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Highlights

This report presents findings on the organizational characteristics of the substance abuse
treatment system nationwide from Phase | of the Alcohol and Drug Services Study (ADSS). The
key components of the national treatment system presented in this report are the treatment
facilities (Chapter 1), the clients in treatment (Chapter 2), and the services and staffing resources
of the facilities (Chapter 3). ADSS Phase |, a mail/telephone survey of a nationally representative
sample of 2,395 treatment facilities, was conducted to study facility-level characteristics of
substance abuse treatment in the United States. Facility-level data reported here include facility
size, facility staffing patterns, facility certification, services offered, and revenue sources, all by
treatment type. Later phases of ADSS are the Phase Il client record abstract study, which studied
the characteristics of the treatment population, including drugs of abuse, prior treatment, and
length of stay, and the Phase 111 client follow-up survey to assess post-treatment status. The
ADSS Cost Study is an in-depth report providing estimates of cost by type of care.

Highlights from this Phase | treatment system report follow:
Facilities (Chapter 1)

L An estimated 12,387 substance abuse treatment facilities were providing treatment on
October 1, 1996 (Tables 1.1 and 1.2).

° An estimated 85 percent of facilitiesin the facility universe are single-modality (i.e.,
providing only one type of care: hospital inpatient, non-hospital residential, outpatient
methadone, or outpatient non-methadone). Fifteen (15) percent of facilities provided a
combination of types of care (Table 1.1).

o There was amedian of 6 full-time-equivalent (FTE) direct care staff per treatment
facility, ranging from a median of 5 FTEsin outpatient non-methadone facilitiesto 15
FTEsin facilities with more than one type of care (Table 1.1).

° The predominant type of care, outpatient non-methadone treatment, was provided at
about 76 percent of facilities, either aone or in combination with another type of care
(Table 1.2).

L The median number of clients in substance abuse treatment facilities was an estimated 40

clients per facility on October 1, 1996. Outpatient methadone facilities were the largest,
with amedian of 177 methadone clients in treatment; however, outpatient methadone
treatment was provided at only about 6 percent of the facilities. Hospital inpatient
facilities had the fewest clients, with a median of about 6 clientsin treatment (Table 1.2).

° Most substance abuse treatment facilities (86 percent) reported some public funding
among their sources of revenue (Table 1.3), with a mean of 62 percent of funding coming
from public sources (Table 1.1).



Seventy (70) percent of treatment facilities reported an affiliation with another
organization, either as a parent facility of that other organization (21 percent) or some
other legal connection (49 percent) (Table 1.3).

Clients (Chapter 2)

An estimated 1,091,328 clients were in substance abuse treatment on October 1, 1996
(Tables1.2 and 2.1).

Most clients were in outpatient, non-methadone care, an estimated 76 percent or 824,507
clients; an additional 14 percent (151,882 clients) were in outpatient methadone
treatment. About 9 percent of clients were in non-hospital residential care, and only about
1 percent were in hospital inpatient treatment (Tables 1.2 and 2.1).

The majority of clients (60 percent) were treated in facilities owned by private non-profit
organizations. About 19 percent received care in private for-profit facilities and 21
percent in publicly owned facilities (Table 2.1).

More than two thirds of clients received treatment in facilities that received half or more
of their revenue from public sources (Table 2.1).

Half of al clients received carein facilitiesin large metropolitan areas (Table 2.1).

Across al types of facilities, clients in substance abuse treatment programs were
predominantly male (67 percent) and predominantly white non-Hispanic (61 percent),
with alcohol asthe principal substance of abuse (47 percent) (Table 2.2).

For almost one half of all clients (47 percent), the primary expected source of payment
was public funds, either Medicaid, Medicare, or other public payment. About onein five
had private health insurance that was expected to pay for treatment, and almost one fourth
were described as self-pay (Table 2.3).

Services and Staffing (Chapter 3)

With the exception of detoxification and acupuncture, all treatment services were offered
at 67 percent or more facilities. More than 90 percent of facilities offered treatment
services, such asindividua therapy, comprehensive assessment and diagnosis, and group
therapy (Table 3.1).

Individual therapy was the most frequently offered treatment service and was offered at
95 percent or more of facilities (Table 3.2a). It was offered least often in hospital
inpatient facilities.

Aftercare treatment services and relapse prevention were offered at fewer facilities than
any of the counseling services (Table 3.2a).



Support services were offered at less than 50 percent of facilities, with the exception of
HIV/AIDS education/counseling/support, which was offered at 77 percent of facilities
(Table 3.2).

Support services such as transportation, employment counseling/training, and academic
education/GED classes were not routinely offered in the substance abuse treatment
system, but among the various types of care, they were offered more often in non-hospital
residential facilities (Table 3.2b).

Facilities with no public revenue tended to offer fewer support services, such as
HIV/AIDS counseling, TB screening, and employment counseling (Table 3.2b).

Facilities with high levels of support services were more likely to be non-hospital
residential or combination facilities. Facilities with low levels were more likely to be
outpatient non-methadone (Table 3.3).

Facilities with low client-to-staff ratios offered more treatment and support services
(Table 3.3).

In terms of direct care staff, the substance abuse treatment system was staffed primarily
with full-time M.A.- and B.A..-level counselors. Non-degreed counselors also played a
large role. Higher level and more costly staff, such as physicians or doctoral level
counselors, tended to be on staff as part-time or contract staff (Table 3.4).

Low client-to-staff ratio was associated with facilities that offered high numbers of
treatment and support services, facilities with inpatient types of care, and facilities with
some public revenue (Table 3.6).

The percentage of direct care staff certified in substance abuse tended to be low. In
genera, the percentage of certified staff was less than 50 percent of the treatment staff.
The percentage of certified staff tended to be lower in methadone and hospital inpatient
types of care, publicly owned facilities, and those facilities using public funding for 90
percent or more of their revenue (Table 3.7).

The mean ratio of clientsto certified staff was highest in facilities offering methadone
type of care, larger facilities, public facilities, and facilities offering alow number of
treatment services (Table 3.7).






| ntroduction

The Alcohol and Drug Services Study (ADSS) was designed to produce statistically
unbiased national estimates that are representative of substance abuse treatment facilities and
clientsin treatment. Data reported here are based on reports of facility directors drawn from
Phase I: The Facility Survey of the ADSS study conducted from December 1996 to June 1997.
This study was conducted by mail/telephone interviews with facility directors at 2,395 facilities
that represent 12,387 substance abuse treatment facilities nationwide. Substance abuse treatment
facilities are those providing acohol and/or drug treatment or recovery services using specified
personnel, designated space or resources, and a specified budget. Types of treatment facilities
excluded from the sample frame in this study are halfway houses without paid counselors, solo
practitioners, correctional facilities, Department of Defense (DoD) facilities, Indian Health
Service facilities, and facilities that are intake and referral only. This report presents national
estimates of the number of facilities, number and characteristics of clients in substance abuse
treatment facilities, as well as the staffing and services found in those facilities.

M ethodology Overview

Phase | of ADSS consisted of amail questionnaire collected by telephone interview with
facility directors at a national, stratified random sample of alcohol and drug treatment facilities.
The sample frame was the Substance Abuse and Mental Health Services Administration
(SAMHSA) 1995 national inventory of substance abuse treatment facilities known to SAMHSA,
supplemented with facilities identified from other sources, such as hospital listings, provider
associations, and business directories. Facilities in the frame were stratified by treatment type:
hospital inpatient, non-hospital residential, outpatient predominantly alcohol, outpatient
predominantly methadone, all other outpatient facilities, and facilities with combined treatment
types.

Phase | was conducted from December 1996 to June 1997, with data collected for a point
prevalence date of October 1, 1996, and for the most recent 12-month reporting period of the
facility. The Phase | response rate was 91.4 percent with 2,395 facilities responding. Because the
Phase | sampling design incorporated a stratified random probability sample, weights were
developed to produce national estimates of facilities. The sampling weights adjusted for facility
non-response and for differentia response rates within strata. Further information about the data
collection methodology for the study is presented in Appendix A and in the ADSS Methodol ogy
Report. A description of analytic variable construction appearsin Appendix B, and standard error
tables are provided in Appendix C. Later phases of ADSS are the Phase I facility and client
record subsample and the Phase |11 client follow-up study.

Chapter 1. Organizational Characteristics of Substance Abuse Treatment Facilities

This chapter examines the organization of the national substance abuse treatment system
based on responses from substance abuse treatment facility directorsin Phase | of the ADSS. It
describes key organizational elements of substance abuse treatment facilities and provides
national estimates of the size of the system as measured by the numbers of facilities and clients



and the characteristics of the system regarding ownership, urbanicity, facility licensing, and
facility affiliation with other organizations.

Chapter 2. Client Populationsin Substance Abuse Treatment Facilities

This chapter presents national estimates of the number and characteristics of clientsin
substance abuse treatment facilities in 1996 based on reports of facility directors. It examines the
demographic and other characteristics of clients receiving treatment in varied types of care and
treatment settings and in facilities owned publicly or by private for-profit and private non-profit
organizations. The number of special population clients, such as women and adolescents, and the
number of facilities providing special programs for those clients aso are examined.

An estimated 1 million clients were receiving treatment in substance abuse treatment
facilities across the Nation on October 1, 1996. Some 4.3 million admissions to treatment and 3.7
million discharges were made within the year. Three fourths of clients received treatment in
outpatient non-methadone care, and almost 60 percent were treated in facilities owned by private
non-profit organizations.

Y oung adults, males, and non-Hispanic whites predominated in treatment. Alcohol was
the principal drug of abuse among treatment clients, although cocaine, heroin, and marijuana also
were important. More than half of the clients received care for alcohol and drug abuse problems
combined. Variations in the client populations of treatment facilities occurred by type of care,
treatment setting, and ownership of facility. These data demonstrate that facilities served a
variety of types of clients. Many clients in treatment were special populations, such as women
and adolescents, who required specialized services. But these clients were not treated in all
programs, nor did all programs provide specia programs for them.

Chapter 3. Treatment Services and Staffing

This chapter documents the types of services offered to clients and the characteristics of
staff providing treatment services to clientsin the national substance abuse treatment system. It
examines the relationship between facility characteristics and service patterns and staffing.
Comprehensive assessment/diagnosis, individual therapy, and group therapy made up the
cornerstone of the network of services. Services and staffing varied by facility characteristic,
such as type of care, ownership, facility size, percent dependence on public revenue, urbanicity,
level of affiliation, and facility setting. Generally, treatment services directly related to substance
abuse were offered at more facilities than were support services, such as transportation,
employment, and academic services. In addition, services offered after the client leaves
treatment, such as aftercare and outcome follow-up, were offered at fewer facilities than services
offered during treatment, such as counseling and comprehensive assessment and diagnosis.

Staffing in the substance abuse treatment system consisted primarily of master's and
bachelor's level counselors, with non-degreed counselors playing alarge role. Higher level
professional staff, as measured by educational training, were less often on staff. High level and
more costly staff tended to be hired as contract or part-time staff. The ratio of clientsto direct
care staff varied with facility characteristics.



Chapter 1. Organizational Characteristics of Substance
Abuse Treatment Facilities

Helen J. Levine, Sharon Reif, Grant A. Ritter, Margaret T. Lee, Mary Ellen Marsden, and
Constance M. Horgan

1.1 Introduction

This chapter examines the organization of the national substance abuse treatment system
based on responses from substance abuse treatment facility directorsin Phase | of the Alcohol
and Drug Services Study (ADSS). It describes key organizational elements of substance abuse
treatment facilities and provides nationa estimates of the size of the system as measured by the
numbers of facilities and clients and the characteristics of the system regarding ownership,
urbanicity, facility licensing, and facility affiliation with other organizations. ADSS Phase |,
which was a telephone survey of a nationally representative sample of 2,395 substance abuse
treatment facilities, collected data for October 1, 1996 and the facility's most recent 12-month
reporting period. This study builds upon the work of the 1990 Drug Services Research Survey
(DSRYS) (Batten et al., 1993) with a more complete sampling frame, alarger facility sample, and
improved measures of financing and organization.*

1.2 Background

According to the Uniform Facility Data Set (UFDS), a periodic census survey sponsored
by the Substance Abuse and Mental Health Services Administration (SAMHSA), the number of
clientsin the substance abuse treatment system more than doubled from 488,903 in 1980
(SAMHSA, 1997) to 940,141 in 1996 (SAMHSA, 1999). UFDS reported 6,866 treatment
facilitiesin 1987 and 10,641 facilitiesin 1996 (SAMHSA, 1999). Prior research, reviewed
below, has examined the distribution of types of care in the substance abuse treatment system,
facility size, facility ownership, facility location relative to urban areas of the country, licensing
and accreditation of facilities, and facility affiliations. ADSS contributes to this research with its
extensive sample and detailed facility data.

Type of Care. Most clients recelve outpatient substance abuse treatment (SAMHSA,
1999). In 1990, the DSRS showed that 87 percent of clients received care in outpatient facilities,
10 percent in residential care, and 3 percent in hospital inpatient facilities (Batten et al., 1993). In
1996, UFDS reported a similar distribution: 88 percent of clientsin outpatient care, 10 percent in
residential care, and 2 percent in hospital inpatient care. ADSS examines the distribution of types
of carein the national substance abuse treatment system based on its enhanced sampling frame.

Facility Sze. Most clients receive treatment in facilities with fewer than 100 clients
(SAMHSA, 1999). From 1990 through 1996, facilities with fewer than 30 clients had about 40

! Dsrs surveyed drug and alcohol/drug facilities and excluded alcohol-only facilities. ADSS Phase |
includes a cohol-only, drug-only, and combined alcohol/drug facilities.
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percent of clientsin treatment, and facilities with 30 to 99 clients had about a third of clients
(SAMHSA, 1999). Although larger facilities can take advantage of economies of scale, smaller
ones may have more flexibility to address the needs of individual clients. For example, a
Michigan survey (Mavis & Stoffelmayr, 1994) showed that larger outpatient programs were
positively correlated with staff size, budget, the number of medical full-time equivalent (FTE)
staff and staff role, and they were inversely related to the influence of Alcoholics Anonymous
(AA) on the program. Larger programs also were related to improvement in patients problems
and patient satisfaction. Similarly, larger programsin residential facilities (Timko, 1995) were
associated with clearly documented policies, more health and treatment services, and greater
daily living assistance. However, larger residential programs offered less privacy to clients and
fewer choicesin daily activities. In ADSS, detailed analyses of the impact of facility
organizational characteristics on treatment differences are presented.

Ownership. The majority of substance abuse treatment facilitiesin the United States are
private non-profit entities; however, a significant minority of facilities are either publicly owned
or are under for-profit auspices. From 1990 through 1996, between 61 and 64 percent of facilities
had private non-profit ownership, 17 to 19 percent had public ownership, and 17 to 22 percent
had private for-profit ownership (SAMHSA, 1999). The Drug Abuse Treatment System Survey
(DATSS), apanel study of 600 outpatient drug treatment facilities conducted in 1988, 1990, and
1995, showed the influence of ownership on treatment (Friedmann, Alexander, & D'Aunno,1999;
Priceet a., 1991; Price & D'Aunno, 1992). DATSS data suggest that publicly owned or private
non-profit facilities provided greater access to care for poorer clients (Wheeler, Fadel, &
D'Aunno, 1992). Burke and Rafferty (1994) found that ownership influenced organizationa
outlook on profit maximization, access to care, and patient outcomes. Furthermore, facilities
owned by private for-profit entities served aless impaired group of clients than facilities with
private non-profit ownership. McCaughrin & Howard (1996) found shorter waiting times for
treatment in facilities with a publicly funded client base. Data from the 1995 DATSS suggest that
public units continued to offer greater access to treatment services than private for-profit units
(Friedmann et al., 1999). ADSS contributes to the discussion of relationships between facility
ownership and substance abuse treatment, based on alarge sample of nationally representative
public, private non-profit, and private for-profit facilities.

Urbanicity. The U.S. Bureau of the Census (1998) reported that about 80 percent of the
U.S. population lived in metropolitan statistical areas (MSAS) in 1996. Similar to the distribution
of the U.S. population, most substance abuse treatment is delivered in urban settings, and
especially in densely populated States (Institute of Medicine [IOM], 1997). Behavioral health
care facilities are more prevalent in urban or metropolitan areas, and they delivered more services
there than in rural or non-metropolitan areas (Goldsmith et a., 1994). Goldsmith et al. (1994)
also found that just over half of rural, non-metropolitan counties had behavioral health care
facilities, and inpatient facilities wererare in rural counties. Similarly, substance abuse treatment
facilitieswere rarely located in rural areas. D'Aunno, Folz, and Lin (1999) showed that almost no
methadone facilities were located in rural areas. The size of the ADSS sample allows further
investigation of the geographic spread of substance abuse treatment services and characteristics
associated with treatment in less urban areas.



Licensing and Accreditation. Licensing is used by Federal, State, and local governments
to regulate the delivery of substance abuse treatment and to set standards for care (IOM, 1997;
McCarty, 1995). The Federa Government regulates methadone treatment, and State agencies
such as departments of drug and alcohol abuse, mental health, and public health typically oversee
State interests in regulating substance abuse treatment (I0M, 1995). State licensureis critical for
facilities to obtain third-party reimbursement (IOM, 1997). Accrediting agencies representing
medical establishments aso regul ate substance abuse treatment. The Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO) accredits hospitals and has guidelines for
substance abuse facilities and community mental health programs (IOM, 1997). In 1995, 24
percent of outpatient facilities were JCAHO accredited, linking substance abuse services and
medical and mental health care (Friedmann et a., 1999). ADSS data provide a detailed
examination of the relationship of licensing and accreditation to the organizational characteristics
of substance abuse treatment facilities.

Affiliation. Historically, the treatment system was composed of small, freestanding
facilities that operated independently of one another, but recent analyses point to greater
integration among substance abuse treatment facilities and with other organizations (IOM, 1997).
In 1990, 62 percent of facilities reported legal connections to other organizations (DSRS
unpublished analyses, 1994). Integration can reduce costs and increase market flexibility
(Bazzoli, Shortell, Dubbs, Chan, & Kralovec, 1999). Changes in organizational integration may
lead to greater accessto services for some clients, but gatekeeping mechanisms, used by some
managed care organizations, may provide a barrier to any care for poorer clients (Friedmann et
al., 1999). Questionsin ADSS about facility affiliation with other organizations will extend this
anaysis.

In summary, the substance abuse treatment systemislarge, diverse, and complex.
Freestanding community-based substance abuse treatment programs are facing stiff competition
from larger behavioral health care entities and other for-profit organizations that emphasize fiscal
accountability and professional accreditation (I0OM, 1998). The era of managed care has
increased the complexities of the relationship between ownership and funding streams and their
potential impact on the delivery of servicesto clients (IOM, 1997). Because of its size and
nationally representative character, ADSS provides an opportunity to examine these issuesin
greater depth and offers national estimates of the organizational attributes of the substance abuse
treatment system.

The remainder of this chapter is organized into two sections. The first section discusses
national estimates of substance abuse treatment facilities and clients for October 1, 1996, the
point-prevalence date for Phase | of ADSS, and gives a snapshot of clients, staffing, and public
funding for the major types of care within the system (Tables 1.1 and 1.2). The second section
describes in detail organizational variation within the system by type of care, ownership,
urbanicity, and certification and accrediting mechanisms (Tables 1.3 through 1.6), aswell as
patterns of facility affiliation with other organizations (Tables 1.7 and 1.8).



1.3 National Estimates

1.3.1 Treatment Facilities

Based on the ADSS Phase | sample data, an estimated 12,387 facilities? (Tables 1.A and
1.1) were providing substance abuse treatment to 1,091,328 clients (Table 1.2) on October 1,
1996. About 85 percent of the facilities provided only one type of care (i.e., either hospital
inpatient, non-hospital residential, outpatient methadone, or outpatient non-methadone care), and
an additional 15 percent provided more than one type of care, labeled "combination” facilities
(Tables1.1and 1.A).

The predominant modality of treatment nationwide is outpatient non-methadone
treatment. When the combination facilities are included in the counts of facilities providing each
type of care, and thereby counted in more than one category (Table 1.2), an estimated 76 percent,
or 9,384 of the total 12,387 facilities, were providing outpatient non-methadone care, either alone
or in combination with another type of care. Six (6) percent of facilities (688 facilities) were
providing outpatient methadone treatment, bringing the total proportion of facilities offering any
type of outpatient care to 81 percent, or 10,073 facilities. An estimated 26 percent of facilities
provided non-hospital residential care, and about 10 percent offered hospital inpatient care, either
alone or with other types of care.

1.3.2 Clientsin Treatment

The largely outpatient substance abuse treatment system is also evident for clientsin
treatment (Table 1.2), with an estimated 76 percent of clients in outpatient non-methadone
treatment (824,507 clients) and an additional 14 percent of clients (151,882 clients) in outpatient
methadone care, for atotal of 90 percent of clients in some type of outpatient treatment. Only
about 10 percent of clients were in hospital inpatient (1 percent) or non-hospital residential (9
percent) care.

2 The number of facilities estimated from the ADSS sample (12,387 facilities) is somewhat higher than the
number of facilities reported in SAMHSA's Uniform Facility Data Set (UFDS) survey for 1996 (10,641 facilities) for
two reasons: (1) the ADSS Phase | sample survey adjusts for facility nonresponse, while UFDS reports for the
facilities responding to the census survey without adjustment for non-response; and (2), the ADSS facility universe
includes facilities identified through a search of provider and business listings for treatment facilities not on the main
facility listings, while the 1996 UFDS reporting did not include the additional set of facilities. A small part of this
increased ADSS coverage is offset by the exclusion of some facility types from ADSS that are not excluded from
UFDS (i.e., intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona
facilities, and Department of Defense, Indian Health Service, and Bureau of Prisons facilities). Overall, there are
relatively small differences of only 2 or 3 percentage points in facility characteristics estimated from ADSS for the
two facility universes—the full, expanded ADSS universe versus only the core universe covered in the 1996 UFDS
report. For example, there was an estimated 23 percent of facilities with private for-profit ownership for the larger
ADSS universe compared with about 20 percent for the core universe. There were no large differences for the
distributions of facility type of care, revenue source, urbanicity, or affiliation with other facilities (see Appendix A).
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Table1l.A Number and Percentage Distribution of Singleand Multiple M odality
Substance Abuse Treatment Facilities: National Estimates, ADSS Phase |
Facility Survey, October 1, 1996

Number of
Facilities Per cent
Total, All Facilities 12,387 100.0
Single-M odality Facilities 10,501 84.8
Hospital inpatient only 378 31
Non-hospital residential only 2,135 17.2
Outpatient methadone only 464 3.8
Outpatient non-methadone only 7,524 60.7
Combination Facilities 1,886 15.2
Non-hospital residential/outpatient non-methadone 823 6.6
Hospital inpatient/outpatient non-methadone 663 54
Hospital inpatient/non-hospital residential/outpatient non-methadone 153 12
Hospital inpatient/non-hospital residential 23 0.2
Outpatient methadone and:
Outpatient non-methadone 167 13
Non-hospital residential / outpatient non-methadone 25 0.2
Hospital inpatient/outpatient non-methadone 22 0.2
Hospital inpatient/non-hospital residential/outpatient non-
methadone 7 0.1
Non-hospital residential 3 <0.0

1.3.3 Average Staff Size

Table 1.1 shows substance abuse treatment facilities by two descriptive facility-level
measures: the average number of full-time equivalent (FTE) direct-care staff per facility on
October 1, 1996, and the average facility proportion of revenue received from public sources.
The staffing data and sources of revenue were collected for the facility as awhole, and, therefore,
are provided at the facility level for combination facilities, rather than within their individual
treatment types.

The number of facility staff can be an indicator of facility resource intensity (Mavis &
Stoffelmayr, 1994). Both the mean and median numbers of FTE direct-care staff per facility are
presented in Table 1.1. Overall, substance abuse facilities had an average of 11.4 FTE direct-care
staff providing substance abuse treatment. Hospital inpatient facilities served the fewest clients
but had on average the most substance abuse staff (27.1 FTES), more than double the overall
average. In contrast, outpatient non-methadone facilities had a mean of 7.2 FTES.

The mean is presented to show average value. However, the median value, the point

above and below which half the facilities fall, provides another measure of central tendency and
may provide a clearer picture of staffing patterns. Across all types of care, there was an estimated
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median of six direct-care staff members per facility. Broken down by facility type of care,
combination facilities and hospital inpatient-only facilities had the highest median staff size per
facility, 15 and 14 staff members per facility, respectively, followed by outpatient methadone-
only care, 10 staff members per facility. Non-hospital residential care and outpatient non-
methadone had a median of fewer than six staff members per facility.

Median comparisons suggest that the majority of hospital inpatient facilities had many
fewer FTEs (14 FTEs) than the mean indicates, but staffing differences remained. Median FTES
(5 FTEs) for outpatient non-methadone facilities were a third of those for hospital inpatient
facilities (14 FTEs). Combination facilities, like hospital inpatient facilities, were staff intensive
with amean of 25.9 FTEs and amedian of 15 FTEs.

1.3.4 Public Revenue

Public revenue, including Medicaid, Medicare, other Federa Government funds, and
other public funds, is an important source of funding for substance abuse treatment. (See
Appendix B for amore detailed description of the public revenue category.) The mean proportion
of facility funding from public sourcesis presented in Table 1.1 along with the median
percentage. Overall, public funds are the predominant revenue source for treatment facilities,
with an estimated mean of two thirdsto three quarters of substance abuse treatment facility
revenue coming from public sources. Non-hospital residential facilities recelved the largest
proportion of revenue from public sources, a mean facility proportion of 77 percent, and
outpatient non-methadone facilities received the lowest mean proportion from public sources (58
percent). Overall, the mean proportion of public revenue was 62 percent. Looked at by the
median percentage of public revenue, an estimated 76 percent of total treatment facility revenue
came from public sources (i.e., half the facilities had higher than 76 percent of revenue from
public sources and half had lower percentages), indicating that facilities with relatively high
proportions of public revenue outnumber facilities with lower proportions and that public
revenue may be more critical to facilities than the mean of 62 percent indicates.

1.4 Organizational Characteristics of Facilities

1.4.1 Key Facility Characteristics

Tables 1.3 through 1.7 present national estimates and percentage distributions of
treatment facilities for five key facility organizational characteristics, respectively: facility type of
care, facility ownership, facility urbanicity, facility certification or accreditation, and level of
affiliation with other facilities. Within the tables, these key characteristics are shown by an array
of other selected facility characteristics, including facility size, percent public revenue, number of
treatment services, number of support services, client-to-staff ratio, and facility setting.

1.4.2 Déefinitions

The following list provides a general description of the facility characteristics used in this
section; more detailed descriptions for the creation of the variables are provided in Appendix B.
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Facility type of care - Facilities were sampled and analyzed by the following broad types
of care: hospital inpatient; non-hospital residential; outpatient methadone-only; outpatient
non-methadone-only; and combination facilities.

Ownership - Facilities were identified by their self-reported ownership type, collapsed
into three categories: private for profit; private non-profit; and public (government
ownership).

Facility urbanicity - Facilities were classified by location with respect to metropolitan or
non-metropolitan county and by the size of the urban population in the county, based on a
modification of the rural-urban continuum codes (see Section 1.5 and Appendix B).

Facility certification or accreditation - Facilities were identified by the organizational
certifications they held, including State alcohol and drug agencies, hospital licencing
authorities, drug and alcohol credentialing organizations, and the Joint Commission on
the Accreditation of Healthcare Organizations (JCAHO).

Level of affiliation with other facilities - Facilities were classified by their relationships to
other facilities, either as a parent of other facilities, or as some other type of affiliate (e.g.,
legally part of a hospital or other institution).

Facility size - Facilities were classified according to size based on their point-prevalence
client count on October 1, 1996. Four size categories, each representing approximately
one fourth of the treatment facilities, were created.

Percent public revenue - Facilities were classified by their proportion of substance abuse
treatment revenue that came from public sources (e.g., Federa, State, or county funding,
Medicare, Medicaid).

Number of treatment services - Facilities were classified by the types of selected
treatment services they provide to patients (e.g., individual therapy, group therapy, relapse
prevention). The number of services was grouped into low, medium, and high levels of
services.

Treatment - Facilities also were categorized according to the level of selected treatment
and support services they offered. Facilities reported whether they offered each of 19
servicesto clientsin the previous year. The 19 services were categorized as either
treatment services (11 services) or support services (8 services). The treatment services
include comprehensive assessment/diagnosis, self-help or mutual-help groups,
detoxification, individual therapy, group therapy other than rel apse prevention, relapse
prevention groups, family counseling, combined substance abuse and mental health
treatment, acupuncture, aftercare, and outcome follow-up. Facilities were categorized into
three treatment intensity groups based on the level of treatment services they offered. An
estimated 12 percent of facilities offered alow level of treatment services (5 or fewer
services); 52 percent offered amedium level (6 to 8 services); and 36 percent offered a
high level (9 to 11 services) of treatment services.
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° Number of support services - Facilities were classified by types of selected support
services they provide to patients (e.g., child care, transportation, employment
counseling/training). The number of services was grouped into low, medium, and high
levels.

° Support - The eight services classified for ADSS as support services included child care,
transportation, employment counseling/training, academic education/GED classes,
HIV/AIDS education/counseling/support, TB screening, prenatal care, and smoking
cessation. Facilities were categorized into four support service levels. Eleven (11) percent
of facilities offered no support services; 37 percent of facilities offered alow level of
support services (1 to 2 services); 35 percent offered amedium level (3 to 4 services); and
17 percent offered a high level of support services (5 to 8 services) (Table 1.4).2

° Client-to-staff ratio - Facilities were classified by their ratio of substance abuse clientsto
direct-care substance abuse treatment staff. A client-to-staff ratio variable was created to
examine the distribution of caseloads in the substance abuse treatment system. The point-
prevaence client count was divided by the point-prevalence direct-care FTE staff count.
Onethird of facilities was categorized as having alow client-to-staff ratio (4 clients or
fewer per staff ); one third had a medium client-to-staff ratio (5 to 14 clients per staff);
and one third had a high client-to-staff ratio (more than 14 clients per staff).

° Facility setting - Facilities were classified by the setting of the substance abuse treatment
facility with respect to its location within a hospital organization or being freestanding
apart from hospital organizations, in community health centers, non-hospital residential
units, schools, or in outpatient organizations.

1.4.3 Typeof Care

Facilities were sampled and analyzed by the following broad types of care: hospital
inpatient, non-hospital residential, outpatient methadone-only, outpatient non-methadone only,
and combination facilities. National estimates of the number of facilities by type of care (Tables
1.1 and 1.3) indicate that on October 1, 1996, the treatment system was largely composed of
outpatient non-methadone facilities. Of the estimated 12,387 facilities, 61 percent of facilities
provided outpatient non-methadone-only care, and 17 percent offered non-hospital residential-
only care. Less than 4 percent of facilities provided outpatient methadone-only care, and 3
percent of facilities offered hospital inpatient-only care. An additional 15 percent of facilities
provided more than one type of care in combination facilities. Organizational characteristics of
facilities differed by type of care. A detailed analysis of the facilities by type of care follows.

Hospital inpatient-only facilities were smallest. Seventy-two (72) percent had fewer than
17 clients on October 1, 1996. Nearly 60 percent of these hospital inpatient-only facilities were
owned by private non-profit organizations. More hospital inpatient facilities (22 percent) had

3 Chapter 3 examines treatment and support servicesin greater detail.
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public ownership than any other type of care. Like other types of care, the maority of hospital
inpatient-only facilities were located in large or medium metropolitan areas (40 and 26 percent,
respectively, of hospital inpatient-only facilities). However, they had a higher proportion of
facilities (12 percent) in non-M SA urban areas compared with outpatient methadone-only (1
percent) and outpatient non-methadone-only facilities (7 percent). Hospital inpatient-only
facilities were more likely to be legally part of another organization, as an affiliate (62 percent),
than outpatient non-methadone-only facilities (48 percent) and combination facilities (44
percent). However, more than 20 percent of other types of facilities (except for outpatient
methadone-only) reported as a parent facility compared with only 10 percent of hospital
inpatient-only facilities.

Hospital inpatient-only facilities were categorized as offering the highest level of
treatment services. 56 percent were in the high treatment services group (9 to 11 services),
significantly more than all other types of care. Nearly all hospital inpatient-only facilities (97
percent) had client-to-staff ratios falling in the low (4 or less) category, considerably lower ratios
than in all other types of care. Hospital inpatient-only facilities had a mean of 3.2 types of
accreditation or license. Compared with other types of care, they were less likely to have
licensing by State alcohol and drug agencies (65 percent). They were more likely than
non-hospital residential and outpatient methadone to have licensing by State departments of
mental health (39 percent vs. 15 and 13 percent, respectively), more likely than all othersto have
State hospital licensing authorities (62 percent) and JCAHO accreditation (85 percent).

Non-hospital residential-only facilities also were relatively small—50 percent had fewer
than 17 clientsin treatment on a given day. More than 80 percent had private non-profit
ownership, the highest of any type of care. Eighty-four (84) percent received more than 50
percent of their funding from public revenue sources, aso the highest proportion of any type of
care. Almost half (48 percent) of residential facilities were Situated in large metropolitan areas
with populations over 1 million, significantly less frequently than outpatient methadone-only
facilities (70 percent) but significantly more frequently than outpatient non-methadone facilities
(40 percent). Fewer non-hospital residential-only facilities (53 percent) were affiliated with
another organization than hospital inpatient-only facilities (62 percent). Thirty-five (35) percent
of non-hospital residential facilities offered ahigh level of treatment services (9 to 11 treatment
services), exceeding the level of treatment services for outpatient facilities but below the level for
hospital inpatient-only facilities. Thirty-eight (38) percent reported a high level of support
services (5 to 8 support services), significantly higher than any other type of care, except for
combination facilities. Consistent with this, 60 percent of residential facilities had low
client-to-staff ratios, second only to hospital inpatient-only facilities. Compared with other types
of care, non-hospital residential-only facilities were least likely to have JCAHO accreditation (14
percent). However, they were considerably more likely to have licensing from State departments
of public health (36 percent) than outpatient non-methadone facilities (21 percent), most likely
because of the provision of housing and food services.

Outpatient methadone-only facilities differed from other types of care in many respects.
They were the largest facilities: 82 percent had more than 100 clients in treatment on the survey
point-prevalence date. They had the most private for-profit ownership (39 percent of facilities),
and alarger percentage was located in large metropolitan areas (70 percent of facilities) than
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other types of facilities. They were lesslikely to be a parent facility (12 percent) than all other
types of care, except for hospital inpatient-only facilities (10 percent).

Outpatient methadone-only facilities reported lower levels of treatment services than any
other type of care (23 percent, 5 or fewer treatment services). Consistent with alower level of
treatment services, client-to-staff ratios were higher among outpatient methadone-only facilities
than any other type of care: 87 percent reported high client-to-staff ratios. Nearly three quarters
of outpatient methadone-only facilities reported a medium or high level of support services,
significantly more than outpatient non-methadone facilities (33 percent) but significantly less
than non-hospital residential-only facilities (88 percent) or combination facilities (82 percent).
Outpatient methadone-only facilities were more likely to have licensing from State alcohol and
drug agencies (92 percent) and departments of public health (51 percent) than most other types of
care.

Three quarters of facilities (76 percent) provided outpatient non-methadone care, either
alone (60 percent of al facilities) or in combination with other types of care (an additional 15
percent). Outpatient non-methadone-only facilities had a great deal of organizational
heterogeneity. While 59 percent had private non-profit ownership, 27 percent had private
for-profit ownership, and 14 percent were publicly owned. Level of affiliation also varied among
outpatient non-methadone facilities: 22 percent reported as parent facilities, 48 percent as having
legal ties with other organizations, and 30 percent reported no affiliations. Outpatient non-
methadone-only facilities were more likely than other types of care to be in community mental
health centers (28 percent of outpatient non-methadone-only facilities).

Only about one quarter of outpatient non-methadone-only treatment facilities provided a
high level of treatment services (i.e., 9 to 11 types of treatment service), and only 7 percent
provided a high level of support services (i.e., 5 to 8 support services), alower proportion than
any other type of care. Outpatient non-methadone-only facilities were second only to outpatient
methadone-only facilities in the proportion of facilities with high client-to-staff ratios. State
licensing by alcohol and drug agencies was prevaent in outpatient non-methadone facilities (83
percent of facilities), but relatively few had JCAHO accreditation (22 percent of facilities).

Combination facilities also showed organizationa variation. Almost all combination
facilities included outpatient non-methadone treatment in combination with another type of care.
The most frequent combinations were facilities that offered both residential and outpatient
non-methadone care (7 percent of all facilities) and hospital inpatient and outpatient
non-methadone care (5 percent of all facilities). About 2 percent of all facilities offered
methadone treatment combined with some other type of care. When the number of
methadone-combined facilities is added to the number of outpatient methadone-only facilities,
the total estimated number of facilities that provide methadone to clients is 688 facilities.*

* Estimates of the number of methadone treatment facilities and the number of clients they served are
examined in greater detail in the ADSS Phase | report on methadone treatment facilities.
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Combination facilities, amost all of which were outpatient facilities combined with other
types of care, were somewhat larger than other facilities. More than half (57 percent) had more
than 41 clients; only 15 percent reported fewer than 17 clients (Table 1.3). The rate of public
funding was higher in combination facilities, with virtually all reporting some public revenue (98
percent).

