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Introduction

It is now well established that a relatively
small proportion of people in the community
who experience substance use problems seek
treatment for these problems. The supporting
data are drawn from general population sur-
veys that variously define need for treatment
and also inquire about formal and informal
help seeking within a defined timeframe (e.g.,
Urbanoski et al. 2007; Cunningham & Breslin
2004). Results of these studies confirm that
many more people with substance use prob-
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ABSTRACT

B. Rush: Tiered frameworks for planning
substance use service delivery systems:

Origins and key principles

It is well known that only a relatively
small proportion of people in the
community who experience substance
use problems seek assistance from
the specialized sector of services that
have been commissioned to provide
treatment and support for these
problems. Going back to seminal
reports from the early 1990s there has
been a call for a systems approach to
“broaden the base of treatment” in order
to achieve wider coverage and yield
positive outcomes at a population level.
In some jurisdictions conceptual models
referred to as “tiered models” have been
advanced to support planning, system
design and performance monitoring.
This paper traces the evolution of

such tiered models for substance use
services and describes a recent model
advanced in Ontario Canada for design
of an integrated system of mental
health, substance use and problem
gambling services and supports. The
paper concludes by highlighting key
features and principles of the tiered
approach that are critical for its actual
operationalization. Some challenges
operationalizing such a comprehensive
system design framework are also
noted.
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lems are engaged with non-specialist serv-
ices such as primary care physicians, emer-
gency departments and hospital inpatient
services than specialized detoxification,
residential or non-residential treatment
programs. Such data have supported the
call for a more comprehensive view of the
substance use treatment “system”, arguing
that a discernable impact of the treatment
system at a population level is unlikely
to be achieved only through provision of
specialized services to people with the
most severe and complex needs (e.g., Ba-
bor et al. 2008). Systems design must also
recognize that many people resolve their
substance use problems without the aid
of formal helping services (Sobell et al.
1996), although “natural recovery” does
not necessarily exclude support from in-
formal sources of support that can also be
conceptualized as part of treatment into
system design (Edwards 2000). A broader
population health approach is needed,
one that engages multiple sectors such as
health, social welfare, criminal justice and
education in a comprehensive system of
services and supports. This means build-
ing substance use treatment capacity in the
settings where people with substance use
problems are most likely to be engaged. It
also means inclusion of health promotion
and prevention policies and services in
the same systems framework.

Babor and colleagues (2008) have of-
fered a schematic view of the wide range
of service delivery settings and contexts
to be considered in broadening the base
of treatment and integrating substance
use services and supports into a coherent,
comprehensive treatment system.

Paralleling this more comprehensive
perspective of what comprises the treat-
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ment system, is a broader understanding
of the nature of substance use problems. It
is now commonly recognized that the con-
struct of “substance use problems” is mul-
ti-dimensional comprised of substance
use (frequency, quantity and variability),
substance abuse (essentially negative con-
sequences of use), and substance depend-
ence (Hasin et al. 2006; Rehm 2008).
However, evidence from studies involving
people from the general population and
treatment/health care settings also shows
that heavy substance use, abuse and/or de-
pendence frequently co-occur with men-
tal health problems, physical illness and
a range of social needs. Thus, the overall
problem profile is complex and exists in
varying degrees of severity. This heteroge-
neity is not well-captured in current noso-
logical systems. One innovative approach
to the conceptualization of problem sever-
ity suggests that it consists of three inter-
related dimensions: acuity, chronicity and
complexity (Reist & Brown 2008). Acu-
ity refers to short duration and/or urgent
risks or adverse consequences (e.g., acci-
dents or criminal charges) that are associ-
ated with the index problem (e.g., heavy
substance use or dependence). Chronicity
refers to the development or worsening of
long duration or enduring conditions (e.g.,
major depression, chronic pain, Hepatitis
C). Complexity refers to the degree of co-
occurrence of the acute or chronic index
problems and/or the existence of health
and social factors such as homelessness,
unemployment, family dysfunction that
complicate the process of addressing the
index problem(s). Complexity is a concept
that is being applied more frequently to
individual assessment and treatment plan-

