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EXECUTIVE SUMMARY
Introduction and Background
In September 2017, the U.S. Department of Health and Human Services, Office of the Assistant
Secretary for Planning and Evaluation contracted with the Human Services Research Institute to
evaluate needs assessment methodologies for substance use disorder (SUD) treatment capacity.
The main goal identified in the Statement of Work is to highlight best practices for conducting
needs assessments and to identify gaps and opportunities for improvement in the available data.
The project had two main activities: (1) conducting an environmental scan to identify current
practices in the SUD needs assessment field; and (2) convening a Technical Advisory Group
(TAG) composed of nine non-government experts and three government experts to identify
opportunities for advancing the field of SUD treatment needs assessment.

The Importance of Substance Use Disorder Treatment
System Needs Assessment
Effective needs assessment methods help narrow SUD treatment capacity gaps. In 2017, 7.6% of
the population age 12 or older had a need for substance use treatment in the past year (as
defined by the National Survey on Drug Use and Health, or NSDUH); however, only 1.5% of the
population received any substance use treatment in the past year (SAMHSA, 2018a). Moreover,
94.3% of the individuals identified as needing treatment based on the NSDUH criteria did not
perceive a need for treatment (SAMHSA, 2018a). This large gap between the number of persons
identified as having an SUD and the number who perceive a need for treatment is an important
public health issue with major implications for assessing system capacity. Increasing our ability
to explore these issues will help communities, states, and the Federal Government better plan
for treatment capacity.

Research Questions
The research questions that guided the environmental scan are summarized as follows:
1. How have SUD treatment system needs assessments been conducted in the past?
2. Are there needs assessments from other provider types that could be applied to the SUD
treatment workforce?
3. Are there best practices with respect to these needs assessments?
4. How does the American Society for Addiction Medicine (ASAM) Level of Care Criteria
relate to capacity needs (both in workforce and setting)?
5. What are the key pieces of missing data that would improve these needs assessments?
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6. Have any of these needs assessments methods been validated?
7. How can needs assessment approaches be made more uniform while remaining
adaptable to local conditions and stakeholder priorities?
8. How can assessments become more effective at promoting organizational and system
change to address, rather than simply identify, system gaps?
9. How do states and managed care plans operationalize network adequacy standards?
To address these, we reviewed a convenience sample of approximately 40 needs assessment
reports, selected to represent a variety of issues addressed, geographical settings (e.g., rural or
urban), populations and types of sponsoring organizations. Within this sample we distinguished
between two general categories: the first, which we call “mandated” assessments, are conducted
to fulfill various kinds of program requirements. The needs assessment that Substance Abuse
and Mental Health Services Administration (SAMHSA) requires states to complete for their
Substance Abuse Block Grant application is one example. The second type, which we call “locally
initiated” assessments, are ad hoc studies conducted for specific policy purposes, such as
consideration for increased funding.

Definition of Needs Assessment
To establish a conceptual framework for reviewing current practices in SUD needs assessment,
we reviewed the recent needs assessment methodology literature. By general consensus, needs
assessment is defined in the literature (for example, Altschuld & Watkins, 2014), as having three
components:
1. Specification of a current condition (“what is”; optimally this is quantified--for example,
the prevalence of SUD in a population or the number of deaths due to overdose in a
year).
2. Specification of a desired state or result (“what should be”; for example, reduction in
prevalence or deaths due to overdose, optimally by a specified amount).
3. Recommendations or strategies for closing the discrepancy between the “what is” and
the “what should be” conditions.
“Need” in the context of methodology is understood to be the discrepancy between the current
and desired states. The literature emphasizes the importance of distinguishing between needs
and solutions, the latter of which properly belong in the recommendations component. For
example, we may say “We need to reduce the number of deaths due to overdose by some target
amount,” and this would conform with the formal definition of a needs assessment; but if we say
instead “We need to expand medication-assisted treatment (MAT) capacity,” we are making a
recommendation rather than identifying a need. The point is, there may be many possible
solutions to a need--in this example, expanding MAT capacity and/or expanding prevention
programs, distributing Naloxone, or implementing prescription registries, etc. The problem
with confusing a solution with need is that it precludes consideration of other possible solutions,
some of which may be more effective, efficient, or feasible.
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Challenges in Conducting Substance Use Disorder
Treatment Needs Assessments
SUD treatment presents two general challenges for conducting needs assessments. The first is
the complexity of the treatment system and the second is gaps in the available data and
knowledge. The boundaries of the treatment system are diffuse, requiring decisions about the
scope of the assessment: will it include only specialty treatment, or also primary care, self-help
groups, or faith-based programs? Additionally, patterns of substance use are variable, based on
types of substances, geographical and demographic distribution, and the trajectories of
individuals’ SUD.
Gaps in the available data and knowledge are related to this complexity. There is no single
source of information for all the locations of SUD treatment, nor are there standard
classifications for the job categories in the SUD workforce; these gaps make it difficult for
researchers to assess workforce capacity. Knowledge gaps include, most importantly, the lack of
understanding of different types or degrees of need. Additionally, the tools for determining the
most appropriate type of treatment for an individual have only recently become available in the
form of the ASAM Criteria clinical decision support system, and these are still in the process of
development for purposes of system-level needs assessment.

Conclusions
The following are the conclusions reached in the review of a sample of locally initiated and
mandated SUD needs assessment reports and feedback from the TAG.

Methods for Measuring Need for Treatment
The environmental scan revealed both variability and challenges related to defining need for
SUD treatment in a population. The NSDUH, which is widely used as a data source in both
locally initiated and mandated needs assessments, defines need for treatment quite broadly, as a
combination of a Diagnostic and Statistical Manual of Mental Disorders (4th edition) SUD
diagnosis and use of SUD treatment services. This definition equates need for treatment with
prevalence and service use. Using prevalence as a measure of need is problematic, however,
because many people diagnosed with an SUD recover without treatment, and many do not
perceive a need for treatment for various reasons (they prefer to obtain support elsewhere than
the formal treatment system, their substance use does not cause a high level of distress, etc.). A
planning model that does not take these factors into account would result in oversupply.
Despite this shortcoming, many reports, both locally initiated and mandated, simply used
prevalence as a measure of need for treatment in the population.

Methods for Measuring System Capacity
One seemingly simple method for measuring capacity would be to conduct an inventory of
existing services. In practice, however, this is challenging due to the complexity of treatment
systems, which makes it difficult to define system boundaries, service types, and treatment
modalities. Because there is no single source of information for any of these features, it is
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usually necessary to query each program individually, making this approach excessively
burdensome. Usually there is no single source of information for any of these features.
A formula that specifies the amount of various services required based on
population size would be a way to assess system capacity. Such formulas have yet to be
developed, however, and none of the reports reviewed in the environmental scan attempted this
approach. There are a number of challenges for developing such formulas, including local
variability in SUD patterns and existing assets, the complexity of the behavioral health system,
increased privatization, and uncertainty over the relative effectiveness of different treatment
modalities.
One potential approach for measuring capacity involves the network capacity standards
required by the Centers for Medicare & Medicaid Services for Medicaid managed care
organizations and other programs. Standards include time and distance to reach services and
timely access. Yet, these standards have several limitations for the purpose of needs
assessments; most importantly, they do not factor in research on the appropriateness of
treatments for various conditions.
Another potential method is use of the ASAM Levels of Care Criteria (Mee-Lee, 2013).
Developed as a clinical decision support tool designed to match patients to appropriate levels of
care, the ASAM Levels of Care are increasingly recognized as a standard for defining a
comprehensive continuum of care against which existing systems can be measured. It is likely
that this will become more common in the near future.

Data Gaps
A primary goal of the project was to identify gaps in the currently available sources of
information for conducting SUD needs assessments, particularly federal data sources. NSDUH
and the Treatment Episode Data Set (TEDS) are primary sources of data on need and receipt of
treatment, and the National Survey of Substance Abuse Treatment Services (N-SSATS) is a
primary source on the number and type of programs; all have limitations. With NSDUH, the
broad definition of need for treatment (diagnosis or use of services) does not provide for the
kind of targeted program planning and policy making that is needed to use resources most
effectively. TEDS and N-SSATS do not include the entire population; moreover, the quality of
data, which is submitted by the states, is subject to limitations of state data systems.

Knowledge Gaps
In addition to improvements in the available data, SUD needs assessment as a field would
benefit from further research in several areas. The most important of these are: (a)
improvement in ways to capture the structure and capacity of the SUD workforce; (b)
identification of subgroups in the SUD population on the basis of type of substance use, degree
of impairment, and variations in treatment and recovery trajectories; (c) further research on the
use of social indicators for estimating population-level need;1 and (d) a fuller understanding of
how SUD fits within the broader framework of population health, in order to align SUD needs
assessment with current large-scale initiatives such as Healthy People 2020.

The recent development of the Calculating for an Adequate System Tool (CAST) methodology by Green,
Lyerla, Stroup et al. (2016) is a promising effort in this area.
1
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Enhancing the Utility of Needs Assessment for Effecting System Change
The most fundamental purpose of a needs assessment related to a SUD treatment system is to
direct positive change in how SUDs are addressed. Given the key function of needs assessment
to serve as a guide for planning and policy making, the recommendations section of reports
should receive careful attention and ideally should include priorities and strategies for acting on
those recommendations. These should incorporate principles from the rapidly growing field of
implementation science to support action on recommendations. Though technically
challenging, cost effectiveness analyses comparing different options are highly valued by policy
makers.
Currently, most SUD needs assessments, unlike other forms of social research, are conducted
autonomously with little oversight, little external review of methodology, and little assessment
of reliability and validity. In fact, most of the efforts to validate needs assessment methodology
were supported by federal agencies decades ago. The most extensive of these was conducted in
the 1980s by researchers in Colorado, comparing several methods currently in use (Tweed, et al.
1992).
The quality and impact of SUD needs assessment could be enhanced by providing the field with
the type of organizational infrastructure support that available for Community Health Needs
Assessments and Community Health Assessments to promote best practices and standardize
methodologies. This support might also consist of fostering of learning communities or
increased participation in existing forums, such as the American Evaluation Association Needs
Assessment Topical Interest Group.
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INTRODUCTION AND
BACKGROUND
Project Overview
In September 2017, the U.S. Department of Health and Human Services Office of the Assistant
Secretary for Planning and Evaluation (ASPE) contracted with the Human Services Research
Institute and the Technical Assistance Collaborative to evaluate needs assessment
methodologies for substance use disorder (SUD) treatment capacity under ASPE/Agency for
Healthcare Research and Quality/Office of the National Coordinator of Health Information
Technology Indefinite Delivery/Indefinite Quantity Request for Task Order Proposal
(Solicitation) #17-233-SOL-00770.