Nearly half of combination facilities (868 of the 1,886 combination facilities) included
hospital inpatient care, extrapolating from Table 1.A. Consistent with this finding, combination
facilities offered a high proportion of facilities offering a high level of treatment services (74
percent), higher than any other type of care and 32 percent offered a high number of support
services, significantly more than outpatient methadone-only (20 percent) and outpatient non-
methadone-only (7 percent). The maority of combination facilities (54 percent) reported client-
to-staff ratios of 4 or less, the lowest level, and half were located in hospital settings. They had
higher rates of State alcohol and drug licensing (77 percent) than hospital inpatient-only facilities
(65 percent) but lower rates than outpatient methadone-only facilities (92 percent).

1.4.4 Ownership

The substance abuse treatment system continued to be comprised largely of private
non-profit organizations, as shown in Tables 1.3 and 1.4. There were an estimated 7,847 facilities
with private non-profit ownership on October 1, 1996, or 63 percent of the total. AlImost a
quarter of the treatment system, an estimated 2,814 facilities or 23 percent of the total, were
private for-profit organizations. Publicly owned facilitiesincluded 1,726 facilities, only 14
percent of all treatment facilities. This picture confirms the important role of private non-profit
organizations, described by earlier studies (Batten et al., 1993; Hubbard et al., 1989; IOM, 1990).

ADSS data suggest important distinctions among facilities by ownership. For example,
private for-profit facilities were less likely to provide non-hospital residential care (only 6 percent
of facilities) than were private non-profit (23 percent of facilities) and publicly owned facilities
(11 percent). A higher proportion of private for-profit organizations (71 percent) provided
outpatient non-methadone care than did private non-profit facilities (57 percent). More private
for-profit facilities (52 percent) were located in large metropolitan areas compared with private
non-profit (42 percent) and public facilities (33 percent), which were more geographically
dispersed. In keeping with their private status, more than 75 percent of private for-profit facilities
reported receiving 50 percent or less of their revenue from public sources.

Facilities with private for-profit ownership reported lower rates of affiliation than other
facilities. Only about half of private for-profit facilities were affiliated with another organization,
either as a parent or through another affiliation, compared with three fourths of private non-
profits and 80 percent of publicly owned facilities. The level of treatment services offered also
varied by ownership. Twenty (20) percent of private for-profit facilities reported alow level of
treatment services compared with 9 percent of private non-profit and 11 percent of publicly
owned facilities. Similarly, few private for-profit facilities (7 percent) provided as high alevel of
support services as private non-profit and publicly owned facilities (20 percent of each provided
ahigh level of support services). These results are consistent with research by Burke and Rafferty
(1994), Friedmann et a. (1999), and Wheedler et a. (1992). Findly, arelatively low proportion of
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private for-profit facilities were located in community mental health center settings (4 percent of
facilities) compared with private non-profit or publicly owned facilities (21 and 30 percent,

respectively).

As nearly two thirds of the treatment system was comprised of private non-profit
facilities, it isnot surprising that they had greater heterogeneity than for-profit or public facilities.
Like the rest of the system, the majority of private non-profit facilities offered outpatient non-
methadone care. However, private non-profit facilities were more likely to provide non-hospital
residential care (23 percent of facilities) compared with private for-profit (6 percent) and public
facilities (11 percent). Although about three fourths (76 percent) of private non-profit facilities
were funded primarily from public revenue sources, nearly a quarter (22 percent) received up to
half of their funding from private sources.

Private non-profit facilities were considerably more likely than private for-profit facilities
to be affiliated with another organization, either as a parent facility (23 percent) or legally part of
another organization (52 percent). More than 90 percent of private non-profit facilities offered a
medium to high level of treatment services, and over half provided a medium to high level of
support services. They were less likely to be located in hospital settings (13 percent) than public
facilities (22 percent), but almost athird (31 percent) were in non-hospital residential settings,
significantly more than private for-profit facilities (10 percent) or public facilities (17 percent).

Like privately owned facilities, the magjority of publicly owned facilities provided
outpatient non-methadone care. Publicly owned and private non-profit facilities shared several
characteristics. Both were largely publicly funded, and aimost 90 percent provided a medium to
high level of treatment services. Also like private non-profit facilities, about a fifth of public
facilities provided a high level of support services.

However, publicly owned facilities differed from private for-profit and non-profit
facilitiesin that they were larger, with 38 percent of public facilities having over 100 clientsin
treatment on the point-prevalence date compared with only about 20 percent of others having
over 100 clients. As expected, the mgority of public facilities had more than 90 percent of their
funding from public sources. While about half were located in large or medium metropolitan
areas, publicly owned facilities were more likely than private for-profits or non-profit facilities to
be in small urban non-MSA areas, 24 percent of public facilities compared with 5 percent of
private for-profit and 12 percent of private non-profit facilities. Public facilities (80 percent) were
also more likely to be affiliated with another organization than either private non-profit (75
percent) or private for-profit facilities (52 percent).

1.4.5 Urbanicity

Table 1.5 shows that most substance abuse treatment facilities were in urban areas.®
Almost 80 percent of al facilities were located in MSAS, consistent with similar estimates of the

® The urbanici ty category used for ADSS is a modification of the Beale Rural-Urban Continuum Codes
(Economic Research Services, U.S. Department of Agriculture). (See Appendix B for a description of the urbanicity

category.)
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U.S. population living in metropolitan areas in 1996 as shown in Table 1.B (U.S. Bureau of the
Census, 1998). More than 40 percent of facilities were in large metropolitan areas with
populations of 1 million or more; about a fourth were in medium metropolitan areas where the
population ranged from 250,000 to 1 million; and 12 percent were in small MSAs with
populations of fewer than 250,000. Of the remaining 21 percent of facilitiesin non-MSA
locations, most were in counties with urban popul ations between 2,500 and 19,999 individuals.
The remaining facilities were in non- metropolitan counties with populations of 20,000 or more
(7 percent of facilities) or were in non-MSA counties that were completely rural or had fewer
than 2,500 urban population. (See Appendix B for description of the urbanicity categories.) In
general, the distribution of facilities mirrored the distribution of the population by urbanicity
setting.

Table1l.B Number and Percentage Distribution of Substance Abuse Treatment
Facilities, and the Per centage Distribution of the U.S. Population, by
Urbanicity Category: National Estimates, 1996

Substance Abuse Treatment U.S. Population
Facilities Distribution, 1996
Cumula- Cumula-
Number of tive tive
Collapsed Beale Code Facilities | Percent Per cent Per cent Per cent
Large metro (1m+ pop) 5,359 43% 43% 49% 49%
Medium metro (250k to 1m pop) 2,981 24% 67% 22% 71%
Small metro (less than 250k) 1,418 12% 79% 8% 79%
Large urban, non-metro (20k+) 893 7% 86% 7% 86%
Small urban, non-metro (2.5k to 20Kk) 1,471 12% 98% 12% 98%
Rural, non-metro (less than 2.5k) 265 2% 100% 2% 100%
Total 12,387 100% 100%

More than 5,000 facilities (43 percent) were located in large MSAs. They were more
likely to offer outpatient methadone treatment (6 percent) than facilitiesin smaller or less urban
areas, facilitiesin medium MSAs, and those facilities in rural and small urban non-M SAs. Fewer
facilitiesin large MSAs (41 percent of facilities) offered no or low levels of support services than
facilitiesin medium MSAs (50 percent) and those facilitiesin rural and small urban non-MSAs
(72 and 61 percent, respectively). Nine (9) percent of facilitiesin small urban MSAs offered
non-hospital residential care compared with up to 20 percent of facilitiesin MSAs and urban
non-MSAs. Virtually no facilitiesin small urban or rural non-M SAs offered outpatient
methadone-only care. Thisfinding is consistent with results reported by D'’Aunno et al. (1999).

Similar to the U.S. population, facilitiesin non-M SA rural areas comprised only 2 percent
of the substance abuse treatment facilities. Like the facilities in small MSAs and urban
non-MSAs, facilitiesin rural areas tended to be small, with 71 percent of facilities having 40 or
fewer clientsin treatment on October 1, 1996. A third were publicly owned. More than three
fourths (78 percent) received more than half their funding from public revenue sources, similar to
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other non-M SA facilities (compared with less than two thirds of MSA facilities). The majority of
rural facilities offered amedium level of treatment services and alow level of support services.
Rural facilities were most often located in community mental health centers (53 percent), alarger
proportion than MSA facilities (9 to 21 percent of these facilities).

1.4.6 Facility Licensing, Approval, and Certification or Accreditation

Licensure or other facility certification or accreditation is influenced by differencesin
State regulatory requirements and also isrelated to facility type of care, percent of public revenue
received, and services offered. Table 1.6 showstypes of facility licensing, approval, and
certification or accreditation by facility organizational characteristics. Ninety-five (95) percent of
all facilities (11,732 facilities) reported being licensed, certified, or accredited by some
organization. Most facilities (82 percent) were licensed by State alcohol and drug abuse agencies.
More than afourth reported licensing by a State mental health agency and over a quarter by State
public health agencies. About 29 percent had JCAHO accreditation, similar to findings of
Friedmann et al. (1999). Ten (10) percent of facilities were licensed by a hospital licensing
authority. Twenty-three (23) percent of facilities reported licensing by some other organization.
Most facilities had more than one type of licensing or accreditation (Table 1.3).

Two thirds of substance abuse treatment facilities licensed by State mental health
agencies (68 percent of these facilities) offered outpatient non-methadone care, more than 4 times
as frequently as those that offered combination care (17 percent). They were least likely to offer
outpatient methadone care (2 percent). These facilities were also most likely to have 50 to 90
percent of their funding from public sources (37 percent) than any other category of facilities
with or without public revenue.

Substance abuse treatment facilities with licensing from State public health departments
were more likely to provide outpatient non-methadone or non-hospital residential care (44 and 21
percent, respectively) than hospital inpatient care (4 percent) or outpatient methadone care (2
percent). More than athird (37 percent) had between 50 and 90 percent of public revenue, and 42
percent provided a high level of treatment services. In fact, very few, 8 percent, offered alow
level of treatment services. Twenty-six (26) percent of these facilities offered ahigh level of
support services, and no other facilities with different licensing or accreditation characteristics
offered this high a percentage. More commonly, however, facilities licensed by State public
health departments offered a medium level of support services (35 percent). In keeping with the
generous provision of treatment and support services, they were significantly more likely to offer
alow client-to-staff ratio (42 percent) than a high client-to-staff ratio (23 percent).

More than athird of facilities with hospital authority licensing (38 percent) had alow
level of public funding (less than half of their funding from public sources), a significantly
greater proportion than the 10 percent of facilities reporting the highest level of public funding
(more than 90 percent of public revenue). They had a high level of treatment services (78
percent), exceeding facilities in any other licensing or accreditation category. They were more
likely to provide a medium level of support services than ahigh level (48 vs. 20 percent,
respectively). A greater proportion of facilities with hospital authority licensing (70 percent) had
alow client-to-staff ratio than facilities with other types of licensing.
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Similar to facilities with hospital authority licensing, athird of facilities with JCAHO
accreditation received less than half their funding from public revenue sources. JCAHO-
accredited facilities were significantly more likely to receive limited public funding compared
with JCAHO-accredited facilities with more than 90 percent of public funding (23 percent).
More than half of JCAHO-accredited facilities provided a high level of treatment services (57
percent) and low client-to-staff ratios (53 percent).

1.4.7 Levd of Facility Affiliation

Table 1.7 shows reported affiliation with other organizations among substance abuse
treatment facilities. More than two thirds of facilities (70 percent) reported having alegal
connection to another organization. Twenty-one (21) percent reported they were a parent
organization with one or more facilities that provided substance abuse treatment services. Nearly
half (49 percent of facilities) reported they were legally a part of another organization but were
not a parent organization. These facilities are designated in this report as affiliated organizations.
Thirty (30) percent of substance abuse treatment facilities reported no affiliation with another
organization.

Facilities reporting as parent organizations tended to be larger (63 percent had more than
40 clients vs. 44 percent of affiliated facilities and 50 percent with no affiliations). Affiliated
non-parent organizations were more likely than non-affiliated facilities to be small (30 vs. 22
percent of non-affiliated facilities) and to be publicly owned (18 vs. 9 percent of non-affiliated
facilities). Twenty-one (21) percent of affiliated organizations were situated in a hospital setting,
twice as many as parent organizations and also significantly more than non-affiliated
organizations (13 percent).

Non-affiliated organizations, those reporting being neither a parent nor a part of another
organization, differed from parent and affiliated organizations. More than a third were private
for-profit facilities (37 percent), and they were more likely than parent facilities to offer alow
level of treatment services (16 percent of non-affiliated facilities vs. 9 percent of parent
facilities).

1.4.8 Services Provided by Other Organizations

Table 1.8 shows facilities that were legally part of another facility and received services
from another organization. Facilities that reported being parent organizations but had no other
affiliations (about 7 percent of all facilities) are excluded from thistable. Affiliated facilitiesin
thistable include 63 percent of al facilities (7,748 facilities). Hospital inpatient-only facilities
received a higher proportion of services from another organization (72 percent of facilities) than
facilities that offered outpatient non-methadone or combination types of care (61 percent of each
of these). Because facilities could be linked to more than one type of organization, or the
organization could have multiple designations (i.e., administrative office and a government
agency), column distributions may add to greater than 100 percent.

Over half (55 percent of affiliated facilities) reported being connected to another
organization that is an administrative office. Thirty (30) percent were connected with another
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substance abuse treatment facility, 20 percent with a hospital, and 27 percent with another type of
organization. Fewer than 12 percent were linked to a government agency. Not surprisingly,
hospital inpatient-only facilities (65 percent) were most likely to be connected to a hospital.
About two thirds of non-hospital residential-only and outpatient methadone-only facilities with
affiliations reported links to administrative offices. Non-hospital residential-only facilities (38
percent of facilities) also were significantly more likely than other types of care, except for
outpatient non-methadone facilities, to report an affiliation with another substance abuse
treatment facility.

Nearly al affiliated facilities (92 percent) received some type of administrative services
from an affiliated organization. More than 80 percent received financial services (88 percent) or
personnel services (82 percent). Two thirds of all affiliated facilities received pricing services.
Hospital inpatient-only facilities (79 percent) were more likely than other types of care, except
for combination facilities, to receive pricing services. Combination facilities (76 percent) were
more likely to receive pricing services than outpatient methadone-only and non-hospital
residential facilities (60 percent of each of these types of facilities).

The majority of affiliated facilities (54 percent) received treatment protocols from other
organizations. Outpatient methadone-only and outpatient non-methadone-only facilities (63 and
57 percent, respectively) received treatment protocols significantly more often than hospital
inpatient-only facilities (46 percent) and combination facilities (39 percent). Non-hospital
residential facilities (56 percent) also received treatment protocols more often than combination
facilities. Lessthan athird of affiliated facilities (30 percent) received client intake assessment
services. Hospital inpatient-only facilities were more likely to receive client intake assessment
services (40 percent) than outpatient methadone-only and combination facilities (22 and 23
percent, respectively).

1.5 Conclusion

Consistent with findings from earlier studies (Batten et al., 1993; Hubbard et al., 1989;
IOM, 1990; SAMHSA, 1999), ADSS confirms that outpatient and private non-profit facilities
remain most prevaent in the substance abuse treatment system. Also consistent with other
studies (Batten et al., 1993; Hubbard et al., 1989; IOM, 1990; Price & D'Aunno, 1992), ADSS
estimates indicate that two of three facilities (64 percent) delivered outpatient care and 63 percent
had private non-profit ownership. Two thirds received more than 50 percent of their revenue
from public sources. Ownership was associated with differencesin service delivery, with private
for-profit facilities delivering alower level of support services than public or non-profit facilities
(Friedmann et al., 1999; Hubbard et al., 1989; Wheeler et al., 1992). Consistent with the
distribution of the U.S. population, 79 percent of facilities werein MSAs, and urban locations
were associated with a higher level of support services (Goldsmith et al., 1994).

Earlier studies noted the importance of facility licensure or certification in service
delivery (IOM, 1998). ADSS data show substantial licensing or accreditation in the substance
abuse treatment system. Most facilities were licensed by State alcohol and drug abuse agencies.
Although private for-profit facilities tended to report less licensing by State agencies than other
facilities, JCAHO accreditation was more prevalent among this group, perhaps reflecting the fact
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that they were more likely to be hospital-based or be methadone facilities. The dominant
licensing group included State alcohol and drug agencies, but mental health and medical
organizations also licensed or certified a quarter of all substance abuse treatment facilities.

The influence of the private sector aso was evident. In contrast to earlier studies that
indicated methadone treatment was largely delivered by publicly owned facilities (Hubbard et al.,
1989; I0M, 1990), 39 percent of outpatient methadone facilities had private for-profit ownership,
the highest rate of private for-profit ownership among al types of care.

Outpatient non-methadone facilities that treat amost two thirds of all clients are more
diverse than other types of care. They were spread geographically in highly urban and less urban
areas, represented amix of public and private funding, and a broad range in the numbers of
treatment and support services provided.

ADSS results also point to linkages between substance abuse treatment facilities and
other organizations. Seventy (70) percent of facilities reported some type of affiliation with other
organizations. For the mgjority of affiliated substance abuse treatment facilities, other
organizations provided administrative and other services, such as providing treatment protocols
or client intake and assessment services. Facilities affiliated with other organizations reported
more public dollars and more support services.

ADSS confirmsthe size, diversity, and complexity of the U.S. substance abuse treatment
system. More than 12,000 facilities treated more than a million clients on October 1, 1996. While
dominated by outpatient care in private non-profit settings, there also was a substantial presence
of private ownership and funding, particularly in outpatient methadone treatment. More than two
thirds of facilities were linked to other organizations, potentially extending their accessibility and
their range of services. Licensing or accreditation was prevalent across the system. The substance
abuse treatment system is diverse and complex as reflected in the heterogeneity of outpatient
non-methadone care, the mix of public and private ownership, as well as the relationship between
affiliation and level of services.
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Tablel.1 Number of Substance Abuse Treatment Facilities, Average Number of Direct-Care Staff per Facility, and Average Facility
Per centage of Public Revenue, by Facility Type of Care: National Estimates

Average Number of
Unweighted Direct-Care Staff Aver age Per centage of
Number of National Estimates of Facilities (FTE) per Facility Facility Revenue from
Facilities on October 1, 1996 on October 1, 1996 Public Sour ces’
Sample Weighted

Facility Type of Carée? n N (= SE) % M ean Median M ean Median
Total, All Facilities 2,395 12,387 267.4 100.0 114 6 62.3 76.1
Typeof Care
Hospital Inpatient Only 203 378 25.0 31 271 14 64.1 704
Non-Hospital Residential Only 428 2,135 107.7 17.2 10.2 6 76.7 87.8
Outpatient Methadone Only 324 464 24.8 3.8 11.7 10 59.9 734
Outpatient Non-Methadone Only 1,083 7,524 236.3 60.7 7.2 5 57.9 73.0
Combination Facilities 357 1,886 113.7 15.2 25.9 15 63.8 69.9

@ Because Table 1.1 presents data on facility staffing and revenue available only at the overall facility level, rather than within each type of care, the facilities are categorized by
their overall type of care (i.e., facilities with only one type of care are counted by that type of care and facilities with more than one type of care are classified as
"combination” facilities, except methadone facilities, which are included in the outpatient methadone category if 70 percent or more of their clients are in methadone
treatment). Therefore, the counts of facilities offering a specific type of carein Table 1.1 generally include only the single-modality facilities and do not represent al facilities
with that type of care; those with atype of carein combination with another modality are counted in the "combination” category. For a count of al facilities providing a
particular type of care, whether alone or in combination with another type of care, see Table 1.2.

b At least 97 percent of facilities provided source of revenue data for their most recent 12-month reporting period.

Exclusions: ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, and Department of
Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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Tablel.2 Number of Facilitiesand Number of Clients, and the Average Number of Clients per Facility, by Client Type of Care:
National Estimates

National Estimates of
Clientsin Treatment, by
g | MERSE" | oo e | "y

Client Type of Carée? Sample (n)P N % N % Mean Median
Total 2,395 12,387 100.0 1,091,328 100.0 88 40
Typeof Care

Hospital |npatient 343 1,247 10.1 14,649 13 12 6
Non-Hospital Residential 598 3,169 25.6 100,290 9.2 32 13
Outpatient Methadone 418 688 5.6 151,882 13.9 221 177
Outpatient Non-Methadone 1,435 9,385 75.8 824,507 75.6 88 29

@ Because clientsin combination facilities can be counted by their specific treatment modality within the facility, there is no "combination” type of care category, asthereis
for facility type of carein Table 1.1.

® This table presents estimates of the number of facilities providing each type of care, whether provided aone or in combination with other types of care (i.e., facilities
providing more than one type of care are counted in more than one category). Therefore, the unweighted and weighted numbers of facilities providing each type of care add
to more than the total, and the percentages offering each type of care add to more than 100 percent.

Exclusions. ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, and Department of
Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services
Administration.



Table1.3 Percentage Distribution of Substance Abuse Treatment Facilities, by Selected Facility

Characteristics and by Facility Type of Care: National Estimates, October 1, 1996

Facility Type of Care

Non- Outpatient
Hospital Hospital |Outpatient Non-
Inpatient | Residential [M ethadone| M ethadone | Combination
Total Only Only Only Only Facilities

Number of Facilities (weighted estimate) | 12,387 378 2,135 464 7,524 1,886
Per cent of Facilities 100.0 3.1 17.2 3.8 60.7 15.2
Facility Size (on October 1, 1996)
Small (<17 clients) 25.7 72.0 49.8 0.9 20.7 15.3
Medium (17-40) 24.4 20.5 32.8 1.9 22.8 27.6
Large (41-100) 26.4 6.9 14.2 15.2 30.8 29.0
Very Large (>100) 235 0.7 3.3 82.0 25.7 28.1
Owner ship?
Private For-Profit 22.7 18.7 7.7 38.9 26.6 21.2
Private Non-Profit 63.4 59.1 83.2 48.7 59.0 62.8
Public 13.9 22.2 9.2 12.5 14.4 16.0
Per cent Public Revenue®
0% 13.6 6.6 7.4 18.1 18.5 1.6*
1-50% 18.8 26.6 7.0 17.4 18.4 32.6
51 - 90% 33.7 29.4 2.7 29.5 31.7 33.7
91 - 99% 18.6 18.3 27.2 30.7 15.0 20.3
100% 12.4 8.8 14.4 2.1 13.4 9.6
Unknown % 2.8 10.4 1.3* 2.2 3.1 2.2%
Urbanicity?
Metro: Large Metro (1 million+ pop) 43.3 40.4 48.3 69.5 39.8 45.6

Medium Metro (250,000 - 1

million pop) 24.1 25.9 22.3 24.6 24.0 25.8

Small Metro (< 250,000 pop) 115 8.3 13.6 4.5 10.8 13.9
Non-metro: Urban (20,000+ pop) 7.2 12.2 8.4 1.4 6.9 7.7

Small Urban (2,500 - 19,999

pop) 11.9 11.0 6.4 0.0 15.8 5.5

Rural (< 2,500 pop) 2.1 2.1* 1.0* 0.0 2.7 1.5*
Level of Affiliation®
Parent Facility 214 10.4 21.3 11.8 21.8 24.8
Affiliate 49.0 62.2 53.4 55.5 47.9 44.2
Non-Affiliate 29.6 274 25.3 32.7 30.3 31.0
Number of Treatment Services®
Low (0-5) 11.7 9.9 11.3 23.2 13.7 2.0*
Medium (6-8) 51.8 34.1 53.5 46.0 59.6 23.9
High (9-11) 36.4 55.9 35.3 30.9 26.7 74.1
See notes at end of table. (continued)
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Table 1.3 (continued)

Facility Type of Care

Non- Outpatient
Hospital Hospital |Outpatient Non-
Inpatient | Residential [M ethadone| M ethadone | Combination

Total Only Only Only Only Facilities
Number of Support Services®
None 10.7 7.9 0.7* 0.2* 16.8 1.0*
Low (1-2) 36.9 21.9 11.7 28.0 50.3 17.0
Medium (3-4) 354 47.1 49.7 52.0 26.0 49.9
High (5-8) 17.1 23.2 37.9 19.8 6.9 32.1
Client-to-Staff Ratio (Direct-Care
FTES)?
Low (4 or less) 32.9 97.2 59.5 2.9 18.9 53.8
Medium (>4 to 14) 33.9 2.5* 38.2 10.6 36.4 30.8
High (more than 14) 33.2 0.4 2.3 86.5 44.8 154
Facility Setting*®
Hospital (inpatient or outpatient) 16.1 95.8 2.7 11.6 7.7 49.9
Non-Hospital Residential, Therapeutic
Community or Halfway House 24.2 2.9 96.1 0.9 1.7 42.3
Community Mental Health Center 18.5 2.3* 2.2* 5.0 28.2 4.7
Other Outpatient 45,5 1.2* 1.1* 83.0 60.3 36.3
Other 11.4 2.2 7.6 4.4 15.1 4.6
Certification Type*”
State Alcohol or Drug Agency 82.4 65.3 86.0 92.1 82.8 77.3
State Dept. of Mental Health 28.8 39.1 15.3 12.7 32.1 32.7
State Dept. of Public Health 29.1 56.3 35.6 50.8 21.2 43.3
Hospital Licensing Authority 10.3 62.1 2.0* 6.2 4.6 334
JCAHO 28.7 85.4 14.3 21.7 21.9 61.0
Other 225 20.4 22.6 40.1 18.2 36.0
Mean Number of Licenses or
Accreditation 1.9 3.2 1.6 1.9 17 2.6

2 See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with

caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, and Department of Defense and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and

Mental Health Services Administration.
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Table1.4 Percentage Distribution of Substance Abuse Treatment Facilities, by Selected Facility
Characteristics and by Facility Ownership: National Estimates, October 1, 1996

Facility Owner ship

Private Private
Total For-Profit Non-Profit Public

Number of Facilities (weighted estimate) 12,387 2,814 7,847 1,726
Percent of Facilities 100.0 22.7 63.4 13.9
Facility Type of Carée?
Hospital Inpatient Only 31 25 29 4.9
Non-Hospital Residential Only 17.2 5.8 22.6 114
Outpatient Methadone Only 3.8 6.4 29 34
Outpatient Non-M ethadone Only 60.7 71.1 56.6 62.9
Combination Facilities 15.2 14.2 15.1 175
Facility Size* (on October 1, 1996)
Small (<17 clients) 25.7 28.9 25.8 20.2
Medium (17-40) 24.4 28.7 23.8 199
Large (41-100) 26.4 22.8 28.6 21.8
Very Large (>100) 235 19.7 21.7 38.1
Percent Public Revenuée®
0% 13.6 39.6 6.8 2.4*
1-50% 18.8 35.3 15.3 7.8
51 - 90% 33.7 14.3 40.7 33.7
91 - 99% 18.6 25 222 28.4
100% 124 1.4* 13.1 27.3
Unknown % 2.8 6.9 19 0.4
Urbanicity?
Metro: Large Metro (1 million+ pop) 43.3 52.3 42.4 325

Medium Metro (250,000 - 1 million

pop) 24.1 27.0 24.6 16.6

Small Metro (< 250,000 pop) 115 115 11.2 12.6
Non-metro: Urban (20,000+ pop) 7.2 3.9* 8.0 8.9

Small Urban (2,500 - 19,999 pop) 11.9 5.0 11.6 24.4

Rural (< 2,500 pop) 21 0.3* 22 5.0*
Level of Affiliation®
Parent Facility 214 17.9 231 19.6
Affiliate 49.0 33.9 51.7 61.3
Non-Affiliate 29.6 48.2 25.2 19.1
Number of Treatment Services®
Low (0-5) 11.7 20.0 8.8 114
Medium (6-8) 51.8 38.1 57.1 50.2
High (9-11) 36.4 41.9 34.1 384
See notes at end of table. (continued)
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Table 1.4 (continued)

Facility Owner ship

Private Private

Total For-Profit Non-Profit Public
Number of Support Services®
None 10.7 21.2 8.2 5.0
Low (1-2) 36.9 45.8 34.9 31.0
Medium (3-4) 354 26.2 371 42.6
High (5-8) 17.1 6.8 19.8 214
Client-to-Staff Ratio (Direct-Care FTES)?
Low (4 or less) 32.9 34.1 324 33.7
Medium (>4 to 14) 33.9 34.9 34.7 28.4
High (more than 14) 33.2 31.0 33.0 37.8
Facility Setting*®
Hospital (inpatient or outpatient) 16.1 21.2 13.0 21.8
Non-Hospital Residential, Therapeutic
Community or Halfway House 24.2 9.7 31.0 16.8
Community Mental Health Center 185 44 21.0 30.1
Other Outpatient 455 56.7 43.6 36.0
Other 114 26.8 6.8 7.2

2 See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be

interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, half-way houses without paid counseling staff, solo
practices, correctional facilities, and Department of Defense and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance

Abuse and Mental Health Services Administration.
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Table1.5 Percentage Distribution of Substance Abuse Treatment Facilities, by Selected Facility
Characteristics and by Urbanicity: National Estimates, October 1, 1996

Urbanicity®
M etropalitan Non-M etropalitan
Medium
Metro Small Urban
LargeMetro| (250,000- |Small Metro Urban (2,500 - Rural

Total | (I million+) | 1million) | (<250,000) | (20,000+) 19,999) (<2,500)
Number of Facilities (weighted
estimate) 12,387 5,359 2,981 1,418 893 1,471 265
Per cent of Facilities 100.0 43.3 24.1 115 7.2 11.9 2.1
Facility Type of Caré?
Hospital Inpatient Only 31 29 33 2.2 5.2 2.8 3.0*
Non-Hospital Residential Only 17.2 19.2 16.0 20.4 20.1 9.3 8.3*
Outpatient Methadone Only 3.8 6.0 3.8 15 0.7 0.0 0.0
Outpatient Non-Methadone Only 60.7 55.9 60.6 574 57.8 80.8 77.9
Combination Fecilities 15.2 16.1 16.3 185 16.2 7.0 10.9*
Facility Size* (on October 1, 1996)
Small (<17 clients) 25.7 22.0 24.4 38.7 29.4 24.6 40.5
Medium (17-40) 244 25.7 24.7 13.3 26.2 2715 30.4*
Large (41-100) 26.4 25.9 26.0 25.7 245 32.2 16.6*
Very Large (>100) 235 26.4 24.9 223 19.9 15.7 12.4*
Owner ship?
Private For-Profit 22.7 2715 255 22.9 12.4* 9.5 2.8*
Private Non-Profit 63.4 62.1 64.9 61.8 70.5 61.9 64.3
Public 13.9 10.5 9.6 15.3 17.1 28.6 32.9
Percent Public Revenue?
0% 13.6 16.4 14.4 10.5 10.2* 94 1.2*
1-50% 18.8 18.3 20.6 254 14.6 135 16.8*
51 - 90% 33.7 271 355 29.1 2.7 52,5 37.6
91 - 99% 18.6 20.8 16.6 189 18.0 154 15.9*
100% 124 134 114 13.6* 13.0* 7.3 24.1*
Unknown % 2.8 4.1 15 2.5* 1.5* 1.9* 4.4*
Level of Affiliation®
Parent Facility 214 21.2 231 18.2 19.9 23.9 17.3*
Affiliate 49.0 46.3 50.1 51.2 56.2 50.9 441
Non-Affiliate 29.6 325 26.8 30.6 24.0 25.3 38.6
Number of Treatment Services®
Low (0-5) 11.7 12.6 114 134 124 6.7* 14.7*
Medium (6-8) 51.8 49.1 49.1 56.9 514 61.8 57.3
High (9-11) 36.4 38.4 39.5 29.8 36.2 314 28.0*
See notes at end of table. (continued)
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Table 1.5 (continued)

Urbanicity®
M etropalitan Non-M etropalitan
Medium
Metro Small Urban
LargeMetro| (250,000- |Small Metro Urban (2,500 - Rural

Total (2 million+) | 1 million) | (<250,000) | (20,000+) 19,999) (<2,500)
Number of Support Services®
None 10.7 7.7 8.7 12.0 12.0* 22.7 17.1*
Low (1-2) 36.9 33.6 40.8 39.8 315 38.2 54.4
Medium (3-4) 354 39.7 33.9 27.7 41.8 28.1 23.8*
High (5-8) 171 19.0 16.7 20.5 14.8 11.0 4.6*
Client-to-Staff Ratio (Direct-Care
FTEs)?
Low (4 or less) 32.9 30.8 34.7 39.3 37.2 29.1 29.9*
Medium (>4 to 14) 33.9 37.6 28.3 34.2 36.4 29.6 34.8
High (more than 14) 33.2 31.6 37al 26.5 26.4 41.3 35.3
Facility Setting®
Hospital (inpatient or outpatient) 16.1 16.2 17.9 14.3 18.9 14.0 5.8*
Non-Hospital Residential,
Therapeutic Community or
Halfway House 24.2 26.5 215 30.6 29.8 12.3 19.1*
Community Mental Health Center 185 9.1 16.3 21.3 285 42.2 52.6
Other Outpatient 455 51.9 49.0 334 36.3 355 29.6*
Other 114 11.6 11.9 174 4.2 8.9 6.4*

2 See Appendix B for definition of variables.
b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, and Department of Defense and Indian Health Service Facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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Table1.6 Percentage Distribution of Substance Abuse Treatment Facilities, by Selected Facility
Characteristics and by Facility Certification: National Estimates, October 1, 1996

Typeof Certification® [Q-A7]

Facilities | State Alcohol |State Mental | State Public | Hospital
with Any or Drug Health Health Certification
Total [Certification |Abuse Agency| Agency Facility Authority | JCAHO | Other
Number of Facilities (weighted
estimate) 12,387 11,732 10,177 3,527 3,573 1,255 3,523 | 2,739
Per cent of Facilities 100.0 94.7 82.4 28.8 29.1 10.3 28.7 | 225
Per cent of Facilitieswith
Certification Type 100.0 | 100.0 100.0 100.0 100.0 100.0 100.0 |100.0
Facility Type of Carée?
Hospital Inpatient Only 31 32 24 41 59 18.6 9.2 2.8
Non-Hospital Residential Only 17.2 17.0 18.0 9.1 21.0 3.3 8.5 17.3
Outpatient Methadone Only 3.8 39 4.2 16 6.5 2.2 35 6.7
Outpatient Non-Methadone Only 60.7 59.8 61.2 67.8 44.0 27.0 46.5 | 49.2
Combination Facilities 15.2 16.1 14.3 17.3 22.6 48.9 323 | 239
Facility Size* (on October 1,
1996)
Small (<17 clients) 25.7 253 243 238 28.6 33.6 322 | 26.6
Medium (17-40) 24.4 24.0 224 321 26.9 34.9 277 | 264
Large (41-100) 26.4 26.5 27.9 233 23.0 18.9 195 | 227
Very Large (>100) 235 24.2 254 20.8 214 12.7 20.7 | 244
Owner ship?
Private For-Profit 22.7 218 20.2 21.2 211 31.9 294 | 222
Private Non-Profit 63.4 64.0 66.8 62.2 68.3 55.5 576 | 66.9
Public 13.9 14.2 13.0 16.5 10.6 12.6 12.9 10.9
Per cent Public Revenue?
0% 13.6 12.6 12.6 8.5 9.7 9.1* 104 | 1112
1-50% 18.8 19.2 18.5 21.9 191 37.8 328 | 16.6
51 - 90% 337 34.7 354 37.0 36.8 30.5 28.8 | 36.3
91 - 99% 18.6 194 20.6 20.6 23.7 6.4 114 | 19.9
100% 124 11.6 10.9 8.0 8.6 41 11.2 121
Unknown % 2.8 25 21 4.1 2.2* 12.1* 5.5 | 3.93*
Urbanicity?
Metro: Large Metro (1 million+
pop) 43.3 42.9 43.7 33.0 42.8 45.5 42.1 | 55.6
Medium Metro
(250,000 - 1 million pop) | 24.1 238 225 238 26.7 26.9 29.6 17.6
Small Metro (< 250,000
pop) 115 115 11.9 11.3 10.0 6.7 9.9 10.9
Non-metro: Urban (20,000+
pop) 7.2 74 7.6 10.6 7.0 104 6.7 7.2
Small Urban (2,500 -
19,999 pop) 11.9 12.3 124 17.7 11.8 9.2* 10.2 8.1
Rural (< 2,500 pop) 21 21 19 3.6* 1.6* 1.2* 1.6* 0.6*
See notes at end of table. (continued)




Table 1.6 (continued)

Type of Certification® [Q-A7]

Facilities | State Alcohol |State Mental | State Public | Hospital
with Any or Drug Health Health Certification

Total |Certification |Abuse Agency| Agency Facility Authority [ JCAHO | Other
Level of Affiliation®
Parent Facility 21.4 219 229 19.8 23.0 155 18.6 20.2
Affiliate 49.0 50.0 49.2 53.9 51.0 62.1 60.0 50.4
Non-Affiliate 29.6 28.1 279 26.4 26.0 225 215 29.5
Number of Treatment Services
Low (0-5) 11.7 11.0 111 8.6 75 2.3 6.2 7.1
Medium (6-8) 51.8 51.6 54.4 48.9 44.9 194 36.4 a7.7
High (9-11) 36.4 375 34.5 424 47.6 78.3 57.3 45.3
Number of Support Services®
None 10.7 104 10.2 11.7 9.3 2.8* 85 5.7
Low (1-2) 36.9 36.2 37.4 39.2 30.4 29.6 35.0 324
Medium (3-4) 35.4 35.8 34.3 339 34.8 47.6 36.9 29.5
High (5-8) 17.1 17.6 18.2 15.2 25.5 19.9 19.6 22.4
Client-to-Staff Ratio (Direct-
Care FTES)?
Low (4 or less) 329 329 30.2 353 424 69.9 52.8 38.1
Medium (>4 to 14) 339 335 34.0 34.9 34.2 18.3 23.2 30.9
High (more than 14) 33.2 33.6 35.8 29.7 23.3 11.8 24.0 310
Facility Setting®®
Hospital (inpatient or outpatient) 16.1 17.0 135 17.9 233 87.7 50.4 19.2
Non-Hospital Residential,
Therapeutic Community or
Halfway House 24.2 24.4 25.7 16.3 318 4.4 13.8 30.1
Community Mental Health Center| 18.5 19.2 19.3 45.9 141 2.7* 15.8 14.0
Other Outpatient 455 44.8 479 275 40.4 12.7 28.0 46.8
Other 11.4 9.8 9.8 125 11.1 3.7* 3.6 10.1

2 See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, and Department of Defense and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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Table1.7 Percentage Distribution of Substance Abuse Treatment Facilities, by Selected Facility
Characteristicsand by Level of Affiliation with Other Facilities: National Estimates,

October 1, 1996

Level of Affiliation?