ning in the field of psychosomatic medi-
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Figure 1. Service delivery contexts for a comprehensive substance use treatment system

adapted from Babor et al. (2008)

cine! (Huyse et al. 2006); the planning and
implementation of various strategies for
integrating mental health and substance
use services with broader health care serv-
ices and systems (e.g., Kathol et al. 2009);
and risk-adjustment for outcome moni-
toring and costing purposes (Hermann et
al. 2007). Substance use problem severity
represents the cumulative gestalt of acu-
ity, chronicity, and complexity, akin to the
concept of “level of burden” (Aldworth et
al. 2010) or “multi-morbidity” (Angst et al.
2002).

Figure 2 illustrates the distribution of
substance use problem severity within the
general population, a distribution some-
times referred to as the “population health
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pyramid”. The highest levels of severity
are associated with the fewest number of
people whose need is for the most spe-
Those
with lower levels of problem severity are

cialized and/or intensive care.
more numerous and their needs can be
met by less intensive or less specialized
care more widely available in a variety of
health and social service contexts, as well
as more informal community and/or fam-
ily networks. This conceptual framework
is similar in many respects to that used in
the past for planning alcohol use interven-
tions and service delivery systems but is
now expanded to consider other licit and
illicit drug use as well as a wide array of
co-occurring conditions. Simply put, the
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broad “treatment system” must be planned
in such a way as to respond effectively and
efficiently to this full spectrum of acute,
chronic and often complex needs.

The continuum-of-care model

Conceptual frameworks vary considerably
in form and purpose, ranging from the the-
oretical to the operational, but generally
attempting to connect various aspects of a
field of inquiry and offer a preferred ap-
proach to an idea or goal(s). For substance
use treatment systems, there is no general-
ly accepted conceptual framework. Indeed
the precise form such a framework might

take depends on the prevailing views of

Severity

substance use problems and their treat-
ment; extant knowledge of culture-bound,
evidence-based practice; the purpose to
which the model will be put; and, perhaps
most importantly, the social, political and
cultural context for model development,
implementation and evaluation.

The concept of the “continuum-of-care”
underlies one such conceptual framework
that has been brought to bear for sev-
eral years in the substance use field, and
which continues to hold currency in many
parts of the world. Briefly, one can view
the continuum-of-care as being organized
along categories of specialized service de-

livery that correspond to an ideal service

Figure 2. Distribution of substance use problem severity in the general population
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mix and an ideal flow of clients into and
through various treatment settings and
functions, for example, intake, screening,
withdrawal management/detoxification,
stabilization, assessment and treatment
planning, treatment intervention of vary-
ing intensity, continuing care. Recently
the concept of continuing care has been
expanded to include “Recovery Monitor-
ing Check-ups” (Dennis et al. 2003; Rush
et al. 2008). The systems framework based
on a continuum-of-care approach also
rests upon a model of problem severity
equally based on a continuum. The range
of treatment settings must offer interven-
tions of varying intensity and structure
(e.g., social versus medical withdrawal
management, community outpatient treat-
ment, day/evening treatment, short/long
term residential) and treatment that is ac-
cessed by clients on the basis of problem
severity and other matching criteria such
as severity of dependence, stability of the
person’s life situation and safety of his/her
environment.

Past system design efforts that hinge on
the continuum-of-care model include the
“Core-Shell Model”, whereby centralized
functions of intake, assessment and case
management (the core) match and link
clients to the array of treatment services
required for the overall client population
— the shell (Glaser 1974; Marshman 1978).
This model underpins recent efforts in the
Netherlands to recruit, assess, match, treat
and assess outcomes for a large municipal
treatment system (Merkx et al. 2007). An-
other more recent system design framework
that is also based on continuum-of-care
principles is the “stepped care” approach
such that clients are assigned, on the basis
of assessment, to the least intensive and

Tiered frameworks for planning substance
use service delivery systems

intrusive level of care and then “step-up”
if outcomes are not positive and, when ap-
propriate, “step-down” for the maintenance
of gains and ongoing support (Breslin et al.
1998; Sobell & Sobell 2000).

