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Background

In a thought-provoking text on the future of interventions systems. Humphreys and Tucker (2002) argue in favour of treatment research that would focus on “the accumulative effects of multiple intervention episodes” instead of on “outcome snapshots”, on “what malleable factors within treatment systems influence the breadth of individuals that they attract and serve” and “evaluations of treatment as typically delivered to real-world patient samples” (see also for instance McLellan et al. 2005). Humphreys and Tucker continue: “This agenda must include examination of organizational and seemingly prosaic aspects of intervention systems… research on what shapes systems of care, healthcare policies and financing, consumer satisfaction and the environmental contingencies that affect the behaviour of all stakeholders.” 
In the following we make a first attempt to study, in a natural setting, the impact of decentralisation and integration on catchment, on client/patient satisfaction, on consumption of treatment and on some outcome measures. 




*

The treatment of addiction problems in Sweden is extensive (Klingemann, Takala & Hunt 1992). It is handled both within the mental health care system, and in the social service system, where the main responsibility to provide treatment and care for its citizens lies. Both systems have out-patient settings as well as different kinds of institutions or hospitals. The social service has in an international perspective a large role in Swedish addiction treatment. An estimation of the load of addiction clients/patients on any given day indicates that the shares are approximately 40% health care/60% social services (Socialstyrelsen 2002). In locations where there are large hospitals with addiction treatment the role of the health system can be bigger. This is the case for instance in Stockholm county, where we estimate that 50 % of the patients/clients on any given day can be found within the health care addiction treatment. 

While the health care system is administered at a county level, with 8 counties in the country, the social services is a municipal responsibility. There are presently 286 municipalities in Sweden (with approximately 9 million inhabitants). Both the counties and the municipalities have their political independence, and tax the citizens. 

The co-operation between these two systems has not been uncomplicated. There have been different views on the nature of alcohol and drug problems and professional competition between the stronger medical profession and the social workers. There have been administrative boundaries:  patient and client files fall under different regimes and information cannot be exchanged between the systems without the consent of the client. The fact that decisions about the systems have been made in different political bodies is another complication. Both in the social service and the health care systems, addiction treatment is however an area where the first budget cuts will be made. Thus, when changes in the organisation of the health care addiction treatment system in Stockholm county were initiated in 1996, one of the most important motives was the aim to save 50 million SEK (appr. 5 million Euros) during the following three years (Ågren, interview 2001). 
Two years later, in 1998, a reform of the addiction treatment system in Stockholm county (with circa 2 million inhabitants in 26 municipalities) was decided jointly by municipal and county politicians. The efforts in the Stockholm county can be regarded as one sign among others of attempts to coordinate the two systems. For instance, serious efforts on a national level have been made during the last years to create a shared understanding of addiction problems, through the introduction of the use of Addiction Severity Index (ASI) in the two systems (Tengvald & Nyström, 2004).

