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Abstract
Background
A hybrid performance measurement system that combines patient-reported outcome data with administrative data has been developed for South African substance abuse treatment services. This paper describes the development and psychometric validation of one component of this system, the South African Addiction Treatment Services Assessment (SAATSA).

Methods
First, a national steering committee identified five domains and corresponding indicators on which treatment quality should be assessed. A decision was made to develop a patient survey to assess several of these indicators. A stakeholder work group sourced survey items and generated additional items where appropriate. The feasibility and face validity of these items were examined during cognitive response testing with 16 patients. This led to the elimination of several items. Next, we conducted an initial psychometric validation of the SAATSA with 364 patients from residential and outpatient services. Exploratory (EFA) and confirmatory factor analyses (CFA) were conducted to assess the latent structure of the SAATSA. Findings highlighted areas where the SAATSA required revision. Following revision, we conducted another psychometric validation with an additional sample of 285 patients. We used EFA and CFA to assess construct validity and we assessed reliability using Cronbach’s measure of internal consistency.

Results
The final version of the SAATSA comprised 31 items (rated on a four-point response scale) that correspond to six scales. Four of these scales are patient-reported outcome measures (substance use, quality of life, social connectedness and HIV risk outcomes) that together assess the perceived effectiveness of treatment. The remaining two scales assess patients’ perceptions of access to and quality of care. The models for the final revised scales had good fit and the internal reliability of these scales was good to excellent, with Cronbach’s α ranging from 0.72 to 0.89.

Conclusion
A lack of adequate measurement tools hampers efforts to improve the quality of substance abuse treatment. Our preliminary evidence suggests that the SAATSA, a novel patient survey that assesses patients’ perceptions of the outcomes and quality of substance abuse treatment, is a psychometrically robust tool that can help fill this void.
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Background
This paper describes the developmental process and measurement properties of a tool designed to assess South African patients’ perceptions of the quality and outcomes of substance abuse treatment. The prevalence of substance use disorders is high in South Africa where an estimated 13 and 6 % of the adult population meet DSM-IV criteria for a lifetime and past year diagnosis of a substance use disorder, respectively [1]. Untreated substance use disorders impact negatively on public health in South Africa through their association with risk for HIV and other infectious diseases [2], non-communicable diseases [3], and violence and injury [4]. Substance-related risks for HIV are of particular concern in South Africa where HIV prevalence is estimated to be 12.2 % among the general population [5].
Although South Africa has a fairly well-established substance abuse treatment system, questions have been raised about the quality and effectiveness of these services [6, 7]. Negative perceptions about the quality of substance abuse treatment are cause for concern as these perceptions often influence people’s decisions about whether or not to initiate treatment [6–8].
South Africa is one of many countries where there is concern about the quality of substance abuse treatment [9, 11]. In high-income countries, including the United States (US) [12, 13] and the United Kingdom (UK) [14, 15], these concerns have led to the development of performance measurement systems. These systems routinely collect data on a standardised set of indicators that reflect some aspect of treatment quality. When fully implemented, these systems are valuable as they generate information that can be used to monitor the quality of treatment, identify targets for quality improvement initiatives, and evaluate activities intended to improve performance [16, 17].
However, like most other low-and-middle income countries, South Africa lacks a system for monitoring the performance of its substance abuse treatment services [18, 19]. To fill this void, we set about developing such a system. During our formative work [19], South African substance abuse treatment providers reported willingness to implement a performance measurement system provided that it comprised brief, psychometrically robust measures that minimised burden for clinicians and administrators. Consequently, we developed a brief survey of patients’ (consumers’) perceptions of the quality and outcomes of treatment to be used, in conjunction with process measures constructed from treatment records, to routinely assess service quality.
Although treatment evaluation research has a long history of collecting objective outcomes data (such as [15, 20–22]), this is not the case in performance measurement systems routinely implemented in substance abuse treatment practices [16]. Many treatment providers are dissuaded from collecting outcomes data due to the costs associated with objectively assessing outcomes (either via biological testing or through using clinician-rated outcome measures) and concerns about the validity of self-reported substance use outcomes [16, 23]. As a result, most performance measurement systems rely on process indicators (such as indicators of treatment engagement and treatment completion) contained in administrative databases and treatment records to measure performance [11–13]. There are many advantages to using process data to assess quality of care. These data are relatively easy to collect and can directly identify specific areas of care that may require strengthening. There is also accumulating evidence that certain process indicators predict treatment outcomes [24–26]. For instance, US national treatment outcome studies have shown that longer stays in treatment are associated with better treatment outcomes at one and five year post-treatment [21, 22]. Despite these benefits, process indicators generally do not adequately reflect patients’ perceptions of care or their perceptions of how treatment affected their functional status and quality of life. Patient-reported outcome measures (PROMs), even though subject to the documented limitations of self-report data such as recall and response bias, can still reveal how patients experience and are responding to treatment [27]. In mental health settings, PROMs have been used to ensure that patients have a voice in treatment planning and service provision and to support the implementation of patient-centered care [28]. In addition, PROMs are feasible for under-resourced substance abuse treatment services to routinely collect as there are significantly fewer costs associated with collecting these measures compared with objective outcomes measures. Despite these advantages, surveys to assess PROMs are relatively novel in the substance abuse treatment field.
In our efforts to develop a performance measurement system for South African substance abuse treatment services, we took cognisance of the limitations of performance measurement systems based only on process data or reliant only on PROMs. To this end, we developed a hybrid system that combined patient-reported outcome data (collected using a patient survey) with process data from treatment records. In so doing, we wanted to provide an objective description of the treatment process while also accounting for patients’ experiences of and perceived responses to the treatment process. The aim of this article is to describe the development and measurement properties of one aspect of this system: the South African Addiction Treatment Services Assessment (SAATSA). Specific objectives were to: 1) describe the process of identifying domains and indicators on which to assess quality and outcomes; 2) describe the process of generating survey items for further assessment; 3) establish the feasibility of using this survey to assess treatment quality and outcomes and the face validity of survey items; and 4) examine the psychometric properties (construct validity and reliability) of the survey.