From a historical perspective the con-
tinuum-of-care model was a significant ad-
vance over a “one-size-fits-all-approach”
to delivery of substance abuse treatment
services. The approach influenced, for
example, the structure of needs assess-
ment and needs based planning models
(e.g., Rush 1990) and treatment services
policy concerning funding and access to
treatment (e.g., through managed care in
the US). As useful as it has been, how-
ever, the continuum-of-care approach ap-
pears to have now been subsumed under
the broader systems approach described
earlier since it covers only the specialized
sector of substance use services and offers
little guidance on linkage of these services
and supports to health, social, justice, or

education services, for example.

H Beyond the continuum-of-care

to tiered frameworks

As noted earlier, one of the first concep-
tual frameworks for substance use systems
that moved well beyond the continuum-
of-care approach was advanced in 1990
in a seminal report from the Institute of
Medicine (IOM) (1990) in the U.S., and
which drew heavily on Canadian research
and expertise. Figure 3 from the IOM re-
port illustrates many elements of this
broader systems perspective. A more re-
cent approach is referred to as the “tiered
framework” or “tiered model”; a systems
modeling approach that has found its way
recently into planning documents for both
mental health and substance use services
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Figure 3. Schematic diagram of “expanded” alcohol treatment system from the Institute of

Medicine (1990)

from several countries, including the UK
(National Treatment Agency for Substance
Misuse 2006) and several other European
countries (Baldacchino & Corkery 2006),
Australia (National Mental Health Strat-
egy 2004); Canada (National Treatment
Strategy Working Group, 2008). The next
section traces the evolution of such tiered
models for substance use services and de-
scribes a recent model advanced in On-
tario Canada for design of an integrated
system of mental health, substance use
and problem gambling services and sup-
ports. Key features and principles of the
tiered approach that are critical for its op-
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erationalization are also noted as well as
challenges in implementation.

Origins: The essential idea of aligning
tiers of health service delivery with the lev-
el of severity of the health problem was first
articulated in the mental health domain in
the now familiar, tri-level framework pro-
posed for mental health over 45 years ago
based on primary, secondary and tertiary
prevention (Caplan & Caplan 2000). Fur-
ther, it is clear that early roots can also be
traced to the Chronic Care Model (CCM) for
the treatment and management of chronic
illnesses such as diabetes, or long-term
conditions generally (Wagner 1998; Bod-
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Figure 4. Continuity-of-Care Model for prevention and treatment of chronic conditions

enheimer et al. 2002), as well as integrat-
ed service delivery models that sought to
operationalize the CCM. In particular, the
Continuity-of-Care Model (McGonigle et
al. 1992) and so-called Kaiser Triangle
(Wallace 2005) defined “levels of chronic
care” that were based on level of risk and
problem severity, a fundamental aspect of
tiered approaches for substance use treat-
ment, and mental health services generally.
Figures 4 and 5 show schematic diagrams
of the Continuity-of-Care Model and the
Kaiser Triangle respectively, both sharing
the idea of tiers matched to the distribu-
tion of severity. The inverted triangle in the

adapted Kaiser model also draws attention
to the inverse distribution of health care
costs as well as the role of self-management
and self-management supports throughout
the various tiers.