Total Parent Affiliate None
Number of Facilities (weighted estimate) 12,387 2,657 6,067 3,661
Per cent of Facilities 100.0 214 49.0 29.6
Percent of Facilitieswith Affiliation Type 100.0 100.0 100.0 100.0
Facility Type of Carée?
Hospital Inpatient Only 31 15 3.9 2.8
Non-Hospital Residential Only 17.2 17.1 18.8 14.8
Outpatient Methadone Only 3.8 21 43 4.1
Outpatient Non-Methadone Only 60.7 61.8 59.3 62.3
Combination Facilities 15.2 17.6 13.8 16.0
Facility Size* (on October 1, 1996)
Small (<17 clients) 25.7 221 29.6 219
Medium (17-40) 24.4 15.1 26.1 28.4
Large (41-100) 264 35.9 229 25.2
Very Large (>100) 235 27.0 21.4 24.6
Owner ship?
Private For-Profit 22.7 19.0 15.7 371
Private Non-Profit 63.4 68.3 66.9 53.9
Public 13.9 12.7 175 9.0
Per cent Public Revenue?
0% 13.6 125 10.2 20.2
1-50% 18.8 175 18.1 20.8
51 - 90% 33.7 38.9 331 311
91 - 99% 18.6 21.0 20.6 13.7
100% 12.4 8.4 155 10.3
Unknown % 2.8 1.8* 2.6 4.1*
Urbanicity?
Metro: Large Metro (1 million+ pop) 43.3 42.8 40.9 47.5
Medium Metro (250,000 - 1 million pop) 241 25.9 24.6 21.8
Small Metro (< 250,000 pop) 115 9.7 12.0 11.9
Non-metro: Urban (20,000+ pop) 7.2 6.7 8.3 5.9
Small Urban (2,500 - 19,999 pop) 11.9 13.2 12.3 10.2
Rural (< 2,500 pop) 21 1.7* 1.9* 2.8
Number of Treatment Services®
Low (0-5) 11.7 8.8 10.6 15.7
Medium (6-8) 51.8 51.3 51.7 29.9
High (9-11) 36.4 40.0 37.7 318
See notes at end of table. (continued)
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Table 1.7 (continued)

Level of Affiliation?

Total Par ent Affiliate None
Number of Support Services®
None 10.7 10.3 9.4 13.2
Low (1-2) 36.9 35.8 36.1 38.9
Medium (3-4) 354 321 36.7 35.6
High (5-8) 17.1 21.8 17.8 124
Client-to-Staff Ratio (Direct-Care FTES)?
Low (4 or less) 32.9 28.6 38.1 274
Medium (>4 to 14) 33.9 35.9 30.3 384
High (more than 14) 33.2 35.5 31.6 34.3
Facility Setting®®
Hospital (inpatient or outpatient) 16.1 10.0 20.7 12.8
Non-Hospital Residential, Therapeutic
Community or Halfway House 24.2 27.6 225 24.4
Community Mental Health Center 185 20.3 22.0 115
Other Outpatient 45.5 48.7 39.0 54.1
Other 11.4 10.8 6.4 20.0

2 See Appendix B for definition of variables.
b Categories are not mutually exclusive and may add to greater than 100.0 percent.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, and Department of Defense and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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Table1.8 Number and Percentage of Substance Abuse Treatment Facilitieswith Affiliation with Other Organizations, and Service
Provided by Affiliated Organizations, by Facility Type of Care: National Estimates, Octaber 1, 1996

Facility Typeof Care

Non- Outpatient
Hospital Hospital Non-
All Inpatient | Residential | Methadone| Methadone | Combination
Affiliations Facilities Only Only Only Only Facilities
Total Number of Facilities (national estimates) 12,387 378 2,134 464 7,524 1,886
Number of Facilitieswith Affiliations 7,748 271 1,460 294 4,570 1,153
Percent with Affiliations 62.6 71.7 68.4 63.3 60.7 61.1
Types of Organizations Affiliated with®° Percent of Affiliated Facilities
Hospital 20.0 65.2 6.6 220 16.9 38.7
Substance abuse treatment facility 29.7 104 38.0 28.2 30.1 22.0
Administrative office 55.3 40.7 65.6 65.4 52.9 52.0
Government agency 11.5 12.9 7.1 11.1 12.8 12.2
Other 27.1 12.6 21.7 13.6 335 145
Types of Services Provided by Other Organization®®
Financial 88.4 89.1 91.0 90.0 88.3 84.7
Personnel 82.4 84.1 82.5 90.9 825 79.5
Pricing 67.2 78.7 59.7 59.5 67.1 76.2
Treatment protocols 54.0 45.9 55.8 63.0 57.0 394
Client intake/assessment 29.7 39.8 27.8 222 32.0 229

2 Facilities with affiliations are those that indicated in ADSS Phase | question A11 that they were legally part of another organization.

® Not mutually exclusive categories.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, and Department of

Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.




Chapter 2. Client Populationsin Substance Abuse
Treatment Facilities

Mary Ellen Marsden, Sharon Reif, Maria Pieroni, Helen J. Levine, Margaret T. Lee, Grant A.
Ritter, and Constance M. Horgan

2.1 Introduction

This chapter presents national estimates of the number and characteristics of clientsin
substance abuse treatment facilitiesin 1996 based on reports of facility directors. Substance
abuse treatment facilities are facilities providing alcohol or drug abuse treatment or recovery
services using specified personnel, designated space or resources, and a specified budget for such
services. Types of facilities excluded from this study are halfway houses without paid counselors,
solo practitioners, correctional facilities, Department of Defense (DoD) facilities, Indian Health
Service facilities, and facilities that are intake and referral only. This chapter examines the
demographic and other characteristics of clients receiving treatment in varied types of care and
treatment settings and in facilities that are owned publicly or by private for-profit and private
non-profit organizations. The number of special population clients, such as women and
adolescents, and the number of facilities providing specia programs for those clients also are
examined. Data reported here are drawn from Phase I: The Facility Survey of the Alcohol and
Drug Services Study (ADSS). ADSS Phase | isastudy of anationally representative sample of
substance abuse facilities across the Nation, and it builds upon the work of the 1990 Drug
Services Research Survey (DSRS) (Batten et al., 1993) with a more complete sampling frame,
enhanced sampling design, and improved measures of financing and organization. ADSS uses
the same sample frame as that of the Uniform Facilities Data Set (UFDS) (Substance Abuse and
Mental Health Services Administration [SAMHSA], 1997b), augmented to yield the universe of
substance abuse treatment facilities in the United States. Facilities providing treatment for both
illicit drug and alcohol problems are included in the study, as are publicly and privately owned
facilities. ADSS was designed to produce statistically unbiased national estimates of substance
abuse treatment facilities and clients in treatment.

The data reported on here are based on reports from facility directors regarding their
client populations and are not aggregated from data about individual clients within those
facilities. In the tables appearing at the end of this chapter, the Phase | questionnaire numbers
from which the data were drawn are noted as Q-x. Information about the data collection
methodology of the ADSS Phase | study and about methadone facilities will be presented in
separate reports. Findings from Phase |1 on the cost of treatment and on detailed client-level
treatment record abstract data will be presented in subsequent reports.

2.1.1 Background

According to UFDS, almost 1 million people receive treatment in substance abuse
treatment facilities on a given day, and this number had grown over the prior decade. On October
1, 1996, 940,141 people were receiving treatment for substance abuse compared with 614,123 on
October 30, 1987 (Alcohol, Drug Abuse, and Mental Health Administration [ADAMHA], 1989,
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SAMHSA, 1997b). Increases in the number of clientsin treatment reflected dramatic increasesin
public expenditures for treatment over the prior decade (Huber, Pope, & Dayhoff, 1994), as well
asthe growth in private-sector facilities (Schmidt & Weisner, 1993). These increases in
expenditures marked an intensified Federal commitment to drug control activities, aswell asan
attempt to increase the number of individuals receiving treatment. Part of the increase in the
numbers of clientsin treatment may, however, be related to improved data collection procedures
in studies on which knowledge of treatment populations is based. Although the growth in the
private sector leveled off during the 1990s, the increase in private-sector clients coupled with
targeted treatment for women changed the character of the client population (\Weisner,
Greenfield, & Room, 1995). The client population is aging and becoming more female, although
mal es constitute about 70 percent of the treatment population. The racial and ethnic composition
of the client population has, however, changed little in recent years (SAMHSA, 1997b).

The drugs of abuse of the treatment popul ation also are changing. Although heroin
abusers were the largest group of drug abuse treatment clients during the 1970s and 1980s
(Hubbard et al., 1989), they were superseded by cocaine abusers during the 1990s (Craddock,
Rounds-Bryant, Flynn, & Hubbard, 1997). A doubling of heroin-related emergency room
episodes between 1990 and 1996 may foreshadow increases in heroin abusers among the
treatment population (SAMHSA, 1997¢). Among clients in substance abuse treatment facilities,
according to the Treatment Episode Data Set (TEDS), treatment admissions are dominated by
four primary substances of abuse: acohol, cocaine, heroin and other opiates, and marijuana.
Alcohol accounted for about half of all treatment admissionsin 1996, according to TEDS
(SAMHSA, 1998a). Because TEDS includes predominantly publicly owned facilities, these
findings might differ somewhat if abroader representation of facilities were included. Substance
abuse treatment clients are, however, more likely to abuse both alcohol and drugs than either
alone, and the proportion who abuse both isincreasing, according to UFDS data. In 1996, 28
percent of substance abuse treatment clients had abused alcohol only, 29 percent had abused
drugs only, and 43 percent had abused alcohol and drugs. The proportion of clients who abused
both alcohol and other drugs increased from 26 to 43 percent during the 1990s, while
corresponding decreases were found in the proportion who abused acohol only (SAMHSA,
1997b). The proportion abusing drugs only was more stable.

The majority of clients receive care in outpatient facilities and in facilities that are largely
publicly funded (SAMHSA, 1997b). The characteristics of clients receiving care differ by type of
facility. The Institute of Medicine (IOM, 1990b), for example, documented the fact that public
clientswere less likely to be employed and had lower levels of education, higher severity
substance abuse problems, and more involvement with the criminal justice system. Clientsin
inpatient and residential settings also are more likely to have greater problem severity than clients
in outpatient settings (Hubbard et al., 1989). Facilities with private-only funding reported higher
proportions of men, white, and Hispanic clients (SAMHSA, 1997b, p. 29).

Many clients are thought to require special treatment servicesto remain in treatment and
for treatment to be effective. These "targeted population” clients include women, adolescents,
indigent clients, and racial/ethnic minorities, anong others (IOM, 1990a). Women, for example,
reported more psychiatric symptoms and depression, were less likely to be employed, and were
less likely to have been arrested (Wallen, 1992). They may benefit from services such as child
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care and transportation to remain in treatment (SAMHSA, 1994). The AIDS epidemic has had a
dramatic effect on the delivery of servicesin substance abuse treatment as the importance of drug
abuse treatment in reducing the spread of AIDS and the special treatment needs of AIDS clients
were recognized (Fletcher, Tims, & Brown, 1997). More emphasisis being placed on getting
substance abusers into treatment and not lapsing into risky behaviors (Sorensen & Miller, 1996).
Racial/ethnic groups may benefit from culturally appropriate treatment programs that take into
account their differential patterns of substance abuse (Arciniega, Arroyo, Miller, & Tonigan,
1996). Criminal justice clients may require close supervision in treatment, and their involuntary
stay may affect the treatment process, athough they typically stay longer in treatment than other
clients (IOM, 1990b). Although adolescents constitute less than 10 percent of the treatment client
population according to most studies, they are often treated in separate programs and indeed may
not benefit from standard treatment approaches (Kaminer & Frances, 1991).

2.1.2 Methodology Overview

Phase | of ADSS consisted of amail questionnaire collected by telephone interview with
facility directors at arandom sample of 2,395 non-correctional alcohol and drug treatment
facilities representing 12,387 facilities nationwide, stratified by type of care within the substance
abuse treatment system. The sample frame was SAMHSA's 1995 National Master Facility
Inventory (NMFI), augmented to yield the universe of substance abuse treatment facilities known
to SAMHSA. As mentioned in the introduction, treatment facilities excluded from the sampling
frame were halfway houses without paid counselors, solo practitioners, correctional facilities,
DoD facilities, Indian Health Service facilities, and facilities that are intake and referral only.

Phase I: The Facility Survey was conducted from December 1996 to June 1997, with data
collected for a point-prevalence date of October 1, 1996, and for the most recent 12-month
reporting period of the facility. The point-prevalence date was chosen to be the same as the 1996
UFDS (SAMHSA, 19974). The questionnaire was mailed out in advance so that the director had
a chance to gather information to fill out the questionnaire. The responses then were collected by
telephone. The Phase | response rate was 91.4 percent of 2,603 facilities eligible for ADSS.

Because the Phase | sampling design incorporates a stratified random probability sample,
weights have been developed to produce national estimates of facilities. The sampling weights
adjust for facility non-response and for differential response rates within strata. The datain this
report were imputed to account for missing values on several key variables. Overall, item
non-response was very low, about 3 percent for client counts and about 10 percent for cost and
revenue. Further information about the data collection methodology for the study is presented in
Appendix A. Variable definitions appear in Appendix B, and standard error tables are presented
in Appendix C. Information on imputation of missing data also is presented in the separate report
titled Sample Design, Selection and Estimation for Phase | of ADSS (Mohadjer, Y ansaneh,
Krenzke, & Dohrmann, 2000, Chapter 5). In analyses presented here, only statistically significant
differences are discussed.!

LAl comparisons reported in this chapter are significant, except where noted otherwise, using the
Bonferroni correction to p = .05 based on the number of comparisons.
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2.1.3 Organization of the Chapter

First, the chapter presents national estimates of the number of clients in substance abuse
treatment, according to point-prevalence and annual admissions and discharge data gathered from
facility directors. These estimates are examined by selected facility characteristics, including type
of care, treatment setting, ownership of facility, percent public revenue, urbanicity, and level of
affiliation of the facility with other organizations. In these analyses, attention focuses on the size
of the client population in treatment facilities and the types of facilitiesin which clients receive
care. Second, demographic and other client characteristics are reviewed by type of care, treatment
setting, and ownership of the facility providing treatment. These analyses examine the extent to
which the client populations differ in types of facilities. Third, the number of special population
clients, such as women and adol escents, and the nature of facilities providing treatment to these
populations are discussed. Specia population clients may require specialized treatment services
to aid in their recovery. The chapter ends by summarizing findings on the characteristics of
clients in substance abuse treatment facilities.

2.2 Findingson the Number of Clientsin Treatment

On October 1, 1996, about 1 million individuals were receiving treatment in substance
abuse treatment programs across the Nation, according to reports of facility directorsin ADSS.
Some 4.3 million admissions to treatment and about 3.7 million discharges were reported within
the recent year (see Table 2.1). Note, however, that the definition of a treatment admission or
discharge may vary across treatment facilities, affecting the reporting of the number of
admissions and discharges. There is particularly likely to be variation in reporting the number of
discharges in outpatient facilities; while some facilities may officially discharge a client who has
not received treatment within a month or other specified period of time, other facilities may keep
those clients as part of the active client population.

The estimate of 1,091,328 clients in treatment on October 1, 1996, derived from ADSS, is
dlightly higher than the estimate provided by UFDS for the same date: 940,141 (SAMHSA,
1997b). The difference of about 150,000 between the two point-prevalence estimates from ADSS
and UFDS isrelated to how facility response was handled and to differences in sampling frames
(seefootnote 2 in Chapter 1, Section 1.3.1). Although ADSS omits certain types of facilities that
are included in the UFDS study (halfway houses without paid counselors, solo practitioners,
correctional facilities, DoD facilities, Indian Health Service facilities, and facilities that are intake
and referral only), the ADSS frame augmentation process increased the number of facilities
surveyed and thereby the number of clients. Indeed, 12,387 facilities are represented in ADSS
and 10,641 facilitiesin UFDS for 1996. Further, the more intensive mail/telephone data
collection procedures utilized by ADSS may have affected the estimates of the size of the client
treatment popul ation.

The number of annual admissions and discharges to treatment is generally severa times
higher than the number of clientsin a1-day census. Asshown in Table 2.1, facility directors
reported 4,295,815 admissions to treatment in substance abuse treatment facilities during the
most recent 12-month period and 3,680,566 discharges from those facilitiesin that year. Thus,
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the number of admissionsis 3.9 times higher and the number of discharges 3.4 times higher than
the 1-day census of clientsin this study.

Note also that the numbers of admissions and discharges are not unduplicated counts of
clients. That is, individual clients could have been admitted or discharged more than once during
the year, contributing more than once to the total number of admissions or discharges during the
year. According to the ADSS Phase |1 client abstract data, for example, about 30 percent of
clients in substance abuse treatment had been in treatment during the 12 months prior to the
treatment episode in question (SAMHSA, unpublished data). The actual number of individual
clients admitted or discharged during the year is therefore smaller than the total number of
admissions or discharges.

Table 2.1 also presents information about the distribution of clients among types of
facilities, based on point-prevalence data from October 1, 1996, as well as data on annual
admissions and discharges. Only the findings from the point-prevalence data are discussed here.

2.2.1 Typeof Care

Data from the client census on October 1, 1996, show that clients were in predominantly
outpatient types of care: 824,507 clients or 76 percent of the client population of about 1 million
were in outpatient non-methadone treatment and 14 percent were in outpatient methadone
treatment for atotal of 90 percent of clientsin outpatient care. Few clients were being treated in
hospital inpatient (1.3 percent) or in residentia (9 percent) care. Datafrom the 1996 UFDS study
(SAMHSA, 1997b) similarly indicate that the majority of clients were in outpatient treatment.

2.2.2 Setting

Consistent with the distribution of clients by type of care, the mgjority of clients received
treatment in outpatient settings. 18 percent were receiving outpatient care in community mental
health centers and 60 percent were in treatment in other outpatient settings. Only 13 percent of
clients were receiving treatment in hospitals, and 15 percent were receiving treatment in other
residential settings, such as non-hospital residential, therapeutic communities, or halfway houses.
Most clients were thus receiving care in community-based non-hospital settings on an outpatient
basis. Note that these types of settings are not mutually exclusive and therefore do not add to 100
percent. Note also that the current treatment may not be the first or only treatment episode or
setting; substance abusers may have multiple treatment episodes during thelr lifetimesin varied
treatment settings (Anglin, Hser, & Grella, 1997).

2.2.3 Ownership

The majority of clients (60 percent) were being treated in facilities owned by private
non-profit organizations, as shown in Table 2.1. About 19 percent of clientsreceived carein
private for-profit facilities and 21 percent in publicly owned facilities. The IOM (1990b)
documented the relative stability of the number of publicly owned facilities during the 1980s,
contrasted with the growth in the private tier of programs that includes private non-profit and
private for-profit programs.



2.2.4 Percent Public Revenue

Consistent with the high proportion of clients who received treatment in private
non-profit facilities, the majority of clients were receiving treatment in facilities with largely
public funding. More than two thirds of clients (68 percent) received treatment in facilities that
received half or more of their revenue from public sources. Relatively few clients (14 percent)
received treatment in facilities that received none of their revenue from public sources.

2.2.5 Urbanicity?

Half of al clients (49 percent) were receiving carein facilities in large metropolitan areas
(metropolitan statistical areas [M SAs] with a population of 1 million or more), according to the
distribution of clients among categories of metropolitan and non-metropolitan areas defined by
the Beale index (Butler & Beale, 1994). Another one fourth (25 percent) received care in
medium-sized M SAs (counties with populations of 250,000 to 1 million). About 15 percent of
clientsreceived care in facilities located in non-metropolitan areas—in rural, small urban, or
urban areas. Data from the National Household Survey on Drug Abuse (NHSDA) indicate that
about 48 percent of those who needed treatment lived in large metropolitan areas and about 55
percent of those who received treatment in the past year lived in large metropolitan areas
(SAMHSA, 19974).

2.2.6 Levd of Affiliation®

A higher proportion of clients were being treated in facilities that are affiliates of other
treatment organizations (44 percent) than in facilities that are parent organizations (26 percent) or
not affiliated with other facilities (31 percent). The level of services appears to be higher in
treatment facilities that are affiliated with other organizations. Lee et al., as seen in Chapter 3 of
this report, found that parent and affiliate facilities tend to offer more services; similarly,
Alexander, Anderson, and Lewis (1985) found that units that were owned or affiliated with
another entity offer more services.

2.3 Findingson Client Characteristics

Demographic characteristics, primary source of payment, referral source, and principal
drug of abuse reported by facility directors for clients in substance abuse treatment on October 1,
1996, are presented in Tables 2.2 to 2.4 by type of care (Table 2.2), treatment setting (Table 2.3),
and ownership of facility (Table 2.4). Additional information about whether clients are receiving
treatment for alcohol abuse, drug abuse, or both is presented in Table 2.5.

Across al types of facilities, as shown in Table 2.2, clients in substance abuse treatment
programs were predominantly males (67 percent), white non-Hispanic clients (61 percent), and

2 See Appendix B for the definition of "urbanicity."
3 See Appendix B for the definition of "facility level of affiliation."
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primarily acohol abusers (47 percent). About 1 in 5 were primarily cocaine abusers (19 percent),
about 1 in 10 were marijuana/hashish/THC abusers (12 percent), and 1 in 10 were heroin/other
opiate abusers (10 percent). Most clients were relatively young: More than half (58 percent) were
under the age of 35, and one fourth were under the age of 25 (26 percent), including 11 percent
under the age of 18. About one third (38 percent) were aged 35 or older (4 percent were of
unknown age). Table 2.2 also includes information on clients primary expected source of
payment for treatment, as reported by facility directors. For aimost one half of clients (47
percent), the primary expected source of payment for treatment reported by facility directors was
public funds, either Medicaid, Medicare, or other public payment. About onein five (19 percent)
had private health insurance that was expected to pay for treatment, while almost one fourth (23
percent) were described as self-pay. About one third (34 percent) were referred to treatment by
the criminal justice system, while more than one in four were referred by another treatment
program, health care organization, or social service agency. About onein five (21 percent) were
self-referred to treatment or came to treatment voluntarily.

Findings regarding the percentage distribution of clients by gender, race/ethnicity, and age
are highly similar to those reported in UFDS for 1996 (SAMHSA, 1997b) and TEDS for 1996
(SAMHSA, 1998). Because ADSS and UFDS facilities are based on generally the same universe
of facilities, their similarity is expected. ADSS and TEDS, however, are not directly comparable
because private facilities are underrepresented in TEDS, which primarily includes facilities that
receive public funding and report to State substance abuse agencies, not all of which report for
private for-profit facilities. Datafrom UFDS show that the proportion of women increased
between 1980 and 1996, while the treatment population aged overall and the racial/ethnic
composition was relatively stable.

These findings support those found in a number of studies about the predominance of
young adults, males, and non-Hispanic whites in substance abuse treatment, as well asthe
importance of public funds in paying for treatment. Alcohol is the maor problem substance,
although cocaine, heroin, and marijuana also are important. A large proportion of clients
continue to be referred to treatment by the criminal justice system. Note, however, that recent
changes in Federal legidation, which now disallows Supplemental Security Income and Socidl
Security Disability Insurance to those disabled by substance abuse only without a disabling
psychiatric or medical condition, may bring changes in the substance abuse treatment population
and funding for treatment (IOM, 1997).

2.3.1 Clientsin Typesof Care

The characteristics of clients by or within types of care are ssmilar to those found for all
types of facilities, as shown in Table 2.2, with several exceptions. In each of the types of care
(hospital inpatient, residential, outpatient methadone, and outpatient non-methadone), about two
thirds of clients are male and half to two thirds are non-Hispanic whites. However, the client
populations of types of facilities differ as to age composition. Clients in outpatient methadone
facilities are on average older: 66 percent are aged 35 or older and only 5 percent are under age
25. Residentia and outpatient non-methadone facilities have higher proportions of clients under
age 18 than other types of facilities. The older age of methadone clients is consistent with
findings from the Drug Abuse Treatment Outcome Study (DATOS) in which outpatient
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methadone clients were older on average than clients in other modalities (mean age of 37 years
vs. an overall mean of 33 years) and the most likely to have had prior substance abuse treatment
(74 percent vs. less than 50 percent in other modalities) (Anglin et al., 1997).

Although the primary source of payment reported by facility directors for amost half of
clients in most types of careis public funds, for residential facilities, the proportion is almost two
thirds. Client self-payment is the primary source of payment for arelatively large proportion of
outpatient methadone clients (39 percent); relatively few clientsin residential and outpatient
methadone facilities pay for treatment with private health insurance. In contrast to the one third
of clients across all types of facilities who are referred to treatment by the criminal justice
system, only 10 percent of hospital inpatient or outpatient methadone clients are so referred.
More than onein five residential clients are referred to treatment by other treatment programs.
The primary drug of abuse for clients in outpatient methadone facilitiesis as expected
overwhelmingly heroin and other opiates, while the proportion of clients who are cocaine abusers
ishighest in residentia facilities.

These differences in the client populations of types of facilities reflect variationsin
funding, treatment needs, and the long-term nature of methadone treatment. It is possible that
different types of care may need to offer different types of servicesto meet the needs of their
client populations.

2.3.2 Clientsin Treatment Settings

The characteristics of clients by treatment setting are similar to those found for al types
of facilities for gender, race/ethnicity, and age, as shown in Table 2.3. However, there are some
differences by treatment setting for other client characteristics. A higher proportion of clientsin
hospital settings pay for treatment with private insurance (41 percent), while relatively few
clients in non-hospital residential or related facilities or in community mental health centers do
so. Almost two thirds of clientsin non-hospital residential and related facilities pay for treatment
with public money, a much higher proportion than in other settings. More than 40 percent of
clientsin community mental health centers and other outpatient settings are referred to treatment
by the criminal justice system compared with about one fourth of clientsin residential facilities
and 14 percent in hospital settings. Clients in community mental health centers are more likely to
have alcohol as the primary drug of abuse, while cocaine abusers are more common in
non-hospital residential and related facilities than other types of facilities.

2.3.3 Clientsin Ownership Types

There was relatively little variation in client characteristics by ownership of facility;
clientsin private for-profit, private non-profit, and public facilities were similar on most
characteristics (Table 2.4). The major exception was source of payment as reported by facility
directors. Clients in private for-profit facilities were reported to be more likely to self-pay (32
percent) and to pay for treatment with private health insurance (41 percent) and less likely to
have treatment covered by public sources (22 percent) than were clients in other types of
facilities. Relatively few clientsin private non-profit and public facilities paid for treatment with
private health insurance. Private for-profit facilities treated slightly higher proportions of males

46



and non-Hispanic whites, while private non-profit facilities treated higher proportions of
adolescents than other types of facilities. These findings suggest that the client popul ations of
ownership types of facilities are similar, at least on the characteristics considered here. However,
clients who are able to pay for their care themselves or with private insurance are more likely to
receive treatment in private for-profit facilities. Indeed, facilities are now likely to accept arange
of types of clients who pay with both public and private funds.

2.3.4 Treatment for Alcohol and Drug Abuse

More than half of clientsin substance abuse treatment facilities on October 1, 1996 (51
percent) were receiving treatment for both alcohol and drug abuse (Table 2.5). Almost one third
(29 percent) were receiving treatment for alcohol abuse but not drug abuse, while about onein
five (19 percent) were receiving treatment for drug abuse but not alcohol abuse. Alcohol abusers
were more common in outpatient non-methadone facilities and community mental health centers;
in facilities with lower proportions of public revenue; and in facilitiesin rural and small urban
non-metropolitan areas. Drug-only abusers were more common in outpatient methadone facilities
and in facilities in large metropolitan areas. Combined alcohol and drug abusers were more
common in residential facilities and in non-hospital residential and therapeutic community
settings; in private non-profit facilities and facilities with larger proportions of public funding;
and in non-metropolitan urban and metropolitan areas. Combined alcohol and drug abusers
increased in treatment programs during the 1990s (SAMHSA, 1997h).

2.4  Findings on Special Population Clientsand Programs

Many clientsin treatment for substance abuse are members of special populations, such
as women and adolescents who bring to treatment special needs and may require specialized
services to meet those needs. As shown in Table 2.6, of the more than 4.2 million clients
admitted to treatment during the most recent 12-month period at the time of the survey, about 1.2
percent were pregnant women, 9 percent were receiving Supplementary Security Income (SSI) or
Socia Security Disability Income (SSDI) payments, 0.2 percent had active tuberculosis, and 2.1
percent were HIV-positive. Although these special populations constitute relatively small
proportions of the client population of substance abuse treatment facilities, they may require
highly specialized services.

During the recent 12-month period, not al facilities admitted clients who fell into the
groups considered to be special populations. About two thirds of facilities reported that they
admitted SSI/SSDI clients, slightly more than one half admitted pregnant women, half admitted
HIV-positive clients, and one third admitted those diagnosed with AIDS. Fewer (15 percent)
admitted clients with active tuberculosis.

Lessthan half of all substance abuse treatment facilities reported that they provided
special programs for these types of clients, also shown in Table 2.6. About 40 percent provided
special programs for dual-diagnosis clients (those with combined substance abuse and mental
health problems), while about one third provided special programs for women, one third had
programs for adolescents, and one third had programs for clients driving while impaired or under
the influence (DWI/DUI). About one in five facilities provided special programs for clients with
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HIV or AIDS, and onein five had programs for pregnant women. Thus, although facilities may
admit clients who fall into special populations, they do not necessarily provide special programs
for those clients.

2.4.1 Specia Population Clientsin Types of Facilities

Table 2.7 shows the characteristics of facilities that admit special population clients
during the 12 months before the survey or for which selected types of clients are included in their
treatment populations. As noted above, more than half of all facilities admitted SSI/SSDI clients,
pregnant women, or HIV-positive clients, while fewer admitted AIDS-diagnosed or active
tuberculosis clients. Women are included in the treatment populations of about 90 percent of all
facilities, while about 80 percent include dual-diagnosis clients. Adolescents received treatment
in about 40 percent of all facilities. The types of facilities admitting or having in their treatment
popul ations these types of clients varied:

L Pregnant women were more often admitted to hospital inpatient and outpatient programs
than other residential types of care, publicly owned facilities, facilities with largely public
funding, and parent facilities compared with affiliates or non-affiliates.

o SSI/SSDI clients were more often admitted to hospital inpatient and outpatient
methadone facilities, community mental health centers, publicly owned facilities, and
facilities with largely public funding.

° Clients with active tubercul osis were more often admitted to hospital inpatient facilities
or outpatient methadone facilities, facilities in hospital settings or non-hospital residential
facilities, and publicly owned facilities or facilities with alarger proportion of public
funding.

L Clients who are HIV-positive or AIDS-diagnosed are more often admitted to hospital
inpatient facilities or outpatient methadone facilities, hospital settings, publicly owned
facilities or facilities with alarger proportion of public funding, and facilitiesin large
metropolitan areas.

L Women are more often included in the client populations of outpatient (methadone and
non-methadone) facilities and settings other than non-hospital residentia facilities.

° Adolescents are more often included in the client populations of outpatient
non-methadone facilities, community mental health centers, publicly owned facilities,
facilitiesin rural and small urban areas compared with medium and large metropolitan
areas and parent facilities compared with affiliates.

° Dual-diagnosis clients are more often included in the client populations of outpatient
methadone and outpatient non-methadone facilities, non-hospital residential and hospital
settings, and publicly owned facilities and facilities with alarger proportion of public
funding.



Overall, publicly owned and funded facilities are more likely to admit special population clients
and include them in their client populations, but these types of clients are not consistently related
to other facility characteristics. Women, adolescents, and dual-diagnosis clients are often treated
in outpatient settings, while clients with medical problems, such as active tuberculosis or
HIV/AIDS status, are more often included in inpatient facilities or outpatient methadone
facilities.

2.4.2 Programs for Special Population Clients

Not all facilities that admitted special population clients provide special programs for
them, as shown in Table 2.8. Comparing the findings presented in Tables 2.7 and 2.8, although
almost 40 percent of facilities reported that they accept adolescents, only about two thirds of
those facilities that include adolescents in their treatment population offer special programs for
them. Of the ailmost 80 percent of facilities that accept dual-diagnosis clients, about half of
facilities with dual-diagnosis clients reported that they provide special programs for them.
Although women are included in the client populations of about 90 percent of all facilities, only
about 40 percent of facilities with women clients offer special programs for women. Of the half
of all facilities that admitted pregnant women, only about one third of those who admitted them
offer special programs. Of the almost 54 percent of facilities that admitted HIV-positive clients
or almost 33 percent that admitted AIDS-diagnosed clients, about one third offer programs for
AIDS/HIV-positive clients.

The provision of special programs for special population clientsis not consistently related
to facility characteristics. However, public and private non-profit facilities, publicly funded
facilities, facilities in metropolitan areas, and parent facilities are generally more likely to provide
specialized programs for special population clients. Provision of specialized programsin public
facilitiesisin part areflection of block grant requirements and mandates for services for specia
populations (IOM, 1998).

25 Conclusions

More than 1 million individual s were receiving treatment in substance abuse treatment
facilities on October 1, 1996. Almost 4.3 million admissions to treatment and about 3.7 million
discharges from treatment were made in the recent year. Three quarters of clients were receiving
treatment in outpatient non-methadone, and another 14 percent in outpatient methadone facilities,
for atotal of about 89 percent being treated in outpatient facilities. Relatively few were in
hospital inpatient or residential treatment. The majority of clients received carein facilities
owned by private non-profit organizations and in facilities with largely public funding. Most
clients were treated in facilities in metropolitan areas. Across al types of facilities, clients were
largely males, white non-Hispanics, and more than half were under 34 years of age. Cocaine,
marijuana, and heroin were common drugs of abuse, and more than half of clients in substance
abuse treatment facilities were receiving care for both alcohol and drug abuse. The client
population of substance abuse treatment facilities varied by type of care, treatment settings, and
ownership of facilities. Clients with private insurance were more likely to receive care in
inpatient settings, while others were more likely to receive outpatient care. Residential and
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inpatient facilities were more likely to admit clients with specia medical problems, such as
tuberculosis, HIV, and AIDS.

Although many facilities admitted special population clients, such as women or
adolescents, not all offered special programs for those types of clients. Of the more than 4
million admissions to treatment during the most recent year, about 9 percent were receiving SS|
or SSDI payments, about 2.1 percent were HIV-positive, about 1.2 percent were pregnant
women, and 0.2 percent had active tuberculosis. Publicly owned and funded facilities were more
likely to admit special population clients as well as provide special programs for them. Some
public funding carries requirements that may include services for special populations.

