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Introduction
While many people using substances at high risk
levels, or experiencing substance use disorders,
abstain or manage their use without professionally
directed treatment,' an important subgroup seeks help
from specialized treatment services. Longitudinal
studies have consistently demonstrated the effective-
ness of substance use treatment, particularly in terms
ofreductions in substance use and related problems.>*
There remain, however, many challenges to the devel-
opment of effective and accessible treatment delivery
systems.’ These include (1) the need for reliable infor-
mation about the availability and type of substance
use services; (2) the need for measures of population-
level impact; and (3) the absence of uniform data on
client need and service use. The latter is of particular
relevance, as it may contribute to inequitable distri-
bution of treatment resources.®

Ontario’s addiction treatment system is charac-
terized by approximately 200 specialized programs
administered by nearly 170 separate agencies. The
province is divided into 14 LHINs (Local Health
Integration Networks), which plan, fund and seek to
integrate health care services. When there is no single
organization with the authority to coordinate the devel-
opment of the overall treatment system, the abovemen-
tioned challenges may be especially acute, as is the
case in Ontario, Canada and many other jurisdictions.
In Ontario, concerns regarding the development of an
optimal treatment system are being partly addressed
through the implementation of a comprehensive pro-
vincial information system. This includes two informa-
tion and monitoring programs: ConnexOntario (http://
www.connexontario.ca/) and the Drug and Alcohol
Treatment Information System (DATIS: http://www.
datis.ca/). The former is a provincial registry that
informs professionals and the general public about the
availability of drug and/or alcohol services in Ontario.’
DATIS, the focus of this paper, is a client-based infor-
mation system that monitors the number and types of
clients treated in Ontario’s publicly-funded addiction
treatment services.® Examples of similar information
systems for clients of substance use services exist in
many other countries including the United States,’
Netherlands,'® United Kingdom,"' Australia,'> and the
European Union."

In the past, information systems in Ontario
were built upon repeated surveys of community

agency programs.'* These surveys provided aggre-
gate data on client and agency characteristics as well
as service utilization or treatment trends, similar to
the National Survey of Substance Abuse Treatment
Services" in the U.S. However, individual (client) level
data were not available, thereby limiting one’s capacity
for data analysis. DATIS, on the other hand, addresses
this gap and is a more reliable and accurate system,
representing an enhancement over the agency-level
survey data previously collected in Ontario.

In general, comprehensive client-based informa-
tion systems (ie, DATIS) can yield data useful to
addressing issues of system accountability (eg, how
many people were treated for what types of substance
use problems; what level of service was provided)
and provide information critical for planning and
ongoing system enhancement. They may also con-
tribute invaluable information related to the chang-
ing patterns of drug and/or alcohol use in the general
population, as certain types of drugs and trends may
appear in the treatment population before being fully
recognized in the broader community. Finally, client-
based information systems can be effectively used for
research purposes, as demonstrated by recent special-
topic publications derived from DATIS.'®!”

The purpose of this study was to estimate the case-
load of addiction treatment agencies, and describe
important characteristics of clients, their patterns of
service utilization and trends over-time from 2005
to 2010. The present study goes beyond existing
research as it provides an overall and recent picture of
the treatment system in Ontario, information that until
now was unavailable and not readily accessible.

Methods

Data collection

All substance use treatment programs currently funded
by the Ontario Ministry of Health and Long-Term Care
(MoHLTC) are required to provide routine information
to DATIS on client characteristics and services used.
Client demographics, substance use and gambling
details and other information are collected during the
intake and assessment process, typically the first face-
to-face appointment. Discharge circumstances and the
typesand amount of services received during the episode
of care are collected at case closure. Programs submit
their client information to DATIS routinely (in real-
time) either via Catalyst, a browser-based application
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system, or third-party software of their choice using
an electronic interface. Agencies can only use the lat-
ter option after passing rigorous testing and obtaining
approval from the DATIS team. Publicly-funded treat-
ment programs for problem gambling are also required
to report to DATIS. While not addressed in this paper,
more detail on specialized programs for the treatment of
problem gambling in Ontario is provided elsewhere.'
The information described in this paper is collected
routinely for the purposes of program accountability
and research. Our use of this information is consistent
with Ontario’s Freedom of Information and Protection
of Privacy Act (see http://www.e-laws.gov.on.ca/html/
statutes/english/elaws_statutes 90f31 e.htm). Client
data in DATIS is anonymous and aggregated, thus
consent and IRB review is not required for research
publication.