The Stockholm county reform seemed initiated more from the health care than from the social service system. In a policy document the division of labour was outlined, particular target groups were named (substance abusers with mental health problems, methadone clients, homeless abusers, abuser of prescribed drugs, female and young abusers) and the aims of the reform were formulated (Kommunerna, landstinget och missbrukarvården i Stockholms län 1998): The already increased emphasis on out-patient treatment was to be encouraged. Treatment shall “as far as possible create possibilities for the abuser to reinstall his/her somatic, psychological and social functioning.. [through] an integrated shared planning of care- and treatment measures” that shall continue as long as necessary (ibid p.13). “Medical/psychiatric and social/psychological care and treatment shall as far as possible be organised in co-operation and located where the abuser is and thus be easily available for him/her.” (p. 14). Training of the staff should be coordinated. It was stated that “a coordinated and integrated local treatment system can be expected to give important gains in terms of more efficient measures”. Local agreements between social service and the health care system and a common education programme were encouraged.   
The main goals can thus be summarised as attempts to build one comprehensive system, encompassing both the health care system and social services, with continuity and planning of the treatment measures, that should be available and responsive to different groups, have a clear division of labour, common general guidelines and in the course of time a common body of knowledge. In this way problems should be tackled in earlier phases, vulnerable groups should be reached in a better way and in-patient treatment and long-term institutional rehabilitation avoided. Several of these goals for treatment seem to be in line with what has been recommended in recent research  (see for instance Miller & Weisner, 2002; Humphreys & Tucker 2002). The reform was also very much in line with what has been regarded as characteristic of integrated treatment or its less ambitious version, shared care (see Pritchard & Hughes, 1995).  
The county's health based addiction treatment was in 1997 brought together into two parts: Addiction Centre North (ACN) and Addiction Centre South (ACS). The reform, moving towards out-patient care integrated with social services, was well received in the ACN and fairly quickly implemented. The number of hospital beds for addiction treatment decreased between 1997 and 1998 from 144 to 94 (Slutrapport … 1998). The ACN supported the decentralisation, not only as a road to cutting costs, but also as a way to reach substance abusers who have high thresholds for seeking help themselves, which would be important from a welfare system perspective, as the head of ACN expressed himself (Borg 2001, interview). In ACS, which claimed that they had larger substance abuse problems, there was resistance. ACS had a less strong research tradition and were preoccupied by consolidating a  treatment system with research units at hospitals. The number of hospital beds increased from 94 to 120 between 1997 and 1998 (Slutrapport… 1998). ACS expressed that they had difficulties to recruit enough medical doctors due to their weaker research links, and particularly, their head argued, it was hard to recruit them to small, out-patient units (Heilig 2001, interview). (Stenius & Storbjörk 2003).
In the years 2000-2002 a large study was conducted of patients and clients entering social service or mental health based addiction treatment (altogether new to treatment or not been in same treatment unit in the last three months) in both parts of the county, with nearly 2000 structured interviews and a follow-up after 12 months (up to 18 months accepted, 71 % follow-up rate when deceased people are excluded) (for a description of the study, see Room et al. 2003). This study gives us the possibility to study the effects of the decentralisation and integration of health care addiction treatment, by comparing a system in an early phase of integration of health-care addiction treatment (the north) with a system with a stronger focus on inpatient care (the south). 
Aims

The aims of this preliminary study is to explore whether an integrated system seem to make any differences in terms of 
- catchment of the system (how well does the system reach individuals with less severe drinking/drug use problems on the one hand, on the other hand those that are marginalised and for this reason do not access the system)?

- consumption of treatment, particularly consumption of inpatient treatment? 
- patient/client perception of treatment as coherent and available? 

- some patient/client outcomes measures?
The sites and samples
Administrative reforms are seldom realised the way they are planned. The differences between how the addiction treatment system was organised in the north and south of the county were not so clear cut. In one municipality in the south, for instance, the health care addiction outpatient unit had for several years been working in the same localities and in cooperation with the social services. In some municipalities of the north the decentralisation of the health care system and the co-localisation of the addiction treatment had not yet been realised when we collected our data. In a follow-up study of the reform by the administration (Anderzon 2000) it was noted that each municipality in the county had its own model for the organisation of its addiction treatment, shaped by the varying expressed needs of each municipality and by the out-patient versus inpatient focus in the two parts of the health care system. 
The health care system in the south, according to interviews with heads of the units (20 units) conducted in our study, had recently experienced and were expecting more organisational reforms than the health care system in the north. There was no difference in this respect within the social service system (12 municipalities and/or districts). The interviews with heads of units in the health system show a widespread shortage of personnel. Twelve out of 17 units that responded had vacant positions. There was no difference between how the north and the south described their staffing problems. In the social services, only two vacant jobs were reported, one in the northern and one in the southern part of the county.
The questionnaire to the heads of the units showed that the social service units in the north somewhat more often reported a good cooperation with outpatient health care addiction treatment than in the south. Of the heads in the health care system, on the other hand, most in both parts reported a good cooperation with the social services. In two cases only, both in the north, problems were perceived in the cooperation. 
Staff across the two systems were also asked about the collaboration between health and social welfare based addiction treatment in a questionnaire. Here there are some differences. Sixty-nine percent of the staff working in health-based outpatient units in the north said that the collaboration was working well, compared to 47 percent in the southern part of the county. Similarly, 47 percent of the staff in the social services in municipalities in the north reported good collaboration, compared to 28 percent in the south.
If one wants to compare an integrated system with a system that is not integrated, Stockholm North and Stockholm South offer obviously only less than perfect examples. In order to “sharpen” the analyses we thus choose to make comparisons not only between the whole northern and the whole southern part of the county, but also between one municipality and one Stockholm city part in the north on the one hand that had a long established decentralised health care unit and cooperation and one city-part and municipality in the south that did not have this on the other hand. In both Sundbyberg and Spånga-Tensta in the north the health care system had out-patient units, co-located with social service. In Botkyrka and Skärholmen in the south there was no out-patient unit within the health care system. In this paper, these are called model north and model south areas. We are not claiming that these model areas are completely representative in all respects of the north and the south of the country: they are mainly chosen to illustrate “purer” cases of organisational differences.