Findings presented in this chapter illustrate the diversity of types of clients receiving care
in substance abuse treatment facilities. Clientsin treatment are at varying stages of their overall
recovery process. For many, the treatment received in these facilities will not be their only
treatment episode, and they may be in treatment multiple times in response to their abuse of
alcohol or drugs or both.
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Table2.1 Number of Substance Abuse Treatment Clients, by Selected Facility Characteristics, Point-
Prevalence Count, Annual Admissions, and Annual Discharges: National Estimates, October 1,

1996
Point Prevalence Annual Data
Clientsin Treatment on
October 1, 1996 Admissions Dischar ges

[Q-B1] N % N % N %
Total Number of Clients 1,091,328 100.0 4,295,815 100.0 3,680,566 100.0
Client's Type of Care
Hospital Inpatient 14,649 13 603,311 14.0 614,005 16.7
Non-Hospital Residential 100,290 9.2 1,079,858 251 990,282 26.9
Outpatient Methadone 151,882 139 136,310 3.2 105,382 29
Outpatient Non-Methadone 824,507 75.6 2,476,336 57.7 1,970,897 535
Facility Setting®
Hospital (inpatient and outpatient) 140,371 12.9 1,156,078 27.0 1,044,061 285
Non-Hospital Residential, Therapeutic
Community or Halfway House 162,468 14.9 1,233,077 28.8 1,116,067 30.5
Community Mental Health Center 199,700 18.3 599,439 14.0 475,353 13.0
Other Qutpatient 654,245 60.0 1,857,466 43.4 1,534,928 42.0
Other 123,690 11.3 433,492 10.1 363,022 9.9
Owner ship
Private For-Profit 210,722 19.3 979,505 229 884,877 24.2
Private Non-Profit 652,593 59.8 2,562,028 59.8 2,172,782 59.4
Public 228,013 20.9 742,119 17.3 600,598 16.4
Per cent Public Revenue
0% 151,727 139 381,687 8.9 307,102 8.4
1-50% 185,139 17.0 939,492 219 848,435 232
51-90% 403,473 37.0 1,576,796 36.8 1,357,101 37.1
91-99% 223,370 20.5 753,544 17.6 627,349 17.2
100% 108,641 10.0 473,915 111 366,382 10.0
Unknown % 18,978 1.7 158,21 7* 3.7* 151,886* 4.2*
Urbanicity®
Metro: Small Metro 124,238 114 511,544 11.9 458,086 125

Medium Metro 266,819 245 1,145,254 26.7 989,453 27.0

Large Metro 537,867 49.3 1,949,053 455 1,657,662 45.3
Non-metro: Rural 12,448 11 42,503* 1.0* 37,695* 1.0*

Small Urban 89,613 8.2 333,042 7.8 258,946 7.1

Urban 60,343 55 302,255 7.1 256,414 7.0
Level of Affiliation®
Parent Facility 278,323 255 1,086,081 254 925,674 25.3
Affiliate 475,899 43.6 1,895,799 44.3 1,649,997 45.1
Non-Affiliate 337,090 30.9 1,301,583 304 1,082,492 29.6

2 Not mutually exclusive.

b Based on Beale code (Butler & Beale, 1994).

¢ At least 99 percent of facilities responded to affiliation.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Hesalth Services Administration.
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Table2.2 Percentage Distribution of Substance Abuse Treatment Clients, by Selected Facility Characteristics
and by Client Type of Care: National Estimates, October 1, 1996

Client Typeof Care
Hospital Non-Hospital | Outpatient Outpatient
Total® Inpatient Residential Methadone | Non-Methadone
Total Number of Clients 1,091,328 14,649 100,290 151,882 824,507
Per cent of Clients 100.0 100.0 100.0 100.0 100.0
Gender [Q-B24q]
Male 67.2 69.8 63.7 60.5 68.1
Female 31.8 28.9 36.2 38.1 30.5
Unknown 11 1.3* 0.2* 1.5* 14
Race/Ethnicity [Q-B2b]
White, non-Hispanic 61.0 61.4 53.2 54.4 64.3
Black, non-Hispanic 231 239 304 231 20.9
Hispanic 9.8 8.5 9.7 18.2 8.8
Asian or Pecific Ilander 0.9 0.1 0.5* 0.8 1.0
American Indian or Alaskan Native 25 1.1* 4.1 0.4 2.2
Unknown 2.8 5.1* 2.2* 3.1* 29
Age[Q-B2(]
Under 18 11.4 3.6 13.0 0.2* 12.1
18-24 14.1 14.1 15.3 5.0 14.2
25-34 321 31.7 37.2 24.3 31.3
35-44 26.4 285 252 42.0 25.6
45 and ol der 11.7 17.6 8.1 23.6 11.8
Unknown 4.3 4.5* 12 4.9 51
Primary Sour ce of Payment [Q-B2d]
No payment 74 5.2 9.9 4.1 74
Client self-payment 23.1 6.0 15.3 38.6 24.6
Private health insurance (fee-for-service) 9.3 10.8 4.0 2.1* 11.6
Private health insurance (HMO, PPO, managed
care) 10.1 253 5.7 4.1 119
Medicaid 15.0 22.3 11.1 29.1 13.7
Medicare 3.7 15.3 1.2* 2.6 4.2
Other public payment 28.6 10.9 51.6 175 233
Unknown 3.0 4.3* 13 1.9* 34
Referral Source’ [Q-B6]
Other treatment facility 11.6 10.8 22.6 8.2 7.8
Criminal justice system 33.8 9.6 26.5 10.0 384
Self-referred/voluntary 20.6 27.9 19.6 64.9 184
Family 5.2 8.4 5.1 2.7 55
Friend 2.3 3.0 19 5.4 2.2
Employer 4.6 8.9 2.8 0.7 55
Health care or mental health providers 9.3 20.5 8.8 35 94
Welfare offices or other social service agencies 74 45 9.7 33 7.2
Other 5.2 6.4 3.0 14 5.6
See notes at end of table. (continued)
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Table 2.2 (continued)

Client Typeof Care
Hospital Non-Hospital | Outpatient Outpatient
Total® Inpatient Residential Methadone | Non-Methadone

Principal Drug of Abuse [Q-B2¢]

Heroin/other opiates 101 9.7 8.5 98.2 44
Cocaine (including crack) 191 20.1 30.9 04 17.2
Benzodiazepines 1.0 3.0 0.6 0.1* 13
Barbiturates 05 0.3 0.4 0.0* 0.5
Amphetamines 37 1.7 53 0.0 3.6
Marijuana/hashish/ THC 11.6 33 10.4 0.0* 13.3
PCP/LSD 0.8 0.0 0.6 0.0* 0.9
Alcohol 46.8 55.1 38.0 0.0* 51.7
Other drugs (not alcohol) 2.6 21 27 0.1* 29
Unknown 3.7 4.8 2.6 1.2* 4.3

@ Total is not the sum of the four types of care because it is based on the overall client count variables instead of the sum of individual care
variables.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the referral source
information for al clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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Table2.3 Percentage Distribution of Substance Abuse Treatment Clients, by Selected Facility Characteristics
and by Treatment Settings: National Estimates, October 1, 1996

Clientsin Treatment Settings®
Non-Hospital
Inpatient or Residential, Community
Outpatient Therapeutic Mental
Hospital Community or Health Other

Total Setting Halfway House Center Outpatient| Other
Total Number of Clients 1,091,328 140,371 162,468 199,700 654,245 | 123,690
Per cent of Clients 100.0 100.0 100.0 100.0 100.0 100.0
Gender [Q-B24q]
Male 67.2 69.0 62.6 67.4 68.9 66.7
Female 31.8 29.6 37.0 314 30.0 32.3
Unknown 11 1.4* 0.3* 1.3* 1.2* 1.0*
Race/Ethnicity [Q-B2b]
White, non-Hispanic 61.0 65.0 534 70.0 59.1 65.3
Black, non-Hispanic 23.1 22.1 30.3 184 22.7 17.8
Hispanic 9.8 7.0 10.1 5.1 12.2 9.4
Asian or Pacific Islander 0.9 0.6* 0.5* 1.5* 13 1.7*
American Indian or Alaskan Native 25 1.3* 38 1.9 25 3.6*
Unknown 2.8 4.0 19 3.2 2.3 2.2
Age[Q-B2c]
Under 18 114 7.9* 129 129 11.7 16.2
18-24 14.1 10.7 16.1 14.8 14.3 14.0
25-34 321 31.0 37.0 311 311 30.6
35-44 26.4 30.7 24.1 25.2 255 254
45 and older 11.7 15.2 8.1 111 125 10.1
Unknown 4.3 4.6 19 4.9* 4.9 3.8
Primary Sour ce of Payment [Q-B2d]
No payment 7.4 5.2 10.1 7.9 6.5 8.6
Client self-payment 231 8.2 17.2 25.6 294 26.6
Private health insurance (fee-for-service) 9.3 181 41 7.4 8.8 134
Private health insurance (HMO, PPO,
managed care) 10.1 233 4.1 6.0 94 13.6
Medicaid 15.0 16.9 115 16.9 15.3 14.1
Medicare 3.7 12.2 15* 2.7 25 2.0*
Other public payment 28.6 13.6 50.0 30.2 245 18.0
Unknown 3.0 25 1.6 3.3 3.6 3.7*
Referral Source’ [Q-B6]
Other treatment facility 11.6 11.8 235 7.4 6.8 6.9
Criminal justice system 33.8 13.7 27.1 42.3 41.2 34.2
Self-referred/voluntary 20.6 24.6 18.7 18.2 21.0 22.8
Family 52 9.0 45 6.8 4.2 55
Friend 2.3 2.8 2.2 19 2.3 2.8
Employer 4.6 8.9 24 2.7 4.6 5.6*
Health care or mental health providers 9.3 17.2 7.7 8.4 74 111
Welfare offices or other social service
agencies 7.4 6.4 10.1 7.4 7.1 6.4
Other 5.2 5.6 3.8 4.9 5.4 4.7
See notes at end of table. (continued)
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Table 2.3 (continued)

Clientsin Treatment Settings®

Non-Hospital
Inpatient or Residential, Community
Outpatient Therapeutic Mental
Hospital Community or Health Other
Total Setting Halfway House Center Outpatient| Other

Principal Drug of Abuse [Q-B2¢]
Heroin/other opiates 10.1 12.0 8.9 32 12.7 5.9
Cocaine (including crack) 191 20.6 295 144 16.3 16.2
Benzodiazepines 1.0 2.1 0.7 14 0.7 1.2
Barbiturates 0.5 0.2 0.5* 0.4 0.5 0.5
Amphetamines 37 2.6 55 2.3 3.6 6.0
Marijuana/hashish/ THC 11.6 6.7 10.5 13.6 13.3 13.6
PCP/LSD 0.8 0.3 0.6 0.9* 1.0* 0.8*
Alcohol 46.8 47.9 38.7 55.4 46.2 51.1
Other drugs (not alcohol) 2.6 2.6 2.6 3.0 2.6 1.4
Unknown 3.7 5.1 25 5.4 3.0 3.2*

@ Not mutually exclusive.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the referral source
information for al clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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Table2.4 Percentage Distribution of Substance Abuse Treatment Clients, by Selected Facility

Characteristics and by Facility Ownership: National Estimates, October 1, 1996
Clientsin Ownership Types
Private For- | Private Non-

Total® Profit Profit Public
Total Number of Clients 1,091,328 210,722 652,593 228,013
Per cent of Clients 100.0 100.0 100.0 100.0
Gender [Q-B24q]
Male 67.2 70.7 65.8 67.7
Female 318 275 33.3 31.6
Unknown 11 1.7* 0.9 0.8*
Race/Ethnicity [Q-B2b]
White, non-Hispanic 61.0 69.9 58.3 58.2
Black, non-Hispanic 23.1 16.0 25.6 23.8
Hispanic 9.8 85 10.8 6.8
Asian or Pecific Islander 0.9 0.6 0.9* 11
American Indian or Alaskan Native 25 0.9 2.0 7.7
Unknown 2.8 4.2 24 2.3
Age[Q-B2c]
Under 18 11.4 7.2 13.6 85
18-24 14.1 124 14.6 14.7
25-34 321 32.7 324 29.5
35-44 26.4 30.4 25.0 26.3
45 and older 11.7 12.0 10.7 159
Unknown 4.3 54 3.7 5.0
Primary Sour ce of Payment [Q-B2d]
No payment 74 15 8.0 15.0
Client self-payment 23.1 32.4 194 23.7
Private health insurance (fee-for-service) 9.3 18.3 7.2 4.2
Private health insurance (HMO, PPO, managed care) 10.1 22.9 6.7 4.3
Medicaid 15.0 8.7 16.9 16.2
Medicare 3.7 7.1 2.7 2.6
Other public payment 28.6 6.1 36.5 29.9
Unknown 3.0 3.1 2.7 4.1
Referral Source’ [Q-B6]
Other treatment facility 11.6 8.5 13.0 10.0
Criminal justice system 33.8 314 35.0 327
Self-referred/voluntary 20.6 21.0 194 25.2
Family 52 6.4 4.8 5.0
Friend 2.3 3.7 19 15
Employer 4.6 10.2 3.0 2.6
Health care or mental health providers 9.3 10.8 8.6 101
Welfare offices or other social service agencies 7.4 3.8 8.6 8.1
Other 5.2 4.1 5.7 4.8
See notes at end of table. (continued)
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Table 2.4 (continued)

Clientsin Ownership Types

Private For- | Private Non-

Total® Profit Profit Public
Principal Drug of Abuse [Q-B2¢]
Heroin/other opiates 10.1 134 9.3 8.0
Cocaine (including crack) 191 16.0 20.6 174
Benzodiazepines 1.0 2.0 0.8 0.6
Barbiturates 0.5 0.5 0.5 0.4*
Amphetamines 3.7 29 39 4.2
Marijuana/hashish/ THC 11.6 8.7 13.2 9.6
PCP/LSD 0.8 0.8* 0.8 0.6*
Alcohol 46.8 51.7 43.8 52.0
Other drugs (not alcohol) 2.6 15 3.0 29
Unknown 3.7 2.6 4.2 4.3

@ Total is not the sum of the four types of care because it is based on the overall client count variablesinstead of the sum of

individual care variables.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the
referral source information for all clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be

interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance

Abuse and Mental Health Services Administration.
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Table2.5 Percentage of Clients Receiving Treatment for Alcohol Abuse Only, Drug Abuse Only,
or Both, by Selected Facility Characteristics: National Estimates, October 1, 1996

Percent of Clients
Both Alcohol
Alcohol Drug and Drug

[Q-B7] Total |AbuseOnly | AbuseOnly Abuse Unknown
Total 100.0 29.0 19.0 51.3 0.7
Typeof Care
Hospital Inpatient Only 100.0 30.9 15.7 46.4 6.9
Non-Hospital Residential Only 100.0 14.7 14.7 69.8 0.8*
Outpatient Methadone Only 100.0 0.3* 85.5 14.2 0.0
Outpatient Non-Methadone Only 100.0 35.7 16.3 47.4 0.6*
Combination Facilities 100.0 24.6 19.2 56.1 0.1*
Facility Setting®
Hospital (inpatient and outpatient) 100.0 30.3 16.9 515 14
Non-Hospital Residential, Therapeutic
Community or Halfway House 100.0 16.1 15.3 67.7 0.9*
Community Mental Health Center 100.0 38.6 16.3 44.6 0.5*
Other Outpatient 100.0 29.6 23.0 47.0 0.5*
Other 100.0 32.2 16.7 50.4 0.7*
Ownership
Private For-Profit 100.0 35.1 18.6 46.3 -
Private Non-Profit 100.0 26.2 19.2 53.6 11
Public 100.0 31.7 19.2 48.8 0.4*
Per cent Public Revenue
None 100.0 36.9 17.6 44.5 1.0*
1-50% 100.0 36.1 15.2 47.8 0.9*
51-90% 100.0 28.0 18.2 53.0 0.8*
91-99% 100.0 20.8 229 56.2 0.2*
100% 100.0 24.1 23.7 51.3 0.9*
Unknown % 100.0 29.5 15.3 55.2 -
Ur banicity®
Metro: Small Metro 100.0 30.3 13.0 55.7 1.1*

Medium Metro 100.0 29.5 17.6 52.4 0.5*

Large Metro 100.0 22.4 235 53.8 0.4*
Non-metro: Rural 100.0 514 15.0 28.1 5.5*

Small Urban 100.0 43.3 16.1 39.1 1.4*

Urban 100.0 34.1 12.5 52.8 0.6*
Level of Affiliation®
Parent 100.0 29.1 19.2 51.7 0.0*
Affiliate 100.0 28.0 20.0 50.9 1.1*
Non-Affiliate 100.0 304 17.3 51.6 0.7*

2 Not mutually exclusive.
b Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities provided affiliation.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted
with caution.

Exclusions: ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Menta Health Services Administration.
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Table2.6 Facilities Offering Programsfor Special Populations and Number of Special
Population Clients Admitted in 12-M onth Period: National Estimates, October 1, 1996

Facilities Clients
Number of Clients | Percent of Clients
Admitted in 12- Admitted in 12-
N % Month Period Month Period
All Facilities 12,387 100.0 4,295,815 100.0
Admitted Specific Clients[Q-C4]
Pregnant women 6,528 52.7 51,557 12
SSI/SSDI 7,897 63.8 391,861 9.1
Active tuberculosis 1,716 14.6 9,350 0.2
HIV-positive 6,267 53.9 91,534 21
AlDS-diagnosed 3,795 32.8 42,606* 1.0*
Had Special Programs[Q-B10]
Women 4,631 37.4
Pregnant women 2,393 19.3
Adolescents 3,932 318
DWI/DUI 4,253 34.4
AIDS/HIV 2,697 21.8
Dual Diagnosis 4,988 40.4

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions: ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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Table 2.7 Percentage of Facilities That Admitted Special Client Types: National Estimates, October 1, 1996

Per centages of Facilities That Admitted Three Types

Per centages of Facilitieswith

of Clients® Clientsin Treatment Population®
Dual
Pregnant Active HIV AIDS Women | Adolescents | Diagnosis
Women | SSI/SSDI B Positive |Diagnosed | [Q-B2-pt | [Q-B2-pt | [Q-B9-pt
[Q-C4] | [Q-C4] | [Q-C4] [ [Q-C4] | [Q-C4] prev] prev] prev]
Total 52.7 63.8 14.6 53.9 32.8 90.1 39.5 79.9
Facility Type of Care
Hospital Inpatient Only 60.0 721 32.9 74.6 59.4 75.0 8.2 73.1
Non-Hospital Residential Only 41.7 61.6 18.3 58.4 26.1 714 17.1 69.1
Outpatient Methadone Only 59.8 75.8 42.1 84.3 64.8 99.8 2.4* 87.9
Outpatient Non-M ethadone Only 52.0 62.0 8.8 45.2 26.4 94.3 51.4 80.5
Combination Facilities 64.8 68.7 22.7 72.3 53.0 95.2 329 89.3
Facility Setting®
Hospital (inpatient and outpatient) 52.7 68.0 19.6 69.4 51.3 90.2 211 87.6
Non-Hospital Residential, Therapeutic
Community or Halfway House 47.7 62.5 18.0 58.2 304 78.2 255 735
Community Mental Health Center 57.9 78.4 114 44.4 27.0 93.9 61.2 93.3
Other Outpatient 54.0 59.1 13.3 51.8 32.0 95.6 455 76.5
Other 48.4 52.7 8.9 39.3 24.4 90.8 45.0 73.5
Owner ship
Private For-Profit 45.7 50.0 10.2 50.4 31.8 924 325 78.4
Private Non-Profit 52.9 66.4 14.5 53.1 31.6 88.6 39.9 78.0
Public 63.4 74.3 225 63.8 40.1 935 49.1 91.4
Per cent Public Revenue
0% 33.7 30.7 5.7 335 24.0 86.9 28.0 66.5
1-50% 53.5 61.5 12.7 53.3 334 93.1 38.7 83.2
51-90% 57.7 72.3 16.2 59.4 33.3 91.3 46.2 834
91-99% 62.3 71.6 19.8 59.1 38.7 90.1 40.6 83.2
100% 50.4 66.9 16.1 53.3 29.7 86.9 371 729
Unknown % 26.2* 70.4 11.7* 63.5 39.6* 86.7 23.5* 87.0
Ur banicity?
Metro: Small Metro 55.1 59.6 115 43.6 23.2 87.2 45.0 78.1
Medium Metro 55.5 64.1 11.0 52.0 34.4 90.0 38.2 80.6
Large Metro 51.2 61.1 18.2 65.6 40.6 89.9 30.8 78.6
Non-metro: Rural 56.6 78.6 13.5* 32.8* 84* | 876 65.8 84.5
Small Urban 51.6 71.7 11.0 33.6 20.6 92.8 61.3 85.1
Urban 49.2 67.5 14.9 46.6 22.6 93.0 43.8 78.1
See notes at end of table. (continued)




Table2.7 (continued)

Per centages of Facilities That Admitted Three Types

Per centages of Facilitieswith

of Clients® Clientsin Treatment Population®
Dual
Pregnant Active HIV AIDS Women | Adolescents | Diagnosis
Women | SSI/SSDI B Positive |Diagnosed | [Q-B2-pt | [Q-B2-pt | [Q-B9-pt
[Q-C4] [ [Q-C4] | [Q-C4] | [Q-C4] | [Q-C4 prev] prev] prev]
Level of Affiliation®
Parent Facility 61.2 64.6 179 58.4 34.5 92.6 46.6 80.9
Affiliate 51.3 67.0 13.2 55.0 321 90.0 374 814
Non-Affiliate 48.9 57.8 14.5 49.1 32.7 88.5 38.0 76.6

2 95 percent of facilities responded to active TB question; 94 percent responded to HIV-positive question; and 93 percent responded to AIDS

question.

b 96 percent of facilities responded to dual-diagnosis question.

¢ Not mutually exclusive.

¢ Based on Beale code (Butler & Beale, 1994).

¢ At least 99 percent of facilities responded to affiliation question.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional

facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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Table2.8 Percentage of Facilities That Admitted Special Population Clientsand Have Special
Programsfor Them: National Estimates, October 1, 1996

AlDSor
HIV- Dual
Pregnant Positive | Diagnosis
[Q-B10] Women® | Women® |Adolescents®| Clients® [Q-B9]
Total 40.2 32.0 65.8 325 49.8
Facility Type of Care
Hospital Inpatient Only 22.8 20.9 84.6 25.7 50.3
Non-Hospital Residential Only 58.3 46.9 66.1 44.6 47.2
Outpatient Methadone Only 42.9 50.5 0.0 61.4 41.2
Outpatient Non-Methadone Only 37.0 274 64.3 26.2 49.4
Combination Facilities 39.6 33.9 75.2 30.0 55.6
Facility Setting®
Hospital (inpatient and outpatient) 294 20.8 74.5 294 575
Non-Hospital Residential, Therapeutic
Community or Halfway House 56.2 44.6 70.6 41.9 50.5
Community Mental Health Center 355 34.1 61.6 26.0 65.9
Other Outpatient 40.1 30.9 66.3 32.2 41.0
Other 34.9 36.5 57.0 26.0 46.6
Owner ship
Private For-Profit 30.7 10.9 59.2 21.2 46.8
Private Non-Profit 42.9 355 69.0 36.0 49.6
Public 43.9 435 61.1 34.8 55.1
Per cent Public Revenue
0% 26.6 15.6 56.9 11.2 1.7
1-50% 30.0 13.7 66.8 19.6 44.6
51-90% 45.6 34.0 66.8 34.8 51.8
91-99% 49.4 41.0 64.3 44.0 56.5
100% 44.6 53.6 75.7 43.8 535
Unknown % 29.2* 12.0* 31.6* 27.9* 35.2*
Urbanicity®
Metro: Small Metro 42.6 45.9 70.6 30.9 524
Medium Metro 40.5 289 67.9 28.9 48.4
Large Metro 434 32.3 69.3 38.1 51.5
Non-metro: Rural 27.9* 41.1 57.5 27.6* 38.6
Small Urban 31.6 27.9 57.7 236 48.9
Urban 34.8 215 59.5 13.0 46.1
Level of Affiliation®
Parent Facility 48.1 335 67.9 37.7 50.1
Affiliate 37.0 344 63.9 311 49.9
Non-Affiliate 39.6 26.5 67.0 30.9 49.5

& 99 percent of facilities responded to special programs question.

b 96 percent of facilities responded to dual-diagnosis question.

¢ Not mutually exclusive.

4 Based on Beale code (Butler & Beale, 1994).

€ 99 percent of facilities responded to affiliation question.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted
with caution.

Exclusions: ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices,

correctional facilities, and Department of Defense and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Menta Health Services Administration.
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Chapter 3. Treatment Services and Staffing

Margaret T. Lee, Sharon Reif, Grant A. Ritter, Helen J. Levine, Mary Ellen Marsden, and
Constance M. Horgan

3.1 Introduction

This chapter documents what services are offered to clients and what type of staff treat
clientsin the national substance abuse treatment system. It examines the relationship between
facility characteristics and service patterns and staffing. Data reported here are drawn from Phase
| of the Alcohol and Drug Services Study (ADSS). ADSS is a nationally representative sample of
substance abuse facilities across the Nation, excluding halfway houses without paid counselors,
solo practitioners, correctional facilities, Department of Defense (DoD) facilities, Indian Health
Service facilities, and facilities that are intake and referral only. This study builds upon the work
of the 1990 Drug Services Research Survey (DSRS) (Batten et a., 1993) with a more complete
sampling frame, an enhanced sampling design, and improved measures of financing and
organization.

3.1.1 Background

The quality of care provided in the treatment system depends on the array of services
offered to clients and the quality of staff at treatment facilities. A third factor that affects the
quality of careis how well the services offered at the facility match the client's needs
(Schottenfeld, Pascale, & Sokolowski, 1992). This chapter looks at services offered in the current
treatment system and the staffing patterns. However, this chapter does not have data to shed light
on the issue of matching client needs to services. Chronic substance abusers suffer from avariety
of serious health problems, such as disease of the heart and blood vessels, cirrhosis, HIV
infection, and hepatitis (Harwood, Fountain, & Livermore, 1998; Institute for Health Policy,
1993). In addition, they suffer from social problems, including unemployment, poor family
relations, mental health problems, and legal problems. Consequently, various services provided
by qualified substance abuse treatment staff are needed, in addition to drug and acohol education
and counseling, to foster recovery and rehabilitation.

There is accumulating evidence that the range and quality of services provided to clients
while they are in substance abuse treatment is related to treatment outcomes (Hoffman et al.,
1996; McLéllan et a., 1993). Furthermore, the number of services received in the areas of
medical, employment, family, and psychiatric care is significantly and positively related to better
post-treatment social adjustment (McLellan et al., 1994). Despite the importance of the number
and intensity of servicesfor positive treatment outcomes, substance abuse services declined from
the mid-1980s to the mid-1990s (D'Aunno & Vaughn, 1995; Etheridge, Craddock, Dunteman, &
Hubbard, 1995). Generally, wraparound services or support services, such as employment and
legal services, were not offered as often as such services asindividual therapy, group therapy,
and alcohol and drug services (Burke & Rafferty, 1994; McLellan et a., 1993; Priceet a., 1991).
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Factors other than clinical need may determine the amount of services provided by
programs. Facility-level characteristics, such astype of care, ownership, and level of affiliation,
have implications for service delivery. Level of affiliation, or whether afacility is an independent
entity or an integral part of alarger organization, has been shown to have an impact on service
delivery (Friedmann, Alexander, & D'Aunno, 1999; James, 1998). Facility ownership also has
been shown to have an impact on services offered. Private for-profit outpatient units have been
reported to be more likely than other ownership typesto provide physical exams and medical
teststo their clients during the assessment process; however, they are less likely to provide
mental health assessment (Burke & Rafferty, 1994; Friedmann et al., 1999). In addition, private
for-profit units provide less tuberculosis treatment and HIV/AIDS treatment than public units
(Friedmann et al., 1999). Different client bases at private and public facilities also may be a
factor in determining services offered. Private facilities tend to treat clients who are more affluent
and lessimpaired than clientsin public facilities (Price & D'Aunno, 1992; Wheeler, Fadel, &
D'Aunno, 1992). Differencesin clients economic resources have been associated with
differences in substance abuse severity and, therefore, differencesin service needs. Historically,
the purpose of the publicly funded health care system has been to serve those clients who have
more problems and fewer resources (Humphreys, Hamilton, Moos, & Suchinsky, 1997). Public
facility clients may have more need for such services as HIV/AIDS counseling, tuberculosis
treatment, employment counseling, academic classes, and transportation; therefore, that is why
they offer these services more in public facilities than in private facilities.

In addition, staffing plays akey role in the quality of services and the type of services
delivered. Variations also occur in staffing by facility characteristics, such as type of care,
ownership, and setting. For example, staff at methadone facilities tend to have more medical
training than at other outpatient facilities (Calsyn, Saxon, Blaes, & Lee-Myer, 1990; Price &
D'Aunno, 1992). This reflects the fact that methadone facilities have more requirements or
regulations regarding medical staff than other types of care. Private for-profit units tend to
employ higher proportions of part-time staff and independent contractors or consultants than
private non-profit and public units (Burke & Rafferty, 1994). In the outpatient treatment system,
mental health centers tend to have the most highly educated staff with the most training. Non-
hospital residential treatment units (i.e., those that are not part of a hospital or mental health
center) tend to have staff with lower levels of education, and they tend to have more part-time
staff (Price & D'Aunno, 1992). A study of alcoholism and drug abuse treatment programsin
Massachusetts found that community mental health centers tended to have staff with higher
education levels, were least likely to have recovering counselors, and tended to stress education
and licensing more than substance abuse certification (Mulligan, McCarty, Potter, & Krakow,
1989).

Client-to-steff ratios also are important determinants of service quality. When treatment
staff have higher caseloads, this affects service delivery. A higher client-to-staff ratio has been
associated with fewer routine medical care services, less HIV/AIDS treatment, and less
tuberculosis screening (Friedman et a., 1999). Number of staff and ratio of client to treatment
staff also are related to percent of clients who continue to abuse alcohol or drugs after treatment
(McCaughrin & Price, 1992).
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3.1.2 Methodology Overview

Phase | of ADSS consisted of atelephone interview with facility directors at a stratified
random sample of 2,395 alcohol and drug treatment facilities across the Nation (representing
12,387 facilities nationwide). The questionnaire was mailed out in advance so that directors had a
chance to gather information to fill out the questionnaire. The responses then were collected by
telephone. Sample strata were selected to reflect the different types of care within the substance
abuse treatment system. The sample frame was SAMHSA's 1995 National Master Facility
Inventory (NMFI) augmented to yield the universe of treatment facilities known to SAMHSA.
The Phase | ADSS Facility Survey was conducted from December 1996 to June 1997, with data
collected for a point-prevalence date of October 1, 1996, and for the most recent 12-month
reporting period of the facility. The point-prevalence date was chosen to be the same as the 1996
Uniform Facility Data Set (UFDS) (SAMHSA, 1997) in order to allow comparison with UFDS.
The Phase | response rate was 91.4 percent of 2,621 facilities eligible for ADSS. Because the
Phase | sampling design incorporated a stratified random probability sample, weights were
developed to produce national estimates of facilities. The sampling weights adjusted for facility
non-response and for differential response rates within strata. The datain this chapter were
imputed to account for missing values. Overall, item non-response was generally well below 10
percent. Further information about the data collection methodology for the study is presented in
the Appendix A. A description of variable definitions appearsin Appendix B, and standard error
tables are presented in Appendix C.

3.1.3 Organization of the Chapter

First, ADSS findings are presented on the percentage of facilitiesin the overall treatment
system offering each of the selected services. Second, types of treatment and support services
offered at facilities are examined by facility characteristics. This chapter explores such questions
as whether facility ownership isrelated to different services and staffing patterns or whether
variation also is related to the facility funding stream. ADSS examines ownership and degree of
dependence on public revenue as separate variables and explores the effect of each. This chapter
also looks at the degree of affiliation as it relates to services offered by examining whether a
facility that is affiliated with another organization offers more services than non-affiliated
facilities. Third, the characteristics of facilities that offer high, medium, and low numbers of
services are examined. Fourth, staffing percentages at facilities and mean number of staff per
facility based on severa measures are examined. Fifth, national estimates of the number of staff
in the treatment system are presented. Sixth, variations in client-to-staff ratios by facility
characteristics are investigated. The last part of the findings for this chapter examine the
percentage of staff who are certified in substance abuse treatment and how the ratio of clientsto
certified staff vary by facility variables. The chapter ends by drawing some conclusions about the
services and staffing in the treatment system. In the tables appearing at the end of this chapter,
the Phase | questionnaire numbers from which the data were drawn are noted as Q-x.

3.2 Findingson Service Patternsin the Treatment System

The selected services examined in this chapter are divided into two categories: treatment
services and support services (see Table 3.1). Treatment services include those that are directly
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oriented toward treating alcohol and drug abuse (e.g., comprehensive assessment, individual
therapy, group therapy, family counseling and aftercare'), while support services include those
directed toward related problems or toward keeping the client in treatment (e.g., employment
counseling, academic education, transportation, and child care). Among the expectations for
positive treatment outcome are improvement in employment, psychological functioning, medical
health, and family and social relationships, as well as a decrease in substance use and criminal
activity. Various treatment and support services are offered during treatment to rehabilitate the
client in these areas.

Generally, facilities offered more treatment services than support services. Table 3.1
shows that all treatment services, except for detoxification and acupuncture, were offered at 67
percent or more of the facilities. More than 90 percent of facilities offered individual therapy,
comprehensive assessment/diagnosis, and group therapy. In contrast, support services were
offered at less than 50 percent of facilities with the exception of HIV/AIDS
education/counseling/support, which was offered at 77 percent of all facilities. Thus, services
directly treating a cohol and drug abuse appear to have a priority over support services. This
lends support to the findings of the Drug Abuse Treatment System Survey (DATSS), a national
study of the outpatient substance abuse system. Support services, such as employment, financial,
and legal counseling, were offered at less than 40 percent of DATSS facilities, while treatment
services, such asindividual therapy, group therapy, and a cohol/drug education, were offered at
90 percent or more of the facilities (Price et a., 1991).

3.2.1 Treatment Services

Facilities varied in the type of services offered to clients. Tables 3.2aand 3.2b show
service variations by key facility characteristics (see Appendix B for a description of variable
definitions). Of all the various services offered by substance abuse treatment facilities, individual
therapy was offered the most frequently. It was offered by 95 percent or more of facilities
regardless of the type of care, except for hospital inpatient facilities where it was offered at 87
percent of the facilities. Significantly fewer hospital inpatient facilities offered individual therapy
as compared with each of the other types of care.?

Although group therapy was one of the treatment services more routinely offered, it was
offered less often than individual therapy. Group therapy was offered in fewer outpatient
methadone facilities than in any other type of care—in fewer small facilities than other size
facilities, in fewer private-for-profit facilities than other ownership facilities, and in fewer
non-affiliate facilities than affiliate or parent facilities (see Appendix B for adefinition of facility
level of affiliation).

Non-hospital residential facilities, in particular therapeutic communities, have as their
goal rehabilitation and recovery through self-help/mutual support (De Leon, 1994; De Leon &

! Services offered to clients after discharge.

2 All comparisons reported in this section are significant, except where noted otherwise, using the
Bonferroni correction to p = .05 based on the number of comparisons.
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Ziegenfuss, 1986, pp. 9-10; Institute of Medicine [IOM], 1990, p. 171). Therefore, one would
expect more self-help servicesto be offered in non-hospital residential facilities than other types
of care. Table 3.2a partially supports this by indicating that self-help or mutual-help groups were
offered in more non-hospital residential facilities than outpatient methadone and outpatient
non-methadone facilities. However, there was no significant difference in self-help or
mutual-help groups offered in non-hospital residential, hospital inpatient, and combination
facilities. Another service important to rehabilitation is relapse prevention. Relapse prevention
was offered in 88 percent of non-hospital residentia facilities, which was more than al other
types of care with the exception of combination facilities. Thisis consistent with the
rehabilitative nature of non-hospital residential facilities. It also should be noted that more
facilities that were in non-hospital residential settings compared with those that were not in
residential settings offered self-help/mutual support and relapse prevention services.

Aftercare treatment services provided after the client leaves treatment were offered at
fewer facilities than any of the counseling services. Aftercare and outcome follow-up were
offered more in combination facilities (94 and 85 percent, respectively) than other types of care.
Combination facilities are facilities that consist of more than one type of care and, therefore, are
more likely to offer awider range of servicesin order to meet the needs of al their clients.
Generally, aftercare and outcome follow-up were offered least often in methadone facilities (64
and 44 percent, respectively). Comparisons of these two services in outpatient methadone
facilities with other types of care were significant with the exception of outpatient methadone
compared with hospital inpatient facilities for aftercare services. Information on aftercare
services reported in ADSS concur with past findings that aftercare is not routinely offered (IOM,
1990, p. 171). It is of importance to note the findings on aftercare because aftercare group
therapy has been found to decrease readmission significantly (Lash & Blosser, 1999).

Detoxification was offered mostly in hospital inpatient facilities followed by outpatient
methadone facilities and combination facilities. More hospital inpatient facilities offered
detoxification than any other type of care. There was no significant difference between
methadone and combination facilities; both offered detoxification more than residential and
outpatient non-methadone types of care.

