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Highlights

Thisvolume is a compendium of health services analyses on a variety of behaviora
health care issues conducted by the Substance Abuse and Mental Health Services Administration
(SAMHSA), Office of Applied Studies (OAYS). Firgt, aliterature review traces recent trendsin
access to treatment for substance use and mental disorders. Then results from analyses based on
large, representative datasets and economic modeling approaches provide new insights into
access, treatment choice, retention in treatment, and costs associated with treatment for substance
use and mental disorders.

The in-depth review of current research findings on access to treatment for substance use
and mental disorders (Chapter 2) encompasses the wider area of health care utilization and places
special emphasis on financial factors impacting access to care. Key highlights from Chapter 2
include the following.

Financing and Accessto Substance Use and Mental Disorder Treatment

® Thereisagrowing awareness of the effects of financing and costs on access to treatment.
Managed care and financing issues appear to be as important as nonfinancial barriers, such
as the severity of the substance use disorder, in influencing access to care. Homeless people
with substance use and mental disorders may have the most difficulty in accessing
treatment, even if they have public health insurance.

®  Managed care for substance abuse treatment not only has shifted treatment from inpatient
care to outpatient care, but also has shifted the risk to providers, thus constraining provider
treatment options.

Substance Use Disorder Severity and Accessto Treatment

®  Those with more serious behavioral illnesses may encounter more barriers to access
because successful treatment for them may be more expensive and because redundant and
bureaucratic procedures may pose insurmountabl e obstacles. However, changesin
government-sponsored systems can promote access for clients with more serious disorders.

®  To better understand the issues of access to services, researchers should study the entire
universe of persons with substance use and mental disorders, not just those who seek
treatment.

Subsequent chapters in this compendium provide insight into the organization, financing,
management, and delivery of behavioral health services for substance use and mental disorders
by exploring such issues as utilization, quality, cost, cost-effectiveness, and outcomes. The
authors examine how the demographic characteristics of an individual affect how, when, where,
and if aperson will seek care, what types of care are chosen or provided, and what happens
during the delivery of care. Key highlights include:



Community Hospitalizations of Those with Substance Use and Mental Disorders

Discharges from community hospitals of those with substance use and mental disorder
diagnoses grew substantially between 1990 and 1995, atime of stability in overall hospital
discharges (Chapter 3).

Although the complexity of substance use and mental disorders increased over time, the
length of stay (LOS) decreased in community hospitals. The decrease was most pronounced
for those with disorders related to substance use (Chapter 3).

Patients with substance use and mental disorder diagnoses were more likely to receive
uncompensated care or have Medicaid coverage than other community hospital patients
(Chapter 3).

The Federal Government's role in paying for the care of patients with substance use and/or
mental disordersin community hospitals increased between 1990 and 1995, with Medicare
and Medicaid paying for the treatment of more than half of discharges with such diagnoses
(Chapter 3).

Admissionsto Substance Abuse Treatment

The criminal justice system was the most common source of treatment referral for adult
males with alcohol as the primary substance of abuse in most States examined (Chapter 4).

Greater disorder severity increased the likelihood of inpatient admission. In addition, daily
alcohol users were significantly more likely to receive inpatient treatment than clients who
did not drink in the 30 days prior to admission. Moreover, using cocaine as a secondary
substance increased the likelihood of inpatient admission in most States (Chapter 4).

Referral by an acohol or drug treatment provider generally increased the likelihood of
inpatient admission, but in many of the States examined, co-occurring mental disorders did
not consistently increase the odds of inpatient admission (Chapter 4).

Clients who were employed were less likely to have an inpatient admission; clients who
paid for their own care had a lower likelihood of entering inpatient treatment (Chapter 4).

An examination of the choice among five types of treatment (standard outpatient, intensive
outpatient, long-term residential, short-term residential, and inpatient hospital) in two
States revealed that those admitted to standard outpatient treatment appeared to have less
severe alcohol use disorders and were more likely to be employed than those admitted to
any other treatment setting. Furthermore, analyses that alowed for only two choices,
inpatient and outpatient, obscured the relationships between client characteristics and
treatment-setting choice (Chapter 5).



Retention of Women in Substance Abuse Treatment

Substance abuse treatment for women at facilities offering child care services and treatment
at women-only facilities were associated with alonger LOS (Chapter 6).

Lower educational levels (fewer than 8 years) were associated with a shorter LOS among
female clients (Chapter 6).

Among adult female clients at outpatient nonmethadone facilities:
— LOS was shorter among those aged 55 to 64 than among those aged 18 to 54.
— Theaverage LOS differed by race.

— The LOS was longer among those whose primary source of payment was no payment or
self-payment (Chapter 6).

Among adult female clients at nonhospital residential facilities, the LOS was longer among
women with acriminal justice system referral.

Adult female clients in facilities offering combined mental health and substance abuse
treatment services stayed in treatment longer than in those facilities not offering these
Services.

Adult female clients receiving care at facilities offering prenatal care or transportation
services had shorter LOS.

Costs of Substance Abuse Treatment

Average cost per admission declined as facilities became larger, which suggests that larger
facilities may be able to provide care at alower price than smaller facilities (Chapter 7).

Facilities with a greater proportion of clients who received Supplemental Security Income
(SSI) or Socia Security Disability Insurance (SSDI) had higher costs (Chapter 7).

Selection Biasin Analyses of Client Data

Analyses of data collected by States only from facilities that receive public funds
earmarked for substance abuse treatment may be biased. States may want to pursue
reporting client data by all facilities, regardless of their funding status, to get amore
accurate understanding of the substance use problemsin their State (Chapter 8).

Clients admitted to facilities receiving public funds earmarked for treatment of substance
use disorders generally were younger, less likely to be employed, less likely to be married,
less likely to have postsecondary education, and less likely to have private insurance pay
for their treatment than those entering other facilities. However, variations among States
were found between clients who entered facilities that accepted earmarked funds and those
who entered facilities that did not accept earmarked funds (Chapter 8).






Chapter 1. Health Services Utilization by Individuals with
Substance Use and M ental Disorders

Carol L. Council, M.S.P.H.
Jeremy W. Bray, Ph.D.

Behaviora health care delivery in the United Statesis undergoing rapid change in both its
organizational and financial structures. These changes have been precipitated by the complex
demands of containing costs, maintaining the quality of care, making care available to all who
need treatment, and focusing resources on those forms of care that offer the best hope of
successful outcomes. Although these changes are having profound effects on the structure of the
treatment system and on service delivery in substance abuse treatment and mental health services
programs, the nature of these changes has not been adequately studied. At the national, State, and
local levels, policymakers and service providers need new knowledge to understand how these
changes will affect access to needed care, the quality and effectiveness of care, the utilization of
services, cost of treatment services, and the outcomes of treatment for people with acute and
chronic substance use and mental disorders.

Addressing such issues as the structure, processes, and outcomes of substance abuse
treatment, mental health services, prevention, and related health servicesis within the purview of
health services research. This compendium provides important information on a number of areas
that facilitate or inhibit the delivery of health services for those persons with substance use or
mental disorders. It provides important insight into the organization, financing, management, and
delivery of behavioral health services and explores such issues as accessibility, utilization,
quality, cost, cost-effectiveness, and outcomes. It examines how the demographic characteristics
of an individual affect how, when, where, and if a person will seek care; what types of care are
chosen or provided; and what happens during the delivery of care. Finally, the compendium
explores potential biases inherent in using many of the large datasets currently available for
conducting behavioral health services research.

This chapter includes a brief introduction to health services research, a history of its
development as a discipline, and how it has been used to study health care systems. In addition, a
brief review of the history of behavioral health services research isincluded. Thisis followed by
an overview of the remaining chapters and key issues examined in this compendium.

