by the project team. The survey 


“Self‐Administration of GAIN‐Q3 MI” was developed to obtain feedback from clients about their 


experiences self‐administering the GAIN‐Q3 MI via computer or laptop (e.g., clients’ acceptance of 


computer‐mediated, self‐administered assessment and the barriers faced). Likewise, the 


questionnaire “Completing GAIN‐Q3 MI with a Clinician” was developed to obtain feedback from 


clients about their experiences completing the GAIN‐Q3 MI with a clinician. Suggested improvements 


were also garnered from clients. 
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Training of Pilot Agency Staff 


 A training session delivered by webinar was held with the pilot site, providing information 


regarding the process of recruiting eligible clients, obtaining clients’ consent to participate, and 


assigning clients to the self-administered or clinician-administered groups. Staff in the training were 


provided with study materials and manuals which included: 


 Guidelines to introduce the study (with recruitment script)  


 Guidelines for post-recruitment, i.e., after the clients were deemed eligible for the study 


 Guidelines and orientation for computer-based self-administration 


 Laminated flowcharts outlining the recruitment and post-recruitment process  


 Consent and withdrawal forms 


 Eligibility checklist 


 Project administration materials 


 


Support to Agency 


 A Study Lead was assigned in the agency to liaise with the project team. Over the course of the 


pilot test, ongoing support was provided to agency staff via email and telephone. Any identified 


issues that occurred during the implementation were addressed. 


 


Recruitment and Consent Process 


 The intake and assessment staff initiated the recruitment process using the eligibility checklist 


and recruitment script provided. Clients were provided with a description of the pilot study via the 


Letter of Information and Consent to Participate form. They were informed that participation in the 


study was voluntary and that they could refuse to join the study or withdraw from it at any time 


without having any impact on their current or future services. They were also informed that, in the 


event they decide to leave the study, they had the right to allow or restrict the use of data that had 


been collected from them up until their withdrawal.  


 Once clients provided informed consent and were deemed cognitively competent (assessed 


using the GAIN CIS), they were randomly assigned to either the self-administered group or clinician-
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administered group using a number system3. Those given an odd number were assigned to the 


self‐administered group and those given an even number were assigned to the clinician‐administered 


group. Clients assigned to the self‐administered group were led to a room to self‐complete the 


GAIN‐Q3 MI on a laptop while clients assigned to the clinician‐administered group had the GAIN-Q3 


MI administered by a clinician. 


 


Randomization Procedures 


 To reduce potential for clinician bias, a blinded study was applied by labelling envelopes from 


one to a hundred and having in each envelope a copy of the clients’ survey coded with a randomized 


number. For example, envelope labelled “1” has a self-administered client survey with a randomly 


generated number of 55. Hence, the clinician had no inclination to which group the client was 


assigned until he or she opened the envelope. The envelopes were sent to the pilot agency and the 


Study Lead in the agency was responsible for handing a number of envelopes to each clinician each 


day. This ensured that no number was distributed twice and if the clinician needed more numbers, 


they would approach the Study Lead for more envelopes. 


 


Data Collection Procedures 


 The GAIN‐Q3 MI was administered electronically via the GAIN Assessment Building System 


(ABS) platform, a web‐based application that allows the GAIN family of instruments to be 


administered and summarized by computer. The ABS system is now linked to Catalyst, the software 


used by Ontario’s addiction agencies and the IT infrastructure underlying the Drug and Alcohol 


Treatment Information System (DATIS). 


 For the self‐administered group, a number of laptops were set up in a room with the electronic 


interface of the GAIN‐Q3 MI already in place (i.e., logged in) prior to arrival of clients. Clients were 


amply spread out so as to ensure utmost privacy. A clinician trained to administer and interpret the 


results of the GAIN‐Q3 MI was present throughout the administration to guide the clients and 


provide assistance when needed. For the clinician‐administered group, the clinician carried out the 


usual procedures of administering the GAIN‐Q3 MI via the ABS platform. 


                                                 
3 A list of numbers was generated for the randomization (http://www.randomizer.org/) 
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 Upon completion of the assessment, clients from both groups were asked to complete the 


feedback questionnaires (via paper and pencil) asking about their experiences on the 


self‐administration of the GAIN‐Q3 MI via the laptop or on the clinician‐administration of the tool 


(depending on which group they were assigned to). Clients were informed that completion of the 


survey was voluntary. However, they were asked to provide reasons for refusal, as this might provide 


information about the acceptability of computer‐assisted assessment from the clients’ perspective. 


In addition, they could choose not to answer any of the questions or withdraw from completing the 


survey at any time. 


 


Types of Data Collected 


Two types of data were collected from the study: 


1. Data from the feedback questionnaires 


2. Data from the ABS-generated Validity Report4, which summarizes “possible” and “definite” 


validity errors found during the course of the GAIN‐Q3 MI administration. It presents a list 


of errors, for example, inconsistencies in the client’s responses produced during 


administration of the GAIN‐Q3 MI and whether the errors were resolved or overridden. The 


clinical purpose of these validity errors is to help increase the overall strength of the client's 


self‐report and ensure proper intervention and referral. 


 


3.3  Results 


Demographic Findings 


 Of the 35 participants, 24 (68.6%) were male, 10 were female (28.6%) and one reported as 


other gender. The majority of the participants were between 25 and 34 years old (37.1%) followed by 


45 and 54 years old (25.7%). All the participants reported having at least some secondary or high 


school education. Table 3.3A shows the demographic characteristics of the participants. A chi-square 


analysis was conducted to examine if there was any difference in the distribution of males and 


females between the self-administered and clinician-administered groups. No significant difference 


was found (p = 0.82). Due to low cell counts, analysis was not conducted for age and education.   


                                                 
4 Issues identified in the validity report were addressed with the client immediately after the assessment. 
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Table 3.3A. Demographic Characteristics of Participants- Self-Administration Sub-Project (N = 35) 


     Self-administered            Clinician-administered   
               (N = 18)                           (N = 17) 


 (n) % (n) %      
Gender      


Male 13 72.2 11 64.7  


Female 5 27.8 5 29.4  


Other 0 0 1 5.9   


 
Age 


< 24 years  5 27.8 1 5.9  


25-34 years 7 38.9 6 35.3  


35-44 years 3 16.7 1 5.9 


45-54 years 3 16.7 6 35.3 


> 55 years 0 0 3 17.6   


 
Highest Level of Education 


< Secondary or high school 6 33.3 6 35.3  


Completed secondary or high school 3 16.7 2 11.8 


Some post-secondary 6 33.3 5 29.4 


Completed college or university 3 16.7 4 23.5 


 


 


Self-Administration of GAIN-Q3 MI 


 Overall, participants in the self-administered group were positive about their experiences self-


completing the GAIN-Q3 MI on a laptop and the majority were very satisfied (n = 8; 44.4%) or 


somewhat satisfied (n = 9; 50.0%) with their overall experience of the assessment. However, some 


participants commented that the “For Staff Use Only” questions were rather “confusing” but did not 


elaborate. Some also felt that the assessment was too long. One participant suggested that breaks 


and refreshments be provided to the clients.  


 The majority of participants (n = 14; 82.4%) agreed that self-completing the GAIN-Q3 MI on a 


laptop was a good way for assessment to be conducted. The most common reasons cited included 


the ability to answer questions at their own pace; being more willing to answer honestly; and privacy. 


Interestingly, a participant with hearing impairment commented positively on the self-administered 
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version since an interpreter was not needed. Only one participant disagreed that self-completing the 


GAIN-Q3 MI on a laptop was a good method and the reason stated was “not comfortable using 


computer”.    


 All the participants had some experience using the computer and most of them reported using 


it on a daily basis. In terms of computer skills, most participants expressed ease with using the 


computer, for example, using a mouse or touchpad to point and click, typing text and saving a 


document. 36.8% (n = 7) of the participants had completed assessments on a computer before while 


52.6% (n = 10) had not.  


Clinician-Administration of GAIN-Q3 MI 


 The clinician-administered participants also gave positive ratings about their experience having 


the GAIN-Q3 MI administered by a clinician. All the participants who responded on the satisfaction 


scale (n = 16) were very satisfied with their overall experience of the assessment.   


Fourteen participants (87.5%) agreed that completing the GAIN-Q3 MI with a clinician was a good 


way for assessment to be conducted. Thirteen of these 14 participants stated that it was a good 


method because it allowed for one-to-one interaction with the clinician. One recurring comment was 


that having a clinician administer the tool helped the clients understand and answer questions 


correctly. An additional comment was that being able to answer verbally was “comforting”.    


    


Time to Completion 


 In terms of completion time, no statistically significant difference was found between groups 


(t(34) = -1.88, p = 0.07), although they did differ by 13 minutes on average.  The self-administered 


participants took an average of 58 minutes to complete the GAIN-Q3 MI while the clinician-


administered clients took an average of 45 minutes.  


Errors identified via ABS validity reports 


 There was a small statistically significant difference between groups in the overall errors 


identified (t(35) = -2.17, p = .037). As shown on Table 3.3B, these differences between groups were 


particularly salient in the risk behaviours and trauma domain, especially questions related to trauma.  
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Table 3.3B. Average Number of Errors in Each GAIN‐Q3 MI Domain by Group   


                                                                                         Group 


Domains     Self-administered           Clinician-administered              t  
              (N = 18)             (N = 19) 


 
School Problems 0.00 0.05 0.98 
Physical Health 0.17 0.42 1.37  
Sources of Stress 0.22 0.11     -0.95 
Risk Behaviours and Trauma 1.06 0.21 -2.77* 
Mental Health 1.00 0.58 -1.33 
Substance Use 0.56 0.58 0.10 
Environment 0.50 0.05 -1.35  
Crime and Violence 0.11 0.21 0.81 
TOTAL 3.61 2.21 -2.17* 


Note. *p = <.05 
 


Possible Reasons for the “Risk Behaviours and Trauma” Inconsistencies 


 The inconsistencies found in the risk behaviours and trauma domain might be attributed to 


more vigorous checking of the validity errors in this domain by the tool developer or clients’ 


perception of the severity of traumatic experiences.    


 A review of the validity report indicated consistent discrepancies in the following questions: 


In the trauma section, clients were asked questions about the last time they were physically abused; 


the last time they were sexually abused; and the last time they were emotionally abused (response 


options ranged from “never” to “more than one year ago”). Subsequently, clients were asked in a 


single question – “During the past 90 days, how many days been you been attacked with a weapon, 


beaten, sexually abused or emotionally abused?” A discrepancy was revealed when clients 


responded that they had been emotionally abused in the past month but subsequently, they 


recorded “zero” number of days they have been attacked with a weapon, beaten, sexually abused or 


emotionally abused. One possible explanation for this inconsistency might be clients did not perceive 


their experiences of being emotionally abused at the same level of severity with physical or sexual 


abuse. Hence, when “emotional abuse” was grouped together with “attacked with a weapon, 


beaten, and sexually abused”, clients may have responded with “zero” number of days.  
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Focus Group Findings 


 A focus group was conducted with the staff of the pilot site to obtain feedback related to the 


project objectives (page 21). The focus group interview was guided by the following topic areas: 


a. Benefits of self-administering the GAIN-Q3 MI via laptop or computer 


b. Challenges of self-administering the GAIN-Q3 MI via laptop or computer 


c. Support needed from agency and clients to self-administer GAIN-Q3 MI 


d. The perceived value-add and value-loss of self-administration over clinician-


administration of the GAIN-Q3 MI 


e. Integration of the self-administration option into existing services and incorporation into 


the provincial roll-out of GAIN.  


f. Recommendations 


The results are summarized below.  


 


a. Benefits of GAIN-Q3 MI Self-Administration 


 The current practice at the project site requires clients to attend a walk-in intake at the agency 


and get triaged in a group process with the administration of ADAT tools. In their subsequent visit, 


i.e., first individual appointment, clients are administered the GAIN-Q3 MI by a clinician. The wait 


time from group intake to client’s first individual appointment was about three to four weeks at the 


time the study was initiated. Staff predicted that once the Ministry eliminates ADAT and rolls out 


GAIN-Q3 MI as the mandatory assessment tool, the wait time for clients to get their first 


appointment would increase significantly to about eight to ten weeks, since the GAIN-Q3 MI was to 


be administered only on a one-on-one basis with a clinician. Therefore, the ability for clients to self-


administer the GAIN-Q3 MI on a laptop or computer could potentially cut down the wait time.  


 Staff also commented that the self-administered option allowed clients to reflect and answer 


questions at their own pace, which would be more restricted in the clinician-administered option and 


in the present ADAT group assessment in which clients answered questions at the pace of the group. 


Additionally, although clients in the self-administered group complete the assessment in a group 


setting, staff were able to amply spread out the clients thereby providing them with more space and 
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privacy, as compared to the ADAT group assessment in which clients sat in close proximity with each 


other. This additional physical space was thought to be an important feature, especially for clients 


who have anxiety problems.  


 Staff also stated that the self-administered option would serve a significant benefit if the 


agency receives clients with hearing-impairment since these clients would be able to self-complete 


the GAIN-Q3 MI without an interpreter. Another particular benefit mentioned by staff was that, 


because of the self-administered option, their agency was able to have youth clients join part of their 


assessment group. Previously, youth clients were placed straight into a one-to-one appointment with 


a clinician and, although their wait times were generally shorter than the adult wait times, having the 


self-administered option was considered to contribute to ensuring more timely services for youth 


clients. Lastly, staff observed that clients who possessed competent computer skills benefited from 


the self-administered option and were often excited about getting the assessment started. However, 


this also contributed to the challenges experienced by one person in the self-administered group, as 


described in the following section.        


 


b. Challenges of GAIN-Q3 MI Self-Administration 


 In terms of challenges faced on the organizational level, staff reflected that the cost of setting 


up the infrastructure for self-administration (e.g., computer or laptop purchase and separate secured 


network setup) might be an obstacle for other agencies. Staff stated that if not for the project 


funding, the agency would not have been able to afford the cost. Another potential challenge would 


be the reliability of the ABS system. In a clinician-administered format, the clinician is able to switch 


to a paper-and-pencil option if and when the ABS is down (i.e., off time). However, in a self-


administered format, it might be a challenge for a client to switch to a paper-and-pencil option in the 


middle of the assessment. As well, ensuring privacy for clients was thought to be a challenge for 


agencies that have limited space. One suggestion was to attach a screen filter on the laptop or 


computer to ensure that data on the screen are visible only to persons directly in front of the 


monitor.  


 On the client level, computer literacy might pose a challenge. Staff reported that clients with 


little or no computer skills may be anxious about self-completing the assessment on a computer or 
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laptop. The lack of human contact also appeared to frustrate some of the clients as they became 


disoriented in the self-administration process. For example, one client who was initially motivated 


about self-completing the assessment commented that ultimately, she simply needed to talk to 


someone and, therefore, could not finish the assessment. Additionally, not having a separate self-


administration version of the GAIN-Q3 MI was an issue that needed to be resolved as clients were 


often confused by the “For Staff Use Only” questions contained in the version of the tool that was 


employed for self-administration. Some proceeded to complete these staff questions when, in 


actuality, they should only be viewed and completed by staff.  This challenge would be obviated with 


a customized tool for self-administration and careful instructions and proctoring.  


 Staff noted that there seemed to be more inconsistencies in clients’ responses identified via the 


validity report, especially those related to their risk behaviours and trauma experiences. They found 


it challenging to address these discrepancies with the client because they had not initially 


administered the tool together with the client and thus had not developed sufficient rapport with the 


client to comfortably address these discrepancies. Staff also commented that because they did not 


administer the assessment with the client, they were not entirely in sync with clients’ non-verbal 


cues and communication. Therefore, they were concerned that they might not respond effectively to 


clients’ sudden behavioural change which might have been triggered by particular questions, such as 


those related to trauma history.   


 Lastly, although self-administration could be beneficial for some clients who experience anxiety 


or are not suitable for completing assessments in a group setting, it might not be fitting for some 


clients with other concurrent disorders. For example, a client with ADHD remarked to the staff that 


self-completing the GAIN-Q3 MI was “out-of-the-question” as it was simply too significant a task to 


handle by oneself.      


 


c. Support for Agency and Clients to Self-Administer GAIN-Q3 MI 


 Staff stated that having a hard-copy of the GAIN-Q3 MI available during the self-administration 


would be helpful in determining the proportion of the assessment that has been completed – a 


question frequently asked by clients. An alternative would be to embed a completion bar in the 


electronic self-administration version to keep track of the percentage of questions completed. 
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Additional support that was suggested included providing water for clients and, if possible, some 


snacks. This might prove beneficial in motivating clients to complete the assessment, as the whole 


process could take upwards of an hour or more for some clients.    


 


d. Perceived Value-Add and Value-Loss  


 Staff cited more timely service as the value-add of self-administration over clinician-


administration. The self-administered option was perceived as having the potential to significantly 


reduce the wait times for individual assessment and, as such, bring about more timely treatment 


planning for clients. As previously mentioned, staff projected an increased wait for service within 


their agency if one – on – one administration was the only option. Staff added that the more timely 


service with self-administration would mean more clients served by the agency.  


 In terms of the potential value-loss of self-administration over clinician-administration, staff 


stated that the major loss would be human contact at initial appointment. Staff explained that having 


human contact would make the clients feel engaged and supported from the beginning to the end of 


the assessment. This stronger engagement at the initial appointment might play a significant role in 


getting clients to return to the agency for further appointments. In addition, staff commented that 


the self-administered option could potentially take a longer time to obtain a full picture of a client’s 


situation, as compared to clinician-administered. The reason being when it comes to the time when 


the staff person meets the client as his or her clinician or counsellor, they would not have any more 


information about the client other than that stated in the report. For the clinician-administered 


option, more personal information could be gathered during the assessment whereas, for those who 


self-administered the assessment tool, the clinician would have to wait until the next appointment to 


gather such information. In addition, the clinician would have to spend time confirming what the 


client had reported on the GAIN assessment.  


e.   Integration into Existing Services and Incorporation into Provincial Roll-Out  


 One of the major factors to consider when integrating the self-administered option into the 


process is the cost. Staff stated that the initial costs of setting up the infrastructure as well as the 


ongoing costs (e.g., water and snacks) would have to be budgeted aptly. One other factor to consider 


is staff training. Although staff supervising the self-administration process do not have to administer 
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the GAIN-Q3 MI directly to clients, it is still crucial to ensure that they are well-trained and certified 


on the GAIN tool and the validity report and be comfortable addressing concerns with clients.        


 


f. Recommendations  


 Staff emphasized the importance of having a customized self-administration version of the 


GAIN-Q3 MI with the “For Staff Use Only” questions omitted. As well, staff suggested that the 


instructions provided on the response cards that accompanied the GAIN-Q3 MI tool (e.g., the 


readiness to change question that stated “on a scale of one to 100”) be indicated directly on the self-


administration version; otherwise, physical cards should be provided to the clients. Staff also 


suggested adding some features to the self-administration version that might mitigate the reduced 


human contact. For example, having a screen at the beginning to extend a welcome greeting to the 


client; subsequent pop-ups that acknowledge their progress and good work; and an ending screen to 


extend a good-bye greeting to the client.  A completion bar, as aforementioned, could also be 


embedded to show the percentage of questions completed. Overall, staff would recommend 


incorporating the self-administered option into their services because of its potential to provide 


more timely services for clients to begin their treatment process. However, they suggested that 


glitches with the ABS system first be resolved and that the self-administered version of the GAIN-Q3 


MI be in place before moving forward.    


4.0 Other Highlights from 2013-2014 


 


4.1 Crosswalk between GAIN-Q3 MI, LOCUS, OCAN, and MDS-MH, a Component of the RAI 


 During implementation, a crosswalk was completed to compare how the LOCUS (Level of Care 


Utilization System), OCAN (Ontario Common Assessment of Need Full Version 2.0), and MDS-MH 


(Minimum Data Set for Mental Health) complemented each other and the GAIN-Q3 MI. The first step 


was to sub-group the criteria in each domain of the LOCUS into general themes in order to facilitate 


comparison with the other three tools. It should be noted that, although a guided interview is 


available to assist in scoring the LOCUS, these items were not included in the crosswalk. Items from 


the GAIN-Q3 MI, OCAN, and MDS-MH were then mapped onto the sub-grouped LOCUS dimensions. 







38 
 


In addition, the project team noted measures that may be inferred from each tool through item 


comparison and/or multiple administrations, but which were not directly measured by specific items. 


In areas where the GAIN-Q3 MI was lacking, items were supplemented from the GAIN Initial. The 


similarities and differences between the four tools were summarized for each sub-group of the 


LOCUS dimensions.  


 The tools were also compared across general characteristics such as tool objectives, outcomes, 


administration methods, times, target populations, and training requirements.  It was found that 


there were many similarities between the four tools.  For instance, all of the tools can be used to 


generate treatment placement, treatment planning, performance, outcome monitoring, and 


determine level of care placement.  In addition, with the appropriate software, all of the tools are 


capable of automatically generating at least some level of reports.   


 Although the objectives of the four tools are quite similar, there are several differences among 


them. The LOCUS, OCAN, and MDS-MH are mainly concerned with current and recent issues. The 


population targeted is also very different for each tool.  The LOCUS is appropriate for adults seeking 


addiction and/or mental health services. The GAIN-Q3 MI focuses on those seeking addiction 


treatment and ages 12 and up; the OCAN is aimed at people ages 16 and up and accessing mental 


health services, while the MDS-MH is focused on adult patients in inpatient psychiatric settings.   


 Finally, the structure and administration of the tools differ greatly.  The LOCUS relies heavily on 


clinician judgment and there are semi-structured guiding questions that are intended to help with 


severity ratings. As such, the LOCUS relies on previous application of good screening and assessment 


tools to ensure accuracy and completeness of the information to be used for the severity ratings and 


level-of-care placement.  The GAIN-Q3 MI, OCAN, and MDS-MH are semi-structured tools with 


defined questions to guide the assessment interview. The LOCUS and OCAN are more subjective in 


recording and scoring items and the GAIN-Q3 MI and MDS-MH are based on more structured 


questions and answers and objective scoring.  With respect to administration of the tools, the LOCUS, 


MDS-MH and OCAN are staff administered and the OCAN has an additional self-administered section.  


The GAIN-Q3 MI can be staff or self-administered. From a systems planning perspective, and 


specifically concerning the implementation of a given tool or tools, it would be important to look at 
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the overall system of treatment and support holistically to determine what tool(s) are more relevant in 


what settings and when they can be optimally utilized in the context of a client’s journey.  


4.2  First Nations, Inuit and Métis (FNIM) Meeting  


 A 2-day dialogue session was held in October 2013 with FNIM service providers across Ontario 


to discuss the cultural appropriateness and potential adaptation of screening, assessment and 


outcome-oriented tools. The main goal of the dialogue session was to convene a group of key FNIM 


service providers to learn, share and discuss important aspects to consider when developing 


culturally-appropriate screening, assessment and outcome-oriented tools for the FNIM communities.  


The sessions included presentations on current work on the adaptation of various screening and 


assessment tools for the FNIM populations, as well as discussions on the cultural adaptation process 


and ideals for new tools.   


 It was concluded that the cultural adaptations of existing tools do not adequately address FNIM 


system needs with regards to culturally appropriate substance use and addiction treatment tools. 


Consequently, a proposal to develop a new trauma-informed substance use treatment screening and 


assessment tool for the FNIM populations was submitted and approved as part of the 2014-2016 


DTFP package. This initiative will be a collaboration between CAMH and several 


agencies/communities that provide services to FNIM populations. The project aims to develop a new 


substance use treatment screening and assessment tool that is generated from the expertise that 


exists in providing service to FNIM populations. The tool will be trauma-informed as well as screen 


and assess for impacts of traumatic history and influence on current substance use. 


4.3  Central/Coordinated Access Workshop  


 Several LHINs have moved to the “Central/Coordinated Access Model”, which endorses a single, 


multi-service point of contact for clients accessing mental health and addictions services. In addition, 


various versions of central/coordinated access appear to be on the horizon or are being actively 


considered by other LHINs. As a result, a one-day workshop was held in March 2014 with key 


delegates from the Ministry, LHINs and mental health and addictions services to explore how best to 


integrate the new screening and assessment tools, including the GAIN-Q3 MI, and processes into the 


various central/coordinated access models. The objectives of the workshop were:  
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1. To provide an overview of models of coordinated access in the mental health and 


addictions sector and key findings from the research on these models  


2. To describe several models of coordinated access for mental health and addiction 


services being implemented in Ontario  


3. To highlight key issues related to coordinated access with respect to common mental 


health and addictions screening and assessment tools and processes 


 The workshop included presentations on current central/coordinated access initiatives by three 


LHINs and Oxford County, as well as discussions related to the implementation process of the staged 


screening and assessment, potential challenges and issues, and possible next steps within the 


context of central/coordinated access model. A recommendation made as an important next step 


was to conduct a review of the central/coordinated access models across the province including a 


literature review on evidence-informed practice.  


5.0. Planning for Provincial Dissemination of the Staged Screening and Assessment 
Process 


a. Adapting GAIN-Q3 MI ONT Implementation Guide 


 An implementation guide for the staged screening and assessment process (GAIN – SS CAMH 


Modified, MMS, POSIT, and GAIN Q3 MI ONT) is in development.   This guide will support the training 


and implementation process across Ontario, and provides a reference in addition to the training 


sessions. With approval from Chestnut Health Systems, the guide includes adapted sections from the 


current GAIN Q3 and GAIN – SS manuals. Once completed, the implementation guide will be 


available in both English and French.  


b. Development of the Tools and Related Reports 


 Feedback from the 2011-2013 pilot work suggested that a more detailed report of client’s 


substance use history might be needed in certain circumstances to facilitate treatment planning.  As 


a result, the substance use grids section contained in the larger GAIN I assessment (the most 


comprehensive and lengthy of the GAIN family of tools) has been embedded into the GAIN Q3 MI 


ONT.  This allows the clinician to gather more depth of detail on substance use as well as treatment 
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history.  This section is administered if required, with client responses dictating the appropriateness 


of administration.   


 The GAIN Q3 MI ONT has been integrated into the Drug and Alcohol Treatment Information 


System (DATIS) and is accessible via Catalyst interface.  This allows for the auto-generation of 


numerous reports associated with the assessment that provide a strong foundation for treatment 


planning and referral.  Reports include: 


 Recommendation and Referral Summary Report (RRS) – a fully editable narrative report 


that summarizes the client’s information and suggests prioritized treatment needs 


 Personalized Feedback Report (PFR) – a client and clinician version are produced providing a 


foundation for a motivational-based treatment planning discussion 


 Individual Clinical Profile (ICP) – a visual depiction of the level of complexity/need across all 


domains 


All reports have been modified to the Ontario version of the assessment tool. 


 c. Translation Work of the Tool, Reports, and Manuals 


 All of the tools within the staged screening and assessment process, assessment reports, and 


the implementation guide will be available in both French and English.  


6.0 Summary and Next Steps  


 


 This report summarizes the various aspects of additional pilot work concerning the staged 


screening and assessment protocol conducted between April 2013 and March 2014 and in continued 


preparation of provincial implementation with renewed funding for 2015-16. We presented 


highlights of the actual pilot data which complements the earlier report on the pilot work and 


showed the high enthusiasm for the new tools and process among the pilot agencies for their work 


with clients. We also looked more closely at the data from the two-staged screening process and 


lastly, we compared the results of a small experiment on self- versus clinician-administration of the 


GAIN Q3 MI, the core assessment tool poised for provincial implementation.  
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 The pilot data shown here illustrate the potential value of the multi-level database (i.e., 


program, regional and provincial) that will accrue as a result of the provincial implementation 


process that lies ahead. While the Ontario treatment system current enjoys the benefits of the data 


collected by DATIS (e.g., age, gender, presenting problem substances, services received), the DATIS 


information is not sufficient to create a clinical and psychosocial profile of clients. This profile, or 


“case-mix”, will be readily available in real-time with the anticipated staged screening and 


assessment tools illustrating, for example, complexity of the substance use profile and co-occurring 


mental health challenges, and overall “multi-morbidity” with physical health and social problem 


areas. One will also be able to profile, and cost, the service utilization pattern prior to a given 


treatment episode. This range of information will be extremely useful for program managers and 


treatment system planners and administrators to validate the appropriateness of client placement.  


For example, one will expect the profile of those clients in residential services to be more complex 


than those in community services and those in medical withdrawal management to be more complex 


than those in home, mobile or community withdrawal management services. This may highlight 


important gaps in the treatment continuum, for example there were no other options available, or 


the need for additional training and support on client assessment and treatment placement. 


Addressing a wide variety of other system-level evaluation questions will be possible for different 


sub-populations as well-illustrated in this report that shows major differences between male and 


female clients, the latter showing more severe profiles and a higher level of pre-treatment service 


utilization. Lastly, the level of clinical and psychosocial detail in the data will permit the 


determination of client-level outcomes if selected programs or regions of the province are able to 


implement a follow-up service such as was piloted in the 2010-2013 DTFP work (Rush, Rotondi, Chau 


et al., 2013c). While the outcome system that was piloted required some further research and 


development before it would be ready for provincial scale-up, a wide variety of lessons learned were 


reported on and detailed guidance provided for others wishing to move into this area using GAIN-like 


client data (Rush, Godinho, Chau et al., 2015).  The Homewood Research Institute has recently 


applied this work in the development of a post-discharge monitoring system for Homewood Health 


Services (Costello, Ropp, Sousa et al., in press) providing yet another Ontario application for others to 


learn from. Aside from the value of having robust baseline and follow-up data on a wide variety of 
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substance use and other social and clinically-oriented outcomes over time, the inclusion of the 


measures of pre- and post-treatment service utilization would allow for important determination of 


the cost and potential cost savings associated with different treatment services and population sub-


groups (e.g., savings related to costly emergency or hospital care).      


 With respect to the detailed analysis of the two-staged screening tools (now established for 


adults as the GAIN-SS and the Modified Mini Screen) the results are interesting and with important 


implications for provincial roll-out. The GAIN-SS is a well-established screening tool that covers 


several domains in a compact set of sub-scales and items (Dennis et al., 2006). It was developed for 


application in many settings, including screening for mental health challenges (internalizing and 


externalizing) in substance use services and screening for substance use challenges in mental health 


and other services. This flexibility in and of itself has value for system planning (i.e., providing a 


simple common metric of client complexity and severity across a range of services) in addition to its 


value at the individual level. At the individual level, the 5-item sub-scale on internalizing disorders 


(IDSsr), essentially mood and anxiety) has been validated in the Ontario context (Rush et al., 2013a) 


and a cut-off score of 3 out of 5 items was recommended as the criterion for further assessment, 


based on a goal of balancing sensitivity and specificity considerations. The authors, however, 


recommended a staged approach whereby a client meeting the criteria for further assessment on the 


5-item IDSsc would then be screened with a “second stage” mental health screening tool that would 


provide more diagnostic-specific information which would further indicate the need for a mental 


health assessment. The aim is to accumulate an increasing level of detail on mental health challenges 


so as to facilitate a referral while at the same time making maximum use of scarce and costly 


resources for a full psychiatric assessment. In some areas of the province such resources are very 


difficult to access, especially psychiatric assessment provided by a psychiatrist.  


 Our pilot results show that, given a very high level of mental health co-morbidity in the 


treatment population, most clients scored in the high range of the IDSscr sub-scale (only about 11% 


below 3 and 24% below 4). Therefore, by using that sub-scale alone the large majority of clients 


would be signaled for mental health assessment. Some additional “filtering” is provided by the 


second stage screener. At a score of 2 or 3 on the IDSsr sub-scale almost no clients met the cut-off 


for psychiatric assessment on the PDSQ or the MMS combined, or the MMS alone. In the language of 
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screening tests these would be considered “false positives”. It is not until one uses a cut-off of 4 or 5 


on the IDSscr that one sees a significant portion of clients also meeting the criteria for further 


assessment based on the second stage screener (e.g., 50% at a score of 4).  


 What are the implications for more widespread application of these tools across the Ontario 


substance use treatment system? First, the results should be replicated on a larger sample as data 


accumulate in the provincial database.  Data also should be examined separately for males and 


females given the other data shown here on the higher complexity of female clients. Additional 


analyses by age would also be appropriate. Second, the results suggest that if a score of 3 was used 


on the IDSscr to signal the additional application of the second stage screener this would indicate use 


of the second screener in about 90% of clients to gain more collaborating information. However, at a 


score of 4 on the IDS scale the use of the 2nd stage screener would be very highly recommended 


before proceeding to a full mental health assessment. Local context and availability of mental health 


assessment ans treatment resources would be relevant in choosing the cut-off.  Further to this, 


however, rather than recommend strict adherence to set of cut-offs on the two screening tools for 


further mental health assessment, it would be better to see each of the two tools as contributing 


some unique and complimentary information to the assessment of co-occurring mental health 


challenges and, therefore, the need for referral or in-house detailed mental health assessment.  The 


MMS will provide more diagnostic information than that provided by the IDSscr alone. It’s important 


also to remember that the GAIN-SS contains another mental health sub-scale on externalizing 


disorders (e.g., attention-deficit, behavioural challenges) as well as the individual “CAMH-items” 


(e.g., eating disorders, problem gambling) all of which contribute information not covered by the 


MMS. Further, the GAIN Q3 MI ONT contributes additional information, the sum total of which 


complements the administering clinician’s exploration of previous treatment, current treatment 


including medication and the client’s motivation to seek help for challenges in the mental health 


area.  


 A wide range of other details were investigated by the project team in 2013-14 and in support 


of provincial implementation. Most importantly, we demonstrated the feasibility of self-


administration of the GAIN Q3 MI ONT in a group or individual context, thus addressing one of the 


major concerns raised in the initial pilot work concerning potential negative impact on waiting time 
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to treatment. Several recommendations in this regard are noted in that sub-section of the report, 


including the need for development of a self-administered version of the tool itself.  The foundation 


was also laid for lending support as needed to the development of an Aboriginal, culture and trauma-


based assessment tool and for working to best integrate the staged screening and assessment tools 


and processes into existing and emerging central/coordinated access models across the province.  


 In 2013-14, the research team began to work closely with an emerging CAMH Implementation 


Support Team being developed to roll out the staged screening and assessment package based on 


the principles of implementation science (Fixsen et al., 2005) and building upon the experience of the 


Provincial Services Support program (PSSP) in the Systems Improvement through Service 


Collaboratives (SISC) initiative. Figure 6.0A provides a conceptual framework for how the extensive 


research and development that has been undertaken with respect to the staged screening and 


assessment process moves forward to a new phase of implementation and evaluation.  This 


demonstrates that, through the DTFP, we have been able to close what is normally a significant gap 


between the time that evidence-informed practice is developed and when it comes to fruition within 


services. 


Figure 6.0A. Staged model of implementation of evidence-based practice 


 


To ensure effective implementation, it is important that “spread” of the new package of screening 


and assessment tools be informed by evidence-informed models of implementation.  Using the 


National Implementation Research Network (NIRN)’s implementation science approach (Fixsen et al., 
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2005) allows a strong emphasis on purposeful implementation processes to support fidelity and 


sustainability. This includes a staged approach to implementation that goes beyond one-off, didactic 


training and extends to actively supported implementation. Implementation strategies include, for 


example, a staged approach, assessment of organizational readiness, key “levers” that facilitate 


implementation as well as identified challenges and specific goal setting. 


 Planning and staffing the Implementation Team has laid the foundation for a group of 


implementation projects, including the provincial refresh of the old ADAT package with the new 


staged screening and assessment package, as part of the CAMH proposal for the DTFP funding 2014-


16.  This team is also concurrently supporting the Ontario-wide implementation of the client 


perception-of-care tool, the OPOC-MHA. The team consists of various functional roles that have 


proven beneficial in supporting research-driven implementation, including capacity related to 


coordination, coaching, knowledge exchange, and evaluation.  Team members have attained trainer-


level certification on the assessment tool so as to support fidelity implementation.   As noted above, 


a comprehensive implementation guide is being developed to detail the steps for implementing the 


staged screening and assessment process.  This guide will include foundational principles of the 


addiction system on which the process is being implemented, details of the tools within the staged 


process, guidance on implementation, consideration related to health equity, and expectations 


around fidelity implementation.  


 Infrastructure development vis a vis DATIS/catalyst and Chestnut Health Systems is also well 


underway. A foundation has also been laid with the MOHLTC and the Local Health Integration 


Network (LHIN) mental health and addiction leads across the province in order to provide the 


required leadership at the policy and planning levels that will support the on-the-ground work ahead 


with Ontario’s substance use treatment providers.  The Ministry having recently mandated the new 


process provides some impetus for leadership to actively engage in implementation.  


 Importantly, implementation work will also be carefully integrated with several other provincial 


processes including central/coordinated access models now being widely implemented across 


Ontario. A comprehensive evaluation plan will also be prepared that assesses implementation 


processes and outcomes at multiple levels (client, clinician, program and system). Importantly, 


agencies serving FNIM communities/populations may also decide to build capacity to use the tools 







47 
 


and would certainly be supported in the process.  This would allow services the option to use the 


tools if and when appropriate for an individual client. 


 The implementation work currently underway includes LHIN-level planning that accounts for 


the context of how people access treatment and support in each area.  It is also important that the 


planning account for other tools and processes already in place, such as OCAN and LOCUS.  


Discussion related to the relationship between such elements is taking place at both local and 


provincial levels.   A Health Equity Impact Assessment is also in the preliminary stages that will inform 


implementation approaches at the LHIN and agency level, encouraging mindfulness to how diverse 


populations may differentially experience the tools.  The implementation team is also developing a 


comprehensive evaluation plan that will examine both implementation and intervention variables.   


System change of this scope will occur over time; there will be a significant period of supported 


transition from old to new practices.  The intended end result will be enhanced screening and 


assessment processes, better treatment planning, more informed matching of clients to the most 


appropriate level of care, and a better understanding of the needs and complexities faced by those 


seeking service in Ontario’s addiction sector.   
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The Practice Profile is intended to support defining in specific and observable ways, what your intervention looks like.  It operationally defines 


what “it” would “look like” if you were to observe this being implemented; as intended (the gold standard); with some acceptable variations of 


this critical component, some unacceptable variations of this component and finally what are some expected outcomes if this element is 


implemented with high fidelity. 


Introduction: 


The addiction system is predicated on foundational principles.  The new SS&A process will be overlaid on this foundation, ensuring continuity in 


philosophical approaches to care.  The foundational principles include the following: 


 Services will use the best evidence available for screening and assessment. 


 Clients should expect and will receive the same standard of evidence based screening and assessment regardless of where in the system 


or province they seek support. 


 Referral/treatment recommendations will match the client to the most appropriate level of care based on screening and assessment 


information gathered with the least intensive or intrusive level of intervention suitable to help the person regain their health being 


utilized. 


 Treatment plans should take into account client strengths and needs (i.e. medical needs, emotional needs, treatment readiness, 


environment/supports). 


 Clients will be seen and served as clients of the system as opposed to an individual agency. 


 Addiction treatment services will be coordinated and integrated in order to meet a person’s needs. 


 Clients will be re-assessed throughout treatment to ensure the services are meeting their needs. 


 Clients will receive an appropriate level of assessment that recognizes previous assessment and avoids unnecessary duplication. 


SS&A Critical Components and related implementer behavior should be aligned with these foundational principles.    
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Importance of Critical 
Component 


(Non-negotiable) 


Ideal Implementation 
(Gold Standard) 


Acceptable Variation Unacceptable Variation Expected Outcomes 
 


Description of rationales of 
the importance of this 
component 


Description of implementer 
behavior 


Description of 
implementer behavior 


Description of 
implementer behavior 


Description of expected 
outcomes if this component is 
used with fidelity 


COMPETENCY: 
In order to ensure high 
quality addiction screening 
and assessment, it is 
imperative that service 
providers implementing the 
SS&A process receive 
orientation, training and 
certification (appropriate to 
the tool or tools they are 
implementing). This 
mitigates against drift away 
from the intention of the 
staged process, ensures 
clients receive a consistent 
quality approach to 
screening and assessment 
regardless of where they 
receive care.     


All service providers 
implementing the screening 
tools will participate in the 
2 hour orientation webinar. 
All service providers who 
will be using the 
assessment tool in practice 
will attend the 1 day 
training and reach 
certification on the tool 
before administering to 
clients as part of their 
regular practice.   


 


All service providers will 
attend the one day 
training and be in the 
process of site 
interviewer certification 
before using the 
assessment tool with 
clients (this includes 
completing a ‘mock’ 
interview first and 
receiving feedback from a 
certified trainer/QA 
reviewer in advance of 
using with a client).   
 
 


Implementation by staff 
who are not trained 
and/or certified to the 
appropriate level for the 
tools they are using. 
 
Staff will not implement 
the tool with clients 
unless in the process of 
certification and having 
completed a mock 
administration first. 


Clients will receive consistent, 
high quality service regardless of 
where they access care. 
The Staged Screening and 
Assessment process will be 
implemented with fidelity. 
The fidelity implementation has 
greater sustainability. 
Clients receive the best 
assessment possible to identify 
their needs. 
The addiction sector standard for 
care will be increased and 
recognized. 
Clients will experience the 
highest quality care possible.  


DATA COLLECTION: 
Collecting accurate and 
complete data are a critical 
part of the staged screening 
and assessment process 
 
 


Tools are administered with 
fidelity to ensure accurate 
collection of data. 
 
All data and collateral 
information are entered 
completely and accurately; 


Minimal missing data or 
unresolved 
inconsistencies. 
Reports are not edited for 
the GAIN Q3 MI ONT. 
 


Significant (how to 
define?) missing or 
inaccurate data. 
Staff do not administer 
all questions as written.   


Relevant clinical reports, 
appropriate referrals, accurate 
clinical profiles to inform agency 
planning, robust data for the 
provincial database to inform 
system planning and 
improvement. 
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all inconsistencies are 
resolved or explained in the 
GAIN Q3 MI ONT; only the 
RRS or Recommendation & 
Referral Summary is edited 
as appropriate. 


 


GAIN SS:  It is imperative 
that all new potential clients 
seeking support from an 
addictions service have 
access to the GAIN-SS to 
quickly and efficiently 
determine next steps and 
need for further 
assessment. 
 
 


All clients who enter the 
system will, early in their 
interaction/at intake, be 
administered (or self-
administer with follow up) 
the GAIN-SS.   
 
 


Clients who have had a 
GAIN-SS completed 
within the past 30 days 
which can be accessed by 
the clinician/service they 
are currently 
accessing/entering may 
not need to have the tool 
re-administered provided 
they self-report no 
significant change in 
circumstances.    


Clients entering service 
do not have the GAIN SS 
administered OR do not 
have a recent (past 30 
days) GAIN SS accessible 
while reporting no 
significant life changes. 
 
  


All clients access evidence based 
screening process which allows 
for efficient use of service time 
and quickly identifies both 
immediate concerns i.e. 
suicidality and next steps for 
assessment. Key clinical areas 
that require further assessment 
are quickly identified with a high 
degree of reliability and validity.   
 
Consistent system approach to 
screening and movement of 
clients through system. 
 
Applicability of the GAIN-SS 
across sectors may lead to 
greater service integration. 


2nd STAGE SCREENERS: 
The evidence for the tools is 
strengthened due to the 
staged approach to use. 
Staged approach to 
screening and assessment is 
a more efficient way to 
gather information, 
ensuring resources are 


A score of 3 or greater in 
the internalizing mental 
health disorder sub-scale of 
the GAIN-SS leads to the 
administration of MMS or 
POSIT.  Clients are referred 
to mental health services 
contingent on responses to 
2nd stage screener. 