                                                        *
A necessary background to a comparison of the systems is also some information about the population base. The south of the county has a larger share of inhabitants born abroad or with non-Swedish citizenship and a lower mean income. Table 1 shows also that the southern model sites have statistically a poorer population, less inhabitants with high education and more unemployment than the northern ones. The crude indicators of alcohol- and drug problems we present here imply that the level of alcohol and drug problems may have been higher in the north.  We shall note, however, that data from the inpatient care register showed that the number of patients with a main diagnosis of liver cirrhosis or pancreatitis were about 36-38 per 100 000 subjects in all these areas, both north and south.  In a capture-recapture study of drug users in Sweden in 1998 (Olsson et al. 1998), the figures per capita for the municipalities Botkyrka in the south and Sundbyberg in the north were fairly similar (ca 270-300 per 100 000 inhabitants).  
Table 1. Some demographic facts (2003), alcohol related mortality (1987-1996) and drug related crimes (1991-95) from the model areas.
	Municipality/ city part
	Inhabi​tants)
	Un​employed

(%)
	Mean income, SEK (16yrs+)
	Post-high school educ.

(25 yrs+)

(%)
	Foreign back​ground

(%) *
	Alcohol related mortality

/150 000 inh. (15yrs+)

1987-96 **
	Drug related criminality

/150 000 inh. (15yrs+)

1991-95 **

	North
	
	
	
	
	
	
	

	Sundbyberg


	 34 000
	4
	228 000
	37
	20
	745.4
	907.3

	Spånga-Tensta 
	34 000
	5
	212 000
	35
	 39
	(743.0 Stockholm)
	(958.6

Stockholm)

	South
	
	
	
	
	
	
	

	Skärholmen
	31 000
	6
	184 000
	30
	 40
	(743.0 Stockholm)
	(958.6

Stockholm)

	Botkyrka 


	 76 000
	5
	198 000
	28
	 36
	435.7
	820.2


Source:  www.rtk.sll.se/stat/index.htm; Leifman (1999).

* Swedish citizens born abroad and non-Swedish citizens. 

** Figures only given for municipalities, and not for city parts.

Analyses

To avoid distorting our comparison, of the total sample of 1 865 persons interviewed at baseline, those recruited from three specialized treatment units were excluded from this analysis (patients/clients from a clinic for addiction to pharmaceutical drugs, the methadone maintenance program and the unit for homeless people). The respondents were thereafter divided as belonging to either the northern or the southern part of the county based on their address of residence. Sixty-two respondents who had not reported an address were grouped based on the location of the treatment unit they entered.

In the bivariate comparisons, Pearson’s chi-square ((2 ) test of association was used to explore significant differences in categorical variables, and t tests of difference in means were used for continuous variables. SPSS Windows 11.5 was used to conduct all statistical analyses.

In order to represent the full range of clients entering treatment in different parts of the health and social welfare system in Stockholm County, the respondents were weighted by information from records kept by the health system and annual statistics gathered by the National Board of Health and Welfare. Patients entering the health-system were weighted by the proportion of new patients entering outpatient units; inpatient detoxification units; a clinic specialized on people with pharmaceutical drug problems; methadone maintenance; and a clinic treating misusers with infectious diseases. Clients entering the social welfare system were weighted by the proportion of different interventions in the social welfare system for misusers: housing; assessments and outpatient treatment; institutional treatment including family home and compulsory treatment, and by the distribution of different types of interventions in different types of areas in the county, based on mean income among the adult population. 

 A note on the representativity of our sample: the study sites were chosen to represent the variety of different treatment units in the county and the aim was to catch all new clients, according to our definition, in the units. However, in practice the data collection was dependent on the alertness of the staff in these units. In spite of major information efforts from the project, we cannot be certain that there has not been some selectivity, so that both one-time clients/patients and those that were regarded by the staff as not possible or suitable for interviews are underrepresented. It is probable that the former group is more underrepresented, since a large proportion of those with more difficult or chronic problems would have the chance to turn up later during the study period in another unit and be interviewed there.
Results
Catchment of the systems
Table 2 shows that the north and the south parts of the system seem to catch rather similar populations in terms of sex and age. Clients from the south lived more often with children or partners (not in the model area, however) but there were not more women among them. In the north, more clients live with a partner with alcohol or drug problems. The southern part have recruited relatively less clients with foreign background, which is contrary to the expectations considering the population base. Further, there are more clients and patients in the north model area that have a job and live with a partner or wife/husband and their housing situation seem also to be somewhat better than in the south model area.. More persons in the north have an unfinished education and in general the educational level seem a bit better among the clients/patients from the south. 
Table 2. Catchment: Demographic characteristics of the clients at the point of baseline interview, percents or means (m) and standard deviations (std.dev.), by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:
Model
	Sig.