Project Goals
The main goal identified in the Statement of Work (SOW) is to highlight best practices for
conducting needs assessments, including staffing patterns, use of evidence-based practices and
the incorporation of telehealth and peer supports, and to identify gaps and opportunities for
improvement in the available data.

Technical Advisory Group
The project benefited from the advice of a Technical Advisory Group (TAG) composed of three
experts from Federal Government agencies and nine experts from the field at large. It was first
convened during a conference call in February 2018; at that time, the group members provided
valuable feedback on the project’s research questions as well as the approach and design of the
environmental scan conducted as part of the project. The TAG continued to provide guidance
throughout the project, including guiding the development of recommended best practices in
SUD system capacity needs assessment and identifying data improvements for future
assessments.

Environmental Scan
The first phase of the project involved an environmental scan consisting of: (1) reviewing the
recent literature on needs assessment methodology; and (2) obtaining and reviewing a sample of
SUD needs assessment reports from the published and gray literature. These reports were
reviewed with reference to the following research questions. Questions 1-6 were specified in the
SOW; Questions 7-9 were additionally proposed by the project team.
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1. How have needs assessments with respect to SUD treatment capacity been conducted in
the past? Which populations, workers, settings and levels of care have been incorporated
into the assessments? What data sources and methods have been used? What questions
were the assessments meant to answer?
2. Are there needs assessments from other provider types (for example, primary care
physicians) that could be applied to the SUD treatment workforce? What are the
differences between other workforces and the SUD workforce that might make such
application difficult? How could these difficulties be overcome?
3. Are there best practices with respect to these needs assessments? What data and
methods most effectively gauge treatment needs and current gaps? What questions
should be answered in conducting these needs assessments?
4. How does American Society for Addiction Medicine (ASAM) level of care relate to
capacity needs (both in workforce and setting)? How can best staffing practices,
telehealth policies and peer supports be incorporated into needs assessments?
5. What are the key pieces of missing data that would improve these needs assessments,
including one-time data collection efforts and potential federal efforts?
6. Have any of these needs assessments methods been validated? If not, how can these
needs assessment methods be validated?
7. How can needs assessment approaches be made more uniform while remaining
adaptable to local conditions and stakeholder priorities?
8. How can assessments become more effective at promoting organizational and system
change to address, rather than simply identify, system gaps?
9. How do states and managed care plans operationalize network adequacy standards?
The questions generally fall into one of two categories: (1) questions about current practices in
the field of SUD needs assessment; and (2) questions about the potential for further research
and activities that would improve the practice of SUD needs assessment (addressing gaps in the
available data, promoting more rigorous methodology, etc.). The “current practices” category
questions inquire into the questions asked within the assessments, data sources and methods
used, best practices identified, and how the ASAM Criteria relate to capacity assessment, among
other elements. The “practice improvement” category examines validation of methods, whether
approaches can be adopted from other provider types, and how the utility of the assessments
can be improved through uniformity; it also calls for recommendations for improving the quality
and utility of needs assessment.
To address the research questions, we obtained and reviewed a convenience sample of
approximately 40 needs assessment reports. These were selected to represent diversity in
several respects: geographical (region of the country, rural and urban), scale (local areas and
entire states), authors (academic researchers and policy centers, government agencies and
private consulting companies), publication type (peer reviewed journals, gray literature). We
focused on reports produced more recently, though we included several important academic
reports from the 1980s and 1990s. The reports were reviewed using a template to extract details
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related to the research questions. This information is presented in the environmental scan
report (Appendix A) and summarized in this report.

Why is SUD Treatment System Needs Assessment Important?
Effective needs assessment methods help narrow SUD treatment gaps. This is particularly
important due to the unprecedented levels of fatalities from SUD. In 2017, 7.6% of the
population age 12 or older had a need for substance abuse treatment in the past year, as defined
by the National Survey on Drug Use and Health (NSDUH); however, only 1.5% of the population
received any substance abuse treatment in the past year (SAMHSA, 2018a). There are likely
multiple reasons why so few people who are identified as needing treatment actually receive it,
some of which are identified by NSDUH data: individuals’ not perceiving a need for treatment,
inability to afford services, and unavailability of services.
Increasing our ability to explore the reasons why more individuals with SUD do not receive
treatment will help communities, states, and the Federal Government better plan for treatment
capacity.

Definition of Terms
WHAT IS A NEEDS ASSESSMENT?
Needs assessment emerged as a distinct branch of program evaluation in the 1970s and has
since evolved to address a broad scope of social issues. Despite this broad application, the field
has generally settled on a fairly standard definition of what constitutes a needs assessment as
distinct from other types of evaluation and research. This definition begins with what White &
Altschuld (2012) describe as “the classic definition of need: the discrepancy between the
normative or ‘current’ condition and the optimal or ‘what should be’ state”--a formulation that is
often condensed to the gap between “what is” and “what should be.”
Operational Definition
Based on the literature review conducted in the environmental scan, a needs
assessment was operationally defined for purposes of reviewing needs
assessment reports as consisting of three components:
1. A measurement of the current condition (“what is”).
2. A specification of the optimal state (“what should be”).
3. Recommendations, ideally prioritized, for actions to address the gap.

For the essential fourth component as stated by Altschuld & Watkins (2014), “Needs assessment
also includes making judgments with regard to needs and putting them into prioritized order to
guide decisions about what to do next.”
This orientation to action is emphasized by the definition provided by Watkins, West Meiers, &
Visser (2012; p. 19): “A needs assessment is simply a tool for making better decisions.” It is this
component of providing guidance for policy decisions that most sharply differentiates needs
assessment from other forms of inquiry such as epidemiological studies and services research.
The essential point in this conceptual framework is that “need” is distinct from “want” or
“solution.” In everyday conversation I may say “I need a car.” In the context of a needs
assessment, however, that need may be defined as the gap between the time that I usually get to
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work (what is) and the time that I am expected to be at work (what should be)--and the
statement “I need a car” would be a possible solution or recommendation. The distinction
between need and solution is emphasized by the methodological literature. Offering a solution
as the definition of need precludes the possibility that other, better solutions may be
recommended--in this example, perhaps moving closer to work, taking the bus, carpooling, etc.
A Hypothetical Example
A community has experienced a spike in the number of deaths due to heroin overdose and
decides to apply for a grant to address the problem. The “what is” condition consists of the
prevalence of heroin addiction in the community and the resources that are currently available
to address this problem. The need in this case may be defined as “reduction in the number of
people in the community who overdose by injecting heroin.” The “what should be” condition is
the desired degree of reduction in fatalities--for example, whatever reduction may be feasibly
achieved, a 10% reduction, complete elimination, etc. The solutions/recommendations
component could include a number of possibilities: prevention programs, increased access to
medication-assisted treatment (MAT), naloxone, fentanyl testing strips, supervised injection
sites, needle exchange programs, heightened law enforcement, etc. Optimally, the needs
assessment will prioritize these options, suggest strategies for implementing them and perhaps
costs, to be weighed in system planning and policy decisions.
The needs assessment collected information about each of these options--the current
availability, community opinion, experiences in other communities, etc. Feedback in
community meetings indicated that supervised injection sites were unacceptable and testing
strips were highly controversial. Needle exchange programs were rejected as they are
excluded from block grant funding. The review of the current system demonstrated that the
community already has a robust grant-funded prevention program and a nascent naloxone
program, but there were long wait lists for MAT treatment. Considering these options, policy
makers settled on allocating the largest part of available resources to expanding MAT
treatment capacity, while investing a smaller part in expansion of the naloxone program. By
weighing all possible options in the light of findings from the needs assessment, policy makers
succeeded in investing resources where there was the greatest need and avoided both
duplication of existing services and implementing programs that would be unacceptable to the
community.
NOTE: This is an example of a narrowly focused needs assessment; others may be much
broader both in area and scope--for example, focusing on the state’s entire SUD treatment
capacity. The basic principles of this approach would be the same, however.
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CURRENT PRACTICES
IN THE FIELD
In the environmental scan, we identified two types of needs assessments related to SUD
treatment capacity. The first type, which we call “mandated,” consists of needs assessments
conducted to fulfill program requirements by federal agencies or national organizations. Among
these are the Substance Abuse and Mental Health Services Administration (SAMHSA)
discretionary grants that require grantees to implement the Strategic Prevention Framework
(SPF), which identifies needs assessment as the first step in prevention planning, and the
Substance Abuse Block Grant (SABG) program. The other two programs address substance use
as one of a number of public health issues. These are Community Health Needs Assessments
(CHNAs), which the Internal Revenue Service (IRS) requires of all non-profit hospitals every
three years, and Community Health Assessments (CHAs), which are conducted by state or
county public health agencies as a requirement for accreditation by the National Public Health
Accreditation Board (PHAB).
The second type of report, which we call “locally initiated,” is typically the product of a
standalone initiative conducted for a specific policy purpose, often by a county or state, or a
single research project.

Questions and Topics Addressed by Substance Use
Disorder Treatment System Needs Assessments
At the most general level, the two types of assessments addressed similar areas of focus:
(1) What are the substance use treatment needs for a given population? (2) What services are
available to meet those needs? (3) What needs are not being met because the appropriate
services are not available? (4) What should be done to increase the availability of those services?
However, within each of these areas there is great latitude in how these questions are framed
and the details on which they focus.
Mandated assessments typically follow the specific guidance and requirements from authorizing
organizations whereas locally initiated assessments showed greater diversity in the type and
scope of questions they addressed and the way those questions were framed.