3.2.2 Support Services

Generally, support services were offered by fewer facilities than treatment services (see
Table 3.2b). Among the support services, HIVV/AIDS education/counseling/support was offered
at 77 percent of facilities, which was more than any other support service.

Transportation, employment counseling/training, and academic education/GED classes
were not routinely offered in the substance abuse treatment system. However, these support
services were offered in non-hospital residential type of care more than any other type of care
(Table 3.2b). Thisisin line with the rehabilitation treatment philosophy of residential facilities.
The principal goa of the therapeutic community isa"global changein lifestyle" that includes
abstinence from illicit substances, elimination of antisocial behavior, and positive changesin
lifestyle that include employability (De Leon & Ziegenfuss, 1986, p. 5). In addition, Table 3.2b
shows that HIVV/AIDS education/counseling/support was offered at more residential than
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outpatient non-methadone and hospital inpatient types of care. A similar percentage of
residential, methadone, and combination types of care offered this service. At the time of the
study, residential programs had begun to address the problems of treating HIV/AIDS clients and
to provide support and care to these clients (Tims, Jainchill, & De Leon, 1994). More facilitiesin
residential settings offered transportation, employment, academic, and HIV/AIDS services than
facilities not in residential settings.

3.2.3 Other Notable Service Variations by Facility Characteristics

Compared with the other types of care, alower percentage of methadone facilities offered
the selected treatment and support services. Group therapy, family counseling, and outcome
follow-up were offered at alower percentage of methadone facilities than any other type of care.
In addition, fewer methadone facilities offered relapse prevention than any other type of care
except outpatient non-methadone facilities. Relapse prevention was equally offered in outpatient
methadone and outpatient non-methadone types of care. Of the support services, smoking
cessation was offered at fewer methadone facilities than any other type of care. Transportation
was offered in fewer methadone facilities than all other types of care except for outpatient
non-methadone facilities. It should be noted, however, that HIV/AIDS
education/counseling/support and tubercul osis screening were support services offered at a high
percentage of methadone facilities (94 and 93 percent, respectively). Tuberculosis screening was
offered in methadone facilities more than other types of care. HIV/AIDS
education/counseling/support was offered more in methadone facilities than in hospital inpatient
and outpatient non-methadone facilities. In view of injection drug use and health problems
among methadone clients, these are much needed services for this population.

A high percentage of combination facilities offered comprehensive assessment/diagnosis,
individual therapy, group therapy, family counseling, relapse prevention, aftercare, and outcome
follow-up (Table 3.2a). Combination facilities, which provide more than one type of care, offer a
broader scope of services.

There was some tendency for fewer private-for-profit facilities to offer the selected
services than private non-profit and public (publicly owned) facilities. For support servicesin
Table 3.2b, fewer private for-profit facilities offered each of the services compared with public
facilities. The only exception was that there was no significant difference in the percentage of
private for-profit and public facilities that offered smoking cessation services. However, among
treatment services, only group therapy was offered at significantly fewer private for-profit
facilities than public facilities. Thus, it appears that public facilities offered a range of servicesto
include more support services compared with private for-profit facilities. Thisisnot surprising
considering that the mission of many public facilitiesis to serve clients with arange of problems
and who have fewer resources available to them (Humphreys et al., 1997; Price & D'Aunno,
1992; Wheeler et al., 1992). DATSS data indicate that private-for-profit outpatient facilities
serve adifferent clientele than private non-profit and public facilities. A smaller percentage of
for-profit clients are under 20, unemployed, unable to pay for treatment, or have multiple drug
problems (Price & D'Aunno, 1992). Servicesin public facilities are driven by the client base and
because they have mandates to treat a different client base compared with private for-profit
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facilities. Many public facilities receive public funding to serve special populations, such as
HIV/AIDS clients, tubercul osis clients, injection drug users, and pregnant women.

It is noted that private non-profit facilities were similar to publicly owned facilitiesin
terms of support services offered. More private non-profit facilities also offered each of the
support services in Table 3.2b than private for-profit facilities, with the exception of smoking
cessation. Thus, the for-profit status was the key distinguishing variable that differentiated
facilities along ownership lines. Burke and Rafferty (1994) also found that ownership differences
were between private for-profit versus private non-profit and public facilities. Private for-profit
facilities were more likely to receive private funds, such as client self-pay fees and private
insurance. At the same time, these facilities were less likely to receive clients through criminal
justice referrals and social service agency referrals; therefore, a different client base wasin
treatment at private-for-profit facilities compared with other facilities.

As mentioned above, HIV education/counseling/support and tubercul osis screening were
offered in more publicly owned facilities and private non-profit facilities than private for-profit
facilities. In addition, HIV education/counseling/support was offered at fewer facilities that
received no public funds than any other percent public revenue category. Furthermore, fewer
facilities that received 50 percent or less public revenue offered HIV/AIDS services compared
with facilities that received public funds for more than 50 percent of their revenue. Tuberculosis
screening was offered in fewer facilities with no public revenue than facilities with some public
revenue. This concurs with other research findings (Friedmann et al., 1999), which attributed
these findings to facility ownership. ADSS data suggest that it is not ssmply ownership that is
important, but that facility sources of funding need to be considered. Facilities receiving greater
public revenue offered more support services than facilities receiving less public revenue.

ADSS estimates indicate that there was some support that being a parent or affiliate
facility was associated with more treatment services being offered than facilities that were not
affiliated with any other organization. Group therapy and self-help groups were offered at fewer
non-affiliate facilities than facilities that were parents or affiliates. In addition, relapse prevention
groups, aftercare, and outcome follow-up were offered at more parent facilities than affiliates and
non-affiliates. There did not seem to be much significant difference in the offering of support
services between parent, affiliate, and non-affiliate facilities. The only notable exception was that
child care and prenatal care were offered in more parent facilities than non-affiliate facilities, and
HIV/AIDS education/counseling/support was offered at more parent and affiliate facilities than at
non-affiliates. This supports research by Alexander, Anderson, and Lewis (1985) who found that
units owned or affiliated with another entity offered more services.

3.24 Facilities That Offer Varying Numbers of Services

Table 3.3 examines the question of whether facilities differed in the number of the
selected treatment and support services they offered. That is, which facilities offered low (5 or
fewer), medium (6 to 8), or high (9 to 11) different treatment services? Which facilities offered
no support services, low (1 or 2), medium (3 or 4), or high (5 to 8) different support services?
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The majority of facilities with combination type of care (74 percent) offered a high
number of treatment services. In fact, more combination facilities offered a high number of
treatment services than the other types of care. As mentioned earlier, combination facilities
offered more than one type of care and, generally, offered more types of servicesin order to serve
their various clients needs. After combination facilities, hospital inpatient facilities were next in
offering a high number of treatment services. Equal proportions of residential, outpatient
non-methadone, and methadone type of care offered a high number of treatment services. As
noted earlier, methadone type of care offered alow number of treatment services compared with
other types of care.

Few facilities offered a high number of support services. Across the treatment system,
only 17 percent of facilities offered a high number of support services. More non-hospital
residential type of care (38 percent) offered support services than other types of care, athough
the difference between non-hospital residential and combination facilities was not significant.
Combination facilities, similar to residential facilities, offered more support services than
outpatient types of care (methadone and non-methadone).

The percentage of facilities that offered a high number of treatment services did not vary
significantly by ownership. Roughly alittle over athird of all facilities regardless of ownership
offered a high number (9-11) of treatment services. However, more private for-profit facilities
offered no support services or alow number of support services compared with private non-profit
and public facilities. These findings support reports from a national outpatient study that private
for-profit programs delivered fewer support services than public programs (Friedmann et al.,
1999).

More facilities with no public revenue offered alow number of treatment and low or no
support services compared with facilities receiving some public funding. The only pairwise
comparison that was not significant was zero percent public funding versus 1 to 50 percent
public funding for low support services. Facilities that received 50 percent or less public funding
offered low support services compared with facilities that received public funding for more than
50 percent of their funding. This again may be related to the purpose of public facilitiesto serve
the wide range of clients who depend on the public sector for health care.

Forty (40) percent of parent facilities offered a high number of treatment services
compared with 32 percent of non-affiliates. A similar trend was indicated for support services (22
vs. 12 percent). Therefore, more parent facilities offered a high number of treatment and support
services compared with non-affiliates. Integration of units allows for more resources to be made
available to the client as the resources that each of the units provides is shared throughout
(James, 1998). There is some evidence that hospitals owned by another organization tend to offer
more inpatient and outpatient services (Alexander et a., 1985). There are few findings specific to
the substance abuse field as to whether services differ in non-hospital residential substance abuse
treatment facilities compared with facilities that are affiliated with other organizations. However,
Friedmann et al. (1999) did find that substance abuse facilities affiliated with mental health
centers provided on-site mental health servicesto a greater degree than those not affiliated with a
mental health center.
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3.3 Findingson Staffing of the Substance Abuse Treatment System

Theratio of clientsto staff isimportant to study because it is one of the factors that
affects the delivery of services. Table 3.3 examines the relationship between client-to-staff ratio
and number of services offered. Theratio of clientsto staff can be viewed as caseload level.

Table 3.3 shows that 51 percent of facilities with alow client-to-staff ratio offered a high
number of treatment services. More facilities with alow client-to-staff ratio offered a high
number of treatment services than facilities with a medium client-to-staff ratio, and more
facilities with a medium client-to-staff ratio offered a high number of treatment services than
facilities with ahigh client-to-staff ratio. Thus, it appeared that the lighter the casel oad for direct-
care staff, the more likely the facility offered a variety of treatment services. This pattern was
also true of support services. The lower the client-to-staff ratio, the more kinds of support
services the facility offered. These results arein line with the findings of a national outpatient
survey where higher client-to-staff ratios were associated with fewer services (D'Aunno &
Vaughn, 1995; Friedmann et al., 1999; Priceet a., 1991).

Table 3.4 shows staffing percentages and means among facilities. The first column of the
table shows the percentage of facilities that have each of the staffing categories. More than three
fourths of facilities had graduate-degreed counseling staff, B.A. or non-degreed counseling staff,
and staff other than medical and counseling staff. The "all other staff" category in Table 3.4
refersto non-medical and non-counseling staff and includes administrators, administrative
assistants, clerical staff, and any other staff who did not provide medical or counseling services.
Most facilities (86 percent) had "all other staff." Seventy-seven (77) percent of facilities had
master's level counselors, and 68 percent had B.A.-level counselors. Therefore, in terms of
direct-care staff, the substance abuse treatment system had facilities primarily staffed by
counselorswith M.A. and B.A. degrees. This finding supports the staffing patterns found in the
DATSS where master's and bachelor's level educational backgrounds dominated outpatient
treatment, in particular in outpatient non-methadone programs (Price et a., 1991, Price &
D'Aunno, 1992).

Columns 2-4 of Table 3.4 indicate that master's level counselors were on staff full time at
significantly more facilities (62 percent) than any other direct-care staff category, except for
bachelor's level counselors. Only 12 percent of facilities reported having a full-time doctoral
level counselor on staff, while a slightly higher but significant percentage (16 percent) reported
having one on contract. Although only 13 percent of facilities had at least one full-time physician
on staff, 21 percent of facilities reported having a part-time physician and 37 percent of facilities
reported having a contract physician on staff. Therefore, more highly educated and costly staff
may more likely be part time or contract.

Table 3.4 looks at the mean number of staff per facility based on several measures. Means
for "al facilities' included all facilities in the denominator regardless of whether they had the
staff category. Means for "facilities with staff category" were calculated by including in the
denominator only those facilities that had a member of the staff category for the row. "Mean
staff" counted full-time, part-time, and contract staff each as one. "Mean FTE staff" counted
full-time equivalent staff (see FTE calculation in Appendix B definition for client-to-staff ratio).
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In general, the mean number of staff in any one category was low, ranging from one to six across
al facilities.

3.3.1 Distribution of Staffing Categories Among Full-Time, Part-Time, and Contract
Staff

Tables 3.5aand 3.5b are based on data from an estimated 11,782 facilities (about 95
percent of the universe) that could report their staff numbers by full-time, part-time, and contract
staff. Table 3.5a shows the percentage distribution of full-time, part-time, and contract staff by
staff category and provides national estimates of staff in these categories. Note that in this table
the columns total to 100 percent. In 1996-1997, there were an estimated 134,184 full-time staff in
the treatment system compared with an estimated 44,956 part-time staff and an estimated 22,283
contract staff. Medical staff and graduate-degreed counsel ors each accounted for about 17
percent of full-time staff. B.A. and non-degreed counselors made up 29 percent of the full-time
work force, while staff other than medical and counseling staff made up 37 percent of the
full-time staff. Among direct-care staff, more B.A. and non-degreed counselors were full time
than graduate-level counselors or medical staff. In contrast, medical staff made up 47 percent of
the system's contract staff while graduate-degreed counsel ors made up 32 percent, and B.A. and
non-degreed counselors made up only 11 percent. Therefore, direct-care staff who were more
highly trained, educated, and paid were more likely to be hired on contract. "All other staff"
made up only 10 percent of the contract staff, which was not significantly different from the
percentage of B.A. and non-degreed counselors on contract.

Table 3.5b shows the percentage distribution of staff type by "time" category. The
information is based on the same data as Table 3.5a but with the rows adding to 100 percent. The
findings reported in Table 3.5b parallel the findingsin Table 3.4. That is to say, the more
educated and more costly staff members, such as physicians, were more often on contract (56
percent) than part-time (26 percent) and full-time (18 percent) staff. Doctoral-level counselors,
however, were mostly either full time or contract. Master's level, bachelor'slevel, and
non-degreed counselors were most often full time and least often on contract. The same was true
of "al other staff" (i.e., staff other than medical and counseling staff).

3.3.2 FTE Staff

Datafor Table 3.5¢ is based on the same data as Tables 3.5a and 3.5b but aso includes
data for an estimated 605 facilities that could only report their staff by numbers of FTEs. Table
3.5¢ shows the estimated number and percentage distribution of FTE staff in the treatment
system by staff category. The largest group of FTE staff were the "al other staff' (32 percent)
followed by master's level counselors (17 percent). The four subtotal rows (in bold) indicate that
there were more "al other staff" followed by "BA and non-degreed counselors,” then "total
medical staff" and "total graduate degreed counseling staff." The difference between the
estimated number of "total medical staff" and "total graduate degreed counseling staff"was not
significant.
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3.3.3 Mean Ratios of Clients to Staff

Because of the relationship between staff caseload and service delivery, Table 3.6
examines a number of different mean ratios of clientsto FTE staff. They all tended to have a
similar pattern with the lowest client-to-staff ratio in hospital inpatient and non-hospital
residential types of care, and the highest ratio in outpatient types of care. Thisisto be expected
given that residential facilities must be staffed 24 hours a day. In hospital inpatient facilities,
there was on average one client to a direct-care staff; in non-hospital residentia facilities, there
were on average five clients per direct-care staff. This ratio was highest in methadone care. On
average, there were 24 methadone clients per direct-care staff. The next highest ratio was in
outpatient non-methadone facilities, with 19 clients per staff. Therefore, direct-care staff in the
outpatient treatment system had to spread their time among many more clients than staff in the
inpatient treatment system.

Facilities with no public revenue had the highest client to direct-care staff ratio. These
facilities also tended to have the highest client to all staff ratios (includes direct-care and al other
staff). The difference between the 0 and 1 to 50 percent public revenue groups was not
significantly different for the client to all staff ratio, but the O percent group was significantly
different from all other percentage public revenue groups. Therefore, facilities that received no
public revenue tended to have higher client-to-staff ratios than facilities that received some
public funding.

Generally, the lower the ratio of clients to staff, the more treatment services offered at a
facility. The difference between high, medium, and low treatment service facilities were all
significant for the client to all staff and client to direct-care staff categories. For the client to all
other staff ratio, the comparison for high and low treatment services facilities was significant,
whereas the ratio for the medium treatment services facilities was not significantly different from
the high or low. A similar trend was found for support services as for treatment services for the
client to all staff and client to direct-care staff ratios. Lower ratios of clients to staff were found
in facilities that offered medium or high numbers of support services (three or more). Higher
ratios of clientsto staff were found in facilities that offered low or no support services.

3.34 Percentage of Direct-Care Staff Certified in Substance Abuse Treatment

In addition to client-to-staff ratios, the percentage of direct-care staff certified in
substance abuse treatment and the ratio of clientsto certified staff are two other staffing factors
that may be related to service delivery. Quality of services depends on adequate numbers of staff
who are certified and trained in substance abuse treatment.

Certification of addiction counselors began in the early 1970s in response to two
concerns. One was the lack of specia training for counselorsin the field of addiction medicine.
The other was the need to provide credentialing for non-degreed staff working in substance abuse
treatment. Organizations such as the National Association of Alcoholism and Drug Abuse
Counselors (NAADAC) have established requirements for certification that specify level of
education, years or hours of experience as an alcoholism and/or drug abuse counselor, and
passing score on anational certification exam (Beck, 1998).
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The debate surrounding certification versus licensing of counselors has continued over
the years. Certification specifies counselor experience in the field of substance abuse. Although
counselors with certification may have more experience with substance abuse treatment, some
managed care plans require counselors to have graduate training and master's degrees in order to
treat clients. Organizations such as NAADAC advocate certification requirements for degreed
and non-degreed counselors. The argument is that counselors should not only be academically
trained, but also be skilled and experienced in the treatment of substance abusers (IOM, 1997, pp.
58-59).

Table 3.7 shows the percentage of direct-care staff certified in substance abuse treatment.
Across al facilities, less than half of all direct-care staff were certified (45 percent). Similar
findings were reported in a national study of the outpatient system. Across all outpatient
facilities, about 40 percent of all staff were certified in substance abuse (Burke & Rafferty,
1994).

Outpatient non-methadone facilities had the highest percentage of certified direct-care
staff, although the difference between non-hospital residential and outpatient non-methadone
facilities was not significant. The percentage of certified direct-care staff was higher in
non-hospital residential type of care than in methadone and hospital inpatient types of care. The
percentage of direct-care staff certified in substance abuse treatment was lower in methadone
facilitiesthan in all other types of care except for hospital inpatient care. Thisfinding of fewer
certified staff in methadone facilities compared with outpatient non-methadone facilities was
consistent with past findings (Price et d., 1991; Price & D'Aunno, 1992). The treatment
orientation at facilities may influence the number of staff certified in substance abuse treatment.
Methadone facilities tend to have more of amedical orientation than a counseling orientation
(Friedmann et al., 1999; Price & D'Aunno, 1992). Therefore, they may emphasize credentials
other than certification in substance abuse treatment. In addition, Federal methadone regulations
required that alicensed physician be on staff to assume responsibility for setting methadone
dosages to be dispensed, and methadone could be dispensed only by a practitioner licensed under
the appropriate State and Federal regulations to order narcotic drugs for clients. By requirement,
the staff dispensing methadone was a pharmacist, registered nurse, alicensed practical nurse, or
another health care professional authorized by State or Federal law to dispense narcotic drugs.

Facilities with no public revenue compared with facilities with greater than 90 percent
public revenue had a higher percentage of direct-care staff certified in substance abuse treatment.
Similarly, private for-profit and private non-profit facilities had a higher percentage of certified
direct-care staff than publicly owned facilities. Therefore, private facilities and facilities with no
public funding had more certified direct-care staff. Public facilities use a network of service
agencies that specialize in providing services to the complex needs of the uninsured or publicly
insured. Counselors in the public sector can run the gamut from licensed to certified to
non-certified (IOM, 1997, p. 59).

Two other findings are noted in Table 3.7, column 1. Facilities that provide no support
services, compared with those that offer a medium or high number of support services, tended to
have a higher percentage of staff certified in substance abuse treatment. Therefore, facilities that
offered more support services did not necessarily have these services delivered by a staff member
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who was certified in substance abuse treatment. Setting variations for the percentage of direct-
care staff certified in substance abuse treatment indicate that community mental health centers
had fewer certified staff than facilities that were not in community mental health centers. This
lends support to past findings that community mental health centers tend to stress credentials
other than certification in substance abuse treatment (Mulligan et al., 1989).

3.3.5 Mean Ratio of Clients to Staff Certified in Substance Abuse Treatment

The second column in Table 3.7 looks at the mean ratio of clients to staff certified in
substance abuse treatment. The ratio was highest in outpatient methadone care. On average, in
hospital inpatient facilities, there were five clients per staff certified in substance abuse treatment.
In contrast, methadone facilities had, on average, 106 clients per staff certified in substance abuse
treatment. The ratio of clientsto certified staff was afunction of size. The larger the facility, the
higher the ratio, and the client caseload for treatment staff became heavier. Over 80 percent of
methadone facilities were very large, as defined by client count, and therefore tended to have a
higher ratio of clientsto certified staff. In addition, as mentioned above, the number of certified
staff tended to be low in methadone type of care. Setting variations, once again, showed a
similarity to type of care variations. Facilities in inpatient settings had lower ratios of clients to
certified staff than facilities not in inpatient settings.

In terms of facility ownership, private facilities (for-profit and non-profit) had lower
ratios of clientsto staff certified in substance abuse treatment than public facilities. The pattern
was less clear regarding the percentage of public revenue. Facilities that had 50 percent or less
public revenue had alower ratio of clientsto certified staff than facilities with more than 50
percent public revenue.

3.4 Conclusions

3.4.1 ServiceVariations

There were variations in service patterns by facility level characteristics; overall,
however, most facilities in the treatment system offered treatment services, such asindividual
therapy, comprehensive assessment and diagnosis, and group therapy. Services provided after the
client leaves treatment, such as aftercare and outcome follow-up, were not offered as often as the
various types of counseling. Furthermore, support services were not offered as often as treatment
servicesin the substance abuse treatment system.

Variationsin services by facility characteristics included the following patterns.
Self-help/mutual support and relapse prevention services tended to be offered in non-hospital
residential type of care. Support services such as transportation, employment counseling/training,
and academic education/GED classes were not routinely offered in the substance abuse treatment
system, but among the various types of care they were offered more often in non-hospital
residential facilities. Thiswas likely due to the rehabilitative nature of non-hospital residential
type of care. In terms of ownership, fewer private-for-profit facilities offered services compared
with public facilities. Group therapy and most support services were offered at fewer private
for-profit facilities. Facilities receiving no public revenue tended to offer fewer services, such as
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HIV/AIDS and tuberculosis services. Thus, the funding stream isimportant to consider in
addition to facility ownership. Furthermore, facilities that were parent or affiliate facilities tended
to offer more services than non-affiliates. Combination facilities, those that offered more than
onetype of care, offered a broader range of services.

Facilities varied in the number of services they offered clients. Combination facilities
offered a high number of treatment services while methadone facilities offered alow number of
treatment services. In contrast, high numbers of support services were offered in more
non-hospital residential and combination facilities and in fewer outpatient non-methadone
facilities. Public and private facilities did not differ in the number of treatment services offered,
but more public facilities offered support services to clients. Therefore, the difference between
services offered by ownership was in support services. In addition, findings on funding stream
also support that facilities with no public revenue offered low treatment and low or no support
services compared with facilities that received at least some public funding. Facilities with low
client-to-staff ratios offered more treatment and support services.

3.4.2 Staffing Variations

In terms of direct-care staff, the substance abuse treatment system was staffed primarily
with M.A.- and B.A .-level counselors. This result agrees with findings of a national outpatient
study of drug treatment facilities (Price et al., 1991, Price & D'Aunno, 1992). However,
non-medical and non-counseling staff, such as administrators and administrative support, were
most frequently on the payrolls of facilities. There were fewer Ph.D.-level professiona staff at
substance abuse treatment facilities, and these and other costly staff, such as physicians, tended
to be on staff as part-time or contract staff.

The ratio of the number of clients to direct-care staff may affect the delivery of services.
Theratio of clientsto direct-care staff in the treatment system varied by a number of facility
characteristics. Low client-to-staff ratio was associated with facilities that offered high numbers
of treatment and support services, facilities with inpatient types of care, and facilities that
received some public revenue.

The percentage of direct-care staff certified in substance abuse tended to be low. In
genera, the percentage of certified staff was less than 50 percent of the treatment staff. The
percentage of certified staff tended to be lower in methadone and hospital inpatient types of care
(where other credentials are important), publicly owned facilities, and those facilities that
received public funding for 90 percent or more of their revenue.

The mean ratio of clientsto certified staff was highest in facilities that were methadone
type of care, larger facilities, public facilities, and facilities that offered alow number of
treatment services.

The findings presented in this chapter illustrate variations in service patterns and staffing
in the substance abuse treatment system. Facility characteristics are important in determining
these variations. The substance abuse treatment system offers arange of services and has arange
of staff in order to serve the clients treated in the national treatment system.
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Table3.1 Percentage of Facilitiesin the Treatment System Offering Treatment and Support

Services: National Estimates

Per cent of Responding
Facilities Offering Service®

Services [Q-C9]
Treatment Services

Individual therapy 96.9
Comprehensive assessment/diagnosis 93.8
Group therapy, not including relapse prevention 92.6
Family counseling 85.6
Aftercare 82.6
Relapse prevention groups 78.8
Self-help or mutual-help groups 714
Outcome follow-up 66.7
Combined substance abuse and mental health treatment 66.7
Detoxification 26.5
Acupuncture 4.8
Support Services

HIV/AIDS education/counseling/support 76.5
Transportation 49.6
TB screening 43.2
Employment counseling/training 40.2
Smoking cessation 24.2
Academic education/GED classes 171
Child care 13.3
Prenatal care 12.0

@ More than 99 percent of facilities responded to each service question.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctiona facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies,

Substance Abuse and Mental Health Services Administration.
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Table3.2a Percentage of Facilities Offering Treatment Services, by Selected Facility Characteristics: National

Estimates
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Treatment Services £ = I8 E 3| Lo T 8 s o) =3
[All services from Q-C9] S< 2168 L% ga| 82| & 3 S« 3 <
All Facilities® 938 [ 969 | 926 | 856 | 788 | 714 [ 826 | 66.7 | 66.7 [ 265 | 4.8
Facility Type of Care
Hospital Inpatient Only 96.1 [ 870 | 869 | 804 | 776 | 859 [ 68.0 [ 603 | 749 [ 885 | 44
Non-hospital Residential Only 84.7 | 955 | 95.0 | 786 | 88.0 | 923 [ 76.4 | 744 | 539 (246 | 7.2
Outpatient M ethadone Only 872 [ 963 | 765 | 66.6 | 66.0 | 62.7 [ 644 | 438 | 559 [ 747 | 149
Outpatient Non-methadone Only 958 [ 97.2 | 914 | 869 | 726 | 610 [ 831 [ 614 | 678 [ 93 | 3.7
Combination Facilities 97.1 [ 989 | 991 | 940 | 959 | 879 [ 944 [ 850 | 774 [ 717 | 40
Facility Size
Small (<17 clients) 91.8 [ 945 | 858 | 811|729 | 739 [ 789 [ 702 | 619 (243 | 23
Medium (17-40) 940 [ 975 | 926 | 915 | 756 | 71.7 [ 83.0 [ 679 | 69.5 [ 256 | 54
Large (41-100) 959 | 988 | 959 | 876 | 824 | 724 [ 86.2 | 695 | 699 241 | 48
Very Large (>100) 932 [ 96.3 | 958 | 82.0 | 842 | 669 [ 816 [ 581 | 653 (317 | 7.0
Ownership
Private For-profit 932 [ 944 | 869 | 841 | 738 | 629 [ 796 [ 594 | 70.1 [ 29.0 | 59
Private Non-profit 939 [97.7 | 941 | 86.7 | 79.6 | 750 [ 840 [ 695 | 635 [ 242 | 43
Public 942 |1 96.9 | 943 | 83.0 | 827 | 68.1 [ 805 | 646 | 755 [ 316 | 55
Per cent Public Revenue
0% 91.2 [ 914 | 854 | 77.0 | 685 | 59.7 [ 759 [ 542 | 569 [ 134 | 28
1-50% 96.0 | 974 | 925 | 899 | 792 | 683 [ 86.1 | 723 | 745 [ 356 | 40
51-90% 925 | 975 | 944 | 8.1 | 784 | 729 [ 881 | 69.3 | 650 [ 279 | 54
91-99% 95.0 | 97.0 | 955 | 858 | 842 | 734 [ 805 [ 639 | 685 [ 235 | 46
100% 93.7 1 99.3 | 919 | 84.0 | 826 | 816 | 73.0 | 685 | 622 [ 199 | 80
Unknown % 97.2 [ 980 | 862 | 974 | 748 | 69.0 | 77.8 [ 655 | 88.6 [ 539 [ 0.9*
Ur banicity®
Metro: Small Metro 88.7 983 1889 |80.9 |771 |639 829 (610 | 66.2 [ 245 | 04*
Medium Metro 959 [ 983 | 936 | 8.2 | 762 | 721 [ 836 [ 709 | 629 [ 276 | 52
Large Metro 932 [ 952 | 932 | 842 |86 | 751 (814 (637 | 675 (270 | 7.7
Non-metro: Rura 988 [ 984 | 880 | 98.0 | 709 | 52.7 | 825 | 65.0 | 76.3 | 13.9*| 0.0*
Small Urban 958 [ 984 | 912 | 929 | 723 | 645 [ 86.2 [ 69.8 | 70.7 | 226 | 0.5*
Urban 929 [ 959 | 931 | 87.0 | 793 | 744 [ 783 [ 73.1 | 654 | 30.6 15*
Level of Affiliation®
Parent Facility 948 [ 975 | 946 | 865 | 846 | 747 | 875 [ 738 | 670 | 232 | 64
Affiliate 945 (972 | 939 | 8.0 | 786 | 734 [ 816 [ 639 | 694 [ 288 | 45
Non-Affiliate 91.7 | 95.7 | 887 | 859 | 74.6 | 654 [ 80.2 | 65.7 | 618 [ 246 | 4.2
See notes at end of table. (continued)
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Table 3.2a (continued)
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Treatment Services £ 2 38 £ g3 & Y 8 € s g =
[All services from Q-C9] S < S| 58 | 85| 82| & 3 S« a <
Facility Setting®
Hospital (inpatient and outpatient) 97.7 | 962 | 952 | 937 | 880 | 884 | 90.7 | 820 | 894 | 728 | 46
Non-Hospital Residential, Therapeutic
Community or Halfway House 88.1 | 97.3 | 969 (824 | 915 | 90.3 | 817 | 77.8 56.6 | 29.5 59
Community Mental Health Center 979 1981 | 871 | 954 | 67.3 | 536 | 821 | 60.3 834 | 13.0 1.2*
Other Outpatient 94.3 [ 96.8 [ 919 | 827 | 75.3 | 64.8 | 82.0 | 60.8 551 | 17.1 55
Other 90.2 | 952 | 844 | 832 | 672 | 629 | 784 | 63.7 710 | 136 6.1

a At least 99 percent of facilities responded to the service questions.

b Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilties responded to affiliation.

4 Not mutually exclusive

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study, Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health

Services Administration.
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Table3.2b Percentage of Facilities Offering Support Services, by Selected Facility Characteristics: National

Estimates
St 2l |8
S & s |5 |8
g6 |8 |2 |[£ | B |3 @
22 |T |5 |[E2|S |2h | |3
. <8 5 |z |88 |£ |82 |S | B
Support _Serwces S5 = S 5 S 'g a) =) T
[All services from Q-C9] £8 |£ |2 |E8|&5 |[<6 |6 |«&
All Facilities? 76.5 496 | 432 40.2 24.2 17.0 13.3 12.0
Facility Type of Care
Hospital Inpatient Only 75.8 543 | 85.1 233 40.8 13.7 0.9* 32.6
Non-Hospital Residential Only 90.2 86.2 | 624 65.5 30.5 414 154 19.1
Outpatient M ethadone Only 93.8 289 |929 57.5 12.8 19.8 7.8 19.0
Outpatient Non-Methadone Only 68.7 349 |218 30.3 19.3 7.4 12.7 5.6
Combination Facilities 87.4 69.1 |84.1 48.7 35.2 27.5 17.0 22.8
Facility Size
Small (<17 clients) 735 57.1 | 40.7 415 21.4 17.8 13.2 13.0
Medium (17-40) 735 49.9 | 425 41.0 28.1 16.7 7.6 11.0
Large (41-100) 79.2 431 | 39.0 39.5 23.9 17.3 12.3 114
Very Large (>100) 79.4 472 ]150.0 37.9 23.0 15.9 20.3 12.2
Ownership
Private For-Profit 67.3 293 | 322 26.0 21.8 6.6 4.2 6.9
Private Non-Profit 785 552 | 434 45.1 234 20.5 15.1 12.0
Public 81.8 554 |58.1 39.6 30.8 17.6 19.5 19.5
Per cent Public Revenue
0% 58.4 183 | 195 20.6 215 6.9* 5.5% 5.0
1-50% 70.6 324 419 30.7 23.2 9.4 7.1 10.4
51-90% 80.2 54.7 | 417 40.6 22.1 16.8 18.6 12.8
91-99% 83.3 689 |58.3 54.1 26.6 28.6 15.9 16.6
100% 85.2 67.1 | 46.5 58.0 30.9 24.7 15.3 14.0
Unknown % 724 39.0* | 58.7 15.9* 19.7* 6.2* 1.4* 4.1*
Ur banicity®
Metro: Small Metro 714 529 |37.2 34.7 26.8 23.3 16.4 12.4
Medium Metro 79.6 439 | 439 404 24.2 14.4 113 10.8
Large Metro 81.7 522 | 485 447 24.4 20.0 135 14.2
Non-metro: Rura 70.7 470 | 27.9*| 185* 10.7* 21.4* 4.2* 4.6*
Small Urban 57.9 428 | 288 31.7 24.9 8.4 134 8.1
Urban 73.9 56.0 | 429 38.8 20.0 9.8 15.8 9.8
Level of Affiliation®
Parent Facility 80.8 524 | 418 43.2 24.3 18.0 16.8 14.2
Affiliate 79.0 50.8 | 44.6 41.3 24.8 17.7 12.9 12.8
Non-Affiliate 68.9 44.6 | 40.8 355 22.6 15.0 11.2 8.8
See notes at end of table. (continued)
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Table3.2b (continued)
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Facility Setting®
Hospital (inpatient and outpatient) 80.0 521 | 74.7 32.0 36.3 14.3 7.1 19.8
Non-Hospital Residential, Therapeutic
Community or Halfway House 90.4 839 |64.2 64.1 32.0 40.4 16.7 195
Community Mental Health Center 70.0 473 | 224 29.0 16.9 7.2 13.9 5.0
Other Outpatient 75.5 37.2 | 336 37.0 184 11.6 13.9 9.4
Other 66.9 36.3 |30.1 35.0 26.9 17.3 12.6 10.1

& At least 99 percent of facilities responded to the service questions.

b Based on Beale code (Butler & Beale, 1994).

¢ At least 99 percent of facilties responded to affiliation.

4 Not mutually exclusive.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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Table3.3 Percentage Distribution of Facilities Offering Varying Number of Services, by Facility
Characteristics: National Estimates

Number of Treatment Services

Number of Support Services

Low Medium [ High None Low Medium [ High
All Facilities® 11.7 51.8 36.4 10.7 36.9 354 17.1
Facility Type of Care
Hospital Inpatient Only 9.9 34.1 55.9 7.9 21.9 47.1 23.2
Non-Hospital Residential Only 11.3 53.5 35.3 0.7* 11.7 49.7 37.9
Outpatient Methadone Only 232 46.0 30.9 0.2* 28.0 52.0 19.8
Outpatient Non-Methadone Only 13.7 59.6 26.7 16.8 50.3 26.0 6.9
Combination Facilities 2.0* 239 74.1 1.0* 17.0 49.9 321
Facility Size
Small (<17 clients) 14.6 529 325 11.9 35.2 36.2 16.7
Medium (17-40) 111 52.1 36.8 12.3 32.3 38.8 16.6
Large (41-100) 8.8 52.6 38.6 9.7 41.1 33.8 15.4
Very Large (>100) 12.5 49.6 37.9 8.9 38.7 32.6 19.9
Ownership
Private For-Profit 20.0 38.1 41.9 21.2 45.8 26.2 6.8
Private Non-Profit 8.8 57.1 34.1 8.2 34.9 37.1 19.8
Public 11.4 50.2 38.4 5.0 31.0 42.6 214
Percent Public Revenue
0% 26.4 47.3 26.3 26.8 49.5 20.3 3.4*
1-50% 9.6 43.9 46.6 13.6 45.3 317 9.4
51-90% 9.1 54.7 36.2 9.9 34.0 37.3 189
91-99% 8.2 58.8 33.0 2.8* 311 374 28.8
100% 10.8 55.1 34.1 4.0* 24.5 47.5 24.0
Unknown % 13.9* 31.9 54.2 5.6* 46.9 42,5 5.0
Urbanicity®
Metro: Small Metro 134 56.9 29.8 12.0 39.8 27.7 20.5
Medium Metro 11.4 49.1 39.5 8.7 40.8 33.9 16.7
Large Metro 12.6 49.1 38.4 7.7 33.6 39.7 19.0
Non-metro: Rural 14.7* 57.3 28.0* 17.1* 54.4 23.8* 4.6*
Small Urban 6.7* 61.8 314 22.7 38.2 28.1 11.0
Urban 12.4 514 36.2 12.0* 315 41.8 14.8
Level of Affiliation®
Parent Facility 8.8 51.3 40.0 10.3 35.8 321 21.8
Affiliate 10.6 51.7 37.7 9.4 36.1 36.7 17.8
Non-Affiliate 15.7 525 31.8 13.2 38.9 35.6 124
Client/Staff Ratio®
Low (0-4) 8.8 40.1 51.2 4.9 30.2 40.5 245
Medium (>4-14) 11.8 54.9 33.3 12.0 333 37.6 17.2
High (>14) 14.2 60.1 25.8 14.2 47.8 28.1 9.9
See notes at end of table. (continued)
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Table 3.3 (continued)

Number of Treatment Services Number of Support Services

Low Medium [ High None Low Medium [ High
Facility Setting®
Hospital (inpatient and outpatient) 2.6 20.7 76.8 49 29.9 44.4 20.9
Non-Hospital Residential, Therapeutic 8.4 50.3 41.3 1.1* 11.6 50.8 36.5
Community or Halfway House
Community Mental Health Center 9.8 62.4 27.8 13.9 53.9 23.3 9.0
Other Outpatient 15.8 58.0 26.2 12.9 43.3 334 10.3
Other 21.9 41.6 36.6 20.5 394 21.6 18.6

& At least 99 percent of facilities responded to the service questions.