The use of the 2nd stage 
screener is context 
dependent.  It can be 
administered before or 
after the GAIN Q3 MI ON 
based on need.  Consider 
the following: 
- How quickly will the 
client who ‘red flags’ in 


The MMS 2nd stage 
screener is not 
administered to an adult 
client if they score 
sufficiently high on the 
internalizing mental 
health disorder sub-scale 
of the GAIN-SS (i.e. 5 or 
greater) and a MH 


Clients have mental health issues 
identified expeditiously with 
enough depth of diagnostic 
impression to facilitate referral 
to mental health specific services 
for further assessment.  
 
Mental health issues are 
identified with enough depth to 
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reserved for assessment 
with those clients that 
require it.  
The GAIN-SS “Internalizing 
Mental Health Disorder” 
sub-scale is utilized to 
determine whether to 
administer the second stage 
screener to gather more 
information about mental 
health (MMS or POSIT, 
depending on client age).   


  the internalizing MH 
disorders sub-scale on 
GAIN-SS be administered 
the assessment (if quickly 
than it may be prudent to 
move directly to 
assessment)?  
- Do you have collateral 
information that 
corroborates need for 
more MH information? 
- Are you facilitating a 
referral to MH specific 
services where more 
diagnostic language 
would be helpful?      


specialized service 
referral to an external 
program is clearly 
indicated.  
 
 


support development of a 
concurrent disorder focused 
treatment plan.      
 
The use of the 2nd stage screener 
with the addiction system 
increases integration and 
information sharing between 
addiction and mental health 
sectors. 
 
Consistent/standardized system 
approach to mental health 
screening for clients. 
 


GAIN Q3 MI ONT: 
Standardized 
psychometrically sound 
comprehensive 1st stage 
assessment tool that 
provides a concrete 
foundation for treatment 
planning. 
 
 


All clients accessing service 
within the addiction sector 
will have the GAIN Q3 MI 
ONT administered by a 
certified site interviewer 
and participate in the 
development of a 
treatment plan that is 
informed by an assessment 
completed no more than 30 
days before treatment 
planning.      


- All treatment 
(outpatient, day, 
residential) will be 
preceded by the 
assessment and 


An assessment and 
resulting reports 
completed no more than 
90 days prior by a 
certified staff at another 
agency is available (with 
consent) and can be used 
to support continued 
treatment.     


The GAIN Q3 MI ONT is 
not completed and does 
not inform the 
treatment planning 
process. 
 
Clients begin treatment 
(outpatient, day or 
residential) without a 
completed assessment 
and collaboratively 
developed treatment 
plan. 
 


All clients accessing addiction 
services will be offered a 
consistent, high quality, 
comprehensive assessment that 
provides a foundation for 
collaborative, motivationally 
based treatment planning. 
 
Valid and reliable information 
will inform a client’s care. 
 
Clients are matched to the level 
and type of service that will best 
meet their identified needs. 
 
Assessment documentation 
(generated reports) contributes 
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treatment plan.    
- Agencies will not 


admit someone to 
any level or type of 
addiction treatment 
without a 
treatment plan 
based in the GAIN 
Q3 MI ONT 
assessment. 
 


to enhanced clinical records and 
more fulsome information 
communicated (with consent) 
upon referral.     
 
Concurrent disorder capable 
assessment facilitates greater 
integration between mental 
health and addiction 
care/sectors. 
The assessment provides a 
foundation for outcome 
monitoring (re-administered at 
90 day intervals). 
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GLOSSARY AND LIST OF ACRONYMS 


ABS  Assessment Building System 


A web‐based application that allows the GAIN family of instruments to be 


administered and summarized by a computer. 


ADAT  Admission and Discharge Criteria and Assessment Tools  


The ADAT is a MoHLTC package of eight tools mandated for all publicly‐funded 


addiction service programs. 


ADSTV  Addiction Services of Thames Valley 


Assessment  An extensive and individualized identification of mental health and substance use 


strengths and needs of people whose screening results warrant future 


investigation. 


Baseline  A measure against which future outcomes can be determined. For DTFP projects: 


Screening and Assessment and Recovery Monitoring, the baseline tool used was 


the GAIN‐Q3 MI.  


CAMH  Centre for Addiction and Mental Health 


Catalyst  A browser‐based computer application, managed by DATIS, which houses client‐


level clinical and administrative data for MoHLTC‐funded addictions agencies in 


Ontario. 


Chestnut 


Health 


Systems 


A U.S. based organization that founded the GAIN family of instruments. 


ConnexOntario  A provincial registry that informs professionals and the general public about the 


availability of drug and/or alcohol services in Ontario. 


DATIS  Drug and Alcohol Treatment Information System 


A program dedicated to the on‐going development and maintenance of a 


comprehensive, province‐wide client information system. 


DHQ  Drug History Questionnaire 


A 14‐item tool designed to obtain detailed history of the client's use of alcohol and 
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other drugs in the past 90 days. 


DTFP  Drug Treatment Funding Program 


Evidence‐


Informed 


Practice 


Interventions that effectively integrate the best research evidence with clinical 


expertise, cultural competence and the values of the persons receiving the 


services. These interventions have evidence showing improved outcomes for 


families, clients, and/or communities. 


Fourcast  Four Counties Addiction Services Team 


GAIN  Global Appraisal of Individual Needs 


A family of instruments designed to assist clinicians with diagnosis, placement and 


treatment planning of adolescents and adults in various treatment programs. The 


GAIN‐I is the full standardized clinical assessment. Subsets of the GAIN‐I include: 


the GAIN‐Q3 (both the MI and Standard), a short multipurpose assessment tool 


and the GAIN‐SS, a brief screening tool. In the DTFP Screening and Assessment 


project, the GAIN‐SS CAMH Modified was used as the Stage 1 Screener and the 


GAIN‐Q3 MI was used as the Stage 1 Assessment tool. 


GAIN CC  The Gain Coordinating Centre 


A division of the Lighthouse Institute, a part of the Chestnut Health Systems, that is 


dedicated to providing services to current and prospective users of the GAIN family 


of instruments. 


GAIN Personal 


Feedback 


Report 


Also known as GPFR is a summary of the life problems reported by the participant 


along with their reasons for wanting to change and can also be used for 


motivational interviewing.  


GAIN‐SS CAMH 


Modified 


A modified version of the GAIN‐SS that was developed by CAMH and includes 


seven additional items that cover eating disorders (2), traumatic experiences (1), 


psychotic symptoms (2) and problem gambling (2). However, these items have not 


been validated as an index. In the DTFP Screening and Assessment project, the 


GAIN‐SS CAMH Modified was the Stage 1 Screening tool. 


GRRS  Global Appraisal of Individual Needs Recommendation Referral Summary 







9 


 


A detailed and clinical report automatically generated by ABS upon completion of 


an assessment that can be edited by clinicians. 


LHIN  Local Health Integration Network 


Created by the Ontario government, 14 not‐for‐profit corporations that work with 


local health providers and community members to determine the health service 


priorities of their designated regions.   


MMS  Modified Mini Screener 


A dichotomous yes/no scale with 22 items that covers three areas: anxiety/mood 


disorders, trauma/PTSD, and non‐affective psychoses. It was the Stage 2 Screening 


tool for pilot sites: Addiction Services of Thames Valley and Manitoulin Community 


Withdrawal Management Services. 


MoHLTC  Ministry of Health and Long Term Care 


National Anti‐


Drug Strategy 


A Canadian federal government strategy focused on three action plans 


(prevention, treatment, combating the production and distribution of illegal drugs) 


aimed at reducing the supply of and demand for illicit drugs, as well as addressing 


the crime associated with illegal drugs. 


OCAN  Ontario Common Assessment of Need   


A standardized, consumer‐led, decision‐making tool that assists with mental health 


recovery. 


OWTOM‐A  The Ontario Within‐Treatment Outcome Measure for Addictions  


A general short well‐being assessment tool developed for the DTFP Recovery 


Monitoring project. 


PDSQ  Psychiatric Diagnostic Screening Questionnaire.  


A dichotomous yes/no scale with 126 items that cover 13 of the most common 


DSM‐IV disorders.It was the Stage 2 Screening tool for pilot sites: Addictions 


Centre, Four Counties Addiction Services Team, and Rideauwood Addiction and 


Family Services. 


POSIT  Problem Oriented Screening Instrument for Teenagers 
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A dichotomous yes/no scale with 139 items that cover 10 areas including 


substance abuse, mental and physical health, and social relations. It was the Stage 


2 Screening tool for youth (Clients under 18 years of age) for all five sites. 


Program 


Advisory 


Committee 


A committee of a broad range of stakeholders, who were engaged in the planning 


stages of the DTFP Screening and Assessment Project. 


Recovery 


Monitoring 


Similar to outcome monitoring, procedures and tools used to assess client 


outcomes over time, but with a specific emphasis on continuous monitoring that 


includes within‐treatment outcome measures.  


Screening  The use of evidence‐based procedures and tools to identify individuals with 


problems, or those who are at risk for developing problems. It is intended to be an 


efficient way of raising a “red flag” about the possibility of a particular disorder or 


problem area. 


Staged 


Approach 


A progressive and efficient use of screening and assessment resources to guide 


treatment planning and eventually, recovery monitoring. Screening involves 2 


stages: case finding and case definition. Assessment also consists of a 2 staged 


process: information gathering and placement and diagnosis and treatment 


planning. 


Working 


Group 


A subgroup of the Program Advisory Committee that informed key decisions 


regarding many aspects of the study project including (but not limited to) the 


selection of tools, costing, and procedures for implementation. 
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EXECUTIVE SUMMARY 


Background 


In 2008 Health Canada announced the Drug Treatment Funding Program (DTFP), a key 


element of the National Anti‐Drug Strategy. The focus of the DTFP was on enhancing the 


systems of services for people with substance use problems in Canada, emphasizing three 


broad target areas for investment: implementation of evidence based practices; strengthening 


evaluation and performance measurement; and knowledge exchange. 


 


Each province and territory was invited to submit proposals for system enhancement. The 


Ontario submission included the present project, the objectives being to assess the 


acceptability and utility of a new common package of screening and assessment tools and 


procedures for addictions treatment services in Ontario.  The selection and pilot testing of 


these various screening and assessment tools was to culminate in a set of recommendations 


going forward to refresh or replace the current set of tools known as Admission and Discharge 


Criteria and Assessment Tools (ADAT).  The project built upon other work undertaken for the 


Ministry of Health and Long‐Term Care (MoHLTC) in the past few years on screening and 


assessment tools and processes in Ontario.  This included an evaluation of the ADAT tools and 


related processes by Rush and Martin (2006). This evaluation called for a refresh or, if needed, 


a full replacement of the ADAT tools based on the feedback received. 


 


The screening and assessment procedure implemented in this study is based on the 


framework for the stages of client engagement across screening, assessment and recovery 


monitoring developed by Rush and Castel (2011).  In this framework, the process of screening 


and assessment is divided into the following stages: Stage 1 and Stage 2 Screening, and Stage 1 


and Stage 2 Assessment. The staged approach works to ensure a progressive and efficient use 


of screening and assessment resources to guide treatment planning and eventually, recovery 


monitoring.  In the current project, the scope of the implemented procedure included the two 


stages of screening and the first stage of assessment in the framework.  Stage 2 Assessment 


was not implemented in the project because this more complex and longer duration 
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assessment process was seen as more agency‐dependent and not feasible or appropriate to 


standardize across the treatment system.  In addition, the two‐stage screening process focused 


on screening for mental health challenges in light of the present decade of research and 


development related to co‐occurring disorders among clients with substance use problems. 


 


 A broad range of stakeholders were engaged in the project via a Program Advisory 


Committee and Working Group. Partners included the MoHLTC, specialized mental health and 


substance use agencies (directors, managers, clinicians and researchers), Local Health 


Integration Networks (LHINs), and consumer representatives. These stakeholders informed all 


stages of the decision‐making related to the selection of the tools and pilot sites, procedures 


for implementation, results interpretation, and wider dissemination of project findings and the 


final recommendations.  


 


Tools and Study Processes 


The selection of the staged approach screening and assessment tools involved several steps, 


the first being a comprehensive literature review that evaluated screening and assessment 


tools used in mental health and/or addiction settings. The project team also conducted an 


environmental scan in Ontario to obtain a province‐wide perspective on the current practices 


and tools used for standardized screening and assessment in publicly‐funded addiction agencies.  


As a result of this literature review and environmental scan, a list of potential screening and 


assessment tools, and the criteria for selecting the tools for pilot testing, were summarized and 


presented to the Advisory Committee and Working Group for a final decision.  


 


The screening tools endorsed by the Advisory Committee and Working Group for this 


project included one stage‐1 screening tool and three stage‐2 screening tools for mental 


disorders.  The stage‐1 screening tool for the project was the Global Appraisal of Individual 


Needs ‐ Short Screener (GAIN‐Q3 – SS) – CAMH‐modified.   This brief screening tool is a 


modified version from the original GAIN‐SS developed by Chestnut Health Systems. The tool is 


used to quickly and accurately identify clients that require a more thorough assessment on 
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potential problem areas.  There were two options for stage‐2 mental health screening tools for 


adults (age of 18 yrs+) in the project: the Modified Mini Screener (MMS) and the Psychiatric 


diagnostic Screening Questionnaire (PDSQ); and one option for adolescents (age of 12 – 17 yrs): 


the Problem Oriented Screening Instrument for Teenagers (POSIT).   


 


The assessment tool selected for pilot testing in this project was the GAIN‐Quick 3 


Motivational Interviewing (GAIN‐Q3‐ MI).  This is a multi‐purpose, targeted assessment tool 


used to identify and address a wide range of life problems among both adolescents (age of 12 – 


17 yrs) and adults (age of 18 yrs+) in diverse treatment settings and designed to facilitate client 


placement in the appropriate level of care.  In the case of individuals whose results indicate 


mild problems, the MI component of the tool provides methods to conduct a brief intervention 


based on the principles of motivational interviewing.  This tool is valid and reliable and is also 


designed to work as a baseline assessment for its sister tool, the GAIN‐Q3 Standard, for 


detecting change in the many life areas assessed in recovery monitoring.  Following the 


selection of GAIN‐Q3‐MI, an Ontario version of the instrument, and accompanying electronic 


platform (GAIN ABS), was developed in collaboration with the Drug and Alcohol Treatment 


Information Systems (DATIS) and the instrument developer, Chestnut Health Systems.  The 


GAIN Assessment Building System (ABS) is now fully integrated with Catalyst.  


 


Five publicly‐funded Ontario‐based addiction agencies of various geographic locations, sizes 


and service types participated in this project and piloted the use of tools and process of staged‐


approach to screening and assessment. Agency staff and clinicians were involved in data 


collection after obtaining appropriate training related to the administration of the study tools 


and the data collection procedures.   


 


Clients seeking help for their substance use problems from the five participating agencies 


across Ontario were approached for participation in the project. Following consent and 


completion of the existing mandatory assessment package by the MoHLTC, the recruited clients 


underwent the staged process of screening and assessment.  Specifically, this process involved 
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beginning with the brief GAIN‐SS and followed by one of three more comprehensive screening 


tools (PDSQ, MMS or the POSIT) if screened positive on the GAIN‐SS for internalizing mental 


health disorders, and then followed by the GAIN‐Q3 MI which was intended for treatment 


placement matching.  


 


The feasibility of the tools and process for the staged approach to screening and assessment 


was evaluated using both quantitative and qualitative methods.  The project conducted 


statistical analyses on a list of technical indicators. Multiple types of feedback were received 


from agency representatives using the various tools including log books during implementation, 


an on‐line survey and focus group discussions.  Clients’ feedback was reported indirectly 


through clinicians.  


 


Results and Feedback 


Data collection occurred between June 2012 and March 2013. In total, 234 clients were 


enrolled into the Best Practice Screening and Assessment Project.   The focus of the analyses 


was on a combined sample of two pilot sites that made up about 90% of our total study sample. 


Of the 200 clients included in the analyses, 187 completed a GAIN‐SS.  About 90% of those 


completing a GAIN‐SS screened positive for internalizing mental disorder based on a cut‐off 


score of 2 and went on to complete stage‐2 screening.  The GAIN‐SS took 8 minutes on average 


(slightly longer than reported by the test developers) but this improves with experience.  The 


follow up PDSQ took on average about 18 minutes (about the same as advertised) and was seen 


as comprehensive, easy to score and useful. The Modified Mini Screener took much less time 


(about 6 minutes on average), and was also positively viewed in terms of supporting mental 


health follow‐up and referrals. The main limitation reported for the MMS was in the wording 


(many conditions lumped together) and the skip patterns that were said to be confusing for 


some clients. We did receive not much feedback on the use of the POSIT with younger clients  


other than an over‐riding concern, that with youth in particular, the use of structured screening 


tools can negatively impact building rapport with those presenting for help.   
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Among the 200 clients in the sample, 148 completed the GAIN‐Q3 MI.  The average time of 


administration time for the assessment tool was 60 minutes, although the project team 


considers that this was significantly influenced by the newness of the tool, as well as challenges 


with the ABS computer system. That said, it is not unreasonable to expect an assessment 


process for the purpose of “placement matching” to be in this range of completion time and, 


with larger scale implementation and appropriate training and technical supports, completion 


times for the GAIN‐Q3 MI would be expected in the 45 minute range, on average.  Overall, the 


feedback on the tool emphasized the comprehensiveness and high quality of the information, 


the value of the many reports being generated and the close relationship of the information 


and reports to individualized treatment planning. It is particularly noteworthy that the two sites 


with the most clients recruited for the project, and therefore the most experienced with the 


GAIN‐Q3, have chosen to continue the use of the staged protocol and the Q3. The reasons cited 


included the high quality of the information and its perceived value in advocating for funding 


and for services for clients, in particular mental health services for clients with co‐occurring 


disorders. 


 


The overall feedback about the staged approach to screening and assessment was very 


positive. It showed that the staged approach was seen as an efficient way to proceed through a 


screening process (i.e. longer tools held in reserve until needed) and provided good coverage of 


both substance use and mental health issues. In particular, the strength of the information on 


mental health was highly valued and improved referrals to required services. The staged 


approach was also seen as well‐linked conceptually to both treatment planning and subsequent 


recovery monitoring. Challenges noted with the overall staged approach were the perceived 


redundancy in some of the tools (e.g., the GAIN SS and the GAIN‐Q3 MI which also includes the 


screening items) and the need for a well‐established response protocol to be in place so as to 


facilitate concrete referrals and follow‐up.  
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Limitations 


There are, however, a few limitations of the project to consider along with the results and 


recommendations. Importantly, the tools were not administered under “routine” conditions 


because of other procedures related to the parallel outcome (e.g. provision of detailed locator 


information for follow‐up purpose) project and other required procedures, such as the parallel 


administration of the ADAT tools. Also, self‐selection of clients into the study resulted in a 


sample that is somewhat older, more stable and less severe than the total population of the 


pilot agencies or the community treatment population in the province.    The project also lacked 


a residential treatment service or residential withdrawal management service among the pilot 


agencies and included only one youth service with a strong outreach component.  Lastly, 


because staff of many of the pilot agencies are well‐informed and experienced users of ADAT 


and the use of evidence‐based practices, our study results may not be representative of that to 


be obtained in wider piloting and implementation efforts.  


 


Recommendations and Next Steps 


In conclusion, the project team with the endorsement of the Program Advisory Committee 


and Working Group strongly recommend the piloted staged approach to screening and 


assessment as a replacement for the ADAT tools.  There is also a keen interest among 


stakeholders in the addiction sector (and beyond) to replace the ADAT with the Ontario GAIN‐


Q3‐MI instrument.  Our specific recommendation is for the development of a provincial 


Implementation plan capitalizing on resources available in the budget of the 2013‐14 renewed 


Ontario DTFP projects. To date, discussions and planning regarding provincial roll‐out of the 


GAIN‐Q3 within the Ontario addiction system, as well as how the GAIN‐Q3 MI may integrate 


with other provincial initiatives, such as the Integrated Assessment Record (IAR), the Ontario 


Common Assessment of Need (OCAN), have been in the context of the Program Advisory 


Committee discussions.  It is proposed that a formal implementation committee be established, 


and implementation experts include representatives from the MoHLTC, LHINs, relevant 


provincial initiatives, and addiction agencies. This will ensure that planning is comprehensive, 


inclusive and integrated. 
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Other next steps for the project in 2013‐14 include incorporation of the Substance Use 


(SU) Grids for the GAIN‐Q3 MI assessment, and availabilities of additional clinical reports in ABS.  


The French translation work of the GAIN‐Q3 MI Ontario version is also in process.  The project 


team is also evaluating the use of technology for self‐administration of the screening and 


assessment tools.  A consultation process with First Nations, Métis and Inuit stakeholders to 


explore the potential for cultural adaptation of screening, assessment and outcome‐oriented 


tools, has also been initiated by the project team.  Additional analyses and publication of the 


screening and assessment data collected in the pilot are also underway. 


 


     To conclude, it is valuable to note the implications of NOT acting on the results of the 


pilot work reported on here, and in parallel with the recovery monitoring project.  These 


implications include: 


• the continued lack of up‐to‐date, evidence‐based screening and assessment tools in the 
province which then results in poor decision‐making for client placement and, therefore, 
inappropriate and inefficient use of our current resources that depend on proper client 
placement. 


 


• together with the lack of outcome data, there will remain a lack of information by which 
to create an Ontario‐based business case for investment in our addiction services.   


 


• a significant missed opportunity to use Federal DTFP funding for moving forward with a 
stakeholder‐informed implementation plan in this fiscal year.  


 


Clearly there are significant implications of not moving this work forward past the pilot 


stage and into implementation‐planning. 
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1.0 BACKGROUND AND RATIONALE   


Client assessment is a commonly accepted function within addiction treatment systems, 


the essential purpose being to identify client strengths and needs and, in consultation with the 


client (and often with significant others) develop an individualized treatment and support plan 


(Miller, 2006). Despite the critical importance of client screening and assessment in the 


addiction field, treatment systems have some distance to go in identifying and adopting 


efficient screening and assessment measures and processes. Hilton (2011) recently reviewed 


the many measurement challenges in the area of addiction service delivery. He eloquently 


summarized both the current inefficiencies intake, screening and assessment processes at the 


program level, including the unnecessary burden being placed on clients, and pointed to 


evidence that this burden contributes to premature drop out from treatment and, in turn, poor 


treatment outcome. Thus, research and development related to client assessment in addiction 


services is direly needed.  


 


At a system level, the assessment function may be centralized whereby clients go 


through a central intake and assessment process through which they are referred or “matched” 


to the level of care that fits their needs and strengths profile (Institute of Medicine, 1990; 


Schippers, Schramade, & Walburg, 2002). This phase of assessment can be termed “placement 


matching” (Gastfriend et al., 2000) This centralized assessment and referral model was widely 


implemented in the late 1970’s to early 1980’s in Ontario through specialized centres intended 


to serve as the hub of the local treatment network (Ogborne, Rush, & Dwyer, 1985). However, 


these assessment and referral services eventually evolved into a provincial network of 


community treatment programs offering non‐residential addiction services in conjunction with 


comprehensive assessment. This evolution was due in large part to the limited supply of such 


treatment options in the province to which clients could be referred. Although the assessment 


centres evolved into community treatment agencies, they did have a lasting impact on how 


client assessment would eventually be implemented in the Ontario treatment system. Many 







19 


 


continue to play a critical and central role in the assessment and referral of people with 


substance use problems in their jurisdiction.  


 


In Ontario, the concept of centralized assessment was replaced with a set of common 


assessment instruments and client placement protocols that all specialized addiction programs 


funded by the Ministry of Health and Long Term Care (MoHLTC) were expected to use. Thus, 


rather than centralize the assessment function at a common point of intake, assessment was 


distributed across the system with a common set of tools. The common assessment package 


was known as the Admission and Discharge Criteria and Assessment Tools (ADAT) (Cross & 


Sibley‐Bowers, 2002). One important consideration at the time was to select tools that would 


provide a baseline against which future outcomes could be determined, for example, having at 


least some of the assessment measures to be sensitive to change over time with repeat 


administration at follow‐up intervals. The central idea, however, was to provide a more 


comprehensive and accessible treatment “system” whereby presenting clients would be 


engaged in similar assessment and treatment matching processes regardless of where they 


entered the treatment network, and be directed to the service(s) best suited to their profile of 


strengths and needs. This was deemed to be preferable to assuming that the program or 


service through which they entered the network was best suited to meet their treatment needs. 


The client’s detailed assessment and treatment planning was expected to occur at the 


destination program or service following this initial assessment.  This second phase of 


assessment for treatment planning has since been termed “modality matching” (Gastfriend et 


al., 2000).  


 


The provincial project to select and implement the common assessment tools and 


related processes was led by the former Addiction Research Foundation, one of the founding 


organizations for the Centre for Addiction and Mental Health (CAMH). There was also strong 


support from a working group comprised of representatives of the Ontario addiction treatment 


system and the MoHLTC. Ontario’s youth addiction services subsequently adapted the tools and 


client placement protocol for youth who are accessing their services. Significant training efforts 
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were mounted to support the dissemination and use of the tools and the crosswalk to the client 


decision‐making process (e.g. the ADAT decision tree). These training efforts continue today, 


organized through CAMH, and using experienced trainers who were involved in the early 


development of the provincial ADAT project. There are currently web‐based and face‐to‐face 


training opportunities, and to date approximately 1500 clinicians and therapists have been 


trained on the ADAT tools. Due to demand for using the assessment tools and processes 


outside the addiction‐specific agencies for which they were originally intended, training has 


been given to probation and parole officers, managers and staff of Ontario Works programs 


across Ontario, as well as to several managers and staff of First Nations addiction programs and 


other professionals.  


 


In 2006, the MoHLTC commissioned an evaluation of the ADAT tools and related 


processes (Rush & Martin, 2006). The results of the evaluation pointed to several positive 


features of the provincial implementation and application of the assessment tools as well as to 


significant areas for improvement. Findings highlighted the considerable variability in the tools 


actually offered to clients and the overall length of time for completing an assessment in 


conjunction with other assessment instruments. This variability seemed to stem from 


fundamentally different views of the nature and purpose of client “assessment” itself, namely 


whether assessment was to provide enough information to adequately refer the person into 


the proper level of care for more detailed information gathering and treatment planning (i.e., 


placement matching) or whether the initial assessment with the tools (and other measures) 


was itself intended to yield that very detailed treatment plan (i.e., modality matching). The 


evaluation also showed that the ADAT assessment tools were frequently completed after the 


referral decision had already been made, in particular to residential treatment since the 


completion of the ADAT tools was a requirement. This in effect became a way of fast tracking 


the client into residential treatment in many parts of the province. Evaluation results showed 


that for many of Ontario’s addiction programs the completion of the common assessment tools 


had become a pro forma exercise, rather than a rational, evidence‐informed basis for referral 
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decisions and treatment planning. A major recommendation emanating from the evaluation 


report was for a thorough review of the assessment tools and discharge criteria.     


 


Another important contextual factor in developing the present project was the 


considerable research and development over the past decade in the area of co‐occurring 


mental and substance use disorders, and in particular work related to the more effective and 


earlier identification of individuals with co‐occurring disorders in mental health, addictions and 


other types of settings. The seminal Canadian report on concurrent disorders (Health Canada, 


2001), a more recent update (Canadian Centre on Substance Abuse, 2009), and other 


international reviews, have advocated for universal screening of mental disorders in addiction 


services and for substance use disorders in mental health services. As a response to this, system 


planners and managers of addiction programs in Ontario have been very active in selecting and 


implementing screening tools into their treatment systems and services (Centre for Addiction 


and Mental Health, 2008). The GAIN‐Short Screener (GAIN‐SS) (Dennis, Chan, & Funk, 2006;  


Global Appraisal of Individual Needs Coordinating Centre [GAINCC], 2013), in particular, has 


been well‐received and widely implemented in Ontario due to its utility in mental health as well 


as addiction and other settings, its brevity, low cost, utility as an outcome measure, and the 


supporting validation data that extends to age 12.1  Ontario researchers also undertook 


validation studies of various screening tools in Ontario addiction treatment settings with 


positive results obtained for the GAIN‐SS (Rush, Castel, Brands, Toneatto, & Veldhuizen, 2013). 


A major research synthesis was also undertaken of screening tools for children and adolescents 


and the GAIN‐SS emerged as one of the best‐supported options for this younger population 


(Rush, Castel, Somers, Duncan & Brown, 2009). In sum, the work on screening for concurrent 


disorders has evolved to the point where a review of Ontario’s assessment tools and processes 


must include screening within its scope. An integrated view of screening, assessment and 


recovery monitoring is articulated by Rush and Castel (2011) and is represented in Figure 1 


 
1 The original validation data of the GAIN‐SS extended to the lower age limit of 10. However, experience in the 
National DTFP project led by Gloria Chaim and Joanna Henderson that involved a network of youth serving 
agencies suggested that tool is better suited for youth 12 years of age and up.  
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below. Details on the client recovery monitoring project are provided in a separate but related 


report (Rush et al., 2013b).  


 


In this framework, the process of screening and assessment is divided into the following 


stages: Stage 1 and Stage 2 Screening, and Stage 1 and Stage 2 Assessment (Rush & Castel, 


2011). The staged approach works to ensure a progressive and efficient use of screening and 


assessment resources to guide treatment planning and eventually, recovery monitoring. The 


main benefit of using a stepped approach in screening is through sequential case finding, as 


both clinician and client time can be saved by reserving the more resource‐intensive screening 


and assessment tools for those who score above the cut‐off on briefer, more economical 


screening tools. Recovery monitoring is also greatly facilitated by choosing both screening and   


assessment tools that can reliably and validly assess change over time.  The flow and linkage 


across the stages of client engagement is the framework on which this project was based. The 


definitions of screening and assessment, including the distinct stages, are provided below.   


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Figure 1. Framework for the Stages of Client Engagement across Screening, Assessment and 


Recovery Monitoring 


 


 


 


 


 


 


 


 


 
 


 


 


 


 


 


 


1 adapted from Rush and Castel (2011) 


1.1 DEFINITIONS  


Screening is the use of evidence‐based procedures and tools to identify individuals with 


problems, or those who are at risk for developing problems. It is intended to be an efficient way 


of raising a “red flag” about the possibility of a particular disorder or problem area and thereby 


setting the stage for a subsequent, more detailed assessment with a definite view to service 


planning and delivery (Rush & Castel, 2011).  


 


Screening is conceptualized as involving two distinct stages: 
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• Stage 1 Screening is based on Case Finding: clients are screened to determine the 


possibility of the person having any disorder/problem or broad group of 


disorders/problem areas.  


• Stage 2 Screening is based on more comprehensive screening for Case Definition: 


more specific and typically longer tools are used to tentatively identify one or more 


specific disorders or problem areas.    


 


Assessment involves a more extensive and individualized identification of mental health 


and substance use strengths and needs of people whose screening results warrant future 


investigation (Rush & Castel, 2011)   


Assessment is also conceptualized as involving two stages:  


• Stage 1 Assessment involves the process of information gathering and placement 


(i.e., placement matching): information is gathered for the purpose of understanding. 


Clients are administered a tool that captures information required for brief 


intervention or more targeted referral for more detailed assessment and treatment 


planning.  


• Stage 2 Assessment involves diagnosis and treatment planning (i.e., modality 


matching): the purpose is to classify and implement evidence‐based treatment and 


support protocols specific to particular disorders or problem areas. Clients are 


administered tools that identify and describe common problem areas and strengths, 


and how they are interrelated. Information collected needs to be adequate for 


diagnosis and treatment planning and additional referral.   


1.2 THE DRUG TREATMENT FUNDING PROGRAM (DTFP)   


  In 2007, the Canadian federal government introduced the National Anti‐Drug Strategy to 


focus efforts on reducing the demand for, and supply of, illicit drugs; as well as to address the 


crime associated with illegal drugs. The National Anti‐Drug Strategy emphasized the need for 


effective treatment services to better manage the illicit drug problem when it occurs, and to 


help those in need. The need to make improvements at the level of the treatment system 
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emerged as a priority for action based on countrywide consultations and national level studies 


on treatment needs and gaps carried out in support of the development of the National Anti‐


Drug Strategy. These studies demonstrated the need for systemic change to move treatment 


systems toward more evidence‐informed practices, while also increasing systems’ capacity to 


evaluate practices for their efficiency and effectiveness (Health Canada, 2008).  


 


In response to these findings, the Drug Treatment Funding Program (DTFP)2  was announced 


in 2008, providing new, five‐year, time‐limited funding (2008‐2013)3  to assist provincial and 


territorial governments in addressing critical treatment needs in three investment areas (Health 


Canada, 2008): 


1) Implementation of evidence‐informed practice ‐ Although evidence‐informed practices 


are to optimize treatment exist, and are continually being developed, many do not 


easily find their way into service delivery. Evidence‐informed practice is based on 


interventions that effectively integrate the best research evidence with clinical expertise, 


cultural competence and the values of the persons receiving the services. These 


interventions have evidence showing improved outcomes for families, clients, and/or 


communities. 


2) Strengthening evaluation and performance measurement – Performance measurement 


and evaluation activities across jurisdictions are limited. While all jurisdictions collect, 


manage and analyze performance information pertaining to their treatment services 


and programs, the type and nature of data collected, as well as the approach to data 


collection and analysis varies considerably. This strategic investment area strengthens 


evaluation and performance measurement capacity and activities.  


3) Knowledge exchange ‐ This investment area is an essential element of work undertaken 


in investment areas #1 and #2. Knowledge exchange activities can include such things as 
                                                       
2 Re‐oriented funding from Health Canada’s Alcohol and Drug Treatment and Rehabilitation Program, effective 


April 2008 
3 Timelines varied across provinces and territories depending on the release of funds; Ontario’s projects received 


funding for 19 months of work (April 2011 – March, 2013).   
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mentoring and the provision of technical expertise; mechanisms that develop and/or 


enhance knowledge sharing and dissemination of lessons learned from communities of 


practice in the uptake of best practices and in performance measurement/evaluation; 


and activities that can effectively reach health professionals within organizations and 


service sectors to increase their awareness and participation in knowledge exchange 


activities across the continuum of treatment services. 


 


Each province and territory was invited to submit proposals for system enhancement. The 


Ontario submission included the work that is the focus of this report, namely a review of 


Ontario’s screening and assessment tools and processes within addiction treatment services, 


falling under the first DTFP investment area (implementation of evidence‐informed practice). 


Another related project that is the subject of a separate report is the development and pilot 


testing of a provincial recovery monitoring system. It is important to highlight the significant 


delay that occurred between the broader Ontario proposal development and actual funding. 


Funding was eventually approved in April of 2011 and the DTFP national funding ended in 


March 2013; thus Ontario effectively lost over two years of project time. This has had 


significant implications for both the screening and assessment tools project and the recovery 


monitoring project. Specifically, for the review of screening and assessment tools, the original 


proposal called for the provincial implementation of a new suite of tools and processes but due 


to time restrictions, the implementation phase had to be removed from the project work plan. 


The project, therefore, focused on the review and selection of a new set of tools and the pilot 


testing of these tools and processes in a small number (five) of addiction agencies. The recovery 


monitoring project was pilot tested in the same five addiction agencies, since the system that is 


envisaged in the future is an integrated screening, assessment, within‐treatment and follow up 


recovery monitoring system, grounded in the conceptual framework articulated in Figure 1.  


1.3 PROJECT OBJECTIVES  


It is important to understand that the project engaging these five pilot sites was not about 


the evaluation of the treatments that they offered, but rather the evaluation of the new 
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screening and assessment tools and related client placement processes. These goals are 


reflected in the following objective statements:     


 


1. To assess the acceptability and utility of a new, common package of screening and 


assessment tools and procedures for addictions treatment services in Ontario.  


 2. To recommend new screening and assessment tools and processes going forward. 
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2.0 METHODS   


2.1 OVERVIEW OF STUDY DESIGN  


  This feasibility study was conducted from June 2012 to March 2013 and involved the 


piloting of evidence‐informed tools and processes appropriate for screening and assessment in 


Ontario’s addictions treatment services. Ethics approval was obtained from the Centre for 


Addiction and Mental Health and Ottawa‐Carleton Research Advisory Committee.  


 


The screening and assessment procedure implemented in this study is based on the 


framework for the stages of client engagement across screening, assessment and recovery 


monitoring developed by Rush and Castel (2011) and shown in Figure 1.  Specifically, the scope 


of the implemented procedure included the two stages of screening and the first stage of 


assessment in the framework.  Stage 2 Assessment was not implemented in the study because 


this more complex and longer duration assessment process was seen as more agency‐


dependent and not feasible or appropriate to standardize across the treatment system Clients 


seeking help for their substance use problems4  from five addiction treatment agencies across 


Ontario were approached for participation in the project.  


 


Following consent and completion of the existing mandatory assessment package by the 


MoHLTC, the recruited clients underwent the staged process of screening and assessment and 


including the baseline assessment tool: Global Appraisal of Individual Needs – Quick 3 


Motivational Interviewing (GAIN‐Q3 MI).   


2.2 STAKEHOLDER CONSULTATIONS  


A broad range of stakeholders were engaged in the planning stages via an overall 


Program Advisory Committee and a Working Group specific to this project (see Appendix 1 for 


the Terms of Reference). Collaborators included relevant CAMH clinical programs, Addictions 


 
4 People seeking help specifically for gambling‐related problems or process addictions such as video gaming or sex 
addiction were not included. 
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and Mental Health Ontario5, the MoHLTC, Local Health Integration Networks (LHIN), specialized 


mental health and addiction agencies (directors, managers, clinicians, researchers), and a 


consumer representative. Stakeholders informed key decisions regarding the selection of tools, 


pilot sites and procedures for implementation. Members continued to be involved in the 


implementation stage, some by participating as pilot sites and others through an advisory 


function. In the later stages, this group of stakeholders also informed analysis/interpretation of 


the evaluation feedback and offered many suggestions for next steps for both continued testing 


and provincial implementation. The group also reviewed and approved all recommendations 


emanating from this and other related DTFP projects (recovery monitoring; client perception of 


care; and costing of substance use services).  


2.3 ENVIRONMENTAL SCAN 


  In September 2011, all publicly‐funded addiction treatment agencies in Ontario, 


identified by contact information provided by ConnexOntario, were approached to participate 


in an online survey. The goal was to obtain a province‐wide perspective on the current practices 


and tools used for screening and assessment. Of the 190 contacted agencies, 53 agencies 


responded, from which 14 of these agencies had multiple programs that respond to the survey. 


In total, 82 different programs from the 53 agencies completed the survey. Of the 82 programs, 


97% reported administering a screening tool and 65% reported using more than one tool. 


Although the response rate was somewhat low the Program Advisory Committee endorsed the 


findings as likely to be representative of the situation across the Ontario treatment system. The 


most commonly used screening tools included the GAIN‐SS, some components of the ADAT 


package such as the Behavioural and Symptom Identification Scale (BASIS‐32); and others (e.g., 


Ontario Common Assessment of Need (OCAN), most of the tools being clinician‐administered. 


Staff reported mainly positive experiences using screening tools; for example, they indicated 


that the existing tools were helpful in building stronger rapport with clients and identifying 


clients’ needs. Some limitations were also noted, particularly in terms of problems with literacy, 


                                                       
5 Addictions Ontario and Ontario Federation of Community Mental Health and Addiction Programs merged into a 
new organization as of 2012, now called Addictions and Mental Health Ontario. 
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comprehension issues for younger clients, lack of cultural sensitivity, and repetitiveness of the 


tools.  


 


Of all programs surveyed, 91% reported administering assessment tools to clients. The 


main tools used included ADAT (vast majority), GAIN‐SS, OCAN and home‐grown instruments. 


Similar to the screening tools, most of the assessment tools were clinician‐administered, and on 


average, an assessment was said to take about 70 minutes to complete. Many positive 


comments were offered about ADAT including the fact that the tools were helpful in enriching 


conversations between clients and clinicians, and provided some useful information treatment 


planning and referral. Limitations were similar to those cited for screening tools.  


 


The most important finding was that the majority of participants were generally confused 


regarding the definitions of screening and assessment, thus echoing the results of the earlier 


evaluation of ADAT (Rush & martin, 2006). For example, GAIN‐SS, ADAT and OCAN were 


identified by participants as both screening and assessment tools. The results, therefore, 


highlighted the need for system‐wide promotion of screening and assessment as distinct 


processes, with staged components. This finding was essential in guiding our decision‐making 


process around tool selection and pilot implementation.  


2.4 SELECTION OF TOOLS  


2.4.1 Site Visit to Chestnut Health Systems – GAIN Coordinating Centre 


While waiting for project funding, members of the research team and various 


stakeholders visited Chestnut Health Systems in Illinois to obtain information and updates on 


the development of the GAIN screening and assessment tools, as well as to attain firsthand 


knowledge of how training on GAIN administration is conducted. The team was impressed with 


the progressive suite of tools (GAIN family of instruments) developed by Chestnut Health 


Systems that not only supports a number of treatment practices from initial screening to 


treatment planning (e.g., GAIN‐SS, GAIN‐Q3 and GAIN‐I) but is also suitable for use with both 


adolescents and adults from varied populations and in different levels of care. The information 
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obtained by the visiting team was subsequently conveyed to the Advisory Committee group 


members.   


2.4.2 Literature Review and Tool Selection Criteria 


As a first step, existing research regarding screening and assessment tools was reviewed. 


This review included:   


1. The evaluation of the ADAT tools and related processes (Rush & Martin, 2006). 


2. Validation studies of various screening and assessment tools in Ontario addiction 


treatment settings (Rush et al., 2013a) and elsewhere. 


3. A major research synthesis of screening tools for children and adolescents (Rush et al., 


2009).  


These reviews provided a short‐list of evidence‐based/informed tools available.  The 


short‐list was supplemented by additional tools identified through a search of relevant research 


databases (e.g., PubMed, Medline).  A table was then developed which included key aspects of 


interest related to the review (e.g., instrument psychometric properties of the instruments, 


populations with which the tools were validated, administration time, cost, etc.). The research 


literature was then examined again to populate the relevant details for each identified 


screening/assessment tool. The results of the review were examined by the Working Group to 


identify any gaps, for example, tools not included, review criteria, etc. (see Appendix 2 for final 


summary table). In the end, a short‐list of tools was presented to the Working Group for final 


selection based on the relative weight of each of the selection criteria.   


  


The tool selection criteria were developed based on the findings of the environmental 


scan, a preliminary review of the literature, and the expertise of our Working Group. The 


selected tools were expected to meet the following criteria:      


•  Link to treatment planning (i.e, placement matching but not modality matching) 


• Low demands on time for administration 


• Low or no cost 


• Sensitive to change over time   
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•  Good psychometric properties  


•  Population, i.e., valid for a wide age range and for different gender/ethnic   groups 


•  Flexible modes of administration 


•  Easy to build into treatment process and agency “flow” 


•  Minimal training requirements  


•  Availability in multiple languages  


2.5 MEASURES 


2.5.1 Selected Tools for the Staged Approach to Screening and Assessment 


Stage 1 Screener: Global Appraisal of Individual Needs ‐ Short Screener (GAIN‐SS) – CAMH‐


modified    


  The GAIN‐SS is a brief, 3‐5 minute screening tool comprised of 20 items divided into four 


subscales. This tool can either be clinician or self‐administered, completed via paper and pencil 


or electronically, and is used to quickly and accurately identify clients that require a more 


thorough assessment. The instrument is comprised of 5 items on internalizing disorders; 5 


items on externalizing disorders; 5 items on substance use problems; and 5 items on 


crime/violence problems. A modified version of the GAIN‐SS that includes 7 additional items 


was administered in this study. This modified version was developed by CAMH (with permission 


from Chestnut Health Systems) and is widely used across Ontario. It is endorsed by, and 


available on, the Chestnut Health Systems’ website (www.chestnut.org). 