Questions Addressed by Mandated Needs Assessments
SAMHSA administers several grant programs that entail SUD treatment needs assessments.
Two of the largest are the SABG program and the SPF State Incentive Grant program.
QUESTIONS ADDRESSED BY SABG NEEDS ASSESSMENTS
SAMHSA requires states applying for these grants to include a needs assessment as part of their
application. The questions addressed by these needs assessments are determined by SAMHSA’s
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specification (as directed by the authorizing legislation) of certain populations and service areas
as targets for SABG funds: pregnant women and women with dependent children, intravenous
drug users, tuberculosis services, early intervention services for HIV/AIDS, and primary
prevention service.
Rather than using formulas for service system capacity needs, most of the mandated needs
assessments reviewed in the environmental scan instead refer to different types of services
without identifying the specific capacity. This makes quantifying the gap infeasible. The current
(FY 2018-2019) SABG block grant application calls for applicants to “identify the unmet service
needs and critical gaps within the current system” and asks that they use a “data-driven
approach,” including data from other state agencies that provide services. However, the block
grant applications reviewed as part of this environmental scan provided only the most cursory
information about unmet needs and service gaps. While the review was not exhaustive (see
Appendix C for details), these perceptions were supported by the TAG as well.
The selected reports measured unmet needs primarily by comparing national prevalence and
treatment rates with state rates for the target populations specified by SAMHSA (e.g., pregnant
women with children, persons who inject drugs, etc.). While the applications typically
mentioned SUD treatment workforce shortages as a challenge, and some identified planned
activities to increase the workforce, they contained very little actual detail about the nature and
distribution of the SUD workforce.
QUESTIONS ADDRESSED BY STRATEGIC PREVENTION FRAMEWORK NEEDS ASSESSMENTS
SPF implemented by multiple SAMHSA grant programs is a five-stage process that starts with
needs assessment, followed by capacity building, strategic planning, implementation, and
evaluation. As of January 2017, all 50 states, eight jurisdictions, 19 tribes, and hundreds of
community-based organizations had received at least one SAMHSA grant that requires the
implementation of the SPF process.
SAMHSA suggests that grantees implementing the SPF address the following questions in
conducting their needs assessments:


What substance use problems (for example, overdoses and alcohol poisoning) and
related behaviors (for example, prescription drug misuse and underage drinking) are
occurring in your community of focus?



How often are these problems and related behaviors occurring?



Where are these substance use problems and related behaviors occurring (for example,
at home or in vacant lots; in small groups or during big parties)?



Who is experiencing more of these substance use issues and related behaviors? For
example, are they males, females, youth, adults, or members of certain cultural groups?

QUESTIONS ADDRESSED BY COMMUNITY HEALTH ASSESSMENTS AND COMMUNITY HEALTH NEEDS ASSESSMENTS
These mandated needs assessments conducted by non-profit hospitals/health care systems and
public health agencies, respectively, address SUD as one among many health issues.
Requirements for CHAs are established by the national PHAB, the development of which was
initially sponsored by the Robert Wood Johnson Foundation. The requirements and guidelines
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for CHNAs were developed initially by the IRS and elaborated in the Affordable Care Act (ACA).
In recent years the IRS and the PHAB have collaborated to provide a combined approach; as a
result, increasing numbers of needs assessments are being conducted jointly by health systems
and public health agencies.
Most CHAs are guided by a strategic planning framework recommended by the PHAB. The
framework, known as Mobilizing for Action through Planning and Partnerships (MAPP),
determines the type of questions that are addressed. The needs assessment component of
MAPP combines four different areas of focus:
1. A Community Themes and Strengths Assessment that identifies themes that interest and
engage the community, perceptions about quality of life, and community assets.
2. A Local Public Health System Assessment that measures the capacity of the local public
health system to conduct essential public health services.
3. A Community Health Status Assessment that analyzes data about health status, quality
of life, and risk factors in the community.
4. A Forces of Change Assessment that identifies forces that are occurring or will occur that
will affect the community or the local public health system.
IRS requirements, as expanded by the ACA effective in 2015, are broader than the requirements
for CHAs in terms of the types of questions that should be addressed. The ACA expanded the
types of health needs that hospital facilities may address, from the IRS’s initial focus on
improving access to care. Facilities are now asked to address other public health objectives and
social determinants of health, such as the need to “prevent illness, to ensure adequate nutrition,
or to address social, behavioral, and environmental factors that influence health in the
community”. This broader conception of need encompasses many of the social factors
correlated with the prevalence of SUD and has been incorporated into several of the reports
reviewed for the environmental scan, for example a discussion of poverty as a contribution to
behavioral health issues in Native American communities. It is also represented in some largescale policy initiatives that are relevant to SUD such as Healthy People 2020.

Questions Addressed by Locally Initiated Needs Assessments
Locally initiated needs assessments, in contrast to those that are mandated, are generally
conducted for more specific policy purposes, such as to advocate for additional funding or to
prioritize the allocation of funding that has become available. Accordingly, the questions they
ask are typically more narrowly focused, designed to address specific policy issues. For example,
they may seek to identify the prevalence of opioid misuse in a specific community and the
services available and needed to treat it, or they may be looking to identify rates of SUD in the
LGBTQ population and the availability and need for specialized services.
At the same time, when viewed in totality, the local assessments address a wider range of policy
and public health issues and include a wider variety of question types than the mandated
assessments.
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Among the most common types of questions they ask are:


Questions about need and treatment capacity for particular population subgroups.



Questions about need and treatment capacity for specific substances.



Questions about need and treatment capacity of specific services (e.g., medicationassisted treatment).



Questions related to workforce capacity alone (without any other capacity issues).



Questions related to the potential impact of trends and policy initiatives on demand and
system capacity (e.g., Medicaid expansion).



Questions related to accessibility and quality, as well as capacity, of services.

Less frequently, the reports we reviewed assessed process and outcomes-related quality issues
such as the use of evidence-based treatments, outcomes measurement, adherence, and patient
satisfaction.
Some important topics related to SUD treatment received relatively limited attention. For
example, only a handful of reports addressed network strength and asset topics (e.g.,
exceptional training programs, advanced data systems, etc.), as recommended in the recent
methodology literature. Other topics that receive little attention in locally initiated needs
assessments are treatment for individuals in the criminal justice system, disparities such as
disproportionate unmet needs in minority populations, benefit design as a factor influencing
capacity, peer involvement as an aspect of workforce capacity, and the use of technology and
evidence-based practices.

Methods Used in Needs Assessments
In this section, we discuss the data and methods for addressing the “what is” and “what should
be” components of a needs assessment.

Methods for Measuring Individuals’ Need for Treatment
The way “need for treatment” is defined influences the entire process and the results of a needs
assessment. SAMHSA’s definition of “need for treatment” in the context of the NSDUH is one
more commonly used. Respondents are classified as needing alcohol use treatment, illicit drug
use treatment, or substance use treatment (i.e., treatment for an illicit drug or alcohol use
problem) if they met the criteria of one of these conditions as defined in the Diagnostic and
Statistical Manual of Mental Disorders, DSM-IV (4th edition; American Psychiatric
Association, 1994) or they received treatment for one of these conditions at a specialty facility-that is, a drug and alcohol rehabilitation facility (inpatient or outpatient), hospital (inpatient
only), or mental health center (CBHSQ, 2018).
NSDUH’s definition of need has evolved from several workgroups and expert opinion over the
years (CBHSQ, 2017). It starts with the diagnosis of an SUD. However, this definition was
expanded because it was recognized that many individuals receive and need treatment even if
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they no longer meet the criteria for an SUD (for example, an individual may actively be in
treatment and therefore their symptoms may have diminished). NSDUH also classifies those
who have received treatment at a specialty facility as needing treatment, regardless of whether
they met the criteria for an illicit drug use disorder in the past 12 months.
The challenge of defining need for SUD treatment was addressed at length by our TAG in a June
11, 2018, meeting. Key points included the following:


Defining need based on diagnosis alone (such as the DSM criteria used in the NSDUH) is
problematic. The DSM criteria for SUD consist of a certain number of symptoms (two
out of a possible 11 in DSM-IV) displayed in the past 12 months; however, many people-perhaps as many as half, according to members of the TAG--who meet these criteria at
some point in the 12 months, recover without receiving treatment, a view that is
supported by a number of studies in the “self-change” literature (Klingerman, Sobell &
Sobell, 2010). Using diagnosis alone would overestimate potential need and impact the
service capacity required to address need.



With regard to the limitations of diagnosis alone, many potential approaches were
discussed--notably, supplementing diagnosis with some measure of clinical significance
or functioning. Yet, this raises the challenge of determining appropriate cut-off points:
At what point does substance use become clinically significant? How much and what
kind of functional impairment indicates a need for treatment? The TAG suggested
establishing some level of impaired functioning, along with diagnosis, as the criterion for
need. In that the DSM diagnostic criteria includes several types of impaired functioning
items (having serious problems at home, work, or school; being placed in physical
danger; having problems with the law), NSDUH does allow for estimating the extent of
different types of risk. These do not provide for measuring levels of global functioning,
however, as represented for example by the International Classification of Functioning,
Disability and Health (ICF), the framework developed by the World Health Organization
(WHO) for measuring health and disability at both individual and population levels. As
stated in an ICF manual (WHO, 2002):
Studies show that diagnosis alone does not predict service needs, length of
hospitalization, level of care or functional outcomes. Nor is the presence of a disease
or disorder an accurate predictor of receipt of disability benefits, work performance,
return to work potential, or likelihood of social integration. This means that if we use
a medical classification of diagnoses alone we will not have the information we need
for health planning and management purposes.



An additional challenge in measuring need is that many individuals identified by some
objective criteria--even a more restrictive definition that supplements diagnosis with
clinical significance or functioning--do not themselves perceive a need or do not wish to
receive treatment. NSDUH data indicates that 94.3% of the individuals identified as
needing treatment based on the NSDUH’s DSM-based criteria did not perceive a need
for treatment (SAMHSA, 2018a). There are a number of possible explanations for this
discrepancy: these individuals may be skeptical about the benefits of treatment, may find
risks and burdens of SUD to be tolerable, or may prefer other ways of coping
(Klingemann, Sobell, & Sobell, 2010). A planning model that fails to account for
motivation would therefore result in excess demand and affect capacity needed. Nor has
adequate research been conducted to understand the extent to which, with appropriate
intervention, treatment-seeking can be increased among this population.
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Finally, there is the fact that some number of people receive services even though they do
not meet SUD diagnostic criteria; this may be because they are in recovery but rely on
services for continuing support or to manage current stressors, etc.