	
	n
	714
	885
	
	206
	261
	

	Women a
	449
	28
	28
	ns
	18
	16
	ns

	Age a
	
	
	
	
	
	
	

	18-34
	27
	26
	28
	ns
	30
	33
	ns

	35-49
	40
	40
	41
	ns
	44
	45
	

	50+


	33
	34
	31
	
	26
	23
	

	Mean age [std.dev] b

	
	43[13]
	43[13]
	ns
	40[12]
	40[12]
	ns

	Born in Sweden a

	1275
	77
	82
	**
	64
	75
	**

	Married/live together with partner (compared to alone) a

	370
	24
	23
	ns
	27
	13
	*** 

	Have children under 18 a
	500
	28
	35
	** 
	41
	43
	ns

	Living situation, 3 yrs a
	
	
	
	
	
	
	

	Partner and/or child
	641
	35
	44
	** 
	35
	39
	ns

	Family
	93
	6
	6
	
	8
	6
	

	Friends/alone
	627
	41
	38
	
	31
	29
	

	Institution/no stable arrangements


	236
	17
	13
	
	26
	26
	

	Live with alcohol or drug abuser a

	197
	14
	11
	* 
	17
	14
	ns

	Main housing last 30 days a
	
	
	
	
	
	
	

	Own place to live
	878
	53
	57
	ns
	42
	36
	(*)

	Subletting, Stay at parents’ or relatives’ house, housing collective.
	303
	19
	19
	
	22
	22
	

	Arranged by authorities 
	195
	13
	11
	
	18
	19
	

	Homeless


	200
	13
	12
	
	15
	22
	

	Education a
	
	
	
	
	
	
	

	(Not finished) elementary
	97
	8
	5
	* 
	13
	8
	(*)

	Elemantary+subjects gymnasium
	492
	30
	31
	
	27
	34
	

	Gymnasium
	717
	44
	46
	
	53
	48
	

	University (incl. without degree)


	292
	18
	18
	
	7
	10
	

	Occupation work, last 30 days a
	
	
	
	
	
	
	

	Work/other
	385
	24
	24
	ns
	28
	18
	*

	Sick-leave/retired
	581
	36
	37
	
	22
	28
	

	Unemployed
	495
	31
	31
	
	39
	36
	

	Other alternative


	23
	2
	1
	
	3
	1
	


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10

a Chi-square test, 2-sided was used for test of difference in categorical variables. 

b T-test, independent sample test, 2 sided was used for test of difference in means for continuous variables.

For the purpose of this study we choose to look at three dimensions indicating how well the systems reached people with high thresholds or not so manifest problems (Table 3 and 4): 
a. amount of earlier treatment (days in treatment), 
b. amount of self-choice and formal or informal pressure before coming to treatment, 

c. problematic drinking-drug use, measured as how many of the clients patient that reported 12+ drinks and drug use days and as number of criteria of alcohol and drug dependence. 

Table 3. Catchment: treatment history and self-choice and pressure in treatment entry, percents or means (m) and standard deviations (std.dev.), by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:

Model
	Sig.

	
	n
	714
	885
	
	206
	261
	

	Treatment, year prior T1 a
	
	
	
	
	
	
	

	0 days
	318
	19
	21
	ns
	18
	11
	ns

	1-4 days
	198
	11
	14
	
	5
	9
	

	5-14 days
	189
	12
	12
	
	11
	10
	

	15-29 days
	89
	6
	5
	
	6
	6
	

	30-59 days
	159
	10
	10
	
	15
	10
	

	60-90 days
	79
	5
	5
	
	5
	7
	

	90+ days


	552
	37
	33
	
	40
	48
	

	Been in tx last year a

	1267
	82
	79
	ns
	83
	89
	* 

	Own idea come to tx a
	1275
	83
	80
	ns
	81
	75
	ns

	Informal pressure 1+ a
	1160
	73
	74
	ns
	71
	85
	*** 

	Formal pressure 1+ a
	1140
	45
	44
	ns
	53
	71
	*** 

	Informal pressure score 0-4, mean [std.dev] b

	
	1.7 [1.3]
	1.7 [1.3]
	ns
	1.6[1.3]
	2.0[1.6]
	***

	Formal pressure score, 0-8, mean [std.dev] b
	
	0.7 [1.0]
	0.8 [1.1]
	ns
	1.0[1.2]
	1.3[1.2]
	**

	
	