Method
Guided by Streiner and Norman’s [29] framework for developing measurement scales, this study comprised five phases implemented from 2008 to 2013. The study received human subjects approval from the Centers for Disease Control and Prevention (CDC) and the University of Stellenbosch’s Health Research Ethics Committee (N10/03/105). All participants were asked to provide written informed consent for each phase of the study.
Phase one: Selection of quality domains and indicators
A national steering committee, comprising key stakeholders and role players from the substance abuse treatment field, was formed to identify domains on which to assess treatment. This committee reviewed the domains used in other mental health and substance abuse performance measurement systems (e.g., [11–13]), and debated the relevance of these domains for South African services. The steering committee identified five domains on which treatment should be assessed: effectiveness, efficiency, access to treatment, person-centred services, and quality of services. Next, the committee generated a set of indicators (30 in total) that could be used to measure each domain. A Delphi consensus panel [30] comprising 36 content experts, was used to reduce the number of indicators. Of these stakeholders, 26 were substance abuse treatment providers, four were researchers and six were service planners. Each expert was asked to use a three-point scale (1 = low, 3 = high) to rate each indicator on how important each was an indicator of substance abuse treatment outcomes or quality of care, and feasibility of measurement. The research team calculated the mean importance, mean feasibility and a combined score for each indicator (using an importance: feasibility mean score ratio of 1:2) and ranked the indicators in order of their combined scores. The combined scores were used to reduce the number of indicators: those with a rating of 6.4 or higher (on a scale of 3 to 9) were retained, reducing the number of indicators to 18. After reducing the number of indicators, the steering committee decided whether to measure this indicator using a patient survey, data from treatment records or administrative data typically collected by treatment programmes. A description of the domains and corresponding indicators is provided in Table 1. This exercise revealed the need to develop a survey measuring patient-reported outcomes and perceptions of whether care was accessible, person-centred, and of acceptable quality.Table 1Summary of domains, indicators and methods of measurement for each indicator


	Domain
	Indicator
	Mode of measurement

	Patient Survey
	Treatment records
	Administrative data from services

	Effectiveness
	Decreased substance use
	✓
	✓
	 
	Increased/retained employment or return to/stay in school
	 	✓
	 
	Increased retention in treatment
	 	✓
	✓

	Reduced sexual (HIV) risk behaviour
	✓
	✓
	 
	Improved quality of life
	✓
	 	 
	Improved social connectedness
	✓
	 	 
	Efficiency
	Length of delay in obtaining treatment
	 	✓
	✓

	Percentage of available treatment slots used
	 	 	✓

	Person-centered services
	Proper assessment of client occurs (e.g., screening/assessment for mental illness and HIV/AIDS)
	 	 	✓

	Client participation in the development and execution of the treatment plan
	✓
	 	✓

	Treatment is personalised to fit individual client’s needs
	✓
	 	 
	Client received programme with linguistically and culturally appropriate content
	✓
	 	 
	Access
	Length of time from request for services to first service
	✓
	✓
	 
	Affordability
	✓
	 	 
	Equity- access to services is equitable for different age, race, and gender groups
	✓
	✓
	 
	Access to HIV testing and counselling and HIV risk reduction services
	✓
	✓
	 
	Quality
	Clients’ are engaged with the treatment programme
	✓
	 	 
	 	Clients’ perceptions of services received are positive
	✓
	 	 



                        

Phase two: Generation, rating and presentation of SAATSA items
From the steering committee, we developed a workgroup (comprising the research team and representatives from residential and outpatient treatment facilities) to generate a list of items to include in the patient survey. Based on a review of the literature, the survey workgroup identified the 18-item US Substance Abuse Perceptions of Care Survey [31, 32] as a tool that could be adapted for use in South Africa [31–33]. Where this survey did not address our indicators, committee members generated additional items. These additional items related to changes in sexual risk behavior, social connectedness, quality of life, and access to services. After generating several new items, the SQM steering committee made decisions about which items would be retained for the next stage of questionnaire development. This reduced the original set of 41 items to 33 items. Next, decisions were made about the instrument’s layout, the wording of instructions and items, and the response format. In this version of the SAATSA, all items were rated on a four point scale, with response options ranging from “strongly disagree” (1) to “strongly agree” (4). Each item also had a “not applicable” response option. Finally, we conducted a lexile analysis and revised the wording of items until every item was at a Grade 8 reading level.

Phase three: Cognitive response testing
Next, the SAATSA was assessed for feasibility and face validity during cognitive response testing. Face validity refers to whether the instrument appears on face value to measure the key constructs it is purported to measure [33, 34]. The SAATSA was administered to 16 patients receiving substance use treatment between March and June 2011. Patients were recruited from two treatment sites (one residential and one outpatient) in KwaZulu-Natal (KZN) and two treatment sites (one residential and one outpatient) in the Western Cape (WC). The WC and KZN provinces were purposively selected for sampling because they serve diverse population groups with dissimilar patterns of drug use and have different types of treatment infrastructure. These two provinces, collectively, provide a good representation of the range of service providers and patients found nationally [19].
During cognitive response testing, patients were instructed to respond to each item as if they were completing the survey, and to identify items that were difficult to read or confusing. The length of time taken to complete the SAATSA was recorded. Patients were asked a series of questions about the clarity of the instructions and the items, what they understood they were being asked, suggestions for alternative wording of items, items that should be added or removed, and the overall format of the instrument.

Phase four: Psychometric validation of the SAATSA
This phase explored the psychometric properties of the SAATSA scales (comprised of items developed in the previous phase) that were hypothesised to correspond to each of the quality domains. Objectives of this phase were to determine, by way of validity testing, the extent to which SAATSA items measured the relevant quality domains and to modify the SAATSA scales by eliminating items where necessary and justifiable.

Sample, setting and procedure
We recruited a convenience sample of 364 patients from three treatment sites (one residential and two outpatient) in KZN (n = 134) and seven sites (three residential and four outpatient) in the WC (n = 230) between September 2011 and July 2012. This sample size is adequate for most factor analyses [35]. Participants were eligible to participate if they were at least 18 years of age, had been receiving substance abuse treatment for at least three weeks, and could read and write English. Treatment staff were asked to identify patients who met these inclusion criteria and assess their willingness to participate. Eligible participants were asked to provide written informed consent to participate in this pilot test.
Participants were predominantly male (76.1 %), of Coloured (mixed-race) ancestry (50.0 %) and their ages ranged from 18 to 74 years. Approximately 40 % of the sample had not completed high school. The most commonly reported primary substances of abuse were alcohol (39.8 %), followed by methamphetamine (34.3 %), heroin (7.1 %), and cannabis (6.5 %). Just over two-thirds (70.8 %) of the sample were receiving substance abuse treatment for the first time. Of the participants, 56.6 % were receiving residential treatment.
Participants self-completed the SAATSA and a brief demographic form in a private room at the site. These forms were placed in a sealed envelope and deposited in a secure box for safekeeping and collection by the research team.
Data analysis
The validation process used exploratory factor analysis (EFA) and confirmatory factor analysis (CFA) for validity testing. Listwise deletion of cases was used to address missing values, consequently all reported results are for cases with no missing values. Suitability of items for factor analysis was determined using two measures; Bartlett’s Test of Sphericity (significance of p ≤ 0.05) and the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy (0.70 and above). The EFA was conducted using maximum likelihood estimation (MLE) and oblique minimum rotation to extract and rotate identified factors [35]. Only factors with an Eigenvalue greater than 1 were selected for consideration [36]. The factor pattern matrix was used to examine loadings of items onto factors and to assess relevance and applicability of scale items to the latent construct, thereby directing decisions for item retention and removal.
Following this, CFA was used to confirm the latent structure observed in the EFA. The adequacy of the latent models was assessed using three critical fit indices [36]: χ2/df ratio (a ratio < 4 indicates good fit and < 2 indicates very good fit); Bentler Comparative Fit Index (CFI), CFI ≥ 0.90 indicates a good fit and CFI ≥ 0.95 indicates very good fit; and Root Mean Square Error of Approximation (RMSEA), RMSEA ≤ 0.08 and ≤ 0.05 indicates good fit and very good fit, respectively [37]. Where applicable, the significance of improvements in latent models were tested using Chi-Square tests. All statistical analyses were conducted using IBM SPSS and AMOS Version 21.0 for Windows [38].