Agency participation

All data presented in this paper are summarized by fis-
cal year (ie, April 1 to March 31) as this corresponds
to the data reporting periods of the treatment programs
of the MoHLTC. For the study period April 1, 2009 to
March 31, 2010, client-level information from 164 of
166 agencies were used (two agencies were excluded
as they had become inactive). For analyses of mul-
tiple years (April 1, 2005 to March 31, 2010), seven
agencies were excluded due to intermittent report-
ing to DATIS during the five-year period of interest.
Data for multiyear analyses were therefore based on
159 agencies. Reasons for agency non-participation
included becoming inactive or not submitting data
following conversion to the Catalyst system.

Data elements and definitions

For every case registered in the Web-based infor-
mation system (Catalyst), mandatory data elements
related to demographics, health status, substance use/
gambling, treatment intervention, and service utiliza-
tion are collected.'” Submitted data contain no iden-
tifying information. A unique DATIS key, composed
of the client’s initials, date of birth and gender, acts as
an identifier for tracking a client’s service trajectories
over time and other statistical purposes.

Client
Any individual who attends at least one face-to-face,
scheduled appointment at the agency with the

intention of receiving a service activity for which the
agency is funded. One exception is a program which
provides telephone-based assessment and referral. In
this program, individuals are registered as a DATIS
case if the call exceeds 20 minutes, inline with report-
ing guidelines established by DATIS.

Type of client

An alcohol/drug client is anyone seeking help about
their own substance use. A family member/significant
other is anyone seeking help about another person’s
substance use (eg, spouses, family members, and
friends of individuals exhibiting substance use prob-
lems). All data presented in this study are based on
alcohol/drug clients only, unless stated otherwise.

Open cases

The total number of open cases includes those admit-
ted to a program prior to the DATIS submission period
and who were also seen during the submission period
(ie, it includes carryovers from the previous period).
Thus, open cases include multiple counts of the same
person within and across programs if they were admit-
ted more than once in the submission period.

Open individuals
The total number of open individuals removes duplicate
counts of the same person but still includes carryovers.

New individuals

The total number of new individuals is also an undu-
plicated client count, and carryovers from previous
years are excluded. All analyses were based on new
individuals rather than open cases or open individu-
als since this excludes repeat admissions which might
skew the data.

Type of service

For this study, DATIS service categories were
grouped into the following: (1) withdrawal man-
agement services (includes community withdrawal
management services and residential withdrawal
management services); (2) non-residential (includes
community treatment, community medical/psychiat-
ric treatment services, and community day/evening
treatment services); and (3) residential treatment ser-
vices (includes residential medical/psychiatric treat-
ment services and residential support services).

Substance Abuse: Research and Treatment 2012:6
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Data quality and completeness

DATIS provides ongoing support and training to par-
ticipating agencies to ensure that complete and accu-
rate data are collected across the province. However,
some agencies are unable to regularly submit data,
and there are also some missing data for specific data
elements. The latter may be a result of agency staff
omitting information from DATIS required fields.
This may be an error in data entry, or items may have
been seen as not relevant for certain clients. In other
instances, key agency staff members are on leave
or have been terminated, thereby requiring a transi-
tioning of DATIS reporting responsibilities to other
agency staff. DATIS includes provisions for entering
“unknown”; in this study, “missing” comprises both
unknown values and missing records. Note that the
level of missingness was generally quite low across
all data elements of interest (<5.0%).

Analysis

Formultiyearanalyses ofsubstanceuseclients (April 1,
2005 to March 31, 2010), chi-square tests (o. = 0.05)
were conducted to evaluate statistical trends in casel-
oad and problem substances reported to DATIS over
the five-year period. Significant findings are high-
lighted in the text and tables where appropriate.

Results

Caseload

Table 1 shows the provincial caseload reported to
DATIS during April 1, 2009 to March 31, 2010,
stratified by service category and type of client. For
alcohol/ drug clients, the most liberal estimate of
the total provincial caseload was 112,724, based on
the number of open cases. The caseload data were

significantly reduced when considering either open
or new individuals (66,278 and 47,065, respectively).
The reduction was particularly dramatic for with-
drawal management services, given the frequency
of multiple admissions to these settings. Overall, a
greater number of clients were being treated in non-
residential services than withdrawal management or
residential care.