Tiered models from the UK

The National Treatment Agency for Sub-
stance Misuse in the UK has led the way
internationally in the development and
application of tiered frameworks in the
substance use field. The essential idea was
to define a set of tiers aligned with problem
severity (as in the Kaiser or Continuity-of-
Care Models); locate various elements of
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a comprehensive treatment system in the
various tiers; and then work with local
jurisdictions to, over time, address sys-
tem gaps through funding and/or more
integrated policies and care planning. The
first attempt in 2002 defined four tiers on
the basis of a combination of setting, in-
terventions and the agency responsible
for providing the interventions (National
Treatment Agency 2002) (see Figure 6).
This “mixed bag” of criteria for allocat-
ing elements of the treatment system to
a particular tier subsequently resulted in
considerable confusion and variability in
application as well as an overly rigid inter-
pretation of the tiers. Of particular concern
was the perspective that emerged that cer-
624
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tain types of service providers were “slot-
ted into” one particular tier even though
they provided services that may span
more than one tier. A revised model was
released in 2006 which defined the four
tiers on the basis of “interventions” to be
offered within them, and provided greater
clarity around what these interventions
were; the settings in which they may be
located; and the competencies required for
them to be successfully offered to clients
and their families (see the brief definitions
of the tiers in figure 7). In both the original
and revised UK model the definitions of
tiers 1 through 4 embed the notion of the
population distribution of severity, as in
the Kaiser Triangle.
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Tier 1: Non-substance misuse specific services requiring interface with drugand alcohol
treatment

Tier 1 services work with a wide range of clients including drug and alcohol misusers, but their
sole purpose is not drug or alcohol treatment.

The role of tier 1 services includes the provision of their own services plus, as a minimum, scre-
ening and referral to local drug and alcohol treatment services in tiers 2 and 3. Services may also
include assessment, other services to reduce drug-related harm, and liaison or joint working with
tiers 2 and 3 specialist drug and alcohol treatment services.

Tier 2: Open access drug and alcohol treatment services

Tier 2 services provide accessible drug and alcohol specialist services and are defined by having
a low threshold to access services, and limited requirements for participation. Tier 2 services
include needle exchange, drug (and alcohol) advice and information services, and ad hoc support
not delivered in the context of a care plan. Tier 2 can also include low-threshold prescribing pro-
grammes aimed at engaging opioid misusers with limited motivation, while offering an opportunity
to undertake motivational work and reduce drug-related harm.

Tier 3: Structured community-based drug treatment services

Tier 3 services are provided solely in structured programmes of care that include psychotherapeu-
tic interventions such as structured counselling, community detoxification, or day care. Communi-
ty-based aftercare programmes for drug and alcohol misusers leaving residential rehabilitation or
prison are also included in tier 3 services.The drug and alcohol misuser attending tier 3 services
will normally have agreed to a structured programme of care which places certain requirements
on attendance and behaviour.

Tier 4 services: Residential services for drug and alcohol misusers

Tier 4a: Residential drug and alcohol misuse specific services

Tier 4 services are aimed at individuals with a high level of presenting need and include: inpatient
drug and alcohol detoxification or stabilisation services; drug and alcohol residential rehabilitation
units; and residential drug crisis intervention centres.

Tier 4b: Highly specialist non-substance misuse specific services

Tier 4b services are highly specialised and will have close links with services in other tiers, but they
are, like tier 1, non-substance misuse specific. Examples include specialist liver units that treat the
complications of alcohol-related and infectious liver diseases and forensic services for mentally

ill offenders. Some highly specialist tier 4b services also provide specialist liaison services to tiers
1-4a services. (e.g. HIV liaison clinics)

Figure 6. Abridged definitions of the four tiers in the National Treatment Agency for
Substance Misuse 2002 models of care for treatment of adult drug misusers

NORDIC STUDIES ON ALCOHOL AND DRUGS VOL. 27.2010 - 6 625
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Tier 1 interventions include provision of drug-related information and advice, screening and refer-

ral to specialised drug treatment.

Tier 2 interventions include provision of drug-related information and advice, triage assessment,

referral to structured drug treatment, brief psychosocial interventions, harm reduction interventions

(including needle exchange) and aftercare.

Tier 3 interventions include provision of community-based specialised drug assessment and co-

ordinated care-planned treatment and drug specialist liaison.

Tier 4 interventions include provision of residential specialized drug treatment, which is planned

and care coordinated to ensure continuity of care and aftercare.