 


The 7 supplementary items cover eating disorders (2), traumatic experiences (1), 


psychotic symptoms (2) and problem gambling (2) (Cormier, 2011). Note that the 7 CAMH‐


added items have not been validated as an index. . All items are scored using an ordinal scale of 


the last occurrence of the events/symptoms. The GAIN‐SS (CAMH‐modified) is available in 


French (validated), is low cost ($100 site license per agency for five years of unlimited use of 


paper assessments of GAIN family of instruments. and appropriate for use in a wide age range 
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(12 years and older), and has been shown to have excellent psychometric properties (Dennis et 


al., 2008). The GAIN‐SS (CAMH‐modified) tool is included in Appendix 3.6     


 


Stage 2 Screener: Modified Mini Screener (MMS) 


  The MMS is a 22‐item tool that covers 11 disorders in three areas. It is clinician‐


administered and takes approximately 15 minutes to complete, and less than 5 minutes to 


score. The MMS has been validated for use in different ethnic groups and in a variety of settings, 


including corrections, shelters, outreach programs and substance use treatment services. The 


MMS uses a dichotomous yes/no scale and the time period for reporting ranges from lifetime 


to the past two weeks. The three areas covered by the MMS include anxiety/mood disorders, 


trauma/PTSD, and non‐affective psychoses. The scoring of the MMS is additive, where every 


‘yes’ answer receives a score of 1. The MMS is available for use at no cost, has been validated 


for a number of populations and in  different settings, and is appropriate for clients 18 years 


and older. The instrument has good sensitivity (63% – 82%), specificity (61% ‐ 83%) and overall 


accuracy (70% – 75%) (Alexander, Haugland, Lin, Bertollo, & McCorry, 2008). 


 Stage 2 Screener: Psychiatric Diagnostic Screening Questionnaire (PDSQ) 


  The PDSQ is a 126‐item tool that covers 13 of the most common DSM‐IV disorders. The 


tool generally takes 15‐20 minutes to complete, is self‐administered or clinician‐administered 


via paper and pencil, and is appropriate for use in adults ages 18 and up (Zimmerman & 


Chelminski, 2006). A pay‐per‐use cost is associated with the PDSQ ‐approximately $2 per client 


when the cost of the instrument, manual, scoring sheets, etc. are all factored in). The 


instrument uses a dichotomous yes/no scale, and the time period for reporting varies by item 


set, with time ranges from the past two weeks to six months. The disorders covered by the 


PDSQ include: mood (major depressive disorder); anxiety (post‐traumatic stress disorder, 


obsessive‐compulsive disorder); psychosis; substance use disorders; eating disorders; and 


somatization disorders. The PDSQ has undergone extensive psychometric testing including 


 
6 Chestnut Health Systems is expected to release a new version of the GAIN‐SS in 2013, which includes three 


additional items, one of which is a CAMH supplementary item. 
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assessments of reliability and validity (Zimmerman and Chelminski, 2006; Zimmerman and 


Mattia, 2001), as well as validation in a large Ontario substance abuse treatment sample (Rush 


et al., 2013a).    
 
 


Stage 2 Screener: Problem Oriented Screening Instrument for Teenagers (POSIT) 


The POSIT is a 139‐item tool and used for younger participants in the study (aged 12 to 


17). The POSIT is a valid and reliable instrument designed to identify potential problem areas 


that require further in‐depth assessment (McLaney, Boca & Babor, 1994). Specifically, it was 


developed to identify problems and potential treatment or service needs in 10 areas including 


substance abuse, mental and physical health, and social relations. It is validated for adolescents 


12 through 19 years of age with 5th grade reading level and widely used in the United States. 


The POSIT takes approximately 20‐30 minutes to administer and 2‐5 minutes to score. The tool 


can be administered by paper, computer, or audiotape.  There is no cost for the use of the tool. 
 
 


Stage 1 Assessment: Global Appraisal of Individual Needs‐Quick 3 (GAIN‐Q3) – Motivational 


Interviewing (MI)   


  The GAIN‐Q3 is a multi‐purpose, targeted assessment tool used to identify and address 


a wide range of life problems among both adolescents (age of 12 – 17 yrs) and adults (age of 18 


yrs+) in diverse settings (GAIN Coordinating Center, 2013).  The overall aim of the GAIN‐Q3 is to 


fairly quickly sort individuals into three groups: a) those who do not appear to have problems in 


need of attention, b) those who appear to have mild problems that can be addressed in a brief 


intervention, and c) those whose results indicate the need for a more detailed assessment 


and/or specialized treatment. Thus, it is designed specifically for placement matching.  In the 


case of individuals whose results indicate mild problems, the GAIN‐Q3 provides methods to 


conduct a brief intervention based on the principles of motivational interviewing. Domains 


covered in the GAIN‐Q3 include school problems, work problems, physical health, sources of 


stress, risk behaviours for infectious diseases, mental health, substance use, crime and violence 


and life satisfaction. The GAIN‐Q3 is part of an integrated family of instruments, and is 
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embedded within the larger GAIN Initial (GAIN‐I), which is a much longer standardized clinical 


assessment tool used for diagnosis, placement and treatment planning (i.e., modality matching).  


 


The GAIN‐Q3 MI includes items that focus on individuals’ behaviours during the past 90 


days, as well as a set of items for each domain that ask about individuals’ reasons and readiness 


to change behaviours. The instruments were interviewer‐administered both electronically and 


via paper‐and‐pencil.  The average time of administration for the GAIN‐Q3 MI is reported by 


Chestnut Health as 45 minutes. Furthermore, there is a substantial body of evidence regarding 


the tool’s psychometric properties (GAINCC, 2013a), and the existing database compiled by 


other users can be used for the purposes of further benchmarking and research. Some of the 


items in GAIN‐Q3 MI, particularly questions related to demographics and terms for some 


government and community services, are appropriate only to the U.S. setting. With the support 


of Chestnut Health Systems, we developed an Ontario version of the GAIN‐Q3 MI (see Appendix 


4) 7 in order to increase the tool’s relevance to the provincial context. We also worked with a 


group from Quebec to standardize the revisions across Quebec and Ontario to the extent 


possible. For more details, refer to the section below regarding GAIN revisions and the 


Assessment Building System (ABS). In sum, this tool was selected for pilot testing because it 


met most of the criteria outlined above, and received overwhelming support from the Advisory 


Committee/Working Group.   


2.5.2 Current Assessment Package 


Admission and Discharge Criteria and Assessment Tools (ADAT):  


The ADAT is a MoHLTC package of tools mandated for all publicly‐funded addiction 


service programs. It is comprised of eight assessment tools intended to identify the most 


appropriate level and intensity of care for a client entering Ontario's addictions treatment 


system (i.e, placement matching). The results of the eight tools map onto a decision‐tree for the 


 
7 The version in the Appendix is that used in the pilot testing. Note that further revisions to the tool have been made 
since the pilot testing and this work continues. Please contact the authors for the most recent version.of the GAIN-
Q3 MI. 
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purposes of client placement according to level of care (e.g., home or residential withdrawal 


management; community or residential treatment). As both the ADAT and the GAIN‐Q3 MI 


were required for the pilot testing process the Drug History Questionnaire (DHQ) was not 


employed in order to decrease redundancy with the GAIN‐Q3 MI. A brief description of the 


remaining 7 ADAT tools is provided below: 


 


Adverse Consequences of Substance Use (AC): This 8‐item tool was developed to help 


determine a client’s level of functioning in three main areas: medical/psychiatric; 


emotional/behavioural; and barriers/resources. There are no published psychometric 


properties associated with this tool, as the main purpose of this tool was said to be to develop 


an overall clinical profile. The AC questions cover a time range from ever in the client’s life to 


the past 90 days, and the tool takes approximately 10 minutes to complete (Cross & Sibley, 


2010).   


 


Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES): This 19‐item 


instrument measures an adult client’s readiness for change in three categories: ambivalence, 


recognition, and taking steps. The test‐retest reliability is good, with scores of 0.83, 0.94 and 


0.93, respectively (Miller & Tonigan, 1996). The SOCRATES can be completed via paper and 


pencil, and can be either clinician or self‐administered. The measures are scored using a 5‐point 


Likert scale and the tool can be completed in 10 minutes (Cross & Sibley, 2010).  


 


Treatment Entry Questionnaire (TEQ): This instrument is used to measure an adult 


client’s motivation to enter substance use treatment (Wild, 1995). The TEQ has 12‐items that 


measure three types of motivation: internal positive; internal negative; and external coercion. 


These 3 measures are scored on a 7‐point Likert scale, and have respective alpha scores of 0.78, 


0.80 and 0.82 (Centre for Addiction and Mental Health Knowledge Exchange, 2009). The tool is 


self‐administered via pencil and paper, and can be completed in 10 minutes (Cross & Sibley, 


2010).  
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Perceived Social Support (PSS): The PSS is a 14‐item instrument that assesses the quality 


of a client’s relationship with family and friends (Rice & Longabaugh, 1996).).The tool is 


appropriate for adults, takes approximately two minutes to complete by pencil and paper, and 


is self‐administered. The instrument measures a client’s support system in two categories: 


family and friends, using a trichotomous scale. The PSS also has good internal consistency for 


both the family and friends categories, with alpha scores of 0.85 and 0.81, respectively (Cross & 


Sibley, 2010).  


 


Drug Taking Confidence Questionnaire (DTCQ‐8: Alcohol and DTCQ‐8: Drugs): These are 


two separate measures, the former for alcohol and the latter for drugs (Sklar & Turner, 1999). 


Both DTCQ‐8 instruments are eight items in length and used to provide a summary of a client’s 


perceived ability to resist using drugs and alcohol in two classes of situations: personal 


situations and situations involving others. The measures are scored on a 6‐point rating scale. 


This instrument is appropriate for adults, can be clinician or self‐administered via paper and 


pencil or electronically, and takes approximately 5 minutes to complete (Cross & Sibley, 2010).   


 


Behavioural and Symptom Identification Scale (BASIS‐32): The BASIS‐32 is a 32‐item tool 


used to measure the level of difficulty in various areas of the client’s life functioning, within the 


past seven days. The instrument is appropriate for adults and adolescents, can be clinician or 


self‐administered via paper and pencil, and takes approximately 10 minutes to complete (Eisen, 


1995). The questions measure: relation to self/others; daily living functional skills; 


depression/anxiety; impulsive/addictive behaviour; and psychosis. These measures are scored 


on a 5‐point Likert scale. The BASIS‐32 has good reliability and validity, with test‐retest scores 


ranging from 0.65‐0.81 and an internal consistency of 0.89 (Eisen, Wilcox, Leff, Schaefer, & 


Culhane, 1999). 


 


Health Screening Form: This counsellor‐administered form is used to record medical 


history only, and is not used as a screening or assessment tool (Cross & Sibley, 2010).   
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2.6 PILOT SITES  


Five pilot sites participated in this study. The sites, described in detail below, were 


selected to represent a diversity of addiction agencies in Ontario, and thus include a range of 


programs and clientele8. Pilot sites were selected based on the following criteria:  


• Geographic location – rural/urban, north/south 


• Size – ranging in size from small, single‐program sites to multi‐program sites 


• Client flow – covering a range of internal client flow processes 


• Program type – a range of program types (e.g., community withdrawal management, 


community based treatment) 


• Populations served – targeting youth (12 years of age and older) and/or adults   


 


Staff and clinicians at the pilot agencies were involved in data collection, and obtained 


appropriate training related to the administration of the tools. Each pilot site also selected one 


staff member to serve in the role of Study Lead. This position involved certain responsibilities; 


for example, Study Leads were required to complete the Tri‐Council Policy Statement‐2 ethics 


module; store study recruitment materials and hard copies of study data securely; serve as the 


central point of contact (i.e., liaise between the project coordinators and all the staff at the 


agency); encourage feedback from staff related to the project;, and provide assistance on 


scheduling study visits for monitoring purposes.   Service contracts were developed with the 


pilot agencies outlining agreements related to roles, responsibilities, and requirements. As all of 


the pilot sites provide more than one program/service those to be included in the pilot were 


negotiated at the outset and outlined in the service contracts.   
 
 


 


 


 
 


8 At the outset, a short‐term residential treatment program joined the project, but eventually 
withdrew for internal reasons unrelated to the project.  
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Addiction Services of Thames Valley (ADSTV) 


Addiction Services of Thames Valley is a community‐based service, operating in co‐


operation with local addiction and health care agencies, through the Southwest LHIN.  There 


are eight programs that are operated by ADSTV, and through these programs, ADSTV offers 


assessment, counselling, support, education, employment and housing services for a wide 


diversity of individuals involved with substance abuse or gambling problems. They offer services 


in London, Strathroy (Middlesex), St. Thomas (Elgin), Woodstock, Ingersoll and Tillsonburg 


(Oxford). All ADSTV programs, except for those related to education participated in our pilot. 


http://adstv.on.ca/ 
 
 


Rideauwood Addiction and Family Service  


Founded in 1976, Rideauwood Addiction and Family Service is a registered charity 


serving adults, adolescents and family members in Eastern Ontario. They provide non‐


residential, group and individual treatment, public education, training and consultation. 


Rideauwood also has an extensive volunteer program that provides essential services to the 


agency. For the pilot, only the school‐based program and the agency‐based youth program 


participated in the study. http://www.rideauwood.org/ 
 
 


Four Counties Addiction Services Team (Fourcast) 


Fourcast is a community addiction treatment agency offering professional counselling 


services for anyone concerned about substance use or problem gambling, whether for 


themselves or for others. The goal of Fourcast is to support clients by empowering them to 


make their own choices in an open, non‐judgmental atmosphere, with a focus on encouraging 


positive change. Fourcast provides initial assessment and treatment planning services, as well 


as community addiction treatment programs in the counties of Peterborough, Northumberland, 


Haliburton and the City of Kawartha Lakes. The pilot tools and procedures were implemented in 


all of these programs/services. http://www.fourcast.ca/ 
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Addictions Centre (Hastings/Prince Edward Counties) 


The Addictions Centre (Hastings/Prince Edward Counties) offers standardized addiction 


assessment and outpatient counselling (community treatment services) for individuals 16 years 


of age or older who are concerned with their substance use or gambling problems. The Centre 


also provides short term residential addiction treatment for men at a different site. The pilot 


tools and procedures were implemented in all of the services, except for the residential 


program.  http://www.addictionscentre.ca/ 
 
 


Manitoulin Community Withdrawal Management Services 


Manitoulin Health Centre includes two hospitals that serve the Manitoulin region. 


Manitoulin Community Withdrawal Management Services (MCWMS), a program of Manitoulin 


Health Centre provides support to clients voluntarily withdrawing from alcohol and/or other 


drugs. Clients may be residing at their home, the home of a significant other, or in another safe 


setting. MCWMS staff members also provide information and assistance to guide the support 


provider(s) supervising the "in‐home" care. MCWMS offers three main components in 


managing withdrawal: intake and assessment, withdrawal management, and continuing care. 


Assessment/treatment planning services and case management are also available. 


http://www.manitoulinhealthcentre.com/news/154/ 
 
 


2.7 STUDY PARTICIPANTS  


Participants of the project were clients aged 12 or older, presenting for screening and 


assessment at one of the five pilot agencies across Ontario. Only clients who were in the intake 


stages of treatment, and not currently receiving treatment services at the pilot agency, were 


eligible to participate. An exception was made for Rideauwood, as counsellors indicated that 


clients in the school‐based programs were typically not ready to complete assessment tools, 


prior to treatment sessions. As such, they were hesitant to approach new clients for 


participation in our study. In order to address this issue, we asked counsellors at Rideauwood to 


recruit clients who were in the intake stages of treatment and those whom they had been 


counselling for one month or longer. Clients included in the study were presenting for a 
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substance use problem, clinically stable, had consented to participate, were able to speak and 


understand English and showed no evidence of cognitive impairment based on a structured, 


validated scale assessing this domain (Katzman et al., 1983). 


 


Clients were not reimbursed for their participation. The purpose of this project was to 


determine the feasibility of implementing the tools and procedures piloted in this study across 


all addictions agencies in Ontario. Since clients are not paid for receiving addictions treatment 


in Ontario or being followed up9, doing so in our pilot would possibly overestimate the 


feasibility of our approach (i.e., in terms of participation rates).        


2.8 QUANTITATIVE DATA COLLECTION PROCEDURES  


The data collection period began mid‐June, 2012 (mid‐September, 2012 for Rideauwood 


Addiction and Family Service) and extended through March, 2013 to allow for at least two 


months of client recruitment and six months of recovery monitoring (both within‐ and post‐


intake). For sites that had started data collection in June 2012, the recruitment period was 


extended until the end of September, 2012 to ensure adequate time to obtain a reasonable 


sample size for analysis purposes. The recruitment period was also extended for Rideauwood 


(ending early December, 2012).  


 


All of the project tools, with the exception of GAIN‐Q3‐MI, were administered  via 


paper‐and‐pencil at particular time points as summarized in Table 1. It was recommended that 


agency staff administer the GAIN‐Q3‐MI electronically, as reports could only be generated for 


this tool by using the GAIN ABS platform.  The majority of GAIN‐Q3‐MI assessments were 


administered electronically. However, in the instances where this was not possible, the tool was 


administered by clinicians via paper‐and‐pencil and then subsequently entered into the GAIN 


ABS platform.  


 
9 It is important to re-emphasize that this project focused on screening and assessment was implemented in concert 
with the evaluation of the recovery monitoring protocol and, therefore employed one set of inclusion/exclusion 
criteria and one consent form. The protocol did not provide for payment of clients for their participation in order to 
fully support feasibility assessment for provincial scale-up.  
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Agency staff were required to administer the project tools in addition to the common 


assessment tools (ADAT) that they were already using for their clients (excluding the DHQ). This 


would allow for feedback on the comparative advantages and disadvantages of the new tools 


over the original ADAT tools. The ADAT package was administered to clients before they were 


asked to participate in this study and to complete a new set of screening and assessment tools. 


In this way, we were able to minimize interruptions or disturbances to the usual 


intake/assessment processes and client flow within each pilot agency.   


 


Table 1. Summary of baseline data collection activities 


Instrument  Screening & 
Assessment  


Global Appraisal of Individual Needs–Short Screener (GAIN‐    
SS) – CAMH‐modified  
 


    Stage 1 Screener 


18 years of age and over           
Modified Mini Screener (MMS)  OR                                                
Psychiatric Diagnostic Screening Questionnaire 
(PDSQ)  
 
12‐17 years of age 
Problem Oriented Screening Instrument for 
Teenagers (POSIT) 
 


Stage 2 Screener  


Global Appraisal of Individual Needs–Quick3 (GAIN‐Q3) – MI    Stage 1 Assessment  
 


 


2.8.1 Recruitment and Consent Process  


Clients admitted to addictions treatment services routinely undergo screening and 


assessment. Potential participants were approached by trained staff involved in the intake and 


assessment function at each pilot agency once some or all of the ADAT tools (less the DHQ) 


were administered. The recruitment process was typically initiated during the client’s second 


visit, at which time they were provided with a description of the pilot project via a Letter of 


Information and Consent to Participate form. For clients under 16 years of age, an assent form 
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was provided and consent was obtained from parents or legal guardians. After providing 


informed consent/assent, clients’ cognitive competence was assessed using the GAIN Cognitive 


Impairment Screener.  


Eligible clients were informed that their participation in this study was completely 


voluntary and that they could refuse to join the study or withdraw from it at any time without 


having any impact on their current or future services. They were also informed that in the event 


they decide to leave the study, they would have the right to allow or restrict the use of data 


that was collected from them up until withdrawal. Clients were, however, asked to provide 


reasons for refusal or withdrawal, as this would provide information about potential biases in 


the sample and contribute to the assessment of the feasibility for scale‐up across Ontario.  


2.8.2 Screening and Assessment  


  At intake, recruited clients were administered the Stage 1 Screener (GAIN‐SS) by a 


trained clinician at the pilot site. This “case finding” stage was followed by the administration of 


the Stage 2 Screener, based on the results of the Stage 1 Screener, and for which there were 


two options for clients 18 years of age and up (MMS and PDSQ). At the outset of the project the 


pilot agencies were given the opportunity to review both options and select the instrument that 


best fit their clients’ “case definition”. The distribution of the Stage 2 Screeners was kept even 


among the sites to allow for a better comparison. For clients 12‐17, pilot sites administered the 


POSIT as the Stage 2 Screener. The Stage 1 Assessment tool (GAIN‐Q3) was administered by the 


treating clinician at the beginning of the assessment phase. All clinicians at the pilot sites 


received training in the administration and interpretation of the new tools (see also section 


3.3.2 for more details).   
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3.0 PILOT SITE ENGAGEMENT, TRAINING AND MONITORING OF PROCEDURES  


3.1 ENGAGEMENT OF PILOT SITES   


In February 2012, initial visits were made to all of the pilot agencies by key members of 


the team (project lead, project scientist, and research coordinator). The goals of these 


“engagement” visits were to:  


• introduce the research team and meet all of the staff  


• share information regarding the background of DTFP and introduce the project  


• learn more about agency‐specific processes  


• review next steps prior to training and pilot launch 


The one‐day visits informed the finalization of the pilot protocol and facilitated the building of 


relationships prior to training and launch.  


3.2 TRAINING OF PILOT AGENCY STAFF  


  Agency staff members participating in the pilot project were trained on the 


implementation of project processes and administration of project tools.  They also underwent 


formal training and a certification process to administer the GAIN‐Q3 instruments as 


recommended by Chestnut Health Systems to ensure the validity and reliability of assessment 


results.  The GAIN‐Q3 training is detailed in Section 4.1.3.   


 


Members of the DTFP research team visited the sites in May 2012 (August 2012 for 


Rideauwood) to provide training to all participating staff. The 1.5 day training provided 


information regarding the rationale, protocol, and procedures to administer and interpret the 


study tools. Specifically, the training reviewed the:  


• process of recruiting eligible clients, obtaining study participant consent and gathering 


locator information for follow‐up procedures; 


• pilot tools, and the procedures for administering, scoring and interpreting the tools  


• method for liaising with the follow‐up staff to locate clients for 3‐ and 6‐month 


interviews; and 
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• return‐to‐treatment protocol    


 


Participants in the training were provided with detailed training manuals which included:  


• training slides 


• laminated flowcharts outlining in detail the various components of the protocol  


• consent, assent and withdrawal forms  


• study eligibility checklists  


• a copy of each of the  tools to be piloted  


• information on ethics 


• project administration materials  


• contact information for the DTFP Project Team, Study Leads and GAIN trainers  


A mix of clinicians and administration staff from each of the pilot sites were present at the 


training session (Table 2).  


 


Table 2. Summary of training attendance for each pilot site  


Number of Attendees 


Participating Pilot Sites  Clinicians 


N (%) 


Admin. 


Staff 


N (%) 


Total 


Addiction Services of Thames Valley (ADSTV)    
22 (73) 


 
8 (27) 


 
30 


Addictions Centre   
7 (88) 


 
1 (12) 


 
8 


Four Counties Addiction Services Team 
(Fourcast) 


 
5 (83) 


 
1 (17) 


 
6 


Manitoulin Community Withdrawal 
Management Services  


 
3 (75) 


 
1 (25) 


 
4 


Rideauwood Addiction and Family Services   
6 (86) 


 
1 (14) 


 
7 


Total 
 


43 (78) 12 (22) 55 
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The training was evaluated using a structured questionnaire developed by the DTFP 


research team, which was administered at the end of the training sessions to assess 


participants’ understanding of the training materials/content.  Almost all of the participants 


stated that they had a good understanding of the purpose, various project processes, and 


project tools at the end of training.  After the training visits, the DTFP research team followed 


up with participants to review any sections of the training that needed further clarification. 


3.3 DEVELOPING AN ONTARIO VERSION OF THE GAIN‐Q3  


3.3.1 GAIN Revisions and Assessment Building System (ABS) System  


Following the selection of the GAIN‐Q3 instruments, the Advisory Committee and 


Working Group recommended revisions to “Canadianize” the language from the U.S. developed 


instrument, and in collaboration with a treatment research group in Quebec heavily invested in 


the use of the GAIN tools in Quebec treatment agencies. Proposed revisions were vetted 


through an extensive consultation process. For example, items related to ethnicity/cultural 


background and sexual orientation were reviewed with colleagues within CAMH who have 


expertise in the area of health equity and with colleagues within the Drug and Alcohol 


Treatment Information System (DATIS) to ensure consistency with mandatory reporting 


elements within the Ontario addiction sector.10    


 


Further edits and additions were also required to reflect the Ontario context, most 


notably the addition of questions related to trauma and adjustments in language to reflect a 


harm reduction philosophy and approach. Additional items from the larger GAIN‐I instrument 


were also added (e.g., housing status, living environment, barriers to treatment and physical 


health) so as to better cross‐walk with existing ADAT admission and discharge criteria. Relevant 


changes were also reflected in the GAIN Recommendation and Referral Summary (GRRS), which 


is automatically generated based on responses inputted into the GAIN ABS system (a web‐


 
10 DATIS contributes to the understanding and enhancement of problem gambling and addiction treatment in the 
Province of Ontario through the on‐going development and maintenance of a comprehensive, province‐wide client 
information system (http://www.datis.ca/aboutus_mission.php).   
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based application that allows the GAIN family of instruments to be administered and 


summarized by computer). All revisions to the instrument and GRRS were reviewed by a sub‐


group of the project’s Working Group, comprised of individuals with extensive experience with 


addictions treatment service delivery and with the ADAT admission and discharge criteria. Refer 


to Appendix 5 for an itemized list of changes to both the GAIN‐Q3 instrument and the GRRS 


Treatment Planning and Placement Statements.    


 


A parallel process involved the integration of the GAIN ABS system into the Catalyst 


software. Catalyst is a browser‐based computer application, managed by DATIS, which houses 


client‐level clinical and administrative data for MoHLTC‐funded addictions agencies in Ontario. 


Following negotiations with Chestnut Health Systems, the GAIN ABS application and database 


were hosted in Catalyst via encrypted web service connections and housed in a secure server 


located in Toronto, Ontario. Support staff at Chestnut Health Systems have remote access to 


the server system to upload patches and modifications (including the revised GAIN‐Q3 


instruments and report templates) to the GAIN ABS platform as needed. For the purposes of 


the pilot, only the GAIN‐Q3‐MI was mounted onto the Catalyst ABS system11.     


3.3.2 GAIN Training  


Formal training and certification to administer the GAIN‐Q3 instruments is required by 


Chest Health Systems to ensure the validity and the reliability of the assessment results. As such, 


a train‐the‐trainer model was used for the purposes of the project whereby between one and 


three staff from each of the pilot agencies, as well as one member from the research team 


(henceforth called “Local Trainers”) attended a 4‐day training delivered by Chestnut Health 


Systems in Illinois, U.S.. The training included presentations; small‐group work with hands‐on 


practice administering the GAIN Initial (GAIN‐I); a workshop to practice identifying and 


clarifying inconsistent responses; information about the Administration Quality Assurance (A‐


QA) process; an overview of the GAIN‐generated clinical reports; discussions regarding using 


 
11 The GAIN‐SS (CAMH‐modified) was subsequently mounted in ABS post‐data collection. 
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the GAIN to guide diagnosis and treatment planning; a demonstration of the GAIN ABS online 


version of the instrument;  data management information; and an opportunity for trainees to 


make their first submissions toward GAIN Administration Certification.   


 


Local Trainers were then expected to return to their agencies and submit taped sessions 


of their administration of the GAIN‐I with clients until they demonstrated the requirements for 


Administrative Certification. The next phase, Local Trainer certification, required Local Trainers 


to train up to five staff at their agencies to administer the GAIN‐I,  provide feedback and 


recommendations, conduct ongoing quality assurance, and recommend them for 


Administration Certification. The Local Trainers received continued support from the A‐QA 


Team for a total of six months to achieve both Administration and Local Trainer Certification. 


Once certified to train on the GAIN‐I, Local Trainers are then considered certified to also train 


on the shorter assessments, including the GAIN‐Q3, which they did for all clinical staff at the 


pilot agency.  The DTFP research team Local Trainer also provided supplementary training to 


the agency pilot sites on the GAIN ABS system via a one hour demonstrative webinar, modeled 


on the monthly trainings provided by Chestnut Health Systems. DATIS issued passwords to all 


agency staff in order to provide access to the ABS system. As with the larger Catalyst system, 


agencies were only permitted access to view data from GAIN assessments administered at their 


agency.  


3.4 MONITORING OF PROCEDURES AND DATA QUALITY 


3.4.1 Monitoring Visits and Support to Pilot Sites  


During recruitment, research staff conducted site visits to review implementation of the 


study protocol, requirements for storage of study files, and overall status of project 


implementation. This was done in part to ensure the integrity of the  implementation of the 


protocol, but also to ensure all requirements were being met for potential  audit of the project 


by the CAMH Research Ethics Board. In general, once a pilot site had recruited approximately 


five participants, members of the research staff initiated visits to the agency. If there were no 


issues identified then the research team returned at the end of the study recruitment period. If 
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a pilot site was experiencing issues with any aspect of the project implementation, then the 


research team returned to the site as often as needed. During the site visits, all study‐related 


materials were photocopied and brought back to CAMH for data entry by members of the 


research team. Site visits also included a de‐briefing with the Study Leads regarding any 


outstanding scheduling and procedural issues. Prior to data entry, research staff checked all 


study documents for missing data or inconsistencies, and followed up with Study Leads to make 


needed corrections. 


 


 Throughout the duration of the pilot, considerable support was provided to the 


participating staff at the agencies. This included a weekly email to all Study Leads, in which we 


provided an update on the project (e.g., recruitment numbers, issues identified in other sites, 


as well as reminders on key aspects of the protocol. Members of the research team were 


available to discuss any aspect of the project with Study Leads, either over the telephone or via 


email. Every attempt was made to facilitate the pilot process for the agencies so as to reduce 


the burden on clinical staff.  


3.4.2 Data Storage and Central Database Development  


A unique identifier (alphanumeric code) was assigned to each participant. The key to the 


unique ID numbers was kept in a password‐protected excel file, which could only be accessed 


by the Study Leads and the research coordinator. Occasionally, access was granted to other 


members of the research team for the purpose of data entry. All completed study tools were 


stored in clients’ clinical files at the pilot sites in order for clinicians to use the information in 


treatment planning. In order to truly assess the usefulness and feasibility of the tools for 


treatment planning, clinicians were permitted to send summaries and reports generated from 


the study tools to outside agencies for the purpose of client referrals. This was necessary as 


agency staff often need to show proof or provide a reason as to why a client was being referred 


to a particular program. All recruitment and consent material, including the Locator Form, were 


kept in a locked filing cabinet that remained at each site in a research file (separate from the 


study tools). 
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All photocopied study material (except for the consent/assent forms and locator forms) 


that were brought back to CAMH were immediately de‐identified, that is, clients’ names were 


removed and replaced with their unique identifiers. Client files were stored in locked filing 


cabinets at CAMH. A master database for entering all of the study data (except for the GAIN‐


Q3‐MI) was created in Excel. All of the data were entered by one member of the research team, 


while another verified the information by checking to ensure that the data entered into the 


Excel file matched the paper copies of the study documents. This was an important component 


of our quality control procedures. The database was password‐protected and saved onto a 


CAMH‐networked drive.   
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4.0 EVALUATION STRATEGY  


  The main goal of the evaluation strategy was to collect feedback from all participating 


staff at the pilot sites and other key stakeholders in order to assess the feasibility and utility of 


our tools and procedures and to determine strengths and limitations or issues going forward in 


terms of eventual province‐wide wide implementation. The particular evaluation questions and 


indicators of success that guided this process are outlined in Table 3. Informal feedback was 


provided regularly by the Study Leads, GAIN Trainers and Executive Directors via email and/or 


telephone. Relevant comments were collected and maintained in an Excel file that was 


monitored by a member of the research team. Front‐line clinical staff also provided feedback 


using a logbook in which they responded to three open‐ended questions, typically on a weekly‐


basis during the pilot phase. The purpose was to obtain the clinicians’ and their clients’ 


(indirect) perceptions of the project tools and procedures (see Appendix 6).  


 


Structured feedback was collected from all agency staff involved in the study via an 


online questionnaire, which consisted of approximately 60 questions, including items pertinent 


to ADAT,GAIN‐SS, PDSQ, MMS, POSIT, GAIN‐Q3 MI, staged approach to screening and 


assessment, and GAIN ABS. Of 48 invitations sent to staff at the five pilot sites, 38 submitted a 


completed questionnaire (79% response rate). Skips were built into the online software 


program (Fluid Surveys, www.fluidsurveys.com), thus respondents were rarely required to 


answer all of the questions. For example, if a respondent had not administered the GAIN‐SS 


CAMH‐modified, then they would skip all of the related questions in that section. The 


questionnaire was administered to pilot sites during three weeks in November, 2012; however, 


staff at Rideauwood completed the online questionnaire in January 2013, given that 


recruitment at this site had just wrapped‐up in December, 2012. See Appendix 7 for the 


Screening, Assessment and Recovery Monitoring Feedback Survey.  


 


In addition, the project lead, project scientist, and program manager visited all of the 


pilot sites in January and February, 2013 to conduct focus groups. During the one day visit, a 
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summary of the findings were presented to all of the staff at the sites. Specifically, updates 


were provided on the numbers of clients recruited and tools completed. The analysis of study 


feedback was also presented and preliminary results were validated by asking staff members to 


comment on the degree to which the findings matched their own experiences. Furthermore, 


the proposed revisions to the GAIN tools and preliminary recommendations to the MoHLTC 


were discussed. For the final component of this visit, key informant interviews were held with 


the study leads and Executive Directors. Unstructured and open‐ended questions related to 


system‐level impacts of screening and assessment were used to guide the interviews. Specific 


topic areas included the perceived value‐add of a staged process for screening and assessment; 


integration into existing programs/services and interagency collaborations; ADAT; wider 


dissemination; other initiatives; and continued use of the study tools. All discussions from the 


pilot site visits were audio taped and later transcribed. Additional feedback by email or 


telephone was also encouraged after these de‐briefing sessions at the pilot agencies. 


 


The project team also requested a meeting with a standing committee comprised of 


Mental Health and Addiction Leads from each of Ontario’s Local Health Integration Networks 


(LHINs). The project lead presented the goals and work completed to date for three of the 


provincial DTFP projects, including the screening and assessment project, as well as key 


implications for the addiction system based on preliminary pilot results. Committee members 


were asked to discuss these implications further with LHIN colleagues who were unable to 


attend the meeting and to provide a summary of feedback at a later date.   


 


Finally, the screening and assessment project served as a case study for the separate 


overall evaluation of the Ontario DTFP System Enhancement Program, conducted by the 


Evaluation Centre for Complex Health Interventions from St. Michael’s Hospital in Toronto. As 


part of this case study, this larger DTFP evaluation team conducted site visits and interviews 


with Executive Directors from two of the project’s pilot sites (the Addictions Centre and ADSTV) 


and requested feedback regarding the tools and processes piloted, as well as regarding the 
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support provided by the research team.  Feedback from this process was used to triangulate 


the results from all evaluation strategies described above.   


 


Table 3. Evaluation questions and indicators of success   


Objective  Evaluation Questions  Data collection Strategy and Indicators of Success 


To assess the acceptability 
and utility of a new, 
common package of 
screening and assessment 
tools and procedures for 
addictions treatment 
services in Ontario  


What are the relative 
advantages and 
disadvantages of the new 
suite of tools and client 
placement protocols over 
the current 
tools/process? 
 
What are the key lessons 
learned regarding the 
screening and 
assessment tools that 
impact scalability and 
sustainability?  
 
 
 
 


Technical indicators: 
• Average time for completion of each 


screening tool 
• % screening positive for internalizing and 


externalizing MH disorders on Stage 1 
screener (goal) 


• % of those positive on Stage 1 screener who 
are followed‐up with a Stage 2 screener; % 
positive on specific mental disorders on the 
Stage 2 screener 


• Average time for completion of the new 
assessment tools/processes and relative 
advantage over the old ADAT tools 


 
Qualitative indicators of success: 


• Perceived value‐add of the staged approach 
to screening 


• Positive feedback on adaptability of tools 
for specific programs, service contexts and 
sub‐populations (e.g., telephone versus 
face‐to‐face intake; group versus individual 
intake; single point in time versus 
consecutive sessions for assessment; 
mandated versus voluntary clients) 


 
Feedback gathered via interviews or focus groups 
of (a) pilot site clinicians and clinical directors; (b) 
program managers including managers of agencies 
receiving referrals and forwarded assessment 
information.  
 
Key output: 
Specifications for provincial implementation and 
sustainability:   
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• Leadership and sector support 
• Training requirements and cost 
• IT infrastructure and cost 
• Fidelity assessment  


4.1 QUALITATIVE DATA ANALYSIS  


To support achievement of the project objectives (pg 19) the overall qualitative analysis of 


pilot data was guided by three key questions:  


 


1. What are the perceived strengths and challenges of the actual administration/utilization of 


the new suite of tools? 


2. What are the perceived value‐add or perceived value‐loss of the new suite of tools over 


ADAT/current practice? 


3. What are the strengths and limitations/issues going forward in terms of wider 


implementation of the new suite of tools? 


 


Qualitative data from the different sources of formal data collection tools (e.g., online 


survey, logbooks, focus groups, feedback from LHINs) were first analyzed separately as distinct 


sets of data. All data from one source were exported into Excel files and were organized first 


into broad categories (e.g., type of tool, feedback regarding the staged screening and 


assessment process, comparisons with ADAT). Then, within each category, the analyst reviewed 


all responses and identified a provisional set of qualitatively distinct points and assigned 


numeric codes with corresponding labels.  Where a number of points (and corresponding 


numeric codes) clustered within a given thematic area overarching thematic categories were 


assigned. Thematic categories across all sources of data were then grouped and analyzed to 


validate the findings and to identify any qualitative “outliers” (i.e., feedback that was not 


consistent with any particular theme). Finally, informal feedback collected during the pilot site 
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was also consulted to again determine whether there were any discrepancies with the 


identified themes.      


4.2 QUANTITATIVE DATA ANALYSIS AND DESCRIPTION OF STUDY SAMPLE 


The screening process for the study is outlined in Figure 2 below.  Out of the 773 clients 


approached to participate in the study, 292 (38%) declined to continue after the introduction of 


the study.  The main reasons for the lack of interest in the study included the extra time 


commitments associated with the new assessment process introduced by the study12, 


attending services for legal reasons only, and not presenting for substance use services. 


 


The remaining 481 clients were screened for the study based on the inclusion and 


exclusion criteria.  Two hundred and forty‐seven of these clients were excluded from the study: 


44 did not present for services for a substance use problem at the pilot agencies; 6 were not 


proficient in English; 37 were not clinically stable at the time of recruitment; 2 were cognitively 


impaired; and 160 did not consent to the study.  The additional assessment time required by 


the study process and the perception that it would divert focus from treatment were the main 


reasons clients declined to participate in the study during the consent process.  In the end of 


the screening process, 234 clients were enrolled into the study. The breakdown by site is as 


follows: 


• 170 from Addiction Services of Thames Valley (London)  


• 47 from Fourcast (Peterborough)  


• 6 from Manitoulin Community Withdrawal Management Services (Little Current)  


• 4 from Addictions Centre (Belleville) 


• 7 from Rideauwood Addiction and Family Services (Ottawa)  


 


 


 
 


12 Participants were required to complete the standard process (ADAT) PLUS the new tools being piloted in the 
project. 







Figure 2. An overview of the study recruitment process 


 


 


The research team requested basic socio‐demographic information for the 234 clients 


from DATIS; however, data were available only for 217 of these clients.  The other 17 clients did 


not have any admission program information available in DATIS.  As shown previously, the 


number of participants from Manitoulin Community Withdrawal Management Services, 


Addictions Centre, and the Rideauwood Addiction and Family Services was very small.  In 


addition, each of these three sites represented a special client population within Ontario 


addiction services.  After careful consideration, the research team decided to analyze the data 


from these three sites independent from the rest of the study sample to highlight the 
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uniqueness of their client populations. All analyses conducted for this report are based on the 


final sample containing 200 clients (from ADSTV and Fourcast). 


 


The representativeness of our study sample (n=200) was determined by comparing them 


on key characteristics to all clients in the main participating agencies  (Addiction Services of 


Thames Valley (London) and Fourcast (Peterborough) as well as the total substance use 


treatment population across all publicly‐funded agencies in Ontario (see Table 4). Pertinent 


data were obtained from DATIS. Information from residential treatment programs were 


excluded as only community treatment programs participated in our study. Chi‐square 


statistical tests were conducted to compare the distributions of socio‐demographic 


characteristics of the study sample to these two populations (Table 4) to examine potential 


biases in our findings.   


 


Descriptive statistics were also generated for the administration times of all the tools 


used in this study. Changes in administration time over the course of the study were analyzed 


using the independent‐sample and pair‐sample t‐tests (Table 5). Among the 200 clients, 148 


completed a baseline tool (GAIN‐Q3 MI). The remaining 52 clients did not complete a baseline 


tool, mainly due to missing several appointments following study recruitment.  


 


In total, 19 clients withdrew from the study at various stages. Most commonly, clients 


were in a state of crisis, and were thus unable to continue with the study. Some indicated that 


their needs were already being met at the agency; as such, they were no longer interested in 


participating in the study. Less frequent reasons for withdrawal were related to the fact that 


some clients had moved out of the province and in a few cases, there were difficulties in finding 


a convenient time to talk on the telephone. 
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5.0 FINDINGS AND INTERPRETATION 


5.1 FEASIBILITY AND IMPLEMENTATION ISSUES: QUANTITATIVE RESULTS 


5.1.1 Representativeness of Sample 


Compared to the total treatment populations from ADSTV and Fourcast (see Table 4), the 


study sample was representative in terms of many key characteristics, such as gender, 


preferred language, housing, employment, presenting substances at admission, frequency of 


substance use, and mental health.  However, younger clients were somewhat under‐


represented in our sample: 27% were younger than 25 years old in the treatment population, 


whereas about 24 % were less than 25 in our sample (χ2(4)=11.01, p=0.03).  Clients in our 


sample also tended to have higher education levels (χ2(3)=21.6, p<0.001) and were less likely to 


be involved in the court system. More specifically, the proportion of clients who had no legal 


problems were 60% in the treatment population and about 69% in the sample (χ2(3)=9.32, 


p=0.03). This was also reflected in the fact that presenting for services solely for court reasons 


was one of the main reasons for declining study participation. 