Phase five: Construct validity and reliability testing
Findings from phase four indicated that some of the SAATSA scales required further development. Consequently, we repeated the steps described in phases two and three, adding additional items. Phase five involved administering the revised SAATSA to patients receiving substance use treatment to establish the construct validity and internal consistency (reliability) of the SAATSA subscales.
Sample, setting and procedure
Using the same eligibility and recruitment processes described in phase four, 285 participants were recruited from treatment sites in KZN and the WC provinces between February 2013 and June 2013. Eligible patients who were willing to participate were asked to provide written informed consent. Participants then self-completed the SAATSA in a private room at the treatment facility. This was linked to a treatment admission form containing demographic data (but no personal identifiers) through a unique patient number. Both forms were placed in a sealed envelope and deposited in a secure box for collection by the research team.
Similar to the phase four, participants were predominantly male (79.6 %), of Coloured ancestry (56.7 %) and their ages ranged from 18 to 71 years. Over two-thirds of the sample (70.7 %) had not completed high school. The most commonly reported primary substances of abuse were methamphetamine (38.0 %), followed by alcohol (34.5 %), heroin (8.7 %), and cannabis (8.4 %). Most participants (70.1 %) were receiving substance abuse treatment for the first time. Of the participants, 53.3 % were receiving residential treatment.

Data analysis
The techniques and analysis parameters discussed in phase four were applied to examine the latent structure of the revised scales. In addition, after the scales had been finalised, scale reliability was assessed using Cronbach’s measure of internal consistency. A Cronbach’s alpha coefficient of at least 0.70 is considered acceptable, while ≥0.80 is desirable [29]. In all analyses, listwise deletion of cases was used to address missing values, thus reported results are limited to cases with no missing values. All statistical analyses were conducted using IBM SPSS and AMOS Version 21.0 for Windows [38].



Results
Results of cognitive response testing
Most participants reported that the SAATSA was easy to complete (94 %) and understand (94 %). All participants reported that they could complete the SAATSA with very little assistance. Based on participants’ responses to the items, several changes were made to the SAATSA: seven items were discarded and five items were revised and reworded for clarity or comprehension (see Table 2). These changes shortened the SAATSA to 26 items. These 26 items were thought to constitute six scales: three patient-reported outcome measures (PROMs) assessing treatment effectiveness (specifically changes in substance use, quality of life and social connectedness), and scales assessing perceptions of the accessibility, person-centredness and quality of care.Table 2Changes made to the SAATSA as a result of cognitive response testing


	Items for cognitive response testing
	Changes made to item as a result of testing

	1a. The amount of time between when I asked for and received help was OK.
	Discard

	1b. The amount of time I had to wait to get services was acceptable to me.
	Retain

	2a. It is difficult to pay for my treatment.
	Discard

	2b. I can afford my treatment.
	Revise: I can afford the treatment I want to receive

	3. The staff at this treatment centre are sensitive to my culture.
	Replace: The staff at this treatment centre treat me with respect

	4. The staff at this treatment centre are sensitive to my gender.
	Discard

	5. The people I went to for treatment services spent enough time with me.
	Revise: The people I went to for treatment services at this centre spent enough time with me.

	6. I help to plan my treatment.
	Revise: I have a say in deciding about my substance abuse treatment that I am receiving here

	7a. I have received enough information about the different services.
	Discard

	7b. The staff at this treatment centre told me about other services in the community.
	Revise: The staff at this treatment centre told me about services in my area that will help me stay off drugs and alcohol

	8a. I have access to all the services I need in this treatment centre for my recovery
	Discard

	8b. I am given a choice of services in this treatment centre.
	Retain

	9a. This treatment centre teaches me how to avoid getting HIV.
	Retain

	9b. This treatment centre helps me reduce my HIV risk.
	Discard

	10. The staff at this treatment centre are sensitive to my background.
	Retain

	11. My general health is improving.
	Retain

	12. I am better able to cope when things go wrong.
	Retain

	13. I am better able to accomplish the things I want to do.
	Retain

	14. I am less likely to use alcohol or other drugs.
	Retain

	15. I am doing better at work/finding work or at school.
	Retain

	16. I am more likely to practice safe sex.
	Retain

	17. There is someone who cares about whether I am doing better.
	Retain

	18. I have someone who will help me when I have a problem.
	Retain

	19. I have people in my life who are a positive influence.
	Retain

	20. The people who care about me are supportive of my treatment.
	Retain

	21. My friends and family are more able to count on me.
	Retain

	22. I have friends who are not using alcohol or drugs.
	Retain

	23. I have someone who will listen to me when I need to talk.
	Retain

	24a. I think the use of alcohol and drugs is a problem for me.
	Discard

	24b. I now know that using alcohol and drugs is a problem for me.
	Retain

	25. I need to work on my problems with alcohol and/or drugs.
	Retain

	26. The treatment centre is helping me to recover from using drugs and alcohol.
	Retain

	27. I would recommend this treatment centre to a friend
	Retain




                        