Figure 7. Abridged definitions of the four tiers in the National Treatment Agency for
Substance Misuse 2006 update of models of care for treatment of adult drug misusers

In addition to these tiers and their vari-
ous elements, the UK framework articu-
lated several critical features in support
of the client’s “treatment journey” recog-
nizing that treatment is more of a process
or trajectory than an event. These critical
features included treatment engagement,
treatment delivery (including mainte-
(which

underpins both service delivery and treat-

nance), community integration
ment maintenance or completion), and
treatment completion. Several concrete
options were recommended to operation-
alize these features, such as “keyworkers”
who are dedicated practitioners respon-
sible for ensuring the client’s care plan
is delivered and reviewed; and custom-
ized “integrated care pathways” that are
dynamic and flexible to changing client
needs. Such examples are reminiscent of
the details embedded in the Chronic Care
Model and the Kaiser Triangle, and rein-
force the critical importance of linkage
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across the tiers, as well as the system-level
supports that are needed to sustain these
linkage mechanisms (e.g., funding, policy,
e-health capability).

Tiered models from Canada
In 2008, a report on a national treatment
strategy for substance use services and
supports was released in Canada (National
Treatment Strategy Working Group 2008).
A key element was a five-tiered framework
in support of a broader systems strategy,
drawing substantively upon the UK ap-
proach. Figure 8 shows the dimensions
used to distinguish the tiers from each
other and Figure 9 provides abridged defi-
nitions of the five tiers. More details are
available in the report on the national
treatment strategy (National Treatment
Strategy Working Group 2008).

Major similarities between the Canadian
and UK frameworks were the strong focus
on linkage within and across the tiers, and
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the “any door-is-the-right-door” perspec-
tive such that the client is, in principle,
the client of the overall system and not of
any one particular service provider. That
said, significant challenges arose with
definitional issues (i.e., what elements of
the treatment system fit into what tiers?
How much flexibility in interpretation of
the tiers was tolerable for regional imple-
mentation?). These challenges were remi-
niscent of the UK “tier trap” whereby dif-
ferent types of service models were seen
as belonging to a tier even though it could
also provide functions across other tiers.
Challenges also arose in specifying, in op-
erational terms, various linkages across
tiers and especially when they involved
the client having to cross major sectors
such as mental health, substance use and
primary care/emergency services, and be-
tween adult and children’s services.

The Canadian framework went beyond
the previous work in the UK in two sig-
nificant ways. Firstly, it included an ad-
ditional tier that encompasses prevention
and health promotion. Secondly, a clearer
role was specified for natural, informal
systems of support such as family and
friends, other supports for “natural recov-
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ery” such as available through the Inter-
net, and community structures such as
neighborhood associations. Research has
shown such informal sources of help to be
an important part of the help-seeking and
care experience of people with substance
use problems (Room et al. 1996).

In 2008 a process at the provincial level
began in Ontario, Canada to develop a 10-
year strategy for mental health, substance
use and problem gambling services (Min-
istry of Health and Long-Term Care). The
requirement was for one integrated system
design and a series of core documents were
prepared in support of the planning proc-
ess, including commissioned best practice
reviews for substance use and gambling
services (Rush & Martin 2009), and men-
tal health services (McFarlane et al. 2009),
and one synthesis paper on integrated sys-
tem design (Health System Research and
Consulting Unit 2009). In the system de-
sign paper, the tiered model from the na-
tional treatment strategy for substance use
services was adapted to incorporate both
mental health and problem gambling. This
built upon work underway at the same
time in Alberta, Canada that also aimed

at one integrated, tiered model for mental
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Tier 1:

Services and supports in Tier 1 are broad efforts that draw on natural systems and networks

of support for individuals, families and communities. This may include prevention and health
promotion initiatives targeted to the general population and/or at-risk populations; resources and
supports to help people manage and recover from less severe substance use problems on their
own; aftercare or continuing care for people who have previously accessed services and supports
in higher tiers; and other supports that are open to all in which people with problems of varying
severity may choose to participate (e.g., Alcoholics Anonymous [AA])

Tier 2

Services and supports in Tier 2 provide the important functions of early identification and interven-
tion for people with substance use problems that have not previously been detected or treated.
These may include screening, brief intervention and referral.