For family member/significant other clients, the
provincial totals were consistent for both open cases
and open individuals (5,335 and 5,152, respectively),
and across all service categories (see Table 1). Family/
significant other clients comprised a small but impor-
tant proportion of the client population (approximately
6.5% of all new individuals in 2009-2010).

Table 2 presents the provincial caseload reported
from 2005-2006 to 2009-2010 by service category.
Significant trends were observed for withdrawal
management and residential services. For example,
the proportions admitted to withdrawal management
services increased by 3.6 percentage points between
2005 and 2010 (P < 0.001). However, during the
same time period, the proportions admitted to resi-
dential services decreased by 2.3 percentage points
(P <0.001).

Client characteristics

Table 3 describes the clients entering Ontario’s addic-
tion treatment services in terms of key demographic
characteristics. The age distribution was approxi-
mately bell-shaped, with a small percentage of youth
(under 16 years of age) and elderly (65 and over) in
treatment. With regard to gender, a greater proportion
of men than women were receiving treatment across
all service categories.

Table 1. Total caseload by client type and service category, Ontario, 2009-2010.

Withdrawal management Non-residential Residential Total
Alcohol/drug clients
Open cases 39,744 70,175 8,510 112,724
Open individuals 17,218 56,988 7,439 66,278
New individuals 16,593 37,314 6,258 47,065
Family/significant other clients
Open cases 18 4941 440 5335
Open individuals 17 4778 439 5152
New individuals 17 2917 425 3290

Notes: The rows across service categories do not sum to the provincial totals due to the statistical procedure for removing duplicate cases; ie, duplicate
counts are deleted within each service category to yield open or new cases within that category only.
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Table 2. Distribution of caseload® overtime by service category, Ontario, 2005-2006 to 2009—-2010.

Service category 2005-2006 2006-2007 2007-2008 2008-2009 2009-2010
% % % % %
(n =44,364) (n =45,882) (n=46,168) (n =46,420) (n=46,862)
Withdrawal management* 31.8 36.7 37.4 36.0 35.4
Non-residential 791 77.2 76.7 78.0 79.2
Residential* 15.6 14.9 14.4 13.5 13.3

Notes: ?Based on new individuals in the study period (alcohol/drug clients only);

In terms of ethnicity/cultural diversity, the major-
ity of clients identified as (white) Canadian/American
(78.9%). People of Aboriginal heritage represented the
next largest subgroup in the client population (8.2%).
Furthermore, 23.9% were working full-time and a

*Trend test significant, P < 0.001.

large proportion of clients were unemployed (33.7%).
This varied substantially by service type (41.1% for
withdrawal management, 31.9% for non-residential
and 47.8% for residential care). Finally, with respect
to education, almost half of the client population had

Table 3. Client characteristics? at admission by service category, Ontario, 2009-2010.