 


  Compared to the treatment population across all Ontario publicly‐funded community 


treatment services (see Table 4), our study sample was representative in terms of gender, age, 


employment and mental health. However, our study clients were more likely to be in a stable 


relationship, have at least a high‐school education, and be housed (fixed address). All our study 


clients preferred receiving services in English, whereas 4% of all clients in the treatment system 


preferred receiving services in languages other than English. This finding is, however, not 


surprising as only those who were able to speak or understand English were eligible to 


participate in our study. In terms of substance use, over 42% of our study sample sought 


services related to a drinking problem only. This was significantly higher than the 30% observed 


in the treatment population (χ2(2)=19.02, p<0.001).  In addition, daily substance users 


represented about 61% of the treatment population, but only about 45% of the sample 


(χ2(4)=23.09, p<0.001).  
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Table 4. Comparison of Study Sample to Treatment Population in Ontario 


  Treatment population in Ontario 
N=12858 


Treatment population in 
London and Peterborough Sites 


N=744 


Study Sample  
n=200 


Gender  (n)  %  X2 


Statistics  (n)  %  X2 


Statistics  (n)  % 


Female  4888  38.04%  0.09   280  37.63%  0.04  74  37.00% 


Male  7963  61.96%     464  62.37%    126  63.00% 


Age categories                 


<= 24 years      3077  23.93%  7.42       204  27.42%  13.49*       32  16.00% 


25 ‐ 34 years      3542  27.55%         194  26.08%    63  31.50% 


35 ‐ 44 years      2654  20.64%         141  18.95%    45  22.50% 


45 ‐ 54 years      2337  18.18%         127  17.07%    37  18.50% 


55 + years      1248  9.71%          78  10.48%    23  11.50% 


Preferred Language                 


English  12317  95.9%  <0.0011  743  99.9%  0.8161  200  100.0% 


Other  531  4.1%    1  0.1%    0  0.0% 


Relationship status                 
Married/partnered/ 


    common law  3257  25.7%     7.32*  196  26.5%  5.94  66  33.5% 


    Single (never married)  7066  55.8%    407  55.1%    93  47.2% 
Separated or divorced/     
widowed  2330  18.4%    136  18.4%    38  19.3% 


Employment status                 


Employed full time  3222  25.5%  7.91  182  24.6%  4.72  57  28.5% 


Employed part time  847  6.7%    79  10.7%    22  11.0% 
Unemployed (looking 
for  work)  4645  36.8%    230  31.1%    68  34.0% 


    Other  3908  31.0%    248  33.6%    53  26.3% 


Education                 


< High School  4775  38.6%  15.17**  286  38.8%  23.21***  51  25.5% 
Completed secondary 
or  High School  3023  24.4%    231  31.3%    64  32.0% 


 Some post secondary  1888  15.2%    73  9.9%    35  17.5% 
Completed College or 
University  2699  21.8%    148  20.1%    50  25.0% 


Legal status                 


No problem  8053  63.9%  6.79  444  60.1%  9.75*  137  68.5% 
Awaiting trial or 
sentencing  1645  13.1%    106  14.3%    31  15.5% 
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  Treatment population in Ontario 
N=12858 


Treatment population in 
London and Peterborough Sites 


N=744 


Study Sample  
n=200 


Probation  2195  17.4%    158  21.4%    27  13.5% 


Other  703  5.6%    31  4.2%    5  2.5% 
Fixed address (postal 
code)                 


NFA  874  7.0%     3.60*  22  3.0%  0.17  7  3.5% 


Fixed address  11628  93.0%    709  97.0%    191  96.5% 
Presenting problem 
substance                 


Alcohol only  3536  30.4%  18.28***  287  40.3%  3.83  83  42.3% 
Other substance(s) only 
+ no alcohol  3592  30.9%    274  38.4%    63  32.1% 


Alcohol and other 
substance(s)  4515  38.8%    152  21.3%    50  25.5% 


Frequency of substance 
use                 


1‐3 times monthly  784  7.3%  21.61***  50  9.1%  5.54  10  6.4% 


1‐2 times weekly  959  9.0%    77  14.0%    24  15.3% 


3‐6 times weekly  1484  13.9%    97  17.7%    33  21.0% 


Daily  6478  60.6%    225  41.0%    70  44.6% 


Binge  985  9.2%    100  18.2%    20  12.7% 
Mental health diagnosis in 
the past 12 months                 


No  9699  78.7%      1.74  531  73.2%  0.30  147  75.0% 


Yes  2624  21.3%    194  26.8%    49  25.0% 
Receiving mental health 
support currently                 


No  9121  73.6%      0.19  532  72.8%  0.03  143  72.2% 


Yes  3274  26.4%    199  27.2%    55  27.8% 


Source of income                 


Employment  3600  28.7%  37.34***  227  30.7%  16.69**  66  33.0% 


EI  507  4.0%    42  5.7%    16  8.0% 


ODSP  1788  14.3%    82  11.1%    15  7.5% 


Insurance  422  3.4%    42  5.7%    12  6.0% 


Ontario Works  2734  21.8%    166  22.4%    60  30.0% 


Other  2219  17.7%    113  15.3%    17  8.5% 


None  1265  10.1%    68  9.2%    14  7.0% 


Treatment mandated                 


None  8674  68.6%  1.87  445  60.5%  12.92**  145  72.9% 
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  Treatment population in Ontario 
N=12858 


Treatment population in 
London and Peterborough Sites 


N=744 


Study Sample  
n=200 


Legal  1863  14.7%    153  20.8%    27  13.6% 


Other  2110  16.7%    138  18.8%    27  13.6% 
* (p<0.05), **(p<0.01), ***(p<0.001) 
1 p‐value based on Z‐statistics 


 


In summary, our results indicate that our sample agreeing to participate is reasonably 


representative of the demographics of clients at the main participating sites and the overall 


Ontario substance use treatment system. There is a general trend, however, for the clients 


engaged in the project to be somewhat more stable, for example, compared to other clients in 


the participating agencies, those consenting were older and somewhat less likely to have legal 


problems, Compared to the overall treatment population in community treatment services our 


participants  tended to: be married/partnered, have at least a high school degree, and present 


only with an alcohol use problem (i.e., less involvement of other drugs).  Clients in our sample 


were also less likely to use substances on a daily basis. These results are not unexpected, as our 


protocol was quite time consuming and burdensome (as with any research study).  More 


discussion regarding this issue is provided in the later sections.    


 


5.1.2 Administration of Tools 


The administration time for all the tools used in the staged screening and assessment 


process are outlined in Table 5.  One hundred and eighty‐seven clients completed the GAIN‐SS 


during the pilot.  On average, the tool took eight minutes to complete.  As mentioned earlier, 


the project pilot tested staged‐approach screening for internalizing mental health disorders.  


Clients with a score 2 or above on the internalizing mental health screener, a subscale of the 


GAIN SS, moved onto a stage‐2 mental health screening.  Using the cut‐off score of 2, 171 (91%) 


of the clients, who completed the GAIN‐SS screened positive for internalizing mental health 


disorders.  The project also explored the use of a cut‐off score of 3.  In our study sample, 155 


(83%) clients scored 3 or higher on the internalizing mental health disorders screener.  
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Of the 171 clients who went onto stage‐2 mental health screening, 130 completed the 


MMS as a stage‐2 screener and 27 completed the PDSQ.   On average, the MMS took 6 minutes 


to complete and the PDSQ 19 minutes.  Majority of the screening tools were administered by 


clinicians.  Statistical analyses showed that there was no significant difference on completion 


time between self and clinician administration of the tools.   


 


One hundred and forty‐eight clients from our sample completed the GAIN‐Q3‐MI.  All of 


them were administered by clinicians.  The administrations were on average 60 minutes long.  


The other 52 clients did not complete the GAIN‐Q3 MI. The main reasons were related to a lack 


of time or clients not showing up for their appointments.  


 


As shown in Table 6 the groups of clients who completed a baseline assessment and 


those who did not were comparable except in age, status of relationship, employment, and 


presenting problem substance.  Clients who completed a baseline assessment as part of our 


study were older and more likely to be married and employed.  They were also more likely to 


present for services for drinking problems only: 49% vs 21% (chi(2)=10.7, p<0.01).    
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Table 5. Screening and Assessment Tools Administration Time 


Tools  Admin Time in minutes 


  Mean (Standard 


Deviation) 


Range 


Stage 1 Screener     


      GAIN‐SS (n=187)  8.0 (4.2)  (2, 25) 


Indicator for a need of a Stage2 mental 
health screener 


   


      Cut point 2 or more (n=187)  91% (171)  ‐ 


      Cut point 3 or more (n=187)  83% (155)  ‐ 


Stage 2 Screener – Mental Health     


      PDSQ* (n=22)  18.5 (7.8)  (10, 35) 


      MMS* (n=125)  6.1 (2.8)  (2, 15) 


Assessment     


GAIN‐MI (n=128)  60.5** (19.5)  (5, 140) 


* PDSQ only completed by clients from Peterborough, Belleville and Ottawa and MMS only completed by clients 
from London and Mantitoulin. 
**The mean has been 5% trimmed. 
Note: Administration time calculated for clients with both the start and end time.  
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Table 6. Completion of GAIN‐Q3 MI by key client characteristics‐only Participants from 


London and Peterborough 


   Completed GAIN‐Q3 MI 
(n=148) 


Did not complete GAIN‐
Q3 MI (n=52)   


Gender  (n)  %  (n)  %  X2 


Statistics 
Female  55  37.16%  15  34.09%  0.14 


Male  93  62.84%  29  65.91%   


Total  148    44     


Age categories            


<= 24 years  14     9.46%  15     34.09%  22.12*** 


25 ‐ 34 years  45     30.41%  17     38.64%   


35 ‐ 44 years  36     24.32%  7     15.91%   


45 ‐ 54 years  33     22.30%  3      6.82%   


55 + years  20     13.51%  2      4.55%   


   Total  148    44     


Ethnic groups           


Canadian  142  95.9%  42      95.5%  0.02 


Non Canadian  6  4.1%  2  4.5%   


Total  148    44     


Relationship status           
Married/partnered/ 


common law  56  38.6%  8  18.2%  7.81* 


Single (never married)  60  41.4%  28  63.6%   


Separated or divorced  29  20.0%  8  18.2%   


Total  145    44     


Employment status           


Employed full time  47  31.8%  9  20.5%  8.13* 


Employed part time  15  10.1%  3  6.8%   


Unemployed  43  29.1%  23  52.3%   


Other  43  28.5%  9  20.0%   


Total  148    44     


Education           


< High School  34  23.0%  14  31.8%  4.55 
Completed secondary or 
High School  46  31.1%  16  36.4%   


Some post secondary  25  16.9%  8  18.2%   
Completed College or 
University  43  29.1%  6  13.6%   
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   Completed GAIN‐Q3 MI 
(n=148) 


Did not complete GAIN‐
Q3 MI (n=52)   


Total  148    44     


Legal status           


 No problem  101  68.2%  30  68.2%  1.07 
Awaiting trial or  
Sentencing  25  16.9%  6  13.6%   


Probation  19  12.8%  6  13.6%   


Other   3  2.0%  2  4.5%   


Total  148    44     
Fixed address  
(postal code)           


NFA  5  3.4%  2  4.5%  0012 


UNK  2  1.4%  0  0.0%   


Fixed address   141  95.3%  42  95.5%   


Total  148    44     
Presenting problem  
Substance           


Alcohol only  71  49.0%  9  20.9%  10.67** 
Other substance(s) only + 
no alcohol  41  28.3%  19  44.2%   


Alcohol and other 
substance(s)  33  22.8%  15  34.9%   


Total  145    43     
Frequency of  
substance use           


Did not use  30  20.8%  7  16.3%  2.43 


1‐3 times monthly  7  4.9%  3  7.0%   


1‐2 times weekly  19  13.2%  4  9.3%   


3‐6 times weekly  26  18.1%  6  14.0%   


Daily  49  34.0%  17  39.5%   


Binge  13  9.0%  6  14.0%   


Total  144    43     
Mental health diagnosis in the 
past 12 months           


No  110  76.4%  31  70.5%  0.63 


Yes  34  23.6%  13  29.5%   


Total  144    44     
Receiving mental health 
support currently            


No  103  70.5%  34  77.3%  0.76 


Yes  43  29.5%  10  22.7%   
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   Completed GAIN‐Q3 MI 
(n=148) 


Did not complete GAIN‐
Q3 MI (n=52)   


Total  146    44     


Source of income           


Employment  54  36.5%  10  22.7%  6.90 


ODSP  13  8.8%  2  4.5%   


Ontario Works  37  25.0%  19  43.2%   


None  10  6.8%  4  9.1%   


Other  34  23.0%  9  20.5%   


Total  148    44     


Treatment mandated           


None  111  75.5%  28  63.6%  2.62 


Legal  18  12.2%  7  15.9%   


Other  18  12.2%  9  20.5%   


Total  147    44     
* (p<0.05), **(p<0.01), ***(p<0.001)   


5.1.3 Qualitative Feedback 


The qualitative feedback from the online questionnaire and logbooks revealed important 


findings related to the screening and assessment tools and procedures. The online survey was 


sent to 50 clinicians from all five pilot sites; and 38 responded.  Findings from the survey 


responses are presented in the following sections. Where relevant, results from the focus 


groups are also presented to highlight key discrepancies or areas of consensus, and to expand 


on the main findings. Feedback from all five pilot sites were also collected by the Evaluation 


Centre for Complex Health Interventions (led by Dr. Sanjeev Sridharan); pertinent results are 


provided below. 


 


Global Assessment of Individual Needs‐Short Screener (GAIN‐SS) 


The majority of survey respondents (n=28, 74%) reported administering the GAIN‐SS 


during the course of the research study. These respondents were asked to estimate the number 


of times they administered the GAIN‐SS during this same period. The result, 716 estimated 
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administrations (26 on average)13, highlights substantial experience with the screening 


instrument.     


 


Respondents generally noted three areas of strength for the GAIN‐SS: administration, 


clinical application and its screening function. With respect to administration, respondents 


valued the fact that the GAIN‐SS is quick to administer (8); is easy to administer (4) (noting in 


particular self‐administration); and is easy to understand (2).   


 


With respect to the GAIN‐SS’s clinical application, the most common endorsement was 


the comprehensiveness of the instrument (9).  Respondents were also generally pleased with 


the GAIN‐SS directing clinician’s focus on key areas of concern flagged by the tool (4).  Related 


to these two points, one respondent from the focus group discussions emphasized the 


perceived value of the GAIN‐SS in standardizing the questions that are asked early in the clinical 


process to ensure that potential concerns are not overlooked.  Two survey respondents noted 


that the results of the GAIN‐SS facilitates discussion with the client (“allows the client to open 


up about some difficult topics”). Two respondents also noted that the GAIN‐SS provides a 


snapshot of the client’s current state, and one noted the ability to see change in problem areas 


over time within the same administration.  


 


Finally, with respect to the screening function of the GAIN‐SS, four respondents noted 


that the GAIN‐SS facilitates referral to appropriate services (most notably mental health) and 


that it also screens clients in and out of their own services. This point was reinforced in focus 


group discussions with one respondent noting the utility of the GAIN‐SS in facilitating 


communication and collaboration across sectors. Two survey respondents made particular note 


of the value of the staged screening approach whereby the GAIN‐SS can efficiently determine 


whether a more in‐depth screener/assessment is warranted.  This latter point was also echoed 


in the feedback obtained from the focus group discussions conducted post‐pilot. 


 
13 The results are based on only those respondents who provided an answer. 
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When asked about any encountered challenges with the GAIN‐SS, the most common 


theme from the online survey related to the tool’s perceived “wordiness” (7); these 


respondents reported needing to repeat questions to facilitate comprehension. Related to this 


issue were concerns around the interpretation of particular sections or words (5); in particular, 


clients reportedly had a difficult time understanding the meaning of the word “significant.” Two 


respondents noted concerns related to the GAIN‐SS potentially negatively impacting rapport 


and challenges in its application to different cultures.  


 


From the logbooks, two clinicians noted concerns regarding the repetition of questions 


between the GAIN‐SS and the GAIN‐Q3 MI and, in the focus groups, one respondent noted 


redundancies between the GAIN‐SS and the MMS, although it was noted that it is still 


important to ask these questions in the event that the stage 2 screener is not indicated.  One 


clinician also suggested in the logbooks that the cut‐offs for the GAIN‐SS may be set too low 


such that too many clients are screened in for stage 2 screening. This last theme regarding the 


cut‐off scores was the most prevalent topic of discussion regarding the GAIN‐SS during the 


post‐pilot focus groups. One respondent suggested that it may be necessarily to explore 


whether cut offs need to be different depending on the setting at which a client presents (e.g., 


schools, primary care, mental health).     


 


Psychiatric Diagnostic Screening Questionnaire (PDSQ) 


Survey respondents had less experience in the pilot with the PDSQ with only seven 


respondents (18%) reporting having administered the instrument. This represents a total of 55 


estimated administrations (average: 8 administrations per clinician). As would be expected, 


therefore, survey respondents had less feedback regarding the PDSQ. With respect to perceived 


strengths, four respondents felt that the PDSQ provided a more thorough exploration of clinical 


concerns and, related to this, two of them noted that the information aids referrals (which was 


also echoed in one focus group discussion). Three respondents noted that the PDSQ is easy to 


administer/score 
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No themes emerged related to perceived challenges associated with the PDSQ. Three 


unique concerns were identified and related to clients wanting to explain their responses to 


questions; the fact that the PDSQ may take long to administer if administered orally to clients 


with literacy issues; and that it may be a bit long overall.   


 


Modified Mini Screener (MMS) 


Just under half of survey respondents (n=17, 45%) reported administering the MMS 


during the research study period.  This represents a total of 303 estimated administrations 


(average: 18 administrations). Regarding the strengths of the MMS, the most common theme 


related to the perception that the MMS provides a comprehensive snapshot of mental health 


history and presenting concerns (7); and related to this point, three respondents noted that the 


MMS helps identify the need for further assessment. This theme of comprehensiveness was 


reinforced in one focus group.  Five respondents noted that the MMS is quick to administer, 


and four noted that the results of the MMS can aid referral.  Less common themes related to 


the MMS being easy to understand (3), easy to administer (2), and can be used to follow‐up 


with the client (2).  


 


The most common concern regarding the MMS was the perception that it is “wordy” 


and/or particular items are confusing for clients (7) (e.g., symptoms lumped together, missing 


skips, a need for rewording for better clarity).  Other less common themes included the 


perception that the MMS is repetitive (3), that it is overly long (3) and that it does not 


adequately consider cultural/spiritual issues (3). One respondent noted the fact that the MMS 


was missing a focus on family context. One respondent reported that a client found the MMS 


intrusive and one respondent felt that the item structure could introduce biased responses.  In 


one focus group discussion it was highlighted that there are some redundancies between items 


in the GAIN‐SS and the MMS (e.g., eating disorders, psychosis).   
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Problem Oriented Screening Instrument for Teenagers (POSIT) 


Given the few clients recruited at the Rideauwood Addiction and Family Services, only 


two survey respondents reported experience with the POSIT, and one noted that it was not 


administered for the purposes of treatment planning or referral. The only comments pertained 


to one client being irritated by a lack of rapport and that another client found the screening 


tool overly long.  From the focus group discussions, two respondents from one pilot site 


appreciated the yes/no response format of the POSIT, which, even with over 130 items, still 


could be administered fairly efficiently and clients seemed to easily understand the questions 


and how to respond.  One site noted some technical challenges with the accompanying 


software.   


 


Perceived Value of Staged Screening 


Survey respondents were asked whether they would want to continue using the two‐


staged approach now that the research study had ended. Over half (50%, (n=19)) responded 


‘Yes’; another 26% (n=10) answered ‘Maybe’; and 16% (n=6) answered ‘No’.   


 


Survey respondents were also asked what value they saw in a staged approach to 


screening.  All but two respondents noted some value. Several themes, some interrelated, 


emerged in response to this question. Fifteen respondents referred to the comprehensiveness 


of the staged approach (e.g., obtaining a thorough picture of clinical concerns, being able to 


tease apart mental health from substance use). Fourteen respondents valued the efficiencies 


realized by staged screening (i.e., only administering tools when warranted), and ten 


respondents noted the value add for treatment planning and referral. Related to this latter 


point, respondents also valued the fact that the tools provide standardized, objective clinical 


information (7). Six respondents highlighted the value of identifying issues early in the clinical 


process. Two respondents did note redundancies between the GAIN‐SS and the longer GAIN‐Q3 


which was also conveyed in one logbook entry. One of these respondents suggested that only 


the stage two screener may be required but did note that the GAIN‐SS would be advantageous 


for other service providers outside of the substance use sector).  
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In the focus group discussions, two sites noted particular value in a staged screening 


process because it teased out different types of problems; it facilitated referral decisions to 


mental health services and supports; and it was generally seen as efficient to start with a short 


screener and proceed with a longer screener only if indicated.  Another pilot site highlighted 


the importance of having agency‐specific clinical protocols in place when the staged screeners 


raise a clinical flag.  This may be particularly important for agencies that may not have mental 


health partners to which they can refer clients, either because there are none available or 


waiting lists prohibit referrals.  


 


Of the two survey respondents who did not note any particular value in the staged 


screening process, one respondent noted redundancies between the GAIN‐SS and the MMS 


(also noted in a logbook entry). The other respondent felt unable to assess any added value due 


to a staged screening process already being in place within their organization.  One logbook 


entry noted concerns that the staged approach requires too many questions asked of the client 


in a short period of time. And in the focus groups, one clinician suggested that a staged 


approach to screening may be more important in clinical settings (like withdrawal management 


services) where clinicians don’t have the opportunity to collect relevant information during an 


extended course of clinical care.  


 


Global Assessment of Individual Needs‐Quick 3 Motivational Interviewing (GAIN‐Q3 MI) 


The majority of survey respondents (61%, n=23) reported administering the GAIN‐Q3 MI 


during the research study period.  This represents a total of 189 estimated client 


administrations (average: 12 administrations per clinician). Survey respondents were asked to 


rate their overall experience with the GAIN‐Q3 MI. Of the respondents who provided an answer 


(16 did not), the majority (64%) were either very satisfied or satisfied. Table 7 summarizes all 


response to this question.    
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Table 7. Ratings of Overall Experience with the GAIN‐Q3 MI 


Rating  N  Percentage 


Very satisfied  6  27.3% 
Satisfied  8  36.4% 
Neither satisfied or 
dissatisfied  4  18.2% 


Dissatisfied  4  18.2% 
Very dissatisfied  0  0.0% 
Total  22  100.1% 
Note: 16 respondents did not provide an answer to this question. Percentages do not total 100 due to rounding.   
 
 


Survey respondents were also asked to rate the usefulness of each of the sub‐sections 


of the GAIN‐Q3 MI for assessment and treatment planning.  Of those that responded to this 


question, the majority of survey respondents found all but two sub‐sections either ‘Very Useful’ 


or ‘Useful’.  For the ‘School Problems’ and ‘Work Problems’ subsection, slightly fewer 


respondents found these sub‐sections either “Very Useful’ or ‘Useful’ (40.9% and 47.8% 


respectively) and only for these sub‐sections did some survey respondents feel these sections 


had no usefulness for assessment and treatment planning (18.2% and 4.3% respectively).  Table 


8 presents all ratings for each sub‐section.  


 
Table 8. Ratings of Usefulness of the Sub‐sections of the GAIN‐Q3 MI for Assessment and 


Treatment Planning 


Sub‐section 
Very Useful


N (%) 


Useful 


N (%) 


Somewhat 
Useful 


N (%) 


Not Useful 
at All 


N (%) 
Neutral  Total 


N 


Background 
Information  6 (26.1)  11 (47.8)  3 (13.0)  0 (0.0)  3 (13.0)  23 


School Problems  2 (9.1)  7 (31.8)  2 (9.1)  4 (18.2)  7 (31.8)  22 
Work Problems  4 (17.4)  7 (30.4)  6 (26.1)  1 (4.3)  5 (21.7)  23 
Physical Health  7 (30.4)  11 (47.8)  1 (4.3)  0 (0.0)  4 (17.4)  23 
Sources of Stress  13 (56.5)  7 (30.4)  1 (4.3)  0 (0.0)  2 (8.7)  23 
Risk Behaviour and 
Trauma  11 (47.8)  8 (34.8)  1 (4.3)  0 (0.0)  3 (13.0)  23 


Mental Health  16 (69.6)  5 (21.7)  0 (0.0)  0 (0.0)  2 (8.7)  23 







73 


 


Sub‐section 
Very Useful


N (%) 


Useful 


N (%) 


Somewhat 
Useful 


N (%) 


Not Useful 
at All 


N (%) 
Neutral  Total 


N 


Substance Use  17 (73.9)  5 (21.7)  0 (0.0)  0 (0.0)  1 (4.3)  23 
Crime & Violence  11 (47.8)  8 (34.8)  1 (4.3)  0 (0.0)  3 (13.0)  23 
Life Satisfaction  11 (47.8)  10 (43.5)  0 (0.0)  0 (0.0)  2 (8.7)  23 
Note: Percentages may not total 100 due to rounding; 15 respondents did not provide ratings for each of the sub‐
sections excepting the school problems sub‐section where 16 respondents did not provide a response. 
 


Survey respondents were also asked whether there were certain types of information 


about the client and/or their situation that are NOT adequately explored by the sub‐sections of 


the GAIN‐Q3‐MI.  Fifty percent (n=12) responded in the affirmative. The most common content 


area noted as deficient pertained to substance use (5); one respondent suggested that the DHQ 


in the current ADAT package provides a good overview of substance use history and one 


respondent suggested supplementing the GAIN‐Q3 MI with  the substance use grids from the 


GAIN‐I.  During focus group discussions, two sites reinforced the need to supplement the GAIN‐


Q3 MI with additional questions related to substance use history. There was general agreement 


that it made sense to incorporate the GAIN‐I substance use grids to fill in this gap in information 


collected, noting however, that they are more complicated to administer using paper and pencil 


format as opposed to administration via ABS). Three survey respondents noted that there was 


not sufficient coverage of family history. Two respondents noted deficiencies in 


physical/medical history, two for social history, and two for culture.  The following areas were 


noted to be deficient only once: eating disorders, trauma, mental health, self‐harm, pregnancy, 


parenting and spirituality. And in focus group discussions, one site noted that the age of onset 


of mental health problems was notably absent from the instrument. 


 


With respect to administration of the GAIN‐Q3 MI, three respondents felt that the 


response categories could be confusing for clients (one respondent noted that clients were 


particularly concerned about responding to questions where symptoms were lumped together).  


Three respondents noted concerns regarding administration using ABS (e.g., was 


“cumbersome”; validation errors took time to resolve), and three respondents noted that the 
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instrument could be long to administer.  Two respondents noted that clients were annoyed that 


they had to respond to questions perceived as irrelevant and two respondents noted some 


concerns related to establishing rapport in the context of a standardized assessment.  One 


respondent felt that the content could be repetitive.   


 


Twelve respondents provided comments related to the length of the Q3 (all of whom 


noted that the Q3 could be long to administer and five noting it could take upwards of an hour 


or more to administer]. This concern was reinforced during focus group discussions at one pilot 


site.  The only other theme related to concerns that the length to administer may interfere with 


rapport (4), particularly for youth (2). 


 


Nine respondents provided qualitative responses related to concerns related to 


comprehension. Three respondents noted that the repetition of types of questions across 


different sections of the assessment was at times confusing for clients and/or lead to clients 


providing “generic” responses as opposed to responses specific to a particular life domain; 


three respondents provided specific examples where the tool presented problems related to 


comprehension; two respondents noted potential comprehension issues for specific 


populations (i.e., those with learning disabilities and Aboriginal clients); and one respondent 


noted a general concern that some wording was problematic.  


 


Nine respondents provided qualitative responses to the question regarding cultural 


factors.  Among these, three noted concerns related to First Nations populations, two to older 


adults and two responses were related to the absence of spirituality in the instrument.  Other 


concerns included the fact that the names of drugs may have different meanings for different 


cultures (1), that the language may be difficult for individuals whose first language is not English 


(1), and that there is no “Black Canadian” option under the population groups question.   


 


Reasons and Readiness to Change Items (MI Questions): Respondents were also asked whether 


they used the ‘reasons and readiness to change’ items, included at the end of each section of 
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the GAIN‐Q3 MI, to help motivate their clients to change.  Most respondents reported either 


‘always’ (39%, n=9) or ‘sometimes’ (39%, n=9). One respondent (4%) reported ‘rarely’ using the 


items and four respondents (17%) reported ‘never’ using the items to help motivate clients to 


change.   


 


When asked to comment on the specific strengths and weaknesses of the reasons and 


readiness to change items, most responses focused on the clinical utility of these items. Eight 


respondents noted that the MI questions informed an MI approach in counselling (e.g., 


highlighting discrepancies between reasons and readiness for change).  Six respondents 


appreciated having a measure of motivation and, related to this, two respondents felt that this 


measure helped inform treatment planning.  Two respondents felt that the questions 


themselves were inherently motivating for clients.  Two respondents noted that it would be 


helpful to revisit these questions either in the form of separate session to review the results 


and/or to revisit them to reinforce motivation.  Two respondents noted that clients tend to 


repeat responses to these questions across different sections of the instrument.  One 


respondent noted that his/her agency already uses an MI approach so these questions are not 


particularly new and one respondent noted some concerns related to the item structure of the 


questions.   


 


Logbook entries: Any feedback regarding specific items of the GAIN‐Q3 were analyzed and 


addressed separately in the context of the sub‐group to review proposed revisions to the 


Ontario GAIN‐Q3 MI. Some of these issues were noted in the logbooks but are not presented in 


this section]. A total of 74 unique logbook entries pertained to the GAIN‐Q3. Of these, the most 


common theme (21) pertained to observations that clients appeared fatigued or distracted 


when participating in the assessment.  Related to this observation, 10 respondents noted that 


the assessment took long/longer than expected to administer.  Another eight respondents 


noted that clients expressed concern that some of the questions were either invasive or they 


were not comfortable answering them (and which was reinforced by one site during focus 


group discussions).  A smaller number of respondents (4) noted that clients expressed 
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appreciation for the process/assessment and another four respondents noted no concerns or 


issues when administering the GAIN‐Q3.   


 


GAIN ABS and Clinical Reports 


When asked to comment on any specific issues or challenges that were related to using 


the ABS platform, the majority of respondents noted challenges related to ABS (13) ABS being 


slow to load and/or crashing during an assessment (13).  Of these respondents, two noted that 


the technical issues were resolved and no further problems were experienced.  Three 


respondents made reference to technical challenges with Catalyst system, in which ABS is 


integrated.  Two respondents noted challenges with printing reports from ABS (e.g., can’t see 


button on screen) and two respondents expressed optimism that with practice, accessing and 


using ABS will improve.  Two respondents did not have sufficient experience with the system to 


offer any suggestions and one respondent suggested exploration of the use of mobile devises to 


access ABS. 


 


Respondents were also asked to comment on their use of the treatment planning 


statements which are automatically generated by ABS and which are presented in the Q3 


Recommendations and Referral Summary (Q3RRS). Six respondents reported using the 


treatment planning statements to help establish treatment goals.  Five respondents reported 


going over the treatment planning statements with clients, again in the interest of treatment 


planning. Two respondents noted that the statements helped to systematically address any 


relevant clinical concerns that may have otherwise been overlooked. One respondent noted 


that the statements were generally consistent with his/her own treatment planning.  


 


Suggestions for treatment planning statements were varied. Two respondents provided 


suggestions pertaining to target dates which are automatically populated by the ABS system; 


one suggested removing the target dates altogether and the other suggested increasing the 


time between target dates.  Two respondents noted that there are generally too many of 


treatment planning statements generated.  One respondent highlighted the fact that the 
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statements make reference to irrelevant clinical options (e.g., GAIN‐I, Personal Feedback 


Report) and one respondent suggested that the language in the statements should be more 


neutral (e.g., less confrontational).  Finally, one respondent suggested there needs to be a 


statement related to DBT work.  


 


GAIN‐Q3 MI vis à vis ADAT 


Almost all survey respondents had experience with the ADAT package of tools. Over half 


of survey respondents (58%, n=22) reporting more than three years of experience, 16% (n=6) 


reported less than a year of experience and 18% (n=7) reported between 1 and 3 years of 


experience. Only 8% (n=3) of survey respondents reported never using the ADAT.   


 


Survey respondents were also asked to rate their level of satisfaction with the ADAT 


package for the purposes of assessment and treatment planning. Of the 35 respondents who 


provided a rating (three did not), the majority (69%) reported being either ‘Satisfied’ or ‘Very 


satisfied’.  Table 9 presents all ratings for this question.   


 


Table 9. Rating of ADAT package for the purposes of assessment and treatment planning  


Rating  N  % 


Very satisfied  2  5.7 


Satisfied  22  62.9 


Neither satisfied or 


dissatisfied 
9  25.7 


Dissatisfied  1  2.9 


Very dissatisfied  1  2.9 


Total  35  100.1 


Note: Percentages do not total 100 due to rounding 


Several themes emerged related to the relative strengths and weaknesses of the GAIN‐


Q3‐MI in relation to the ADAT. With respect to strengths, the GAIN‐Q3 was valued for its 
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standardization and provision of objective information (8); and was felt to be generally more 


clinically comprehensive (6; these two strengths were also reinforced during focus group 


discussions at two pilot sites).  Six respondents noted that the GAIN‐Q3‐MI better informs 


treatment planning and four respondents valued the report generated following administration 


of the instrument (the Q3 Recommendations and Referral Summary).  Three respondents felt 


that the GAIN‐Q3‐MI is easier to administer and three valued the reasons and readiness to 


change questions (the MI questions). Only one respondent specifically noted the value add of 


the stepped approach to screening and assessment.  


 


With respect to weaknesses, six respondents felt that the GAIN‐Q3 was missing some 


relevant clinical information, most notably substance use history (see also early section 


regarding GAIN‐Q3 MI) and, to a lesser extent, medical history. Five respondents noted 


concerns around the GAIN‐Q3‐MI interfering with clinical rapport (also noted as a concern 


during focus group discussions at one pilot site, but with the caveat that this concern may be 


offset by having some flexibility around when to administer), and related to this latter point, 


three respondents felt that the GAIN‐Q3 was too long, particularly when administering early in 


the clinical relationship.  Three respondents felt that the report was unwieldy.   


 


During focus group discussions at one pilot site, a clinician noted the value of the 


graphical reports that can be produced from the ADAT assessment instruments. These were felt 


to be particularly important in conveying assessment results to clients and as a tool for 


motivating clients to change.  The GAIN Local Trainers reminded the group that there are other 


clinical reports that can be generated in ABS but that were not available for the purposes of the 


pilot (i.e., the Integrated Clinical Profile and the Personal Feedback Report) which also provide 


these graphical summaries. The Personal Feedback Report in particular is meant to be used 


specifically as a motivational interviewing tool to move a client along the continuum of change 


toward action. It was also noted that an additional benefit of these reports is that it integrates 


assessment information about a range of different biopsychosocial domains (as opposed to the 


ADAT tools where each instrument is generally specific to one biopsychosocial domain).   
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6.0 DISCUSSION AND RECOMMENDATIONS  


This project, one of several initiated under the umbrella of Ontario’s DTFP portfolio, set 


out to assess the acceptability and utility of a new common package of screening and 


assessment tools and procedures for addictions treatment services in Ontario.  The selection 


and pilot testing of these various screening and assessment tools was to culminate in a set of 


recommendations to refresh or replace the current set of tools, known as ADAT.  The project 


built upon considerable work done by the Project Leader and colleagues at CAMH for the 


Ontario Ministry of Health and Long‐Term Care over the past several years and, in particular, an 


evaluation of the ADAT tools and related processes (Rush & Martin, 2006). This evaluation 


called for a refresh or, if needed, a full replacement of the ADAT tools based on key results 


(e.g., completion of the tools had become an administrative process to facilitate admission to 


residential treatment and sometimes after admission to the program, as well as the high 


variability in their application in assessment processes across the province.  Going forward in 


the present project we were cognizant that many programs and clinicians in Ontario have used 


ADAT quite appropriately to facilitate treatment planning and differential referral to various 


levels of care. To that end, we entered the project expecting to retain the strong features of 


ADAT, such as the coverage of multiple domains and the focus on decision‐making with the 


assessment information, while seeking to update the tools themselves with a more integrated 


package and more current well‐validated instruments.   


 


In addition to building upon this previous evaluation of ADAT the design of the present 


project was heavily influenced by recent trends in the area of client assessment, namely to 


consider a Staged approach that includes two levels of screening and two levels of assessment 


(i.e., placement versus modality matching). New work has also reinforced the close relationship 


of screening and assessment to recovery monitoring, the latter being the subject of a related 


project and project report (rush et al., 2013b). In the present project we engaged five Ontario 


sites in the pilot testing of this staged approach, beginning with the brief GAIN‐SS and followed 


by one of three more comprehensive tools (PDSQ, MMS or the POSIT (for youth)), and then 
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followed by the GAIN‐Q3 MI, which is intended for placement matching. Multiple types of 


feedback were received from agency representatives using the various tools including log books 


during implementation, an on‐line survey and focus group discussions.  Before summarizing the 


feedback it is important to note the main limitations of the study when interpreting the results, 


and considering the project recommendations. The main limitations are: 


• The tools were not administered under “routine” conditions since the project required 


several special procedures, some related to the parallel outcome project (e.g., lengthy 


consent form for follow‐up and provision of detailed locator information) and other 


procedures related to this project specifically (e.g., parallel administration of the ADAT  


tools for comparison purposes; the newness of the screening and assessment tools to 


the clinicians; challenges with the software). 


• Related to the above is the self‐selection of clients into the study, with a resulting 


sample that is somewhat older, more stable and less severe than the total population 


of the pilot agencies or the client population in community treatment services across 


the province. While this may have affected such indicators as completion time we were 


still able to secure participation from a large and varied clientele.  


• The lack of a residential treatment service having residential withdrawal management 


service among the pilot agencies and only one youth service with a strong outreach 


component. That being said, we were able to pilot test the tools and processes in many 


different locales and service delivery situations, each with their unique populations and 


agency processes. 


• Many of the pilot agencies have a history of participating in provincial system design 


projects, have staff that are well‐informed and experience users of ADAT including the 


decision tree for client placement and, in general, are experienced in the use of 


evidence‐based practices. Thus, their feedback may not be representative of that to be 


obtained in wider piloting and implementation efforts. 


 


With these limitations in mind we offer the following summary conclusions about the pilot 


testing of this suite of screening and assessment tools. As noted earlier some of the feedback is 
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about the new tools and processes as well as their perceived value or (or loss) compared to the 


ADAT tools and related processes.  We conclude with recommendations going forward and next 


steps. 


6.1 FEEDBACK ABOUT THE NEW TOOLS AND PROCESSES:  


Overall the feedback was very positive about the staged approach to screening and 


assessment. This was seen as an efficient way to proceed through a screening process (i.e. 


longer tools held in reserve until needed) and provided good coverage of both substance use 


and mental health issues. The strength of the information on mental health in particular was 


highly valued and improved referrals to required services. The staged approach was also seen 


as well‐linked conceptually to both treatment planning and subsequent recovery monitoring. 


Challenges noted with the overall staged approach were the perceived redundancy in some of 


the tools (e.g., the GAIN SS and the GAIN‐Q3 which includes the screening items as well) and 


the need for a well‐established response protocol to be in place so as to facilitate concrete 


referrals and follow‐up.  


 


When we look at the overall completion times of the tools we see they are in the range 


expected and appropriate for the various components of the staged approach. The GAIN SS 


took about 8 minutes on average (slightly longer than reported by the test developers) but this 


improves with experience in administration.  The follow up PDSQ took on average about 18 


minutes ( about the same as advertised) and was seen as comprehensive, easy to score and 


useful. The Modified Mini Screener (MMS) took much less time (about 6 minutes on average) 


and was also positively viewed in terms of supporting mental health follow‐up and referrals. 


The main limitation reported with the MMS was in the wording (many conditions lumped 


together) and the skip patterns that were said to be confusing for some clients. We did not 


receive much feedback on the use of the POSIT with younger clients  other than an over‐riding 


concern that with youth in particular the use of structured screening tools can negatively 


impact building rapport with those presenting for help.  
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With respect to the GAIN‐Q3 MI the completion time was about 60 minutes although 


we feel this was influenced considerably by the newness of the tool as well as challenges with 


the ABS computer system. That said, it is not unreasonable to expect an assessment process for 


the purpose of “placement matching” to be in this range of completion time and, with larger 


scale implementation and appropriate training and technical supports, completion times for the 


GAIN‐Q3 would be expected in the 45 minute range, on average.  Overall the feedback on the 


tool emphasized the comprehensiveness and high quality of the information, the value of the 


many reports being generated and the close relationship of the information and reports to 


individualized treatment planning. It is particularly noteworthy that the two sites with the most 


clients recruited for the project, and therefore the most experienced with the GAIN‐Q3 have 


chosen to continue the use of the staged protocol and the Q3 after the pilot testing was over. 


The reasons cited for continuing included the high quality of the information and its perceived 


value in advocating for funding and for services for clients, in particular mental health services 


for clients with co‐occurring disorders. 


 


In contrasting the staged screening tools and the GAIN‐Q3 with the ADAT the new suite 


was said to be more comprehensive and leading to better treatment plans. The GAIn‐Q3 in 


particular was said to cover many critical areas and all in one integrated package of sub‐scales 


compared to the package of separate tools that was put together for ADAT. Using a set of 


separate tools was a conscious decision at the time ADAT was developed as there was not a low 


cost integrated package available at the time, This has since changed and the GAIN suite of 


tools is the best example of this new development, hence its choice for pilot testing in the first 


place. Importantly, the group of clinicians providing feedback on the new tools were overall 


reasonably satisfied with ADAT, having been well‐trained and committed to its proper use for 


some time.  However, advantages were still cited for the new suite of tool, including the GAIN‐


Q3, as well as some limitations noted below for further consideration.  


 


The main perceived loss in the new suite of tools compared to ADAT was the detailed 


substance use history and current patterns of use provided by the Drug History Questionnaire. 
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However, rather than arguing for continuation of the DHQ the feedback was to incorporate the 


detailed substance use questions in other GAIN‐related tools (known as the “substance use 


grids). This has now been accomplished in post‐pilot revisions (see below).  


 


Another significant concern expressed by one of the pilot agencies was the requirement 


that the GAIN‐Q3 be clinician as opposed to self‐administered, and therefore not appropriate 


for group intake. This challenge was also noted in the independent third‐party evaluation of the 


Ontario DTFP initiative. The challenge with group intake was seen as increasing the overall 


length of the screening and assessment process to the point where it would impact waiting 


time (which had been eliminated completely in this one agency).  While each pilot agency 


found their own way to incorporate the various tools in the staged approach this concern about 


potential increase in waiting time is very important and calls for further exploration of how the 


GAIN‐Q3 can be administered in a self‐completion format. This work has begun (see below).  


 


Significant concerns were also expressed about the underlying computer application 


that “drives” the GAIN tools (known as the ABS) and we were challenged in the early stage of 


the project with the functioning of this application.  This did get sorted out, however, and the 


anticipated upgrade to the Catalyst software that links the ABS system will lead to even greater 


functionality.  


 


The last significant concern expressed by some clinicians in the pilot testing process was 


the challenges in the use of the tools in the process of engagement and building rapport with 


the client, in particular with youth.  This important concern is often made with respect to any 


structured screening tools and is not unique to the present project. Going forward, however, it 


will be critical to acknowledge the flexibility required in the timing of the administration of the 


tools, the need to possibly avoid some topic areas until a relationship is established (e.g., past 


trauma), and requirements for training on how to deliver the various questions in a way that is 


motivating for the client and which contributes to the building of a therapeutic relationship and 


be useful for treatment and support planning.  Post‐pilot revisions to the GAIN‐Q3 and the 
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administration software allow for a more modularized approach to test administration and this 


should add more flexibility to the scope and timing of the administration of various 


components of the staged screening and assessment protocol.  


 


One important issue that requires further consideration with respect to flexibility 


needed in the staged model is the value‐add of the GAIN –SS in certain situations. The GAIN‐SS 


does an excellent job at identifying substance use concerns as well as mental health challenges 


and those in the area of crime and violence. Since we were piloting the GAIN‐SS in the context 


of specialized substance use treatment services the items in the sub‐scale on substance use are 


somewhat redundant except perhaps as baseline measures for outcome monitoring. With 


respect to the sub‐scales on mental health we used the cut‐off on the Internalizing Disorder 


sub‐scale to determine the subsequent administration of the PDSQ or the MMS. However, 


given the high prevalence of depressive and anxiety symptoms in the substance use treatment 


population almost all clients screened with this sub‐scale in the pilot agencies hit the cut‐off 


score to go to the next level of screening (91% hit the cut‐off of two or more positive items on 


the 5 point subscale, and 83% hit the cut‐point of 3 or more. In this situation one might 


question the value‐add of the GAIN‐SS and this will be the subject of further discussion in 


subsequent work with key stakeholders with the staged protocol.  