Methods for Estimating Prevalence
Although assessing the need for SUD treatment should not rely only on prevalence rates,
estimating prevalence is a necessary first step in measuring need of treatment. Prevalence is
generally estimated using one of two approaches, direct or indirect estimation.
Direct and Indirect Estimation. As defined by Schaible (1993), “A direct estimator uses
values of the variable of interest only from the time period of interest and from units in the
domain of interest. An indirect estimator uses values of the variable of interest from a time other
than that of interest and/or from a domain other than that of interest.” A national household
survey is an example of direct estimation in that it uses information (for example about
substance use) acquired from a defined population in a defined area (the nation) during a
specified time period in order to produce prevalence estimates. These surveys typically employ
multi-stage probability sampling as it would not be feasible to survey every household. Thus, a
survey of a nationally representative sample that directly asks respondents whether or not they
engage in a given behavior (say, past-month opioid use) would provide appropriate data for
directly estimating the prevalence of that behavior in the nation.
Indirect estimation methods are typically (though not exclusively) used to develop estimates of
prevalence in smaller areas, and for that reason are often referred to as “small area” analysis.
There are many varieties of indirect estimation methods; however, all are based on evidence of a
correlation between prevalence and certain population characteristics, such as age, race, etc.
Indirect estimates utilize information from other sources such as national surveys, which is
adjusted statistically to be applicable to the local population. Thus, the estimates of prevalence
at the national level reported by SAMHSA from NSDUH data are examples of direct estimation;
however, applying these estimates to a local level requires statistical adjustments to
accommodate differences between the national and local population. If, hypothetically,
adolescents constitute 10% of the national sample, but 40% of the local area population, it is
necessary to use statistical methods to adapt national prevalence rates to the local area. For this
reason, another frequent term for indirect estimation is “model-based.”
SAMHSA has recently produced small area (406 sub-state areas) estimates for 15 substance
abuse and mental health measures from the combined 2014-2016 NSDUH surveys (SAMHSA,
2018). Though too recent to have appeared in any of the reports reviewed for the environmental
scan, it may be expected that this resource will address one of the major limitations of NSDUH
data for purposes of local needs assessments. Moreover, the regions were defined by
government officials from each of the 50 states and the District of Columbia, typically based on
the substance abuse treatment planning regions specified by the states in their applications for
the SABG; consequently, there is opportunity for the needs assessments provided for those
applications to be more rigorous and detailed in the future.
One of the most extensive explorations of indirect methodology in behavioral health was an
National Institute of Mental Health (NIMH) funded study in the 1980s that compared several
different indirect methods with a direct estimation method used by the Colorado Department of
Mental Health (Ciarlo & Tweed, 1992).
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Hierarchical (multi-level) Models. A more complex variation of model-based estimation is
hierarchical modelling. This approach addresses a potential limitation of the methods described
above. These assume that population demographics are correlated with SUD consistently across
different environments--that is, that there is no effect of the environment on SUD patterns
independent of demographics. Hierarchical models account for the possible effect of
environmental characteristics as well as demographics and also the possible interaction between
these two levels.
An example of studies related to SUD are one by Gillespie (2005) that involved a survey of
inmates in a number of prisons and also collected information about the prisons in addition to
their population, based on the hypothesis that patterns of drug use in prisons are affected both
by characteristics of the prison population and by characteristics of the prison such as policy,
staffing, etc. In this model, prisoners were the Level 1 unit of analysis and prisons were the
Level 2 unit of analysis.
As another example, Twigg, Moon, & Jones (2000) and Twigg & Moon (2002) employed a
hierarchical model to examine smoking and alcohol use in different health districts of the United
Kingdom) that takes into account simultaneously the individual and contextual nature of
influences on health-related behavior. The example offered by the authors is that a person’s
social class may influence their decision to smoke and, equally, areas of higher social status may
provide a cultural influence on smoking prevalence. Moreover, these two levels (individual and
area) may interact--thus, for example, the likelihood of an individual from a lower
socioeconomic class being a smoker may be higher if that individual lives in a lower social status
area. The results of the analysis showed that the relative effects of individual and contextual
factors differed between smoking and alcohol, including the interesting finding that the
affluence of an area equates with a reduced likelihood of smoking but an increased likelihood of
problem drinking.
CAPTURE-RECAPTURE ESTIMATION
Another indirect estimate approach is “capture-recapture,” a statistical method for estimating
the size of a population when direct estimation is not feasible, used, for example, in measuring
the number of mentally ill homeless persons in an area (Fisher, et al., 1994), drug use (Frischer,
et al., 1991; Gemmell, Millar, & Hay, 2004), and epidemiological studies (Hook & Regal, 1995).
This method was employed by Larson, Stevens, & Wardlaw (1994) to estimate the population of
heroin users within an Australian community--a “hidden population” not easily identified
through surveys because of social desirability response bias. The capture-recapture approach
involves taking two separate samples from the same population and using the number of
individuals present in both samples versus the number of individuals present in only one or the
other to compute an estimate for the total population.
SOCIAL INDICATORS FOR ESTIMATION--THE CAST MODEL
A recently developed, promising framework that uses social indicators to estimate substance
abuse treatment need in a population is the Calculating for an Adequate System Tool or CAST
(Green, et al., 2016). This methodology provides a framework for estimating needs at the local
level and, based on these estimates, calculating community-specific recommendations at the
service level for components of the continuum of care (promotion, prevention, referral,
treatment, and recovery) by using social indicators to modify estimates of the population’s
needs. According to the authors, testing of the approach is underway.
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Methods for Measuring System Capacity
A seemingly straightforward method of assessing current capacity would be a direct inventory of
existing services. In fact, however, this is relatively uncommon in SUD needs assessments,
most likely because this approach is more challenging than it might initially appear. First, there
is the challenge of defining the boundaries of the SUD treatment system. When substance abuse
services were funded primarily by states and counties, either by providing services directly or
through contracts with vendors, it was relatively straightforward to enumerate programs and
the numbers of people served by them, using administrative data generated for service-rate
contracts and other purposes. Substance abuse treatment systems of today, however, have
diffuse boundaries that make it difficult to determine even what services should be included, let
alone their capacity. For example, the needs of many people with SUD are met through self-help
groups and, increasingly, SUD treatment services are provided in primary care settings--both of
which are extremely difficult to measure.
An additional challenge is that “capacity” is a hierarchical concept that includes many different
levels--for example, the number of provider agencies, the number of programs such as clinics
operated by agencies, the number and type of services provided by programs, the number of
slots in the various services, and the number and capacity of the staff providing the services.
These are obviously related but independent. A system-level assessment of capacity must
measure each of these levels, which is challenging in practice, primarily because the
information--if available at all--must be acquired from different sources; and if it is not
available, it must be collected directly. Allen, LeMaster, & Deters (2004) describe some of these
challenges encountered in the course of an evaluation of a Circles of Care system, for which
grantees were required to provide a detailed description of the service system. A template was
provided by the technical assistance center to guide grantees’ data collection efforts in
describing their current service system. Grantees soon found, however, that the template
required extensive modification to fit local contexts, community norms, and community
acceptance, and had generally poor response rates. In most cases, the grantees found that inperson interviews, either face-to-face or via phone, compared to the template resulted in a better
response rate and more complete information. Other sources of data included focus groups and
surveys with providers, traditional healers, community and family members, and youth, as well
as town and village meetings. According to the authors, “This process was quite labor-intensive;
one grantee site employed a team of eight graduate students who systematically interviewed
agencies and tribal governments within the region over one summer.”

Methods for Identifying Service System Gaps
As discussed in the introduction, the definition of “need” in a needs assessment is the
discrepancy between the current and the desired status or results. For example, need may be
defined as the difference in the number of people who currently receive treatment and the
number that optimally should receive, or the difference in the number of people who use a
particular substance and a goal of a smaller number. How need is defined will determine the
range of possible recommendations for how to address the need.
It might be expected that at least some SUD needs assessments would quantify service system
gaps according to some formula--such as a certain number of residential programs, inpatient
beds, etc. per population prevalence estimates. However, in the environmental scan, we
identified no reports in either the published or the gray literature that did so. Based on input
from the TAG and our experience in the field, we can suggest several reasons why this might be
the case.
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In the first place, there are no empirically based formulas to determine the appropriate number
of any form of treatment slots for any form of SUD. This issue is epitomized by the ongoing
controversy over whether there is a shortage of inpatient psychiatric beds in the nation. Some
advocates assert that the drastic reduction in beds through deinstitutionalization has gone too
far, and patients are being harmed by the shortage of this service, while the alternative point of
view holds that the solution is not more beds but more and better community-based services.
Although there is a generally accepted conviction that a continuum of care is desirable, as yet
there is not adequate research to compare the effectiveness of inpatient versus outpatient
services for various types of patients and to determine how resources should be allocated along
the continuum; consequently, the debate continues to be waged on the basis of values and
opinion.
A few needs assessments that are more research-oriented use statistical models to measure the
type of services that are needed. For example, Gunn et al. (2018) used statistical models for
comparative analysis of county heroin and opioid deaths for purposes of resource allocation.
These models identify correlations between heroin deaths and county demographic
characteristics and other covariates (e.g., rurality, number of prescriptions) to classify counties
based on different trajectories of death rates. Comparing these rates with the services currently
available at the county level provides policy makers with information about areas with system
gaps and the type of services needed, such as various evidence-based addiction treatments.
Likewise, the previously referenced 1991 study of substance use in Rhode Island by McAuliffe et
al. used statistical modeling to identify areas of greatest need for different types of services
based on area variations of drug use patterns. For example, they recommended increases across
the continuum of care but proportionately greater increases for methadone treatment because
half of the abusers in the survey who said they wanted treatment reported heroin addiction, and
because there was a two-year waiting period at the state's only methadone center. Then, to
decide where to locate the new methadone treatment services, they performed a regression
analysis using hospital discharge data to determine the area of greatest need. This study was
also unusual in that it prescribed specific numbers of treatment slots for different services based
on a combination of need and the likelihood of available funding.
Mandated assessments for the block grant applications tend to provide narrative (qualitative)
descriptions of service system gaps, for which block grant funds will be used. Few mandated
needs assessments reviewed or provided details about the nature and distribution of the SUD
workforce.
Locally initiated assessments typically define service system gaps quite specifically, based on the
purpose of the assessment. For example, they may focus on gaps in services for a particular
population, services that target specific substances, and/or services or treatment modalities
(e.g., MAT). However, even locally initiated assessments seldom address needs at specific levels
of care (number of residential beds, outpatient counseling slots, etc.). A few referred to the
ASAM Criteria as a standard for a continuum of care (the “what should be” condition of a needs
assessment) against which the existing service system could be measured.
Network capacity standards were reviewed in the environmental scan as an alternative approach
to identify service system gaps. States are required by the Centers for Medicare & Medicaid
Services (CMS) to develop standards for Medicaid managed care organizations’ (MCOs’)
capacity for certain specialized services, including behavioral health. These requirements are
relevant to SUD needs assessment in that they represent one way of specifying the “what should
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be” component of service needs and determining whether there is adequate capacity to meet
these standards. CMS requires three types of standards: time and distance (limits on how long
and how far beneficiaries must travel to receive services), and timely access (how long before an
appointment is available). States are required to develop time and distance standards for adult
and pediatric behavioral health providers and to demonstrate that the range of services and
number of providers is adequate to meet the needs of the population. For purposes of needs
assessment, however, network capacity standards have several limitations described in the
“Opportunities for Further Research” section of this report.