Withdrawal management Non-residential Residential Total

N (%) N (%) N (%) N (%)
Age
<16 21(0.1) 2,211 (5.9) 38 (0.6) 2,231 (4.7)
16-24 2,852 (17.0) 9,275 (24.7) 1,070 (17.0) 10,930 (23.0)
25-34 4,329 (25.8) 8,902 (23.7) 1,816 (28.9) 11,352 (23.9)
35-44 4,228 (25.2) 7,723 (20.6) 1,625 (25.9) 10,249 (21.6)
45-54 3,861 (23.0) 6,499 (17.3) 1,335 (21.3) 8,830 (18.6)
55-64 1,197 (7.1) 2,265 (6.0) 342 (5.4) 3,046 (6.4)
65+ 285 (1.7) 613 (1.6) 52 (0.8) 816 (1.7)
Total 16,773 (99.9) 37,488 (99.8) 6,278 (99.9) 47,454 (99.9)
Gender
Male 11,639 (70.1) 24,261 (65.0) 4,165 (66.6) 31,209 (66.3)
Female 4,954 (29.9) 13,053 (35.0) 2,093 (33.4) 15,856 (33.7)
Total 16,593 (100.0) 37,314 (100.0) 6,258 (100.0) 47,065 (100.0)
Ethnicity
Aboriginal 1,576 (9.2) 2,817 (7.4) 511 (8.0) 4,043 (8.2)
European 1,206 (7.1) 2,391 (6.3) 449 (7.1) 3,232 (6.6)
Black/African/Caribbean 218 (1.3) 498 (1.3) 79 (1.2) 644 (1.3)
Canadian/American 13,286 (77.8) 30,751 (80.5) 5,034 (79.1) 38,676 (78.9)
Other 458 (2.7) 1,212 (3.2) 126 (2.0) 1,519 (3.1)
Missing 327 (1.9) 538 (1.4) 167 (2.6) 932 (1.9)
Total 17,071 (100.0) 38,207 (100.1) 6,366 (100.0) 49,046 (100.0)
Employment status
Full-time 4,031 (22.3) 9,743 (24.6) 1,359 (20.9) 12,466 (23.9)
Part-time 899 (5.0) 2,587 (6.5) 266 (4.1) 3,258 (6.3)
Unemployed 7,426 (41.1) 12,639 (31.9) 3,118 (47.8) 17,559 (33.7)
Other® 5,098 (28.2) 13,575 (34.3) 1,681 (25.8) 17,225 (33.1)
Missing 593 (3.3) 1,023 (2.6) 93 (1.4) 1,585 (3.0)
Total 18,047 (99.9) 39,567 (99.9) 6,517 (100.0) 52,093 (100.0)
Education
Less than high school 6,904 (38.9) 16,839 (43.1) 2,477 (38.2) 21,408 (41.8)
High school 4,530 (25.5) 8,862 (22.7) 1,642 (25.3) 11,944 (23.3)
Some postsecondary 2,306 (13.0) 5,035 (12.9) 977 (15.1) 6,642 (13.0)
Postsecondary graduate 2,951 (16.6) 6,837 (17.5) 1,221 (18.8) 8,680 (17.0)
Missing 1,067 (6.0) 1,510 (3.9) 167 (2.6) 2,527 (4.9)
Total 17,758 (100.0) 39,083 (100.1) 6,484 (100.0) 51,201 (100.0)

Notes: ?Based on new individuals in the study period; *Includes student/retraining, disabled (not working), not in labour force (eg, homemaker), and retired.
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not completed high school (41.8%). The percentage
of clients with less than high school education was
higher among non-residential services (43.1%) than
withdrawal management and residential care (38.9%
and 38.2%, respectively). This may reflect the higher
proportion of youth in non-residential programs.

Problem substances
Table 4 shows the distribution of problem substances
at the point of admission for the client population as
a whole and by gender. A small percentage of clients
(2.8%) reported “no problem substance”. Some of
these clients may have been involved in relapse pre-
vention or aftercare to maintain their recovery and
were thus uncomfortable reporting alcohol or drugs
as a current “problem”. Others may have inappro-
priately claimed to have no problems, and there may
have been some degree of variable miscoding (ie,
inaccurate data collection and reporting to DATIS).

Overall, the most commonly reported problem
substances were alcohol (68.5%), cannabis (38.2%),
crack/cocaine (29.9%) and opiates, including pre-
scription opioids (23.1%). This pattern was consistent
across both genders; however more men than women
cited alcohol (70.7% vs. 64.1%) and cannabis (40.4%
vs. 33.8%), while a greater proportion of women
reported opiates as the presenting problem substance
for treatment (26.4% vs. 21.5%).

Table 5 presents the distributions of the four most
frequently cited problem substances reported by cli-
ents from 2005-2006 to 2009-2010. Significant trends

were observed for all four problem substances; for
example, the proportions reporting alcohol problems
increased by 3.3 percentage points between 2005 and
2010 (P =0.0021). A similar trend was observed for
cannabis. However, the most striking trends were
observed for crack/cocaine and opiate (including pre-
scription opioid) problems. For the former, a signifi-
cant decrease by approximately 5.6 percentage points
was observed (P < 0.0001), while a much larger
increase (by 9.4 percentage points) was reported for
opiate problems between 2005 and 2010.

Pathways into and out

of the treatment system

Table 6 shows the referral sources for clients enter-
ing treatment by service category. Informal sources
of referral (self/family/friends) were most commonly
reported overall (58.0%), and within non-residential
and withdrawal management services. However,
there was considerable variation across service cat-
egories with regard to the distribution of referral
sources. Addiction agencies represented the leading
referral source for clients receiving residential care,
followed by informal sources. For withdrawal man-
agement, informal referrals were followed by refer-
rals from medical services, addiction agencies, and
the legal system. The distribution of referrals was
quite different for non-residential services, where
informal referrals (54.8%) were followed by refer-
rals from the legal system (13.6%) and addiction
agencies (12.9%).