 


Feedback obtained in other projects has highlighted the value of having a “common 


tool” across mental health and addiction agencies in order to have a common language and 


facilitate cross referrals and also to support treatment system planning and evaluation. Thus, 


even if there is some redundancy in the staged approach in substance use agencies using the 


GAIN‐SS mental health sub‐scales there may still be good reason to use the tool in the staged 


model.  Also, its important to note that the items in the GAIN‐SS are also embedded in the 


longer GAIN‐Q3 and these items in the GAIN‐Q3 can be populated automatically when the 


GAIN‐SS is completed, therefore reducing duplication. Alternatively, some agencies may wish to 


skip the initial GAIN‐SS and go directly to the PDSQ/MMS and the GAIN‐Q3. It will be important 


to be flexible in the application of the details in the staged approach.   
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Lastly, one very positive aspect of the suite of tools that were piloted as potential 


replacements for the ADAT package are their suitability for subsequent outcome monitoring.  


This was a high priority in the selection of the tools and we consciously linked this project to the 


testing of the feasibility of an outcome monitoring system for Ontario’s addiction agencies 


(Rush et al., 2013b). Feedback obtained in the piloting of the baseline measures in the staged 


protocol, in particular the GAIN‐Q3 MI, did not address this specifically as it was the subject of 


the other project.  The advantage of the GAIN‐Q3 MI in delivering a valid set of baseline 


measures for outcome monitoring. It needs to be acknowledged here, since it’s a major factor 


in the subsequent decision‐making process around provincial implementation of the new suite 


of tools.  


 


6.2 RECOMMENDATIONS AND NEXT STEPS 


Key functions with regards to intake, assessment, referral, and service planning for 


individual clients necessitate common forms, programs, and/or procedures to completing these 


tasks so that they are consistent across the province. As stated in the Select Committee (2010: 


8) Final Report regarding assessment “provincially‐applied, evidence‐based, agency‐appropriate 


assessment and screening tools are necessary to ensure consistency…all primary care providers 


and relevant staff have access to common, age appropriate, evidence‐based assessment and 


screening tools.” This has been the essential focus of this project.  


Based on the feedback obtained in the pilot work with the staged approach to screening 


and assessment, and the specific tools under consideration, the Program Advisory Committee 


and the Working Group for this project endorsed a recommendation from the project team to 


move forward and replace the ADAT package with this new suite of tools.  Importantly, the 


recommendation is for the development of an implementation plan that would concretely 


move things forward, engage the key stakeholders and opinion leaders and identify facilitating 


factors and challenges in implementation and resource requirements to launch and sustain the 


new common screening and assessment package for Ontario’s addiction agencies. This 


recommendation for the development of the implementation plan has been made to the 
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MOHLTC and resources are currently available to enact this recommendation in the 2013‐14 


renewal of the Ontario DTFP portfolio. As additional resources will be required for going from 


the implementation plan to provincial dissemination, and because there are many intersecting 


pieces at the system level to consider, a decision on going forward with the implementation 


plan is still forthcoming as of this writing. However, it is expected to move forward and, to that 


end, work continues on several fronts to support the implementation process that undoubtedly 


lies ahead.  


 


Implementation of this new suite of common screening and assessment tools will bring the 


following anticipated benefits:  


• Better individualized treatment planning and more appropriate placement of the client 


in the required level of care. In particular it is anticipated that this will be a stronger 


resource for supporting people with concurrent disorders. This, in turn, is intended to 


improve client outcomes. 


• Ability to generate automated reports via electronic platform (ABS system)  


 


Higher quality data for program planning, accountability and research purposes from 


state‐of‐the‐art, standardized instruments whose validity and reliability are well established 


through extensive research. These data will be housed in Ontario. 


• Potential for linkage with outcome monitoring tools, including data embedded in the 


GAIN‐Q3 MI including outcome, that calculates cost savings resulting from treatment. 


• Compatibility with the GAIN‐SS used in many other sectors and which is anticipated for 


broader provincial, and possibly national, implementation.  


• Low cost of annual licensure and training relative to ADAT and infrastructure (e.g., 


instrument development and ABS system) already in place with DTFP funding  


• Potential for benchmarking, particularly via partnerships with other Canadian 


jurisdictions and benefiting from a substantial existing database of GAIN end users.  


 







87 


 


                                                      


In support of the eventual adoption of the new suite of tools and processes the following 


work has been completed or is in process. 


6.2.1 Clarification and Recommendations for Training Requirements 


The GAIN‐Q3 is a standardized instrument –therefore formal training and certification 


will be recommended as part of provincial roll‐out. It is proposed that a train‐the‐trainer model 


be adopted. Under this model, 1‐2 staff from each agency would receive training and 


certification to the Local Trainer level, via a distance course provided directly from Chestnut 


Health Systems. 


These trainers can then train all other staff at their agency. Costs will include14:  


• Local Trainer Training and Certification: $1500/person* 


• Indirect costs associated with staff backfill for local training (est. 6 hours/staff). 


• GAIN‐Q3 5‐year license: $100/agency (included in cost of training) 


• GAIN ABS Provincial License: $10,000/year 


 


Other recommendations based on the experience of the pilot agencies and corresponding 


staff include:  


• Training must to incorporate strategies on how to handle reactions to sensitive 


questions (e.g., questions related to sexual practices, risk behaviours, etc.); use of 


margin notes;  


• Training needs to better emphasize how to generate and edit GRRS reports and use of 


validity reports; the need to edit reports in particular needs to be emphasized 


• Incorporate specific training related to how to engage youth and contextualize their 


responses (e.g., responses to trauma questions)   


• The Clinical Interpretation Training module should be required and would influence cost 


estimates of training as indicated above. 


 


 
14 It is important to note that the current ADAT system continues to incur ongoing costs such as the provincial 
licence for the BASIS‐32 and maintenance costs for TREAT the electronic database that houses the ADAT tools.   







88 


 


6.2.2 Revisions to the GAIN‐SS and GAIN‐Q3:  Revision that have been made or are underway 


based on pilot feedback and in discussion with the Project Working Group include the 


following: 


• GAIN‐SS Revisions: Some initiated by the developer of the GAIN‐SS, Chestnut Health 


Systems: 


• additional response item to be consistent with the GAIN‐I; 


• three new items (one pulled in from the additional CAMH modified questions); 


• new version to be launched into Ontario ABS System this fiscal year; 


• to be re‐validated; 


• cut‐offs to remain the same. 


 


• GAIN‐Q3 (MI and Standard) Revisions: sub‐group convened to review feedback from 


pilot sites and general recommended revisions to include: 


• additional changes to reflect Canadian context (e.g. military section); 


• separate out trauma from risk behaviours; 


• adjust language to better engage clients; 


• supplement with additional questions regarding substance use history (e.g., 


GAIN‐I SU grids); 


• also explore the possibility of generating other GAIN summary reports in ABS 


(e.g., MI report). 


 


• French translation of the tools and related reports.  


• Reports incorporate clinical reports: Personalized Feedback Report (PFR) and Individual 


Clinical Profile (ICP). 


• Include consultation with First Nations, Métis, and Inuit on the potential for cultural 


adaptation of screening, assessment and outcome‐oriented tools, which was 


recommended following the Health Canada’s Drug Treatment Funding Program ‐ 


Screening and Assessment and Client Satisfaction projects.  
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6.2.3 Implementation Strategies 


The third‐party evaluation of the provincial DTFP initiative highlighted that this project is 


one of a number of the DTFP projects with the potential to bring innovations in evidence‐


informed practice for addictions treatment within Ontario. They noted that it is important that 


whatever changes are made on the basis of this work that they “lead to measurable 


improvements in client outcomes as the relationship between evidence‐informed practice and 


improvements in outcomes should not be assumed” (Sridharan et al., 2013, p. 85). As the intent 


of the Ontario DTFP is that the project‐specific innovations can be scaled up and spread 


throughout the addictions system, the external evaluation report also emphasized that there 


needs to be greater conceptual and operational clarity around the roles that different actors, 


like MOHLTC, will play in spreading innovations from the project level to the systems level. It 


was also recommended by the evaluators that a broader dialogue, led by the MOHLTC, take 


place on what it will take to facilitate this cultural shift and the types of support systems that 


would be needed to ensure effective implementation and sustainability. Based on this 


evaluation work it was found that it is currently unclear how to implement evidence‐informed 


guidelines and tools across all the agencies in Ontario as none of the actors presently working in 


addictions were able to provide an agreed‐upon explanation of how to get agencies to use 


these new resources. In the case of MOHLTC, there were concerns about compliance 


decreasing with mandating the use of tools. In the case of the LHINs, each LHIN has the ability 


to determine their own interest in implementing the tools and processes pilot tested in this 


project. Moving forward, it is essential that discussions between key stakeholders take place to 


elucidate how learning from this and other DTFP projects can be implemented at a system 


level. While the MOHLTC needs to take the lead in framing this dialogue, the LHINs and the 


project team will also need to be involved.  


 


To ensure effective implementation and achievement of these outcomes it will be 


important that “spread” of new innovations, including the package of screening and 


assessment tools, be informed by evidence‐informed models of implementation that 


emphasize a staged approach to implementation that goes beyond one‐off, didactic training. 
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Implementation strategies should include, for example, assessment of organizational readiness, 


key “levers” that facilitate implementation as well as identified challenges and specific goal 


setting (Fixsen et al., 2005). In short, future implementation must be based on much more than 


the one‐off training that characterized the provincial implementation of the ADAT several years 


ago and which led to considerable variations in the quality in the actual use of the tools and 


decision‐making protocols for client placement (Rush & Martin, 2006).  An initial 


implementation team has been developed in CAMH based on the principles of implementation 


science and which will begin its system‐wide implementation work with the client and family 


Perception of Care tool developed through another of the Ontario DTFP projects (Rush et al., 


2013c).  This team will be a helpful resource for the eventual implementation of the tools and 


processes for improved screening and assessment. That said, it will be critical to retain a strong 


role for the research team and key provincial opinion leaders and stakeholders from past work 


on ADAT and the pilot testing since they hold essential content knowledge needed for credible 


training and support for implementation.  


 


There will no doubt be many challenges ahead in replacing the current, out‐dated set of 


ADAT tools with a new suite of tools based on the current project. Despite the many challenges 


ahead the way forward has been signalled by the results of this pilot work and in concert with 


the outcome monitoring project (Rush et al., 2013b). It is clearly time to “refresh” ADAT, while 


retaining its strong features such as the decision‐making protocol for client placement. This 


work must be carefully integrated with several other provincial processes include ongoing 


implementation of the OCAN and other tools such as the RAI‐MH in mental health agencies, 


related work on the Integrated Assessment Record, and making the tools work in the context of 


central access models. A comprehensive evaluation plan will be required that assesses 


implementation processes and outcomes at multiple levels (client, clinician, program and 


system). 
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To conclude, it is valuable to note the implications of NOT acting on the results of the pilot 


work reported on here, and in parallel with the recovery monitoring project.  These implications 


include: 


• the continued lack of up‐to‐date, evidence‐based screening and assessment tools in the 
province which then results in poor decision‐making for client placement and, therefore, 
inappropriate and inefficient use of our current resources that depend on proper client 
placement. 


 


• together with the lack of outcome data, there will remain a lack of information by which 
to create an Ontario‐based business case for investment in our addiction services.   


 


• a significant missed opportunity to use Federal DTFP funding for moving forward with a 
stakeholder‐informed implementation plan in this fiscal year.  


 


Clearly there are significant implications of not moving this work forward past the pilot 


stage and into implementation‐planning. 
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Ontario DTFP Screening, Assessment, and Outcome Monitoring Projects Working Group1 
              Terms of Reference 


 
 
Background 
Standardized, comprehensive and evidence-based assessment is an important part of treatment 
planning, including planning the most appropriate level and intensity of care for clients entering 
the substance use treatment system. New standardized assessment procedures were introduced in 
2001 for use with all clients entering the addictions treatment system in Ontario and were later 
evaluated in 2006. This project will address the recommendations from this evaluation, as well as 
the best available evidence regarding screening and assessment for substance use to develop and 
implement a revised protocol for standardized assessment in substance use treatment agencies 
across Ontario. 
 
Client recovery monitoring is an important part of assessing the performance of the Ontario 
substance use treatment system and of planning enhancements to improve treatment quality and 
build capacity. A report commissioned by the Ontario Ministry of Health and Long Term Care 
(MOHLTC) recommended the adoption of a specific model of client recovery monitoring as part 
of a more comprehensive system of outcome monitoring for addiction treatment services in 
Ontario. The recommended model combines within-treatment assessment of client progress with 
post-treatment follow-up procedures that include provisions for linking clients back into 
treatment when their follow-up results suggest the need for further treatment.  This project will 
develop and pilot an evidence-based protocol for recovery monitoring based on the 
recommended model to determine the feasibility of implementing a recovery monitoring system 
for Ontario. Overall, the results are expected to make an important contribution to Canada’s 
National Treatment Strategy.  
 
 
Mandate of the Working Group 
To ensure that relevant perspectives and interests are reflected in the project’s work plan and 
deliverables and to provide expertise regarding specific components of the project’s work plan, 
as requested by the Chair. 
 
 
Objectives 
The objectives of the Working Group are to: 


 Provide input regarding the feasibility, timelines, resources and activities of the Best 
Practice Assessment Procedures and the Recovery Monitoring work plans  


 Ensure that sex-, gender-, and diversity-based analyses are reflected in the work plans 
 Review draft materials related to the project (e.g., tool selection, pilot site selection, etc.) 


and provide input and feedback   
 Contribute to specific components of the work plan, as requested by the Chair   


                                                 
1 This Working Group, combined with the Working Groups of two other Ontario DTFP Projects—the Costing 
Benchmarks and Client Satisfaction projects—form an umbrella Advisory Committee whose membership provides 
guidance regarding how these projects can best be integrated with existing provincial- and LHIN-level initiatives 
and contexts.   
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 Provide guidance regarding the logistics of implementation of the screening and 
assessment tools and recovery monitoring processes   


 
 
Term of Membership 
August 25, 2011 – March 31, 2013 
 
 
Meeting Frequency and Format 
Meetings will be held at the request of the chair, as needed, for the duration of the project. It is 
anticipated that more meetings will be required earlier in the project to accommodate decision-
making around key components of the work plan (e.g., tool selection). Generally, it is estimated 
that approximately 3-4 half-day meetings a year will be held in-person. All other work will be 
conducted via teleconference or email.  Working Group members agree to participate for the full 
term of membership  
 
Roles and Responsibilities2  
Chair 


 Convene and facilitate Working Group meetings according to the Terms of Reference 
 Assign work tasks based on expertise and skills of individual Working Group members 
 Incorporate feedback and content provided by Working Group members, as appropriate   
 Communicate progress on overall project work plan 
 Ensure the perspectives of all members are heard and respected 
 Coordinate and communicate work with other relevant Drug Treatment Funding Program 


(DTFP) projects 
 
Working Group Coordinator: 


 Schedule meetings and coordinate development of meeting agenda 
 Coordinate communication between Working Group members and chair 
 Distribute task-lists and meeting minutes following formal meetings   
 Provide periodic updates to the Working Group regarding progress on relevant 


deliverables.   
 
Members 


 Review materials in advance of meetings as applicable 
 Attend face-to-face meetings of the Working Group 
 Participate in Working Group teleconferences 
 Respond to requests (e.g.., meeting date availability, agenda items, feedback, content, 


etc.) within specified timeframe 
 Designate a representative to attend scheduled meetings if unable to attend.      
 Communicate back to agency/organization regarding progress on project as 


relevant/appropriate   
 Participate on task groups in accordance with their expertise and availability 


 
                                                 
2 Refer to Appendix B for a list of members of the Best Practice Assessment Procedures Working Group.     
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Resources  
Members of the Screening, Assessment and Recovery Monitoring Working Group will 
participate on a voluntary basis.  Working Group members will be reimbursed for travel 
expenses related to in-person meetings. CAMH will provide project management and operational 
support for the Working Group which will include: 


 Provision of a dedicated Working Group Coordinator 
 Provision of administrative support (e.g., document preparation, coordination of meeting 


logistics and Working Group activities, etc.) 
 Coordination and funding of teleconference and face-to-face meetings 


 
 
Governance 
The Chair will make an effort to obtain consensus on decisions related to the project. In instances 
where a consensus cannot be reached, the Chair has the final authority. 
 
 
Accountability 
The Working Group is primarily accountable to the goals and objectives of the Screening, 
Assessment and Recovery Monitoring Projects. Working Group members are also accountable to 
their own organizations for accurately representing respective interests and concerns, and for 
communicating to their organizations the work of the Screening, Assessment and Recovery 
Monitoring Working Group. 
 
 
Communication 
A Working Group Coordinator will distribute an agenda and/or task-list prior to formal meetings. 
All in-person and teleconference meetings will be followed by meeting minutes.  Any ad hoc 
communication will also be summarized for the Working Group.   
 
 
Relationships to other Groups 
There is some overlap in membership and objectives between this and other DTFP Working 
Groups lead by the Chair. The Chair, with assistance from the Working Group Coordinator, will 
be responsible for coordination and communication between this and other Working Groups.   
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Outcome / Recovery Monitoring Tools (Draft) 
 
 


Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
Boston Rehabilitation 
Outcomes Centre 
 
Patient Reported 
Outcome (PRO) Core: 
AM-PAC CAT 
 
 
 
 
 
 
 
Late-Life Function & 
Disability Instrument: 
(LLFDI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pediatric Evaluation 
of Disability Inventory: 
(PEDI) 


Rehabilitation centers, 
rehabilitation 
outcomes in clinical 
trials and related- 
research 
 
 
 
 
 
 
 
 
LLFDI:  
community dwelling, 
outpatient 
rehabilitation, clinical 
trials and related 
research 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: 
clinical settings, 
research studies of 
treatment approaches 
and pharmacologic 
interventions 


Adults, children, 
elderlies 
 
 
 
 
 
 
 
 
 
 
 
LLFDI:  
older adults 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: 
Children: 6 
months to 7 
years  
  
PEDI-MACT: 6 
months to 14 


AM-PAC 
CAT, PEDI-
MCAT 
 
 
 
 
 
 
 
 
 
 
LLFDI: 
download 
from Boston 
Rehabilitati
on 
Outcomes 
center 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: 
software 
from data 
entry and 
scoring 


Varies depending on 
the specific 
instrument used  
 
 
 
 
 
 
 
 
 
 
LLFDI: 
concurrent and 
predictive validity 
 
Extremely high test-
retest reliability of the 
functions component 
(ICC = 0.91-0.98). 
Moderate to high 
Disability component 
(ICC = 0.68-0.82). 
 
Supports 
discriminative, 
concurrent, and 
predictive validity. 
 


 


 


 


 
 
PEDI: 
Excellent Internal 
Consistency of Scales 
within 3 functional skill 
scales: self-care 
(α=0.99), mobility 
(α=0.97), social 


AM-PAC: 240 items 
 
Likert Scale 
 
AM-PAC: currently 
in general 
 
 
 
 
 
 
 
LLFDI: 
a 16-item disability 
component and a 
32-item function 
component 
 
Likert Scale: All 
items on the LLFDI 
are scored on a 5-
point ordinal scale 
 
LLFDI: currently in 
general 
 
 
 
 
 
 
 
 
 
PEDI: 
a paper based 
instrument 
 
237 items 
 
Likert Scale 


AM-PAC:  
• Basic Mobility (101 


items),  
• Daily Activity (70 


items), and 
• Applied Cognitive (69 


items). 
 
 
 
 
 
 
LLFDI: 
• Disability (16 items), 


and   
• Function (32 items) 
• Domains further broken 


down to subdomainms 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: 
• Self-care  
• Mobility  
• Social function 
 
 


Sensitive to change. 
 
Functional activity group-
level changes can be 
obtained 
 
 
 
 
 
 
 
 
LLFDI: 
sensitivity to change on the 
Function component of the 
LLFDI 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI:  
sensitive to change 
 
 
 


• AM-PAC: 
English, self-
administered or 
completed by 
clinician or 
family member 


• On average, it 
takes 2 minutes 
to complete 
each domain 


 
 
 
• LLFDI: 
• English (Short 


Form available 
in Spanish), 
self-report or 
interview based 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: 
English and many 
different 
languages, 
administration by 
parent report, 
professional 


Intake, during 
and post 
treatment 
 
 
 
 
 
 
 
 
 
 
LLFDI: intake, 
during and post 
treatment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI: intake 
During 
Treatment 


License fee 
required 
 
No training 
required  
 
 
 
 
 
 
 
 
LLFDI: 
No cost 
 
No Training 
required 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEDI:  
Manual ($124.10) 
and Scoring 
Forms-package of 
25 ($43.40) 
 
Training required 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
years function (α=0.98) and 


3 caregiver 
assistance scales: 
self-care (α=0.97), 
mobility (α=0.95), 
social function 
(α=0.95).  
 
Inter-Rater/Intra-Rater 
Reliability ( ICC 
=0.95-0.99). 
 
Inter-Respondent 
Reliability (ICC – 
(0.64-0.74). 
 
Construct Validity: 
Strong correlations 
were found between 
mean scale scores 
and the child’s age for 
both functional skills 
scale and caregiver 
assistance scales 
 
Discriminant Validity – 
It was determined that 
the PEDI 
Modifications and 
Functional Skills 
Scales are better able 
to predict group status 
than the BDIST with 
p-values ranging from 
p<0.001 to p=0.38. 


 


 
Part I: skills rated 
as 0 (unable, or 
limited in capability, 
to perform the skill) 
or 1 (able to 
perform the skill, or 
beyond the level). 


Part II: functional 
activities rated on a 
scale between 0 
(total assistance) 
and 5 
(independent).  
Part III: functional 
activities rated as N 
(no modification), C 
(child-oriented 
modifications), R 
(rehabilitation 
equipment), or E 
(extensive 
modifications). 
 
PEDI: currently in 
general 
 


judgment, and a 
combination of 
methods 
 
Depends, but on 
average 
20-30 minutes 
when administered 
by experienced 
physical therapists 
on a child whom 
with they are 
familiar with to 45-
60 minutes when 
administered by a 
structured parent 
interview. 
 
 
 


Gain Appraisal of 
Individual need - 
Quick 
 
(GAIN-Q and GAIN-
QM) 


Designed for use by 
personnel in diverse 
settings (e.g., 
Employee Assistance  
Programs, Student 
Assistance Programs, 
health clinics, juvenile 
justice, criminal 
justice, etc.) 
 


Adolescents 
(12-18 yrs) and 
adults 


GAIN-ABS 
(Assessme
nt Building 
System) 


Moderate to high 
internal consistency 
(adolescents: α=0.91, 
adults: α=0.94) 
summative scales 
show strong 
associations with 
logically related 
variables; evidence of 
predictive validity 
 


11 pages in length; 
most questions are 
yes/no format and 
questions of 
recency of 
problems in each 
domain 
 
Past 12 months and 
Past 90 days 


GAIN-Q Core: 10 sections: 
1. Background, 2. General 
factors, 3. Source of 
stress; 4. Physical Health; 
5. Emotional Health; 6. 
Behavioural Health; 7. 
Substance-related 
problems; 8. Service 
utilization, 9. End, 10. 
Case Disposition 
 


The GAIN-QM is the 
quarterly follow-up version 
of the GAIN-Q instrument 
for evaluating change over 
time. 


• English and 
Spanish 


• Q: Self- 
administered or 
interview; 20-30 
mins;  


 
• QM: Self-


administered or 
interview, 10 
min 


Screening 
assessment  and 
quarterly 
assessment  


The computerized 
version requires  
training, practice, 
and supervision; 
Attaining 
certification in 
GAIN-Q 
administration 
requires that the 
interviewer (and 
initially,  
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
 The “full” form of The 


GAIN-Q Full is composed 
of the GAIN-Q core along 
with one or a series of 
additional scales specific 
to user needs.   


the site’s local 
trainer) develops a 
skill set that meets 
the criteria for 
competence.  This 
set of  
criteria is nearly 
identical to that 
used for 
certification on the 
longer GAIN-I. 


 
Gain Appraisal of 
Individual need’s 
Substance Problems 
Scale (past yr) 
 
(GAIN-SPSpy) 
 
Note: It is part of the 
GAIN-I 


Substance abuse 
treatment 
 
e.g., A: 7,408 clients 
across 77 substance 
use treatment sites in 
the US 
 
B: The Cannabis 
Youth Treatment 
Experiment; The Early 
Re-Intervention (ERI) 
experiment 
 
. 
 


Adolescents 
(12-18 yrs) and 
adults 


CAT 
(Computeri-
zed 
Adaptive 
Test) 
 


Good internal 
consistency (α > 0.85 
in numerous outcome 
monitoring studies) 
 
Good face validity; 
need data on 
construct and 
predictive validity  
 
Need to take caution 
when comparing 
scores between 
adolescents and 
adults (<18 vs 26+) 
due to difference in 
levels of endorsement 
on different 
symptoms.  
Adjustment is needed 
to compare data 
between two groups. 
 


16 Item 4-point 
Likert Scale 
 
Assess ‘recency’ of 
symptoms of 
substance related 
problems.  
 
 


7 items based on DSM-IV 
criteria for substance 
dependence; 
 4 items for substance 
abuse; 
2 items for substance-
induced disorders; 
3 items for lower severity 
symptoms commonly used 
in screeners.  
Only the first 11 items 
were used in diagnosis. 


Triage categories based on 
level of substance use:  
 
Low: 0 symptom;  
Moderate: 1-9;  
High: 10-16 (clients at 
moderate/high levels are 
typically placed into more 
intensive levels of care 
such as intensive 
outpatient, residential) 
 
Dependence questions 
linked to need of 
residential treatment using 
American society of 
Addiction Medicine 
(ASAM)’s placement 
criteria.   
 
Linked to Tx plan using 
Computerized Adaptive 
Test (CAT) potentially 
increases efficiency in 
treatment assignment with 
little loss of construct 
validity 


English 
interview 


Screening 
assessment and 
possible during 
and after 
treatment  


The computerized 
version requires  
training, practice, 
and supervision; 
Attaining 
certification in 
GAIN-Q 
administration 
requires that the 
interviewer (and 
initially,  
the site’s local 
trainer) develops a 
skill set that meets 
the criteria for 
competence.  This 
set of  
criteria is nearly 
identical to that 
used for 
certification on the 
longer GAIN-I. 


 
 
OQ Measures 
 


Designed to help 
mental health 
professionals increase 
overall treatment 
effectiveness by 
providing reliable and 
valid outcome 
measures 


Adults and 
Adolescents 
(12-18 yrs), 
military (used 
for VA Canada) 
 
Adult: OQ-45, 
OQ-30 


OQ-Analyst OQ-45: 
Good internal 
consistency: α > 0.90 
Good test-retest 
reliability: r > 0.80 
High to moderate 
concurrent validity  
 


OQ-45 has 45 items 
5 point Likert scale 
 
OQ-30: 30 items 
5 point Likert scale 
 
Y-OQ-30: 30 items 
5-point Likert scale 


OQ-45.2, OQ30.2 
 
3 domains: 
• Symptom Distress 
• Interpersonal Relations 
• Social Role 


Performance 
 


Both OQ45 and OQ-30 are 
designed  to assess 
functional level and change 
over time 
 
OQ-30.2 is sensitive to 
effects on interventions on 
clients undergoing 


Self-administered 
or interview 
 
OQ-45: 3-5 mins 
 
OQ-30: <5 mins 
 
Y-OQ-30: <5 mins 


OQ-45, OQ-30 
and Y-OQ-30 
(prior to any 
therapeutic 
interventions and 
at any interval 
during and at 
conclusion of 


No training 
required.  
 
License required 
for administration: 
Multiple location 
Paper and pencil: 
http://www.oqmeas
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
 
e.g., Veteran Affairs 
Canada 
 
Client-reported 
outcomes monitoring 
information system 
initiative 
 
(CROMIS) 


 
Adolescents: 
Y-OQ-30  


Y-OQ-30: includes PR 
and SR versions.  
Good internal 
consistency: α >0.90 
for both community 
and clinical samples. 
Good test-retest 
reliability: r > 0.80. 
Good inter-rater 
reliabilities.  
Good discriminant 
validity: AUC = 0.83 


 
Past week 


Also include Risk 
assessment: suicide 
potential, substance 
abuse, and potential 
violence at work. 
 
 
Y-OQ-30: 
6 subscales: 
• Somatic 
• Social Isolation 
• Aggregation 
• Conduct Problems 
• Hyperactivity / 


Distractibility 
• Depression / Anxiety 
 


treatment. 
 
 
 
 


 
With the software, 
scoring is complete 
in 3-5 seconds 
 
The OQ family of 
instruments is 
available in English 
and French and 15 
other languages. 
 


treatment) ures.com/files/oqm
easures/OQ-
Measures-Paper-
and-Pencil-
Order%20Form-
2011.pdf 


BASIS-32 Mental health and 
substance abuse 
treatment  
 
e.g., currently part of 
the ADAT assessment 
tool used by clients 
entering treatment in 
Ontario 
 
Used as an outcome 
indicator in the 
Integrated 
Rehabilitation and 
Recovery Care 
Program in Victoria, 
Australia. 


Adult 
 
 
 
 
* Not designed 
to be used 
among 
adolescents. 
Evidence has 
shown weak 
validity in scale 
among 
adolescents 
population. 


Built in 
TREAT 


Internal consistency 
reliability: α range 
from 0.43 to 0.89 for 
the 5 domains and the 
total summary score 
 
Adequate 1-week 
test-retest reliability:  
r > 0.70 
 
Adequate concurrent 
validity and good 
discriminant validity. 


32 Items;  
 
5-pt Likert Scale; 
 
Past week; 
 
Subscales 
correspond to 
domains  


5 domains: 
• Relation to self/others 
• Daily living/role 


functioning 
• Depression/anxiety 
• Impulsive / addictive 


behaviour 
• Psychosis 


It is part of a 
comprehensive 
assessment package: 
ADAT.  
 
Designed for assessment 
and outcome 
measurement 
 
Sensitive to change 
 
 


Self-administered 
or interview 
 
5-20 mins to 
complete 
 
 


Intake, during 
treatment, at 
discharge and 
post treatment 


No training 
required 
 
Cost: Annual site 
license first MH 
care or research 
location : $395 and 
$95 for each 
subsequent 
location; instruction 
Guide: $60 


BASIS-24 Mental health and 
substance abuse 
treatment  


Adults, co-
occurring 
clients, 
field tested 
among 
ethnically 
diverse 
backgrounds 
receiving 
inpatient and 
outpatient 
treatment for 


WebScore 
2.0 (Internet 
scoring and 
reporting 
tool for the 
BASIS-24) 
 
 


Internal consistency 
reliability: (Inpatient) α 
range from 0.75 to 
0.89 for the 6 
domains and the total 
summary score 
(Outpatient) α range 
from 0.77 to 0.91 
 
Test-retest reliability 
coefficients: 
(Inpatient) ICC range 


24 Items;  
5-pt Likert Scale;  
 
Past week; 
 
Subscales 
correspond to 
domains  


6 domains: 
• Depression and 


Functioning; 
• Interpersonal 


relationships 
• Psychosis; 
• Substance Abuse 
• Emotional Lability 
• Self-harm 


Application for planning at 
program/service level and 
patient level in terms of 
treatment planning.  
 
Sensitive enough to 
measure changes during 
the treatment process.  


Self-administered 
or interview; 
 
5 to 15 mins to 
complete 


Intake, during 
treatment, at 
discharge and 
post treatment 


No training 
required 
 
Cost: Annual site 
license first MH 
care or research 
location : $395 and 
$95 for each 
subsequent 
location; instruction 
Guide: $60 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
MH and SU. 
 
* Not designed 
to be used 
among 
adolescents. 
Evidence has 
shown weak 
validity in scale 
among 
adolescents 
population. 


from 0.81 to 0.96;  
(Outpatient) ICC 
range from 0.89 to 
0.96.  
 
Good discriminant 
validity.   


Addiction Severity 
Index self-report 
version (ASI-SR) 


Substance abuse 
treatment 
 
e.g., The original ASI 
was used in Polaris 
CD and Minnesota 
Outcome Monitoring 
System 


Adult (18 and 
older) 
 
*Although it’s in 
the literature, 
the TRI did not 
sanction a SR 
version of the 
ASI or 
administration 
among 
adolescents  


ASI-MV 
Connect 


Correlation with 
clinician-administered 
ASI: composite 
scores correlated 0.59 
– 0.87 across formats. 
Correlation with 
automated 
administration: 0.91 


36 Items; 
 
mix of close and 
open ended 
questions; 
 
Past 30 days 


7 domains: 
• Alcohol use; 
• Drug use; 
• Medical problems; 
• Psychiatric symptoms; 
• Family and social 


problems; 
• Legal problems; 
• Employment problems. 


 Self-administered 
(paper pencil, IVR 
or computerized) 
 
Only available in 
English 


Intake, during 
treatment, at 
discharge and 
post treatment 


No training 


Addiction Severity 
Index-Multimedia 
Version (ASI-MV) 


Substance abuse 
treatment 


Adult (18 and 
older) 
 


ASI-MV 
Connect 


3-5 day Test-retest 
reliability:  
SR: 0.68-0.95 
CS: 0.62-0.84 
Criterion Validity:  
SR: -0.12 – 0.62 
CS: 0.54 – 0.95 
 
Good Discriminant 
Validity for both SR 
and CS 


Same number of 
items as the ASI 
with severity ratings 
(SRs) and 
composite scores 
(CSs).  Severity 
ratings are 
predicted using 
regression. 
 
Past 30 days 


7 domains: 
• Alcohol use; 
• Drug use; 
• Medical problems; 
• Psychiatric symptoms; 
• Family and social 


problems; 
• Legal problems; 
• Employment problems. 


 Self-administered 
(CD-Rom-based 
simulation of the 
interviewer-
administered ASI) 
 
Average time to 
complete is about 
40 mins.  Study 
(Butler et al. 2001) 
has shown Whites 
took shorter time to 
finish than the 
minority clients. 
 
Available in English 
and Spanish 


Intake, during 
treatment, at 
discharge and 
post treatment 


No training 
 
Cost  


Teen Addiction 
Severity Index (T-ASI-
2) 
 
 


Substance abuse 
treatment 


Adolescents 
(12-19 yrs) 
 
*Although it’s in 
the literature, 


NA Internal consistency: 
α ranged from 0.54 to 
0.88.  
 
Convergent validity: 


110 items; 
 
Mix of close and 
open ended 
questions. 


18 domains: 
• Alcohol use; 
• Tobacco use; 
• Marijuana use; 
• Other drug use; 


 Self-administered 
(paper pencil, IVR 
or computerized) 
 
Only available in 


Intake, at 
discharge and 
post treatment 


No training 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


the TRI did not 
sanction a SR 
version of the 
ASI or 
administration 
among 
adolescents 


r=0.85 with RADS; 
r=0.75 with BAI and 
r=0.67 with CASS 


 
Past 14 and 30 
days depending on 
the domains. 


• Mental Health Service 
Utilization; 


• Treatment Satisfaction,  
• School difficulties; 
• Social functioning with 


family members and 
peers (fam and peers 
are 2 domains) 


• Substance use by 
family members and 
peers (fam and peers 
are 2 domains) 


• Depression 
• Anxiety; 
• Attention deficit 
• Hyperactivity; 
• Defiant and risky 


behaviour and related 
factors, 


• Readiness for change 


English 


Alcohol and Drug 
Outcome Measure  
 
(ADOM) 


Substance abuse 
treatment 


Adults N/A Test-retest reliability:  
Part A: ICC >0.75  
K >0.40 
Part B: k between 0.4 
and 0.6 
 
Concurrent validity: 
Part A: r > 0.7 
Part B: some r>0.5, 
some r <0.3 
 
Little sensitivity shown 
in both Part A and 
Part B.  


2 part 
questionnaire: 
18 items 
Section A: the type 
and frequency of 
substance use 
(11 items) and 
Section B: 
psychosocial issues 
(7 items) 
 
 


Section A: domain-
substance use.  
Section B: several 
domains 


Seemingly sensitive to 
change 


English 
 
Approximately 5 
minutes 
 


 No Training 
 
Available free for 
download 


Questionnaire used in 
the Drug Abuse 
Treatment Outcome 
 Study  
 
(DATOS) 
 
During Treatment 
 
 
 
 


Substance abuse 
treatment 
 
 
 
 
 
 
 
 
 
 


adults 
 
Clients were 
from residential 
and outpatient 
treatment 
programs 
 
 
 
 
 


N/A 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 


26 Section-domains 
Intake 1: 12 
domains used 
Intake 2: 12 
domains used 
In-treatment: 14 
domains used 
 
Questions were 
included about 
service delivery and 
client satisfaction 


During-Treatment 


• Demographic 
characteristics  


• Employment status, 
work history, and 
income  


• Criminal justice status  


• Living situation, and 
child custody status  


Used for monitoring 
changes in treatment 
 
 
 
 
 
 
 
 
 
 


• English 
• Interview, 90 


mins 
 
 
 
 
 
 
 
 
 


During-
Treatment 
Interviews at 1 
month after 
admission and 
again at 3 and 6 
months 
 
 
 
 
 


Training required 
for interviews 
 
No Cost  
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
 
 
 
 
 
 
 
 
 
 
 
 
 
Post-treatment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Drug Abuse 
Treatment Outcome 
 Study Adolescent 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Substance abuse 
treatment 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adolescent 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
No software 
 
 
 
 
 
 
 
 


 
 
 
 
 
 


 
Follow-up: 15 
domains used 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
30 Section-domains 
Intake 1: 16 
domains used 
Intake 2: 12 
domains used 
In-treatment: 16 
domains used 
 
Questions were 
included about 
service delivery and 
client satisfaction. 
 
 
 
 
 
 
 
 
 
 
 
 
Follow-up: 15 
domains used 
 


• Mental health, and 
psychiatric diagnosis  


• Medical and health-
related data  


• Level of drug and 
alcohol use before 
treatment  


• Primary drug use and 
patterns of dependence 


• HIV risk behaviors  


Follow-up 
• Drug injections, 


cocaine-crack use, 
heroin use, alcohol use, 
arrests, jail, legal 
status, employment 
and other treatment for 
drug use . 


 
 
 
 
 
 
 
 
 
 
 
• 9 domains: 


(demographic 
characteristics; 
employment status, 
work history, and 
income; criminal justice 
status; living situation, 
and child custody 
status; mental health, 
and psychiatric 
diagnosis; medical and 
health-related data; 
level of drug and 
alcohol use before 
treatment; primary drug 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Used for monitoring 
changes in treatment 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
Follow-up 
interview, 90 mins 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• English 
• Interview, 90 


mins 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
Follow-up 
Interviews at 12 
after termination 
and 24 months 
for long-term 
methadone 
clients treated 
for more than 12 
months in 
DATOS, 
an additional 
follow-up is 
planned for 
approximately 48 
months post-
treatment. 
 
 
 
During treatment 
interviews at 1 
month after 
admission, and 
again at 3 and 6 
months 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Training required 
for interviews 
 
No Cost 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
 
 
 
 
 
 
 
 
 
Post-treatment 


use and patterns of 
dependence; and HIV 
risk behaviors). 


 
 
 
 
 
 
 
 
 
Follow-up 
interview, 90 mins 
 


 
 
 
 
 
 
 
 
 
Follow-up 
Interviews at 12 
months after 
termination 
 


 
Maudsley Addiction 
Profile (30-day recall) 
 
(MAP) 


Substance abuse 
treatment 
 
e.g., United Kingdom 
National Treatment 
Outcome Research 
Study (NTORS) 
 
 


Adult drug users 
and alcohol 
users 
In both 
community and 
inpatient 
treatment 


NA Good internal 
consistency and 
concurrent validity. 
Good test-retest 
reliability (ICC >0.80).  


60 Items 
 
Subscales 
correspond to 
domains 


Substance Use,  
Health risk behavior,  
Physical and 
psychological health,  
Personal social functioning 


 English 
 
Interview 
 
12 mins 


Intake, during 
and post 
treatment 


A single 2 hour 
training session for 
interviewers on 
study 
questionnaires and 
study protocol 


Questionnaire used in 
the Newfoundland 
Labrador Outcomes 
Measurement & 
Monitoring 


Substance abuse 
services 


Adults and 
adolescents 
 
In both 
community and 
inpatient 
treatment 


NA NA 84 items 
 
A mix of open and 
close-ended 
questions.  
 
30 days, 6-months, 
and current status 
in general 


Reason for current 
treatment episode, 
Treatment history,  
Frequency of use and 
average amount used per 
episode,  
Physical health,  
Psychological health and 
emotional well-being,  
Relationships/social 
supports 
Spiritual life,  
Housing and general living 
conditions,  
Income and financial 
situation, 
Employment, 
Education, 
Quality of life, 
High risk behaviour, 
Criminal behavior/legal 
situation 
 


To facilitate continuous 
quality improvement.  The 
overall goal is to meet the 
needs of clients’ and 
exceed their expectations 
through the use of 
structured processes that 
identify areas to improve 
within all aspects of client 
services and outcomes.     


English 
 
interview 
 
10-15 mins 


Intake, monthly 
during treatment 
and quarterly, or 
bi-yearly post 
treatment for 12 
months 


No training 
 
No cost 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
Patient Reported 
Outcomes 
Measurement 
Information System 
 
(PROMIS) 


Variety of treatment 
settings: physical and 
mental health  
 
e.g., developed by the 
NIH and collaborating 
research centres. 
used in many NIH-
funded studies  


Adults, children 
and adolescents


Assessmen
t Centers 
 
 


Depending on the 
instrument 
constructed from the 
item banks. 


Calibrated item 
banks or scales for 
various domains 
 
Likert Scale with 
various number of 
response options 
depending on 
questions 
 
Generally a recall 
period of 7 days. 
Some questions 
don’t have a recall 
period and only 
refer to client’s 
current situation in 
general. 


Broad targeted domains: 
Physical health, 
Mental health, 
Social health 
 
Subordinate domains 
nested under these 3 
targeted domains 


Reports generated assist 
in treatment planning, 
better communication 
between clinicians and 
clients, and disease 
management. 
 
Applicable in routine 
outcome assessment and 
ability to detect change. 


Self-administered 
(computer or web 
based, phone or 
paper)  
 
On average, a CAT 
administration of all 
9 banks with an 
average of 5 items 
per bank will take 
about 10 minutes 
to complete. 
 
average time to 
reliably complete a 
domain of 11-items 
is about one min.  
 
 
 
 
Language: 
For Adults-English, 
and Spanish. In 
progress of 
translating items 
into other 
languages (French 
not mentioned). 
 
The short form is 
also in Spanish, 
French and other 
languages.  
 
For Pediatrics, also 
available in 
Spanish and 
Portuguese. 