Data Sources Used in Substance Use Disorder Treatment
System Needs Assessment
Data Used for Measuring Need for Treatment
Estimates of need for treatment in early SUD needs assessments relied on locally conducted
household surveys (e.g., McAuliffe, 1991) or extrapolation from national epidemiological studies
such as the National Co-Morbidity Survey. More recently, in both locally conducted and
mandated needs assessments, NSDUH is the most common source of data for estimates of need
for treatment; however, it is often used in simplistic ways, providing prevalence figures to
represent the extent of treatment need in the population.
Some needs assessments use publicly-available vital statistics, such as deaths due to opioid
overdose, to estimate need for treatment, especially to identify trends.

Data for Measuring Service System Capacity and Gaps
Two SAMHSA resources for assessing system capacity are the National Survey of Substance
Abuse Treatment Services (N-SSATS) and the Treatment Episode Data Set (TEDS) (SAMHSA,
2017a). N-SSATS is an annual survey of all known public and private substance abuse treatment
facilities in the United States. N-SSATS collects information on the characteristics of individual
facilities (e.g., types of treatment provided, public or private ownership, special groups served),
on the point-in-time count of clients served, and on licensure, certification, etc. (SAMHSA,
2018b). N-SSATS also identifies the number of facilities that provide MAT and the number of
clients that receive these medications and collects information on hospital and residential
capacity. N-SSATS does not cover private practices, or care that occurs within primary care, so
it may not be complete. The environmental scan indicated that, despite this wealth of
information about local service systems, the N-SSATS is not being used to its full potential.
TEDS (SAMHSA, 2017a) is another federal data source with considerable potential for SUD
needs assessment that also might be used more widely, both for estimating need at the
population level as well as gaps at the service system level. TEDS collects data on the
demographic and substance abuse characteristics of admissions to and discharges from
substance abuse treatment. Data are reported by approximately 10,000 facilities, programs, or
administrative units in the 50 states, the District of Columbia, and Puerto Rico. Admission and
discharge data are collected for persons aged 12 and older.
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N-SSATS and TEDS have several limitations for purposes of measuring service system capacity
that are discussed under “Data and Knowledge Gaps and Limitations,” in the next section of this
report.
Another federal data source which was suggested by the TAG is the Centers for Disease Control
and Prevention’s (CDC’s) National Ambulatory Medical Care Survey (NAMCS), a potential
source of information about services provided in primary care. It would likely require more
specific information about SUD to serve this purpose, however. CDC is also developing
methodology for estimating emergency department visits related to substance use with the
National Hospital Care Survey (NHCS). This survey would supplement SAMHSA’s Drug Abuse
Warning Network (DAWN), which was discontinued in 2011 (Brown, et al., 2018) and restarted
for 2019 (SAMHSA, 2019).
DATA USED IN “MIXED METHODS” FOR IDENTIFYING SERVICE SYSTEM CAPACITY AND GAPS
Most needs assessments, including those conducted for block grant applications as well as those
that are locally initiated, used mixed methods approaches, combining quantitative (direct or
indirect) estimates with qualitative data. Most locally initiated and many mandated needs
assessment efforts supplement quantitative data such as survey data with qualitative
information obtained through community meetings, key informant interviews, focus groups,
and similar activities--in which stakeholders are asked questions such as whether they were able
to obtain certain services, and if not, why. Qualitative information is also often obtained from
previously published documents such as reports and news articles.
DATA USED FOR MEASURING WORKFORCE CAPACITY AND GAPS
The challenges of assessing current capacity include not only program capacity but also
workforce capacity. Some locally initiated needs assessment reports reviewed in the
environmental scan attempted to measure the workforce, primarily relying on state licensure
databases. However, these sources provide very limited information--for example, of the
licensed clinical social workers, information is lacking for whether they provide SUD treatment
services, their caseload sizes, their programs versus private practice, etc. Additionally, state
licensing boards vary in how they classify and define the job functions of the behavioral health
workforce.
Moreover, only a few needs assessment reports address peers as an aspect of workforce capacity,
which is somewhat surprising given the role that individuals in recovery play in the SUD
treatment system. Based on input from the TAG, one explanation is that, unlike in the mental
health field, the term “peer” in the SUD treatment field is generally not applied to a person who
is in recovery working in a position such as substance abuse counselor, and the role of peers in
the SUD system is not as clearly established.
POPULATION HEALTH DATA AS AN INDICATOR OF NEED
Health care policy initiatives, for example Healthy People 2020, increasingly focus on
population health as an indicator of how well the health care system is performing. The CDC
defines population health as “as referring broadly to the distribution of health outcomes within a
population, the range of personal, social, economic, and environmental factors that influence
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the distribution of health outcomes, and the policies and interventions that affect those
factors.”2
Consistent with the definition of need presented in the introduction, the discrepancy between
the current population health status and that which is desired or sought may be construed as a
need. The approach of CHAs and CHNAs to identifying need is to identify a set of priority
“community health needs” and to provide an action plan for how the institution will address
them. CHAs and CHNAs are both required to conduct extensive efforts to engage the community
in identifying these population health needs, and in the reports we reviewed SUD was
consistently among the issues of greatest concern. The action plans that CHAs and CHNAs are
required to develop are the equivalent of the recommendations component of the needs
assessment model, and typically include various types of services and programs that the
organization will support to address these problems. In broadening the assessment to include
“social determinants of health” such as poverty and housing (which are known to be correlated
with SUD), these approaches reflect this increasing emphasis in health care as exemplified, for
example, by Healthy People 2020 (Secretary’s Advisory Committee, 2010). This orientation is
also consistent with the broad community-based attention to “environmental strategies” in the
SAMHSA Strategic Prevention Framework--Partnerships for Success grant program.
LOCALLY INITIATED NEEDS ASSESSMENTS APPROACH TO IDENTIFYING GAPS
Because locally initiated needs assessments, in contrast to mandated assessments, are typically
more focused on specific issues, service system gaps are usually defined quite specifically-consistent with the purpose of the assessment. For example, they may focus on gaps in services
for a particular population (e.g., Native Americans in tribal areas, LGBTQ populations in a
particular city); that is, they address disparities, in which case the optimal system is equitable
distribution, perhaps with cultural enhancement.
Another common focus is on specific substances. These studies identify gaps in services and
policies specific to these substances. One area of SUD treatment that has recently become an
increased focus of needs assessment, as well as policy initiatives at the federal and state levels, is
MAT, prompted by a combination of increased use of and deaths due to opioids, the
demonstration of the effectiveness of MAT, and the recognition of various barriers limiting
access to MAT. This combination of circumstances has led to federal initiatives to collect data on
MAT capacity that exceed any previous efforts related to other SUD programs and workforce
components. Currently there are 56,154 physicians certified by the SAMHSA Drug Addiction
Treatment Act of 2000 (known as DATA 2000) waiver program; the majority (72%) are certified
for the 30-patient limit, while 8% are certified for the maximum 275-patient limit.3
Given their narrower focus compared to mandated assessments, it is easier for locally initiated
needs assessments to quantify the amount and types of services that are needed; for example, an
assessment of the needs of a Native American community in Arizona, because of the relatively
small and concentrated population and the limited number of providers, was able to obtain very
detailed information about needs and barriers from multiple sources including reviews of
medical records, which would not be feasible in a larger-scale study (Chester, Mahalish, et al.,
2008).

See https://www.cdc.gov/pophealthtraining/whatis.html.
See https://www.samhsa.gov/programs-campaigns/medication-assisted-treatment/training-materialsresources/physician-program-data.
2
3
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Nonetheless, these studies seldom address needs at specific levels of care (for example, how
many residential beds, outpatient counseling slots, etc.).
One locally initiated needs assessment used a simulated patient approach to identify service
system gaps by calling agencies as though a potential client to inquire about availability of
special services for special populations (LGBTQ) that were identified in N-SSATS. In this case,
the method demonstrated inaccuracies in the self-report information represented in N-SSATS.
Secret shoppers are also one method for complying with CMS requirements that MCOs monitor
network adequacy standards. According to a report from the Kaiser Family Foundation on
survey of manage (Garfield, et al. 2018), this approach is used by more than half of MCO
surveyed.
ASAM LEVELS OF CARE IN RELATION TO NEEDS ASSESSMENT
For planning purposes, needs assessments must go beyond identifying a general need for
treatment to assessing the need for different types or levels within an overall treatment system.
The ASAM Criteria has been adopted for this purpose by many state Medicaid programs as a
form of “medical necessity” determination. Additionally, CMS is encouraging states to adopt the
ASAM Criteria as a standard for a continuum of care in their 1115 Waiver programs (CMS,
2015).
We reviewed how levels of care were defined as an aspect of service capacity--that is, what kind
of services are required to meet the individual-level needs of a population. Reports varied with
respect to this important feature of needs assessment, with many simply providing data for
utilization of existing services without discussion of service gaps. Only a few specifically
referenced the ASAM Criteria; none attempted to characterize the current or optimal service
system according to ASAM Criteria.