® Based on Beale code (Butler & Beale, 1994).

¢ At least 99 percent of facilties responded to affiliation and client/staff questions.

4 Not mutually exclusive.

Note: Each row adds to 100 percent within each section (treatment services or support services).

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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Table3.4 Percentage of Facilities, by Staffing Category and M ean Staff per Facility: National Estimates

Per cent of Facilitieswith Staff in
Each " Time" Category (all

facilities) Mean Staff Per Facility
Mean Staff? Mean FTE
Per cent of per Facility Staff® per Mean FTE
Facilitieswith (for facilities Facility (for [ Mean Staff2| Staff® per
Staff Part- with staff facilitieswith | per Facility | Facility (all
Category Full-Time Time | Contract category) staff category) [(all facilities)] facilities)
Total Staff 99.8° 93.1 72.3 54.9 184 17.2 18.3 17.2
Physicians 61.4 12.8 21.0 36.7 20 13 12 0.8
Registered Nurses 36.5 25.8 17.4 5.9 4.9 4.9 18 18
Other Medical Personnel 24.2 17.5 12.1 35 44 4.0 11 1.0
Any Medical Staff 65.8 34.0 32.8 39.1 6.2 54 4.1 35
Doctoral Level Counselors 32.7 12.0 8.8 16.1 16 15 0.5 0.5
Master's Level Counselors 76.5 61.9 24.7 15.4 35 3.7 2.7 2.8
Any Graduate-Degreed Counseling Staff 80.3 64.0 28.1 26.9 4.0 4.1 32 33
Other Degreed Counselors 68.1 58.5 19.2 6.4 3.2 34 22 2.3
Non-Degreed Counselors 57.7 50.3 174 47 3.6 3.8 21 2.2
Any BA or Non-Degreed Counseling Staff 85.0 75.3 30.0 9.7 5.0 5.3 4.3 45
All Other Staff 86.4 72.8 38.1 6.5 6.4 6.2 55 5.3

& The mean was calculated by adding all full-time, part-time, and contract staff, and dividing by the total number of facilities to obtain a facility mean for each staffing category.

b Part-time and contract staff were counted as .41 FTE, based on ADSS Phase Il data.

¢ Does not add to 100 percent because 0.2 percent of facilities reported no paid staff on October 1, 1996.

Exclusions. ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense facilities, and

Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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Table3.5a Number and Percentage Distribution of Full-Time, Part-Time, and Contract Staff, by Staff Type: National Estimates®

Full-Time Part-Time Contract
N Per cent N Per cent N Per cent
Total Staff 134,184 100% 44,956 100% 22,283 100%
Physicians 2,653 2.0 3,700 8.2 8,053 36.1
Registered Nurses 13,474 10.0 6,139 13.7 1,334 6.0
Other Medical Personnel 7,390 55 4,106 9.1 1,118* 5.0
Total Medical Staff 23,517 175 13,945 31.0 10,504 47.1
Doctoral Level Counselors 2,170 16 1,331 3.0 2,524 11.3
Master's Level Counselors 20,631 154 6,172 13.7 4,537 20.4
Total Graduate-Degreed Counseling Staff 22,801 17.0 7,504 16.7 7,061 317
Other Degreed Counselors 19,767 14.7 4,613 10.3 1,462 6.6
Non-Degreed Counselors 18,918 141 5,095 11.3 1,012 45
Total BA and Non-Degreed Counseling Staff 38,685 28.8 9,708 21.6 2,474 11.1
All Other Staff 49,181 36.7 13,800 30.7 2,244 10.1

2 Thistableis based on data from the estimated 11,782 facilities (about 95 percent of the universe) that reported their staff by full-time, part-time, and contract.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, Department of
Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services
Administration.
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Table3.5b Number and Percentage Distribution of Staff Type, by " Time" Category in the Treatment System: National Estimates®

Total Full-Time Part-Time Contract
N Per cent N Per cent N Per cent N Per cent
Physicians 14,406 100.0 2,653 18.4 3,700 25.7 8,053 55.9
Registered Nurses 20,946 100.0 13,474 64.3 6,139 29.3 1,334 6.4
Other Medical Personnel 12,614 100.0 7,390 58.6 4,106 32.6 1,118* 8.9
Total Medical Staff 47,965 100.0 23,517 49.0 13,944 29.1 10,504 21.9
Doctoral Level Counselors 6,025 100.0 2,170 36.0 1,331 22.1 2,524 419
Master's Level Counselors 31,341 100.0 20,631 65.8 6,172 19.7 4,537 145
Total Graduate-Degreed Counseling Staff 37,366 100.0 22,801 61.0 7,504 20.1 7,061 18.9
Other Degreed Counselors 25,841 100.0 19,767 76.5 4,613 17.9 1,462 5.7
Non-Degreed Counselors 25,025 100.0 18,918 75.6 5,095 20.4 1,012 4.0
Total BA and Non-Degreed Counseling Staff 50,866 100.0 38,685 76.1 9,708 191 2,474 49
All Other Staff 65,225 100.0 49,181 75.4 13,800 21.2 2,244 34

& Thistableis based on data from the estimated 11,782 fecilities that reported their staff by full-time, part-time, and contract.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense

facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.




Table3.5c Number and Percentage Distribution of FTE Staff, by Staffing Categories: National

Estimates®
FTE Staff®

N Per cent
Total 206,852 100.0
Physicians 9,862 4.8
Registered Nurses 21,950 10.6
Other Medical Personnel 12,081 5.8
Total Medical Staff 43,894 21.2
Doctoral Level Counselors 5,977 29
Master's Level Counselors 35,086 17.0
Total Graduate-Degreed Counseling Staff 41,063 19.9
Other Degreed Counselors 29,028 14.0
Non-Degreed Counselors 26,847 13.0
Total BA and Non-Degreed Counseling Staff 55,875 27.0
All Other Staff 66,019 319

& Thistableis based on data from an estimated 12,387 facilities, including 605 facilities that could not report their staff by
full-time, part-time, and contract. These 605 facilities could only report staff numbersin terms of full-time equivalents.

b Part-time and contract staff were counted as .41 FTE, based on Phase || data.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service Facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies,
Substance Abuse and Mental Health Services Administration.
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Table3.6 Mean Ratio of Clientsto FTE Staff,® by Facility Characteristics: National Estimates

M ean Ratios
Clientsto Direct- Clientsto All
Clientsto All Care Staff* [Q- Other Staff® [Q-
Staff® [Q-A9a-h] A9a-qg] A9h]
All Facilities 9.9 14.1 39.0
Facility Type of Care
Hospital Inpatient Only 0.8 1.0 6.1
Non-Hospital Residential Only 2.3 4.6 7.6
Outpatient Methadone Only 181 23.6 95.8
Outpatient Non-Methadone Only 133 185 50.0
Combination Facilities 4.8 7.3 26.6
Facility Size
Small (<17 clients) 2.6 3.8 6.4
Medium (17-40) 6.0 8.1 16.7
Large (41-100) 10.2 14.8 40.0
Very Large (>100) 21.5 30.3 89.4
Owner ship
Private For-Profit 10.7 14.8 437
Private Non-Profit 9.2 134 35.8
Public 12.0 159 46.3
Percent Public Revenue
0% 13.2 19.1 51.1
1-50% 10.2 135 37.0
51-90% 10.2 14.5 40.7
91-99% 8.7 125 35.9
100% 8.1 11.7 31.7
Unknown % 5.7 94 27.6
Urbanicity®
Metro: Small Metro 8.7 12.8 320
Medium Metro 10.6 14.7 40.5
Large Metro 9.7 13.9 42.8
Non-metro: Rural 12.9* 175 274
Small Urban 11.3 154 39.1
Urban 79 119 26.1
Leve of Affiliation®
Parent Facility 10.2 14.5 40.2
Affiliate 9.6 13.0 39.6
Non-Affiliate 10.3 15.6 37.1
Number of Treatment Services
Low (0-5) 13.6 19.0 50.6
Medium (6-8) 10.7 15.5 39.1
High (9-11) 7.6 10.5 354
See notes at end of table. (continued)
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Table 3.6 (continued)

Mean Ratios
Clientsto Direct- Clientsto All
Clientsto All Care Staff® [Q- Other Staff¢[Q-

Staff® [Q-A9a-h] A9a-g] A9h]
Number of Support Services
None 134 18.8 44.3
Low (1-2) 12.4 175 48.7
Medium (3-4) 8.0 114 321
High (5-8) 6.4 9.4 29.9
Facility Setting’
Hospital (inpatient and outpatient) 45 5.7 27.1
Non-Hospital Residential, Therapeutic
Community or Halfway House 3.2 6.0 114
Community Mental Health Center 121 16.5 43.1
Other Qutpatient 13.7 19.4 53.7
Other 10.5 15.0 38.1

2 Part-time and contract staff were counted as .41 FTE, based on Phase || data.
b At least 99 percent of facilities responded to staffing questions.

¢ At least 89 percent of facilities reported having "other staff."

¢ Based on Bedle code (Butler & Beale, 1994).

¢ At least 99 percent of facilities responded to affiliation.

" Not mutually exclusive.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referra -only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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Table 3.7 Percentage of Staff Certified in Substance Abuse Treatment and M ean Ratio of Clients
to Staff Certified in Substance Abuse Treatment, by Facility Characteristics: National

Estimates
M ean Ratio of Clientsto
Percent of Direct-Care Staff Staff Certified in
Certified in Substance Abuse Substance Abuse

[Q-A10] Treatment? Treatment®
All Facilities 44.7 30.3
Facility Type of Care
Hospital Inpatient Only 238 49
Non-Hospital Residential Only 41.9 10.3
Outpatient Methadone Only 26.0 105.6
Outpatient Non-Methadone Only 49.4 35.2
Combination Facilities 38.6 21.8
Facility Size
Small (<17 clients) 42.5 54
Medium (17-40) 40.8 12.8
Large (41-100) 47.7 27.1
Very Large (>100) 47.8 73.9
Owner ship
Private For-Profit 47.8 255
Private Non-Profit 451 29.2
Public 37.8 45.1
Percent Public Revenue
0% 51.7 35.6
1-50% 47.0 22.3
51-90% 47.7 30.5
91-99% 38.2 35.0
100% 36.3 32.8
Unknown % 37.3 18.8
Urbanicity®
Metro: Small Metro 50.3 239

Medium Metro 46.4 335

Large Metro 42.9 318
Non-metro: Rural 32.4 28.6

Small Urban 45.8 26.6

Urban 43.3 26.7
Level of Affiliation®
Parent Facility 46.8 30.0
Affiliate 41.7 29.4
Non-Affiliate 48.0 32.0
Number of Treatment Services
Low (0-5) 43.7 38.6
Medium (6-8) 48.2 30.3
High (9-11) 40.3 28.1
See notes at end of table. (continued)
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Table 3.7 (continued)

M ean Ratio of Clientsto
Per cent of Direct-Care Staff Staff Certified in
Certified in Substance Abuse Substance Abuse
[Q-A10] Treatment? Treatment®
Number of Support Services
None 56.5 27.6
Low (1-2) 46.9 325
Medium (3-4) 40.7 29.5
High (5-8) 414 29.4
Facility Setting®
Hospital (inpatient and outpatient) 35.3 18.2
Non-Hospital Residential, Therapeutic Community
or Halfway House 42.9 13.8
Community Mental Health Center 36.5 409
Other Outpatient 51.3 39.2
Other 499 24.4

2 At least 88 percent of facilities provided number of direct-care staff (not FTES).

b At least 99 percent of facilities reported having staff certified in substance abuse treatment.
¢ Based on Beale code (Butler & Beale, 1994).

4 At least 99 percent of facilities provided affiliation.

¢ Not mutually exclusive.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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Appendix A: ADSS Phase | M ethodology

Phase | of the Alcohol and Drug Services Study (ADSS) consisted of a national
mail/telephone survey of substance abuse treatment facilities. Data collected were based on
reports of facility directors. The survey, conducted in 1996-1997, was based on a nationally
representative, stratified random sample of 2,395 acohol and drug treatment facilities, sampled
from the Substance Abuse and Mental Health Services Administration's (SAMHSA'S) national
inventory of substance abuse treatment facilities. This appendix provides a summary of the
methodology for Phase | of the ADSS. For more detailed information, see the ADSS
methodology report.*

Facility Sample Frame. The sample frame for ADSS Phase | was the enhanced 1996
National Master Facility Inventory (NMFI) created by SAMHSA. The ADSS sampling frame of
18,368 consisted of 13,787 substance abuse treatment facilities previously known to SAMHSA
and listed on the National Facility Register (NFR) and an additional 4,581 facilities identified
from other sources, such as hospital listings, provider associations, and business directories.
Types of facilities excluded from the ADSS sampling frame were intake/referral-only facilities,
halfway houses without paid counseling staff, solo practices, correctiona facilities, Department
of Defense facilities, and Indian Health Service facilities.

Facility Stratification. The strata used to select the ADSS facility sample reflect the
types of care offered within the Nation's substance abuse treatment system: hospital inpatient,
non-hospital residential, outpatient-predominantly methadone, outpatient-non-methadone, and
combined. For the outpatient, non-methadone type of care, the sample was further stratified to
reflect whether or not facility clients were ailmost exclusively alcohol abusers. A seventh stratum
was included for facilities whose type of care could not be determined based on existing
information at the time of sampling.

Facility Sample Size. A total sample size of about 2,400 facilities was planned.
Approximately 300 facilities per stratum were considered minimal to provide estimates with the
necessary precision and stability. Stratified proportional samples are known to produce optimal
design effects. Based on needed minimums and design effect considerations, target strata sizes
for the ADSS Phase | sample were determined: 316 facilities each for the hospital inpatient,
non-hospital residential, outpatient-predominantly methadone, outpatient-almost exclusively
alcohol, and combined strata, and 560 facilities for the outpatient-other strata. The target for the
unknown stratum was set to zero as facilities would be reclassified based on their Phase |
responses.

Facility Sampling. Facility selection into the ADSS sample was based on a probability
proportional to size (PPS), with size calculated as the 0.7th power of the facility's most recent

! Ritter, G.A., Levine, H.J, Mohadjer, L., Krenzke, T., Lee, M.T., Reif, S,, & Horgan, C.M. (2003). Phase
I methodology—ADSS Facility Survey. In Office of Applied Studies (Ed.), Alcohol and Drug Services Study
(ADSS): Methodology report: Phases|, |1, and I11 (Chapter 1; available at http://www.samhsa.gov/oas/adss.htm).
Rockville, MD: Substance Abuse and Mental Health Services Administration.
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point-prevalence client count from their response to SAMHSA's annual Uniform Facility Data
Set (UFDS) census of facilities. Facilities with no prior UFDS point-prevalence count were given
an estimated size based on other existing information from the NFR or UFDS. Factors used for
such estimates included the facility's stratum, location, capacity, annual admissions, annual
revenues, and whether the facility treated drug abusers only, alcohol abusers only, or both.

The ADSS Phase | sample was released in two waves to ensure the target number of
facilities per strata and in recognition of some incompleteness and misclassification of initial
strata groups. Information on response rate, reclassification of stratum designation, and the
distribution of facilities in the unknown stratum for the first wave of 2,447 facilities was used to
determine the distribution of facilities released in the second wave. In all, an oversample of 3,643
facilities was released as the ADSS Phase | sample, allowing for closed or otherwise ineligible or
out-of -scope facilities.

Comparison of the ADSS and UFDS Facility Univer ses. Because the ADSS facility
universe is an expansion of the original frame previously used for the annual UFDS survey,
comparison of national estimates from the two survey frames was undertaken to determine
whether the addition of facilities from the business listings and other sourcesin ADSS made any
important changes to the survey universe.

Looking at the facility organizational characteristics for the 12,387 facilities estimated in
ADSS Phase | versus the characteristics for only the original NFR portion of the ADSS estimate
(10,035 facilities or 81 percent of the ADSS estimate of facilities,) afew small differences are
noted.

For the full ADSS frame, there was a dightly lower proportion of non-hospital residential
facilities (17 percent residential) compared with the NFR portion of the frame (19 percent
residential). Conversely, for the full ADSS frame, there was a slightly higher proportion of
outpatient non-methadone facilities (61 percent outpatient non-methadone) compared with the
NFR portion of the frame (59 percent outpatient non-methadone).

There were other small differences of 2 to 3 percentage points between the full ADSS
frame and original NFR frame. In the full ADSS universe, there was adlightly larger
representation of private for-profit facilities (23 percent in the full ADSS universe vs. 20 percent
in the NFR universe) and correspondingly fewer non-profit facilities. There was a dlightly higher
percentage of medium-sized facilitiesin the full universe (24 percent) compared with the NFR
universe (22 percent) and correspondingly fewer very large facilities in the complete ADSS
sample (23.5 percent) than the NFR (25.5 percent). There were no differences in percent public
revenue, urbanicity, or level of affiliation with other organizations. The small differences that
might exist between sample estimates are largely due to somewhat greater representation of
private for-profit, medium-sized, outpatient non-methadone facilities among the newly identified
facilities.

I nstrument Development and Data Collection. The ADSS Phase | data collection

consisted of three steps: a telephone screener to confirm eligibility status and to update the
mailing address; a mailing of the ADSS Phase | facility questionnaire; and a telephone call to
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collect the responses prepared by the facility's administrator. The last step often took a number of
follow-up telephone calls to complete, sometimes to more than one person at the facility.

Instrument development was the result of an extensive process of planning, development,
and review. The ADSS advisory group, formed to help in the development process, was
comprised of members of the research community, including representatives from SAMHSA and
members of other U.S. Department of Health and Human Services (DHHS) agencies,
representatives of the National Association of State Alcohol and Drug Abuse Directors
(NASADAD), provider organizations, and private treatment providers. Final instruments used in
ADSS were subject to both internal institutional review board (IRB) review and governmental
Office of Management and Budget (OMB) approval. Both the screener and the facility
questionnaire were revised based on pilot results. The revised screener was estimated to take
about 10 minutes to complete. The revised facility questionnaire was estimated to require about 3
hours of preparation and an additional 50 minutes of telephone time to provide the responses.

ADSS Screener. The screener was a telephone call to sampled ADSS facilities to verify
name and mailing address and to gather additional information regarding the facility's ADSS
eligibility, stratum classification, and size. Questions included the facility's types of care, setting,
ownership, managed care arrangements, and whether the facility provided treatment or only
performed intake and referral. This information was necessary to confirm that facilities still were
in business and to refine stratification assignment.

Of the 3,643 Phase | facilities for which screening was attempted, 221 were out of
business, 18 refused, and 3,404 facilities responded to the screener. Ultimately, 2,771 of the 3,404
responding facilities were determined by the screener to be éligible to receive the ADSS Phase |
guestionnaire. Screened facilities were designated ineligible for the ADSS survey because of
duplicate listings (n = 55), out-of-scope setting (n = 186), out-of-scope ownership (n = 14), or
lack of substance abuse treatment (n = 378). Further breakdown of the ineligible categories
follows. Facilitiesineligible for ADSS based on out-of -scope setting included correctional
facilities (n = 103), halfway houses without paid counselors (n = 14), and solo practitioners (n =
69). Facilitiesineligible for ADSS based on ownership included Department of Defense facilities
(n=8) and Indian Health Service facilities (n = 6). Facilitiesineligible for ADSS because of lack
of treatment included administrative-only units (n = 35), facilities with prevention services only
(n=319), and facilities providing only intake and referral (n = 24). Overadl, 2,771 eligible
facilities responded to the screener out of 2,789 eligible facilities (2,771 respondents and 18
refusals), for a screener response rate of 99.4 percent.

ADSS Facility Questionnaire. The ADSS Phase | Facility Survey was conducted from
December 1996 to June 1997, using the ADSS Facility Questionnaire. It was mailed to facilities
that met ADSS dligibility criteria on the basis of screener responses. The questionnaire collected
point-prevalence information for October 1, 1996, concerning the facility's organizational
structure, the number of clients served, and client characteristics. It also asked for the facility's
most recent 12-month data on admissions and discharges; special treatment programs; special
popul ations served; treatment services offered; managed care participation; and annual costs and
revenues. The questionnaire was organized in four sections: Section A involved facility
organization and staffing, Section B concerned point-prevalence client counts, Section C
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concerned 12-month client counts and treatment services, and Section D involved financial data.
Questionnaires were mailed to facility directors to allow them time to assemble the detailed
information necessary for responses. Data were collected by telephone interviews beginning
approximately 2 weeks after the questionnaire was mailed.

ADSS Phase | Response Rate. Table A.1 shows each survey step and the resulting
response rate for the ADSS Phase | survey. Of the 2,771 facilities originally mailed Phase |
guestionnaires, 168 were designated ineligible because they were out of business or did not
provide substance abuse treatment as of October 1, 1996. Of the remaining 2,603 eligible
facilities, 2,395 completed the interview and 208 refused, for a questionnaire response rate of 92
percent.

Table A.1 Number of Facilitiesin the ADSS Phase | Survey Results

Mailed Questionnaire 2,771
Out of Business/Closed/No Treatment 168
Eligible 2,603
Refusals/No Contact 208
Eligible Completers 2,395
Phase | Questionnaire Response Rate 92.0% (2,395 out of 2,603)

Phase | Cumulative Response Rate. The cumulative response rate for ADSS Phase | is
calculated as the product of the Phase | screener response rate (.994) and the Phase |
guestionnaire response rate (.920) for a cumulative response rate of .914 or 91.4 percent.

Weighting. The Phase | sampling design incorporated a stratified random probability
sample. Weights were developed for the Phase | sample to facilitate overall and by-stratum
estimates of facility-level and client-level characteristics of the Nation's substance abuse
treatment system. Final Phase | welghts were constructed in a multi-step process involving
calculation of initial base weights, trimming to guard against excessive influence by afew highly
weighted facilities, adjustment for facility non-response, and poststratification adjustment of the
facility estimatesto initial frame counts.

Because the Phase | sample was selected using a complex multi-stage design, resampling
is the appropriate method of calculating the stability of computed statistics. Replicate weights
based on the stratified jackknife procedure (JKn) are included in the ADSS Phase | dataset for
the purpose of standard error (SE) calculation.

Imputation. In the Phase | datafile, imputation was used to fill in missing values for key
responses concerning staffing, point-prevalence counts, characteristics of clients, admissions,
revenues, and costs. Variables for which missing responses were imputed generally had item
non-response of well under 10 percent, except for total revenue and total cost, which had 10 to
11 percent missing values across the full sample; missing values within hospital inpatient
facilities were higher. Phase | imputation involved a number of methods designed to approximate
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the true missing value and at the same time maintain variability and preserve joint relationships
among responses. Listed in order of preference these methods include logical imputation,
substitution from an external source, and imputation by statistical method. The statistical
imputation methods used in ADSS Phase | were non-deterministic, based on random regression?
and random within class hot-decking.?

Imputation was performed to blocks of items at a time—staffing, point-prevalence counts,
admissions, revenues, and costs. Within each block, missing totals were imputed first, followed
by imputation of missing components in a manner to produce internally consistent responses.
Upon completion of ablock, pre-imputation to post-imputation comparisons were done to ensure
that key statistics of the data remained invariant. Imputation error variances, measuring the
amount of error introduced, also were calculated to provide added assurance that the imputation
process did not compromise the quality of ADSS data. More detailed information about frame
construction, sample design, sampling method, the data collection process, weighting, and
imputation can be found in the ADSS methodol ogy report.*

2 Montaquila, J., & Ponickowski, C. (1995). An evaluation of alternative imputation methods. In
Proceedings of the Section on Survey Research Methods. Alexandria, VA: American Statistical Association.

3 Kalton, G., & Kish, L. (1984). Some efficient random imputation methods. Communication in Satistics,
13, 1919-1939.

4 See footnote 1.
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Appendix B: Variable Definitions

The variables used in this report were constructed from the Alcohol and Drug Services
Study (ADSS) Phase | Facility Questionnaire. See the ADSS methodology report for a copy of
the questionnaire.* Data items included organization and staffing, point-prevalence client data,
12-month client data, and financial data. Constructed variables include type of care, facility size,
ownership, percent public revenue, urbanicity, level of affiliation, number of treatment services,
number of support services, setting, and client-to-staff ratio. Categories for each variable are
listed with a description of how they were constructed.

Facility Typeof Care (ADSS Phase | Question B1). Facilities were asked whether they
offered specific types of substance abuse treatment on the point-prevalence date of October 1,
1996. The majority of facilities offered a single type of care and were categorized as such.
Although many combinations of the four types of care are represented in the combination
category, they were grouped together to create cell sizes large enough for analysis and so indicate
facilities offering multiple types of care. Facilities were classified as follows:

L hospital inpatient only—offered hospital inpatient (including hospital inpatient
detoxification or rehabilitation) and no other types of care.

° non-hospital residential only—offered residential care (including residential
detoxification or rehabilitation) and no other types of care.

L outpatient methadone only—offered outpatient methadone and no other types of care.

L outpatient non-methadone only—offered outpatient non-methadone care and no other
types of care.

° combination facilities—offered more than one of the types of care listed above. Any

combination isincluded in this category.

Facility Size (ADSS Phase | Question B1). Facilities were categorized by the total
number of clientsin all types of care reported as in treatment on the point-preval ence date of
October 1, 1996. The categories represent quartiles of the weighted data, and they are used to
facilitate comparisons among facilities of similar size:

small—16 or fewer clients.
medium—17 to 40 clients.
large—41 to 100 clients.

very large—more than 100 clients

Ownership (ADSS Phase | Question A6). Facilities were asked to describe their
ownership on October 1, 1996:

° private for-profit.

! Office of Applied Studies. (2003). Alcohol and Drug Services Study (ADSS): Methodology report:
Phases|, I, and Il (available at http://www.samhsa.gov/oas/adss.htm). Rockville, MD: Substance Abuse and
Mental Health Services Administration.
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L private non-profit.
° public—collapses categories for city or county government agency, State government
agency, Federal Government agency, or tribal government.

Mean Per cent Public Revenue (ADSS Phase | Questions D7 and D8). Facilities were
asked to break down their annual revenue by 10 different sources. Of these 10 categories, 5 were
"public revenue" categories: Medicaid (not specified), Medicaid (managed care), Medicare, other
Federal Government funds (VA, CHAMPUS, etc.), and other public funds (block grants,
contracts, grants, etc.). The percentage of revenue from each of these five sources was summed
and calculated as a percentage of total revenue for each sample facility, creating a public revenue
variable. This public revenue percentage was categorized based, in part, on frequency
distributions. The frequency distribution of the public revenue variable was divided into thirds: O
to 50 percent, 51 to 90 percent, and 91 to 99 percent. Based on further analyses, these thirds were
then modified to separate facilities with no public revenue and facilities with 100 percent public
revenue, as these were deemed to be inherently different types of facilities. Therefore, the public
revenue categories are as follows:

° none—facility reported no revenue from any of the five public revenue categories.

L 1 to 50 percent—public revenue was more than 0 percent, and up to and including 50
percent of the facilities' total revenue.

L 51 to 90 percent—more than 50 percent, and up to and including 90 percent of total
revenue.

L 91 to 99 percent—more than 90 percent, but less than 100 percent.

° 100 percent—all revenue reported came from the public revenue categories.

Urbanicity. Based on facility ZIP code, facilities were coded according to the Beale
Rural-Urban Continuum Codes developed by the U.S. Department of Agriculture to categorize
facilities by level of urbanicity.? The Beale classification uses 10 county-based categories. For the
ADSS analysis, the 10 Beale categories were collapsed into 6 categories, combining severd
categories asfollows:

° large metro—central or fringe counties in metropolitan statistical areas (MSAS) with a
population of 1 million or more. Beale Code equals O (central counties) or 1 (fringe
counties).

° medium metro—counties in MSAs with population of 250,000 to 1 million. Beale Code
equals 2.

L small metro—counties in M SAs with population <250,000. Beale Code equals 3.

L non-metro, urban—urban population of 20,000 or more, in non-metropolitan counties.
Beale Code equals 4 (adjacent to a metro area) or 5 (not adjacent to a metro area).

L non-metro, small urban—urban population of 2,500 to 19,999, in non-metropolitan
counties. Beale Code equals 6 (adjacent to ametro area) or 7 (not adjacent to a metro
areq).

2 Butler, M.A., & Bedle, C.L. (1994). Rural-urban continuum codes for metropolitan and nonmetropolitan
counties, 1993 (Staff Report No. AGES 9425; http://www.ers.usda.gov:80/briefing/rural/data/code93.txt).
Washington, DC: U.S. Department of Agriculture, Economic Research Service.

112


http://www.ers.usda.gov:80/briefing/rural/data/code93.txt

L non-metro, rural—completely rural with <2,500 population, in non-metropolitan
counties. Beale Code equals 8 (adjacent to a metro area) or 9 (not adjacent to a metro
areq).

Leve of Affiliation (ADSS Phase | Questions A1l and A16). Level of affiliation refers
to whether afacility is an independent entity or an integral part of alarger organization. This
variable was created to capture organizational configurations in the substance abuse treatment
system. Facilities were asked if they were a parent organization to other substance abuse facilities
on October 1, 1996 (A16), and whether they were legally part of another organization on October
1, 1996 (A11). Using these questions, facilities were classified for this report as follows:

L parent—If the facility answered "yes' to being a parent, whether or not they were legally
part of another organization.

° affiliate—If the facility was not a parent to other substance abuse facilities, but was
legally part of another organization.

° non-affiliate—If the facility was not a parent to other substance abuse facilities and was

not legally part of another organization.

Number of Treatment Services (ADSS Phase | Question C9). Facilities were asked
whether they offered each of 19 selected services. For this report, the 19 services were classified
into two groups—treatment services and support services. The following 11 were classified as
treatment services. comprehensive assessment/diagnosis, self-help or mutual-help groups,
detoxification, individual therapy, group therapy (not including relapse prevention), relapse
prevention groups, family counseling, combined substance abuse and mental health treatment,
acupuncture, aftercare, and outcome follow-up. Facilities were categorized by the number of
these 11 treatment services they offered:

L low—offered 5 or fewer types of treatment services.
° medium—offered 6 to 8 types of treatment services.
° high—offered 9 to 11 types of treatment services.

Number of Support Services (ADSS Phase | Question C9). Facilities were asked
whether they offered each of 19 services. For thisreport, eight (8) of the services were classified
as support services: child care, transportation, employment counseling/training, academic
education/GED classes, HIV/AIDS education/counseling/ support, TB screening, prenatal care,
and smoking cessation. Facilities were categorized by the number of these eight support services
they offered:

none—offered no support services.

low—offered one or two types of support services.
medium—offered three or four types of support services.
high—offered five to eight types of support services.

Setting (ADSS Phase | Question A5). Facilities were asked to identify the settings or
locations (14 settings listed plus "other" category) that best applied as of October 1, 1996.
Because facilities checked all that applied, afacility may be represented in more than one of the
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categories below. The settings were collapsed into the major types of settings represented as
follows:

° hospital (inpatient and outpatient)—genera hospital, Veterans Affairs (VA) hospital, or
psychiatric/other specialized hospital. Inpatient and/or outpatient treatment at this setting.

° non-hospital residential—non-hospital residential facility, therapeutic community, or
halfway house.
° community mental health center—community mental health center.

° other outpatient—outpatient, other than above (i.e., excluding outpatient set at a hospital,
community mental health center, or group practice).

L other—reported settings other than hospital, residential, community mental health center,
or other outpatient. These include group practice, school, or other.

Client-to-Staff Ratio (ADSS Phase | Questions A9 and B1). A client-to-staff ratio
variable was created to examine the distribution of caseloads in the substance abuse treatment
system. The point-prevalence client count was divided by the point-prevalence direct-care full-
time equivalent (FTE) staff count to calculate aratio at each facility. The direct-care staff
category was created to include physicians, nurses, other medical personnel, doctoral-level
counselors, master's level counselors, other degreed counselors (B.A., B.S.), and non-degreed
counselors. FTE estimates for part-time and contract staff were derived from Phase Il data
because Phase | did not collect FTE data for those categories.® The weighted frequency
distribution of facilities by this ratio was divided by thirds, and facilities were categorized as
follows:

° low—oO0 to 4 clients per staff.
L medium—more than 4 to 14 clients per staff.
° high—more than 14 clients per steff.

3 The average number of hours worked by a part-time and contract staff was 14.34 hours per week.
Full-time was defined in ADSS as 35 hours per week. Therefore, part-time and contract staff were counted as .41
FTE.
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Standard Error Tables
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Appendix C: Standard Error Tables

The Alcohol and Drug Services Study (ADSS) was designed to produce statistically
unbiased national estimates that are representative of substance abuse treatment facilities and
clients in treatment. Because ADSS is based on sample data, the statistics presented in this report
may differ from the figures that would have been obtained if the whole universe were surveyed.
The potentia difference between sample statistics and statistics from a complete census is the
standard error (SE) of the estimate. The SEs are calculated using WesVar v.3.0, a software
program that employs replication to calculate statistics based on data from complex surveys.
WesVar v.3.0 was devel oped by Westat, Inc. This appendix presents SEs for tables appearing
earlier in this report.
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Table C.1.1 Standard Errors- Number of Substance Abuse Treatment Facilities, Average Number of Direct-Care Staff per
Facility, and Average Facility Per centage of Public Revenue, by Facility Type of Care: National Estimates

Average Number of

Unweighted Direct-Care Staff (FTE) | Average Percentage of
Number of National Estimates of per Facility Facility Revenue from
Facilities Facilities on October 1, 1996 on October 1, 1996 Public Sour ces’
Sample Weighted
Facility Type of Carée? n N (= SE) Per cent M ean Median M ean Median
Total, All Facilities . 267.4 . . 0.45 0.2 1.16 1.35

Typeof Care

Hospital Inpatient Only . 25.0 . 0.20 2.35 1.2 2.43 4.62
Non-Hospital Residential Only . 107.7 . 0.84 0.87 0.4 1.43 0.81
Outpatient Methadone Only ; 24.8 . 0.21 0.39 0.5 2.10 1.88
Outpatient Non-Methadone Only . 236.3 ) 1.05 0.41 0.2 1.78 213
Combination Facilities . 113.7 . 0.89 2.05 14 2.05 3.80

@ Because Table 1.1 presents data on facility staffing and revenue available only at the overall facility level, rather than within each type of care, the facilities are categorized by
their overall type of care (i.e., facilities with only one type of care are counted by that type of care and facilities with more than one type of care are classified as
"combination” facilities, except methadone facilities, which are included in the outpatient methadone category if 70 percent or more of their clients are in methadone
treatment). Therefore, the counts of facilities offering a specific type of carein Table 1.1 generally include only the single-modality facilities and do not represent all facilities
with that type of care; those with atype of care in combination with another modality are counted in the “combination” category. For a count of al facilities providing a
particular type of care, whether alone or in combination with another type of care, see Table 1.2.

® At least 97 percent of facilities provided source of revenue data for their most recent 12-month reporting period.

Exclusions. ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, Department of Defense
facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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Table C.1.2 Standard Errors- Number of Facilitiesand Number of Clients, and the Average Number of Clients per Facility,
by Client Type of Care: National Estimates

National Estimates of Clients
in Treatment, by Facility
F;}T‘I‘I’S' gztrﬁgl 2 ngfﬁe?yiicgf' té:?rvggth on Oct-cl)—t})/gre,l, 1996 Numbengfciﬂ;/mts b

Client Type of Carée? (n)® N Per cent N Per cent Mean Median
Total . 267.4 . 42,787.2 . 2.98 18
Typeof Care

Hospital I npatient . 92.6 0.96 1,079.4 0.15 0.63 0.6
Non-Hospital Residential . 121.3 1.53 13,867.0 1.63 4.30 0.8
Outpatient Methadone . 36.9 0.42 9,453.5 141 9.24 12.8
Outpatient Non-Methadone . 254.3 3.69 38,487.7 6.49 344 3.0

& Because clients in combination facilities can be counted by their specific treatment modality within the facility, thereisno "combination" type of care category, asthereis for
facility type of carein Table 1.1.