Intake, during 
and post 
treatment 


No training  
 
No cost 


Outcome Rating 
Scale (ORS) and 
Session Rating Scale 
(SRS) from  
Client directed 
Outcome-Informed 
Clinical Work (CDOI) 


Mental Health and 
substance abuse 
treatment 


Adults and 
Adolescents 
 
 


MyOutcome
s (online) 


ORS: Validity: 
correlates 0.59 with 
OQ-45.2; 0.57 with 
the symptom 
Checklist-90-R; .67 
with the Clinical 
Outcomes in Routine 
Evaluation; 


Both ORS and SRS 
are Visual Analog 
Scales 
 
4 items per 
questionnaire  
 
Currently in general 


No domains, but the ORS 
is broken down to: 
individually, 
interpersonally, socially (or 
school for children’s 
version), and overall. 
 
The SRS is broken into: 


Cut off for ORS is 25 (for 
adults). Clients with score 
below cutoff tend to have 
little room to realize 
positive change and 
research indicates that 
these clients tend to get 
worse with treatment.    


English 
ORS available in 
Spanish 
 
ORS: Self-
administered.<1 
min  
 


ORS is 
administered at 
the beginning of 
sessions and the 
SRS is 
administered at 
the end of 
sessions.  


Group license must 
be purchased. 
 
No Training 
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Scale 
Characteristics    Admini 


stration   


Tool Setting Population Software 
Psychometrics 


Length/ 
Item Format/ 


Recall periods 
Domains 


Linked to 
assessment and 
Treatment, detect 
change over time 


Mode / 
Amt of time to 


complete 
 


Language 


When is it 
administered? 


Training 
certification 


requirements 
 


Cost 
Reliabilities: in the 
0.8’s.  
SRS: 
Validity: correlates 0.5 
with the HAQ-II 
Reliability: of 0.83. 


relationship (or listening 
for children), goals and 
topics, approach or 
method, and overall. 


 
Cut off for SRS is 36 (for 
adults).  It indicates poor 
therapeutic alliance  


SRS: Self-
administered.<1 
min 


 
 


Treatment Outcome 
Profile 
 
(TOP) 


Designed in the UK for 
substance abuse 
treatment 


Adolescent and 
adult substance 
use agencies 
service users. 
Both residential 
and outpatient 
treatment.  


TOP 
Tracker 
helps to 
visualize 
progress 
during 
treatment 


Acceptable level of 
reliability and validity.  
 
Good inter-rater 
reliability (ICC = 0.75, 
k = 0.61)  


20 items 
 
20 point scale from 
poor to good, Y/N 
questions and 
timeline related 
replies 


Substance use; Health risk 
behavior; Offending; and, 
Health and social 
functioning 


Good to detect changes 
over time.  


English and other 
languages 
 
Interview, 


Intake, quarterly 
during treatment, 
at the conclusion 
of treatment and 
post treatment 


Training available 
 
Cost:order from 
Department of 
Health Publications 
Orderline. Free 
downloadable 
forms available 


Treatment Outcome 
Package 
 
(TOP) 


Primary care setting 
as a screening tool or 
Mental Health setting 
as an outcome tool 


Child, 
adolescent,  
and adult 


bhealthlabs.
com 


Excellent factor 
structure, good test-
retest reliability, 
promising initial 
convergent and 
discriminant validity, 
measures the full 
range of pathology on 
each scale. 
Adequate face 
validity, adequate 
internal consistency, 
good content validity, 
adequate construct 
validity, and excellent 
validity generalizable  


Pen and paper 
forms and web-
based forms 
 
58 items with 
options ranging 
from “All”, “Most”, “A 
lot”, “Some”, “A 
little”, and “None”. 
 
Likert scale 
 
Currently in General 


Behavioral health 
symptoms and functioning, 
demographics, and case-
mix variables. 
The clinical 
scales consist of 58 items 
that assess 12 symptom 
and functional domains: 
work functioning, sexual 
functioning, social conflict, 
depression, panic (somatic 
anxiety), psychosis, 
suicidal ideation, violence, 
mania, sleep, substance 
abuse, and quality of life. 
  


excellent sensitivity to 
change 


English and 9 
different languages  
 
Self-administered 
or clinician report 
Self-report is by 
adult, adolescent, 
and older children; 
form is completed 
by 
caregiver of 
younger children 
 
 
10 minutes to 
complete and 9 
minutes to return 
report 
 
 


From intake to 
post-treatment 
follow-up 


No Training 
 
Purchase required 
from Behavioral 
Health Laboratories 
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To be filled out by the interviewer 


DATE:                                         (mm/dd/yyyy) 


CLIENT NAME:                                                 


START TIME: 


 


GAIN Short Screener - Modified 
 


 


Pa
st


 m
on


th
 


 


2 
to


 1
2 


m
on


th
s 


ag
o 


 


1+
 y


ea
rs


 


 


N
ev


er
 


The following questions are about common psychological, behavioural, and 
personal problems. These problems are considered significant when you have 
them for two or more weeks, when they keep coming back, when they keep you 
from meeting your responsibilities, or when they make you feel like you can’t go 
on. 


 
After each of the following statements, please tell us the last time you had this 
problem, if ever, by answering “In the past month” (3), “2 to12 months ago” (2), 
“1 or more years ago” (1) or “Never” (0). 


3 2 1 0 
IDScr 
1. When was the last time that you had significant problems… 


a.  with feeling very trapped, lonely, sad, blue, depressed, or hopeless 
about the future? 


3 2 1 0 


 


b.  with sleep trouble, such as bad dreams, sleeping restlessly, or falling 
asleep during the day? 


3 2 1 0 


c.  with feeling very anxious, nervous, tense, scared, panicked or like 
something bad was going to happen? 


3 2 1 0 


d.  with becoming very distressed and upset when something reminded you 
of the past? 


3 2 1 0 


e.  with thinking about ending your life or committing suicide? 3 2 1 0 
EDScr 
2. When was the last time that you did the following things two or more times? 


a.   Lied or conned to get things you wanted or to avoid having to do 
something? 


3 2 1 0 


b.   Had a hard time paying attention at school, work, or home? 3 2 1 0 
c. Had a hard time listening to instructions at school, work, home? 3 2 1 0 
d.   Were a bully or threatened people? 3 2 1 0 
e.   Started physical fights with people? 3 2 1 0 


SDScr 
3. When was the last time that… 


a.   you used alcohol or other drugs weekly or more often? 3 2 1 0 
b.   you spent a lot of time either getting alcohol or other drugs, using alcohol 


or other drugs, or feeling the effects of alcohol or other drugs? 
3 2 1 0 


c. you kept using alcohol or other drugs even though it was causing social 
problems, leading to fights, or getting you into trouble with other people? 


3 2 1 0 


d.   your use of alcohol or other drugs caused you to give up, reduce or have 
problems at important activities at work, school, home or social events? 


3 2 1 0 


e.   you had withdrawal problems from alcohol or other drugs like shaky 
hands, throwing up, having trouble sitting still or sleeping, or that you 
used any alcohol or other drugs to stop being sick or avoid withdrawal 
problems? 


3 2 1 0 


CVScr 
4. When was the last time that you…. 


 


a.   had a disagreement in which you pushed, grabbed or shoved someone? 3 2 1 0 
b.   took something from a store without paying for it? 3 2 1 0 
c. sold, distributed, or helped to make illegal drugs? 3 2 1 0 
d.   drove a vehicle while under the influence of alcohol or illegal drugs? 3 2 1 0 
e.   purposely damaged or destroyed property that did not belong to you? 3 2 1 0 


 


 
The original GAIN-SS (sections 1 through 4) is copyrighted by Chestnut Health Systems 2005-2008. For more 
information on the measure or licensure, please see www.chestnut.org/li/gain or email  gainsupport@chestnut.org. 
GAIN-SS CAMH Version Feb 8/11                           1
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Additional questions (CAMH modified) 
After each of the following statements, please tell us the last time you had this problem, if ever, by 
answering: 


”In the past month” (3), “2 to12 months ago” (2), “1 or more years ago” (1) or “Never” (0). 
 


5. When was the last time you had significant problems with…(not related to alcohol/drug use) 
a.   missing meals or throwing up much of what you did eat to control your 


weight? 
3 2 1 0 


b.   eating binges or times when you ate a very large amount of food within a 
short period of time and then felt guilty? 


3 2 1 0 


c. being disturbed by memories or dreams of distressing things from the 
past that you did, saw, or had happen to you? 


3 2 1 0 


d.   thinking or feeling that people are watching you, following you, or out to 
get you? 


3 2 1 0 


e.   seeing or hearing things that no one else could see or hear, or feeling 
that someone else could read or control your thoughts? 


3 2 1 0 


f. videogame playing or internet use that caused you to give up, reduce, or 
have problems with important activities or people at work, school, home, 
or social events? 


3 2 1 0 


g.   gambling that caused you to give up, reduce, or have problems with 
important activities or people at work, school, home, or social events? 


3 2 1 0 


 
6. Do you have other significant psychological, behavioral, or personal problems that you want 
treatment for or help with?  yes (1)  no (2). (If yes, please describe below.) 


 
1.    


 
2.    


 
3.   _ 


 
7. What is your gender? (If other, please describe below)  Male (1)   Female (2)  Other (99) 


 
  _ 


 
8. How old are you today?  [  ][    _] Name   Date    


 
For Staff Use Only 


 
Site ID:   _  Site Name:   Staff ID:    


 


To be filled out by the interviewer 


END TIME:                                                           


COMPLETED BY:  CLIENT 


                                   CLINICIAN  


 


CLINICIAN INITIALS: 
      2 


Staff Name: Client ID:   _ Comment:    
 


Mode: 1)  Staff administered  2)  Other administered  3)  Self-administered 
 


Number of 2s and 3s: IDScr:    EDScr:    SDScr:   _  CVScr TDScr:    
 


Referral: MH  _  SA   _  ANG   _  Other    Referral Code:   _ 
 


Referral comments: 
 


111



Safa_Ehtesham

Rectangle







Global Appraisal of Individual Needs - Q3 (GAIN-Q3)
Version [GVER]: 3.2.1 ONT MI


Site ID [XSITE]:.............. |__|__|__|__|__|__| Local Site ID [XSITEa]:................... |__|__|__|__|__|__|
Staff ID [XSID]: .............. |__|__|__|__|__|__| Staff Initials [XSIN]: ........................ |__|__|__|
Part. ID [XPID]: .............. |__|__|__|__|__|__| Last Name [XPNAM]: ....


First Name: M.I.:
Observation [XOBS]: ............................. |__|__| v.
Edit Staff ID [XEDSID]: .................. |__|__|__|__|__|__| Edit Date [XEDDT]: ...... |__|__| / |__|__| / 20 |__|__|
Data Entry Staff ID [XDESID]: ....... |__|__|__|__|__|__| Key Date [XDEDT]: ...... |__|__| / |__|__| / 20 |__|__|


For Staff Use Only
A1. Administrative Information
A1a. Time: .......|__|__| : |__|__| HH:MM...........................................A1b. |__|__| (AM/PM)
A1c. Today's Date [XOBSDT]: ................................. |__|__| / |__|__| / 20 |__|__| (MM/DD/YYYY)


Introduction


Purpose: The purpose of this assessment is to provide a summary of how things have been going in your
life. The information collected will be used only to identify and address problems that you may want
assistance with and to help us evaluate our own services.


Format: This assessment has questions about what has been going on in your life across a wide range of
areas, including your physical and mental health, stress and risk behaviours, and life satisfaction. You will
be able to say you do not know or refuse to answer any question that you do NOT want to answer.


Length: Depending on how much has been going on in your life, it will take about 20-45 minutes to
complete. You will be able to take a break if you need to.


Privacy and Confidentiality: Your answers are private. All research and clinical staff who have access
to your answers understand this restriction and have agreed not to share your specific answers without
your prior written consent. This includes giving information to family members, other individuals, other
treatment agencies, social work agencies, criminal justice agencies and other agencies.


There are, however, two exceptions. First, we are mandated to report child abuse or if you are presently a
danger to yourself or others. Second, officials from the federal government have the right to audit us to
check to make sure we have protected your safety and accurately reported what we have done.


Any questions?


Copyright © 2000-2012 by
Chestnut Health Systems
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A3. Timeframe Anchoring
Several questions will ask you about things that have happened during the past 90 days. To help you
remember this time period, please look at the calendar. First, let's find today's date and circle it.


Next, count back 13 weeks to about 90 days ago and circle that date. Do you recall anything that was
going on about (DATE 90 DAYS AGO)?


(PROBE FOR SPECIFIC EVENT. IF UNABLE TO RECALL: Do you remember any birthdays,
holidays, sporting or other special events that happened around (DATE 90 DAYS AGO)? Did
anything change in terms of where you were living, who you were with, whether you were in
treatment, work, school or jail? Where were you living then? Were you in treatment, working, in
school, or involved with the law then?)


A3a1. Record anchor for 90 days: v.
When we talk about things happening to you during the past 90 days, we are talking about things that
have happened since about (NAME 90-DAY ANCHOR).


Please keep this calendar handy and use it as we go through the interview to help you remember when
different things happened.


Additional Administration Instructions


As we go through the questionnaire, I will read the questions and record your answers. It is important
that you try to answer each question if you can and are willing to. You may not always know the exact answer,
but I would like you to give me your best guess if you can. You can also tell me if you simply do not know or if
you do not want to or refuse to answer any questions. I also have some cards here that we will use to help
answer some of the questions.


Do you have any questions before we begin?


GAIN-Q3
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A4a_c. In a few words, can you tell me why you are here today? (What is your main
reason for coming to treatment?) (Do not ask, "Any others?")


v1.


(Clarify and code)
Drug availability (difficulties obtaining drugs or "good" drugs)........... 1
Financial (can't afford to stay on drugs, lost an income source) ........... 2
General personal motive ("habit out of control," "tired," "want to


change," "improve lifestyle," "save self") ......................................... 3
Health reasons (too ill to continue; drugs or related diseases are


hurting or threatening own health, unborn baby, to live) .................. 4
Pressure from family (parent, spouse, partner)...................................... 5
Parenting issues (get or keep custody or become better parent)............ 6
Pressure from criminal justice system (court mandate, probation


officer, parole officer, attorney, etc.) ................................................. 7
Pressure from school teacher, minister, coach, etc. ............................... 9
Desire for services (want housing or other benefit) .............................. 10
School or job (to get, keep or improve situation) .................................. 11
Pressure from Child Welfare Services................................................... 13
Other (Please describe in A4a_cv1)..................................................... 99


A4b. What is the name of the person who referred you to come here?


v.


A4c. What is this person's relationship to you?


v.
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A4d_c. Referral Sources (check up to two categories from below)......................... |__|__|


|__|__|


Individuals, Professionals and Agencies
01 Self
02 Family/Friends
03 Education/Training Programs/
Services
04 Initial Assessment Treatment
Planning (Agency)
05 Residential Withdrawal Management
Service Level 1, 2, 3
06 Community Withdrawal
Management Service Level 1, 2, 3
07 Residential Treatment Service
08 Residential Supportive Housing
Service Level 1 & 2
09 Community Treatment
10 Community Day/Evening Treatment
Services
11 Residential Medical/Psychiatric
Services
12 Community Medical/Psychiatric
Services
13 Case Management
14 Psychiatric Services/Hospital


15 Private Psychiatrist/Psychologist
16 Medical Services - Hospital
17 Medical Services - Private
18 Community Health Centre
19 Physician/Private Practitioner
20 Public Health Unit/Nursing Services
21 Community Mental Health Agency -
Adult Program
22 Community Mental Health Agency -
Child Program
23 Social Service Agency - Adult
Program
24 Social Service Agency - Child
Program
25 Other Community Institution/
Residential Program
26 Housing Programs/Services
27 Self Help Groups (e.g. Alcoholics
Anonymous)
28 EAP - Employee Assistance Program
29 Police


30 Other Legal System, Excluding
Police
31 DART - Drug and Alcohol Registry
of Treatment
32 Other
33 Traditional Healer/Elders
34 Women's/Men's Shelters
35 Alternative Health Therapies
36 Native Treatment Services
37 Housing- Native/Non-Profit
38 Other Native Services
39 Toronto WMS Central Access (For
Toronto WMS ONLY)
40 OPGH - Ontario Problem Gambling
Helpline
41 MHSIO - Mental Health Services
Information Ontario
42 Responsible Gaming Information
Centres
88 Unknown
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B. Background Information


In this first section, I am going to ask you some very basic questions about yourself.


B1_c. What is your gender?
Male ....................................................................................................... 01
Female ................................................................................................... 02
Other (Please describe)......................................................................... 99


v.


BAC B1d. About how tall are you in feet and inches? ................................................. |__| |__|__|
Feet Inches


B1e. About how much do you weigh without shoes?.......................................... |__|__|__|
Pounds


B2. What is your date of birth? ..........................................................................|__|__| / |__|__| / |__|__|__|__|
Month Day Year


B2a. How old are you today?...............................................................................
|__|__|


[IF 18 OR OVER, GO
TO B3a_c]


Age


B2b_c. Who currently has legal custody of you? (Would you say...)


v.
(Clarify and code)


Parents living together ........................................................................... 1
Parents who are separated but share custody......................................... 2
One parent (even if living with stepparent) ........................................... 3
Other family members ........................................................................... 4
Legally emancipated minor living on your own.................................... 5
Runaway/on own (without legal emancipation) .................................... 6
Crown Ward (foster home or protective services)................................. 7
Juvenile or correctional institution ........................................................ 8
Other (Please describe in B2b_cv)....................................................... 99
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Please answer the next questions using yes or no.


PAI B2. During the past 12 months, have you done any of the following things
with your (biological, foster, adopted or step) parents? Yes No
e. Spent 30 minutes or more playing or doing fun things with them ..... 1 0
f. Gone with them to an organized activity or event.............................. 1 0
g. Had them read to you, or talked to them about a book, magazine or


newspaper ........................................................................................... 1 0
h. Gotten help from them with your homework (reading, writing or


math)................................................................................................... 1 0
j. Had them meet with a teacher, social worker, lawyer, court official


or police officer about you.................................................................. 1 0


B3a_c. Which population group best describes you?(Select one)
White ..................................................................................................... 1
First Nations/Aboriginal Ancestry......................................................... 2
Asian...................................................................................................... 3
Black...................................................................................................... 4
Middle Eastern....................................................................................... 5
Latin American ...................................................................................... 6
Multiple or mixed .................................................................................. 7


B3a_c1. If your population group is White, which of the following best describes your
background?(Select one)


North European (Danish, Norwegian, Swedish, etc.)............................ 1
Central Western European (English, Scottish, Irish, Welsh, German,


Dutch, Czech, Slovak, etc.) ............................................................... 2
South European (Italian, Spanish, Portuguese, Greek, French,


Turkish, etc.)...................................................................................... 3
East European (Bulgarian, Ukrainian, Polish, Romanian, Russian,


Slovenian, Serbian, Croat, etc.) ......................................................... 4
North American (Canadian, American, etc.) ......................................... 5


B3a_c2. If your population group is First Nations/Aboriginal Ancestry, which of the
following best describes your background?(Select one)


Aboriginal Status ................................................................................... 1
Aboriginal Non-Status ........................................................................... 2
Métis ...................................................................................................... 3
Inuit........................................................................................................ 4
Other (Please describe)......................................................................... 99


v.
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B3a_c3. If your population group is Asian, which of the following best describes your
background?(Select one)


East Asian (e.g., Chinese, Japanese, Korean)........................................ 1
South Asian (e.g., Indian, Pakistani, Afghani, Sri-Lankan) .................. 2
South East Asian (e.g., Filipino, Malaysian) ......................................... 3


B3a_c4. If your population group is Black, which of the following best describes your
background?(Select one)


Black African (e.g., Ghanaian, Somali, Kenyan, Ethiopian)................. 1
Black Caribbean (e.g., Trinidadian, Jamaican) ..................................... 2
Black American ..................................................................................... 3
Other (Please describe)......................................................................... 99


v.


B3a_c5. If your population group is Middle Eastern, which of the following best describes
your background?(Select one)


Arabic (e.g., Saudi Arabia, Jordan) ....................................................... 1
Northern African (e.g., Egyptian, Libyan) ............................................ 2
West Asian (e.g., Syrian, Lebanese, Iranian, Iraqi) ............................... 3
Israeli ..................................................................................................... 4
Other (Please describe)......................................................................... 99


v.


B3a_c6. If your population group is Latin American, which of the following best
describes your background?(Select one)


South American (e.g., Argentinean, Chilean, Peruvian) ....................... 1
Central American (e.g., Mexican, Costa Rican).................................... 2
Caribbean............................................................................................... 3
Other (Please describe)......................................................................... 99


v.


B3a_c7. If you are from multiple or mixed population groups, please describe:


v.
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B12. What is the last grade or year that you completed in school?
(NOTE: Use 12 for high school, 14 for 2 year college program, 16 for a
BA/BS, and 17 for graduate school or more than 4 years of university) . |__|__|


Grade


B13_c. What is your highest level of education?
(Select one)


No formal schooling .............................................................................. 1
Some primary school ............................................................................. 2
Primary school ....................................................................................... 3
Some secondary or high school ............................................................. 4
Completed secondary or high school..................................................... 5
Some community college, technical college, CEGEP........................... 6
Completed community college, technical college, CEGEP .................. 7
Some university (not completed)........................................................... 8
University degree (completed) Bachelors, Masters, PHD..................... 9
Unknown ............................................................................................... 88


B14_c. Which of the following best describes your sexual orientation?
(Select one)


Asexual or non-sexual ........................................................................... 1
Bisexual ................................................................................................. 2
Gay......................................................................................................... 3
Heterosexual or straight......................................................................... 4
Lesbian................................................................................................... 5
Not sure or Questioning......................................................................... 6
Queer ..................................................................................................... 7
Two-spirited or another indigenous sexual identity .............................. 8
Other or no option applies (Please describe)........................................ 99


v.


B15. What is your current marital status?
(Clarify and code)


Married .................................................................................................. 1
Remarried .............................................................................................. 2
Living with someone as married ........................................................... 3
Married but living apart ......................................................................... 4
Divorced ................................................................................................ 5
Legally separated ................................................................................... 6
Widowed................................................................................................ 7
Never married and not living as married ............................................... 8
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B15a. What kind of housing do you currently live in?


(Clarify and code)
A house, apartment or room you, your spouse, your partner, or your


parents rent or own ............................................................................ 1
A foster home ........................................................................................ 2
A public housing or rent-subsidized apartment or house registered in


your or your family's name................................................................ 3
A friend or relative's house, apartment or room .................................... 4
An unsupervised dormitory or quarters, such as at college, religious or


military quarters or agriculture or other workers' quarters ................ 5
A nursing home or any other kind of group home ................................ 6
Any kind of hospital, inpatient or residential facility for medical,


mental, alcohol or drug-related problems.......................................... 7
A jail, detention center, correctional halfway house or other


correctional institution ....................................................................... 8
Temporary or emergency shelter for people who are homeless,


runaways, neglected or abused .......................................................... 9
Vacant buildings, public or commercial facilities, parks, cars or on the


street because you do not have a place to stay .................................. 10
Any other housing situation (Please describe) ..................................... 99


v.


B15b. How long have you been living there? ....................... |__|__| + |__|__| + |__|__| + |__|__|
Years Months Weeks Days


B15c. During the past 90 days, on how many days did you live someplace
where you were not free to come and go as you please - such as jail, an
inpatient program, or a hospital? ................................................................. |__|__|


Days


[IF UNDER 17, SELECT 0 AND GO TO B17]


B16_c. Have you ever been in the Canadian Forces or armed forces in another country?
(Select one)


No, never served in any armed forces ................................................... 0 [GO TO B17]


Yes, served in the Canadian Forces....................................................... 1
Yes, served in the armed forces or military of another country


(Which country?) ............................................................................. 99


v.
Yes No


B16a. Were you ever in a combat zone? ............................................................... 1 0


Where? v.
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B16b. What was your highest rank in the military?


v.


B16c. What is your military status or type of discharge? (Clarify and select all that
apply)


v.
MENTIONED


Yes No
1. On active duty in the armed forces..................................................... 1 0
2. In a selected or other reserve component that drills regularly............ 1 0
3c. In the Canadian Army ........................................................................ 1 0
4c. In the Canadian Army Reserve........................................................... 1 0
5. Retired ................................................................................................ 1 0
6. Honorably discharged(Are you currently in any kind of reserve?) .... 1 0
7. Generally discharged or entry-level separation .................................. 1 0
8. Other than honorably discharged........................................................ 1 0
9. Bad conduct or other administrative discharge or dismissal .............. 1 0
10. Dishonorably discharged or dismissal after court martial .................. 1 0
99. Other (Please describe in B16cv)...................................................... 1 0


[IF B16c6-99 = 0, GO TO B17]
Yes No


B16d. Was your discharge related to any physical, medical, mental, alcohol,
drug or other problems?............................................................................... 1 0 [IF NO, GO TO B17]


B16d. What were the problems? (Please record and select all that apply)


v.
MENTIONED


Yes No
1. Physical............................................................................................... 1 0
2. Medical ............................................................................................... 1 0
3. Mental................................................................................................. 1 0
4. Alcohol ............................................................................................... 1 0
5. Drug.................................................................................................... 1 0
99. Other problem (Please describe in B16dv) ....................................... 1 0


[IF MALE, GO TO SP1]


Yes No
B17. Are you currently pregnant? ........................................................................ 1 0
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SP. School Problems


The next questions are about being in any kind of school or training program. Using
Card Q and responding "in the past month," "2 to 3 months ago," "4 to 12 months ago,"
"1 or more years ago," or "never"... Pa


st
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to


 3
 M


on
th


s A
go


4 
to


 1
2 


M
on


th
s A


go


1+
 Y


ea
rs


 A
go


N
ev


er


4 3 2 1 0


SPScr/ SP1. When was the last time you...
QOLI a. came in late or left early from school or training? ......................................... 4 3 2 1 0


b. skipped or cut school or training just because you didn't want to be there? .. 4 3 2 1 0
c. got bad grades or had your grades drop at school or training?....................... 4 3 2 1 0
d. got sick at school or training?......................................................................... 4 3 2 1 0
e. went to any kind of school or training? .......................................................... 4 3 2 1 0


SP1f. When was the last time, if ever, you received any kind of help dealing with
school problems (for example, talking to a school counselor about problems at
school, working with a tutor, attending a social skills group at school)? ................ 4 3 2 1 0


[IF SP1e IS LESS THAN 3, GO TO SP1f1]


Please answer the next questions using the number of days.


QCS SP1e. During the past 90 days, on how many days...
1. were you absent from school or training for a full day?..................... |__|__|


Days
2. did you go to any kind of school or training?..................................... |__|__|


Days


[IF SP1f IS LESS THAN 3, GO TO SP2a]


Please answer the next questions using the number of days.


SP1f1. During the past 90 days, on how many days have you received any
kind of help dealing with school problems? ................................................ |__|__|


Days
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For Staff Use Only


School Reasons Items Eligibility Yes No
SP2a. Has the participant had any school problems in the past 3 months as


indicated by at least one response of 4 or 3 for items SP1a to SP1d?......... 1 0
SP2b. Was the participant absent from school for at least 3 of the past 90 days


as reported in item SP1e1?.......................................................................... 1 0
SP2c. Do you want to administer the school reasons items? If you answered yes


to items SP2a or SP2b or choose to administer the school reasons items
because of site or staff choice, code yes. .................................................... 1 0


[IF SP2c = 0, GO TO WP1a]


School Reasons


Next are some reasons that people give for wanting to make changes in their behaviour at school or
training.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


SP3. You want to make changes in your behaviour at school or training
because... Yes No
a. you will do better in school or training. ............................................. 1 0
b. you will get better grades.................................................................... 1 0
c. you won't get into trouble. .................................................................. 1 0
d. you won't get expelled. ....................................................................... 1 0
e. other people will stop bothering you about your school or training


problems. ............................................................................................ 1 0
f. you can get your diploma and thus a better paying job than if you


did not have a diploma. ...................................................................... 1 0


SP4. What is your main or most important reason for wanting to make
changes right now in your behaviour at school or training? (Do not ask,
"Any others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


SP5. How ready are you right now to make changes in your behaviour at
school or training? ....................................................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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WP. Work Problems


The next questions are about working at a job. For these items, a job includes a full or
part-time job that you are paid for doing, including military service. If you have never
worked, please answer "never".


Using Card Q... Pa
st
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4 3 2 1 0


WPScr/ WP1. When was the last time you...
QOLI a. came in late or left early from work? ............................................................. 4 3 2 1 0


b. skipped or cut work just because you didn't want to be there? ...................... 4 3 2 1 0
c. did badly at work or did worse at work? ........................................................ 4 3 2 1 0
d. got sick at work?............................................................................................. 4 3 2 1 0
e. went to work? ................................................................................................. 4 3 2 1 0


WP1f. When was the last time, if ever, you received any kind of help dealing with work
problems (for example, talking to a counselor about problems at work, using the
services of an employee assistance program, participating in mediation for
dispute resolution)?.................................................................................................. 4 3 2 1 0


[IF WP1e IS LESS THAN 3, GO TO WP1f1]


Please answer the next questions using the number of days.


QCS WP1e. During the past 90 days, on how many days...
1. were you absent from work for a full day?......................................... |__|__|


Days
2. did you work for money at a job or in a business? ............................. |__|__|


Days


[IF WP1f IS LESS THAN 3, GO TO WP2a]


Please answer the next questions using the number of days.


WP1f1. During the past 90 days, on how many days have you received any
kind of help dealing with work problems? .................................................. |__|__|


Days
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For Staff Use Only


Work Reasons Items Eligibility Yes No
WP2a. Has the participant had any work problems in the past 3 months as


indicated by at least one response of 4 or 3 for items WP1a to WP1d? ..... 1 0
WP2b. Was the participant absent from work for at least 3 of the past 90 days as


reported in item WP1e1?............................................................................. 1 0
WP2c. Do you want to administer the work reasons items? If you answered yes


to items WP2a or WP2b or choose to administer the work reasons items
because of site or staff choice, code yes. .................................................... 1 0


[IF WP2c = 0, GO TO PH1a]


Work Reasons


Next are some reasons that people give for wanting to make changes in their behaviour at work.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


WP3. You want to make changes in your behaviour at work because... Yes No
a. you will get more work done.............................................................. 1 0
b. you will get better evaluations............................................................ 1 0
c. you won't get into trouble. .................................................................. 1 0
d. you won't get fired. ............................................................................. 1 0
e. other people will stop bothering you about your work problems....... 1 0
f. you can continue providing for yourself (and your family). .............. 1 0


WP4. What is your main or most important reason for wanting to make
changes right now in your behaviour at work? (Do not ask, "Any
others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


WP5. How ready are you right now to make changes in your behaviour at
work? ........................................................................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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PH. Physical Health


The next questions are about your physical health.


Using Card Q... Pa
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HPScr/ PH1. When was the last time you...
QOLI a. gained 10 or more pounds when you were not trying to? .............................. 4 3 2 1 0


b. lost 10 or more pounds when you were not trying to?................................... 4 3 2 1 0
c. were worried about your health? ................................................................... 4 3 2 1 0
d. had a lot of physical pain or discomfort? .................................................... 4 3 2 1 0
e. had health problems that kept you from meeting your responsibilities at


work, school or home? ................................................................................... 4 3 2 1 0
f. saw a doctor or nurse about a health problem or took prescribed medication


for one? ........................................................................................................... 4 3 2 1 0


[IF PH1f IS LESS THAN 3, GO TO PH2a]


Please answer the next questions using the number of times, nights or days.


PH1e1. During the past 90 days, on how many days did you have an injury
where any part of your body was hurt? ....................................................... |__|__|


Days


QCS PH1f. During the past 90 days, how many...
1. times have you had to go to the emergency room for a health


problem? ............................................................................................. |__|__|
Times


2. nights total did you spend in the hospital for a health problem? ...... |__|__|
Nights


3. times did you see a doctor or nurse in an office or outpatient
clinic for a health problem?................................................................ |__|__|


Times
4. times did you have an outpatient surgical procedure for a health


problem? ............................................................................................. |__|__|
Times


5. days did you take prescribed medication for a health problem?....... |__|__|
Days
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PPI PH2. During the past 90 days, on how many days...
a. have you been bothered by any health or medical problems? ........... |__|__| [IF 0, GO TO PH2c]


Days
b. have health problems kept you from meeting your responsibilities


at work, school or home?.................................................................... |__|__|
Days


c. have you smoked or used any kind of tobacco?................................. |__|__|
Days


d. have you exercised for at least 20 minutes per day? .......................... |__|__|
Days


For Staff Use Only


Health Reasons Items Eligibility Yes No
PH3a. Has the participant had any health problems in the past 3 months as


indicated by at least one response of 4 or 3 for items PH1a to PH1e? ....... 1 0
PH3b. Did the participant report any health problems for at least 3 of the past 90


days in item PH2a to PH2c? ....................................................................... 1 0
PH3c. Do you want to administer the health reasons items? If you answered yes


to items PH3a or PH3b or choose to administer the health reasons items
because of site or staff choice, code yes. .................................................... 1 0


[IF PH3c = 0, GO TO SS1a]


Health Reasons


Next are some reasons that people give for wanting to make changes in their health-related behaviours,
including the use of tobacco.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


PH4. You want to make changes in your health-related behaviours because... Yes No
a. you will feel better. ............................................................................. 1 0
b. you will stop worrying about your health........................................... 1 0
c. you will be able to participate in more activities................................ 1 0
d. you will get more done. ...................................................................... 1 0
e. you won't be in pain............................................................................ 1 0
f. other people will stop bothering you about your health. .................... 1 0


PH5. What is your main or most important reason for wanting to make
changes right now in your health-related behaviours? (Do not ask, "Any
others?")


v.
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Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


PH6. How ready are you right now to make changes in your health-related
behaviours? .................................................................................................. |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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SS. Sources of Stress


The next questions are about stress in your life.


Using Card Q... Pa
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SSScr/
QOLI


SS1. When was the last time you were under stress for any of the following
reasons?
a. Death of a family member or close friend. ..................................................... 4 3 2 1 0
b. Health problem of a family member or close friend. ..................................... 4 3 2 1 0
c. Fights with boss, teacher, coworkers or classmates. ...................................... 4 3 2 1 0
d. Major change in relationships for you or your family (e.g., marriage,


divorce, separations). ...................................................................................... 4 3 2 1 0
e. Something you saw or that happened to someone close to you. (Please


describe)......................................................................................................... 4 3 2 1 0


v.
f. New job, position or school. ........................................................................... 4 3 2 1 0
g. You didn't have enough money to pay all your bills on time. ........................ 4 3 2 1 0


SS1g1. When was the last time, if ever, that you considered yourself to be homeless? ..... 4 3 2 1 0


SS1h. When was the last time, if ever, you received any kind of help dealing with your
stress (for example, talking to a counselor about ways to manage stress,
participating in classes to learn to better manage stress)? ....................................... 4 3 2 1 0


[IF SS1h IS LESS THAN 3, GO TO SS2a]


Please answer the next questions using the number of days.


SS1h1. During the past 90 days, on how many days have you received any
kind of help dealing with your stress? ......................................................... |__|__|


Days


PPI SS2. During the past 90 days, on how many days have you...
a. felt stressed by events or situations in your life?................................ |__|__|


Days
b. had any money problems, including arguing about money or not


having enough for food or housing?................................................... |__|__|
Days


GAIN-Q3


GQ 3.2.1 ONT MI 18 05/03/2012


129



Safa_Ehtesham

Rectangle







For Staff Use Only


Stress Reasons Items Eligibility Yes No
SS3a. Has the participant had any stress problems in the past 3 months as


indicated by at least one response of 4 or 3 for items SS1a to SS1g1?....... 1 0
SS3b. Did the participant report stress problems for at least 3 of the past 90


days in items SS2a or SS2b?....................................................................... 1 0
SS3c. Do you want to administer the stress reasons items? If you answered yes


to items SS3a or SS3b or choose to administer the stress reasons items
because of site or staff choice, code yes. .................................................... 1 0


[IF SS3c = 0, GO TO RB1a]


Stress Reasons


Next are some reasons that people give for wanting to make changes in how they deal with stress.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


SS4. You want to make changes in how you deal with stress because... Yes No
a. you will feel better or more relaxed.................................................... 1 0
b. you will learn how to deal with your problems in a healthy way....... 1 0
c. you won't feel so anxious all the time. ............................................... 1 0
d. you won't be so irritable. .................................................................... 1 0
e. you will sleep better............................................................................ 1 0
f. you will get more done. ...................................................................... 1 0


SS5. What is your main or most important reason for wanting to make
changes right now in how you deal with stress? (Do not ask, "Any
others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


SS6. How ready are you right now to make changes in how you deal with
stress?........................................................................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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RB. Risk Behaviours and Trauma


The next questions are about experiences of trauma and/or behaviours that put you at
risk for getting and spreading infectious diseases, including HIV. These experiences or
behaviours may be things you have done or that others have done to you. Please
remember that all your answers are strictly confidential.
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RBScr/ RB1. When was the last time you...
QOLI a. had two or more different sex partners during the same time period? .......... 4 3 2 1 0


b. had sex without using any kind of condom, dental dam or other barrier to
protect you and your partner from diseases or pregnancy? ............................ 4 3 2 1 0


c. had sex while you or your partner was high on alcohol or other drugs? .... 4 3 2 1 0
d. used a needle to inject drugs like heroin, cocaine or amphetamines? ............ 4 3 2 1 0


Trauma g. were attacked with a weapon, including a gun, knife, stick, bottle or other
weapon? .......................................................................................................... 4 3 2 1 0


h. were physically abused, where someone hurt you by striking or beating you
to the point that you had bruises, cuts or broken bones?................................ 4 3 2 1 0


j. were sexually abused, where someone pressured or forced you to
participate in sexual acts against your will, including your regular sex
partner, a family member or friend?............................................................... 4 3 2 1 0


k. were emotionally abused, where someone did or said things to make you
feel very bad about yourself or your life?....................................................... 4 3 2 1 0


[IF ALL RB1g-k = 0, GO TO RB1n]


RBScr RB1. When was the last time you...
m1. were abused several times or over a long period of time?.............................. 4 3 2 1 0
m2. were afraid for your life or that you might be seriously injured by the


abuse? ............................................................................................................. 4 3 2 1 0


RB1n. When was the last time, if ever, you received any kind of help to reduce your
risk behaviours (for example, participating in a needle exchange program, being
instructed in safe sex practices, moving to a shelter for domestic violence
victims)? .................................................................................................................. 4 3 2 1 0


[IF RB1n IS LESS THAN 3, GO TO RB2a]


RB1n1. During the past 90 days, on how many days did you receive any kind
of intervention to reduce your risk behaviours? .......................................... |__|__|


Days
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Please answer the next questions using the number of times or days. If something does not apply, please
answer zero (0).


PPI RB2. During the past 90 days, how many...
a. times have you had unprotected sex (sex without using any kind of


condom, dental dam or other barrier to protect you and your partner
from disease or pregnancy)?............................................................... |__|__|


Times
b. days have you used a needle to inject any kind of drug or


medication?......................................................................................... |__|__|
Days


c. days have you been attacked with a weapon, beaten, sexually
abused or emotionally abused?........................................................... |__|__|


Days
d. days have you gone without eating or thrown up much of what you


did eat?................................................................................................ |__|__|
Days


For Staff Use Only


Risk Behaviours Reasons Items Eligibility Yes No
RB3a. Did the participant report risk behaviour problems in the past 3 months


as indicated by atleast one response of 4 or 3 for items RB1a to RB1m2? 1 0
RB3b. Did the participant report risk behaviour problems for at least 3 days or


times in items RB2a to RB2c? .................................................................... 1 0
RB3c. Do you want to administer the risk behaviour reasons items? If you


answered yes to items RB3a or RB3b or choose to administer the risk
behaviour reasons items because of site or staff choice, code yes.............. 1 0
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[IF RB3c = 0, GO TO MH1a]


Risk Behaviour/Trauma Reasons


Next are some of the reasons that people give for wanting to change their trauma situation or make
changes in their risk behaviours related to getting or spreading HIV and/or other infectious diseases.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


RB4. You want to make changes in your risk behaviours/trauma situation
because... Yes No
a. you don't want to get HIV or some other serious illness. ................... 1 0
b. you don't want to put yourself in a situation where you could be


hurt...................................................................................................... 1 0
c. you don't want your behaviours to negatively impact your family,


friends, or kids. ................................................................................... 1 0
d. you don't want to be responsible for spreading disease...................... 1 0
e. you don't want to die before your time. .............................................. 1 0
f. engaging in risk behaviours makes you look bad............................... 1 0
g. you want to be safe. ............................................................................ 1 0
h. you want to deal with your trauma situation. ..................................... 1 0


RB5. What is your main or most important reason for wanting to make
changes right now in your risk behaviours? (Do not ask, "Any others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


RB6. How ready are you right now to make changes in your risk behaviours?.. |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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MH. Mental Health


The next questions are about common psychological, behavioural and emotional
problems. These problems are considered significant when you have them for two or
more weeks, when they keep coming back, when they keep you from meeting your
responsibilities, or when they make you feel like you can't go on.
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IDScr6/MH1. When was the last time you had significant problems with...
QOLI a. feeling very trapped, lonely, sad, blue, depressed or hopeless about the


future?............................................................................................................. 4 3 2 1 0
b. sleep trouble, such as bad dreams, sleeping restlessly or falling asleep


during the day? ............................................................................................... 4 3 2 1 0
c. feeling very anxious, nervous, tense, fearful, scared, panicked or like


something bad was going to happen? ............................................................. 4 3 2 1 0
d. becoming very distressed and upset when something reminded you of the


past? ................................................................................................................ 4 3 2 1 0
e. thinking about ending your life or committing suicide?................................. 4 3 2 1 0
f. seeing or hearing things that no one else could see or hear or feeling that


someone else could read or control your thoughts? ....................................... 4 3 2 1 0


Using Card Q...


EDScr6MH2. When was the last time you did the following things two or more
times?


QOLI a. Lied or conned to get things you wanted or to avoid having to do
something. ...................................................................................................... 4 3 2 1 0


b. Had a hard time paying attention at school, work or home. ........................... 4 3 2 1 0
c. Had a hard time listening to instructions at school, work or home. ............... 4 3 2 1 0
d. Had a hard time waiting for your turn. ........................................................... 4 3 2 1 0
e. Were a bully or threatened other people......................................................... 4 3 2 1 0
f. Started physical fights with other people. ...................................................... 4 3 2 1 0
g. Tried to win back your gambling losses by going back another day. ............ 4 3 2 1 0


MH2h. When was the last time, if ever, you were treated for a mental, emotional,
behavioural or psychological problem by a mental health specialist or in an
emergency room, hospital or outpatient mental health facility, or with prescribed
medication?.............................................................................................................. 4 3 2 1 0
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[IF MH2h IS LESS THAN 3, GO TO MH3a]


Please answer the next questions using the number of times, nights or days.