	
	
	
	
	
	


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10

a Chi-square test, 2-sided was used for test of difference in categorical variables. 

b T-test, independent sample test, 2 sided was used for test of difference in means for continuous variables.

As can be seen from Table 3 a large proportion of the clients both from the south and the north had been in treatment the year before the interview at a new treatment setting. In the south model area, a somewhat larger proportion had been in treatment the preceding year. 

A large proportion in both north and south declared that it was their own idea to come to treatment. In the model areas, a significantly larger proportion of the clients in the south reported both informal and formal pressure to seek treatment. 

Table 4. Catchment: Alcohol and drug use and problems at the point of baseline interview, percents or means (m) and standard deviations (std.dev.), by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:

Model
	Sig.

	
	n
	714
	885
	
	206
	261
	

	Alcohol – how often 12+
	
	
	
	
	
	
	

	Not at all
	485
	30
	31
	*** 
	37
	46
	***

	At least once a year
	212
	17
	10
	
	24
	7
	

	At least once a month
	162
	11
	10
	
	9
	8
	

	At least weekly
	430
	24
	30
	
	16
	14
	

	Daily


	299
	19
	19
	
	14
	25
	

	Alcohol dependent a


	931
	57
	60
	ns
	40
	47
	ns

	Number of alcohol dependence criteria, 0-6, mean [std.dev] b

	
	3.0 [2,4]
	3.1 [2,4]
	ns
	2.2[2.2]
	2.4[2.6]
	ns

	Number of drug using days, 30 days
	
	
	
	
	
	
	

	0 days
	1055
	67
	66
	ns
	62
	56
	* 

	1-7 days
	148
	8
	10
	
	9
	12
	

	8-21 days
	127
	8
	8
	
	4
	12
	

	22-30 days
	72
	5
	4
	
	5
	6
	

	31+ (more than one drug)
	193
	13
	12
	
	20
	15
	

	
	
	
	
	
	
	
	

	Drug dependent a

	561
	35
	36
	ns
	42
	48
	ns

	Number of drug dependence criteria, 0-6, mean [std.dev] b

	
	1.9[2,5]
	2.0[2,5]
	ns
	2.4[2.6]
	2.6[2.7]
	ns


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10

a Chi-square test, 2-sided was used for test of difference in categorical variables. 

b T-test, independent sample test, 2 sided was used for test of difference in means for continuous variables.


 Dependence is measured by ICD-10 (see WHO, 1993) and the cut-off point is set at 3+ out of six criteria (desire/compulsion to take substance, impaired control, withdrawal, tolerance, preoccupation with the substance, and/or persistent use despite harmful consequences).
While the whole northern area seemed to catch more clients with less frequent very heavy use, in the model area the south had more patients with no experience of 12+ drinks but also more with daily consumption of this extent (Table 4) A similar two sided picture came out of the drug experiences of the clients in the northern model area. The most probable explanation for this are some differences in the treatment offered which affects also recruitment: the Sundbyberg outpatient clinic was specially designed for alcoholics. There were no significant differences in measures of either alcohol or drug dependence between the four populations. 
Consumption of treatment between baseline and follow-up interview

Table 5 shows no significant differences in treatment consumption between baseline and follow-up interviews in either North vs. South or in the comparisons between the model areas.