® This table presents estimates of the number of facilities providing each type of care, whether provided alone or in combination with other types of care (i.e., facilities
providing more than one type of care are counted in more than one category). Therefore, the unweighted and weighted numbers of facilities providing each type of care add to
more than the total, and the percentages offering each type of care add to more than 100 percent.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense
facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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TableC.1.3 Standard Errors- Percentage Distribution of Substance Abuse Treatment Facilities, by Selected
Facility Characteristics and by Facility Type of Care: National Estimates, October 1, 1996

Facility Type of Care

Hospital Non-Hospital | Outpatient [Outpatient Non-
I npatient Residential M ethadone Methadone | Combination
Total Only Only Only Only Facilities

Number of Facilities (weighted estimate) 267.40 25.03 107.66 24.76 236.26 113.65
Per cent of Facilities 0.20 0.84 0.21 1.05 0.89
Facility Size (on October 1, 1996)
Small (<17 clients) 1.32 2.18 2.79 0.22 1.85 3.45
Medium (17-40) 1.17 1.58 2.33 0.32 1.62 414
Large (41-100) 112 1.17 1.33 2.23 1.69 3.92
Very Large (>100) 1.00 011 0.63 221 1.46 2.70
Owner ship?
Private For-Profit 1.44 2.89 1.42 2.58 2.06 3.26
Private Non-Profit 1.45 3.27 1.92 2.26 2.07 3.49
Public 0.80 1.83 154 151 1.25 191
Per cent Public Revenue?
0% 1.07 141 1.16 2.56 1.73 0.54*
1-50% 1.17 3.80 1.35 2.40 1.56 351
51-90% 1.39 311 2.95 221 181 3.99
91-99% 1.17 2.93 2.17 2.22 1.67 2.79
100% 0.87 1.08 1.79 0.26 1.30 1.68
Unknown % 0.57 249 0.56* 0.36 0.87 1.26*
Urbanicity?
Metro: Large Metro (1 million+ pop) 121 3.14 2.55 3.04 1.65 3.53

Medium Metro (250,000 - 1

million pop) 1.07 3.56 1.95 2.99 1.49 3.29

Small Metro (< 250,000 pop) 1.04 1.38 2.26 1.22 1.56 2.40
Non-metro: Urban (20,000+ pop) 0.65 2.88 1.29 0.18 0.88 1.83

Small Urban (2,500 - 19,999

pop) 1.01 1.50 1.57 154 1.38

Rural (< 2,500 pop) 0.43 1.35* 0.49* 0.64 1.08*
Level of Affiliation®
Parent Facility 1.10 1.53 2.08 1.59 151 2.97
Affiliate 1.24 3.05 2.57 2.65 181 3.08
Non-Affiliate 1.19 291 2.45 2.86 171 2.82
Number of Treatment Services
Low (0-5) 0.92 1.80 1.79 2.36 1.40 0.65*
Medium (6-8) 1.56 3.38 2.73 2.57 231 2.81
High (9-11) 1.46 321 2.81 2.40 2.13 2.87
See notes at end of table. (continued)
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TableC.1.3 (continued)

Facility Type of Care

Hospital Non-Hospital | Outpatient [Outpatient Non-
Inpatient Residential M ethadone Methadone | Combination
Total Only Only Only Only Facilities

Number of Support Services
None 0.90 181 0.52* 0.14* 1.45 0.80*
Low (1-2) 1.42 3.22 1.53 2.63 2.09 2.79
Medium (3-4) 1.32 324 2.47 2.72 1.53 4.23
High (5-8) 0.89 2.75 2.67 2.46 0.83 3.46
Client-to-Staff Ratio (Direct-Care
FTEs)?
Low (4 or less) 1.38 0.83 2.63 0.45 1.94 3.90
Medium (>4 to 14) 1.39 0.82* 2.68 1.42 2.13 3.33
High (more than 14) 131 0.08 0.40 1.44 194 1.90
Facility Setting®®
Hospital (inpatient or outpatient) 0.98 0.90 0.78 215 1.32 271
Non-Hospital Residential, Therapeutic
Community or Halfway House 0.92 0.78 0.98 0.17 0.44 2.57
Community Mental Health Center 1.19 0.98* 0.70* 1.13 1.83 1.46
Other Outpatient 1.43 0.68* 0.64* 2.35 1.87 3.81
Other 1.02 0.60 1.70 0.86 158 1.18
Certification Type*”
State Alcohol or Drug Agency 122 3.29 1.75 0.83 1.62 3.61
State Dept. of Mental Health 1.47 3.48 2.30 1.27 2.10 3.88
State Dept. of Public Health 1.44 3.33 243 2.57 1.84 4.62
Hospital Licensing Authority 0.84 2.83 0.61* 0.58 0.98 341
JCAHO 1.32 2.53 2.03 2.43 191 2.74
Other 121 2.34 2.18 2.90 1.69 3.32
Mean Number of Licenses or Accreditation 0.08 0.05 0.04 0.04 0.13 0.03

& See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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TableC.1.4 Standard Errors- Percentage Distribution of Substance Abuse Treatment Facilities,
by Selected Facility Characteristics and by Facility Owner ship: National Estimates,

October 1, 1996

Facility Ownership

Private Private
Total For-Profit | Non-Profit | Public

Number of Facilities (weighted estimate) 267.44 183.13 255.28 106.50
Per cent of Facilities 1.44 1.45 0.80
Facility Type of Carée?
Hospital Inpatient Only 0.20 0.40 0.30 0.48
Non-Hospital Residential Only 0.84 1.07 1.24 1.89
Outpatient Methadone Only 0.21 0.76 0.20 0.45
Outpatient Non-M ethadone Only 1.05 2.46 154 3.04
Combination Facilities 0.89 212 1.12 2.53
Facility Size* (on October 1, 1996)
Small (<17 clients) 1.32 3.60 1.57 3.09
Medium (17-40) 1.17 3.09 1.44 3.26
Large (41-100) 112 2.73 1.52 2.87
Very Large (>100) 1.00 2.03 1.33 3.19
Per cent Public Revenue?
0% 1.07 3.49 0.90 0.78*
1-50% 1.17 3.54 111 231
51-90% 1.39 2.25 1.68 3.30
91-99% 1.17 0.58 161 3.16
100% 0.87 0.49* 1.28 2.88
Unknown % 0.57 2.05 0.48 0.12
Urbanicity?
Metro: Large Metro (1 million+ pop) 121 3.93 154 3.35

Medium Metro (250,000 - 1 million pop) 1.07 3.18 1.47 2.26

Small Metro (< 250,000 pop) 1.04 2.50 1.26 2.92
Non-metro: Urban (20,000+ pop) 0.65 1.25* 0.91 1.59

Small Urban (2,500 - 19,999 pop) 1.01 1.17 1.28 3.76

Rural (< 2,500 pop) 0.43 0.26* 0.55 1.60*
Level of Affiliation®
Parent Facility 1.10 2.05 1.50 2.63
Affiliate 1.24 3.39 1.53 3.31
Non-Affiliate 1.19 3.25 1.52 247
Number of Treatment Services®
Low (0-5) 0.92 2.88 0.81 2.26
Medium (6-8) 1.56 3.90 1.85 3.49
High (9-11) 1.46 4.00 1.80 3.20
See notes at end of table. (continued)
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TableC.1.4 (continued)

Facility Owner ship
Private Private

Total For-Profit | Non-Profit | Public
Number of Support Services®
None 0.90 2.84 0.97 1.40
Low (1-2) 1.42 3.59 1.70 291
Medium (3-4) 1.32 3.15 1.50 3.60
High (5-8) 0.89 1.44 121 2.65
Client-to-Staff Ratio (Direct-Care FTES)?
Low (4 or less) 1.38 3.78 1.70 3.24
Medium (>4 to 14) 1.39 3.98 1.70 3.12
High (more than 14) 1.31 2.75 1.71 3.07
Facility Setting*®
Hospital (inpatient or outpatient) 0.98 3.53 1.15 249
Non-Hospital Residential, Therapeutic Community or
Halfway House 0.92 151 1.35 2.66
Community Mental Health Center 1.19 1.38 1.43 3.60
Other Outpatient 1.43 3.35 194 3.16
Other 1.02 3.50 1.01 1.33

2 See Appendix B for definition of variables.
b Categories are not mutually exclusive and may add to greater than 100.0 percent.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted
with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.

125



TableC.1.5 Standard Errors- Percentage Distribution of Substance Abuse Treatment Facilities, by Selected

Facility Characteristics and by Urbanicity: National Estimates, October 1, 1996

Urbanicity®
M etropolitan Non-M etropalitan
Medium Small
Large Metro Urban
Metro (250,000- [Small Metro| Urban (2,500 - Rural

Total [(1 million+)| 1million) | (<250,000) | (20,000+) | 19,999) [ (<2,500)
Number of Facilities (weighted estimate) 267.40 171.83 148.37 133.74 84.90 | 130.22 53.70
Percent of Facilities 0.43 1.01 0.65 1.04 1.07 121
Facility Type of Caré?
Hospital Inpatient Only 0.20 0.28 0.52 0.42 1.29 0.46 2.02*
Non-Hospital Residential Only 0.84 1.18 1.55 3.83 311 241 4.10*
Outpatient Methadone Only 0.21 0.41 0.56 0.42 0.11 . .
Outpatient Non-Methadone Only 1.05 1.64 2.46 491 4.35 2.77 8.40
Combination Facilities 0.89 1.34 2.09 342 3.64 1.80 7.66*
Facility Size* (on October 1, 1996)
Small (<17 clients) 1.32 1.75 3.29 5.48 4.84 3.82 9.65
Medium (17-40) 117 1.73 2.97 2.90 5.14 412 9.49*
Large (41-100) 1.12 1.37 2.56 4.80 4.15 3.84 8.32*
Very Large (>100) 1.00 1.48 2.20 3.23 3.60 2.65 6.05*
Owner ship?
Private For-Profit 1.44 241 3.07 4.57 3.81* 215 2.81*
Private Non-Profit 1.45 2.08 3.16 4.92 4.45 4.69 9.84
Public 0.80 1.15 1.37 343 2.96 455 9.50
Percent Public Revenue?
0% 1.07 2.00 2.86 291 3.21* 2.35 0.99*
1-50% 117 1.70 271 4.40 3.77 3.00 6.83*
51-90% 1.39 1.73 3.02 4.26 5.39 4.06 10.61
91-99% 117 1.70 2.46 4.46 2.89 3.00 8.08*
100% 0.87 1.47 1.70 4.45* 4.41* 1.72 7.65*
Unknown % 0.57 1.16 0.55 0.96* 1.05* 1.37* 4.24*
Level of Affiliation®
Parent Facility 1.10 1.26 2.87 321 3.21 3.73 9.35*
Affiliate 1.24 1.84 3.18 4.80 4.83 411 11.34
Non-Affiliate 1.19 1.74 244 4.98 3.66 3.49 10.55
Number of Treatment Services®
Low (0-5) 0.92 1.57 181 2.96 2.62 2.05* 9.44*
Medium (6-8) 1.56 242 2.83 5.27 4.85 3.45 10.60
High (9-11) 1.46 2.28 2.95 4.70 4.79 343 8.87*
See notes at end of table. (continued)
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TableC.1.5 (continued)

Urbanicity®
M etropolitan Non-M etropolitan
Medium Small
Large Metro Urban
Metro (250,000 - [Small Metro| Urban (2,500 - Rural

Total |(1million+)| 1million) | (<250,000) | (20,000+) | 19,999) | (<2,500)
Number of Support Services®
None 0.90 1.22 1.75 277 4.62* 3.66 9.50*
Low (1-2) 1.42 194 3.16 5.16 4.56 4.14 11.11
Medium (3-4) 1.32 1.96 2.88 4.14 4.60 3.77 8.80*
High (5-8) 0.89 1.28 1.87 3.62 3.37 207 3.10*
Client-to-Staff Ratio (Direct-Care FTES)?
Low (4 or less) 1.38 1.90 3.19 521 4,94 3.84 9.38*
Medium (>4 to 14) 1.39 207 3.29 4.95 4.83 4.09 9.45
High (more than 14) 131 164 3.26 3.58 514 4.67 9.98
Facility Setting®®
Hospital (inpatient or outpatient) 0.98 1.68 2.73 3.14 4.04 2.99 3.57*
Non-Hospital Residential, Therapeutic
Community or Halfway House 0.92 1.49 211 431 3.48 2.30 8.33*
Community Mental Health Center 1.19 1.27 2.32 5.19 4.95 4.13 11.11
Other Outpatient 1.43 213 3.32 4.23 4.36 391 11.04*
Other 1.10 1.52 1.95 4.57 1.38 257 4.36*

2 See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional

facilities, Department of Defense facilities, and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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TableC.1.6 Standard Errors- Percentage Distribution of Substance Abuse Treatment Facilities, by Selected
Facility Characteristics and by Facility Certification: National Estimates, October 1, 1996

Type of Certification® [Q-A7]
Facilities State State State Hospital
with Any | Alcohol or Mental Public Certifica-
Certifica- | Drug Abuse | Health Health tion
Total tion Agency Agency Facility | Authority | JCAHO | Other
Number of Facilities (weighted
estimates) 267.40 [ 274.93 263.92 195.60 | 184.95 | 107.90 |177.58 |156.33
Percent of All Facilities . 0.73 1.22 1.47 1.44 0.84 1.32 121
Per cent of Facilities with
Certification Type
Facility Type of Carée?
Hospital Inpatient Only 0.20 0.22 0.20 0.46 0.50 2.08 0.83 0.36
Non-Hospital Residential Only 0.84 0.87 0.91 1.42 1.83 1.02* 131 1.63
Outpatient Methadone Only 0.21 0.23 0.27 0.17 0.54 0.24 0.43 0.61
Outpatient Non-Methadone Only 1.05 1.13 1.09 252 2.82 4.97 2.73 2.89
Combination Facilities 0.89 0.95 0.96 2.26 2.52 4.67 2.37 2.36
Facility Size* (on October 1, 1996)
Small (<17 clients) 1.32 1.35 1.49 261 243 4.89 3.25 2.92
Medium (17-40) 117 121 1.29 2.75 2.49 5.55 2.86 271
Large (41-100) 112 117 1.30 2.08 212 3.94 2.00 231
Very Large (>100) 1.00 1.05 1.20 1.95 1.78 1.88 187 2.10
Owner ship?
Private For-Profit 1.44 1.33 1.36 2.83 2.66 5.44 3.34 3.12
Private Non-Profit 1.45 1.40 154 2.82 2.54 5.04 3.05 3.25
Public 0.80 0.80 0.92 197 1.44 213 1.40 1.67
Per cent Public Revenue?
0% 1.07 1.04 1.03 1.62 2.05 3.20* 2.23 241
1-50% 1.17 1.29 1.38 2.56 241 4.87 2.82 2.38
51-90% 1.39 141 1.45 3.00 2.59 4.13 2.56 2.69
91-99% 1.17 1.23 1.28 2.77 291 1.13 1.60 1.99
100% 0.87 0.93 1.02 1.23 1.33 1.02 1.83 2.09
Unknown % 0.57 0.54 0.60 1.48 0.68* 4.44* 1.66* 1.82*
Urbanicity?
Metro: Large Metro (1 million+
pop) 121 1.25 1.46 2.70 212 5.00 2.87 3.35
Medium Metro (250,000 -
1 million pop) 1.07 114 1.25 252 2.33 4.70 271 2.36
Small Metro (< 250,000
pop) 1.04 1.04 1.13 2.27 1.87 1.69 1.87 177
Non-metro:  Urban (20,000+ pop) 0.65 0.69 0.77 1.37 1.02 2.97 1.36 1.28
Small Urban (2,500 -
19,999 pop) 1.01 1.07 114 2.22 1.73 2.95* 1.75 1.65
Rural (< 2,500 pop) 0.43 0.45 0.47 1.09* 0.64* 0.72* 0.59* 0.36*
See notes at end of table. (continued)
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TableC.1.6 (continued)

Typeof Certification® [Q-A7]

Facilities State State State Hospital

with Any | Alcohol or Mental Public Certifica-

Certifica- | Drug Abuse | Health Health tion

Total tion Agency Agency Facility | Authority | JCAHO | Other

Level of Affiliation®
Parent Facility 1.10 1.15 127 1.85 2.48 3.83 221 2.17
Affiliate 1.24 1.26 143 2.73 2.73 5.17 2.88 2.92
Non-Affiliate 1.19 1.15 1.36 2.49 2.50 4.44 1.90 2.65
Number of Treatment Services
Low (0-5) 0.92 0.83 0.90 1.43 127 0.77* 1.32 0.97
Medium (6-8) 1.56 157 1.56 3.09 3.00 2.98 2.85 2.93
High (9-11) 1.46 1.50 1.48 2.84 2.90 3.08 3.14 2.90
Number of Support Services®
None 0.90 0.93 0.99 1.88 2.03 0.96* 1.73 112
Low (1-2) 142 1.46 157 2.59 3.27 457 2.84 3.42
Medium (3-4) 1.32 1.32 1.35 2.66 2.47 4.80 2.84 3.69
High (5-8) 0.89 0.93 1.06 1.79 2.07 3.10 1.70 242
Client-to-Staff Ratio (Direct-Care
FTEs)?
Low (4 or less) 1.38 1.38 157 2.89 2.39 4.66 2.59 3.24
Medium (>4 to 14) 1.39 1.36 151 2.70 242 441 251 2.83
High (more than 14) 131 1.35 1.46 2.54 1.88 2.53 2.18 242
Facility Setting®®
Hospital (inpatient or outpatient) 0.98 1.02 1.08 2.35 251 2.40 2.87 2.98
Non-Hospital Residential, Therapeutic
Community or Halfway House 0.92 0.93 1.04 1.20 2.34 1.13 159 2.24
Community Mental Health Center 1.19 1.27 121 3.33 2.57 1.27* 2.19 2.06
Other Outpatient 143 150 154 2.49 2.78 2.77 2.44 341
Other 1.02 0.88 0.96 2.09 1.79 1.30* 1.01 154

& See Appendix B for definition of variables.

b Categories are not mutually exclusive and may add to greater than 100.0 percent.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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TableC.1.7 Standard Errors- Percentage Distribution of Substance Abuse Treatment Facilities,
by Selected Facility Characteristicsand by Level of Affiliation with Other Facilities:
National Estimates, October 1, 1996

Level of Affiliation?

Total Parent Affiliate None
Number of Facilities (weighted estimate) 267.40 148.0 208.0 161.8
Per cent of All Facilities 11 12 1.2
Per cent of Facilitieswith Affiliation Type 1.10 1.24 1.19
Facility Type of Carée?
Hospital Inpatient Only 0.20 0.2 04 04
Non-Hospital Residential Only 0.84 1.8 1.2 16
Outpatient Methadone Only 0.21 0.3 0.3 0.5
Outpatient Non-M ethadone Only 1.05 25 1.8 20
Combination Facilities 0.89 21 13 15
Facility Size* (on October 1, 1996)
Small (<17 clients) 1.32 29 2.2 22
Medium (17-40) 1.17 21 2.0 2.7
Large (41-100) 112 3.3 1.8 2.0
Very Large (>100) 1.00 2.2 15 2.0
Owner ship?
Private For-Profit 1.44 20 1.8 31
Private Non-Profit 1.45 2.6 19 29
Public 0.80 1.8 14 12
Per cent Public Revenue?
0% 1.07 21 14 21
1-50% 1.17 21 18 24
51-90% 1.39 29 19 25
91-99% 1.17 2.6 2.0 21
100% 0.87 16 15 13
Unknown % 0.57 0.6* 0.7 1.6*
Urbanicity?
Metro: Large Metro (1 million+ pop) 121 24 1.8 2.6
Medium Metro (250,000 - 1 million pop) 1.07 3.0 1.8 20
Small Metro (< 250,000 pop) 1.04 16 16 21
Non-metro:  Urban (20,000+ pop) 0.65 11 11 1.0
Small Urban (2,500 - 19,999 pop) 1.01 2.3 14 16
Rural (< 2,500 pop) 0.43 1.0* 0.6* 0.8
Number of Treatment Services®
Low (0-5) 0.92 17 11 2.3
Medium (6-8) 1.56 32 19 3.0
High (9-11) 1.46 2.8 2.0 25
See notes at end of table. (continued)
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TableC.1.7 (continued)

Level of Affiliation®

Total Parent Affiliate None
Number of Support Services®
None 0.90 18 13 18
Low (1-2) 1.42 3.0 2.2 2.7
Medium (3-4) 1.32 2.7 18 2.7
High (5-8) 0.89 2.3 14 16
Client-to-Staff Ratio (Direct-Care FTES)?
Low (4 or less) 1.38 25 2.1 2.7
Medium (>4 to 14) 1.39 2.7 2.0 3.0
High (more than 14) 131 2.8 2.1 2.3
Facility Setting®®
Hospital (inpatient or outpatient) 0.98 1.9 16 19
Non-Hospital Residential, Therapeutic Community or
Halfway House 0.92 2.3 13 2.2
Community Mental Health Center 1.19 24 18 17
Other Outpatient 1.43 2.7 2.0 2.7
Other 1.02 18 1.0 29

2 See Appendix B for definition of variables.
b Categories are not mutually exclusive and may add to greater than 100.0 percent.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted
with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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TableC.1.8 Standard Errors- Number and Per centage of Substance Abuse Treatment Facilitieswith Affiliation with Other
Organizations, and Service Provided by Affiliated Organizations, by Facility Type of Care: National Estimates, October 1,

1996
Facility Type of Care
Outpatient
Hospital Non-Hospital Non-
All I npatient Residential Methadone | Methadone | Combination
Affiliations Facilities Only Only Only Only Facilities
Total Number of Facilities (national estimates) 267.4 25.0 107.7 24.8 236.3 113.7
Number of Facilitieswith Affiliations® 246.7 22.0 91.4 181 224.1 98.5
Per cent with Affiliations 1.27 2.82 2.68 2.73 191 3.12
Types of Organizations Affiliated with Percent of Affiliated
Facilities*®
Hospital 1.69 412 1.63 3.00 2.49 5.25
Substance abuse treatment facility 171 1.99 3.25 3.05 2.46 3.94
Administrative office 1.85 3.92 2.94 3.18 2.73 5.86
Government agency 0.96 1.53 1.42 1.29 1.50 214
Other 1.89 2.66 2.90 1.22 2.70 3.45
Types of Services Provided by Other Organization®®
Financia 1.26 3.39 1.92 2.65 1.79 4.09
Personnel 1.43 231 2.71 0.97 2.00 4.56
Pricing 1.87 271 2.90 3.34 2.85 3.47
Treatment protocols 1.83 411 3.49 3.02 2.59 4.19
Client intake/assessment 1.84 4.39 3.32 297 2.56 4.24

2 Facilities with affiliations are those that indicated in ADSS Phase | question A11 that they were legally part of another organization.

® Not mutually exclusive categories.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense

facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.




TableC.21 Standard Errors- Number of Substance Abuse Treatment Clients, by Selected Facility
Characteristics, Point-Prevalence Count, Annual Admissions, and Annual Discharges: National
Estimates, October 1, 1996

Point Prevalence Annual Data
Clientsin Treatment on
October 1, 1996 Admissions Discharges

[Q-B1] N Per cent N Per cent N Per cent
Total Number of Clients 42,787.2 198,089.9 182,788.9
Client's Type of Care
Hospital Inpatient 1,079.4 0.15 64,526.3 2.16 66,851.8 2.67
Non-Hospital Residential 13,867.0 1.63 103,794.6 3.59 97,217.4 4.01
Outpatient Methadone 9,453.5 141 8,188.6 0.34 6,096.3 0.31
Outpatient Non-Methadone 38,487.7 6.49 136,520.5 5.86 119,751.2 5.97
Facility Setting®
Hospital (inpatient and outpatient) | 12,245.6 1.03 118,884.1 2.20 112,199.8 2.39
Non-Hospital Residential,
Therapeutic Community or
Halfway House 18,539.5 1.53 113,717.8 2.20 108,163.8 2.40
Community Mental Health Center | 14,511.5 1.18 63,723.1 1.43 58,257.8 1.53
Other Qutpatient 30,724.0 1.69 124,274.0 2.18 113,628.6 2.33
Other 18,042.9 151 56,774.5 1.39 54,472.5 1.50
Owner ship
Private For-Profit 12,527.0 1.10 121,508.4 2.37 115,991.3 2.56
Private Non-Profit 28,943.6 1.69 132,505.4 2.23 119,882.8 2.36
Public 23,119.7 1.70 63,920.5 1.35 49,935.1 131
Percent Public Revenue
0% 11,615.0 0.96 29,129.4 0.75 25,927.0 0.81
1-50% 14,154.5 1.22 78,728.3 1.97 79,170.1 217
51-90% 28,039.8 1.78 131,258.3 2.25 123,138.1 2.50
91-100% 15,983.5 1.36 71,193.7 1.55 54,658.0 1.48
100% 10,893.6 0.91 73,339.5 1.60 66,775.3 1.73
Unknown 3,306.6 0.31 75,597.9* 1.73* 75,497.5% 2.02*
Urbanicity®
Metro: Small Metro 20,098.5 1.68 60,241.2 1.32 55,480.3 1.43

Medium Metro 18,262.7 1.55 89,364.5 2.02 83,884.6 222

Large Metro 26,521.1 181 136,519.3 2.08 126,180.5 2.29
Non-Metro: Rural 3,176.9 0.30 16,509.3* 0.38* 15,969.7* 0.43*

Small Urban 11,071.1 0.95 41,571.8 0.94 33,508.1 0.90

Urban 8,068.0 0.69 69,221.5 154 67,726.5 1.77
Leve of Affiliation®
Parent Facility 20,592.0 1.58 91,251.5 1.64 86,047.7 1.88
Affiliate 25,906.6 1.86 94,193.6 2.03 85,328.8 231
Non-Affiliate 24,073.1 1.74 124,564.0 2.19 119,774.9 244

2 Not mutually exclusive.

b Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities responded to affiliation.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.2.2 Standard Errors- Percentage Distribution of Substance Abuse Treatment Clients, by Selected
Facility Characteristics and by Client Type of Care: National Estimates, October 1, 1996

Client Typeof Care
Outpatient
Hospital Non-Hospital Outpatient Non-
Total® Inpatient Residential Methadone | Methadone

Total Number of Clients 42,787.2 1,079.4 13,867.0 9,453.5 38,487.7
Per cent of Clients
Gender [Q-B24q]
Male 0.60 1.46 1.96 0.91 0.66
Female 0.57 1.33 1.96 0.92 0.61
Unknown 0.26 0.83* 0.11* 0.72* 0.34
Race/Ethnicity [Q-B2b]
White, non-Hispanic 0.98 251 1.56 1.42 1.19
Black, non-Hispanic 0.83 1.74 1.35 1.02 1.03
Hispanic 0.47 1.92 0.94 0.80 0.53
Asian or Pacific Idander 0.20 0.02 0.25* 0.21 0.26
American Indian or Alaskan Native 0.35 0.42* 0.97 0.05 0.35
Unknown 0.45 1.62* 0.67* 1.06* 0.48
Age[Q-B2c]
Under 18 1.12 0.94 155 0.11* 1.42
18-24 0.39 2.03 1.08 0.36 0.45
25-34 0.77 1.95 121 114 0.90
35-44 0.66 174 0.80 1.05 0.81
45 and older 0.37 1.68 0.47 1.06 0.47
Unknown 0.58 1.54* 0.32 1.10 0.76
Primary Sour ce of Payment [Q-B2d]
No payment 0.54 0.90 1.48 0.95 0.65
Client self-payment 0.98 0.75 1.39 1.82 1.23
Private health insurance (fee-for-service) 0.63 152 0.63 0.69* 0.86
Private health insurance (HMO, PPO,
managed care) 0.70 2.85 0.92 0.59 0.91
Medicaid 0.81 2.26 1.40 152 0.92
Medicare 0.39 2.00 0.41* 0.69 0.66
Other public payment 1.05 1.83 217 1.87 1.20
Unknown 0.41 1.40* 0.38 0.84* 0.52
Referral Source’ [Q-B6]
Other treatment facility 0.55 1.32 1.64 0.78 0.48
Criminal justice system 1.04 0.97 1.36 1.49 1.35
Self-referred/voluntary 0.72 1.99 1.07 1.85 0.81
Family 0.31 0.91 0.45 0.24 0.39
Friend 0.17 0.40 0.17 0.66 0.22
Employer 0.39 1.82 0.35 0.09 0.46
Health care or mental health providers 0.43 1.79 0.83 0.34 0.53
Welfare offices or other social service
agencies 0.45 0.73 1.26 0.45 0.49
Other 0.43 0.89 0.41 0.21 0.56
See notes at end of table. (continued)
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TableC.2.2 (continued)

Client Typeof Care

Outpatient
Hospital Non-Hospital Outpatient Non-

Total® Inpatient Residential Methadone | Methadone

Principal Drug of Abuse [Q-B2¢]

Heroin/other opiates 0.44 1.15 0.56 0.80 0.42
Cocaine (including crack) 0.65 1.98 1.38 0.08 0.78
Benzodiazepines 0.15 0.77 0.15 0.05* 0.24
Barbiturates 0.08 0.08 0.13 0.01* 0.10
Amphetamines 0.29 0.44 0.63 0.00 0.35
Marijuana/hashish/ THC 0.67 0.60 111 0.03* 0.82
PCP/LSD 0.21 0.01 0.17 0.01* 0.28
Alcohol 0.80 231 1.49 0.01* 1.03
Other drugs (not alcohol) 0.25 0.55 0.51 0.04* 0.30
Unknown 0.41 1.06 0.58 0.79* 0.55

& Total is not the sum of the four types of care becauseit is based on the overall client count variablesinstead of the sum of individual care
variables.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the referral source
information for al clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.2.3 Standard Errors- Percentage Distribution of Substance Abuse Treatment Clients, by Selected
Facility Characteristics and by Treatment Setting: National Estimates, October 1, 1996

Clientsin Treatment Settings®

Non-Hospital
Inpatient or Residential, | Community
Outpatient Therapeutic Mental
Hospital | Community, or Health Other

Total Setting Halfway House Center Outpatient| Other
Total Number of Clients 42,787.2 | 12,245.6 18,539.5 14,511.5 30,724.0 | 18,042.9
Per cent of Clients
Gender [Q-B24q]
Male 0.6 12 1.9 1.0 0.8 18
Female 0.6 1.2 1.9 0.9 0.7 17
Unknown 0.3 0.6* 0.2* 0.6* 0.5* 0.3*
Race/Ethnicity [Q-B2b]
White, non-Hispanic 1.0 2.7 15 24 15 3.0
Black, non-Hispanic 0.8 2.3 13 24 11 20
Hispanic 05 11 1.0 0.9 0.8 1.2
Asian or Pacific Islander 0.2 0.4* 0.3* 0.9* 04 1.2*
American Indian or Alaskan Native 0.3 0.5* 1.0 04 0.6 1.1*
Unknown 0.4 11 0.5 11 0.5 0.5
Age[Q-B2c]
Under 18 11 3.1* 1.6 2.6 14 2.7
18-24 0.4 0.9 1.2 12 0.6 13
25-34 0.8 2.0 1.2 1.7 0.9 2.0
35-44 0.7 19 0.9 1.6 0.7 19
45 and older 0.4 11 0.5 0.9 0.6 11
Unknown 0.6 11 04 15* 0.9 11
Primary Sour ce of Payment [Q-B2d]
No payment 05 0.9 13 12 0.8 21
Client self-payment 1.0 0.9 14 24 15 35
Private health insurance (fee-for-service) 0.6 31 0.6 0.8 0.9 24
Private health insurance (HMO, PPO,
managed care) 0.7 29 0.6 1.0 1.0 2.6
Medicaid 0.8 1.6 15 21 12 2.6
Medicare 0.4 20 0.5* 0.6 0.5 0.8*
Other public payment 1.0 20 2.2 3.2 1.7 2.7
Unknown 0.4 0.7 04 0.7 0.8 2.1*
Referral Source’ [Q-B6]
Other treatment facility 0.5 1.2 17 11 0.5 1.2
Criminal justice system 1.0 1.2 14 25 17 4.0
Self-referred/voluntary 0.7 1.8 11 16 11 2.7
Family 0.3 13 0.5 0.8 04 1.0
Friend 0.2 0.4 0.4 0.4 0.2 0.8
Employer 0.4 13 0.3 0.3 0.6 1.9*
Health care or mental health providers 04 16 0.8 0.9 0.6 1.8
Welfare offices or other social service
agencies 04 14 13 0.8 0.6 16
Other 0.4 0.7 0.6 1.0 0.9 0.9
See notes at end of table. (continued)
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Table C.2.3 (continued)

Clientsin Treatment Settings®

Non-Hospital
Inpatient or Residential, | Community
Outpatient Therapeutic Mental
Hospital | Community, or Health Other
Total Setting Halfway House Center Outpatient| Other

Principal Drug of Abuse [Q-B2¢]
Heroin/other opiates 0.4 13 0.6 0.5 0.6 0.7
Cocaine (including crack) 0.6 1.8 1.3 14 0.9 18
Benzodiazepines 0.1 0.6 0.2 0.3 0.1 0.3
Barbiturates 0.1 0.1 0.1* 0.1 0.1 0.2
Amphetamines 0.3 0.7 0.7 0.3 0.5 15
Marijuana/hashish/ THC 0.7 1.2 11 16 1.0 17
PCP/LSD 0.2 0.1 0.1 0.3* 0.4* 0.4*
Alcohol 0.8 2.0 13 1.9 13 2.7
Other drugs (not alcohol) 0.2 0.7 0.5 0.5 04 04
Unknown 0.4 1.2 0.5 11 0.5 1.0*

@ Not mutually exclusive.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the referral source
information for al clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.2.4 Standard Errors- Percentage Distribution of Substance Abuse Treatment Clients, by
Selected Facility Characteristics and by Facility Owner ship: National Estimates,

October 1, 1996

Clientsin Ownership Types
Private For- | Private Non-

Total® Profit Profit Public
Total Number of Clients 42,787.2 12,527.0 28,943.6 23,119.7
Per cent of Clients
Gender [Q-B24q]
Male 0.60 1.20 0.86 2.10
Female 0.57 1.02 0.87 2.10
Unknown 0.26 0.92* 0.24 0.34*
Race/Ethnicity [Q-B2b]
White, non-Hispanic 0.98 217 114 243
Black, non-Hispanic 0.83 1.92 0.92 1.70
Hispanic 0.47 0.80 0.69 0.75
Asian or Pacific Islander 0.20 0.11 0.29* 0.61
American Indian or Alaskan Native 0.35 0.26 0.36 1.91
Unknown 0.45 122 0.43 0.76
Age[Q-B2(]
Under 18 112 2.02 1.33 1.18
18-24 0.39 0.71 0.53 1.61
25-34 0.77 1.65 0.86 1.12
35-44 0.66 1.62 0.78 1.16
45 and ol der 0.37 0.81 0.46 0.95
Unknown 0.58 1.22 0.64 1.10
Primary Sour ce of Payment [Q-B2d]
No payment 0.54 0.25 0.77 175
Client self-payment 0.98 2.65 1.04 213
Private health insurance (fee-for-service) 0.63 2.33 0.61 0.59
Private health insurance (HMO, PPO, managed care) 0.70 241 0.60 0.83
Medicaid 0.81 0.93 1.08 2.09
Medicare 0.39 1.50 0.34 0.75
Other public payment 1.05 0.95 1.53 2.79
Unknown 0.41 1.36 0.40 0.92
Referral Source’ [Q-B6]
Other treatment facility 0.55 1.10 0.75 1.00
Criminal justice system 1.04 243 1.30 2.08
Self-referred/voluntary 0.72 1.76 0.85 1.79
Family 0.31 1.04 0.34 0.64
Friend 0.17 0.54 0.14 0.22
Employer 0.39 1.63 0.22 0.30
Health care or mental health providers 0.43 1.13 0.58 0.92
Welfare offices or other social service agencies 0.45 0.94 0.57 0.79
Other 0.43 0.92 0.59 0.83
See notes at end of table. (continued)
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Table C.2.4 (continued)

Clientsin Ownership Types
Private For- | Private Non-

Total® Profit Profit Public
Principal Drug of Abuse [Q-B2¢]
Heroin/other opiates 0.44 1.09 0.44 0.79
Cocaine (including crack) 0.65 1.45 0.76 144
Benzodiazepines 0.15 0.52 0.10 0.12
Barbiturates 0.08 0.12 0.11 0.13*
Amphetamines 0.29 0.56 0.37 0.68
Marijuana/hashish/ THC 0.67 0.85 0.94 0.89
PCP/LSD 0.21 0.36* 0.23 0.20*
Alcohol 0.80 1.70 0.96 191
Other drugs (not alcohol) 0.25 0.26 0.37 0.58
Unknown 0.41 0.54 0.54 0.97

& Total is not the sum of the four types of care becauseit is based on the overall client count variablesinstead of the sum of
individual care variables.

b At least 99 percent of facilities responded to referral source. For the 15 percent of facilities with multiple types of care, the
referral source information for all clients combined was applied to clients in each specific type of care.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referra-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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TableC.25 Standard Errors- Percentage of Clients Receiving Treatment for Alcohol Abuse
Only, Drug Abuse Only, or Both, by Selected Facility Characteristics: National

Estimates, October 1, 1

996

Per cent of Clients

Both
Alcohol Drug Alcohol and
[Q-B7] Total Abuse Only | AbuseOnly| Drug Abusel Unknown
Total 0.72 0.68 1.00 0.19
Facility Type of Care
Hospital Inpatient Only 2.65 1.40 2.77 1.68
Non-Hospital Residential Only 112 117 154 0.58*
Outpatient Methadone Only 0.19* 0.96 0.94 0.01
Outpatient Non-Methadone Only 1.06 0.98 1.40 0.25*
Combination Facilities 147 142 2.29 0.04*
Facility Setting®
Hospital (inpatient and outpatient) 2.04 142 3.10 0.35
Non-Hospital Residential, Therapeutic
Community or Halfway House 111 0.97 1.46 0.50*
Community Mental Health Center 2.02 1.07 2.38 0.48*
Other Outpatient 1.17 1.09 141 0.23*
Other 2.63 1.78 3.06 0.62*
Ownership
Private For-Profit 1.74 1.32 2.27 .
Private Non-Profit 0.94 0.81 1.18 0.29
Public 1.75 1.25 2.06 0.21*
Per cent Public Revenue
0% 2.30 2.08 3.06 0.65*
1-50% 1.97 1.04 2.33 0.52*
51-90% 1.31 1.00 175 0.35*
91-99% 1.76 161 240 0.12*
100% 2.14 2.87 294 0.60*
Unknown % 7.51 3.31 9.30
Ur banicity®
Metro: Small Metro 274 181 3.89 0.78*
Medium Metro 1.73 1.22 214 0.41*
Large Metro 1.08 1.09 144 0.19*
Non-metro: Rural 5.30 221 5.59 4.21*
Small Urban 2.02 1.38 1.94 0.61*
Urban 2.92 1.29 2.85 0.34*
Level of Affiliation®
Parent 1.34 1.13 1.58 0.02*
Affiliate 1.18 0.99 1.64 0.35*
Non-Affiliate 1.56 0.91 1.75 0.28*

2 Not mutually exclusive.

b Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities provided affiliation.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be

interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance

Abuse and Mental Health Services Administration.