Table 4. Distribution of presenting problem substances? at admission by gender, Ontario, 2009—2010.

Presenting problem substances Males Females Total

N (%) N (%) N (%)

n = 31,209 n=15,856 n = 47,065
Alcohol 22,060 (70.7) 10,161 (64.1) 32,221 (68.5)
Crack/cocaine 9,323 (29.9) 4,735 (29.9) 14,058 (29.9)
Amphetamines® 1,042 (3.3) 527 (3.3) 1,569 (3.3)
Cannabis 12,602 (40.4) 5,355 (33.8) 17,957 (38.2)
Benzodiazepines® 1,619 (5.2) 1,078 (6.8) 2,697 (5.7)
Barbituates 95 (0.3) 82 (0.5) 177 (0.4)
Opiates® 6,705 (21.5) 4,186 (26.4) 10,891 (23.1)
Hallucinogens 419 (1.3) 153 (1.0) 572 (1.2)
Inhalants® 77 (0.2) 35(0.2) 112 (0.2)
Ecstasy 863 (2.8) 492 (3.1) 1,355 (2.9)
None 708 (2.3) 622 (3.9) 1,330 (2.8)

Notes: ?Based on new individuals in the study period (alcohol/drug clients only). Percentages total more than 100 due to reporting of multiple (up to five)
problem substances; ®Includes other stimulants and methamphetamines; cIncludes other psychoactive drugs; ¢Includes heroin, opium, prescription opioids

and over-the-counter codeine preparations; ¢Including glue.
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Table 5. Distributions of the four most frequently cited problem substances reported by clients in Ontario, 2005-2006 to

2009-2010.
Problem substance 2005-2006 2006-2007 2007-2008 2008-2009 2009-2010
% % % % %
(n = 46,320) (n =46,242) (n =46,168) (n =46,420) (n =46,862)
Alcohol* 65.1 65.5 68.0 69.3 68.4
Crack/cocaine** 35.4 39.6 40.6 35.4 29.8
Cannabis** 35.3 36.4 38.1 38.9 38.1
Opiates** 13.7 16.1 18.7 20.7 23.1

Notes: *Trend test significant, P = 0.0021; **trend test significant, P < 0.0001.

In terms of outgoing referrals during the study
period, 50.8% received no referrals across all service
categories (data not shown). The most common refer-
ral destination was self-help groups (eg, Alcoholics
Anonymous) (20.7%), followed by residential
(10.8%) and community-based (10.2%) addiction
treatment services. The percentage of referrals going
to self-help groups varied from a high of 49.6% for
residential services to 15.0% for non-residential and
34.9% for withdrawal management.

Discussion

This paper presents results from a client-based infor-
mation system that collects data from Ontario’s pub-
licly funded addiction treatment agencies. The main
goals of the information system are to contribute
information related to accountability and planning at
the agency, regional and provincial levels. The pri-
mary aims of this paper were to estimate the caseload

of addiction treatment agencies, and describe impor-
tant characteristics of clients and their patterns of ser-
vice utilization.

Our analysis showed that 47,065 individuals
were admitted to treatment at some point during
2009-2010. This number is relatively small when
compared with our best estimates of problematic
substance use and dependence in the general popula-
tion. According to a nationally representative men-
tal health survey conducted by Statistics Canada
in 2002, 10.1% (weighted frequency = 979,110)
of Ontarians were identified as problematic sub-
stance users in the past year.® Applying the results
of this prevalence study to our data indicates that
only 4.8% of the in-need population sought treat-
ment in 2009-2010. In contrast, 2.5% (weighted fre-
quency = 235,903) of Ontarians were identified as
meeting criteria for dependence of alcohol or illicit
drugs in the past 12 months (derived from the Public

Table 6. Referral source? for clients entering treatment by service category, Ontario, 2009-2010.