Health Services Resear ch

The Institute of Medicine (I0OM, 1995) defined health services research as"a
multidisciplinary field of inquiry, both basic and applied, that examines the use, costs, quality,
accessibility, delivery, organization, financing, and outcomes of health care services to increase
knowledge and understanding of the structure, processes, and effects of health services for
individuals and populations’ (pp. 3 and 17). In early 2000, K. N. Lohr and D. M. Steinwachs co-
chaired an ad hoc committee to develop the following revised definition for the Association for
Health Services Research (AHSR), now the Academy for Health Services Research and Health
Policy:



Health services research is the multidisciplinary field of scientific investigation
that studies how social factors, financing systems, organizational structures and
processes, health technol ogies, and personal behaviors affect access to health
care, the quality and cost of health care, and ultimately our health and well-being.
Its research domains are individuals, families, organizations, institutions,
communities, and populations. (Lohr & Steinwachs, 2002, p. 16)

Health services research strives to identify the most effective ways to organize, manage,
finance, and deliver high quality care; reduce medical errors; and improve patient and/or client
safety.! A variety of disciplines study health services research issues. They include medicine,
biostati stics, economics, epidemiology, management, law, nursing, pharmacy, psychology, and
sociology. Health services research involves integrating epidemiol ogic, sociologic, economic,
and other analytical sciences so that the rel ationships between need, demand, availability,
utilization, and outcome of health services may be better understood. Its ultimate research goal is
maximizing the efficiency and efficacy of health services.

In genera health care, health services research has been used extensively to study health
care systems and to define best practices. It has provided evidence of both what works and what
does not. Health care utilization has been studied widely to determine the factors that influence
treatment-seeking behaviors. The use of information gained from this research has saved billions
of dollars and improved health care for many Americans.

Health services research had its beginningsin the 17" century as physicians sought to
understand variations in hospital mortality rates (McCarthy & White, 2000). Until the 20"
century, studies were limited in size and scope. In 1898, the American Medical Association
(AMA) Committee for Scientific Research was established to provide grants for fostering
medical research (AMA, 2004). The National Health Survey conducted in 1935-1936 and other
studies underscored the disparitiesin health status and access to medical care associated with
income (IOM, 1992). Government programs devel oped during the Great Depression shifted
responsibility for many social programs to the Federal Government. During the 1940s and 1950s,
as the number of physiciansincreased and specialization of medical practice also increased,
health services research became more important. In the 1960s and 1970s, health services
research became increasingly institutionalized with the development of a National Institutes of
Health (NIH) Health Services Research Study Section and the journal Health Services Research
(McCarthy & White, 2000). With the passage of Medicare legislation in 1965 and concurrent
regional medical programs, there was aneed for oversight and better understanding of how
health services utilization would be affected. In 1966, the Comprehensive Health Planning Act
was passed by Congress, and Federal funding for health services research began.

It should be noted that prior to the devel opment of biostatistical methods and consi stent
data collection techniques, health services research could be done on only asmall scale. The
development of the fields of biostatistics and epidemiology, coupled with rapid improvementsin
computer hardware, software technol ogies, and data collection methodol ogies during the 1970s,

! In this compendium, we refer to "patients” in traditional health care settings (e.g., hospitals) and to
"clients' in behavioral health care/socia services settings (e.g., substance abuse treatment). So, in the chapter on
hospitals (Chapter 3), the word "patient” is used. The other chapters primarily use the word "client.”



enabled more rigorous study of such issues as access, selection of providers, service delivery,
financing, and outcomes. In 1973, legislation enabling the creation of the National Center for
Hedlth Statistics (NCHS) was enacted. During the 1970s and 1980s, health economics
developed, and there was increased awareness that certain patterns of medical practice were
associated with better health outcomes.

From 1971 to 1982, the RAND Health Insurance Experiment was undertaken
(Newhouse, 1999; Newhouse & Insurance Experiment Group, 1994). The conclusion from this
study was that while the use of co-payments reduced the use of health services, there was no
apparent change in the health status of most families (Freund, 1994; Normand, 1994). The "sick
poor" (i.e., persons with low incomes who were ill in particular ways at the start of the
experiment) were the exception. For them, accessto "free" care helped in regard to those
conditions. These findings had a great impact on health care reform in the United States.

Over the past three decades, large health care studies have been sponsored by the Federal
Government and also by foundations such as the Henry J. Kaiser Family Foundation and the
Robert Wood Johnson Foundation. Many Federal agencies, such as the Centers for Disease
Control and Prevention (CDC) and the NIH maintain large ongoing studies of the Nation's
health, and longitudinal datasets are now available to enable the ongoing study of various health
conditions, as well as specia population groups.

Health Services Research in the Behavioral Health Sciences

The great societal costs of substance use and mental illnesses, coupled with large
amounts of Federal, State, and local resources devoted to the amelioration of these problems,
resulted in the use of health services research methodologies to seek effective models of short-
and long-term care for people with acute and chronic substance use and mental disorders. The
following describes the data collection efforts and evaluations that focused on mental health
services and substance abuse treatment.

Federal involvement with mental health research began in 1855 with the creation in
Washington, DC, of Saint Elizabeth's Hospital, afacility for persons with mental illnesses
(National Library of Medicine, 2001). A Division of Mental Hygiene was established in the
Public Health Service (PHS) in 1930 and became in 1949 the National Institute of Mental Health
(NIMH) (National Library of Medicine, 1998). After passage of legidlation in the 1970s that
provided for community-based treatment, there was increased interest in demonstrating the
benefits of these large expenditures and a call for research to show the most efficacious
treatments. Thus began alarge-scale research agenda that evolved over the next three decades
and focused on understanding substance abuse treatment and mental health services, including
the need for treatment, service utilization, outcomes, and financing. Several national evaluations
were undertaken, and important national databases were established. They are briefly described
in the following sections.

DARP, TOPS and DATOS

One of thefirst behavioral health services research studies was the Drug Abuse Reporting
Program (DARP). Designed to evaluate the emerging community-based substance abuse



treatment programs, as well as the use of methadone to treat addiction, DARP began in 1968 and
was planned as a client reporting system to establish aresearch database for treatment programs
funded by the National Institute on Drug Abuse (NIDA) (Sells, 1974). DARP measured
treatment outcomes on 44,000 clients admitted to 52 treatment programs from 1969 to 1973.

M ethadone maintenance, therapeutic community, outpatient drug-free, and outpatient
detoxification programs were studied. Findings from DARP demonstrated the effectiveness of
community-based treatment in reducing substance use and criminal behaviors (Hubbard et al.,
1989). The study also provided useful data on the natural history of heroin use in atreated
population and evidence that addicted clients treated with methadone had better outcomes if they
remained in treatment for longer than 90 days (Joe, Simpson, & Hubbard, 1991; Simpson &
Savage, 1980).

The Treatment Outcome Prospective Study (TOPS) was designed to expand on DARP
and to provide longitudinal data on clients to allow the assessment of short- and long-term
treatment outcomes and to obtain more data on client attributes, program environments, and
services delivered in treatment (Allison, Hubbard, Craddock, & Rachal, 1982; Ginzburg, 1978).
Outpatient methadone, short- and long-term residential, and outpatient drug-free programsin
operation from 1979 to 1981 were studied.

Asin earlier studies, TOPS findings suggested that treatment was cost-effective and cost-
beneficia in reducing the use of heroin and other illicit drugs (Harwood, Hubbard, Collins, &
Rachal, 1988). Levels of predatory crime declined during treatment and remained lower than at
baseline (Harwood et al., 1988; Hubbard et al., 1989). TOPS data showed that clients with
substance use disorders have a great need for mental health services (Allison et al., 1982). TOPS
data also indicated that clients with more ancillary services, particularly mental health,
employment, and general services, had improved outcomes (Joe et al., 1991).

The Drug Abuse Treatment Outcome Study (DATOS) was a prospective cohort study
designed to evaluate treatment effectivenessin typical, stable, community-based substance abuse
treatment organizations operating from 1991 to 1993. DATOS obtained data on approximately
20,000 clientsin four types of treatment programs: outpatient methadone, long-term residential,
outpatient drug-free, and short-term residential (Tims, Fletcher, & Hubbard, 1991). Adult clients
were interviewed at admission, during treatment, and at 12 months after the termination of
treatment (except for clients receiving methadone long term who were interviewed
approximately 24 months after admission if they were still in treatment during the follow-up
phase of the study). DATOS used a standard set of instruments to provide diagnostic profiles of
clients (Fletcher, Tims, & Brown, 1997; Flynn, Craddock, Hubbard, Anderson, & Etheridge,
1997).