Initial validation of the SAATSA scales
Results of the initial EFA generally supported the latent structure of the effectiveness domain. The 12 effectiveness items loaded onto three factors relating to substance use, quality of life and social connectedness. To confirm this latent structure, a CFA was conducted specifying a one, two and three factor solution. The latter provided the best fit to the data, with all model indices having acceptable values (χ
                           2/df ratio = 2.21; CFI = 0.98; RMSEA = 0.06, 90 % CI: 0.04, 0.09).
For items related to substance use, the EFA revealed a single factor that accounted for 52 % of the common variance. Three of the five items loaded reasonably well with one item loading poorly. CFA revealed that a trimmed four-item subscale provided a better fit for the data than the original five-item subscale, with all model indices being excellent (Table 3). For the five items thought to depict quality of life, a single factor emerged during EFA that accounted for 62 % of the common variance. Items 14 and 15 loaded poorly onto this factor. CFA revealed that a four-item version (excluding item 15) provided a better fit for the data than the original five-item version. For the seven items thought to reflect social connectedness, the EFA extracted a single factor accounting for 61 % of the common variance. Four items had high factor loadings, with a clear separation between these and the last three items. A CFA confirmed that a four-item version provided a better fit than a seven-item model (Table 3).Table 3Results of exploratory factor analyses (EFA) and confirmatory factor analyses (CFA) for the SAATSA substance use, quality of life and social connectedness subscales


	SAATSA scales
	EFA
	CFA indices

	Factor loading
	
                                            χ
                                            2/df ratio
	CFI
	RMSEA

	Substance use scale

	13. I am less likely to use alcohol or other drugs
	0.39
	Five item version = 4.23. Four item version = 0.97
	Five item version = 0.96. Four item version = 0.99
	Five item version = 0.09 (CI: 0.07, 0.18) Four item version = 0.01 (CI: 0.00, 0.04)

	21. I have friends who are not using alcohol or drugs
	0.21

	23. I know that using alcohol or drugs is a problem for me
	0.50

	24. I need to work on my problems with alcohol and/or drugs
	0.33

	25. The treatment centre is helping me recover from using drugs and alcohol
	0.44

	Quality of life scale

	10. My general health is improving
	0.48
	Five item version = 3.56. Four item version = 2.75
	Five item version = 0.98. Four item version = 0.99
	Five item version = 0.08 (CI: 0.06, 0.15). Four item version = 0.07 (CI: 0.02, 0.10)

	11. I am better able to cope when things go wrong
	0.45

	12. I am better able to accomplish the things I want to do
	0.56

	14. I expect to do better at work/finding work or at school
	0.41

	15. I am more likely to practice safe sex
	0.32

	Social connectedness scale

	16. There is someone who cares about whether I am doing better
	0.61
	Seven item version = 2.86. Four item version = 2.25.
	Seven item version = 0.98. Four item version = 0.99.
	Seven item version = 0.07 (CI: 0.01, 0.12). Four item version = 0.06 (CI: 0.02, 0.09).

	17. I have someone who will help me when I have a problem
	0.66

	18. I have people in my life who are a positive influence
	0.64

	19. The people who care about me are supportive of my treatment
	0.68

	20. My friends and family are more able to count on me
	0.51

	21. I have friends who are not using alcohol or drugs
	0.26

	22. I have someone who will listen to me when I need to talk
	0.49




                        
The EFA revealed that further developmental work was required for the access and quality of care domains. There were only two items referring to access, one of which had a large amount of missing data. For this reason it was removed from the analysis, rendering the single-item scale invalid. Similarly, two of the three items initially thought to belong to the person-centredness domain seemed to reflect quality of care; the removal of these items rendered this scale invalid. Consequently, the one remaining access item together with the three items on person-centred care and five items on perceived quality of services were subsumed into a nine-item factor thought to refer to overall quality of care. The EFA on this scale indicated two factors that accounted for 53 % of the common variance, suggesting that not all items were working together consistently. Item 7 was the most problematic. A CFA found that a nine-item single factor solution provided a poor fit to the data, with all model indices having unacceptable values (χ
                           2/df ratio = 5.04; CFI = 0.86; RMSEA = 0.10, 90 % CI: 0.06, 0.16) whereas model indices for an eight-item solution (excluding item 7) were better (χ
                           2/df ratio = 1.84; CFI = 0.98; RMSEA = 0.05, 90 % CI: 0.02, 0.09). However, as some items were still not loading well, we decided to reformulate these to remove conceptual ambiguities. As access to treatment is a domain in our quality framework, we also decided to develop additional items related to service access. In addition, we decided to develop another outcome measure, the HIV risk behaviour subscale, to better assess changes in HIV risk behaviour as a result of treatment.
In addition, there were a number of missing responses largely due to the presence of a “not applicable” response category for each of the SAATSA items (35 % of cases had at least one item for which there was a missing response). To reduce the number of missing responses, we decided to remove the “not applicable” option from most of the SAATSA items, except in those instances where it was conceptually relevant (e.g., items measuring sexual behaviour for individuals not engaging in sexual activity). Given these revisions to the SAATSA items and response categories, we conducted a further pilot study to assess the psychometric properties of the revised 39-item SAATSA.

Construct validity and reliability of SAATSA scales
Changes to the SAATSA response categories reduced the number of missing responses and significantly improved the factor loadings of the SAATSA items. In this study, less than 15 % of cases had missing responses, as compared to 35 % in the first pilot study. Findings for the items reflecting change in substance use generally confirmed the results of phase four. A single factor emerged with the item “I have friends who are not using alcohol or drugs” loading poorly onto the factor (Table 4). CFA revealed that a four-item version (excluding this item) provided a much better fit for the data than a five-item solution. Consequently we discarded this item. This four-item scale demonstrated good internal consistency (Cronbach’s α = 0.72).Table 4Construct validity and reliability of the revised SAATSA subscales


	SAATSA scales
	EFA
	CFA indices
	Internal consistency

	Factor loading
	
                                            χ
                                            2/df ratio
	CFI
	RMSEA
	Cronbach’s α

	Substance use scale
	 
	17. I am less likely to use alcohol or other drugs
	0.44
	Five item version = 1.82. Four item version = 0.59
	Five item version = 0.99. Four item version = 0.99
	Five item version = 0.05 (CI: 0.00, 0.10) Four item version = 0.01 (CI: 0.00, 0.07)
	Cronbach’s α (4 item scale) = 0.72

	25. I have friends who are not using alcohol or drugs
	0.30

	27. I know that using alcohol or drugs is a problem for me
	0.83

	28. I need to work on my problems with alcohol and/or drugs
	0.62

	29. The treatment centre is helping me to recover from using drugs and alcohol
	0.74

	Quality of life scale
	 
	14. My general health is improving
	0.66
	Five item version = 5.18. Four item version = 3.52
	Five item version = 0.92. Four item version = 0.99
	Five item version = 0.11 (CI: 0.07, 0.19). Four item version = 0.08 (CI: 0.04, 0.15).
	Cronbach’s α (4 item scale) = 0.81