Data and Methods for Incorporating Populations, Workforce Categories,
Geographical Settings and Levels of Care
In addition to measuring overall needs, treatment capacity, and gaps, needs assessments may
also focus in on certain populations, workforce categories, and geographical locations.
POPULATIONS
Needs assessments differ in the way they define the populations of focus, reflecting differences
in the purposes they serve. By definition, CHNAs and CHAs include the entire population of a
geographically defined community, though they break out certain subgroups, especially racial
and ethnic populations on the basis of these groups having different or more extensive needs.
Subgroups may include certain vulnerable populations; a county needs assessment, for example,
examined U.S. Census Bureau American Community Survey data to enumerate four categories
of “vulnerable and at-risk” populations: economically disadvantaged (below poverty level,
unemployed, homeless, single parents, less than high school education); limited language
competence; physical, cognitive or sensory disability; and age vulnerable (foster care children,
nursing home residents). Each category is stratified by age, town, and racial group.
Other mandated needs assessments, such as those required for block grants, focus on defined
populations for whom services are to be funded by the grant. SABG needs assessments provide
prevalence estimates for the entire state population, but there are several target populations that
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are required to be addressed: persons who inject drugs, pregnant women and women with
dependent children, parents with substance use and/or mental disorders who have dependent
children, individuals with tuberculosis, persons at risk for HIV/AIDS, and individuals in need of
primary SUD prevention. In addition to these required target populations, states are
encouraged to address a variety of other groups including individuals who are homeless, rural
populations, persons with disabilities, and older adults--and many SABG needs assessments do
present data on these groups as well.
Locally initiated needs assessments conducted in earlier years generally included entire
communities as well. Like CHAs and CHNAs, these also broke out subgroups such as ethnic and
racial populations but differed from the community assessments in that they used this
information as covariates in synthetic estimation models. One of the hallmarks of more recent
needs assessments, however, is that they drill down to examine availability and accessibility of
services for a wide range of specific subgroups, such as demographic subpopulations including
age, gender, racial/ethnic and sexual orientation, and persons in a particular status (such as
homelessness and incarceration). More recent needs assessments also tend to focus on users
and service capacity of specific substances--particularly opioids. As a general explanation for
this discrepancy, needs assessments focusing on specific subpopulations generally do not draw
comparisons among subgroups but focus only on the capacity issues related to the group of
interest.
WORKFORCE CATEGORIES
This area is one of the most significant shortcomings of most reports reviewed, testifying to the
challenge of definition and measurement. Most do address workforce issues to some extent but
usually in a very general way, such as quoting from some national report on behavioral health
workforce shortages or narrative reports from stakeholders about problems with recruitment
and retention. Several needs assessments that focus specifically on workforce capacity provide
somewhat more detail. For example, a fairly typical workforce assessment, in this case from a
largely rural state, a member of the Western Interstate Commission for Higher Education
(WICHE), cited statistics for various occupational categories from the state licensure board,
numbers graduating from the state university social work programs, Bureau of Labor (BLS)
statistics for various occupational categories, some statistics collected five years prior in the
course of a SAMHSA grant project, and rankings compared to other states in the WICHE
network. They also presented estimates of prevalence (using Epidemiologic Catchment Area
data from 14 years earlier) and estimates of population and workforce projected growth from the
state’s labor bureau. They did not, however, provide any quantified estimate of the current
capacity of the workforce, such as numbers served, caseload sizes, etc., nor did they provide any
definition of what an optimal level would be.
GEOGRAPHICAL SETTINGS
System gaps may be related not only to what services are provided but also to where they are
located. It is important therefore, that a needs assessment have a clear definition of the area
that a system is expected or required to serve. For publicly funded services this is usually
straightforward, as the service area is generally defined by some jurisdictional boundary. With
the increasing privatization of SUD treatment, however, this becomes more challenging.
Hospitals, for example, generally conceive of their service areas in terms of markets, which
frequently cross jurisdictional boundaries.
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In contrast, locally initiated needs assessments tend to define the target area in terms of
jurisdictional boundaries, primarily due to the source of their funding, such as a state or county
behavioral health agency. The administrative boundary may not correspond with patterns of
SUD, and some number of people may cross these borders to obtain services in adjacent
localities. This may have been less of an issue in the past, when SUD services were mainly
publicly financed and the catchment areas of a service system corresponded to administrative
boundaries. Information about available services and data on utilization was then relatively
easy to obtain. In today’s more complex systems, however, with diverse payment sources and
types of provider organizations, service areas are affected by other factors in addition to
jurisdictional boundaries.
A model for defining service areas in needs assessment is the requirement for CHNAs not only
to identify their service area but also to describe the methodology for defining their community
according to their service area and function. For example, a CHNA report for an Ohio hospital
defined its community according to a combination of factors: 19 ZIP codes that account for 66%
of the hospital’s inpatient volumes and its target population based on its principal function as a
long-term acute care facility.
Geographical areas addressed by CHAs, on the other hand, reflect their administration by either
county or state public health agencies. Needs assessments conducted for block grant programs
vary in the areas they include; typically, they address needs on a state-wide basis, but they may
identify certain sub-state areas, such as rural or tribal areas, with respect to certain gaps.
It is important that a needs assessment define setting or geographic target in a way that is
clearly understandable and appropriate (that conforms to the target population that is or will be
served by the system). The setting will influence decisions about the optimal scope and
distribution of the service system. For example, the optimal configuration of the system will
differ depending on whether the area is primarily urban or rural. In an urban setting, primary
considerations may be location in ethnic neighborhoods or proximity to public transportation;
in rural settings, important considerations may be delivery models such as co-location in
Federally Qualified Health Centers and telepsychiatry. In large states with both rural and urban
regions, such as California and Texas, a state-wide needs assessment would need to consider
both kinds of service requirements.
A second reason for defining the area appropriately is that patterns of substance use differ from
one locale to another (McAuliffe, et al., 1991). Proper definition of the area, therefore, will
insure that the appropriate services are identified.

Validation of Substance Use Disorder Needs Assessment
Methods
While some of the epidemiological data sources used in SUD needs assessments, such as the
NSDUH, have been validated, validation of overall needs assessment methodology is very
limited. In fact, the environmental scan identified only two comprehensive validation studies;
these were published within a year of each other, almost 30 years ago. The Rhode Island study
by McAuliffe, described previously, was one; it was funded in part by the National Institute of
Drug Abuse (NIDA) and published in 1991. The NIMH funded the other study, the Colorado
Social Health Survey (CSHS), a household-based probability sample of 4,745 adults in Colorado,
conducted in 1984-85, described in a series of articles in a special issue of the journal
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Evaluation and Program Planning in 1992. From the reports on these, it is evident why
validation studies are so limited: the resource burden associated with direct estimation
methods, which are necessary for validation. Both of these validation studies were supported by
grants from federal agencies in the 1980s--one which focused exclusively on drug use (NIDA)
and the other (NIMH) which included both mental health and substance use.
The needs assessment by McAuliffe et al. (1991) used a telephone survey to assess the need for
drug treatment in Rhode Island. The reliability and validity of the methodology was tested in
several ways. First, the use of telephone surveys as a method of data collection had already been
validated in previous studies. Second, the researchers used a method known as randomized
response to conduct surveys on sensitive issues (Rosenfeld, Imai, & Shapiro, 2016). This
involves asking a subset of respondents to first toss a coin and then to answer truthfully or not
depending on the outcome without telling the researcher the outcome. This introduces
randomization into the response patterns which is compared against the total sample to identify
possible bias. Additionally, for a set of 100 consecutive interviews conducted by several different
interviewers, researchers compared the answers recorded by a supervisor listening on a remote
monitor with the answers recorded by the interviewers. To estimate the potential bias of
respondents who refused to cooperate, the researchers compared the responses of individuals
who initially refused to respond but agreed to be interviewed when called again to the responses
of individuals who never refused. To estimate the potential bias of households that failed to
answer the telephone, the researchers called all numbers not reached after seven attempts, and
then compared the responses of hard-to-reach individuals to those of respondents who were
reached with seven or fewer calls. They also compared the sample demographics with census
data. Finally, they analyzed established drug abuse indicators to validate the telephone survey.
Validity of the methodology for estimating the amount of needed additional services was also
demonstrated, as the state did add services as recommended, and utilization of these services
(for example, proportionate decreases in MAT waiting times) were consistent with predictions.
Whereas the study by McAuliffe et al. (1991) was to validate a method of direct estimation, the
validation study based on the CSHS tested six different models of indirect estimation including
both social indicator and synthetic estimation types that have been used in substance use and
mental health needs assessments (Tweed, Ciaslo, Kirkpatrick, & Shern, 1992).
The models tested included one developed by NIMH, known as the “rank-by-race” model, which
employed area-level social indicators to predict relative need without estimating prevalence.
Four additional models measured prevalence in various ways by means of social indicators, and
the researchers also used one synthetic estimation model. Results of these initial tests showed
that none of the models as constructed were accurate predictors of surveyed need for SUD and
mental health services in Colorado but did show potential. The researchers then “optimized” the
model equations by adjusting their parameters to best fit the CSHS data, with the result that all
models except one were considerably more accurate predictors than a flat-rate model based on
the assumption of equal need across all subareas.
Members of the TAG suggested several other possibilities for validating SUD needs assessment
methodology. For example, some states maintain registries that could be used to validate
estimates of population and service system needs; Virginia, for instance, tracks opioid-related
health care use and maintains dashboards with information such as emergency department
visits related to opioids, overdoses, and deaths. Indirect estimation methods could be compared
to this information to assess predictive effectiveness.
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OPPORTUNITIES FOR FURTHER
RESEARCH AND ENHANCEMENT
OF SUBSTANCE USE DISORDER
NEEDS ASSESSMENT
Opportunities for improving the methodology and utility of needs assessment are discussed
below. Some of these are suggested by best or exemplary practices in the field, many of which
are associated with academic research studies supported with grants from federal agencies. As
such, the benefit of these must be weighed against the increased burden they impose. An
important opportunity for further research is how to make these tools available to smaller-scale,
less-resource-intensive needs assessments. Additionally, however, the environmental scan
indicated that SUD needs assessments often do not take advantage of tools and data sources that
are available to them, such as the NSDUH small area analyses. More technical assistance and
guidance would increase the use of these resources.