QCS MH2h. During the past 90 days, how many...
1. times have you had to go to an emergency room for mental,


emotional, behavioural or psychological problems? .......................... |__|__|
Times


2. nights total did you spend in the hospital for mental, emotional,
behavioural or psychological problems? ............................................ |__|__|


Nights
3. times did you see a mental health doctor in an office or outpatient


clinic for mental, emotional, behavioural or psychological
problems? ........................................................................................... |__|__|


Times
4. days did you take prescribed medication for mental, emotional,


behavioural or psychological problems? ............................................ |__|__|
Days


PPI MH3. During the past 90 days, on how many days...
a. were you bothered by any nerve, mental or psychological


problems? ........................................................................................... |__|__| [IF 0, GO TO MH3c]


Days
b. did these problems keep you from meeting your responsibilities at


work, school or home, or make you feel like you could not go on?... |__|__|
Days


c. have you been disturbed by memories of things from the past that
you did, saw or had happen to you? ................................................... |__|__|


Days
d. have you had any problems paying attention, controlling your


behaviour, or broken rules you were supposed to follow? ................. |__|__|
Days


For Staff Use Only


Mental Health Reasons Items Eligibility Yes No
MH4a. Has the participant had any mental health problems in the past 3 months


as indicated by at least one response of 4 or 3 for items MH1a to MH1f
or MH2a to MH2g?..................................................................................... 1 0


MH4b. Did the participant report mental health problems for at least 3 of the past
90 days in item MH3a to MH3d?................................................................ 1 0


MH4c. Do you want to administer the mental health reasons items? If you
answered yes to items MH4a or MH4b or choose to administer the
mental health reasons items because of site or staff choice, code yes. ....... 1 0
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[IF MH4c = 0, GO TO SU1a]


Mental Health Reasons


Next are some reasons that people give for wanting to make changes in their mental health-related
behaviours.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


MH5. You want to make changes in your mental health-related behaviours
because... Yes No
a. you will feel better. ............................................................................. 1 0
b. you will get more things done. ........................................................... 1 0
c. you will be able to move forward in your life. ................................... 1 0
d. you will be able to concentrate better. ................................................ 1 0
e. your energy will improve. .................................................................. 1 0
f. you will be able to think more clearly. ............................................... 1 0
g. you don't want your problems to negatively impact your family,


friends, or kids. ................................................................................... 1 0
h. your family, friends or kids want you to get help with your


problems. ............................................................................................ 1 0
j. you want to avoid having problems with other people....................... 1 0
k. you don't want to get in trouble. ......................................................... 1 0


MH6. What is your main or most important reason for wanting to make
changes right now in your mental health-related behaviours? (Do not
ask, "Any others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


MH7. How ready are you right now to make changes in your mental
health-related behaviours? ........................................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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SU. Substance Use


The next questions are about your use of alcohol and other drugs. Alcohol includes beer,
wine, whiskey, gin, scotch, tequila, rum or mixed drinks. "Other drugs" include a)
marijuana, b) other street drugs like crack, heroin, PCP, or poppers, c) inhalants like
glue or gasoline and d) any non-medical use of prescription-type drugs. Please do not
include any prescription drugs you used only as instructed by a doctor.
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SDScr/ SU1. When was the last time...
QOLI a. you used alcohol or other drugs weekly or more often?................................. 4 3 2 1 0


b. you spent a lot of time either getting alcohol or other drugs, using alcohol
or other drugs, or recovering from the effects of alcohol or other drugs
(e.g., feeling sick)? ......................................................................................... 4 3 2 1 0


c. you kept using alcohol or other drugs even though it was causing social
problems, leading to fights, or getting you into trouble with other people?... 4 3 2 1 0


d. your use of alcohol or other drugs caused you to give up or reduce your
involvement in activities at work, school, home or social events?................. 4 3 2 1 0


e. you had withdrawal problems from alcohol or other drugs like shaky
hands, throwing up, having trouble sitting still or sleeping, or you used any
alcohol or other drugs to stop being sick or avoid withdrawal problems? ..... 4 3 2 1 0


f. you received treatment, counseling, medication, case management or
aftercare for your use of alcohol or any other drug? Please do not include
any emergency room visits, detoxification, self-help or recovery programs . 4 3 2 1 0


[IF SU1f IS LESS THAN 3, GO TO SU2a]


Please answer the next questions using the number of times, nights or days.


QCS SU1f. During the past 90 days, how many...
2. nights were you in a halfway house, residential, inpatient, or


hospital program for your alcohol or other drug use problems? ........ |__|__|
Nights


3. days were you in an intensive outpatient or day program for your
alcohol or other drug use problems?................................................... |__|__|


Days
4. times did you go to a regular (1-8 hours per week) outpatient


program for your alcohol or other drug use problems? ...................... |__|__|
Times


5. days did you take medication like methadone or Antabuse to help
with withdrawal or cravings? ............................................................. |__|__|


Days
99. days did you go to any other kind of treatment program or work


with some other kind of case manager for your alcohol or other
drug use problems? (Please describe) ............................................... |__|__|


Days
v.
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QCS SU2. During the past 90 days, how many...
a. days have you been in a detoxification program to help you


through withdrawal? ........................................................................... |__|__|
Days


b. days have you attended one or more self-help group meetings (such
as Alcoholics Anonymous, Narcotics Anonymous, Cocaine
Anonymous or Al-Anon) for your own or another person's alcohol
or other drug use? ............................................................................... |__|__|


Days
c. times have you been given a breathalyzer or urine test to check for


your alcohol or other drug use? (Do not count any today) ................. |__|__|
Times


d. times did you go to an emergency room for your alcohol or other
drug use problems?............................................................................. |__|__|


Times


Please answer the next questions using the number of days.


PPI SU3. During the past 90 days...
a. on how many days did you go without using any alcohol,


marijuana or other drugs? ................................................................... |__|__| [IF 90, GO TO SU5]


Days
b. on how many days did you get drunk at all or were you high for


most of the day?.................................................................................. |__|__|
Days


c. on how many days did alcohol or other drug use problems keep
you from meeting your responsibilities at work, school or home? .... |__|__|


Days


PPI SU4. During the past 90 days, on how many days have you...
a. used any kind of alcohol (beer, gin, rum, scotch, tequila, whiskey,


wine or mixed drinks)? ....................................................................... |__|__| [IF 0, GO TO SU4c]


Days
b. gotten drunk or had 5 or more drinks? ............................................... |__|__|


Days
c. used marijuana, hashish, blunts or other forms of THC (herb,


reefer, weed)? ..................................................................................... |__|__|
Days


d. used cocaine, opioids, methamphetamine or any other drug,
including a prescription medication that was not prescribed to you,
or one that you took more of than you were supposed to? ................. |__|__| [IF 0, GO TO SU5]


Days


GAIN-Q3


GQ 3.2.1 ONT MI 27 05/03/2012


138



Safa_Ehtesham

Rectangle







SU4. During the past 90 days, on how many days have you...
e. used crack, smoked rock or freebase? ................................................ |__|__|


Days
f. used other forms of cocaine? .............................................................. |__|__|


Days
g. used inhalants or huffed (such as correction fluid, gasoline, glue,


lighters, spray paints or paint thinner)? .............................................. |__|__|
Days


h. used heroin or heroin mixed with other drugs? .................................. |__|__|
Days


j. used nonprescription or street methadone? ........................................ |__|__|
Days


k. used painkillers, opiates, or other analgesics (such as codeine,
Darvocet, Darvon, Demerol, Dilaudid, Karachi, OxyContin, Oxys,
Percocet, Propoxyphene, morphine, opium, Talwin or Tylenol with
codeine)?............................................................................................. |__|__|


Days
m. used PCP or angel dust (phencyclidine)? ........................................... |__|__|


Days
n. used LSD (acid), ketamine, special K, mushrooms, or other


hallucinogens (such as K2, mescaline, peyote, psilocybin, shrooms
or spice)? ............................................................................................ |__|__|


Days
p. used anti-anxiety drugs or tranquilizers (such as Ativan, Deprol,


Equanil, Diazepam, Klonopin, Meprobamate, Librium, Miltown,
Serax, Valium or Xanax)? .................................................................. |__|__|


Days
qa. used methamphetamine, crystal, ice, glass, or other forms of


methedrine (such as Desoxyn)?.......................................................... |__|__|
Days


qb. used speed, uppers, amphetamines, ecstasy, MDMA or other
stimulants (such as Adderall, Biphetamine, Benzedrine, Concerta,
Dexedrine, Methylphenidate, Mixed Salt Amphetamine or Ritalin)? |__|__|


Days
r. used downers, sleeping pills, barbiturates or other sedatives (such


as Dalmane, Donnatal, Doriden, Flurazepam, GHB, Halcion, liquid
ecstasy, methaqualone, Placidyl, Quaalude, Secobarbital, Seconal,
Rohypnol or Tuinal)? ......................................................................... |__|__|


Days
s. used any other drug that has not been mentioned (such as amyl


nitrate, cough syrup, nitrous oxide, NyQuil, poppers, Robitussin or
steroids)? (Please describe) ............................................................... |__|__|


Days
v.
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SU5. During the past 90 days, on how many days have you been in a jail,
hospital or other place where you could not use alcohol, marijuana or
other drugs? (Use 0 for none) ..................................................................... |__|__| [IF 0-12, GO TO SU6a]


Days


To help you remember the time period for the next set of questions, let's get out the calendar like we did
earlier and mark out the last 90 days when you spent fewer than 13 days in a jail, hospital or other place
where you could not use alcohol, marijuana or other drugs. Do you recall anything that was going on
about (DATE 90 DAYS BEFORE PARTICIPANT ENTERED CONTROLLED ENVIRONMENT)?


(PROBE FOR SPECIFIC EVENT AS BEFORE)


Record anchor: v.


When we talk about things happening to you during "those 90 days in the community," we are talking
about things that have happened from about (PRE-CONTROLLED ENVIRONMENT ANCHOR) to the
time you entered the controlled environment.


Please answer the next questions using the number of days. (Use 0 for none)


SU5. In those 90 days in the community...
a. on how many days did you go without using any alcohol,


marijuana or other drugs? ................................................................... |__|__| [IF 90, GO TO SU6a]


Days
b. on how many days did you get drunk at all or were you high for


most of the day?.................................................................................. |__|__|
Days


c. on how many days did alcohol or other drug use problems keep
you from meeting your responsibilities at work, school or home? .... |__|__|


Days


For Staff Use Only


Substance Use Reasons Items Eligibility Yes No
SU6a. Has the participant had any substance use problems in the past 3 months


as indicated by at least one response of 4 or 3 for items SU1a to SU1e? ... 1 0
SU6b1. Did the participant report substance use problems interfering with their


responsibilities for 1 or more of the past 90 days in item SU3c? ............... 1 0
SU6c1. Did the participant report getting drunk or having 5+ drinks on 3 or more


of the past 90 days in item SU4b?............................................................... 1 0
SU6d1. Did the participant report using any illicit drugs for 1 or more of the past


90 days in items SU4c to SU4s? ................................................................. 1 0
SU6e1. Did the participant report substance use problems for 1 or more of the 90


days prior to being in a controlled environment in item SU5c? ................. 1 0
SU6f. Do you want to administer the substance use reasons items? If you


answered yes to items SU6a to SU6e1 or choose to administer the
substance use reasons items because of site or staff choice, code yes. ....... 1 0
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[IF SU6f = 0, GO TO SU10]


Substance Use Reasons


Next are some reasons that people give for wanting to make changes in their behaviour related to their use
of alcohol or other drugs.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


SU7. You want to make changes in your behaviour related to your use of
alcohol or other drugs because... Yes No
a. you don't like the way it makes you feel. ........................................... 1 0
b. you want to get your life on a better path. .......................................... 1 0
c. alcohol or other drugs are hurting your body. .................................... 1 0
d. you are under legal pressure to quit (e.g., probation, drug testing,


parole). ................................................................................................ 1 0
e. your family, friends or kids want you to quit. .................................... 1 0
f. you want to keep your children. ......................................................... 1 0
g. you don't want to get into trouble at work. ......................................... 1 0
h. you don't want to get into trouble with the law. ................................. 1 0
j. it costs too much money. .................................................................... 1 0


SU8. What is your main or most important reason for wanting to make
changes right now in your behaviour related to your use of alcohol or
other drugs? (Do not ask, "Any others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


SU9. How ready are you right now to make changes in your behaviour related
to your use of alcohol or other drugs? ......................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes


For the following questions, please do not count people just because they are in the same building (e.g.,
jail, detention, school), or because you only see them a few times.


Using number of people...


SU10. During the past 12 months, how many people would you say you have
regularly lived with, including your parents and family?.......................... |__|__| [IF 0, GO TO SU11]


People
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Using Card C...


LRI/
ERS


SU10. Of the people you have regularly lived with, would you
say that none, a few, some, most or all of them... None A Few Some Most All
a. were employed or in school or training full time?.. 4 3 2 1 0
b. were involved in illegal activity?............................. 0 1 2 3 4
c. weekly got drunk or had 5 or more drinks in a day? 0 1 2 3 4
d. used any drugs during the past 90 days? ................ 0 1 2 3 4
e. shout, argue and fight most weeks?......................... 0 1 2 3 4
f. have ever been in drug or alcohol treatment?.......... 4 3 2 1 0
g. would describe themselves as being in recovery? ... 4 3 2 1 0


Using number of people...


SU11. During the past 12 months, how many people would you say you spend
most of your time with at work, a training program or school? .................. |__|__| [IF 0, GO TO SU12]


People


Using Card C...


VRI/
ERS


SU11. Of the people you have regularly worked or gone to
school with, would you say that none, a few, some, most
or all of them... None A Few Some Most All
a. were employed or in school or training full time?.. 4 3 2 1 0
b. were involved in illegal activity?............................. 0 1 2 3 4
c. weekly got drunk or had 5 or more drinks in a day? 0 1 2 3 4
d. used any drugs during the past 90 days? ................ 0 1 2 3 4
e. shout, argue and fight most weeks?......................... 0 1 2 3 4
f. have ever been in drug or alcohol treatment?.......... 4 3 2 1 0
g. would describe themselves as being in recovery? ... 4 3 2 1 0


Using number of people...


SU12. During the past 12 months, how many people would you say you spend
most of your free time with or hang out with? ............................................ |__|__| [IF 0, GO TO CV1]


People


Using Card C...


SRI/
ERS


SU12. Of the people you have regularly socialized with,
would you say that none, a few, some, most or all of
them... None A Few Some Most All
a. were employed or in school or training full time?.. 4 3 2 1 0
b. were involved in illegal activity?............................. 0 1 2 3 4
c. weekly got drunk or had 5 or more drinks in a day? 0 1 2 3 4
d. used any drugs during the past 90 days? ................ 0 1 2 3 4
e. shout, argue and fight most weeks?......................... 0 1 2 3 4
f. have ever been in drug or alcohol treatment?.......... 4 3 2 1 0
g. would describe themselves as being in recovery? ... 4 3 2 1 0
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CV. Crime and Violence


The next questions are about crime and violent behaviour.


Using Card Q... Pa
st


 M
on


th


2 
to


 3
 M


on
th


s A
go


4 
to


 1
2 


M
on


th
s A


go


1+
 Y


ea
rs


 A
go


N
ev


er


4 3 2 1 0


CVScr/ CV1. When was the last time you...
QOLI a. had a disagreement in which you pushed, grabbed or shoved someone?....... 4 3 2 1 0


b. took something from a store without paying for it? ....................................... 4 3 2 1 0
c. sold, distributed or helped to make illegal drugs? .......................................... 4 3 2 1 0
d. drove a vehicle while under the influence of alcohol or illegal drugs? .......... 4 3 2 1 0
e. purposely damaged or destroyed property that did not belong to you?.......... 4 3 2 1 0
f. were involved in the criminal justice system, such as jail or prison,


detention, probation, parole, house arrest or electronic monitoring? ............. 4 3 2 1 0


[IF CV1f IS LESS THAN 3, GO TO CV3]


Please answer the next questions using the number of days.


QCS CV2. During the past 90 days, on how many days have you been...
a. on probation? ...................................................................................... |__|__|


Days
b. on parole? ........................................................................................... |__|__|


Days
c1. in juvenile detention? ......................................................................... |__|__|


Days
c2. in jail or prison?.................................................................................. |__|__|


Days
d. on house arrest? .................................................................................. |__|__|


Days
e. on electronic monitoring?................................................................... |__|__|


Days


PPI CV3. During the past 90 days, on how many days did you have an argument
with someone else in which you swore, cursed, threatened them, threw
something, or pushed or hit them in any way? ............................................ |__|__|


Days
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PPI CV4. During the past 90 days, on how many days were you involved in any
activities you thought might get you into trouble or be against the law,
besides drug use? ......................................................................................... |__|__| [IF 0, GO TO CV4b]


Days


PPI CV4a. On how many of these days were you involved in these activities (you
thought might get you into trouble or be against the law)...
1. in order to support yourself financially?............................................. |__|__|


Days
2. in order to obtain alcohol or other drugs?........................................... |__|__|


Days
3. while you were high or drunk? ........................................................... |__|__|


Days


Please answer the next question using the number of times.


QCS CV4b. During the past 90 days, how many times have you been arrested and
charged with breaking a law? (Please do not count minor traffic
violations.) ................................................................................................... |__|__|__|


Times


For Staff Use Only


Crime and Violence Reasons Items Eligibility Yes No
CV5a. Has the participant had any crime and violence problems in the past 3


months as indicated by at least one response of 4 or 3 for items CV1a to
CV1e?.......................................................................................................... 1 0


CV5b. Did the participant report crime and violence problems for 1 or more of
the past 90 days for item CV4? ................................................................... 1 0


CV5c. Do you want to administer the crime and violence reasons items? If you
answered yes to items CV5a or CV5b or choose to administer the crime
and violence reasons items because of site or staff choice, code yes. ........ 1 0


[IF CV5c = 0, GO TO LS1g]


Crime and Violence Reasons


Next are some reasons that people give for wanting to make changes in their behaviour related to crime or
violence.


Please respond to each of the next statements using yes or no. If something does not apply, please answer
no.


CV6. You want to make changes in your criminal or violent behaviour
because... Yes No
a. you don't want to get into trouble with the law (e.g., go to jail or


detention, be on probation). ................................................................ 1 0
b. your family or friends want you to stop. ............................................ 1 0
c. you want to get your life on a better path. .......................................... 1 0
d. crime and violent behaviour are wrong. ............................................. 1 0
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CV7. What is your main or most important reason for wanting to make
changes right now in your criminal or violent behaviour? (Do not ask,
"Any others?")


v.


Using Card F and answering anywhere from 0% for "not ready at all" to 100% for "completely ready"...


CV8. How ready are you right now to make changes in your criminal or
violent behaviour? ....................................................................................... |__|__|__|


0%------20%------40%------60%------80%------100%
not ready
to make
changes


ready to
make


changes
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LS. Life Satisfaction


The next questions are about how satisfied you feel with different parts of your life.
After you hear each question, please tell me how satisfied you currently feel by using
Card I and responding "very satisfied," "satisfied," "mixed," "dissatisfied," or "very
dissatisfied." V


er
y 


Sa
tis


fie
d


Sa
tis


fie
d


M
ix


ed


D
is


sa
tis


fie
d


V
er


y 
D


is
sa


tis
fie


d


5 4 3 2 1


LSI LS1. Currently, how satisfied are you with...
g. the level of intimate relationships (e.g. marital, partner, sexual)?.................. 5 4 3 2 1
h. your family relationships? .............................................................................. 5 4 3 2 1
j. your general level of happiness? .................................................................... 5 4 3 2 1
k. where you are living? ..................................................................................... 5 4 3 2 1
m. how your life is going so far? ......................................................................... 5 4 3 2 1
n. your school or work situation? ....................................................................... 5 4 3 2 1
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BT. Barriers to Treatment


Please answer the next questions using yes or no.


BT1. Do you currently want (more) help with the following situations in
order to come into and stay in treatment? Yes No
a. Making transportation arrangements .................................................. 1 0
b. Making child care arrangements......................................................... 1 0
c. Scheduling around work, school or family responsibilities ............... 1 0
d. Paying for treatment ........................................................................... 1 0
e. Language, religious, ethnic or cultural issues..................................... 1 0
f. Clothing .............................................................................................. 1 0
g. Food.................................................................................................... 1 0
h. Support working with Child Welfare Services................................... 1 0


BT2. Are there any other issues we need to address for you to be able to come
to treatment? (Please describe) ................................................................... 1 0


v.
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Z. End


Thank you! That is all of the questions we have for you at this time.


(Please enter the current time in Z1. If you went straight through, we will figure out how many minutes
you took. If you took any breaks, please make sure that you record about how many minutes total it took
you to do the assessment without including the time for the breaks. If continuing interview on another
day, record the time for the first day in Z1d and record the total time in XADMh1a-d.)


Z1. What time is it now? .................................................................................... |__|__| : |__|__|
Time (HH:MM)


b. Is it AM or PM?.................................................................................. |_____|
AM/PM


c. How many breaks did you take today?............................................... |__|__|
Breaks


d. Not counting breaks, how long did it take you to finish this? ............ |__|__|__|
Minutes


Z2. Are there any other special issues we need to know about to help you (or
help you come to treatment)? Do you have any additional comments or
questions?


v1.
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For Staff Use Only


XADM.Administration
Please document the following aspects of how the interview was administered. If there are more detailed
comments elsewhere in the document, please be sure to summarize them in the additional comments
section in XADMj or at least say where we can find them.
a1. How were the questions administered? Yes No


a. Self-Administered .............................................................................. 1 0
b. Orally Administered by staff ............................................................. 1 0
c. Orally Administered by others........................................................... 1 0
z. Other (Please describe) ..................................................................... 1 0


v.
a2. What was the mode of administration? Yes No


a. Done with Pen and Paper ................................................................... 1 0
b. Done on Computer ............................................................................. 1 0
c. Done on Telephone ............................................................................ 1 0
z. Other (Please describe) ..................................................................... 1 0


v.
b. What was the primary language in which it was conducted?


English using the English GAIN........................................................ 1
French using the English GAIN......................................................... 2
Other using the English GAIN (Please describe) ............................. 99


v.
c. Were there any indications that the client might have learning disabilities


that would interfere with his or her ability to respond or participate in
treatment or, in general, indications of developmental disabilities?


No/none.............................................................................................. 0
Minimal.............................................................................................. 1
Moderate ............................................................................................ 2
Major.................................................................................................. 3


e. Was there any evidence of the following observed participant
behaviours? Yes No
1. Depressed or withdrawn .................................................................... 1 0
2. Violent or hostile................................................................................ 1 0
3. Anxious or nervous ............................................................................ 1 0
4. Bored or impatient ............................................................................. 1 0
5. Intoxicated or high ............................................................................. 1 0
6. In withdrawal ..................................................................................... 1 0
7. Distracted ........................................................................................... 1 0
8. Cooperative ........................................................................................ 1 0
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For Staff Use Only


g. What was the participant's location during the assessment?
Treatment unit .................................................................................... 1
Specialized intake unit ....................................................................... 2
Correctional setting ............................................................................ 3
School ................................................................................................ 4
Employment or work setting.............................................................. 5
Home.................................................................................................. 6
Probation or Parole Office ................................................................. 7
Welfare or Child Protection Agency.................................................. 8
Research Office or Setting ................................................................. 11
Other (Please describe) ..................................................................... 99


v.
g1-5. Were there any problems providing a quiet, private environment? Yes No


1. Noise or other frequent distractions ................................................... 1 0
2. Divided attention or frequent interruptions........................................ 1 0
3. Other people present or within earshot .............................................. 1 0
4. Police, guards, social workers or other officials present ................... 1 0
5. Speaker or telephone call monitoring ................................................ 1 0


h1. Was administration done over multiple days? ............................................ 1 0
[IF NO, GO TO XADMj]


a. What is the final revision date (mm/dd/yyyy)? .......................|__|__| / |__|__| / 20 |__|__|
Month Day Year


b. What is the total number of breaks across all sessions and days?
(Include "1" for break in between multiple sessions.).................. |__|__|


c. What is the total number of minutes spent doing the interview
across all sessions and days? ............................................................. |__|__|__|


d. What is the Staff ID [XSID] of the person finishing the interview?. |__|__|__|__|__|__|
j. Do you have any additional comments about the administration of the


assessment or things that should be considered in interpreting this
assessment? Be sure to document any critical collateral information
that you think should be considered during interpretation (or
cross-reference where it is documented).


v1.
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GAIN Q3 Final Items 
Highlighted items indicate changes  
 


Page# CHESTNUT GAIN Q FINAL ITEMS 


p. 1  
Privacy and Confidentiality: Your answers are private. All research and clinical staff 
with access to your answers understand this restriction and have agreed to resist sharing 
your specific answers without your prior written consent. This includes giving 
information to family members, other individuals, other treatment agencies, social work 
agencies, criminal justice agencies and other agencies. 
 
Your confidentiality is also protected under the Privacy Act of 1974, the Health Insurance 
Portability and Accountability Act (HIPAA) of 1996, and the Health Information 
Technology for Economic and Clinical Health (HITECH) Act of 2009. (READ ONLY IF 
APPLICABLE): We have also obtained a certificate of confidentiality to prevent us from 
being forced to give any information to the court. 
 
There are, however, two exceptions. First, we are mandated to report child abuse or if you 
are presently a danger to yourself or others. Second, officials from the federal government 
have the right to audit us to check to make sure we have protected your safety and 
accurately reported what we have done. Any questions? 
 


 
Privacy and Confidentiality: Your answers are private. All research and clinical staff who 
have access to your answers understand this restriction and have agreed not to share your 
specific answers without your prior written consent. This includes giving information to 
family members, other individuals, other treatment agencies, social work agencies, criminal 
justice agencies and other agencies. 
 
There are, however, two exceptions. First, we are mandated to report child abuse or if you 
are presently a danger to yourself or others. Second, officials from the federal government 
have the right to audit us to check to make sure we have protected your safety and 
accurately reported what we have done. Any questions? 


 
p. 3 
(A4a) 
 


 
In a few words, can you tell me why you are here today? (What is your main reason for 
coming to treatment?)  
 
Drug availability (difficulties obtaining drugs or "good" drugs).......... 1 
Financial (can't afford to stay on drugs, lost an income source) ...... 2 
General personal motive ("habit out of control," "tired," "want to  
change," "improve lifestyle," "save self") .......................................... 3 
Health reasons (too ill to continue; drugs or related diseases are 


 
In a few words, can you tell me why you are here today? (What is your main reason for 
coming to treatment?)  
 
Drug availability (difficulties obtaining drugs or "good" drugs)........ 1 
Financial (can't afford to stay on drugs, lost an income source) ........ 2 
General personal motive ("habit out of control," "tired," "want to  
change," "improve lifestyle," "save self") .......................................... 3 
Health reasons (too ill to continue; drugs or related diseases are 
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18 Priest/Minister 
19 Other individual 
21 Alcohol/Drug abuse program 
22 Behavioral health provider 
23 Other health care provider 
24 Outreach, Advocacy or 
Prevention program 
25 School 
26 Employer 
27 Social Service Agency 
28 Criminal Justice Agency 
30 TASC or diversion program 
39 Other Agency 
41 State alcohol/drug abuse program 
42 State mental health program 
43 State DCFS or welfare program 
44 State health department 
49 Other State Agency 
50 Out of State CJ program 
59 Other out of State agency 
99 Other (please describe in A4c) 
 


17 Medical Services - Private 
18 Community Health Centre 
19 Physician/Private Practitioner 
20 Public Health Unit/Nursing Services 
21 Community Mental Health Agency - Adult Program 
22 Community Mental Health Agency - Child Program 
23 Social Service Agency - Adult Program 
24 Social Service Agency - Child Program 
25 Other Community Institution/Residential Program 
26 Housing Programs/Services 
27 Self Help Groups (e.g. Alcoholics Anonymous) 
28 EAP - Employee Assistance Program 
29 Police 
30 Other Legal System, Excluding Police 
31 DART - Drug and Alcohol Registry of Treatment 
32 Other 
33 Traditional Healer/Elders 
34 Women's/Men's Shelters 
35 Alternative Health Therapies 
36 Native Treatment Services 
37 Housing- Native/Non-Profit 
38 Other Native Services 
39 Toronto WMS Central Access (For Toronto WMS ONLY) 
40 OPGH - Ontario Problem Gambling Helpline 
41 MHSIO - Mental Health Services Information Ontario 
42 Responsible Gaming Information Centres 
88 Unknown 
 


 
p. 5 
(B1) 


 
What is your gender? 
Male ....................................................................................................... 1  
Female ................................................................................................... 2  


 
Gender - DATIS Categories 
 
What is your gender? 
Male ....................................................................................................... 01 
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Transgender (Male to Female) .............................................................. 4  
Transgender (Female to Male) .............................................................. 5  
Other (Please describe)......................................................................... 99  
v. _____________________________________ 
 


Female ................................................................................................... 02 
Other (Please describe)...................................................................... 99 
v. _____________________________________ 
           


 
p. 5 
(B2b) 


 
Who currently has legal custody of you? (Would you say...)  
  


Parents living together ........................................................................... 1  


Parents who are separated but share custody......................................... 2  


One parent (even if living with stepparent) ........................................... 3  


Other family members ........................................................................... 4  


Legally emancipated minor living on your own.................................... 5  


Runaway/on own (without legal emancipation).................................... 6  


County/State (foster home or protective services) ................................ 7  


Juvenile or correctional institution ........................................................ 8  


Other (Please describe in B2bv) .......................................................... 99  
 


 
Who currently has legal custody of you? (Would you say...)  
   


Parents living together ........................................................................... 1  


Parents who are separated but share custody......................................... 2  


One parent (even if living with stepparent) ........................................... 3  


Other family members ........................................................................... 4  


Legally emancipated minor living on your own.................................... 5 


 Runaway/on own (without legal emancipation).................................... 6  


Crown Ward (foster home or protective services) ................................ 7  


Juvenile or correctional institution ........................................................ 8  


Other (Please describe in B2bv) .......................................................... 99  


  
 
p. 6-7 
(B3a) 
 


 
Which races, ethnicities, nationalities or tribes best describe you? – All text to be 
changed 
(Please record and select all that apply)  
                                                                                                MENTIONED  
                                                                                                      Yes   No          
 
1. Alaskan Native (Please record tribe in B3av1)................................ 1     0  
2. Asian................................................................................................... 1     0  
3. African American/Black..................................................................... 1     0  
4. Caucasian/White................................................................................. 1     0  


 
Which population group best describes you?(Select one) 
 
White ..................................................................................................... 1 
First Nations/Aboriginal Ancestry......................................................... 2 
Asian...................................................................................................... 3 
Black...................................................................................................... 4 
Middle Eastern....................................................................................... 5 
Latin American ...................................................................................... 6 
Multiple or mixed .................................................................................. 7 
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5. Hispanic, Latino or Chicano............................................................... 1     0  
 Puerto Rican ............................................................................. 1     0  
 Mexican .................................................................................... 1     0  
 Cuban........................................................................................ 1      0  
 Dominican ................................................................................ 1     0  
 Other Central American ............................................................ 1    0  
 Other South American............................................................... 1    0  
 Other (Please describe in B3av1) ........................................... 1     0  


6. Native American (Please record tribe in B3av1)............................. 1     0  
7. Native Hawaiian ................................................................................. 1    0  
8. Pacific Islander .......................................................................... 1    0  
99. Some other group (Please describe in B3av1) ...................... 1    0  
 


 
B3a_c1. If your population group is White, which of the following best describes your 
background?(Select one) 
North European (Danish, Norwegian, Swedish, etc.)............................ 1 
Central Western European (English, Scottish, Irish, Welsh, German, 
Dutch, Czech, Slovak, etc.) ............................................................... 2 
South European (Italian, Spanish, Portuguese, Greek, French, 
Turkish, etc.)...................................................................................... 3 
East European (Bulgarian, Ukrainian, Polish, Romanian, Russian, 
Slovenian, Serbian, Croat, etc.) ......................................................... 4 
North American (Canadian, American, etc.) ......................................... 5 
 
B3a_c2. If your population group is First Nations/Aboriginal Ancestry, which of the 
following best describes your background?(Select one) 
Aboriginal Status ................................................................................... 1 
Aboriginal Non-Status........................................................................... 2 
Métis ...................................................................................................... 3 
Inuit........................................................................................................ 4 
Other (Please describe).................................................................... 99 
v. _____________________________________ 
 
B3a_c3. If your population group is Asian, which of the following best describes your 
background?(Select one) 
East Asian (e.g., Chinese, Japanese, Korean)........................................ 1 
South Asian (e.g., Indian, Pakistani, Afghani, Sri-Lankan) .................. 2 
South East Asian (e.g., Filipino, Malaysian) ......................................... 3 
 
B3a_c4. If your population group is Black, which of the following best describes your 
background?(Select one) 
Black African (e.g., Ghanaian, Somali, Kenyan, Ethiopian)................. 1 
Black Caribbean (e.g., Trinidadian, Jamaican) ..................................... 2 
Black American ..................................................................................... 3 
Other (Please describe)..................................................................... 99 
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v. _____________________________________ 
 
B3a_c5. If your population group is Middle Eastern, which of the following best describes 
your background?(Select one) 
Arabic (e.g., Saudi Arabia, Jordan) ....................................................... 1 
Northern African (e.g., Egyptian, Libyan) ............................................ 2 
West Asian (e.g., Syrian, Lebanese, Iranian, Iraqi)......................... 3 
Israeli ..................................................................................................... 4 
Other (Please describe)...................................................................... 99 
v. _____________________________________ 
 
B3a_c6. If your population group is Latin American, which of the following best 
describes your background?(Select one) 
South American (e.g., Argentinean, Chilean, Peruvian) ....................... 1 
Central American (e.g., Mexican, Costa Rican).................................... 2 
Caribbean............................................................................................... 3 
Other (Please describe)..................................................................... 99 
v. _____________________________________ 
 
B3a_c7. If you are from multiple or mixed population groups, please describe: 
v. _____________________________________ 
 


 
p.8 
(B12) 


 
What is the last grade or year that you completed in school?  
 
(NOTE: Use 12 for high school, 16 for a BA/BS, and 17 for graduate  
school or more than 4 years of college) .....................................................  |__|__| 
Grade  
 


 
What is the last grade or year that you completed in school?  
 
(NOTE: Use 12 for high school, 14 for 2 year college program, 16 for a 
BA/BS, and 17 for graduate school or more than 4 years of university).  |__|__| 
                                                                                                                       Grade 


 
p. 8 


 
What kinds of diplomas, degrees, work-related certificates or licenses have you received? 


 
Highest level of education - DATIS categories 
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(B13) (Any others?) – All text to be changed 
                                                                                                                  MENTIONED       
                                                                                                                   Yes    No  


1. High school diploma...................................................................... 1      0  
2. Passed GED (general equivalency diploma) ................................. 1      0  
3. Adult Basic Education (ABE) certificate ...................................... 1      0  
4. Junior college or associate's degree............................................... 1      0  
5. Bachelor's degree........................................................................... 1      0  
6. Advanced college degree (master's or doctorate) .......................... 1      0  
7. Vocational or trade certificate ....................................................... 1      0  
8. Trade license apprenticeship ......................................................... 1      0  
9. Commercial driver's license .......................................................... 1      0  
99. Other degrees or licenses (Please describe) ............................... 1      0  


 


 
What is your highest level of education? (Select one) 
 
No formal schooling .............................................................................. 1 
Some primary school ............................................................................. 2 
Primary school....................................................................................... 3 
Some secondary or high school ............................................................. 4 
Completed secondary or high school..................................................... 5 
Some community college, technical college, CEGEP........................... 6 
Completed community college, technical college, CEGEP .................. 7 
Some university (not completed)........................................................... 8 
University degree (completed) Bachelors, Masters, PHD..................... 9 
Unknown ............................................................................................... 88 


 
p. 8 
(B14) 


 
Which of the following best describes your sexual orientation?  
(Select one)  
 


Non-sexual or asexual ....................................................................... 1 
 Heterosexual or straight..................................................................... 2  
Homosexual, gay or lesbian............................................................... 3  
Bisexual ............................................................................................. 5  
Questioning or curious....................................................................... 6  
Not sure.............................................................................................. 7  
Other (Please describe)..................................................................... 99  
 
 
 


 
Which of the following best describes your sexual orientation? 
(Select one) 
 
Asexual or non-sexual ........................................................................... 1 
Bisexual ................................................................................................. 2 
Gay......................................................................................................... 3 
Heterosexual or straight......................................................................... 4 
Lesbian................................................................................................... 5 
Not sure or Questioning......................................................................... 6 
Queer ..................................................................................................... 7 
Two-spirited or another indigenous sexual identity .............................. 8 
Other or no option applies (Please describe)........................................ 99 
v. _____________________________________ 
 


 
p. 9  


 
Have you ever been in the armed forces of the United States or another country? (Select 


 
Have you ever been in the Canadian Forces or armed forces in another country? (Select 
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(B16) 
 
 
 


one) 
 
No, never served in any armed forces .................................... 0  
Yes, served in the United States armed forces ....................... 1  
Yes, served in the armed forces or military of another country  
(Which country?)................................................................. 99 
 


one) 
 
No, never served in any armed forces .................................... 0   
Yes, served in the Canadian Forces  ...................................... 1  
Yes, served in the armed forces or military of another country  
(Which country?)................................................................. 99 
v. _____________________________________ 
 


 
p. 10 
(B16c) 
 
 
 
 
 
 
 
 


 
What is your military status or type of discharge? (Clarify and select all that apply)  
                                                                                                     (MENTIONED)  
                                                                                                            Yes   No  
 
1. On active duty in the armed forces..................................................... 1 0  
2. In a selected or other reserve component that drills regularly............ 1 0  
3. In the National Guard ......................................................................... 1 0  
4. In Individual Ready Reserve (IRR).................................................... 1 0  
5. Retired ................................................................................................ 1 0  
6. Honorably discharged (Are you currently in any kind of reserve?) ... 1 0  
7. Generally discharged or entry-level separation .................................. 1 0  
8. Other than honorably discharged........................................................ 1 0  
9. Bad conduct or other administrative discharge or dismissal .............. 1 0  
10. Dishonorably discharged or dismissal after court martial ……….... 1 0  
99. Other (Please describe in B16cv).................................................... 1 0  
 


 
What is your military status or type of discharge? (Clarify and select all that apply)  
                                                                                                     (MENTIONED)  
 v. _____________________________________                             Yes   No  
 
1. On active duty in the armed forces..................................................... 1 0  
2. In a selected or other reserve component that drills regularly............ 1 0  
3. In the Canadian Army ......................................................................... 1 0  
4. In Canadian Army Reserve………...................................................... 1 0  
5. Retired ................................................................................................ 1 0  
6. Honorably discharged (Are you currently in any kind of reserve?) ... 1 0  
7. Generally discharged or entry-level separation .................................. 1 0  
8. Other than honorably discharged........................................................ 1 0  
9. Bad conduct or other administrative discharge or dismissal .............. 1 0  
10. Dishonorably discharged or dismissal after court martial ............... 1 0  
99. Other (Please describe in B16cv).................................................... 1 0  
 


 
P. 16 
(PH2) 


	
During the past 90 days,	on	how	many	days...	
a.	have	you	been	bothered	by	any health	or	medical	problems?	...........	|__|__|	 
																																																																																																																			Days	
b.	have	health	problems	kept	you	from	meeting	your	responsibilities	
at	work,	school	or	home?....................................................................	|__|__|	
																																																																																																															Days	


	
During the past 90 days,	on	how	many	days...	
a.	have	you	been	bothered	by	any health	or	medical	problems?	...........	|__|__| 
																																																																																																																			Days	
b.	have	health	problems	kept	you	from	meeting	your	responsibilities	
at	work,	school	or	home?....................................................................	|__|__|	
																																																																																																															Days	
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c.	have	you	smoked	or	used	any kind	of	tobacco?.................................	|__|__|	
																																																																																																																			Days	
 


c.	have	you	smoked	or	used	any kind	of	tobacco?.................................	|__|__|	
																																																																																																																				Days	
d.	have	you	exercised	for	at	least	20	minutes	per	day?	..........................	|__|__|	
																																																																																																																			Days 


 
P. 21 
(RB2) 


	
During the past 90 days,	how	many...	
a.	times have	you	had	unprotected	sex	(sex	without using	any	kind	of	
condom,	dental	dam	or	other	barrier	to	protect	you	and	your	partner	
from	disease	or	pregnancy)?...............................................................	|__|__|	
																																																																																																															Times	
b.	days have	you	used	a	needle	to	inject	any	kind	of	drug	or	
medication?.........................................................................................	|__|__|	
																																																																																																															Days	
c.	days have	you	been	attacked	with	a	weapon,	beaten,	sexually	
abused	or	emotionally	abused?...........................................................	|__|__|	
																																																																																																															Days	
	


	
During the past 90 days,	how	many...	
a.	times have	you	had	unprotected	sex	(sex	without using	any	kind	of	
condom,	dental	dam	or	other	barrier	to	protect	you	and	your	partner	
from	disease	or	pregnancy)?...............................................................	|__|__|	
																																																																																																															Times	
b.	days have	you	used	a	needle	to	inject	any	kind	of	drug	or	
medication?.........................................................................................	|__|__|	
																																																																																																															Days	
c.	days have	you	been	attacked	with	a	weapon,	beaten,	sexually	
abused	or	emotionally	abused?...........................................................	|__|__|	
																																																																																																															Days	
d.	days have	you	gone	without	eating	or	thrown	up	much	of	what	you	
did	eat?................................................................................................	|__|__|	
																																																																																																															Days	


 
p. 22 
(RB4) 
 
 
 
 
 
 
 
 
 
 


 
You want to make changes in your risk behaviors/trauma situation 
because...     
                                                                                                                Yes   No 
a. you don't want to get HIV or some other serious illness. ................... 1      0 
b. you don't want to put yourself in a situation where you could be 
hurt......................................................................................................     1       0 
c. you don't want your behaviors to negatively impact your family, 
friends, or kids. ...................................................................................     1      0 
d. you don't want to be responsible for spreading disease......................  1      0 
e. you don't want to die before your time...............................................  1      0 
f. engaging in risk behaviors makes you look bad.................................   1     0 
 


	
You want to make changes in your risk behaviors/trauma situation 
because...            
                                                                                                                Yes   No 
a. you don't want to get HIV or some other serious illness. ................... 1      0 
b. you don't want to put yourself in a situation where you could be 
hurt......................................................................................................     1       0 
c. you don't want your behaviors to negatively impact your family, 
friends, or kids. ...................................................................................     1      0 
d. you don't want to be responsible for spreading disease......................  1      0 
e. you don't want to die before your time...............................................  1      0 
f. engaging in risk behaviors makes you look bad.................................   1     0 
g. you want to be safe. ............................................................................  1     0 
h. you want to deal with your trauma situation. .....................................  1     0 
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p. 27 
(SU2b) 
 
 


 
During the past 90 days, how many… 
 
Days have you attended one or more self-help group meetings (such as AA, NA, CA or 
Social Recovery) for your alcohol or other drug use? 
 