Findings from DATOS indicated that in each type of treatment, clients lowered their drug
use from pretreatment baselines at 12 months after treatment. DATOS also was able to document
the marked decrease in services provided to clients in substance abuse treatment accompanied by
an increase in unmet service need in the decade since clients entered the TOPS programs. There
was a shift from more expensive targeted services to the provision of core services. However,
DATOS found that substance abuse treatment programs appeared to have improved how they
delivered services of counseling, treatment planning, and use of aftercare (Hubbard, Craddock,
Flynn, Anderson, & Etheridge, 1997; Simpson, Joe, & Brown, 1997). DATOS was particularly



important in that it was able to document the change in substance use patterns and examine
outcomes for community-based cocaine abuse treatment. Moreover, it was the first national
study conducted after the start of the AIDS epidemic and also after the shift to Substance Abuse
Prevention and Treatment (SAPT) block grant funding.

CODAP and TEDS

The Client Oriented Data Acquisition Process (CODAP) began in 1973 and initially was
developed to satisfy requirements outlined in the Drug Abuse Office and Treatment Act of 1972.
At that time, 13 separate Federa agencies were involved in the provision of substance abuse
treatment, and the resultant duplication of effort and conflicts arising from the situation were best
resolved by the creation of a single, ongoing management reporting system, agreed upon by all
Federal agencies (Blanken, 1989). This system was CODAP.

Designed to monitor drug treatment need and use, CODAP provided current information
describing clients and the treatment given to them in order to aid in planning, management, and
evaluation activities (NIDA, 1982). Programs for treatment of alcohol abuse were not included.
All program recipients of Federal funds for drug abuse treatment and rehabilitation services were
required to participate in CODAP. Data collection began in 1973. Admission reports for
approximately a quarter of amillion clients were submitted annually by 1,800 to 2,000
participating treatment programs (Office of Applied Studies[OAS], 2004). CODAP included no
client, staff, or program surveys, and it depended on treatment units to provide data. Discharge
data provided parallel information, as well as the reason for discharge. Although CODAP was
not able to produce client outcome data, data available pertaining to client characteristics,
geographic distribution, and drug use patterns and trends over time also greatly increased
national knowledge about the epidemiology of drug use and the provision of treatment services.

The Alcohol, Drug Abuse, and Mental Health Services (ADMS) block grant program,
implemented in 1981, transferred Federal funding from individual programs to the States for
distribution, and required no data reporting (OAS, 2004). Thus, CODAP was no longer a
required reporting process.

In 1988, the Comprehensive Alcohol Abuse, Drug Abuse, and Mental Health
Amendments established arevised SAPT block grant and mandated Federal data collection on
clients receiving treatment for either alcohol or drug use disorders. Work on the Treatment
Episode Data Set (TEDS) began in 1989 with the issuance of 3-year development grants to
States. TEDS includes admissions to facilities that are licensed or certified by State substance
abuse agencies to provide substance abuse treatment (or are administratively tracked for other
reasons) (OAS, 2004).

DSRS SROS and ADSS

In 1990, the Office of National Drug Control Policy (ONDCP) requested that NIDA
conduct a nationally representative study of the treatment system. The Drug Services Research
Survey (DSRS) was designed to obtain information on drug abuse treatment providers and client
characteristics to supplement information from the 1989 National Drug and Alcoholism
Treatment Unit Survey (NDATUYS).



The DSRS had two phases. In Phase |, arepresentative probability sample of 1,183 drug
treatment facilities was drawn from a comprehensive list of organized substance abuse treatment
facilities (the 1989 NDATUS list). During Phase |1, a representative subsample, stratified by
facility type, of 120 drug treatment facilities was selected. The DSRS provided a picture of
treatment participation and client characteristics, including demographics, prior treatment
history, drug use history, and discharge status of clients at each sampled treatment facility
(Batten et al., 1992, 1993).

The Services Research Outcomes Study (SROS) was sponsored by the Substance Abuse
and Mental Health Services Administration (SAMHSA) and was a 5-year postdischarge follow-
up of abroadly representative sample of treatment facilities and clients based on the DSRS
facility sample. Specifically, 1,799 clients from a sample of 99 drug treatment facilities were
interviewed. The study compared client behavior in the 5 years before treatment with behavior 5
years after treatment with respect to drug and alcohol use, crimina involvement, employment,
physical and mental health, and other behaviors. SROS analyzed treatment resultsin light of
client characteristics and the type and cost of treatment services the clients received. It provided
an examination of multiple treatment episodes before and after treatment in a 1990 population.
SROS confirmed that both substance use and criminal behavior were reduced following
inpatient, outpatient, and residential treatment for drug use disorders (OAS, 1998).

The Alcohol and Drug Services Study (ADSS) built on the work of the 1990 DSRS study
with amore complex sampling frame, an enhanced sampling design, and improved measures of
financing and organization. Sponsored by OAS, ADSS was designed to collect information on
the characteristics of substance abuse treatment facilities and their clients and to study the
relationships among facility characteristics, treatment services, and clientsin treatment. OAS
was interested in developing better estimates of client length of stay and the costs of treatment
and to describe the posttreatment status of clients (OAS, 2003Db).

The ADSS sample was selected using a multistaged, stratified design, with selection of
2,393 facilitiesin Phase |, a selection of a subset of Phase | responding facilities, and a selection
of client discharge recordsin Phase Il and client follow-up in Phase 1. Facilities in the sampling
frame were stratified by treatment type: hospital inpatient, nonhospital residential, outpatient
predominantly alcohol, outpatient predominantly methadone, other outpatient, and combined
treatment types (OAS, 2003b).

The ADSS cost study examined treatment costs with validated cost data from a nationally
representative sample of substance abuse treatment facilities and applied its costing methodol ogy
to arepresentative sample of facilities. Its findings supported other studies’ findings that
nonmethadone outpatient treatment is substantially less expensive than residential treatment
(OAS, 2003a). It also found that the cost per enrolled client day in outpatient methadone
treatment was only marginally higher than the cost per enrolled client day in nonmethadone
outpatient treatment. One of the most important conclusions from the ADSS cost study was the
variability in unit costs within atype of treatment.
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NTIES

The Nationa Treatment Improvement Evaluation Study (NTIES) was a congressionally
mandated 5-year longitudinal study of the impact of drug and alcohol treatment on clientsin
treatment units that received public support in 1990-1991 from SAMHSA through its Center for
Substance Abuse Treatment (CSAT) demonstration grant-funding program. All recipient
facilities were recruited to provide facility-level information on services, staffing, and costs. Ten
percent of the facilities were purposively selected for inclusion in aclient follow-up study that
covered the 1993-1994 admission cohort and included a 1-year follow-up study. Client-level data
were obtained for over 5,000 clients at treatment intake, at treatment exit, and 12 months after
treatment exit. The study was designed to address two issues: () the amount of treatment
required to achieve successful outcomes; and (b) the extent to which favorable outcomes persist
following termination from treatment.

Findings indicated better treatment outcomes for clients in outpatient methadone
treatment with longer stays in treatment who were still in the program at follow-up (Koenig,
Denmead, Nguyen, Harrison, & Harwood, 1999). NTIES provided support for expansion of
methadone treatment, expansion of aftercare services for clients treated with methadone, and
expansion of ancillary services, such as transportation and day care to support retention in
treatment. Practice implications suggested the need to devel op aftercare plans prior to discharge
and to provide information and referral servicesto help discharged clients |ocate alternative
treatment services. NTIES underscored the need to study factors that result in increased client
retention and better treatment.

NCS

The National Comorbidity Survey (NCS) was a collaborative epidemiological
investigation designed to study the prevalence and correl ates of disorders defined and described
in the Diagnostic and Satistical Manual of Mental Disorders (DSM-I111-R) (American
Psychiatric Association [APA], 1987), aswell as the patterns and correlates of service utilization
for these disorders. The NCS was the first survey to administer a structured psychiatric interview
to anationally representative sample. The survey was carried out in the early 1990s with a
household sample of more than 8,000 respondents aged 15 to 54 years. Baseline NCS
respondents were reinterviewed in 2001-2002 (NCS-2) to study the patterns and predictors of the
course of mental and substance use disorders and to evaluate the effects of primary mental
disordersin predicting the onset and course of secondary substance use disorders (Harvard
Medical School, Office of Public Affairs, 2003; Kessler et a., 2003).