Data and Knowledge Gaps and Limitations
Data gaps are information that is lacking in existing data sources--such as federal survey data-that, if available (by adding questions, smaller area sampling, etc.), would enhance the utility of
SUD treatment system needs assessment for planning purposes. Knowledge gaps are aspects of
SUDs and their treatment where further research would likely produce results that allow for
greater precision in needs assessment--for example, by identifying factors that affect how
individuals respond to treatment or understanding small area variation in the social indicators
that are correlated with SUD.

Measuring Need for Treatment: NSDUH Limitations
NSDUH uses a rigorous methodology for estimating prevalence; yet, it has two limitations that
somewhat limit its utility for SUD treatment system needs assessment, especially at the local
level. First, the broad definition of need for treatment (diagnosis or use of services) does not
provide for the kind of targeted program planning and policy making that is needed to use
resources most effectively. Second, it lacks the small area granularity necessary to capture the
local variability in substance use patterns and need for treatment that is often required for
targeted systems planning.

Measuring Capacity: N-SSATS and TEDS Limitations
As measures of system capacity, N-SSATS and TEDS both have some limitations. N-SSATS is a
voluntary survey with no adjustment for non-response, which was about 7% for the nation as a
whole and nearly 15% for some states; it focuses primarily on facilities licensed by state
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substance abuse agencies, excluding some solo practitioners and self-help groups; it also
excludes correctional facilities; and it provides point-in-time prevalence rather than annual
totals (SAMHSA, 2018b).
TEDS is an admissions-based system--that is, it provides a count of number of admissions
rather than an unduplicated count of individuals treated, so there is some duplication at the
individual level (a person with two admissions in a year is counted twice), which could be of
importance for systems planning both at the local and at the national level. It is possible,
however, to use unique identifiers to calculate number of individuals.
An additional limitation of TEDS is that it relies on state data systems, which vary considerably
in quality and structure, thereby limiting the reliability of state-to-state comparisons (SAMHSA,
2017b). Reporting facilities are primarily those that receive state alcohol and/or drug agency
funding. U.S. Department of Veterans Affairs and military facilities are excluded, as are private
for-profit facilities. Some states, but not others, report data for correctional facilities, and some
report only on admissions to publicly funded treatment. Inclusion also varies among the states
due to differences in licensure, certification, accreditation, and disbursement of public funds.

Measuring Capacity: Workforce Data Gaps
Many reports described the challenges in measuring workforce capacity mainly due to the lack
of standard job titles and inconsistency with the national workforce databases maintained by
BLS.4 The BLS databases do include several job categories relevant to SUD treatment, including
the specialty “addictions psychiatrist” under the psychiatrist category and a category called
“substance abuse, behavioral disorder, and mental health counselors” with information about
numbers and employment projections, including metropolitan and non-metropolitan statistical
areas. Although these statistics would provide for a very general estimate of workforce size and
trends, they do not differentiate between workers in SUD treatment versus other behavioral
health workers. A second limitation is that there are several occupation categories in the SUD
treatment workforce, notably social workers, that are not formally identified as substance abuse
counselors.
One solution for improving measurement of workforce capacity would be to implement the
Minimum Data Set (MDS) provided by the Behavioral Health Workforce Research Center (Beck,
2016) which provides a standardized set of occupational categories for the behavioral health
workforce. The MDS characterizes the behavioral health workforce according to a number of
uniform job characteristics such as demographics; licensure and certification; education and
training background; occupation and area of practice; and practice characteristics and practice
settings.
Another approach to standardizing labor force category definitions would be to refine the BLS
labor force categories to correspond more closely to the way behavioral health job categories are
defined in practice, although that would require that uniform job titles be adopted by licensing
boards and other state data sources.

4

Databases, Tables and Calculators by Subject. https://www.bls.gov/data/.
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Addressing Knowledge Gaps
In addition to supplementing existing data sources, there are areas where SUD treatment
system needs assessment would benefit from further research in the nature of SUDs,
characteristics of the population of people with SUDs, and effective treatment for SUDs. Based
on the review of needs assessments conducted in the environmental scan and related literature
and on input from the TAG, the following points are offered as ways in which the methodology
and utility of needs assessment in the field of SUD treatment may be improved.

Refining Measurement of Need for Treatment
As discussed in the “Introduction” section of this report, there are few operational definitions of
need used in the field, other than simple prevalence. Further development of ways to measure
need more precisely and guidance in how to use them would significantly enhance the utility of
SUD needs assessment. For example, federal grant funding programs that require a needs
assessment would be able to provide an operational definition of need that is more useful for
planning purposes than what many now offer (simple untreated prevalence). In addition,
research is needed to differentiate the different degrees and types of needs among this broad
population.
Too often, needs assessments rely solely on prevalence of a SUD as a measure of a need for
treatment. Further research to classify and measure subgroups of the population of persons
with SUD on the basis of type of substance use, degree of impairment, and variations in
treatment and recovery trajectories would greatly enhance the utility of needs assessment for
SUD treatment system planning.
In addition to estimating the need for treatment in the population, system planning must also
consider how many people will actually use any new or expanded service. One way to develop
estimates of potential utilization suggested by the TAG would be to add questions to NSDUH or
other surveys: besides simply asking people whether they received services, these instruments
could inquire about the amount of services received and whether the respondent felt these were
adequate and appropriate.
Further research on the use of social indicators for estimating population-level need would be
another valuable contribution. The testing of the CAST methodology that is currently underway
will provide validation of the social indicators that are represented in the model.
The CAST methodology also holds promise for the recommendation in the needs assessment
methodology literature that assessments should identify not only unmet need and gaps in the
service system but also redundant or ineffective services. While this is important in SUD needs
assessment to maximize the benefit of limited resources, the challenge is that evidence for the
effectiveness of various SUD services is not yet well-enough developed to provide firm guidance
for these decisions. It will be important to track research, such as that supported by ASAM, to
examine the evidence for various treatment modalities that are now common practice but with
uncertain evidence for their effectiveness and to incorporate this into the practice of needs
assessment as it becomes available. Locally conducted needs assessments that seek to identify
unproductive components of a system should explore the possibility of using performance
measurement data--from state or county contracting requirements, for example--when
available.
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Refining Measurement of Capacity
The biggest challenge in defining capacity is to set the boundaries: should capacity include only
the specialty SUD system or should it also include self-help groups, primary care, solo
practitioners, etc.? Furthermore, as mentioned previously, workforce capacity, both in the
current and the desired system, is difficult to define and consequently to measure. What are the
functions and caseloads of various occupational categories--for example, if it can be determined
that a program has a certain number of nurses, how many of these are providing direct service
versus management and supervision, and of those providing direct services, how many patients
do they carry in a caseload? Development of templates to standardize measurement of system
components, treatment modalities, and workforce categories and functions--especially in the
non-specialty sector--would enhance the utility of SUD needs assessment for policy making
purposes.
Another potential source of information for assessing capacity is the NAMCS, which identifies
services provided in primary care. It would likely require more specific information about SUD
to serve this purpose, however. The CDC is also developing methodology for estimating
emergency department visits related to substance use with the NHCS as a supplement for
SAMHSA’s DAWN, which was discontinued in 2011 (Brown, et al., 2018) and restarted for 2019
(SAMHSA, 2019).
As noted on the measurement of patient needs, the ASAM Criteria also define the levels of a full
continuum of care for SUD treatment. The ASAM Criteria specifies the competencies required
for each level of care and amount of service required for each level (e.g., hours of counseling).
Further research to refine these prescriptions and test their validity will advance the use of the
Criteria for assessing capacity adequacy.
Similarly, further research is required to match need for treatment with the staff levels required
to adequately meet the need. This type of research would allow for the development of standards
similar to those used for Health Professional Shortage Areas.

Refining Identification of Service System Gaps
The following are current challenges in identifying treatment system gaps that would benefit
from further research and methodology development:


Lack of empirically based formulas to determine the appropriate number of any form of
treatment slots for any form of SUD.



Local variability in SUD patterns: It is a well-established fact that patterns of SUD vary
from one locality to another--and sometimes within very small areas, such as one
neighborhood to another (for example, where adolescent use of marijuana may be the
predominant problem in the suburbs, heroin use may be predominant in the inner city).



Local variability in existing assets: Some areas may have very well-developed prevention
programs, in which case they would have less need for more intensive services such as
inpatient treatment, MAT, etc. A service capacity formula would need to assess the
impact of all these existing assets, which would be very difficult to quantify.
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Complexity of the behavioral health treatment system: In the past, when substance use
treatment services were financed primarily by state agencies, it was relatively simpler
(though by no means simple) to identify service gaps and allocate resources accordingly.
As payer sources have expanded, especially through parity legislation and Medicaid
expansion, it becomes increasingly difficult for policy makers, such as state behavioral
health agencies, to direct resources to one or another type of service.



Increased privatization: Related to the above, the increased privatization of the SUD
treatment system introduces market dynamics into the equation--in particular, the issue
of supplier-induced demand. The capacity of services and demand for them in a
particular community, especially for inpatient treatment, may change very rapidly
depending on the market-based decisions of providers, both for-profit and non-profit.



Uncertainty over the relative effectiveness of different treatment modalities: The lack of
an evidence base for different treatment modalities, especially comparative effectiveness
research, makes it difficult if not impossible to specify the appropriate number of slots in
each treatment modality. As a hypothetical example, should a system have 100 inpatient
beds and 50 residential beds or 50 inpatient beds and 100 residential beds?