Tier 3

Services and supports in Tier 3 are intended to engage people experiencing substance use pro-
blems who are at risk of secondary harms (e.g., HIV victimization). They include active outreach,
risk management, and basic assessment and referral services. Tier 3 services may include general
outpatient counselling, home-based withdrawal management, supervised injection sites and
methadone and buprenorphine maintenance treatment.

Tier 4

Tier 4 comprises services and supports that are more intensive than those in Tier 3 and in many
cases offer specialized services for people with substance use problems. This may include
comprehensive assessment to build a solid foundation for structured treatment planning; case
management; outpatient counselling; intensive day programming for early recovery (e.g., “day-
tox”); structured residential services; services that link people with concurrent mental health and
substance use problems to the full range of needed assessment, treatment and support services
and active outreach services such as Assertive Community Treatment (ACT) teams, as well as
other intensive outreach services in hospitals (including emergency services), shelters and cor-
rectional facilities.

Tier 5

Services and supports in Tier 5 are intended to address only the needs of people with highly
acute, highly chronic and highly complex substance use and other problems, for whom lower-tier
services and supports are inadequate. This may include services that link people with highly com-
plex concurrent substance use and mental health problems to the full range of needed assess-
ment treatment and support services; intensive treatment services in correctional facilities; and
residential or hospital-based services (e.g., residential programs for the treatment of concurrent
disorders, hospital-based medical withdrawal management services).

Figure 9. Abridged definitions of the five tiers in the tiered model in the Canadian National
Treatment Strategy.
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health and substance use services (Fraser
2009). The integrated tiered framework
from Ontario is shown in Figure 10. Peo-
ple with other addiction-related problems,
such as video gaming or Internet usage, can
currently receive treatment in some of the
provincial substance use services. Howev-
er, services are not formally mandated and
thus are not included in the new systems
design framework. There is, however, no
reason why the framework could not in-
corporate these and other process-type ad-
dictions in the future.

In the Ontario framework the five tiers
are called ‘functions’. A function refers
to a higher-order grouping of like serv-
ices or interventions aimed at achieving

Tiered frameworks for planning substance
use service delivery systems

similar outcomes. A ‘function’ may be a
component along the continuum of care
(e.g., outpatient or residential treatment);
a multidisciplinary team providing spe-
cialized care (e.g., Assertive Community
Treatment); a class of interventions (e.g.,
screening, self-management, pharma-
cotherapy); a type of risk management/
reduction (e.g., emergency medical care,
psychosocial crisis intervention, needle
exchange); a population-based initiative
(e.g., health promotion); or any of a variety
of types of general counseling and support
(e.g., continuing care, case management,
support groups). A function is distinct

from a program or service (e.g., primary

care) within which a range of functions
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Figure 10. Ontario integrated tiered framework for mental health, substance use and problem

gambling services and system supports.
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from more than one tier may be provided.

Functions are grouped within tiers
that reflect an increasing degree of spe-
cialization with respect to the nature of
the function provided and the expected
competency of the service provider to ad-
dress mental health, substance use, and/
or gambling problems. This increased de-
gree of specialization corresponds to in-
creased problem severity (as described in
figure 2) such that the higher the tier, the
higher severity but the fewer the number
of people in need of the service. As in the
Kaiser Model, higher unit and volume
costs are incurred in the upper tiers. This
also implies a lower requirement to have
the functions in the top tiers located geo-
graphically in every jurisdiction. Accessi-
bility across jurisdictions to these highly
specialized functions is, however, criti-
cally important.

The functions associated with each of
the tiers in the Ontario model are summa-
rized in figure 11.