The study showed that as many as half of the U.S. population met criteriafor a mental
disorder at sometimein their lives and that, in any given year, such mental disorders were highly
concentrated in arelatively small portion of the population (5 to 8 percent) (Kessler et al., 1997).
In addition, findings from the NCS indicated that 6 percent of women and 9 percent of men met
criteriafor alcohol dependence and that 23 percent of women and 26 percent of men met criteria
for tobacco dependence (Kandel, Warner, & Kessler, 1998).

In summary, changes in the patterns of substance use, the nature of the treatment
population, and the treatment system have added new challenges to behavioral health services
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research. The evaluations and databases developed over the past three decades provide a good
foundation to study the nature and impact of these changes. Most were developed to answer
specific research and practice questions relevant at the time, and each study was costly and
required long periods of time for planning, pilot testing, data collection, and data analysis.
Although study methodologies improved greatly over the decades, most of the studies described
above had similar methodological problems, which are inherent in studying those with substance
use and mental disorders and treatment services for those populations. For example, treatment
facilities and modalities change. To ensure that programs will be in operation at the end of data
collection, it is prudent to select large well-established programs for study. Difficultiesin
following clients after treatment compl etion or discharge exist because such clients are highly
mobile and often want anonymity after treatment completion. Some changes in the treatment
milieu, occasioned by changesin financing structures and the impact of managed care, were
largely unanticipated. Nonetheless, the eval uations and databases provide a rich source of
information for behavioral health services researchers. To make optimal use of this information,
researchers should be aware of the limitations of these datasets, as well as the societal conditions
and treatment structuresin place at the time of the evaluations. These factors should be
considered in interpreting data on the organization and impact of treatment.

Overview of Chaptersand Key Issues

The large expenditures of State and Federal dollars on substance abuse treatment and
mental health services have spawned increased demand for accountability and determination of
best practices. In response, the Federal Government has supported the creation of large databases
that have been used to gain a better understanding of clients served and services provided. The
chaptersin this compendium use data from a variety of sources, including many of those
described above, and provide important new knowledge.

®  Chapter 2, "Access to Substance Abuse Treatment and Mental Health Services: A
Literature Review," examines literature on access to treatment for substance use disorders
and to services for mental illnesses.

®  Chapter 3, "Substance Use and Mental Disorder Discharges from U.S. Community
Hospitalsin the Early 1990s, Revisited,” examines trends in discharges from community
hospitals nationwide of those with substance use and mental disorders between 1990 and
1995.

®  Chapter 4, "Do Client Characteristics Affect Admission to Inpatient Versus Outpatient
Alcohol Treatment in Publicly Monitored Programs?' uses the 1996 Treatment Episode
Data Set (TEDS) to examine the association between disorder severity and admission to
publicly monitored inpatient versus outpatient alcohol treatment among adult males.

®  Chapter 5, "Client Choice among Standard Outpatient, Intensive Outpatient, Residential,
and Inpatient Alcohol Treatment in State-Monitored Programs,” examines client
characteristics that are associated with client choice of treatment setting.

12


http://www.oas.samhsa.gov/dasis.htm

®  Chapter 6, "Length of Stay among Female Clients in Substance Abuse Treatment,"
examines factors associated with retention of female clientsin treatment, using ADSS
Phase Il data.

®  Chapter 7, "A Hybrid Cost Function for Outpatient Nonmethadone Substance Abuse
Treatment Facilities," uses economic modeling of administrative datafrom ADSS Phase ||
to estimate a cost function for outpatient nonmethadone substance abuse treatment
facilities.

e  Chapter 8, "Effects of Reporting Requirements on Estimates from the Treatment Episode
Data Set (TEDS)," examines potential biases that may exist in conducting research using
TEDS data.

®  Chapter 9, "Conclusions and Implications,” summarizes the chief findings of this
compendium and discusses the implications of these findings with suggestions for future
research.

The remaining discussion focuses on key issues from these chapters. These chapters provide new
knowledge on such issues as access to treatment, treatment financing and costs, treatment
retention, treatment choice, and some limitations of commonly used data sources.

Access, Financing, and Costs

Many of the Federal-sponsored evaluations mentioned earlier focused on issues related to
populations served, services provided (including specialty services), characteristics of facilities
providing treatment, and, to the extent possible, financing issues. This compendium further
explores the financing of and access to substance abuse treatment and mental health services.
Chapter 2 examines the literature on access to treatment for substance use and mental disorders,
and it reviews a variety of attributes (with a special emphasis on financial factors) that may affect
aclient's ability to access treatment. In the chapter, the shift to outpatient treatment is discussed,
aswell asits possible ramifications. The importance of managed care and financing on access to
treatment is underscored, especially among those clients with more serious behavioral health
disorders. The chapter also includes a discussion of the ability of government-sponsored
behavioral health care systems to improve access for those clients with more serious disorders.

Chapter 7 uses economic modeling of administrative datafrom Phase Il of ADSS,
described earlier, to estimate a cost function for outpatient nonmethadone substance abuse
treatment facilities with a sample representing 9,166 facilities. In the chapter, the practice of
using costs estimated from a small number of nonrandomly selected facilities to conduct cost-
benefit analysesis called into question. Importantly, it is suggested not only that larger facilities
may be able to provide care at alower price than smaller facilities, but also that higher costs may
be appropriate when dealing with high-risk populations, such as clients receiving supplemental
security income (SSI).

The importance of considering client characteristics that affect access, aswell as
treatment-seeking behaviors and treatment retention, has been extensively reported upon in the
health services research literature. Chapter 2 reviews the literature on client demographics and
treatment-seeking behavior. TEDS data from 1996 are used in Chapter 4 to examine the
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association between disorder severity and admission to publicly monitored inpatient versus
outpatient alcohol treatment. Subjects studied are adult males with acohol as a primary
substance of abuse who were admitted for rehabilitation treatment in a State-monitored program
in one of nine States.

In Chapter 4, clients who either paid for treatment out-of-pocket or who received publicly
funded treatment are examined, as is how the source of payment varied across States.
Multivariate logistic regression models were used for each State, with results indicating that
greater disorder severity increased the odds of inpatient admission (an exception was co-
occurring mental disorders). Those clients who were employed were less likely to have an
inpatient admission, while those who were homeless, who had one prior treatment episode,
and/or who were referred by an acohol or drug treatment provider were more likely to have an
inpatient admission.

Treatment Retention

As described earlier, several large research studies have indicated that alonger length of
stay (LOS) is associated with better client outcomes. In Chapter 6, the ADSS Phase |1 dataset is
used to derive a nationally representative sample of female clients discharged from substance
abuse treatment facilities to examine factors associated with treatment retention in one of four
types of treatment facilities: nonhospital residential treatment only, outpatient methadone
treatment only, outpatient nonmethadone treatment only, or a combination of types of care.
Lengths of stay in treatment are compared based on demographic, socioeconomic, and
organizational characteristics. Asreported in earlier evaluations, the total number of services
provided to clientsin treatment was found to be declining. The study described in Chapter 6
finds that with regard to women's treatment, facilities offering child care services and treatment
at women-only facilities were associated with longer lengths of stay.

Data Limitations

Most databases have important limitations; care must be taken in interpreting findings
obtained from them and generalizing to the entire population of those with substance use and
mental disorders. Although biases are evident in earlier evaluations, aswell asin Federa-
maintained databases, few previous studies have examined the impact of biases on research
findings. Two chapters in this compendium focus on the potential impact of such biases. Chapter
3isareview of the findings from a 1990-1995 study that examined discharge trends from
community hospitals nationwide of patients with substance use and mental disorders. The
chapter includes a critique of previous studies that used the National Hospital Discharge Survey
(NHDS) and focused on community hospitalizations for substance use and mental disorders.
New estimates are provided in the chapter using the Agency for Healthcare Research and
Quality's Nationwide Inpatient Sample (NIS). A persuasive argument is made that the NISisthe
appropriate dataset to use for making such estimates. Contrary to findings from previous
research, the evidence in Chapter 3 indicates that community hospitalization of patients with
substance use and mental disorder diagnoses increased between 1990 and 1995. Moreover, even
though those patients were diagnosed with more complex disorders, they had short hospital
stays. Because health care utilization studies (e.g., the RAND Health Insurance Experiment) can
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have an important impact on public policy and funding decisions, it isimportant to select the
most appropriate dataset for studying and interpreting treatment-seeking behavior.