Referral source

Withdrawal management

Non-residential Residential Total

N (%) N (%) N (%) N (%)
Self/family/friends 10,593 (63.8) 20,440 (54.8) 2,196 (35.1) 27,306 (58.0)
Education/training programs/services 22 (0.1) 2,063 (5.5) 9(0.1) 2,077 (4.4)
Addiction agencies 1,580 (9.5) 4,803 (12.9) 3,293 (52.6) 6,893 (14.6)
Psychiatric services/hospital 229 (1.4) 740 (2.0) 148 (2.4) 956 (2.0)
Medical services—private/hospital 1,735 (10.5) 1,250 (3.3) 191 (3.1) 2,686 (5.7)
Physician/private practitioner 199 (1.2) 964 (2.6) 40 (0.6) 1,088 (2.3)
Community mental health 168 (1.0) 781 (2.1) 64 (1.0) 932 (2.0)
agency—adult and child
Social service agency—adult and child 224 (1.3) 2,044 (5.5) 66 (1.1) 2,234 (4.7)
Legal system 1,233 (7.4) 5,093 (13.6) 150 (2.4) 6,269 (13.3)
Toronto WMS central access 2,657 (16.0) 913 (2.4) 18 (0.3) 2,701 (5.7)
(for toronto WMS only)
Other® 1,147 (7.0) 2,570 (6.7) 590 (9.3) 3,705 (7.9)
Missing 26 (0.2) 175 (0.5) 8 (0.1) 204 (0.4)

Notes: ?Based on new individuals in the study period. Percentages total more than 100 due to reporting of multiple (up to two) referral sources; ®Includes

all referral sources that were cited by less than 1% of clients overall.
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Use Microdata Files of Statistics Canada). Based
on this conservative estimate of the denominator,
20% of the in-need population sought treatment for
substance use problems in 2009-2010. While many
people with substance use disorders manage their use
without professionally directed treatment,' the under-
utilization of addictions treatment services in Ontario
suggests a low level of help seeking, or alternatively
a large unmet need for treatment in the community.
This finding corroborates with population research
from the U.S. that shows only a minority of indi-
viduals with past-year prescription drug abuse or
dependence,?'* and past-year alcohol and drug use
disorder® seek or receive treatment. From a planning
perspective, our result points to a potentially sig-
nificant under-supply of addiction treatment services
and/or a sector that could be much improved in terms
of access.* Turning prevalence data into policy rele-
vant information, however, will require further study
on the help-seeking behaviours of problematic sub-
stance users in Ontario, the barriers to seeking treat-
ment, and assessments of the availability, efficiency,
and effectiveness of the treatment system. In general,
closing the gap will require significant capacity-
building, support and probably increased funding for
the substance use treatment system in Ontario.

Our findings revealed significant changes in pro-
vincial caseload overtime when examined by ser-
vice category. In fact, during the five-year period
from 2005-2006 to 2009-2010, the proportion of
new individuals in withdrawal management services
increased significantly, from 31.8% to 35.4%. The
increase in caseload for withdrawal management ser-
vices was offset by a significant decrease in the use
of residential services. This trend is likely a result of
policies and programs implemented in the late 1980s
by the MoHLTC, which set direction for an increase
in the capacity of non-residential treatment alterna-
tives compared to residential services. While the
policy directive was expected to result in the growth
of outpatient and day treatment services, we found
no evidence of a major increase (or decrease) in the
use of non-residential services from 2005-2006 to
2009-2010. However, the considerable decrease in
the use of residential services likely reflects the long-
term trend in the treatment system towards more cost-
effective treatment alternatives; this shift is expected
to have occurred before 2005-2006.

The descriptive data on client characteristics sug-
gests a diverse help-seeking population. Those under
the age of 24 continue to represent just over a quarter
of the treatment population in Ontario, similar to data
from DATIS reported a decade ago.” This parallels
findings from the Treatment Episode Data Set (TEDS)
in the U.S., an administrative data system analogous
to DATIS which provides information about national
admissions to publicly-funded substance abuse treat-
ment services.”® In 2007, U.S. clients under 24 years
ofage represented 25.6% of all admissions,?® and from
1996 to 2006, the proportion of younger admissions
(less than 25 years of age) increased from 22.0% to
26.0%.% In Ontario, there is evidence of a comparable
increase in the proportion of adolescents and youth
in treatment; more specifically, in 1999-2000, youth
under the age of 24 accounted for 23.1% of alcohol,
drug and gambling clients.*® Currently, this propor-
tion is 27.7% among alcohol/drug clients only. Even
with the exclusion of problem gamblers from our esti-
mate, there has been a modest increase in the youth
treatment sector, which likely stems from funding ini-
tiatives aimed at youth during the past decade. This
is also reflected in Ontario’s Comprehensive Mental
Health and Addictions Strategy, which focuses on
children and youth in areas such as access to services,
and early identification and support.?® Nonetheless,
one of the major challenges being faced by the treat-
ment system is the facilitation of efficient and effec-
tive transitions from youth to adult services.