This is true also if you specifically compare treatment consumption of clients with 3 or more alcohol or drug dependency criteria or with two or more alcohol or drug related life area problems.
Table 5. Consumption of treatment between baseline and follow-up, percents or means (m) and standard deviations (std.dev.), by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:

Model
	Sig.

	
	n
	714
	885
	
	206
	261
	

	No of outpatient days, m [std.dev]
	
	85[95]
	75[92]
	(*) 
	100[97]
	92[92]
	ns

	Outpatient days
	
	
	
	
	
	
	

	0
	83
	8
	8
	ns
	6
	6
	ns 

	1-14
	189
	15
	20
	
	7
	7
	

	15-59
	350
	32
	34
	
	31
	37
	

	60-89
	123
	13
	10
	
	16
	13
	

	90+


	324
	32
	29
	
	40
	37
	

	No of inpatient days, m [std.dev.] b

	
	60[104]
	66[112]
	ns
	86[117]
	104[122]
	ns

	Intpatient days a
	
	
	
	
	
	
	

	0
	503
	47
	48
	(*)ns 
	39
	36
	ns

	1-14
	153
	14
	15
	
	12
	9
	

	15-59
	110
	11
	10
	
	10
	11
	

	60-89
	32
	5
	2
	
	3
	3
	

	90+


	261
	24
	25
	
	36
	42
	

	AMONG ALC DEP 3+ AT T1 b
	
	
	
	
	
	
	

	Outpatient, mean
	635
	83[93]
	80[96]
	ns
	93[90]
	104[97]
	ns

	Inpatient, mean


	627
	49[92]
	45[92]
	ns
	85[122]
	75[116]
	ns

	AMONG DRUG DEP 3+ AT T1 b
	
	
	
	
	
	
	

	Outpatient, m[std.dev]
	358
	85[98]
	87[91]
	ns
	99[100]
	90[88]
	ns

	Inpatient, m[std.dev]

	352
	92[114]
	112[132]
	ns
	99[115]
	154[130]
	*

	AMONG ALC LIFE AREA 2+ T1 b
	
	
	
	
	
	
	

	Outpatient, m[std.dev]
	668
	84[93]
	79[97]
	ns
	84[84]
	102[99]
	ns

	Inpatient, m[std.dev]

	659
	52[93]
	45[92]
	ns
	86[113]
	64[110]
	ns

	AMONG DRUG LIFE AREA 2+ T1 b
	
	
	
	
	
	
	

	Outpatient, m[std.dev]
	368
	89[98]
	88[95]
	ns
	114[98]
	93[88]
	ns

	Inpatient, m[std.dev]

	362
	97[113]
	109[129]
	ns
	115[110]
	145[129]
	ns

	AMONG ALL CLIENTS AGAIN
	
	
	
	
	
	
	

	Been in health inpatient treatment, between T1 and T2 a 
	
	23
	22
	ns
	27
	35
	ns


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10

a Chi-square test, 2-sided was used for test of difference in categorical variables. 

b T-test, independent sample test, 2 sided was used for test of difference in means for continuous variables.

Client's perception of treatment

Table 6. Client perception of treatment between baseline and follow-up as continuous/coherent and available, percents or means (m) and standard deviations (std.dev.), by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:

Model
	Sig.

	
	n
	714
	885
	
	206
	261
	

	How easy to get into baseline tx, at T1 a
	
	
	
	
	
	
	

	Very easy
	699
	73
	61
	***
	78
	58
	**

	Somewhat easy
	182
	15
	19
	
	12
	14
	

	Somewhat difficult
	121
	9
	13
	
	8
	20
	

	Very difficult

	55
	3
	7
	
	3
	8
	

	Coherent/continuous treatment between T1-T2, rating 1-5 (most coherent) a
	
	
	
	
	
	
	

	1
	159
	17
	17
	***
	13
	19
	***

	2
	121
	10
	15
	
	6
	23
	

	3
	188
	16
	24
	
	15
	24
	

	4
	200
	24
	20
	
	22
	15
	

	5


	263
	33
	25
	
	44
	19
	

	M[std.dev] b
	
	3.5
	3.2
	**
	3.8
	2.9
	***

	
	
	
	
	
	
	
	

	Among alc dep 3+ at T1 b

	552
	3.5
	3.3
	ns
	4.1
	3.1
	***

	Among drug dep 3+ at T1 b

	321
	3.2
	2.9
	(*)
	3.4
	2.2
	***

	Among alc life area 2+ at T1 b

	678
	3.4
	3.3
	ns
	3.9
	3.2
	**

	Among drug life area 2+ at T1 b

	332
	3.2
	2.8
	*
	3.8
	2.3
	***

	Have person/unit in addiction tx can go to for alc/drug problems a
	
	87
	81
	
	89
	85
	ns

	
	
	
	
	
	
	
	

	Satisfaction with baseline treatment, 1-5, m[std.dev] b oc.sat15
	
	3.5
	3.4
	ns
	3.6
	3.3
	(*)

	
	
	
	
	
	
	
	


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10

a Chi-square test, 2-sided was used for test of difference in categorical variables. 

b T-test, independent sample test, 2 sided was used for test of difference in means for continuous variables.