	15. I am better able to cope when things go wrong
	0.77

	16. I am better able to accomplish the things I want to do
	0.72

	18. In the future I will be more likely to do better at work or at school
	0.40

	19. I am more likely to practice safe sex
	0.59

	Social connectedness scale
	 
	20. There is someone who cares about whether I am doing better
	0.79
	Seven item version = 1.84. Six item version = 1.61
	Seven item version = 0.98. Six item version = 0.99
	Seven item version = 0.06. (CI: 0.02, 0.12). Six item version = 0.05 (CI: 0.00, 0.09).
	Cronbach’s α (6 item scale) = 0.89

	21. I have someone who will help me when I have a problem
	0.84

	22. I have people in my life who are a positive influence
	0.76

	23. The people who care about me are supportive of my treatment
	0.74

	24. My friends and family are more able to count on me
	0.60

	25. I have friends who are not using alcohol or drugs
	0.36

	26. I have someone who will listen to me when I need to talk
	0.65

	HIV risk scale

	33. I am more likely to use condoms when I have sex.
	0.69
	Single scale = 3.27
	Single scale = 0.94
	Single scale = 0.07 (CI: 0.03, 0.12).
	Cronbach’s α = 0.81

	34. I am less likely to use alcohol and drugs before I have sex.
	0.45
	Two scales =1.68
	Two scales =0.98
	Two scales =0.04 (CI: 0.01, 0.09).

	35. I am more likely to only have sex with one partner.
	0.32

	36. I am more likely to use condoms properly.
	0.71

	37. I know it’s important to know my HIV status.
	0.74

	38. I know where I can get tested for HIV.
	0.77

	39. I know where I can get treatment for HIV.
	0.78

	Quality scale
	 	 	 	 	 
	8. The staff at this treatment centre treat me with respect.
	0.56
	Seven item version = 1.51. Six item version = 0.39
	Seven item version = 0.98. Six item version = 0.99
	Seven item version = 0.04. (CI: 0.00, 0.08). Six item version = 0.02 (CI: 0.00, 0.05).
	Cronbach’s α (6 item scale) = 0.74

	9. The people I went to for treatment services spent enough time with me.
	0.56

	10. I have a say in deciding about my substance abuse treatment that I am receiving here
	0.56

	11. The staff told me about services that will help me staff off alcohol and drugs.
	0.46

	12. This treatment centre teaches me how to avoid getting HIV.
	0.61

	13. The staff at this treatment centre are sensitive to my background
	0.57

	30. I would recommend this treatment centre to a friend
	0.62

	Access scale

	1. The amount of time I had to wait to get services was acceptable to me.
	0.67
	Six item version = 3.35. Five item version = 1.60
	Six item version = 0.95. Five item version = 0.99
	Six item version = 0.09. (CI: 0.06, 0.13). Five item version = 0.05 (CI: 0.00, 0.10).
	Cronbach’s α (5 item scale) = 0.76

	3. The location of this treatment centre is convenient for me.
	0.66

	4. I feel safe travelling to this treatment centre.
	0.69

	5. It is easy for me to obtain the treatments offered by this centre.
	0.71

	6. My family is able to access services provided by this treatment centre.
	0.59

	7. I can afford the transport costs of getting to this treatment centre
	0.63




                        
For the five items relating to quality of life, a single factor emerged during EFA that accounted for 54 % of the common variance. The item “I will be more likely to do better at work or school” still loaded poorly onto this factor. CFA revealed that a four-item scale excluding this item provided a better fit to the data than a five-item scale. We therefore removed this item. This four-item scale demonstrated excellent internal consistency (Cronbach’s α = 0.81; Table 4).
Findings for the seven items relating to social connectedness also confirmed the results of phase four with a single factor emerging from the EFA. The item “I have friends who are not using alcohol or drugs” still loaded poorly onto the factor (Table 4). A CFA confirmed that a six-item version of the scale provided a better fit than the seven-item version; leading to the deletion of this item. The final scale demonstrated excellent internal consistency (Cronbach’s α = 0.89).
In this pilot iteration, we developed seven items relating to HIV. During EFA, all of the items loaded adequately onto a single factor accounting for 43 % of the common variance. Further inspection of the items suggested the possibility of a two factor solution, with some items referring to change in HIV risk behaviour and others to HIV knowledge. CFA revealed that a two factor model performed better than a single factor approach. However, as the data still supported the use of the measure as a single scale we decided to adopt this approach with the understanding that future applications could elect to apply the scale as a single or two factor solution. The internal consistency of this scale was excellent (Cronbach’s α = 0.81).
We had also expanded the access items from two to seven items. However, we excluded item 2, “I can afford the treatment I want to receive”, from the SAATSA as more than 40 % of the sample indicated that this was not applicable to them as they were receiving free services. For the six remaining items, a single factor emerged during EFA that accounted for more than 40 % of the common variance. Only one item referring to access by family members loaded poorly onto the factor (Table 4). CFA revealed that a five-item model (excluding this item) provided a better fit to the data than a six-item version. This item was removed from the SAATSA. The final five-item scale demonstrated good internal consistency (Cronbach’s α = 0.76).
For items related to perceived quality of services, EFA suggested a two factor solution that accounted for 42 % of the common variance. Only two items loaded onto the second factor: one loaded more strongly onto the first factor and the second (“The treatment centre teaches me how to avoid getting HIV”) loaded almost equally on both factors. A CFA was conducted to test whether or not removing this item from the subscale would result in better performance. Results from the CFA indicate that a six-item model excluding this item provided a better fit to the data than a seven-item solution (Table 4). We removed this item from the SAATSA. The final six-item scale demonstrated good internal consistency (Cronbach’s α = 0.76).
Overall, the results of the CFA led to the reduction of the SAATSA from 39 to 31 items (see Table 5 for final list of items). This reduction was desirable for scientific parsimony and because of the limited time available in treatment services for patient assessments.Table 5Final SAATSA scales and items


	SAATSA scales
	Scale items

	Quality domain

	Access
	Item 1. The amount of time I had to wait to get services was acceptable to me.

	Item 3. The location of this treatment centre is convenient for me.

	Item 4. I feel safe travelling to this treatment centre.

	Item 5. It is easy for me to obtain the treatments offered by this centre.

	Item 7. I can afford the transport costs of getting to this treatment centre

	Quality
	Item 8. The staff at this treatment centre treat me with respect.

	Item 9. The people I went to for treatment services spent enough time with me.

	Item 10. I have a say in deciding about substance abuse treatment I am receiving here.

	Item 11. The staff told me about services that will help me stay off drugs and alcohol.

	Item 13. The staff at this treatment centre are sensitive to my background.

	Item 30. I would recommend this treatment centre to a friend.

	Effectiveness domain

	Quality of life
	Item 14. My general health is improving.