As in the UK model, and the model ad-
vanced in the Canadian national treatment
strategy, the fact that people can enter
this comprehensive service and support
system at multiple points is of critical im-
portance to the tiered framework (i.e., the
concept of “any door is the right door”).
Thus, people may access the system by
way of any of the five tiers and, upon en-
try, should be linked to other functions
within or across tiers according to their
needs. The system is also to be operation-
alized in such a way as to facilitate tran-
sitions across the tiered functions as dic-
tated by the individual’s needs. Thus, no
part of the system “owns” the person; they
are a client of the entire system. The set of
core service system principles described in
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the right hand side-bar of Figure 10 refer
to these and other fundamental principles
and values that are applicable to all of the
functions across the five tiers.

One key principle is that various pro-
grams or settings can provide multiple
functions across multiple tiers. Coordina-
tion and continuity across functions are
critical to ensuring the system works for
the person and his or her family. Especial-
ly important in this regard are: (a) the de-
velopment of linkages to facilitate service
integration (e.g., case management) and (b)
the application of the concept of ‘gradu-
ated integration’ whereby the degree of
required structural or functional integra-
tion between (say) substance use, mental
health and primary care services depends
on the overall client complexity.

Distinct from service integration issues
are aspects of system integration that re-
fer to the regional and/or provincial struc-
tures and processes that provide the infra-
structure for the organization and delivery
of integrated clinical and psychosocial
services for people with mental health,
substance use and/or gambling problems.
These are represented by the ‘System Sup-
ports’ section of figure 10.

In summary, the tiered conceptual frame-
work developed in Ontario is intended as
a planning tool to guide the development
and implementation of an integrated sys-
tem of service functions for mental health,
substance use and gambling problems. It
incorporates a distinction between service
integration and system integration and de-
scribes a broader vision of a comprehen-
sive, integrated system. It is based on a
population health approach that includes
increased emphasis on health promotion,
early intervention and self-management
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Tier 1: Population-based health promotion and prevention functions targeted at the

general population

e This tier is comprised of functions that are designed to enhance natural systems and net-
works of support for individuals, families and communities. This includes education and policy
functions aimed at the general public with the objective of promoting healthy lifestyles and
preventing the development of mental health, substance use or gambling problems/diagnoses.

Tier 2: Early intervention & self-management functions targeted to people at risk

e This tier is comprised of functions targeted to people with emerging or unidentified problems/
diagnoses. The functions include screening/identification, information & referral, brief inter-
ventions, brief psychotherapy, psychopharmacy, self-management, motivational and peer
support functions.

Tier 3: Treatment planning, risk/crisis management and support functions targeted to

individuals with identified problems.

e This tier is comprised of functions targeted to people with identified problems/diagnoses
who are not engaged in or have completed specialized treatment. These functions may serve
as a doorway to higher tier, specialized care functions and lower tier, self-management and
mutual aid functions (e.g., comprehensive assessment/diagnosis, outreach/engagement; case
management).). They also include general support functions (e.g., continuing care, supportive
counseling, support groups, walk-in services) as well as functions designed to reduce the risks
and consequences associated with the identified problems/diagnoses (e.g., emergency/acute
care medical services, psychosocial crisis intervention, and needle exchange).

Tier 4: Specialized-care functions targeted to people assessed/diagnosed as in need of

more intensive or specialized care.

* This tier is comprised of, but not limited to, most of the functions generally considered to be
part of the specialized mental health, substance use and problem gambling treatment systems.
The functions include ambulatory and structured residential interventions, including pharma-
cotherapy, psychotherapy, and may involve multidisciplinary teams (e.g., ACT). These are
specialized treatment functions intended to be delivered by individuals with special training
to people who have been assessed/diagnosed as requiring this level of specialization. The
function is unrelated to setting (e.g., a primary care physician providing pharmacotherapy is
providing a Tier 4 function).

Tier 5: Highly specialized-care functions targeted to individuals with complex problems.

* These are functions designed for particularly complex or severe mental health, substance use
or gambling problems/diagnoses or combinations of these problems/diagnoses (e.g., inpatient/
residential concurrent disorder programs; inpatient forensic programs, inpatient medical WMS;
long-term inpatient psychiatric care).