140




TableC.2.6 Standard Errors- Facilities Offering Programs for Special Populations and Number
of Special Population Clients Admitted in 12-Month Period: National Estimates,
October 1, 1996

Facilities Clients
Percent of
Number of Clients| Clients Admitted
Admitted in 12- in 12-Month
N Per cent Month Period Period

All Facilities 267.4 . 198,089.9
Admitted Specific Clients[Q-C4]

Pregnant women 205.6 151 3,157.6 0.13

SSI/SSDI 231.9 1.46 39,906.3 1.35

Active-TB 929 0.79 1,325.6 0.04

HIV-positive 190.5 1.29 13,226.3 0.41

AlIDS-diagnosed 148.7 1.19 14,836.0* 0.39
Had Special Programs[Q-B10]

Women 189.2 131

Pregnant women 143.9 1.08

Adolescents 223.2 147

DWI/DUI 205.9 1.50

AIDS/HIV 168.1 1.29

Dual Diagnosis 206.8 1.40

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referra -only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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TableC.2.7 Standard Errors- Percentage of Facilities That Admitted Special Client Types: National

Estimates, October 1, 1996

Per centages of Facilities That Admitted Three Types

Per centages of Facilitieswith

of Clients® Clientsin Treatment Population®
Ado- Dual
Pregnant Active HIV AIDS Women lescents | Diagnosis
Women SSI/SSDI B Positive | Diagnosed| [Q-B2-pt | [Q-B2-pt| [Q-B9-pt
[Q-C4] [Q-C4] [Q-C4] | [Q-C4] [Q-C4] prev] prev] prev]
Total 151 1.46 0.79 1.29 1.19 0.88 153 1.13
Facility Type of Care
Hospital Inpatient Only 3.56 3.75 2.94 341 3.28 3.18 1.64 3.27
Non-Hospital Residential Only 2.59 2.62 1.92 2.87 254 2.63 215 2.63
Outpatient M ethadone Only 2.83 2.59 343 1.20 3.17 0.14 0.91* 0.96
Outpatient Non-Methadone Only 2.06 1.93 0.94 1.90 1.61 1.16 2.27 161
Combination Facilities 3.90 4.18 273 2.90 3.35 1.22 3.13 201
Facility Setting®
Hospital (inpatient and
outpatient) 401 4.39 251 4.05 4.40 2.52 3.20 2.85
Non-Hospital Residential,
Therapeutic Community or
Halfway House 3.64 3.19 1.99 3.88 297 2.30 3.18 2.04
Community Mental Health
Center 2.83 2.26 1.63 2.88 2.25 219 2.10 2.22
Other Outpatient 219 1.93 0.98 2.27 1.54 0.92 2.22 191
Other 4.63 4.35 1.69 4.43 3.92 2.60 514 4.35
Owner ship
Private For-Profit 344 3.19 1.60 3.17 3.35 214 3.61 2.86
Private Non-Profit 1.70 1.60 1.03 1.75 1.56 1.08 1.78 1.68
Public 3.64 3.32 2.34 3.84 331 1.32 3.35 1.69
Per cent Public Revenue
0% 3.82 3.52 1.26 3.30 3.45 3.55 4.19 3.58
1-50% 3.60 3.42 1.65 3.13 2.96 151 3.06 2.73
51-90% 2.65 2.56 1.57 2.69 2.22 1.53 2.29 2.02
91-99% 4.07 3.57 1.96 3.95 3.40 2.39 3.40 2.87
100% 411 4.04 2.74 4.06 3.57 219 4.05 4.44
Unknown % 8.68* 9.21 6.48* 10.35 13.07* 5.22 9.98* 4.71
Urbanicity®
Metro: Small Metro 5.40 5.37 2.26 4.96 3.69 4.07 5.30 3.85
Medium Metro 3.24 331 1.33 3.50 3.07 2.16 3.47 293
Large Metro 2.52 1.94 1.46 2.08 2.05 111 1.90 1.63
Non-metro: Rura 11.68 6.84 6.76* 10.21* 5.81* 8.43 9.67 8.36
Small Urban 3.94 3.73 2.32 3.44 3.45 1.70 4.37 3.17
Urban 5.06 5.07 2.75 511 3.63 1.89 4.92 4.76
See notes at end of table. (continued)
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Table C.2.7 (continued)

Per centages of Facilities That Admitted Three Types

Per centages of Facilities with

of Clients? Clientsin Treatment Population®
Ado- Dual

Pregnant Active HIV AIDS Women lescents | Diagnosis

Women SSI/SSDI B Positive | Diagnosed| [Q-B2-pt | [Q-B2-pt| [Q-B9-pt
[Q-C4] [Q-C4] [Q-C4] | [Q-C4] [Q-C4] prev] prev] prev]

Level of Affiliation®

Parent Facility 2.86 2.92 1.89 3.22 2.71 1.45 3.15 2.79
Affiliate 2.27 214 1.19 1.96 1.82 1.40 214 1.67
Non-Affiliate 2.74 2.67 147 2.64 2.49 1.87 2.89 241

2 95 percent of facilities responded to active TB question; 94 percent responded to HIV-positive question; and 93 percent responded to AIDS

question.

b 96 percent of facilities responded to dual-diagnosis question.

¢ Not mutually exclusive.

4 Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities responded to affiliation question.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional

facilities, Department of Defense facilities, and Indian Health Service facilities.

Source: Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.2.8 Standard Errors- Percentage of Facilities That Admitted Special Population Clients
and Have Special Programsfor Them: National Estimates, October 1, 1996

AlIDSoor
HIV- Dual
Pregnant Positive | Diagnosis®
[Q-B1Q] Women® [ Women?® | Adolescents] Clients® [Q-B9]
Total 1.33 1.84 2.06 1.75 1.59
Facility Type of Care
Hospital Inpatient Only 2.59 357 3.74 3.07 3.58
Non-Hospital Residential Only 311 4.29 7.78 3.34 3.15
Outpatient Methadone Only 2.61 2.62 . 3.35 281
Outpatient Non-M ethadone Only 175 253 242 2.63 214
Combination Facilities 3.52 2.96 5.00 3.48 4.86
Facility Setting®
Hospital (inpatient and outpatient) 3.97 3.27 7.32 4.44 441
Non-Hospital Residential, Therapeutic
Community or Halfway House 3.79 4.74 5.16 5.09 3.08
Community Mental Health Center 2.85 3.60 521 3.01 2.64
Other Outpatient 213 2.52 3.26 2.29 221
Other 4.33 5.88 6.13 5.37 5.58
Owner ship
Private For-Profit 3.61 2.05 5.09 4.68 441
Private Non-Profit 1.79 2.39 2.50 2.26 2.06
Public 3.28 4.06 5.91 4.22 3.67
Per cent Public Revenue
0% 3.71 3.79 8.68 2.85 6.08
1-50% 3.29 2.37 5.04 431 4.50
51-90% 2.38 2.42 3.83 3.24 2.50
91-99% 3.61 4.06 5.71 3.87 4.20
100% 5.03 5.75 6.89 5.12 5.43
Unknown % 15.34* 6.23* 23.94* 21.40* 14.71*
Urbanicity®
Metro: Small Metro 5.57 7.12 7.39 5.10 6.19
Medium Metro 3.10 3.37 4.92 3.14 3.58
Large Metro 2.14 273 3.61 2.28 261
Non-metro: Rural 9.07* 12.06 14.79 17.21* 11.17
Small Urban 3.84 4.41 5.43 6.62 5.03
Urban 5.07 4.07 7.61 3.56 5.52
Level of Affiliation®
Parent Facility 2.92 4.09 3.55 344 3.17
Affiliate 2.03 2.70 3.76 2.50 2.53
Non-Affiliate 2.78 2.85 3.80 3.26 3.07

2 99 percent of facilities responded to special programs question.
b 96 percent of facilities responded to dual-diagnosis question.

¢ Not mutually exclusive.

4 Based on Beale code (Butler & Beale, 1994).

€ 99 percent of facilities responded to affiliation question.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices,
correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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TableC.3.1 Standard Errors- Percentage of Facilitiesin the Treatment System Offering

Treatment and Support Services: National Estimates

Per cent of Responding
Facilities Offering Service?

Services [Q-C9]
Treatment Services

Individual therapy 0.41
Comprehensive assessment/diagnosis 0.60
Group therapy, not including relapse prevention 1.27
Family counseling 0.95
Aftercare 1.04
Relapse prevention groups 1.26
Self-help or mutual-help groups 1.63
Outcome followup 1.67
Combined substance abuse and mental health treatment 1.40
Detoxification 1.03
Acupuncture 0.43
Support Services

HIV/AIDS education/counseling/support 1.27
Transportation 1.33
TB screening 131
Employment counseling/training 1.45
Smoking cessation 1.12
Academic education/GED classes 0.97
Child care 0.90
Prenatal care 0.79

@ More than 99 percent of facilities responded to each service question.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctiona facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies,

Substance Abuse and Mental Health Services Administration.
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TableC.3.2a Standard Errors- Percentage of Facilities Offering Treatment Services, by Selected Facility

Characteristics: National Estimates
B
35 3a
n = <
£l |25 |2 |s |B S | 8¢
° 8’ §' = = = 5 = BS
0 |& |&T|E |&T |24 S |88 |5 |
HiH IR E I
2 12 |29 |S |walB8 |8 |2 |ER|S |G
Treatment Services g @ = S8 | £ 83 | T2 | & 8 £ g 3 g
[AllservicesfromQ-c9l |82 |2 |82 |§ |25 |32 |% |3 |83 |& |32
All Facilities® 061 | 042 | 127 | 096 | 125 | 162 [ 103 | 167 | 141 | 1.01 | 042
Facility Type of Care
Hospital Inpatient Only 125 | 289 | 273 | 241 | 273 | 304 | 268 | 355 | 339 | 133 | 0.79
Non-Hospital Residential Only 2.04 124 142 2.36 1.80 141 | 244 181 2.77 219 | 1.17
Outpatient M ethadone Only 18 | 070 | 230 | 267 | 265 | 319 | 251 | 307 | 3.06 | 296 | 2.20
Outpatient Non-Methadone Only | 0.70 0.53 2.00 1.30 2.01 249 | 141 2.45 1.95 115 | 0.55
Combination Facilities 088 | 051 | 009 | 188 | 108 | 234 | 134 | 239 | 271 | 348 | 107
Facility Size
Small (<17 clients) 160 | 122 | 343 | 230 | 3.08 | 304 | 217 | 348 | 289 | 247 | 0.65
Medium (17-40) 121 0.83 1.89 1.19 2.60 322 | 2.39 3.02 2.82 2.93 | 0.90
Large (41-100) 087 | 028 | 088 | 169 | 246 | 283 [ 174 | 251 | 253 | 220 | 0.94
Very Large (>100) 112 0.73 0.59 1.66 1.75 2.19 | 1.58 2.24 2.37 182 | 0.93
Ownership
Private For-Profit 1.48 122 3.07 244 3.69 347 | 2.63 3.34 2.98 273 | 1.29
Private Non-Profit 068 | 043 | 105 | 104 | 164 | 181 (112 | 189 | 204 | 1.37 | 0.50
Public 1.59 0.96 159 2.94 2.53 372 | 261 2.90 3.00 295 | 1.23
Per cent Public Revenue
0% 1.49 1.74 291 2.88 3.96 4.10 | 3.19 4.17 3.40 229 |1 081
1-50% 119 | 090 | 180 | 212 | 282 | 300 | 228 | 330 | 291 | 292 | 0.95
51-90% 1.40 0.65 1.10 157 2.16 254 | 1.37 2.20 2.70 2.05 | 0.87
91-99% 095 | 099 ( 119 | 223 | 331 | 365|226 | 368 | 332 | 209 | 0.84
100% 1.69 0.26 3.86 3.34 2.73 3.90 | 3.74 4.31 4.40 261 | 1.78
Unknown % 111 | 0.96 | 10.00 | 0.98 | 10.26 | 10.57 | 10.40| 10.65 | 4.04 | 11.37 | 0.79*
Urbanicity®
Metro: Small Metro 304 | 076 | 432 | 429 | 518 | 528 | 259 | 574 | 483 | 3.52 | 0.26*
Medium Metro 1.08 0.51 171 2.07 2.77 3.10 | 2.17 2.69 3.36 2.36 | 0.90
Large Metro 070 | 080 | 162 | 132 | 182 | 216 (161 | 221 | 179 | 161 | 0.84
Non-metro: Rural 099 | 108 | 622 | 1.24 | 919 | 1047 | 871 | 10.26 | 11.10 | 7.66*| .
Small Urban 1.82 0.76 2.48 1.64 3.64 397 | 2.59 3.87 4.02 3.46 | 0.36*
Urban 211 | 183 | 204 | 269 | 352 | 511 | 483 | 379 | 501 | 409 | 0.99*
Leve of Affiliation®
Parent Facility 1.16 0.72 147 1.90 2.07 262 | 1.74 2.37 2.72 237 | 111
Affiliate 0.73 0.54 121 1.23 175 2.10 | 1.33 2.57 1.99 162 | 0.58
Non-Affiliate 158 | 094 | 207 | 187 | 229 | 292 | 239 | 261 | 272 | 219 | 0.79
See notes at end of table. (continued)
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Table C.3.2a (continued)
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Treatment Services g @ = Sg g g3 | & = I3 8 88 |3 g
[All servicesfromQ-C9] |82 |2 |68 |& |8G |82 |% |3 |8% |8 |2
Facility Setting®
Hospital (inpatient and outpatient)| 0.89 0.88 1.28 0.87 2.24 246 | 142 2.29 1.65 398 | 1.00
Non-Hospital Residential,
Therapeutic Community or
Halfway House 1.46 0.66 0.81 1.98 1.25 172 | 1.75 157 243 2.36 | 0.89
Community Mental Health Center | 1.26 0.95 3.80 1.23 3.64 394 | 259 3.89 3.28 229 |1 0.48
Other Outpatient 0.76 0.63 145 1.49 2.04 239 | 1.73 2.30 2.24 130 | 0.72
Other 2.36 1.32 4.59 3.55 5.09 488 | 4.63 5.02 4.16 259 | 1.70

& At least 99 percent of facilities responded to the service questions.
® Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities responded to affiliation.

4 Not mutually exclusive.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.3.2b Standard Errors- Percentage of Facilities Offering Support Services, by Selected Facility
Characteristics: National Estimates

= -
g 3 5 o _E a 3 o
22 |8 |5 |Ez|S |24 |g |8
| <B |3 |s |23 |E |Bo|S |3
Support Services S § = 2 g § o] 8 a % o
[All services from Q-C9] TO = = oo % <0 O &
All Facilities 126 | 132 133 | 143 | 110 | 096 | 0.90 0.78
Facility Type of Care
Hospital Inpatient Only 383 | 326 | 241 | 29 | 378 | 183 | 046* 3.15
Non-Hospital Residential Only 1.70 191 | 299 | 237 | 244 | 254 | 1.96 1.87
Outpatient Methadone Only 193 | 260 | 067 | 272 | 135 | 232 | 0.76 2.18
Outpatient Non-Methadone Only 1.89 1.83 1.69 1.93 157 1.03 1.22 0.71
Combination Facilities 251 | 359 | 245 | 416 | 329 | 268 | 240 3.48
Facility Size
Small (<17 clients) 316 | 330 | 342 | 325 | 242 | 211 | 207 1.70
Medium (17-40) 307 | 310 | 276 | 358 | 274 | 210 | 154 1.94
Large (41-100) 270 | 251 | 287 | 299 | 214 | 198 | 204 1.52
Very Large (>100) 19 | 212 | 243 | 199 | 179 | 138 | 1.68 1.26
Owner ship
Private For-Profit 312 | 357 | 299 | 230 | 264 | 132 | 121 1.56
Private Non-Profit 151 | 18 | 169 | 186 | 156 | 130 | 1.23 0.81
Public 267 | 349 | 347 | 345 | 335 | 287 | 326 2.83
Percent Public Revenue
0% 378 | 38 | 317 | 332 | 446 | 212¢| 1.96* 1.43
1-50% 322 | 328 | 272 | 315 | 250 | 172 | 149 221
51-90% 204 | 226 | 226 | 235 | 217 | 171 | 171 1.35
91-99% 319 | 322 | 414 | 318 | 284 | 313 | 217 241
100% 308 | 383 | 442 | 436 | 343 | 333 | 264 2.50
Unknown % 9.05 | 1259*| 11.93 | 5.31*| 6.00*| 2.16*| 0.93* 1.56*
Ur banicity®
Metro: Small Metro 489 | 569 | 515 | 497 | 434 | 419 | 355 2.75
Medium Metro 276 | 303 284 | 3.09 | 279 | 170 | 141 1.53
Large Metro 173 | 223 | 214 | 228 | 183 | 163 | 133 1.30
Non-metro: Rural 10.21 | 1091 | 896*| 854*| 6.16*| 6.71*| 3.06* 3.13*
Small Urban 434 | 410 | 359 | 412 | 362 | 223 | 3.26 1.68
Urban 472 | 541 | 487 | 449 | 444 | 237 | 349 212
Leve of Affiliation®
Parent Facility 254 | 273 | 270 | 344 | 256 | 223 | 200 211
Affiliate 181 | 204 | 194 | 231 | 167 | 151 | 129 141
Non-Affiliate 248 | 285 | 290 | 241 | 231 | 174 | 147 111
See notes at end of table. (continued)
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Table C.3.2b (continued)
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Facility Setting®
Hospital (inpatient and outpatient) 295 | 409 | 388 | 358 | 334 | 217 1.89 2.73
Non-Hospital Residential, Therapeutic Community or
Halfway House 144 | 171 | 248 | 243 | 232 | 239 | 185 1.76
Community Mental Health Center 326 | 366 [ 288 | 337 | 283 | 148 [ 233 112
Other Outpatient 168 | 181 | 182 | 232 | 168 | 140 | 1.19 1.00
Other 422 | 466 | 422 | 415 | 433 | 321 | 276 2.25

a At least 99 percent of facilities responded to the service questions.

b Based on Beale code (Butler & Beale, 1994).
¢ At least 99 percent of facilities responded to affiliation.
4 Not mutually exclusive.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional

facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental

Health Services Administration.
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TableC.3.3 Standard Errors- Percentage Distribution of Facilities Offering Varying Number of Services, by
Facility Characteristics: National Estimates

Number of Treatment Services

Number of Support Services

Low Medium High None Low [ Medium| High
All Facilities 0.92 1.56 1.46 0.90 1.42 1.32 0.89
Facility Type of Care
Hospital Inpatient Only 1.80 3.38 321 181 3.22 3.24 2.75
Non-Hospital Residential Only 1.79 2.73 281 0.52* 1.53 2.47 2.67
Outpatient Methadone Only 2.36 2.57 240 0.14* 2.63 272 2.46
Outpatient Non-Methadone Only 1.40 231 213 1.45 2.09 1.53 0.83
Combination Facilities 0.65* 2.81 2.87 0.80* 2.79 4.23 3.46
Facility Size
Small (<17 clients) 2.10 3.22 3.01 1.93 3.13 3.01 2.01
Medium (17-40) 2.06 3.36 2.92 2.32 3.35 3.53 191
Large (41-100) 141 2.94 3.09 161 3.01 2.58 1.65
Very Large (>100) 1.36 2.32 2.23 1.32 2.35 1.94 1.93
Ownership
Private For-Profit 2.88 3.90 4.00 284 3.59 3.15 1.44
Private Non-Profit 0.81 1.85 1.80 0.97 1.70 1.50 121
Public 2.26 3.49 3.20 1.40 291 3.60 2.65
Per cent Public Revenue
0% 342 4.64 4.60 3.45 4.09 3.40 1.05*
1-50% 2.03 341 3.53 2.64 3.68 3.29 1.88
51-90% 1.43 2.16 2.16 152 2.50 2.26 1.65
91-99% 1.70 331 294 0.94* 3.17 2.69 2.65
100% 224 4.13 4.37 2.40* 4.24 4.30 3.06
Unknown % 10.00* 8.39 11.28 3.83* 11.51 12.29 1.84
Ur banicity®
Metro: Small Metro 2.96 5.27 4.70 277 5.16 4.14 3.62
Medium Metro 181 2.83 2.95 1.75 3.16 2.88 1.87
Large Metro 1.57 242 2.28 1.22 1.94 1.96 1.28
Non-metro: Rural 9.44* 10.60 8.87* 9.50* 11.11 8.80* 3.10*
Small Urban 2.05* 3.45 3.43 3.66 4.14 3.77 2.07
Urban 2.62 4.85 4.79 4.62* 4.56 4.60 3.37
Level of Affiliation®
Parent Facility 1.66 3.21 2.78 181 2.99 2.68 2.26
Affiliate 1.09 1.94 1.99 1.29 217 181 1.35
Non-Affiliate 2.28 3.04 2.53 1.79 2.69 272 1.59
Client/Staff Ratio®
Low (0-4) 1.39 2.49 247 0.95 3.15 272 2.03
Medium (>4-14) 1.70 2.74 2.61 181 277 2.33 141
High (>14) 141 2.29 1.72 1.70 231 1.74 1.25
See notes at end of table. (continued)
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Table C.3.3 (continued)

Number of Treatment Services Number of Support Services

Low Medium High None Low [ Medium| High
Facility Setting®
Hospital (inpatient and outpatient) 0.56 2.88 2.95 141 4.17 3.78 2.29
Non-Hospital Residential, Therapeutic
Community or Halfway House 1.15 2.63 2.68 0.63* 141 242 2.39
Community Mental Health Center 1.85 3.76 3.44 2.62 3.26 2.98 1.79
Other Outpatient 1.78 2.36 1.84 1.49 211 1.80 1.09
Other 4.82 5.45 4.44 3.99 5.63 3.80 3.09

& At least 99 percent of facilities responded to the service questions.

® Based on Beale code (Butler & Beale, 1994).

¢ At least 99 percent of facilities responded to affiliation and client/staff questions.

4 Not mutually exclusive.

Note: Each row adds to 100 percent within each section (treatment services or support services).

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional
facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental
Health Services Administration.
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TableC.3.4 Standard Errors- Percentage of Facilities, by Staffing Category and M ean Staff per Facility: National Estimates

Per cent of Facilitieswith Staff in
Each " Time" Category (all

facilities) M ean Staff Per Facility
M ean Staff® Mean FTE

Per cent of per Facility Staff® per Mean FTE

Facilities (for facilities Facility (for [Mean Staff? per Staff® per

with Staff with staff facilitieswith | Facility (all Facility (all

Category | Full-Time| Part-Time| Contract category) staff category) facilities) facilities)
Total Staff 0.09 0.84 143 1.70 1.33 0.84 1.33 0.84
Physicians 1.52 0.93 1.34 1.49 0.08 0.06 0.05 0.04
Registered Nurses 1.28 1.08 1.19 0.68 0.51 0.49 0.20 0.19
Other Medical Personnel 1.08 0.80 1.00 0.60 0.38 0.30 0.10 0.08
Any Medical Staff 1.50 1.05 1.60 145 0.48 0.42 0.31 0.27
Doctoral Level Counselors 1.30 0.86 0.82 112 0.06 0.12 0.03 0.04
Master's Level Counselors 1.29 131 1.30 1.36 0.11 0.15 0.10 0.13
Any Graduate-Degreed Counseling Staff 1.20 131 1.36 153 0.13 0.17 0.12 0.15
Other Degreed Counselors 1.60 1.53 124 0.77 0.10 0.19 0.08 0.14
Non-Degreed Counselors 154 1.39 111 0.73 0.14 0.17 0.09 0.12
Any BA or Non-Degreed Counseling Staff 1.27 1.23 1.45 0.96 0.17 0.24 0.15 0.22
All Other Staff 0.94 1.40 1.34 0.69 0.37 0.38 0.33 0.34

& The mean was calculated by adding all full-time, part-time, and contract staff, and dividing by the total number of facilities to obtain a facility mean for each staffing category.
® Part-time and contract staff were counted as .41 FTE, based on ADSS Phase || data.

Exclusions. ADSS Phase | excludesintake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctional facilities, Department of Defense facilities, and

Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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TableC.3.5a Standard Errors- Percentage Distribution of Full-Time, Part-Time, and Contract Staff, by Staff Type: National

Estimates’
Full-Time Part-Time Contract
N Per cent N Per cent N Per cent

Total Staff 6,580.9 . 2,354.8 . 1,895.2 .

Physicians 289.4 0.3 265.3 1.0 576.1 5.7
Registered Nurses 2,022.2 20 627.4 21 310.8 19
Other Medical Personnel 793.0 0.9 426.8 14 460.5* 25
Total Medical Staff 2,507.9 2.7 1,140.3 4.2 1,059.3 8.8
Doctoral Level Counselors 177.9 0.2 137.7 0.5 212.8 19
Master's Level Counselors 850.7 14 475.3 18 525.4 41
Total Graduate-Degreed Counseling Staff 899.8 15 543.2 21 637.7 5.6
Other Degreed Counselors 822.2 13 416.7 15 232.6 16
Non-Degreed Counselors 884.9 14 514.5 1.7 161.7 11
Total BA and Non-Degreed Counseling Staff 1,447.9 25 751.0 2.8 286.8 2.2
All Other Staff 3,463.6 4.4 885.7 3.6 537.7 33

2 Thistableis based on data from the estimated 11,782 facilities (about 95 percent of the universe) that reported their staff by full-time, part-time and contract.
* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense
facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.
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TableC.3.5b Standard Errors- Number and Percentage Distribution of Staff Type, by " Time"

National Estimates®

Category in the Treatment System:

Total Full-Time Part-Time Contract
N Per cent N Per cent N Per cent N Per cent
Physicians 686.1 289.4 29 265.3 4.6 576.1 8.0
Registered Nurses 2,394.2 2,022.2 17.0 627.4 7.4 310.8 21
Other Medical Personnel 1,261.5 793.0 12.1 426.8 6.9 460.5* 4.6
Total Medical Staff 3,786.9 2,507.9 9.1 1,140.3 55 1,059.3 4.0
Doctora Level Counselors 351.0 177.9 5.0 137.7 4.1 212.8 7.9
Master's Level Counselors 1,325.5 850.7 55 475.3 2.3 525.4 2.8
Total Graduate-Degreed Counseling Staff 1,534.5 899.8 4.9 543.2 2.2 637.7 31
Other Degreed Counselors 1,124.6 822.2 6.5 416.7 2.4 232.6 14
Non-Degreed Counselors 1,236.2 884.9 7.3 514.5 3.0 161.7 1.0
Total BA and Non-Degreed Counseling Staff 2,066.0 1,447.9 5.9 751.0 2.2 286.8 0.9
All Other Staff 4,033.5 3,463.6 10.0 885.7 29 537.7 1.0

2 Thistableis based on data from the estimated 11,782 facilities that reported their staff by full-time, part-time and contract.

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be interpreted with caution.
Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo practices, correctiona facilities, Department of Defense

facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance Abuse and Mental Health Services Administration.




TableC.3.5c Standard Errors- Number and Percentage Distribution of FTE Staff, by Staffing
Categories: National Estimates®

FTE Staff®
N Per cent

Total 9,835.5

Physicians 497.1 0.5
Registered Nurses 2,402.3 17
Other Medical Personnel 1,027.0 0.8
Total Medical Staff 3,447.1 2.7
Doctoral Level Counselors 451.9 04
Master's Level Counselors 1,548.9 16
Total Graduate-Degreed Counseling Staff 1,802.1 1.8
Other Degreed Counselors 1,922.8 1.6
Non-Degreed Counselors 1,599.4 14
Total BA and Non-Degreed Counseling Staff 3,124.0 2.8
All Other Staff 4,389.1 3.6

@ Thistableis based on data from an estimated 12,387 facilities, including 605 facilities that could not report their staff by
full-time, part-time, and contract. These 605 facilities could only report staff numbersin terms of full-time equivalents.

b Part-time and contract staff were counted as .41 FTE, based on Phase || data.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies,
Substance Abuse and Mental Health Services Administration.
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TableC.3.6 Standard Errors- Mean Ratio of Clientsto FTE Staff,® by Facility Characteristics:

National Estimates

Mean Ratios
Clientsto Direct- Clientsto All
Clientsto All Care Staff® Other Staff®
Staff® [Q-A9a-h] [Q-A%a-q] [Q-A9h]
All Facilities 0.39 0.52 1.63
Facility Type of Care
Hospital Inpatient Only 0.07 0.08 0.54
Non-Hospital Residential Only 0.09 0.23 0.54
Outpatient Methadone Only 0.47 0.53 3.85
Outpatient Non-Methadone Only 0.62 0.83 2.60
Combination Facilities 0.43 0.67 2.65
Facility Size
Small (<17 clients) 0.29 0.36 0.44
Medium (17-40) 0.76 0.75 142
Large (41-100) 0.52 0.96 2.80
Very Large (>100) 0.75 1.00 4.27
Ownership
Private For-Profit 0.75 101 4.35
Private Non-Profit 0.47 0.66 1.83
Public 0.98 1.16 4.15
Per cent Public Revenue
0% 1.16 1.60 6.84
1-50% 0.78 0.93 3.32
51-90% 0.75 0.97 3.18
91-99% 0.65 0.90 2.89
100% 0.72 131 3.10
Unknown % 0.83 221 5.69
Ur banicity?
Metro: Small Metro 0.87 124 4.73
Medium Metro 1.16 143 3.67
Large Metro 0.38 0.56 2.55
Non-metro: Rural 4.36* 5.06 5.39
Small Urban 1.01 131 4.26
Urban 121 175 3.76
Level of Affiliation®
Parent Facility 0.59 0.79 3.12
Affiliate 0.59 0.75 2.32
Non-Affiliate 0.63 0.96 3.15
Number of Treatment Services
Low (0-5) 0.98 127 5.74
Medium (6-8) 0.54 0.77 191
High (9-11) 0.53 0.69 2.55
See notes at end of table. (continued)
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Table C.3.6 (continued)

M ean Ratios
Clientsto Direct- Clientsto All
Clientsto All Care Staff® Other Staff®
Staff® [Q-A9a-h] [Q-A%a-q] [Q-A9h]

Number of Support Services
None 1.13 1.48 6.18
Low (1-2) 0.74 1.08 3.42
Medium (3-4) 0.57 0.69 211
High (5-8) 0.54 0.81 2.67
Facility Setting’
Hospital (inpatient and outpatient) 0.40 0.51 2.56
Non-Hospital Residential, Therapeutic
Community or Halfway House 0.23 0.39 1.31
Community Mental Health Center 1.15 1.68 4,12
Other Outpatient 0.62 0.76 2.97
Other 0.88 1.28 417

2 Part-time and contract staff were counted as .41 FTE, based on Phase || data.
b At least 99 percent of facilities responded to staffing questions.

¢ At least 89 percent of facilities reported having "other staff.”

¢ Based on Bedle code (Butler & Beale, 1994).

¢ At least 99 percent of facilities responded to affiliation.

" Not mutually exclusive

* The Coefficient of Variation (CV) for this estimate is greater than or equal to 0.3, indicating this number should be
interpreted with caution.

Exclusions: ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctional facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies, Substance
Abuse and Mental Health Services Administration.
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TableC.3.7 Standard Errors- Percentage of Staff Certified in Substance Abuse Treatment and
Mean Ratio of Clientsto Staff Certified in Substance Abuse Treatment, by Facility
Characteristics: National Estimates

Per cent of Direct-Carg Mean Ratio of Clients
Staff Certified in to Staff Certified in
Substance Abuse Substance Abuse

[Q-A10] Treatment? Treatment®
All Facilities 112 1.30
Facility Type of Care
Hospital Inpatient Only 1.68 0.38
Non-Hospital Residential Only 2.88 0.49
Outpatient Methadone Only 1.06 8.85
Outpatient Non-M ethadone Only 1.55 1.85
Combination Facilities 2.44 2.07
Facility Size
Small (<17 clients) 3.66 0.35
Medium (17-40) 213 0.69
Large (41-100) 1.96 1.30
Very Large (>100) 1.38 4.08
Owner ship
Private For-Profit 247 2.63
Private Non-Profit 1.47 1.48
Public 2.82 3.65
Percent Public Revenue
0% 2.63 5.77
1-50% 2.67 1.76
51-90% 2.34 2.27
91-99% 2.52 2.38
100% 2.67 3.59
Unknown % 453 3.04
Urbanicity®
Metro: Small Metro 4.83 2.21

Medium Metro 2.96 3.35

Large Metro 1.26 1.89
Non-Metro: Rural 9.61 7.20

Small Urban 3.28 2.34
Urban 3.33 4.19

Level of Affiliation®
Parent Facility 2.00 2.55
Affiliate 1.96 147
Non-Affiliate 212 3.42
Number of Treatment Services
Low (0-5) 2.58 3.20
Medium (6-8) 1.87 1.40
High (9-11) 1.68 2.72
See notes at end of table. (continued)
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Table C.3.7 (continued)

Per cent of Direct-Car¢
Staff Certified in

M ean Ratio of Clients
to Staff Certified in

Substance Abuse Substance Abuse
[Q-A10Q] Treatment? Treatment®
Number of Support Services
None 4.19 2.34
Low (1-2) 1.95 242
Medium (3-4) 1.79 2.29
High (5-8) 1.98 2.96
Facility Setting®
Hospital (inpatient or outpatient) 2.34 1.87
Non-Hospital Residential, Therapeutic Community or
Halfway House 244 0.84
Community Mental Health Center 3.10 3.66
Other Outpatient 1.75 2.15
Other 3.19 212

2 At least 88 percent of facilities provided number of direct-care staff (not FTES).

b At least 99 percent of facilities reported having staff certified in substance abuse treatment.

¢ Based on Beale code (Butler & Beale, 1994).
4 At least 99 percent of facilities provided affiliation.
¢ Not mutually exclusive.

Exclusions. ADSS Phase | excludes intake/referral-only facilities, halfway houses without paid counseling staff, solo
practices, correctiona facilities, Department of Defense facilities, and Indian Health Service facilities.

Source:  Alcohol and Drug Services Study (ADSS), Phase | facilities data (weighted). Office of Applied Studies,
Substance Abuse and Mental Health Services Administration.
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