	Item 15. I am better able to cope when things go wrong.

	Item 16. I am better able to accomplish the things I want to do.

	Item 19. I am more likely to practice safe sex.

	Social connectedness
	Item 20. There is someone who cares about whether I am doing better.

	Item 21. I have someone who will help me when I have a problem.

	Item 22. I have people in my life who are a positive influence.

	Item 23. The people who care about me are supportive of my treatment.

	Item 24. My friends and family are able to count on me more

	Item 26. I have someone who will listen to me when I need to talk.

	Substance abuse
	Item 17. I am less likely to use alcohol or other drugs.

	Item 27. I now know that using alcohol and drugs is a problem for me.

	Item 28. I need to work on my problems with alcohol and/or drugs.

	Item 29. The treatment centre is helping me to recover from using drugs and alcohol.

	HIV
	Item 33. I am more likely to use condoms when I have sex

	Item 34. I am less likely to use alcohol and drugs before I have sex

	Item 36. I am more likely to only have sex with one partner

	Item 37. I am more likely to use condoms properly

	Item 38. I know it is important to know my HIV status

	Item 39. I know where I can get tested for HIV

	Item 40. I know where I can get treatment for HIV




                        


Discussion
A lack of adequate measurement tools hampers efforts to improve the quality of substance abuse treatment. To help fill this void, we describe the development and measurement properties of a novel instrument, the SAATSA. To the best of our knowledge, this is the first tool designed to routinely assess patients’ perceptions of the outcomes and quality of substance abuse treatment. Although national treatment evaluation studies conducted in the US and elsewhere have collected both process and outcomes data, these data have been collected as part of large, often once-off research initiatives in which patients were tracked during and post-treatment (see for example [20–22, 39–41]). The SQM initiative differs from traditional treatment evaluation research in that it is a pragmatic performance measurement system designed to be continuously implemented by treatment providers (rather than researchers) for the purposes of routinely monitoring the quality of the services that they provide. Through a participatory and consensus-driven process, treatment stakeholders identified a set of domains and corresponding indicators for assessing substance abuse treatment quality. Next we created questionnaire items to measure indicators for these domains. The face validity of the questionnaire was established through review by experts, and through cognitive response testing with service users. The construct validity and initial reliability of the SAATSA was established during two rounds of pilot-testing with service users.
The rigorous manner in which the SAATSA was developed not only ensured a parsimonious representation of the underlying quality framework (by highlighting several items that could be eliminated), but also pointed to ways in which the SAATSA’s representation of the underlying quality of care framework could be improved. More specifically, we expected that factors identified during EFA would be related to four of the domains in our quality framework. We found support for our hypothesised effectiveness domain, with initial EFA and CFA demonstrating that this domain comprised three dimensions that corresponded to substance use, social connectedness and quality of life. However, these initial analyses did not provide support for separate domains pertaining to access to care, person-centred services and quality of care. We used these findings to guide the development of additional survey items relating to access to treatment as well as HIV risk behaviour.
With these revisions, the construct validity of the SAATSA improved, revealing better correspondence with our quality framework. More specifically, this next phase of EFA and CFA revealed four unique dimensions relating to the effectiveness domain: substance use, quality of life, social connectedness, and HIV risk. In addition, two dimensions were identified that relate to perceptions of access to treatment and quality of care. Additional analysis provided strong support for the reliability of these SAATSA scales. Taken together, these findings provide preliminary evidence that the SAATSA is a psychometrically sound measure of patient-reported quality and outcomes of substance abuse treatment.
The SAATSA can be grouped together with other types of measures described in the health services quality literature, in particular patient-reported outcome measures (PROMs) and tools for assessing perceptions of care. PROMs have been adopted as quality improvement tools in the UK [42], US [42, 43], Australia [44, 45] and Sweden [43]; although their use within substance abuse treatment services is limited. While some substance abuse services do use standardised tools to assess patient outcomes, these tools are clinician-administered (such as the Addiction Severity Index or Texas Christian University short forms [46]), and are either lengthy and time-consuming to use or they assess substance abuse symptom alleviation only. The SAATSA is distinct from these measures as it is a brief, self-administered tool that is able to assess substance abuse symptom reduction as well as patients’ perceptions of how treatment impacted on their quality of life and social connectedness- factors that are known to be important predictors of recovery [47]. In addition, unlike other standardised tools for measuring change in substance use, items contained in the SAATSA are anchored to the most recent treatment episode, making it suitable to use for managing performance of treatment services.
The SAATSA can also be grouped together with tools that assess perceptions of care and satisfaction with services such as Texas Christian University’s treatment satisfaction questionnaire [46]. However, the SAATSA is novel in that it examines patient-reported outcomes and perceptions of care in a single measure. Another strength of this tool is its brevity. On average, the SAATSA took less than 10 min to complete. Having one patient-administered tool that serves multiple functions and that poses little administrative burden for clinicians is likely to improve the chances of this tool being utilised in busy and under-resourced treatment settings [19].
While our focus has been on the development of a tool to assess the quality of South African substance abuse treatment services, we believe that the SAATSA can be applied more broadly. It was designed to be easily adaptable and can be modified to assess the quality of other levels of substance abuse intervention, although additional items specific to these services may need to be added to the tool. Second, items contained in the questionnaire are likely to be of relevance to treatment services in other similar low-and-middle income countries. However, the HIV risk scale may not be relevant in countries where HIV is not a significant health problem and in these countries, its use can be omitted.
The SAATSA was tested in a variety of treatment settings (outpatient/ambulatory, inpatient, residential), types and durations of treatment programmes. Although not reported here, we found no differences in the reliability of the subscales across different types of services. This improves confidence in its utility for the mix of treatment services available in other countries. However, more research is needed to understand the strengths and limitations of the questionnaire when it is used for other levels of substance abuse intervention and in other countries.
These findings should be considered in the light of some study limitations. First, we did not include former patients in the national steering committee, primarily because until very recently, substance abuse treatment service users in South Africa were not well organised into consumer interest groups. We acknowledge that treatment service users may have had different views of quality, however we believe we have mitigated this limitation through conducting considerable outreach to patients during the developmental phases of the SAATSA. In these phases, we were able to capture patients’ perceptions and understanding of treatment quality. Since these early developmental phases, the steering committee has been expanded to include former patients. Second, our sample was limited to patients who spoke English well and were at least 18 years of age. Although the SAATSA has since been translated into several other South African languages, further research is needed to establish the psychometric properties of these other language versions. Related to this, it is possible that some of the SAATSA items are not suitable for use with adolescent populations. We plan to use a similar process to develop an adolescent version of the SAATSA. Third, the methods used to validate the SAATSA were limited to factor analyses, although CFA was performed using robust analytic techniques. Additional testing is required to establish the predictive and convergent validity of the SAATSA scales. Related to this, the SAATSA is a self-report measure of patient outcomes and is subject to all of the well-documented limitations of self-report measures. Future research should consider comparing the performance of the SAATSA substance use scale against objective measures of drug use. Future research should also investigate the discriminant validity of the SAATSA scales – their ability to differentiate different treatment outcomes as well as subsamples of respondents. Further, the current examination of scale reliability was confined to tests of internal consistency, and it remains for future work to investigate the test-retest reliability of the SAATSA. Additionally, we did not have a sufficient sample size in either of these pilot studies to confirm our final model with a hold-out sample or to test for item invariance across multiple subgroups. Nevertheless, the fact that we found very similar findings for our analyses in two separate pilot tests is encouraging and suggestive of the stability of the SAATSA’s underlying factor structure.