Chapter 8 examines biases that may be introduced into datasets, such as TEDS, as aresult
of State-level reporting requirements. Each State sets requirements on the types of providers or
facilities that must report into the TEDS system, with some States only requiring that facilities
receiving earmarked funds for substance abuse treatment report on their clients, while other
States require that all facilities report regardless of their funding sources. This chapter examines
whether or not selection bias occurs in the collection and reporting of datato TEDS for adult
males with alcohol as a primary substance of abuse who were admitted for rehabilitation
treatment. TEDS data are used from two States that collect information from both types of
facilities. Findings indicate that biases do exist. Clients admitted to facilities receiving Federal
earmarked funds had a different client demographic profile. Moreover, large variations in these
profiles existed between States. Thus, it may be important for States to require reporting by all
facilities, regardless of their funding status, if they want an accurate understanding of their
substance use disorder.

Treatment Choice

Earlier research has underscored the shift of treatment services provision to outpatient
settings, as well as the impact of managed care on provider treatment options. Chapter 5
examines client characteristics associated with choice of treatment setting in State-monitored
facilities, including standard outpatient, intensive outpatient, short-term residential, long-term
residential, and inpatient hospital rehabilitation. The chapter discusses the appropriateness of
combining types of inpatient and outpatient treatment into two broad categories for analysis
purposes. Asin Chapter 8, this study uses 1996 TEDS data on adult males with alcohol as the
primary substance of abuse in two States that collect information on all clients admitted to
treatment, regardless of the use of earmarked funds. Multivariate multinomial logistic models
were estimated for each State, and covariates included disorder severity and socioeconomic
measures. Those admitted to the standard outpatient setting appeared to have less severe a cohol
use disorders and were far more likely to be employed at admission than those admitted to other
settings. These findings suggest that client treatment-setting choice should not be studied as a
dichotomous choice between two types of treatment, but rather as a choice among multiple
Settings.

The chapters in this compendium add to the body of knowledge concerning the provision
of treatment servicesin behavioral health care. However, it isimportant to note that although
much of the research obtained from the general health services continuum has relevance for
treating substance use and mental disorders, important differences should be considered when
making policy inferences. In Chapter 9, several of the issues raised in the compendium are
discussed, their implications for policymakers are presented, and areas for further research are
suggested.
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Chapter 2. Accessto Substance Abuse Treatment and
Mental Health Services. A Literature Review

Albert Woodward, Ph.D.

I ntroduction

This chapter reviews the increasing literature on access to substance abuse treatment and
mental health services. The review isfocused on the factors critical in shaping access to these
services. This knowledge is necessary to help make informed resource allocation decisions that
will enhance access for individuals most in need of treatment.

The following sections outline the methods used in the literature review and discuss the
determinants of access to substance abuse treatment and mental health services. The chapter
concludes with adiscussion of the findings.

Methods

To develop abody of literature for this review, three online searches of the health care
literature covering the years from the mid-1990s to the present were conducted. Articles were
obtained from the HealthSTAR, PsycINFO, Sociological Abstracts, and MEDLINE databases
using the keywords "access" and "substance abuse treatment.” A second search identified
literature from the PsycINFO and MEDLINE databases using the keywords "access" and "mental
health treatment and services." A third search identified literature from the MEDLINE and
PubMed databases using the keywords "access" and "health care,” aswell as variants of the
terms "substance abuse” and "mental health." After areview of the identified articles, afew were
eliminated from consideration because they were not directly related to mental health services or
substance abuse treatment access. Also, articles that did not present original research were
eliminated. The remaining articles were considered for the literature review. Most of the articles
came from "field" journals (i.e., journals specializing in mental health or substance abuse). In
addition to these online journal article searches, several books, reports, and other documents
were added to the review if relevant to the discussion.

Definitions of Treatment Access

Severa definitions of treatment access can be applied to both mental health services and
substance abuse treatment. Myers (1965) proposed that there had to be four essential elements
for "good" medical care, one of which is accessibility. She defined accessibility in terms of three
components. persona accessibility, comprehensive services, and quantitative adequacy. Personal
accessibility means that there must be defined points of entry into the health care system. A
comprehensive range of servicesis needed because complex problems may require input from a
variety of specialties. Quantitative adequacy refers to the supply of a comprehensive range of
personal health services sufficient to meet the need.

21



A widely used definition of access was developed by Aday, Fleming, and Andersen
(1984):

...those dimensions which describe the potential and actual entry of agiven
population group to the health care delivery system. The probability of an
individual's entry into the health care system is influenced by the structure of the
delivery system itself (the availability and organization of health care resources)
and the nature of the wants, resources and needs that potential consumers may
bring to the care-seeking process. (p. 13)

Aday et a. (1984) focused on personal characteristics, health behavior, and attributes of the
health system. They viewed health services use as aresult of a predisposition to use services,
factors that facilitate or impede the use and the need for care. Donabedian (1973) developed a
similar concept of access, but with afocus on the health system—access "comprises those
characteristics of the resource that facilitate or obstruct use by potential clients' (p. 419).

Need, as a key component of treatment access, can be measured in terms of self-
perceived health status, number of chronic conditions, or functional limitations. Clinical
definitions of treatment need reflect circumstances under which aclient seeks or is required to
obtain treatment (Jeffers, Bognanno, & Bartlett, 1971). The decision to seek treatment typically
isinitiated by the patient. Patient choice is affected by need (e.g., incidence of illness), cultural-
demographic characteristics, the role of the health care provider (especially in managed care)
and/or family as an "agent" for the patient, and external and economic factors. The provider,
acting as the patient's agent, determines the patient's demand for treatment.

Myers (1965), Aday and Andersen (1975), and Donabedian (1973) wrote before the
advent and explosive growth of managed care and related changes in the health care market. Asa
result, their discussions of access are somewhat incomplete because they do not account for
changes resulting from the growth of managed care or the competition among providers and
payers (Gold, 1998; Miller, 1998). Prior to these changes, organization and financing were seen
as independent, static variables among alist of system variables that influenced access. At that
time, such system variables were of secondary importance to personal variables, including an
individual's predisposing characteristics or their need for care (Booth, Staton, & Leukefeld,
2001). However, since the institution of managed care, attitudes have changed, and many
researchers now believe that system variables may be even more important than many
nonfinancial barriersto access (Berk & Schur, 1997, 1998; Sondik & Hunter, 1998).

The literature regarding access to mental health services and substance abuse treatment
generaly is consistent with the general health care literature in terms of the determinants of
access (Woodward, Dwinell, & Arons, 1992). However, a growing number of researchers
suggest that managed care has hindered access to both mental health services and substance
abuse treatment (Mechanic, 1996) and to other health care services for vulnerable popul ations or
patients with chronic conditions (Miller, 1998). Moreover, access often is measured by health
care utilization data obtained in surveys. These surveys, however, usualy do not include persons
with mental disorders, who face barriers to access and participation in these surveys. Therefore,
it isdifficult to evaluate the access of those with mental disorders (Gold, 1998).
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Deter minants of Mental Health Services Access

The mental health services literature has examined a wide range of personal and
environmental attributes that influence access to mental health services. These include
demographics, health status and functional limitations, severity of condition, socioeconomic
status and employment, patient view of mental illness, acculturation, ethnicity, community
support, church participation, provider sensitivity, structural and operating aspects of providers,
and a variety of economic and financial barriers (Woodward et al., 1992). Both financial and
nonfinancial determinants or barriers to access to substance abuse treatment and mental health
services are discussed in this chapter.