Clients in the north clearly describe treatment as more available and coherent than in the south. There were, however, no significant differences in whether they reported that they had one person or unit to which they could turn to with their problems (both areas having very high figures). In both areas they were rather satisfied with the treatment they received at the baseline interview. 
Outcomes
There were few differences between the north and the south in the reported number of days with physical or psychological problems, in how much they bothered the patients/clients or how much they expressed need for help (questions asked according to the ASI instrument) (Table 7). A larger proportion in the model area in the south reported that they were less bothered by physical problems at the follow-up. More patients/clients in the south and the south model area had an increased number of days with psychological problems at follow-up, but in the model are a larger number in the south model area also reported a decrease in the number of days with these problems. 

Table 7. Outcome: changes in medical and psychiatric status, alcohol and drug life area problems and alcohol and drug dependency, between baseline and follow-up, percents, by north and south and model areas (weighted).
	
	
	North:

Decentr.
	South:

Central.
	Sig.
	North:

Model
	South:

Model
	Sig.

	
	n
	489
	604
	
	139
	152
	

	ASI MEDICAL STATUS:
	
	
	
	
	
	
	

	No of days with problems, 30 a
	
	
	
	
	
	
	

	Negative change
	257
	24
	24
	ns
	29
	23
	ns

	No change
	554
	48
	54
	
	55
	57
	

	Positive change
	270
	28
	23
	
	16
	20
	

	Bothered a
	
	
	
	
	
	
	

	Negative change
	268
	26
	23
	ns
	29
	22
	**

	No change
	535
	48
	51
	
	57
	50
	

	Positive change
	281
	26
	26
	
	14
	29
	

	Important help a
	
	
	
	
	
	
	

	Negative change
	210
	19
	19
	ns
	22
	20
	ns

	No change
	604
	56
	55
	
	62
	57
	

	Positive change
	269
	24
	25
	
	17
	23
	

	
	
	
	
	
	
	
	

	ASI PSYCHIATRIC STATUS:
	
	
	
	
	
	
	

	No of days with problems, 30 a
	
	
	
	
	
	
	

	Negative change
	214
	16
	23
	**
	20
	27
	*

	No change
	378
	40
	32
	
	42
	26
	

	Positive change
	478
	44
	45
	
	38
	48
	

	Bothered a
	
	
	
	
	
	
	

	Negative change
	191
	15
	20
	(*)
	17
	21
	ns

	No change
	433
	41
	39
	
	47
	38
	

	Positive change
	459
	44
	41
	
	36
	40
	

	Important help a
	
	
	
	
	
	
	

	Negative change
	172
	13
	18
	(*)
	15
	19
	ns

	No change
	510
	48
	47
	
	51
	47
	

	Positive change
	395
	39
	35
	
	35
	34
	

	
	
	
	
	
	
	
	

	LIFE AREA PROBLEMS 
:
	
	
	
	
	
	
	

	No of alcohol related problems, 0-5 a
	
	
	
	
	
	
	

	Negative change
	157
	14
	15
	ns
	14
	17
	ns

	No change
	433
	42
	39
	
	45
	46
	

	Positive change
	402
	44
	47
	
	41
	38
	

	No of drug related problems, 0-5 a
	
	
	
	
	
	
	

	Negative change
	77
	8
	7
	ns
	9
	12
	ns

	No change
	754
	68
	70
	
	53
	55
	

	Positive change


	249
	22
	24
	
	37
	33
	

	ICD-10 DEPENDENCE
	
	
	
	
	
	
	

	No of alcohol dependency criteria
	
	
	
	
	
	
	

	Negative change
	
	6
	5
	
	9
	8
	

	No change
	
	70
	70
	
	74
	70
	

	Positive change
	
	24
	26
	
	17
	22
	

	No of drug dependency criteria
	
	
	
	
	
	
	

	Negative change
	
	1
	3
	
	8
	7
	

	No change
	
	86
	82
	
	84
	82
	

	Positive change
	
	13
	15
	
	15
	11
	

	
	
	
	
	
	
	
	


*** p ( 0.001; ** p ( 0.01; * p ( 0.05, (*) p ( .10 a Chi-square test, 2-sided was used for test of difference in categorical variables.