Conclusions
We have provided preliminary evidence supporting the construct validity and internal consistency of the SAATSA, suggesting that it is an appropriate tool for assessing the quality of substance abuse treatment. There are several ways in which this tool can be used. First, it can be used to identify themes around quality of care at specific practice settings that require further in-depth examination using qualitative approaches. Second, the SAATSA can be used as part of a participatory approach for identifying areas where programmes can be strengthened. In such an approach [48], providers are asked to provide inputs on their treatment setting which are used to understand the data generated from the SAATSA so that useful and practice-specific strategies for improving treatment quality can be developed. Third, it can be used as a monitoring tool to assess the impact of interventions to improve quality and outcomes of treatment. While findings suggest that the SAATSA is a psychometrically robust measure of patient-reported outcomes, it is only one component of a performance measurement system that seeks to combine patient-reported outcome data with administrative data. A remaining challenge is how to integrate these patient-reported outcomes with administrative data to ensure that this hybrid performance measurement model functions effectively. Ensuring this system functions properly is essential as the valid measurement of treatment quality could lead to improvements in treatment services, and ultimately better treatment outcomes.

Acknowledgements
This research was funded by the US President’s Emergency Fund for AIDS Relief (PEPFAR) through the US Centers of Disease Control and Prevention (CDC) under the terms of 5U2GPS001137-05 and via the Western Cape Department of Social Development (WC-DoSD). Its contents are solely the responsibility of the authors and do not necessarily represent the official views of the CDC, PEPFAR, or the WC-DoSD. The CDC and the WC-DoSD had no further role in the study design; in the collection, analysis and interpretation of data; in the writing of the report; or in the decision to submit the paper for publication.


                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Herman AA, Stein DJ, Seedat S, Heeringa SG, Moomal H, Williams DR. The South African Stress and Health (SASH) study: 12-month and lifetime prevalence of common mental disorders. South Afr Med J. 2009;99:339–44.

2.
Wechsberg WM, Myers B, Kline TL, Carney T, Browne FA, Novak SP. The relationship of Alcohol and Other Drug Use Typologies to Sex risk Behaviors among vulnerable women in Cape Town, South Africa. J Aids Clin Res 2012; S1 (15).

3.
Di Cesare M, Khang YH, Asaria P, Blakely T, Cowan MJ, Farzadfar F, et al. Inequalities in non-communicable diseases and effective responses. Lancet. 2013;381:585–97.CrossRefPubMed

4.
Nicol A, Knowlton LM, Schuurman N, Matzopoulos R, Zargaran E, Cinnamon J, et al. Trauma surveillance in Cape Town, South Africa: An analysis of 9236 consecutive trauma center admissions. JAMA Surg 2014. DOI: 10.​1001/​jamasurg.​2013.​5267.

5.
Shisana O, Rehle T, Simbayi LC, Zuma K, Jooste S, Zungu N. South African National HIV prevalence, incidence and behaviour Survey, 2012. Cape Town: HSRC Press; 2014.

6.
Myers B, Louw J, Pasche S. Inequitable access to substance abuse treatment services in Cape Town South Africa. SATPP. 2010;5:28. doi:10.​1186/​1747-597X-5-28.CrossRef

7.
Myers B, Fakier N, Louw J. Stigma, treatment beliefs, and substance abuse treatment use in historically disadvantaged communities. Afr J Psychiatry. 2009;12:218–22.CrossRef

8.
Myers B, Kline LT, Doherty AI, Carney T, Wechsberg WM. Perceived need for substance use treatment among young women from disadvantaged communities in Cape Town South Africa. BMC Psychiatry. 2014;14:100. doi:10.​1186/​1471-244X-14-100.PubMedCentralCrossRefPubMed

9.
Institute of Medicine. Improving the Quality of Health Care for Mental and Substance-Use Conditions: Quality Chasm Series. Washington: National Academies Press; 2005.

10.
Quanbeck A, Madden L, Edmundson E, Ford J, McConnell K, McCarty D, et al. A business case for quality improvement in addiction treatment: evidence from the NIATx collaborative. J Behav Health Ser R. 2012;39:91–100.CrossRef

11.
McCorry F, Garnick DW, Bartlett J, Cotter F, Chalk M. Developing performance measures for alcohol and other drug services in managed care plans. Washington Circle Group. Jt Comm J Qual Improv. 2000;26:633–43.PubMed

12.
Garnick DW, Lee MT, Chalk M, Gastfriend D, Horgan CM, McCorry F, et al. Establishing the feasibility of performance measures for alcohol and other drugs. J Subst Abuse Treat. 2000;23:375–85.CrossRef

13.
Harris AHS, Kivlahan D, Bowe T, Finney JW, Humphreys KH. Developing and validating process measures of health care quality: An application to alcohol use disorder treatment. Med Care. 2009;47:1244–50.CrossRefPubMed

14.
Resnick S, Griffiths M. Service Quality in Alcohol Treatment: A qualitative study. Int J Ment Health Ad. 2010;8:453–70.CrossRef

15.
National Treatment Agency (NTA). A long-term study of the outcomes of drug users leaving treatment. London: NTA; 2010.

16.
Garnick DW, Horgan CM, Acevedo A, McCorry F, Weisner C. Performance measures for substance use disorders- what research is needed. Addict Sci Clin Pract. 2012;7:18. doi:10.​1186/​1940-0640-7-18.PubMedCentralCrossRefPubMed

17.
Durman J, Lucking T, Robertson L. 2008 Performance m anagement for substance abuse treatment providers. Rockville, MD: Center for Substance Abuse Treatment (CSAT), Substance Abuse and Mental Health Services Administration (SAMHSA).