 
During the past 90 days, how many… 
 
Days have you attended one or more self-help group meetings (such as Alcoholics 
Anonymous, Narcotics Anonymous, Cocaine Anonymous, Al-Anon) for your own or 
another person’s alcohol or other drug use? 
 


 
p. 27-28 
(SU4) 
 


 
Substance use: During the past 90 days, on how many days have you... 
 
a. used any kind of alcohol (beer, gin, rum, scotch, tequila, whiskey, wine or mixed 
drinks)?  
 
b. gotten drunk or had 5 or more drinks? ............................................... |__|__| 
 
c. used marijuana, hashish, blunts or other forms of THC (herb, reefer, weed)? ......... 
|__|__| 
 
d. used cocaine, opioids, methamphetamine or any other drug, including a prescription 
medication that was not prescribed to you, or one that you took more of than you were 
supposed to? ................. |__|__|  
 
During the past 90 days, on how many days have you... 
 
e. used crack, smoked rock or freebase? ................................................ |__|__| 
 
f. used other forms of cocaine? .............................................................. |__|__| 
 
g. used inhalants or huffed (such as correction fluid, gasoline, glue, 
lighters, spray paints or paint thinner)? .............................................. |__|__| 
 


 
Substance use: During the past 90 days, on how many days have you... 
 
a. used any kind of alcohol (beer, gin, rum, scotch, tequila, whiskey, 
wine or mixed drinks)? ....................................................................... |__|__|  
                                                                                                               Days                              
b. gotten drunk or had 5 or more drinks? ............................................... |__|__|           
                                                                                                                   Days 
c. used marijuana, hashish, blunts or other forms of THC (herb, 
reefer, weed)? ..................................................................................... |__|__|  
                                                                                                               Days 
d. used cocaine, opioids, methamphetamine or any other drug, 
including a prescription medication that was not prescribed to you, 
or one that you took more of than you were supposed to? ................. |__|__| 
                                                                                                               Days 
During the past 90 days, on how many days have you... 
e. used crack, smoked rock or freebase? ................................................ |__|__| 
                                                                                                                   Days 
f. used other forms of cocaine? .............................................................. |__|__| 
                                                                                                                   Days 
g. used inhalants or huffed (such as correction fluid, gasoline, glue, 
lighters, spray paints or paint thinner)? .............................................. |__|__| 
                                                                                                               Days 
h. used heroin or heroin mixed with other drugs? .................................. |__|__| 
                                                                                                                   Days 
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h. used heroin or heroin mixed with other drugs? .................................. |__|__| 
 
j. used nonprescription or street methadone? ........................................ |__|__| 
 
k. used painkillers, opiates, or other analgesics (such as codeine, 
Darvocet, Darvon, Demerol, Dilaudid, Karachi, OxyContin, Oxys, 
Percocet, Propoxyphene, morphine, opium, Talwin or Tylenol with 
codeine)?............................................................................................. |__|__| 
 
m. used PCP or angel dust (phencyclidine)? ........................................... |__|__| 
 
n. used acid, LSD, ketamine, special K, mushrooms, or other 
hallucinogens (such as mescaline, peyote, psilocybin, or shrooms)?... |__|__| 
 
p. used anti-anxiety drugs or tranquilizers (such as Ativan, Deprol, 
Equanil, Diazepam, Klonopin, Meprobamate, Librium, Miltown, 
Serax, Valium or Xanax)? .................................................................. |__|__| 
 
qa. used methamphetamine, crystal, ice, glass, or other forms of 
methedrine (such as Desoxyn)?.......................................................... |__|__| 
 
qb. used speed, uppers, amphetamines, ecstasy, MDMA or other 
stimulants (such as Biphetamine, Benzedrine, Dexedrine or 
Ritalin)? .............................................................................................. |__|__| 
 
r. used downers, sleeping pills, barbiturates or other sedatives (such 
as Dalmane, Donnatal, Doriden, Flurazepam, GHB, Halcion, liquid 
ecstasy, methaqualone, Placidyl, Quaalude, Secobarbital, Seconal, 
Rohypnol or Tuinal)? ......................................................................... |__|__| 
 
s. used any other drug that has not been mentioned (such as amyl 
nitrate, cough syrup, nitrous oxide, NyQuil, poppers or 
Robitussin)? (Please describe) .......................................................... |__|__| 


j. used nonprescription or street methadone? ........................................ |__|__| 
                                                                                                                  Days 
k. used painkillers, opiates, or other analgesics (such as codeine, 
Darvocet, Darvon, Demerol, Dilaudid, Karachi, OxyContin, Oxys, 
Percocet, Propoxyphene, morphine, opium, Talwin or Tylenol with 
codeine)?............................................................................................. |__|__| 
                                                                                                               Days 
m. used PCP or angel dust (phencyclidine)? ........................................... |__|__| 
                                                                                                                     Days 
n. used LSD (acid), ketamine, special K, mushrooms, or other 
hallucinogens (such as K2, mescaline, peyote, psilocybin, shrooms 
or spice)? ............................................................................................ |__|__| 
                                                                                                               Days 
p. used anti-anxiety drugs or tranquilizers (such as Ativan, Deprol, 
Equanil, Diazepam, Klonopin, Meprobamate, Librium, Miltown, 
Serax, Valium or Xanax)? .................................................................. |__|__| 
                                                                                                               Days 
qa. used methamphetamine, crystal, ice, glass, or other forms of 
methedrine (such as Desoxyn)?.......................................................... |__|__| 
                                                                                                               Days 
qb. used speed, uppers, amphetamines, ecstasy, MDMA or other 
stimulants (such as Adderall, Biphetamine, Benzedrine, Concerta, 
Dexedrine, Methylphenidate, Mixed Salt Amphetamine or Ritalin)? |__|__| 
                                                                                                               Days 
r. used downers, sleeping pills, barbiturates or other sedatives (such 
as Dalmane, Donnatal, Doriden, Flurazepam, GHB, Halcion, liquid 
ecstasy, methaqualone, Placidyl, Quaalude, Secobarbital, Seconal, 
Rohypnol or Tuinal)? ......................................................................... |__|__| 
                                                                                                               Days 
s. used any other drug that has not been mentioned (such as amyl 
nitrate, cough syrup, nitrous oxide, NyQuil, poppers, Robitussin or 
steroids)? (Please describe) ............................................................... |__|__| 
                                                                                                               Days 
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p.35 
(LS1g) 


 
LSI LS1. Currently, how satisfied are you with... 
g. your sexual or marital relationships? 5 4 3 2 1


h. your family relationships? 5 4 3 2 1


j. your general level of happiness? 5 4 3 2 1


k. where you are living? 5 4 3 2 1


m. how your life is going so far? 5 4 3 2 1


n. your school or work situation? 5 4 3 2 1
 


 
LSI LS1. Currently, how satisfied are you with... 
g. the level of intimate relationships (e.g. marital, partner, sexual)? 5 4 3 2 1 
h. your family relationships? 5 4 3 2 1 
j. your general level of happiness? 5 4 3 2 1 
k. where you are living? 5 4 3 2 1 
m. how your life is going so far? 5 4 3 2 1 
n. your school or work situation? 5 4 3 2 1  
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Ontario Feasibility Study for 
Evidence‐Based Practice of 


Screening, Assessment and Client 
Recovery Monitoring for 


Addiction Services 


 
FEEDBACK LOGBOOK 


 
 


 


 


 


Name (optional): _______________________ 


 
 


 
Addiction Services of Thames Valley (ADSTV) 
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PURPOSE & INSTRUCTIONS:  
 
To obtain your and your clients’ (indirect) perceptions of the project tools and processes, 
using a journal-style logbook. Entries may be made as often as desired; however, we ask 
that at least one-page is completed per week. Please provide the date each time you 
complete an entry, and if you require more space, you may go on to the next page. The 
information you provide will be used to determine the feasibility of our project tools and 
processes for implementation across Ontario.  
    
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 


 


 1
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Today’s Date:_________________________ 
 
Record any comments (i.e., approvals, criticisms, suggestions, inquiries, concerns and remarks) 
clients verbally expressed throughout the entirety of the project, including recruitment, 
screening, assessment and within-treatment monitoring. Examples include: statements of 
satisfaction or disapproval, questions about tools, general remarks or concerns, etc. Please 
indicate the specific tools and/or processes to which the clients’ comments apply.  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Describe any notable behavioral observations you have made of clients throughout all stages of 
the project, including recruitment, screening, assessment and within-treatment monitoring. 
Examples include: physical outward expressions of frustration or approval (e.g., sighing, 
fidgeting, nodding), visible exhaustion related to completion of project tools, etc. Please indicate 
the specific tools and/or processes to which the behavioural observations apply. 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Provide any comments (i.e., approvals, criticisms, suggestions, inquiries, concerns and remarks) 
that you would like to share with us regarding your perspectives on any aspects of the project, 
including recruitment, screening, assessment and within-treatment monitoring. Please indicate the 
specific tools and/or processes to which your comments apply.  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 


 2
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Screening, Assessment and Recovery Monitoring Feedback Survey


Page #1


 Dear DTFP SARM Clinicians/Participants,


Thank you all very much for your participation in the Screening, Assessment and Recovery Monitoring project. We are very
appreciative of all the time and effort that you have put into this project over the past few months. As you know, the purpose of this
study is two-fold: 1) to assess the acceptability and utility of a new, common package of screening and assessment tools and
procedures for addictions treatment services in Ontario; and 2) to examine the feasibility of implementing common within-treatment
outcome measures and post-intake follow-up procedures.


In order for us to evaluate the feasibility of the various aspects of the project and the potential usefulness of the results for
decision-makers and front-line clinical staff, we ask that you take some time to complete the following survey.


For ease of use, we recommend using Google Chrome or Mozilla Firefox.


It is recommended that you complete the survey in one sitting – if you exit the survey midway, you will need to start over when you
click on the link again. Your feedback will only be considered “submitted” for the evaluation once you click the “Submit” button at the
end of the survey.


Please note: All responses will be anonymous.


If you have any questions regarding the content of the survey, please contact Dr. Nooshin Rotondi at 416-535-8501 ext. 4229 or
nooshin.rotondi@camh.ca. For technical assistance, please contact Sarah Moss at 416-535-8501 ext. 6089 or
sarah.moss@camh.ca.
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Page #2


  Demographics


 Your respondent ID (as indicated in your email invitation):
______________________


 1. At which agency do you work?
 Addiction Services of Thames Valley
 Fourcast
 Addictions Centre
 Manitoulin Community Withdrawal Management Service


 2. How many years have you been working in the addictions field?
 Less than a year
 1 to less than 3 years
 3-5 years
 More than 5 years


 3. Please indicate your position at your agency? (Please check all that apply)
 Management
 Clinical Supervisor
 Social Worker
 Nurse
 Counsellor
 Administrative Staff
 Other, please specify: __________________________
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Page #3
Simple Skipping Information
• If 4. Please describe your prior experience using ADA... = Never used then Skip to Page 5


  Admission and Discharge Criteria and Assessment Tools (ADAT)


 4. Please describe your prior experience using ADAT:
 Never used
 Less than a year
 1-3 years
 More than 3 years
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Page #4


  Admission and Discharge Criteria and Assessment Tools (ADAT)


 5. What is your level of satisfaction with the ADAT package for assessment and treatment planning?
 Very dissatisfied
 Dissatisfied
 Neither satisfied nor dissatisfied
 Satisfied
 Very satisfied


 6. If there are aspects of the ADAT tools or assessment process you find particularly helpful, please comment below:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 7. If there are aspects of the ADAT tools or assessment process you find NOT particularly helpful, please comment below:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 8. Please estimate the typical length of time it has taken you in the past to conduct the ADAT assessment/treatment planning
process (e.g., if it took you 90 minutes, put 1 beside "hour" and 30 beside "minutes")?


Hours: ______________________


Minutes: ______________________
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Page #5
Simple Skipping Information
• If 9. During the course of the project, did you admin... = No then Skip to Page 9


  Staged Screening Tools and Protocol


 STAGE 1 SCREENER - GAIN-SS_CAMH-modified


 9. During the course of the project, did you administer the GAIN-SS_CAMH-modified to clients?
 No
 Yes. Approximately how many times? __________________________
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Page #6


 STAGE 1 SCREENER - GAIN-SS_CAMH-modified


 10. What would you identify as particular strengths of the GAIN-SS_CAMH-modified for screening, treatment planning and/or
referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 11. What would you identify as particular challenges of the GAIN-SS_CAMH-modified for screening, treatment planning and/or
referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #7


 STAGE 1 SCREENER - GAIN-SS_CAMH-modified


 Were there specific concerns about:


 12a. Administration
 No
 Yes


 12a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 12b. Length
 No
 Yes


 12b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #8


 STAGE 1 SCREENER - GAIN-SS_CAMH-modified


 Were there specific concerns about:


 12c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 12c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 12d. Cultural factors
 No
 Yes


 12d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #9
Simple Skipping Information
• If 13. During the course of the project, did you admi... = No then Skip to Page 13


 STAGE 2 SCREENER-Psychiatric Diagnostic Screening Questionnaire (PDSQ)


 13. During the course of the project, did you administer the PDSQ to clients?
 No
 Yes. Approximately how many times? __________________________
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Page #10


 STAGE 2 SCREENER-Psychiatric Diagnostic Screening Questionnaire (PDSQ)


 14. What would you identify as particular strengths of the PDSQ for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 15. What would you identify as particular challenges of the PDSQ for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #11


 STAGE 2 SCREENER-Psychiatric Diagnostic Screening Questionnaire (PDSQ)


 Were there specific concerns about:


 16a. Administration
 No
 Yes


 16a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 16b. Length
 No
 Yes


 16b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #12


 STAGE 2 SCREENER-Psychiatric Diagnostic Screening Questionnaire (PDSQ)


 Were there specific concerns about:


 16c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 16c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 16d. Cultural factors
 No
 Yes


 16d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #13
Simple Skipping Information
• If 17. During the course of the project did you admin... = No then Skip to Page 17


 STAGE 2 SCREENER-Modified Mini Screener (MMS)


 17. During the course of the project did you administer the MMS to clients?
 No
 Yes. Approximately how many times? __________________________
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Page #14


 STAGE 2 SCREENER-Modified Mini Screener (MMS)


 18. What would you identify as particular strengths of the MMS for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 19. What would you suggest as particular challenges of the MMS for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #15


 STAGE 2 SCREENER-Modified Mini Screener (MMS)


 Were there specific concerns about:


 20a. Administration
 No
 Yes


 20a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 20b. Length
 No
 Yes


 20b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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Page #16


 STAGE 2 SCREENER-Modified Mini Screener (MMS)


 Were there specific concerns about:


 20c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 20c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 20d. Cultural factors
 No
 Yes


 20d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


180







Page #17
Simple Skipping Information
• If 21. During the course of the project, did you admi... = No then Skip to Page 21


 STAGE 2 SCREENER-Problem-Oriented Screening Instrument for Teenagers (POSIT)


 21. During the course of the project, did you administer the POSIT to clients?
 No
 Yes. Approximately how many times? __________________________
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Page #18


 STAGE 2 SCREENER-Problem-Oriented Screening Instrument for Teenagers (POSIT)


 22. What would you identify as particular strengths of the POSIT for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 23. What would you identify as particular challenges of the POSIT for screening, treatment planning and/or referral?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 STAGE 2 SCREENER-Problem-Oriented Screening Instrument for Teenagers (POSIT)


 Were there specific concerns about:


 24a. Administration
 No
 Yes


 24a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 20b. Length
 No
 Yes


 20b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 STAGE 2 SCREENER-Problem-Oriented Screening Instrument for Teenagers (POSIT)


 Were there specific concerns about:


 24c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 24c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 24d. Cultural factors
 No
 Yes


 24d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 25. As you know, the idea of the GAIN-SS_CAMH-modified as a Stage 1 screener is to quickly determine whether there is
enough reason to look deeper into the possibility that a client, who presents with a substance abuse problem, may also have a
mental disorder. The Stage 2 screener (MMS, PDSQ or POSIT) allows clinicians to further explore this possibility. With this in mind,
what value, if any, do you see in this two-staged approach (e.g., efficiency, time-saving, etc.)?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 26. Would you want to continue using the two-staged approach to screening now that the study has ended?
 No
 Yes
 Maybe


 26a. Please comment:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 27. During the course of the project, did you administer the GAIN-Q3-MI to clients?
 No
 Yes. Approximately how many times? __________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 Were there specific concerns about:


 28a. Administration
 No
 Yes


 28a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 28b. Length
 No
 Yes


 28b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 Were there specific concerns about:


 28c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 28c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 28d. Cultural factors
 No
 Yes


 28d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 29. How useful were the following sub-sections of the GAIN-Q3-MI for assessment and treatment planning?


Very Useful Useful Neutral
Somewhat
Useful


Not Useful At
All


Background Information          


School Problems          


Work Problems          


Physical Health          


Sources of Stress          


Risk Behaviour Trauma          


Mental Health          


Substance Use          


Crime Violence          


Life Satisfaction          


 30. Are there certain types of information about the client and/or their situation that are NOT adequately explored by the
sub-sections of the GAIN-Q3-MI?


 No
 Yes


 30a. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 31. Did you use the 'reasons and readiness to change' items to help motivate your client(s) to change?
 Never
 Rarely
 Sometimes
 Always
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 32. Please comment on the value of the 'reasons and readiness to change' items for assessment and treatment planning:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 ASSESSMENT-Global Assessment of Individual Needs-Quick3 Motivational Interview (GAIN-Q3-MI)


 33. Overall, how would you rate your experience with the GAIN-Q3-MI?
 Very dissatisfied
 Dissatisfied
 Neither satisfied nor dissatisfied
 Satisfied
 Very satisfied


 34. How would you rate your experience with the GAIN-Q3-MI in relation to the ADAT tools/protocol?
 Significant disadvantages
 Some disadvantages
 About the same
 Some advantages
 Significant advantages


 35. Please comment on specific strengths and weaknesses of the GAIN-Q3-MI in relation to the ADAT tools/protocol:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 The GAIN Assessment Building System (ABS)
The GAIN Assessment Building System (ABS) allows for computer-based and interactive administration of the GAIN instruments.
The next few questions are about the ABS platform used for the electronic GAIN-Q3-MI.


 36. Did you use the GAIN ABS system?
 No
 Yes. Approximately how many times? __________________________
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 The GAIN Assessment Building System (ABS)


 37. Please rate the following aspects of the ABS platform:


No Challenges Few Challenges
A lot of
Challenges


Not
Applicable/Did
Not Use


Entering ABS via Catalyst        


Administering GAIN-Q3-MI electronically        


Entering responses on GAIN-Q3-MI into ABS        


 38. Please comment on any specific issues or challenges that are related to using the ABS platform:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 The GAIN Recommendation and Referral Summary (GRRS)
The GAIN Recommendation and Referral Summary (GRRS) is a narrative report generated in GAIN ABS that includes placement
recommendations and initial treatment planning statements. The next few questions ask about your experience with the GRRS
reports generated by the GAIN-Q3-MI.


 39. Did you generate at least one GRRS report from the GAIN-Q3-MI?
 No
 Yes. Approximately how many reports did you generate? __________________________
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 40. Did you use a GRRS report to inform treatment planning?
 No
 Yes. For approximately how many clients? __________________________
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 The GAIN Recommendation and Referral Summary (GRRS)


 41. How helpful were the treatment planning statements in working with clients?
 Not very helpful
 Somewhat helpful
 Moderately helpful
 Very helpful


 42. Please comment on how you used the treatment planning statements:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 43. Did you modify (e.g., edit, delete, prioritize) the treatment planning statements for individual clients?
 Never
 Rarely
 Sometimes
 Always


 44. Do you have any suggestions that might improve the treatment planning statements for the purpose of making referrals?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Recovery Monitoring and Follow-Up
The Ontario Within-Treatment Outcome Measure for Addictions (OWTOM-A) was created for the purpose of monitoring clients' well
being during their treatment period. The next few questions are about your experience with the OWTOM-A and the Locator Form.


 45. Did you administer the OWTOM-A to clients?
 No
 Yes. Approximately how many times? __________________________
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 Recovery Monitoring and Follow-Up


 46. What would you identify as particular strengths of the OWTOM-A for within-treatment outcome monitoring?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 47. What would you identify as particular challenges of the OWTOM-A for within-treatment outcome monitoring?
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


199







Page #36


 Recovery Monitoring and Follow-Up


 In terms of the OWTOM-A, were there specific concerns about:


 48a. Administration
 No
 Yes


 48a1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 48b. Length
 No
 Yes


 48b1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Recovery Monitoring and Follow-Up


 In terms of the OWTOM-A, were there specific concerns about:


 48c. Comprehension (including language issues, unclear wording, interpretation, etc.)
 No
 Yes


 48c1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 48d. Cultural factors
 No
 Yes


 48d1. If yes, please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Recovery Monitoring and Follow-Up


 49. Did the information gathered from the OWTOM-A generate discussion between you and your clients?
 Never
 Rarely
 Sometimes
 Always


 49a. Please comment:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________


 50. Was this information pivotal in changing existing treatment plans?
 No
 Yes
 Sometimes


 50a. Please comment:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Recovery Monitoring and Follow-Up


 51. Did you find the Locator Form helpful for your own assessment and treatment planning process?
 Never used the Locator Form for assessment and treatment planning
 Not very helpful
 Somewhat helpful
 Moderately helpful
 Very helpful


 52. Please comment:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Recovery Monitoring and Follow-Up


 53. Would you want to continue using the Locator Form now that the study has ended?
 No
 Yes
 Maybe


 53a. Please comment:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Follow-up Assessments: GAIN-Q3-Standard


 The follow-up team conducts interviews with all clients at 3 and 6 months after the completion of the GAIN-Q3 MI. During these
follow-up interviews, the team administers the GAIN-Q3 Standard.


 54. Did you have any experience with using the data from the GAIN-Q3 Standard in treatment sessions with clients?
  No
 Yes
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 54a. Please describe how you used the data from the GAIN-Q3 Standard:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Follow-up Assessments: The GAIN-Q3-Standard


 55. Did you use the results of the GAIN-Q3 Standard in conjunction with the results of the GAIN-Q3 MI in treatment sessions
with clients?


 No
 Yes
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 Follow-up Assessments: The GAIN-Q3-Standard


 56. How helpful were the data from the GAIN-Q3 Standard in assessing change over time?
 Not very helpful
 Somewhat helpful
 Moderately helpful
 Very helpful


 56a. Please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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 Follow-up Assessments: The Return-to-Treatment Protocol


 The follow-up team also administers the Return-to-Treatment protocol, which asks about clients' experiences with treatment so
far and the need for additional support/assessments.


 57. Did you have any experience with using the data from the Return-to-Treatment protocol in treatment sessions with clients?
 No
 Yes
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 Follow-up Assessments: The Return-to-Treatment Protocol


 58. How helpful were the data from the Return-to-Treatment protocol in treatment planning?
 Not helpful
 Somewhat helpful
 Moderately helpful
 Very helpful


 58a. Please describe:
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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  59. Please use this space to share your thoughts on any aspects of the project not captured in this survey.
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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SS&A and OPOC Key Informant Interviews 


Participants 


 Policymakers and PSSP Leadership 


 


Key Informant Interviews 


 
Thank you for taking the time to contribute to this important evaluation by discussing SS&A and OPOC 


implementation. Your contributions are essential to this evaluation of the SS&A process and OPOC tool, 


and their implementation across Ontario. 


Introductions as part of consent process 


1. Name, organization, and role 


 


Part 1: OPOC 


 


 Can you begin by describing your level of familiarity with OPOC? 


 In your opinion, what is the value having a standardized, consistent client experience tool? 
 
Policy Direction 


 From your perspective, how does OPOC relate to Roadmap to Wellness? 


 How does measuring client experience relate to current Ministry and/or CoE priorities, if at all? 


 From your perspective, can you describe any facilitators that have aided in OPOC’s implementation 
across the sector? Within specific organizations?  


o MH&A lead role 
o Leadership 
o Data analysis understanding 


 What have been barriers or challenges with OPOC’s implementation across the sector? Within 
specific organizations? 


 From your perspective, is there anything that could help to promote sustainability/increased 
uptake? 


 Can you describe any changes that you have seen at organizations you work with because of OPOC 


implementation? 


 Can you describe any changes you have seen across the sector because of OPOC implementation?  


 Can you comment on how any of the following opportunities to use OPOC data relate to your work: 


o Quality improvement initiatives 


o Identify and address health equity disparities 


o Develop indicators using specific items or domains 


o Program or agency level performance monitoring 


 
Tool and Tool Changes 


 Based on your OPOC knowledge, do you have any suggested changes to the tool? 
o Need for use or adaptations in specific service categories 


 







 As a result of stakeholder feedback, CAMH/PSSP developed the Caregiver, Supportive Housing, and 
Crisis versions, as well as several language translations. Are there other customized versions that in 
your view could be useful for the sector? 
 


Reporting Portal (Technology Support) 


 Do you have any experience using the OPOC reporting portal to review survey results? 
o If yes, do you have any feedback or suggested changes/improvements?  


 


CAMH Implementation Supports (Training, Competency, and Ongoing Support) 
Finally, we’d like to hear your thoughts about the offered OPOC implementation supports; this includes 
the training process, and ongoing support.  
 


 Do you have any feedback or recommendations about the role of PSSP as an intermediary 
organization supporting OPOC? 
 
 


Part 2: SS&A 


 


 Moving on to SS&A, can you describe your familiarity with that initiative? 
 
Policy Direction 


 How does implementing a standardized addiction assessment relate to current sector (Ministry 


and/or CoE) priorities? 


 What changes do you see the SS&A bringing across the MH&A sector, if any? 


 In your opinion, what is the value having a standardized assessment process across the sector? 


 From your perspective, is there anything that could help to promote sustainability/increased 
uptake? 


o Ministry/CoE communications 
o MSAAs 


 What is OH’s / MHA lead’s expectation regarding providers completing assessments? 


 Aside from being a comprehensive assessment, the SS&A process supports treatment matching to 


ensure that clients are referred to the most appropriate destination for their clinical presentation. 


o How does treatment matching relate to current sector (Ministry and/or CoE) priorities? 


 Prompt: Does resource utilization factor into this?  


o What benefits and/or challenges might exist in the development of treatment matching 


guidelines for the addiction sector? 


o Use of the referral as a pro forma exercise for referral to bed-based treatment? 


 


 In the 2006, an evaluation was completed on the ADAT. From this report, findings regarding 


outcome monitoring, compliance, and various recommendations emerged. Since SS&A was 


implemented to replace ADAT: 


o What is your perspective on the Ontario Health’s/ MHA lead’s role on outcome monitoring 


in the addiction sector? 


o What is the Ontario Health’s/ MHA lead’s role in terms of monitoring and compliance? 







 What is the Ontario Health’s/ MHA lead’s role in terms of developing or enforcing clinical standards 


(workforce development) for the addiction sector? 


 


Tool and Tool Changes 


 Based on your knowledge of the SS&A tools and process, do you have any suggested changes to the 


tools or this process?  


CAMH Implementation Supports 
Finally, we’d like to hear your thoughts about the offered SS&A implementation supports; this includes 
the training process, competency and ongoing support.  
 


 Do you have any feedback or recommendations about the role of PSSP as an intermediary 
organization supporting SS&A? 








Letter	of	Information


The	Provincial	System	Support	Program	(PSSP)	at	the	Centre	for	Addiction	and	Mental	Health	(CAMH)	is
conducting	an	evaluation	on	the	provincial	implementation	of	the	Staged	Screening	and	Assessment	(SS&A)	tools
(GAIN-SS,	MMS,	POSIT,	and	GAIN-Q3	MI	ONT).	You	are	being	invited	to	complete	the	following	survey,	to	gather
perspectives	and	opinions	from	those	who	use	these	tools.


The	survey	is	16	questions	long	and	should	take	approximately	15-20	minutes	to	complete.	Questions	will	ask	about
your	experience	implementing	the	SS&A	tools,	your	feedback	on	the	tools	themselves,	and	the	SS&A	process	more
broadly.		


Your	answers	will	be	completely	anonymous	and	will	be	kept	confidential.	Only	project	team	members	at	PSSP	will
have	access	to	this	data,	and	it	will	be	stored	securely,	password	protected,	on	CAMH	servers.	Final	reports	of	the
survey	will	only	show	only	grouped	responses,	so	no	one	will	know	how	any	one	person	answered.	Your
participation	is	voluntary,	as	questions	are	optional.	You	can	also	choose	to	stop	and	discontinue	your	participation
at	any	time	by	simply	closing	the	browser	window.	However,	since	this	survey	is	anonymous,	your	responses	cannot
be	retrieved	or	removed	once	submitted.	Partial	responses	will	be	saved.	If	you	wish	to	do	so,	you	can	stop	the
survey	and	continue	at	another	time.	Your	decision	to	participate	will	in	no	way	impact	implementation	supports
you	receive	from	PSSP.


There	are	no	known	risks	to	completing	this	survey.	The	information	you	provide	will	help	us	to	understand	and
improve	the	experience	of	implementing	the	SS&A	tools.	Your	feedback	is	very	important	to	us,	and	will	help	to
improve	the	assessment	process	for	clients	and	organizations	implementing	it.	


The	final	report	from	this	evaluation	will	be	shared	with	the	Ministry	of	Health	and	the	Mental	Health	and
Addictions	Centre	of	Excellence	at	Ontario	Health.	Information	collected	may	also	be	shared	through	conferences,
presentations,	reports,	public	talks,	websites	or	newsletters.


If	you	have	any	questions	or	would	like	more	information	about	this	evaluation	activity,	please	contact	Derek
Chechak,	Evaluator,	at	Derek.Chechak@camh.ca.	This	survey	will	close	on	April	8,	2022.


If	you	agree	to	participate,	please	proceed	to	the	next	page	to	begin	the	survey.	


Introduction


1.	Which	of	the	following	roles	do	you	identify	with?	Please	check	all	that	apply.	


Direct	service	provider	at	an	organization	in-scope	for	SS&A	implementation


Manager	at	an	organization	in-scope	for	SS&A	implementation


Clinician	who	administers	any	of	the	SS&A	screening	or	assessment	tools


GAIN-Q3	MI	ONT	certified	trainer	(in-house	or	provincial)


Primary	contact	(SS&A	lead)	for	your	organization


Other	(please	specify)


2.	What	is	the	name	of	your	organization?	
(Please	note:	this	information	will	only	be	used	by	PSSP	project	members	to	track	survey
completion;	it	will	not	be	used	to	identify	any	responses.)	







Implementation	of	the	SS&A	Process	(Screeners	and	Assessment	Tool)
The	SS&A	process	includes	four	tools.	To	evaluate	the	acceptability	and	usefulness
of	the	process,	we	are	interested	in	learning	more	about	how	the	screeners	(GAIN-
SS,	MMS,	and	POSIT)	and	assessment	tool	(GAIN-Q3	MI	ONT)	were	implemented	in
your	organization.


Throughout	this	survey,	when	we	refer	to	the	SS&A	process,	we	are	referring	to
administering	the	tools	in	the	following	order	and	using	the	established	cut-off	scores,	as
outlined	in	the	figure	below.


When	we	refer	to	implementing	SS&A	as	intended,	this	means	administering	the	tools	as
instructed	by	Chestnut	Health	Systems,	using	the	auto-generated	reports	to	develop	a
treatment	plan	in	collaboration	with	the	client,	and	making	referrals	based	on	the	client's
level	of	need	as	indicated	in	the	Q3	Recommendation	and	Referral	Summary.	


	 GAIN-SS MMS POSIT
GAIN-Q3	MI


ONT I	don't	know
Not


Applicable


Entry	to	service
(e.g.,	inquiry
contact,	intake,
screening,	or
information	sharing)


Initial	assessment
and	treatment
planning	(e.g.,
mutual	investigation
and	goal
exploration)


Case	management
(e.g.,	ongoing
assessment,
planning,
monitoring,	service
coordination,	and
advocacy)


Community
treatment	(e.g.,
weekly	addiction-
specific	counselling
in	group	or
individual	formats)


Day/evening
treatment	(e.g.,
intensive	outpatient
services	offered
more	frequently	than
community
treatment)


3.	If	your	organization	offers	one	or	more	programs	under	the	following	service	types,	please
identify	which	of	the	SS&A	tools	are	administered	in	that	specific	service,	if	any.


If	your	organization	does	not	offer	a	particular	service	type,	please	check	Not	Applicable	in
that	row.	







Bed-based	treatment
(e.g.,	structured
scheduled
programming
offered	in	a	24-
hour/day	supportive
setting)


Bed-based
supportive	housing
(e.g.,	housing	and
related	addiction
support,	or
community
reintegration
planning)	


Community
withdrawal
management	(e.g.,
support	with
withdrawal	with
access	to	support	as
needed)


Bed-based
withdrawal
management	(e.g.,
support	with
withdrawal	from
substances	in	a
hospital	or
community	bed-
based	setting)


	 Strongly
Disagree Disagree


Neither	Agree
Nor	Disagree Agree Strongly	Agree


One	or	more	tools
duplicate
information	we
already	collect


Screening	is	not
useful	when	most
clients	require	an
assessment	anyway


The	value	of	the
SS&A	process	is	not
clear


The	SS&A	process
takes	too	long	to
complete


The	GAIN-Q3	MI
ONT	assessment	tool
takes	too	long	to
complete


4.	The	following	are	some	reasons	why	the	SS&A	tools	may	not	be	administered	with	a	client
accessing	services.	Please	identify	your	level	of	agreement	or	disagreement	with	each
statement.	You	may	wish	to	identify	other	reasons	or	elaborate	on	your	responses	in	the
additional	comments	box.	







Lack	staff	resources
or	time	to	complete
the	process


Clients	are	not
receptive	or	find	the
process	burdensome


Community
treatment
destinations	are
unavailable	locally,
even	if
recommended	by	the
assessment


The	process	is
difficult	to
implement	as
intended


Other	staff	are
resistant
to	administering	the
tools


The	right	staff	have
not	been	identified
to	administer	the
tools


Lack	of	oversight	or
clinical	supervision
to	oversee	the
implementation


SS&A	tools	are	not
appropriate	for	my
clients


Additional	comments







Please	identify	any	other	modifications	made	to	the	SS&A	process	during	implementation	and/or	elaborate	on	your
above	responses	in	this	text	box.


5.	We	are	interested	in	establishing	how	the	real-world	application	of	SS&A	aligns	with	the
original	intended	process.


Did	your	organization	modify	the	process	in	order	to	implement	it?	The	following	are	some
possible	changes.	Please	check	any	that	are	applicable,	and	feel	free	to	provide	further
comments	in	the	box	below.	


Do	not	routinely	administer	the	GAIN-SS	screener,	or	did	not	adhere	to	cut-off	scores


Do	not	routinely	administer	the	MMS	with	clients	18	years	of	age	or	older,	or	did	not	adhere	to	cut-off
scores


Do	not	routinely	administer	the	POSIT	with	clients	12-17	years	of	age,	or	did	not	adhere	to	cut-off	scores


Do	not	routinely	administer	the	GAIN-Q3	MI	ONT	assessment


Do	not	routinely	administer	the	substance	use	grids	(S2,	S7,	or	S9)	during	the	assessment


Administered	any	of	the	tools	virtually	because	of	the	pandemic


Continue	to	use	the	Admission	and	Discharge	(ADAT)	tools	at	certain	times


Do	not	use	the	Q3	Personalized	Feedback	Report	(Q3PFR)	to	develop	treatment	plans	with	the	client


Do	not	edit	the	Q3	Recommendation	and	Referral	Summary	(Q3RRS)


Do	not	make	referrals	based	on	the	client's	level	of	need	as	indicated	in	the	Q3RRS


My	organization	did	not	make	any	modifications	to	implement	SS&A


I	don't	know


None	of	the	above


6.	If	your	organization	administers	other	tools	in	place	of	the	SS&A	tools,	please	list	them
here.	


Impact	of	Implementing	SS&A	at	your	Organization
We	are	interested	in	the	intended	and	unintended	outcomes	that	resulted	from
implementing	SS&A	in	the	addiction	sector.


	 Strongly
Disagree Disagree


Neither	Agree
Nor	Disagree Agree


Strongly
Agree N/A


Overall,	clinicians
feel	confident
administering	the
SS&A	tools	in	my


7.	The	following	are	some	intended	and	unintended	outcomes	associated	with	implementation
of	the	SS&A	tools	and	process.	Please	rate	your	level	of	disagreement	or	agreement	with
each	of	these	statements	as	it	relates	to	SS&A	implementation	in	your	organization.	Please
answer	Not	Applicable	if	any	item	does	not	apply.	







organization


The	SS&A	tools	and
auto-generated
reports	improve
client	care	through
treatment	planning


The	reports	help
clinicians
collaboratively
develop	treatment
plans	with	clients


The	SS&A	process	is
straightforward	to
apply	with	clients


The	SS&A	tools
encourage	needs-
based	referrals	and
service	matching
based	on	severity


All	clients	accessing
service	should
participate	in	the
SS&A	process


The	SS&A	tools	help
us	better	identify	co-
occurring	mental
health	disorders


The	SS&A	tools	offer
unique
benefits	when
conducting	a
substance	use
assessment


The	SS&A	process
helps	us	better
assign	clients	to	the
most	appropriate
program	within	our
organization


Implementing	the
SS&A	process
resulted	in	longer
wait	times	for
service	at	our
organization


The	SS&A	tools	and
process	are	a
suitable	replacement
for	the	Admission
and	Discharge
(ADAT)	tools


Data	collected
through	the	SS&A
process	have	value
for	quality
improvement
purposes







Data	collected
through	the	SS&A
process	have	value
for	addressing
health	disparities	by
different	populations


Data	collected
through	the	SS&A
process	have	value
for
recovery/outcome
monitoring


It	is	important	that
all	clients	receive	a
consistent,	evidence-
based	screening	and
assessment	process
across	the	addiction
sector


	 Strongly
Disagree Disagree


Neither
Agree	Nor
Disagree Agree


Strongly
Agree


I	don't
know N/A


The	SS&A	process	and
tools	positively
influenced	partnerships
with	local	service
providers


The	SS&A	process	and
tools	helped	us	develop
new	referral	pathways
with	external	service
providers


The	SS&A	process	and
tools	have	an	important
role	in	the	formation	of
Ontario	Health	Teams


The	SS&A	process	and
tools	have	an	important
role	in
coordinated/centralized
access	models


8.	We	are	interested	in	any	impacts	of	introducing	the	SS&A	tools	and	process	in	your	local
community	or	region.	Please	rate	your	level	of	agreement	or	disagreement	with	each	of	the
following	items.	Please	answer	Not	Applicable	if	any	item	does	not	apply.	


	 Strongly
Disagree Disagree


Neither
Agree	Nor
Disagree Agree


Strongly
Agree


I	don't
know N/A


Leaders	at	my


9.	Please	rate	your	level	of	disagreement	or	agreement	with	how	the	following
implementation	supports	and	resources	have	helped	your	organization	implement	the	SS&A
tools	and	process.	Please	answer	Not	Applicable	if	any	item	does	not	apply.	







organization	actively
support	SS&A
implementation	and
recognize	its
importance	for	the
addiction	sector


Leaders	at	my
organization	are
willing	to	work
through	resistance
associated	with
SS&A	in	order	to
promote	successful
implementation


Leaders	at	my
organization	work
with	external
partners	to	address
or	resolve	system
barriers	associated
with	SS&A
implementation	or
usage


Clinicians
administering	the
SS&A	tools	are
capable	of
conducting	semi-
structured
interviews


Clinicians
administering	the
SS&A	tools	have	the
required	knowledge,
skills,	and	abilities	to
collaboratively
develop	a	treatment
plan	with	clients
based	on	the
assessment	results	


The	training	and
certification	process
adequately	prepares
clinicians	to
administer	the	SS&A
tools	and	process


Access	to	a	quality
assurance	trainer
during	the
certification	process
helps	clinicians
apply	their	skills
during	the
certification	process


Access	to	an	internal
SS&A	champion	or
resource	helps
clinicians	answer
questions	about	the
SS&A	tools	or







process


Administering	the
SS&A	tools	is	part	of
routine	clinical
practice	at	my
organization


My	organization	has
clear	policies	and
procedures	about
the	SS&A	process
and	how	it	is
implemented	here


10.	Please	identify	if	any	of	the	following	suggested	activities	would	help	your	organization
maximize	its	uptake	or	sustainability	of	the	tools	and	process	moving	forward.	Please	choose
all	that	apply.	


Additional	training	on	use	of	any	SS&A	tools


Training	on	use	of	SS&A	data	for	quality/equity	improvement


Additional	resources	for	distribution	within	your	organization


Training	on	use	of	the	auto-generated	reports	for	treatment	planning	or	referrals


Knowledge	exchange	opportunities	with	other	service	providers	implementing	SS&A


Other	(please	specify)


None	of	the	above


11.	Thinking	about	all	SS&A	tool	usage	across	your	organization,	what	percentage	of	clients
would	you	estimate	receive	at	least	one	of	the	tools?	


0 100


12.	What	percentage	of	clients	would	you	estimate	receive	the	GAIN-Q3	MI	ONT	assessment
tool	specifically?	


0 100


Implementation	Supports	and	Training	Experience
In	order	to	improve	the	implementation	and	technology	services	provided	by	PSSP,
including	SS&A	implementation	specialists	and	DATIS,	we	are	interested	in	any
feedback	you	may	have	with	respect	to	training,	competency,	and	ongoing
support.	We	will	also	use	this	information	to	update	or	develop	new	resources,	and
work	with	our	partners	around	tool	changes	or	modifications.



http://createweb_export-vip.w8.jungle.tech/create/survey/view?sm=KMXTJEHsmpsVT_2FRMtkpPTEUQxSjv_2B1pwu932JcNOeDO8hQUp5T6mZMhl6kp6E3yd&include_border=False&include_images=False&include_survey_title=False&exclude_page_breaks=True&no_theme=True&print_orientation=Portrait&page_size=Letter#

http://createweb_export-vip.w8.jungle.tech/create/survey/view?sm=KMXTJEHsmpsVT_2FRMtkpPTEUQxSjv_2B1pwu932JcNOeDO8hQUp5T6mZMhl6kp6E3yd&include_border=False&include_images=False&include_survey_title=False&exclude_page_breaks=True&no_theme=True&print_orientation=Portrait&page_size=Letter#





	 Very
Dissatisfied Dissatisfied	


Neither
Satisfied	Nor
Dissatisfied Satisfied Very	Satisfied N/A


Responsiveness	of
PSSP	Implementation
Specialist


Responsiveness	of	the
DATIS	Service	Desk
(account	access,
technology
troubleshooting)


PSSP's	Implementation
Specialist	knowledge
about	SS&A	


DATIS	Service	Desk
knowledge	about
SS&A	platform


SS&A	Implementation
Guide


SS&A	Orientation
Webinar


SS&A	Clinical
Interpretation	Webinar


SS&A	Virtual
Administration
Webinar


13.	Please	rate	your	level	of	satisfaction	with	the	implementation	and	technology-related
supports	you	have	received	from	PSSP.	Please	answer	Not	Applicable	if	any	item	does	not
apply.	







	 Strongly
Disagree Disagree


Neither	Agree
Nor	DIsagree Agree


Strongly
Agree N/A


The	SS&A	training,
including	the
orientation	webinar
and	available
resources,	is
comprehensive


The	certification
process	adequately
trained	me	to
administer	the
GAIN-Q3	MI	ONT
assessment	tool


After	completing	the
training,	I	felt
confident	in	my
ability	to	administer
the	SS&A	tools


After	completing	the
training,	I
understood	how
each	tool	fit	into	the
overall	process


After	completing	the
training,	I	was	able
to	better	understand
how	the	SS&A
process	could	be
implemented	in	my
organization


Please	feel	free	to	provide	additional	feedback	on	anything	you	feel	was	missing	and/or	could	be	improved	about
the	training.


14.	Please	rate	your	level	of	agreement	or	disagreement	with	the	following	statements
related	to	the	training	and	certification	process.	Please	use	the	additional	comments	box	to
elaborate	on	missing	content	or	additional	training	needs.	Please	answer	Not	Applicable	if
any	item	does	not	apply.	







	 Very
Dissatisfied Dissatisfied


Neither
Satisfied	Nor
Dissatisfied Satisfied Very	Satisfied N/A


The	platforms	have
limited	outages	or
downtime	periods
(good	reliability)


The	platforms	are
user-friendly	to
navigate


The	platforms	are
visually	appealing


Platform	questions
or	tech	support
requests	are
addressed	in	a
timely	manner


15.	Please	rate	your	level	of	satisfaction	with	the	electronic	platforms	supporting	SS&A,
including	Catalyst	and	GAIN	ABS.
Please	answer	Not	Applicable	if	any	item	does	not	apply.	


16.	If	you	wish	to	provide	any	additional	comments	about	the	SS&A	tools	and	process	(e.g.
suggested	tool	or	process	changes,	supports	or	resources	that	would	be	helpful,	etc.),	please
use	this	space	to	do	so.	Thanks	for	your	time	providing	this	important	feedback!	