Severity of Illness

Research has found that patients with more serious mental illness experience difficulty in
obtaining treatment for thisillness (Gonzalez & Rosenheck, 2002; Wang, Demler, & Kesdler,
2002). Perhaps those with more serious mental illness encounter more barriers to access than the
general population because successful treatment may be more expensive due to the severity of
the disorder. For example, veterans with co-occurring mental and substance use disorders incur
higher overall treatment costs in Department of Veterans Affairs (VA) facilities, largely because
of the severity of their conditions (Hoff & Rosenheck, 1998). Homeless persons and others with
the human immunodeficiency virus (HIV) who have mental and substance use disorders have
better outcomes if they are able to receive extensive services, especialy substance abuse
treatment (Burnam et al., 2001; Gonzales & Rosenheck, 2002). Substance abuse treatment clients
who do not compl ete treatment appear to have more health problems at both the beginning and
termination of treatment. Specifically, clientsin outpatient nonmethadone treatment who do not
complete treatment have a significantly greater number of diagnoses per client at both intake and
discharge than those completing treatment (Woodward, Raskin, & Blacklow, 2004).

Demographics

Children and adolescents face significant obstacles in accessing mental health services
and substance abuse treatment. One estimate suggests that approximately half of the children
experiencing depression are not receiving care (Glied & Neufeld, 2001). Parental perceptions of
children's mental illness and resulting parenting difficulties can act as a barrier to mental health
services (Owens et a., 2002). Moreover, parental illness, including mental and substance use
disorders, can further impede a child's access to treatment (Cornelius, Pringle, Jernigan, Kirisci,
& Clark, 2001).

Race and ethnicity are attributes or predisposing factors that also can affect accessto
mental health services or substance abuse treatment (Snowden, 2001; Wang et a., 2002). Racial
and ethnic differences in perceptions about mental illness, treatment system biases, and reliance
on voluntary support networks act in ways that hamper treatment access (Dana, 2002; Kales et
a., 2000; Snowden, 2001). As aresult, African Americans and Hispanics are likely to receive
fewer mental health services or less substance abuse treatment than needed (Wells, Klap, Koike,
& Sherbourne, 2001). African Americans use proportionately fewer outpatient mental health
services than white patients (Kaes et al., 2000), regardless of access to private health insurance
(Thomas & Snowden, 2001).
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Delivery System

The mental health services system also can act as a barrier to access, even more so than
can patient attributes or environmental issues. The delivery system for such care has been
characterized by the President's New Freedom Commission on Mental Health (2002) as

... Incapable of efficiently delivering and financing effective treatments—such as
medi cations, psychotherapies, and other services—that have taken decades to
develop. Responsibility for these services is scattered among agencies, programs,
and levels of government. There are so many programs operating under such
different rulesthat it is often impossible for families and consumersto find the
care that they urgently need. The efforts of countless skilled and caring
professionals are frustrated by the system's fragmentation. ("Letter to the
President,” October 29, 2002).

This message is not new. Many researchers have called for comprehensive systems of integrated
care for people with mental illness, especially for those who are homeless (Dennis, Steadman, &
Cocozza, 2000).

Treatment access is determined largely at the local level, where most mental health
services are offered. Local market area studies of mental health services and substance abuse
treatment (Condelli, Bonito, Ennett, & Fairbank, 1996; Goldsmith, Wagenfeld, Manderscheid, &
Stiles, 1996) have indicated that specialty services are concentrated in more urbanized areas,
providing urban populations with better access. Capacity or the availability of supply iscrucia to
understand access (and meet treatment need); both are influenced by the composition of
treatment ownership, organization, and services and specialty mix (Schlesinger & Dorwart,
1992).

Local treatment can be restrictive and bureaucratic, making it difficult for persons with
mental illness to obtain care. For example, one study found that persons with mental illness who
are homelessin New Y ork City received less Medicaid, food stamps, and other relief services
than other persons who are homeless (Nuttbrock, Rosenblum, Magura, & McQuistion, 2002).
Further, somerura areas have insufficient services to meet the needs of their population (Fox,
Blank, Rovnyak, & Barnett, 2001; Hartley, Britain, & Sulzbacher, 2002).

Not all the changes in government programs have lessened access. The restructuring of
Cdlifornias public mental health system, for example, promoted access to treatment by patients
with more serious mental illness (Snowden, Scheffler, & Zhang, 2002). Homeless persons with
mental illnesses who recelve coordinated and intensive mental health and support services have
been discharged from treatment to community support services without loss of mental health
status and social functioning (Rosenheck & Dennis, 2001).

Financing

Once persons with mental illnesses decide to seek treatment, they are confronted not only
with the challenges of the health care system, but also with the challenge of paying for that care.
Financial accessto treatment is afunction of ability to pay (either out-of-pocket or through
private coverage or through public funding sources). In contrast, funding for most other health
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careis heavily dependent on private health insurance financing (Frank, McGuire, Regier,
Manderscheid, & Woodward, 1994). The literature on health care demand has focused
principally on the relationship between health care demand and the demand for health insurance,
aswell as on the relationships between the type of health insurance package and health care
utilization (Feldstein, 1973). In general, this literature includes mental illness but excludes
substance use as determinants of health care utilization or health insurance choice (Frank &
Manning, 1992; Keeler, Wells, Manning, Rumpel, & Hanley, 1986; Wells, Manning, Duan,
Ware, & Newhouse, 1982).

Health insurance affects demand and access in two ways: Insured individuals may choose
to demand more treatment services (moral hazard, in the conventional sense), or they may select
specific coverage in anticipation of using services for themselves or dependents (adverse
selection) (Larsen, Horgan, Marsden, & Tompkins, 1996; Steinberg, 1992). These two factors
contribute to increased utilization over some optimal social welfare norm, which may be a "good
thing" for those who avoid treatment (Steinberg, 1992, p. 275). Manning and Frank (1992)
expressed the sameidea: "Aslong as the incremental risk-pooling gains from reduced cost
sharing more than offset the incremental increases in costs from demand response, we should
expand mental health coverage” (p. 214).

Most persons seeking mental health services rely on public financing, which substitutes
for health insurance and funds most mental health care (McKusick et a., 1998). This funding,
however, is often inadequate to meet the needs of those with mental illness (Wang et al., 2002).
Most mental health care is available through publicly funded programs that are part of the group
of "safety net providers." These providers, who have been adversely affected by the changesin
public financing, treat patients who might otherwise not have access to medical care (Baxter &
Mechanic, 1997). Although the growth of Medicaid managed care made payments available to
safety net providers, many States provide only limited mental health coverage and no methadone
maintenance under Medicaid (McCarty, Frank, & Denmead, 1999).

Some public financing and private health insurance have moved from coverage of more
costly inpatient hospital treatment to lower cost, but equally effective, residential care (Fenton,
Hoch, Herrell, Mosher, & Dixon, 2002). Persons with mental illness often come to rely on more
than one program for care. Changes in the financing of one type of program can affect other
programs and access. A study of veterans with mental illnesses who used the VA mental health
systems and non-VA State hospitalsisillustrative (Desai & Rosenheck, 2000). In the eight States
anayzed in the study, the use of State hospitals by veterans was correlated with VA funding:

A 50% increase in VA per capita mental health spending was associated with a
30% decrease in veterans use of state hospitals (elasticity of -0.6). Conversely, a
50% increase in state hospital per capita funding was associated with only an
11% increase in veterans' use of state hospitals (elasticity of 0.06). (p. 61)

Per capita funding of State hospitals and VA mental health systems directly affects access, as

measured by utilization. The VA system has recently improved access and quality of carein
comparison with that of privately insured populations (Leslie & Rosenheck, 2000).
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Managed care appears to have constrained access to mental health services over the past
decade. It has shifted financial risk onto providers and constrained provider treatment options
through close oversight, financial incentives, and controls. However, nationally representative
data are not available, and results must be interpreted with caution (Rosenbaum, Mauery,
Teitelbaum, & Vandivort-Warren, 2002). For example, Cuffel and Regier (2001) observed that
increased spending on behaviora health care leads to greater access. Although some studies have
found that accessis reduced as a consequence of managed care (e.g., Bloom et a., 2002; Ledlie,
Rosenheck, & Horwitz, 2001), other studies found no impact on health care utilization (e.g.,
Alegriaet a., 2001-2002). Most of these studies have examined private-sector mental health care
organizations. Referrals of patients to psychiatrists are constrained by the limits imposed by
managed care plans (Grembowski et al., 2002). As mental health managed care becomes more
concentrated among fewer firms, providers will have less opportunity to change their delivery
systems to promote access (O'Brien, 2000). Korper and Raskin (2002) argued that the delivery
system and managed care adversely have affected the treatment of older patients with substance
use and mental disorders:

Reduced time for doctor-patient interactions makes it difficult to identify patient
problems with substances and drug interactions. The health care system has
experienced reduced hospital lengths of stay, increased reliance on primary care
physicians, dwindling outpatient resources, and reduced nursing home beds. Older
adults...have fewer options as to where they can live and receive care. (p. 10)

In response to managed care, mental health care advocates have supported State and
Federal |egidation to make mental health benefits comparable with those of general medical care
("parity"). The effects of parity on access to mental health services are ambiguous. Managed care
controls utilization by circumventing the benefit-design improvements that parity attemptsto
achieve (Frank & McGuire, 1998). In one large employer group, access for subgroups subject to
a parity mandate was no different from that for subgroups not subject to parity—treatment
prevalence rose for both types of subgroups (Zuvekas, Regier, Rae, Rupp, & Narrow, 2002).
Parity can lead to improved mental health coverage and, therefore, access for a dightly higher
number of people with mental illnesses. However, it also can have negative consegquences,
including the loss of al health insurance coverage for some people with mental illnesses (Sturm,
2000a). States with parity legislation have not experienced large increases in mental health
services utilization, perhaps as a result of reductionsin private health insurance coverage for
mental health services (Pacula & Sturm, 2000).

Deter minants of Substance Abuse Treatment Access
Need and Demographics

The need for substance abuse treatment has been estimated at the national and State
levels based on responses to questions in the annual National Survey on Drug Use and Health
(NSDUH), formerly the National Household Survey on Drug Abuse (NHSDA). This nationally
representative survey assesses dependence and abuse of substances and treatment received
(Office of Applied Studies[OAS], 2002). Findings based on this survey generally have been
consistent with studies using other surveys and frequently agree with anecdotal treatment
perceptions. Age at first use of alcohol or illicit drugsis avery important factor in understanding
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an individual's need for treatment—the earlier the use of marijuana, for example, the greater is
the likelihood for substance abuse treatment at a later age (Gfroerer, Wu, & Penne, 2002). Men
are more likely to need treatment than women. The likelihood of seeking treatment increases
with age up to the mid-30s and then declines; problems of substance use and need for treatment
by race and ethnicity are similar to other illness conditions in the U.S. population (Flewelling,
Ennett, Rachal, & Theisen, 1993; Gerstein, Foote, & Ghadialy, 1997; OAS, 1998). Family
structure, living arrangements, and residential stability influence substance use and treatment
need (Bachman, Wadsworth, O'Malley, Johnston, & Schulenberg, 1997; Johnson, Hoffman, &
Gerstein, 1996).

The influence of predisposing factors—such as level of educational attainment, income,
and employment status—on treatment need is still being evaluated. Because these factors often
are interrelated, researchers have found it difficult to explore the separate effects of these
variables. Thus, studies have somewhat contradictory findings. One study found no consistent
associations among these predisposing variables and heavy or frequent use of substances, which
isan indicator of treatment need (Flewelling et al., 1993). However, other studies have found a
correlation between lower income and need for treatment among those over 25 years of age, but
this correlation could indicate a relationship between different career and education paths and
different levels of treatment need (Bachman et al., 1997; Gfroerer et a., 2002). The nature of the
relationships observed between race/ethnicity and need for treatment could be confounded by the
relationship between race and socioeconomic status (Flewelling et al., 1993).

Access to substance abuse treatment can be affected by such demographic factors as
race/ethnicity and urbanization of residence, among others (OAS, 1998). For example, African
Americans and Hispanics are less likely to have access to substance abuse treatment than are
whites (Wells et a., 2001). Rural residency is a greater barrier to treatment than urban status.
Rural at-risk drinkers had more difficulty obtaining care and were sick more often than their
urban counterparts (Booth, Kirchner, Fortney, Ross, & Rost, 2000). Homel ess persons with
substance use disorders may have the most difficulty accessing treatment, even if they have
public health insurance (Kushel, Vittinghoff, & Hass, 2001; Wenzel et al., 2001). Persons
enrolled in a health maintenance organization (HMO) are more likely to initiate treatment after
assessment if they are employed (with pressure from employers or colleagues to enter treatment)
and have more serious substance use disorders (Mertens & Weisner, 2002). Persons who inject
drugs or have HIV face particular barriersto care. The literature on these groups covers awide
variety of determinants of access to care. However, these studies are lacking, as these groups are
difficult to study in arepresentative manner. Even so, there is agreement that these groups
receive suboptimal care, which may be indicative of access constraints and an inability to
comply with a prescribed treatment regimen (Burnam et al., 2001; Chitwood, Comerford, &
McCoy, 2002; Knowlton et al., 2001; Weissman et al., 1995).

Seeking Treatment

Understanding the demand for substance abuse treatment is more complex than assessing
the need for treatment. Demand depends on multiple factors—the person’s behavior consequent
to substance use, the seriousness of the substance use disorder, the price for treatment, patient
income and education, and other market and personal characteristics. It is not uncommon for
those with a health problem to delay seeking treatment. Those with substance use disorders also
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are likely to deny that they need treatment (McCoy, Metsch, Chitwood, & Miles, 2001). Persons
with substance use disorders often have an altered perception of their use that may contribute to
their avoidance of treatment (Grossman, 1993).

When substance use disorders reach a point where an individual no longer can cope, then
individuals will seek or be coerced into treatment. The time between the recognition of the need
for treatment and actually seeking treatment may be as long as a decade or more (Kessler et al.,
2001). The reasons for seeking treatment are "illuminating, although their logic provesto be
unintelligible in some cases, and they may be evasive or deceptive in others' (Institute of
Medicine [IOM], 1990, p. 109). Typicaly, the individual's reluctance to seek treatment has to be
overcome. In many cases, the individual may have to be coerced into treatment by court order,
family, or employer. The physical consequences of substance use, and subsequent attention to
the disorder by health care professionals, motivate some people to seek treatment (Weisner &
Matzger, 2002).

Financial Barriers

Multiple factors affect treatment access (Kessler et a., 2001), including financial barriers.
As previously noted, a substantive body of literature has examined the relationship between
demand for mental health services and health insurance coverage. More research remainsto be
done regarding the impact of insurance on substance abuse treatment access.

Many of those who seek substance abuse treatment have low incomes, which may
hamper their ability to pay out-of-pocket, as well as their ability to acquire adequate health
insurance coverage (Larsen et al., 1996; Sturm & Sherbourne, 2001). As aresult, they often are
forced to rely on subsidized treatment provided by publicly funded programs.

Persons with lower income are not the only group who face difficulties obtaining care.
Older persons frequently have undiagnosed substance use disorders and, as a consequence, do
not receive necessary treatment (Korper & Council, 2002). Older patients with diagnosed
substance use disorders also face difficulty in obtaining needed outpatient mental health care,
perhaps because of limitsin Medicare benefits coverage (Brennan, Kagay, Geppert, & Moos,
2001).

The effect of managed care on access to substance abuse treatment is comparable with
that for access to mental health services. Managed care, in general, shows evidence of systemic
reductions in access to inpatient care for both substance use and mental disorders while
increasing the reliance on outpatient treatment (Steenrod, Brisson, McCarty, & Hodgkin, 2001).
Most substance abuse managed care also is "carved out" of the general health insurance plan or
State Medicaid plan (Sosin & D'Aunno, 2001). Asis the case with mandated mental health
benefits, mandated substance abuse benefits may not increase utilization because managed care
constrains that utilization (Sturm, 2000b).