18.
Myers B, Petersen Z, Kader R, Parry CDH. Moving beyond access. Towards a quality-oriented substance abuse treatment system in South Africa. South Afr Med J. 2012;102:667–8.

19.
Myers B, Petersen Z, Kader R, Koch JR, Manderscheid R, Govender R, et al. Identifying perceived barriers to monitoring service quality among substance abuse treatment providers in South Africa. BMC Psychiatry. 2014;14:31. doi:10.​1186/​1471-244X-14-31.PubMedCentralCrossRefPubMed

20.
Hubbard RL, Craddock SG, Anderson J. Overview of 5-year followup outcomes in the drug abuse treatment outcome studies (DATOS). J Subst Abuse Treat. 2003;25:125–34.CrossRefPubMed

21.
Simpson DD, Joe GW, Broome KM. A national 5-year follow-up of treatment outcomes for cocaine dependence. Arch Gen Psychiatry. 2002;59:538–44.CrossRefPubMed

22.
Simpson DD, Joe GW, Fletcher BW, Hubbard RL, Anglin MD. A national evaluation of treatment outcomes for cocaine dependence. Arch Gen Psychiatry. 1999;56:507–14.CrossRefPubMed

23.
Garnick DW, Lee MT, Horgan CM, Acevedo A, the Washington Circle Public Sector Workgroup. Adapting Washington Circle Performance Measures for Public Sector Substance Abuse Treatment Systems. J Subst Abuse Treat. 2009;36:265–77.PubMedCentralCrossRefPubMed

24.
Garnick DW, Lee MT, O'Brien ML, Panas L, Ritter GA, Acevedo A, et al. Washington Circle engagement performance measures' association with adolescent treatment outcomes. Drug Alcohol Depend. 2012;124:250258.

25.
Garnick DW, Horgan CM, Lee MT, Panas L, Ritter GA, Davis S, et al. Are Washington Circle performance measures associated with decreased criminal activity following treatment? J Subst Abuse Treat. 2007;33:341–52.PubMedCentralCrossRefPubMed

26.
Harris AH, Humphreys K, Bowe T, Tiet Q, Finney JW. Does meeting the HEDIS substance abuse treatment engagement criterion predict patient outcomes? J Behavioral Health Services Res. 2010;37:25–39.CrossRef

27.
Wolpert M. Uses and abuses of patient reported outcome measures (PROMs): Potential Iatrogenic impact of PROMs implementation and how it can be mitigated. Adm Policy Ment Health. 2014;41:141–5.PubMedCentralCrossRefPubMed

28.
Greenhalgh J. The application of PROMs in clinical practice: what are they, do they work and why? Qual Life Res. 2009;18:115–23.CrossRefPubMed

29.
Streiner DL, Norman GR. Health measurement scales: a practical guide to their development and use. 3rd ed. Oxford: Oxford University Press; 2003.

30.
Geist MR. Using the Delphi method to engage stakeholders: a comparison of two studies. Eval Program Plann. 2010;33:147–54.CrossRefPubMed

31.
Washington circle: a brief overview of performance measures in behavioral health care. Washington, 2008. http://​www.​washingtoncircle​.​org/​pdfs/​perfMeasures.​pdf. Accessed 11 May 2015.

32.
Doucette A. Modular survey: Addressing the need to measure quality. Technical report: Washington State University; 2008.

33.
Waltz CH, Strickland OL, Lenz ER. Measurement in nursing and health research. New York: New York Springer Pub; 2005.

34.
Willis GB. Cognitive interviewing: a tool for improving questionnaire design. Thousand Oaks: Sage; 2005.

35.
Wetzel AP. Factor analysis methods and validity evidence: a review of instrument development across the medical education continuum. Acad Med. 2012;87:1060–9.CrossRefPubMed

36.
Pallant J. SPSS Survival Manual. 4th ed. Maidenhead: Open University Press, McGraw-Hill Education; 2010.

37.
Kline RB. Principles and Practice of Structural Equation Modeling. 3rd ed. New York: The Guildford Press; 2011.

38.
IBM Corporation. IBM SPSS and AMOS for Windows, Version 21.0. Armonk, NY: IBM Corp; 2012.

39.
Hser YI, Evans E, Huang D, Anglin DM. Relationships between drug treatment services, retention and outcomes. Psychiatr Serv. 2004;55:767–74.CrossRefPubMed

40.
Zhang Z, Gerstein DR, Friedmann PD. Patient satisfaction and sustained outcomes of drug abuse treatment. J Health Psychol. 2008;13:388–400.PubMedCentralCrossRef

41.
Carlson MJ, Gabriel RM. Patient satisfaction, use of services, and one-year outcomes in publicly funded substance abuse treatment. Psychiatr Serv. 2001;52:1230–6.CrossRefPubMed

42.
Devlin N, Appelby J. Getting the most out of PROMS: putting health outcomes at the heart of NHS decision-making. In: Weston F (editor). London: King’d Fund; 2010.

43.
Health Services Advisory Group. Medicare Health Outcomes Survey. USA: Centers for Medicare and Medicaid Services; 2011. Accessed 17/4/2015. Available from http://​www.​hosonline.​org.

44.
Nelson EC. Using Patient-Reported Information to Improve Health Outcomes and Health Care Value: Case Studies from Dartmouth, Karolinska and Group Health. Darmount: The Dartmouth Institute for Health Policy and Clinical Practice and Centre for Population Health; 2012.

45.
Callaly T, Hyland M, Coombs T, Trauer T. Routine outcome measurement in public mental health: results of a clinician survey. Aust Health Rev. 2006;30:164–73.CrossRefPubMed

46.
Pirkis J, Burgess P, Coombs T, Clarke A, Jones-Ellis D, Dickson R. Routine measurement of outcomes in Australia’s public sector mental health services. Aust New Zealand Health Policy. 2005;2:8.PubMedCentralCrossRefPubMed

47.
Pankow J, Simpson DD, Joe GW, Rowan-Szal GA, Knight K. Examining concurrent validity and predictive utility for the Addiction Severity Index and Texas Christian University (TCU) short forms. J Offender Rehabil. 2012;51:78–95.PubMedCentralCrossRefPubMed

48.
Cargo M, Mercer SL. The value and challenges of participatory research: strengthening its practice. Annu Rev Public Health. 2008;29:325–50.CrossRefPubMed



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
BM was the principal investigator on the study and was responsible for study design, planning, writing and reviewing all aspects of the manuscript. KJ oversaw the fieldwork and RG conducted all of the statistical analyses. RG, JRK, RM, KJ and CP all gave inputs into various aspects of the study design and commented on the first draft of the manuscript and read and approved the final draft.


OEBPS/sidebar.gif





OEBPS/contact.gif