As discussed previously, identifying service system gaps requires some standard--the “what
should be” condition--against which the existing system can be measured. The ASAM Criteria is
a potential framework for this purpose. As it has evolved, the levels identified by the criteria are
increasingly identified as a definition of a full continuum of care for SUD treatment. The ASAM
Criteria establishes a standard for a continuum of care and specification of workforce
requirements for each level that allow for identification of service gaps and redundancies, and it
provides a definition of services based on treatment needs rather than length of stay (e.g., 3oday residential programs). Since it is an evolving framework, there are likely to be many
additional developments that would offer even more uses.
Network adequacy standards also offer potential for comparisons with existing systems to
identify gaps. While states have made substantial and innovative progress in operationalizing
network adequacy as required by CMS, based on time and distance standards, the TAG
identified several areas in which there is a need for refinement.


There may need to be some refinement in wait-time standards, for example by
differentiating among types of services. A wait period that might be acceptable for
treatment of alcoholism is perhaps too long for treatment for opioid disorders. Wait
periods for methadone treatment are excessive in many areas. Information about the
number of people who enter treatment versus those who fail to enter treatment after
waiting periods would inform these policies.



Members of the TAG recommend support for innovations linking data such as that for
certification of network capacity with that collected for other purposes, such as claims, to
build models for measuring service need and utilization and for monitoring client
engagement and initiation of treatment.



The use of simulated shoppers was suggested as an effective method for testing
compliance with network adequacy standards.



Network adequacy standards with provisions for monitoring compliance offer an
approach that may be an alternative to needs assessment entirely. Several factors limit
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this potential, however. The main issue is whether network adequacy standards alone
have the flexibility to address the local variations in prevalence, treatment demand, and
supply that are characteristic of SUD. In short there is some circularity involved in the
assumption that network adequacy standards might supplant needs assessment, in that
an evidence-based determination of what constitutes an adequate standard requires
needs assessment. Another reason for the continuing use of SUD needs assessment is
that determining network adequacy by MCOs is only one of many purposes of needs
assessment--other uses include, among others, determining how to allocate resources,
assessing the implications of some policy initiative, and identifying the need for services
to address emerging issues such as the opioid crisis.

Enhancing the Utility of Substance Use Disorder Needs
Assessments
In addition to improving the quality of measurement of need by more detailed data and a
broader knowledge base, there are opportunities for strengthening the additional component of
needs assessment, to serve as a guide for planning and policy making.
The large number of needs assessments produced each year represents an untapped resource for
research on issues such as area differences and trends over time. However, this potential is
limited to some extent by the fact that SUD needs assessments, especially those that are locally
initiated, are conducted by small, local consulting groups or local academic policy centers and
vary considerably in quality and methodology. Needs assessment as a field lacks the
infrastructure to support quality and dissemination that is available in the form of peerreviewed journals for academic research. While it will always be important for needs
assessments to be adapted to local conditions and concerns, there are some opportunities for
enhancing quality and consistency. To establish more uniform approaches by locally initiated
needs assessments, it would be beneficial to draw upon the example of the manuals and other
forms of guidance provided for the development of CHNAs, CHAs and other population health
needs assessments. For example, the National Association of County and City Health Officials
has developed a framework for comprehensive planning known as MAPP, in which needs
assessment is one phase in a broader process of planning for improvement of population health.
The NACCHO website provides a wealth of resources for conducting community-based needs
assessment.5 Another resource along the same line is the webpage maintained by CDC called
Assessment and Planning Models, Frameworks and Tools that provides a wealth of information
on how to conduct a CHNA.6

Enhancing the Utility of Mandated Needs Assessment
Mandated needs assessment would benefit from advancing the science through further research,
as federal agencies could then call for more rigorous approaches than those currently required
for block grant applications and the like. At the same time, any call for more comprehensive and
rigorous needs assessment must recognize the importance of minimizing additional burden on
the states. It should be noted, however, that the return on investment of a more rigorous and
See http://www.naccho.org/programs/public-health-infrastructure/performanceimprovement/community-health-assessment/mapp.
6 See http://www.cdc.gov/stltpublichealth/cha/assessment.html.
5
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comprehensive needs assessment could be positive if the result were enhanced utility and
support from other planning initiatives.
Establishing a means of providing technical assistance for localities that are considering a needs
assessment would enhance the quality and utility of these efforts. National organizations could
consider providing technical assistance for members. Professional organizations (e.g., the
American Evaluation Association) might be approached for developing guidance on conducting
SUD needs assessments. Other suggestions for supporting SUD needs assessments include
commissioning a white paper and publishing a special issue of a publication, such as the CDC’s
Preventing Chronic Disease, on the subject of conducting SUD treatment capacity needs
assessments, and exploring opportunities for developing professional learning communities
where, for example, states can learn from those that are models in conducting needs
assessments or from experiences with applying for relevant grants.

Improving Effectiveness at Promoting Organizational and
System Change
Achieving system change and improvement is the ultimate goal of all SUD needs assessment,
and there are various ways in which this potential could be further developed. For example,
those conducing needs assessments should strive for clarity in representing the purpose of the
needs assessment, such as whether it is primarily for policy planning or for advocacy and
political purposes or a combination of the two. Additionally, they should insure that
recommendations are actionable to the greatest possible extent and incorporate the principles of
implementation science to support action on the recommendations. Agencies and departments
within agencies that support the conduct of needs assessment or that use the results might
maximize collaboration and dissemination of needs assessment reports.

Conclusions
A number of the research questions addressed in this report flag areas of potential opportunities
for advancing the field of SUD needs assessment. Key aspects of these are summarized below.
Calculating Service System Capacity Requirements. Several of the research questions
are related to the possibility of developing a formula that might be applied to produce a measure
of the types and amounts of services that are needed in a community, for example adapting the
Health Resources and Services Administration methodology for designating Health Professional
Shortage Areas. Any such formula, however, would require considerably more research on the
appropriate amounts of each type of service and how these could be adapted to address local
variation. The network adequacy standards employed by CMS for Medicaid MCOs offer another
angle on this approach; however, these would likewise require more research to establish an
empirical basis for the standards (e.g., appropriate wait-times for various conditions).
ASAM Levels of Care Criteria. The current and potential use of the ASAM Criteria was a
question addressed in the environmental scan. We found that current use is limited, but we
suggest that there is considerable potential for the ASAM Criteria to advance SUD needs
assessment, the most important being to refine the “what should be” condition: the optimal
continuum of care adapted to local conditions.
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Data Gaps. A primary goal of the project was to identify gaps in the currently available sources
of information for conducting SUD needs assessments. NSDUH is the most rigorous and
extensive source of prevalence data but is limited in some respects for the planning functions of
needs assessments: it provides limited capability for differentiating among degrees of
impairment (i.e., levels of need for treatment); it omits individuals who are in institutions or
prisons, serving in the military, or are unsheltered homeless. TEDS and N-SSATS are the
primary sources of data for assessing capacity at the program level, with TEDS providing
information on volume and N-SSATS on programs. Both have some limitations, however.
TEDS data is provided by the states, whose data systems vary considerably in structure and
quality, and reporting facilities are primarily only those that receive state funding. Also, TEDS
data reflect episodes rather than individuals receiving treatment. N-SSATS also includes
primarily facilities that are licensed by state substance abuse agencies, thereby excluding solo
practitioners and self-help groups, with the further limitation that it provides point-in-time
counts rather than annual counts. Measuring capacity at the workforce level is particularly
challenging, mainly because of the diversity of the SUD workforce and variability in classifying
practitioner types. The most common sources of information about workforce capacity are state
registries and BLS statistics, but neither of these matches very precisely the actual structure and
functions of the SUD treatment workforce.
Knowledge Gaps. In addition to improvements in the available data, SUD needs assessment
as a field would benefit from further research in several areas. The most important of these are:
a. Improvement in ways to capture the structure and capacity of the SUD workforce.
b. Identification of subgroups in the SUD population on the basis of type of substance use,
degree of impairment, variations in treatment and recovery trajectories.
c. Further research on the use of social indicators for estimating population-level need (the
recent development of the CAST methodology by Green, Lyerla, Stroup et al. (2016) is a
promising effort in this area).
d. A fuller understanding of how SUD fits within the broader framework of population
health, in order to align SUD needs assessment with current large-scale initiatives such
as Healthy People 2020.
Validation Studies. Most of the efforts to validate needs assessment methodology were
supported by federal agencies decades ago. The most extensive of these was a test of several
methods of indirect estimation conducted in the 1980s by researchers in Colorado (Tweed, et al.,
1992).
Enhancing the Utility of Needs Assessment for Effecting System Change. The most
fundamental purpose of a needs assessment related to a SUD treatment system is to direct
positive change in how SUDs are addressed. Given the key function of needs assessment to serve
as a guide for planning and policy making, the recommendations section of reports should
receive careful attention and ideally should include priorities and strategies for acting on those
recommendations. These should incorporate principles from the rapidly growing field of
implementation science to support action on recommendations. Though technically
challenging, cost effectiveness analyses comparing different options are highly valued by policy
makers.
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Currently, most SUD needs assessments, unlike other forms of social research, are conducted
autonomously with little oversight, little external review of methodology, and little assessment
of reliablity and validity.
The quality and impact of SUD needs assessment could be enhanced by providing the field with
the type of organizational infrastructure support that available for CHNAs and CHAs to promote
best practices and standardize methodologies. This support might include fostering of learning
communities or increased participation in existing forums such as the American Evaluation
Association Needs Assessment Topical Interest Group.
As a field, SUD needs assessment offers unexploited opportunities for advancing our
understanding of the nature of SUD treatment needs and the requirements for systems to
address them effectively. The additional research and initiatives to address data gaps would
allow for more rigorous needs assessments to be conducted with less demand on resources.
Increasing resources to support the more rigorous implementation and broader dissemination
of SUD treatment needs assessment would yield benefits beyond the specific policy purposes
served by individual needs assessments, bringing the field into line with other fields of social
science.
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