A somewhat larger proportion in the south model area reported less numbers of criteria on alcohol dependency at the follow-up, while in the same model area the number of persons with more criteria of drug dependency were larger at follow-up than in the north.
Discussion
This is, as the patient reader has noted, a very preliminary analysis and there are several reasons to be careful in the interpretations of the results. We have put a small question marks for the representatitvity of the total sample and noted that the north and the south were not pure decentralised/integrated and more hospital based systems.  We are aware of the need of further analyses of the data. In the following we will however make some, somewhat daring, interpretations. 

The northern system seems to catch relatively more citizens with foreign background than the south. Their clients, as a group, have maybe somewhat stronger social ties in terms of work, housing and living with spouses/partners. As a group they have, however, less education, which is contrary to the situation in the northern population base. In the north model area, but not in the whole north, more clients have come to treatment without previous treatment experiences and the client group mentions less formal or informal pressure. It is possible that a decentralised and integrated system is more attractive to people who may have cultural obstacles for seeking help or do not experience external pressure to seek treatment.  

There was no difference in the dependency criteria or alcohol and drug related problems between the clients/patients in the north and the south. More clients and patients in the south have more frequent daily use of 12+ drinks, but a larger group has also never such high consumption. On the whole, it is difficult to say that the northern system catches more people in an earlier phase of their problematic use. We do not, however, have a clear picture of how well the different systems caught the most heavily drinking or drug abusing clients with additional social problems. 

There was no difference in treatment consumption, whether inpatient or out-patient, between the north and the south between baseline interview and follow-up, even when controlled for dependency and alcohol and drug related life problems. The expectation to reach savings with the reform, through earlier or less intensive out- patient and particularly through less inpatient treatment has probably not been fulfilled, at least not during the study period. From a client or patient point of view this may also not be a desirable goal. More important for the client is that they can get in-patient or outpatient treatment when they need it. 
The patients/clients in the north clearly perceived the treatment between baseline and follow-up as more available and more coherent. The perception is echoed in the staff’s views (see above). It is not impossible that this, in the longer run, may have positive effects both on catchment and on outcome. 
In the short-term perspective of this study, however, there were very few signs that either one of the systems led to greater improvement in the health or alcohol and drug related problems of the clients/patients. Patients/clients in the north model were more bothered at follow-up by their physical health, while a larger group in the south had more days of the last 30 with emotional or psychological problems. 
It is possible that the somewhat more positive picture of the northern decentralised system that this study shows is influenced not only by decentralisation and integration, but also by the fact that the south had experienced more organisational changes during the period preceding the research. This can however not be studied with a replication of this research. In 2002 the north and south were united into one system with the same guiding principles. 
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Personal interviews
Ågren, Gunnar, county council politician, interview September 13, 2001.
Borg, Stefan, head of Addiction Centre North, interview March 9, 2001.

Heilig, Marcus, head of Addiction Centre South, March  26 mars 2001.

� Respondents described their own attribution regarding whether or not each of a group of factors made them seek help. “People come to treatment for different reasons. For each statement, please tell me how much you agree that it is the reason you came here: 1) agree; 2) somewhat agree; 3) somewhat disagree; 4) disagree.” In the analysis, the Formal pressure was measured as a score based on the following items were coded as dichotomous items (agree vs. disagree). 


In the other set of questions, respondents were asked to report what individuals or agencies who according to the respondent suggested that they seek treatment from a list of 12 categories. “Now I want you to tell me, yes or no, if any of the following persons suggested you to seek treatment for alcohol or drug problems before this current treatment began.” 


Formal pressure was measured as a score based on the following dichotomised items (agree vs disagree): The police or some other authority brought me here,; I was told to come if I did not want to loose my social allowance; I was told to come if I wanted to avoid jail or other consequences; I was told to come if I wanted to keep my job; I wanted to avoid compulsory treatment; I was warned I would loose custody of my child if I did not come to treatment; and as agreeing that: A probation officer/Court/Lawyer suggested treatment; My employer suggested treatment,


Informal pressure was measured as a score based on the following question: Someone I care about said I had to come if we were going to stay connected (dichotomised); My partner suggested treatment (agreeing); Someone else in the family suggested treatment (agreeing); A friend suggested treatment (agreeing).








� Life area problems affected by alcohol or drug use in the last 12 months was measured by five items. Respondents answered if their alcohol/drug use had had a harmful effect on friendships or social life; physical health; home life or marriage/relation to partner; studies or possibilities at work or in the respondent’s occupation; and finally finances. 
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