The gender ratio of individuals seen across the
treatment system is also of interest, as the ratio of
men to women appears to be decreasing. In our study,
this ratio was 1.97:1, and in 1999-2000, this ratio was
2.4:1.% Thisis in contrast to clients receiving treatment
in the European Union and United Kingdom, where on
average males outnumber females by four.?” This may
reflect differences in the service mix reporting to the
European data system, for example, more methadone
maintenance programs. The gender ratio reported
in this study is, however, more similar to that in the
U.S. where, in 2007, there were 2.1 male admissions
for every female admission.?® In the Ontario context,
while it may appear as though the gender gap in help
seeking is slowly narrowing, a gendered perspective
to clinical, policy work and research is still needed
given known gender differences in substance use
treatment utilization, etiology of substance use,
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barriers to treatment access, and retention in substance
use treatment.*

In terms of ethnicity, our most striking result was
that 8.2% of the client population was of Aboriginal
descent. However, Aboriginal people accounted for
only 2.0% of the Ontario population in 2006.>' While
specialized programs for Aboriginal people exist, this
disparity along with continued problems with alcohol
and other drugs indicates a need for more preventa-
tive and health promotion work in First Nations com-
munities, as well as culturally-sensitive approaches to
treatment and research.*

In the treatment population, alcohol problems pre-
dominate. This pattern is also observed in the gen-
eral population, as the prevalence of alcohol abuse
and dependence is much higher than that of illicit
drug use.*® Alcohol is also the prevailing problem
substance in the U.S. treatment population, where it
accounted for 40% of all admissions to treatment for
abuse of alcohol and drugs in 2007.2¢ Of particular
interest in the present study, however, is the high per-
centage of clients involved with cannabis, both over-
all (38.2%) and among younger age groups. Cannabis
problems in the treatment population appear to have
slightly increased since 2005-2006, paralleling
increases in the prevalence of past year cannabis use
among Ontarians 18 years and older (8.7% in 1996 to
13.3% in 2009).** The increase in treatment utilization
for cannabis problems may stem from greater:
(1) awareness of its health consequences; (2) response
from the system, ie, in terms of research, problem iden-
tification, and availability of services; and (3) pressure
to enter treatment from school officials and family
members, particularly among younger clients.'® On
the other hand, problems with crack/cocaine signifi-
cantly decreased in the treatment population; this
trend was concomitant with slight reductions in past
year cocaine use in the general Ontario population
from 2006 to 2008 (1.7% to less than 1.0%).>* Finally,
problematic opiate use increased dramatically in the
treatment population during the study period (13.7%
in 2005-2006 to 23.1% in 2009-2010). Prescription
opioids and over-the-counter codeine preparations
were the predominant form of opiate use, account-
ing for 90.8% and 94.7% of problematic opiate use
in 2005-2006 and 2009-2010, respectively. Much
of the increase in opiate use was therefore driven by
prescription opioid and over-the-counter codeine use.

Our findings parallel those of recent studies indicat-
ing a shift towards prescription opioid drugs in North
America, with simultaneous decreases in heroin
use.'”*>7 This trend has implications for the treatment
system, as there is a paucity of information related to
the extent existing opioid maintenance therapies can
be applied to prescription opioid use.*®

Finally, client data from DATIS highlight the many
pathways into and out of the specialized treatment
system for additional services and supports. The most
common pathway into treatment was through infor-
mal sources such as being self-referred and/or being
encouraged to go to treatment by family and friends.
The importance of informal control efforts and recom-
mendations for treatment has been previously high-
lighted. Based on a random sample of Ontarian adults,
researchers found that two-thirds of all respondents
reported at some time having said something to a rel-
ative or friend about their drinking, or suggested that
they cut down or seek professional help.*® Developing
an understanding of and taking into account the pro-
cesses of informal social control are therefore inte-
gral to any prevention or treatment strategy aimed at
alcohol (and drug) problems. Our data also showed
the inter-connectivity of broader systems of health,
social and correctional services with programs which
specialize in substance use treatment. For example,
medical services (hospitals) were more likely to refer
to withdrawal management services. This is of partic-
ular relevance to clients presenting in-crisis, homeless
individuals and injection drug users, as these (often
overlapping) groups are frequent users of emergency
rooms.*” In contrast, referrals from the legal system
were most often made to non-residential treatment
programs. The proportion of referrals from commu-
nity mental health and other psychiatric services,
however, was quite low compared to the high rate of
concurrent mental health and substance use problems
in the community.*' Knowledge in this area is none-
theless expanding and there is now a greater push
towards the integration of mental health, substance
use and problem gambling services in Ontario.*