Figure 11. Abridged definitions of the five tiers in the Ontario tiered model for mental health,
substance use and problem gambling services and system supports.
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functions. It is also based on an evidence-
informed approach to service and system
integration and incorporates core princi-
ples and functions that reflect ‘best prac-
tice’ advice on the manner in which men-
tal health, substance use and gambling
problems are addressed from a population
health perspective.

Conclusion

The evolution of tiered frameworks for
substance use treatment systems reflects
the convergence of several inter-related
trends in the field over the past decades.
Most notably, this includes the importance
of a population health perspective; engag-
ing people in need of treatment outside the
traditional specialized sectors; acknowl-
edging processes of recovery without for-
mal treatment intervention; and increasing
attention to complex, co-occurring condi-
tions that require collaboration and link-
age across multiple sectors of the health,
social, criminal justice and other sectors. It
is beyond the scope of this paper to delve
into the specific applications of the tiered
framework in various jurisdictions to as-
sess strengths and limitations in contrast
to other high-level conceptual frameworks.
For evaluative purposes a case study ap-
proach is needed to assess its added value
in concrete planning situations. Com-
pared with what is traditionally expressed
through the continuum-of-care model and
specialized services, anecdotal feedback
in Canadian applications suggests that the
tiered model effectively communicates a
broader vision for substance use services
and supports. Inclusion of prevention and
health promotion into a treatment system
model has also been viewed positively
and reflects trends in chronic disease pre-
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vention and population health (Barr et
al. 2003). The framework has also been
positively viewed as a tool that supports
both the emerging paradigm shift toward
a chronic care model for the treatment
of severe alcohol and drug dependence
(McLellan et al. 2000) and a more thought-
ful, graduated approach to the integration
of mental health, substance use and other
services and systems based on problem se-
verity (Rush & Nadeau, in press).

These positive aspects, notwithstand-
ing, these tiered frameworks are admitted-
ly an “ideal vision” that needs to be tested
against the vagarities of community imple-
mentation. Challenges in implementation
are surely to be expected in linking clients
across service delivery sectors. A substan-
tive literature already exists on barriers to
effective service coordination and integra-
tion (Rush & Nadeau, in press). Address-
ing the barriers to improved integration
of services and systems will also call for
development and evaluation of concrete
linkage strategies, for example, system
navigators that are specifically funded to
provide the linkage function across serv-
ices and/or sectors, or electronic health
records that facilitate sharing the results of
client assessment, treatment and support
plans, and progress toward defined health
and social outcomes. Managing the chal-
lenges of implementation will also be fa-
cilitated by applying well-defined change
management models such as total quality
management (Ferlie & Shortell 2000) or
similar frameworks for quality improve-
ment; implementation science (Fixsen et
al. 2005) or systems theory such as em-
bodied in the growing literature on com-
plex adaptive systems (Foster-Fishman et
al. 2007; Midgely 2007). Other literature




of high relevance includes that concern-
ing diffusion of innovation theory (Rogers
2003); partnerships (Dowling et al. 2004)
and models of collaborative care (Kates et
al. 2008); vertical versus horizontal inte-
gration (Shortell et al. 1995; Hernandez
2000); continuum models of collaboration
(Himmelmann 2001) and continuity-of-
care (Joyce et al. 2004; Durbin et al. 2004).

Fundamentally, the Ontario framework,
is a tool for Knowledge Exchange (KE) in
support of policy, funding, research and
performance measurement and other sys-
tem-level supports for this broader vision
of the substance use treatment system. In
support of KE, it can assist researchers
and policy makers in “locating” and fur-
ther developing various bodies of research
that are relevant to the design of cost-ef-
fective treatment systems (e.g., research on
Internet-based services and supports and
investigations of the role and effectiveness
of various self-management strategies as
well as informal supports such as friends,
and family and co-workers). It can also as-
sist in identifying gaps in knowledge that
require investment in performance meas-
urement, for example, e-health systems

| NOTES

1) Also referred to as Consultation-Liaison
Psychiatry
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