The patterns in outgoing referrals further reflect the
established relationships between different sectors of
the addiction treatment system. For example, with-
drawal management services were more likely to refer
to residential treatment. Despite this finding, there has
been a significant decrease in the use of residential
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services since 2005-2006 by other specialized
services. This phenomenon may be explained in part
by provincial efforts aimed at ensuring referrals to res-
idential treatment are made for clients with the most
severe and complex needs. Similar referral patterns
into and out of the Ontario substance use treatment
system were observed by Graham and Brook;* in par-
ticular, withdrawal management services were identi-
fied as a hub of the substance use treatment system,
figuring prominently in admissions across residential
and rehabilitation programs. Furthermore, other than
connections to withdrawal management services, the
authors found that addictions resources appeared to
have few relations with one another, instead form-
ing ties with services outside the addiction-specific
system. This suggested the existence of other sub-
stance use treatment “systems” (non-addiction spe-
cific) operating in parallel (eg, medical services, legal
system, etc).*

This study is limited given the potential biases
of self-reported data. In considering client charac-
teristics and patterns of service utilization, it is also
important to recognize that DATIS does not capture
addiction-related treatment provided outside of the
publicly-funded specialized system of care. This
would include briefinterventions delivered in primary
care settings, medications and counselling by mental
health care providers, private treatment clinics, and
self-help groups, such as AA or NA. Substitution
therapy, such as methadone maintenance treatment
(MMT), is provided through physician offices and
health clinics, which also do not report to DATIS.
MMT clients are therefore not represented in DATIS
unless they also receive counselling at a participating
agency. Notwithstanding these limitations, DATIS is
unrivalled in scope and quality within Canada as a
data source for supporting system-level performance
measurement and clinical research.

Future directions

DATIS is an evolving client-based information system
for addiction services, and is well-positioned to link
with a variety of large health care information sys-
tems in Ontario. Currently, efforts are being made to
link DATIS information to ICES (Institute for Clinical
Evaluative Sciences) data holdings, particularly pop-
ulation and health service data (ie, health insurance
claims database and hospitalization records, including

emergency services). Such linkages will allow for
longitudinal tracking of DATIS clients through the
health care system, before and after treatment, includ-
ing visits to the emergency room and primary care.
This will be integral to better understanding of the
treatment trajectories of alcohol/drug clients, particu-
larly with regard to service utilization and health care
delivery beyond the addiction treatment system. The
data will also support assessment of the cost-offset of
treatment in the Canadian context, paralleling work
that has been done in the U.S. setting.*

Funding has also been secured for a multi-
component provincial project (Drug Treatment
Funding Program: http://ontariodtfp.wordpress.
com/) that will pilot an outcome monitoring system
for publicly-funded addictions treatment services in
Ontario, modelled after similar systems in the U.S.
A key component of the feasibility study will be to
develop a uniform, system-wide process for assess-
ing client satisfaction and outcomes in order to exam-
ine the performance of the treatment system and plan
enhancements to improve treatment quality and build
capacity. The long-term goal of this project is to inte-
grate outcome measures collected using the Global
Appraisal of Individual Needs (http://www.chestnut.
org/li/gain/) with the DATIS information system,
thereby providing the foundation for monitoring out-
comes over time.

Finally, a national project is underway in Canada
to develop a needs-based planning model that will
project the capacity requirements for various levels of
care in a given jurisdiction and needs profile. In con-
junction with the needs-based capacity requirements,
estimates of current utilization can be contrasted with
the required service levels to yield estimates of unmet
need. Work is underway to implement and evaluate
the utility of this systematic gap analysis to decision-
makers and administrators responsible for substance
use services across the country.
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