States have introduced changes to welfare programs and Medicaid plans as a result of
Federal legidative changes. Most of these changes have not improved access for persons with
substance use disorders. For example, under welfare reform, welfare recipients with substance
use disordersin the State of Washington face difficulty in obtaining treatment and vocational
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counseling in their efforts to become self-sufficient (Wickizer, Campbell, Krupski, & Stark,
2000). Although treatment access may be constrained by changes to State programs, two
separate studies found that substance abuse treatment access improved as a result of programsin
Massachusetts and Oregon (Beinecke, Shepard, Tetreault, Hodgkin, & Marckres, 2001; Deck,
McFarland, Titus, Laws, & Gabriel, 2000).

The structure and organi zation of treatment providers can affect access to substance
abuse treatment. For-profit treatment programs are more likely to provide treatment to clients
with health insurance coverage or the ability to pay—clients who generally are not treated in
publicly financed treatment programs (Wheeler & Nahra, 2000). Thus, substance abuse treatment
isa"two-tiered" public and private system. Centralized intake assessments prior to treatment
initiation serve to place publicly financed clients into treatment programs, thereby promoting
treatment access (Guydish, Woods, Davis, Bostrom, & Frazier, 2001). However, one study found
lower rates of treatment placement for women after centralized intake assessment (Arfken,
Borisova, Klein, di Menza, & Schuster, 2002). Women with special needs (e.g., those who are
pregnant) and men and women who injected drugs were given higher priority for treatment.
Treatment access can be improved for women by providing the range of social support services
they need, especially services for mothers (Marsh, D'Aunno, & Smith, 2000; Nakashian, 2002).

Publicly funded treatment facilities may not have sufficient capacity to provide services
to all individuals who request treatment. Changes that increase staff burden, reduce or eliminate
certain services, or lessen methadone availability are likely to erode patient access to substance
abuse treatment programs (Friedmann, Alexander, & D'Aunno, 1999). Too often, individuals
with substance use disorders end up going through short-term detoxification multiple times
before beginning more long-term treatment solutions or relying on emergency departments for
palliative treatment (McCarty, Capsi, Panas, Krakow, & Mulligan, 2000; McGeary & French,
2000; Wingerson, Russo, Ries, Dagadakis, & Roy-Byrne, 2001). M ethadone maintenance
programs may offer access to treatment for those addicted to heroin but may have insufficient
funding to provide appropriate dosage or sufficient long-term treatment (Brands, Blake, &
Marsh, 2002; Joseph, Stancliff, & Langrod, 2000; Sees et al., 2000; Weinrich & Stuart, 2000).
The Medicaid program could itself be a barrier to treatment for these patients in the 25 States
that do not cover methadone maintenance medication (McCarty et al., 1999).

Discussion

This literature review has covered awide variety of the attributes of access to treatment
for substance use and mental disorders, with an emphasis on financia impediments. The
determinants of treatment access were divided into mental health and substance use topics
because much of the literature discusses them separately. Nonetheless, the determinants are
similar for both mental health services and substance abuse treatment. The literature shows a
growing awareness of the impact of financing and costs as critical determinants of treatment
access, reflecting the growth of managed care in the past decade. This growth has affected
treatment of both disorders.

Treatment access, of course, isonly the first step to successful outcomes. Persons with
mental or substance use disorders cannot be treated if they cannot gain access to treatment, nor
can they be treated successfully if treatment is not effective. Although treatment effectivenessis
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beyond the subject of this chapter, effectiveness also depends, to some extent, on access to care.
The IOM (1990) report sums up treatment effectiveness:

No single treatment "works" for amajority of the people who seek treatment.
Each of the treatment modalities for which there is a baseline of adequate studies
can fairly be said to work for many of the people who seek that treatment; and
enough of them do find the right treatment, and stay with it long enough, to make
the current aggregate of treatment programs worthwhile. (p. 191)

The IOM report points out that access to appropriate treatment frequently is constrained by the
lack of capacity in treatment programs, the restrictive costs of treatment, the lack of adequate
intake assessment, and the lack of information or transportation. The critical first part of
treatment effectivenessisinitial assessment and assignment to the appropriate treatment, which
often ismissing. Thisistrue for both mental health services and substance abuse treatment.

Despite alarge number of studies on the topic, the reasons that people with mental or
substance use disorders seek treatment are not fully known. Booth et al. (2001) argued that

This broader definition of access can generaly only be studied from community
samples, where substance using individuals are identified and followed
prospectively to see how access influences their use of treatment or other services.
We know that relatively few individuals with "substance use disorders” use
treatment services, and it is critical to identify the effect size for access, asa
potentially modifiable policy-related factor, in increasing treatment-seeking.
Additional information is needed to understand more about broad inequitiesin
access, particularly for posited and actual vulnerable and generally powerless
populations such as minorities and adol escents. (p. 676)

The authors suggested that the focus of new research should be on persons with substance use
disorders in the community, as distinct from those getting substance abuse treatment, if the
determinants of "treatment-seeking" are to be understood.
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Chapter 3. Substance Use and Mental Disorder Discharges
from U.S. Community Hospitalsin the Early 1990s,
Revisited

Sarah Q. Duffy, Ph.D.

I ntroduction

Managed care and behavioral health care carve-outs proliferated during the early 1990s,
and research suggests these arrangements reduce inpatient mental health services and substance
abuse treatment (Callahan, Shepard, Beinecke, Larson, & Cavanaugh, 1995; Etheridge, Hubbard,
Anderson, Craddock, & Flynn, 1997; Goldman, McCulloch, & Sturm, 1998; Iglehart, 1996; Ma
& McGuire, 1998; Mechanic, 1997b). Based on these findings, one might expect to have seen a
coinciding decline in admissions to community hospitals of patients with substance use and/or
mental disorders (SU/MD). Such short-term, general, non-Federal hospitals have long been
involved in SU/MD treatment and have accounted for alarge share of inpatient stays for those
with SU/MD, including approximately 54 percent of al such staysin 1985 and 69 percent of
those of Medicare beneficiariesin 1995 (Cano, Hennessy, Warren, & Lubitz, 1997; Kieder &
Simpkins, 1993; Mechanic, 1997a).

However, much of the research on managed care has relied on methods, such as simple
pre- and post-comparisons of aggregate claims from privately insured populations, that may fail
to capture the experience of many with SU/MD (Callahan et a., 1995; Goldman et al., 1998; Ma
& McGuire, 1998). Other reports suggest that these patients may receive inadequate substitutes
for inpatient mental health services, that atreatment gap exists, and that a growing percentage of
the U.S. population lacks insurance (Bae, 1997; Dana, Conner, & Allen, 1996; Hirschfeld et al.,
1997; Mechanic, Schlesinger, & McAlpine, 1995; Robertson, 1997; Rouse, 1998; U.S. Bureau of
the Census, 1997). If the result isinadequate or fragmented community-based specialty treatment
for those with SU/MD, they may be more likely to be admitted to local community hospitals for
stabilization and detoxification (Olfson, 1993; Olfson & Walkup, 1997; Wakup, 1997; Wolfe &
Sorensen, 1989). We examine these concerns by analyzing trends in discharges of those with
SU/MD from community hospitals nationwide during the first half of the 1990s.

Two studies, one by Maynard and Cox (1998) and the other by Mechanic, McAlpine, and
Olfson (1998), examined trends in community hospitalizations of those with SU/MD in the early
1990s using the National Center for Health Statistics (NCHS) National Hospital Discharge
Survey (NHDS). However, their reports provided vastly different trend estimates. According to
Maynard and Cox (1998), SU/MD discharges increased only 0.5 percent between 1990 and
1994. Mechanic et a. (1998), on the other hand, reported that SU/MD discharges increased by
35 percent between 1988 and 1994. Furthermore, Maynard and Cox (1998) reported that there
was no change in the number of discharges with a co-occurring disorder—one substance use and
one mental disorder—during the time period (atrend that Mechanic et al. did not examine).

In this study, we reexamine trends during this time period both by explaining how these
different estimates could have been generated by the NHDS data and by providing new estimates
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using a dataset more appropriate for examining community hospitalizations of those with
SU/MD. The findings presented here will contribute to our understanding of the impact of the
changesin the health care system in the early 1990s on those with SU/MD diagnoses.

Data

In this study, we use data covering 1990-1995 from the Agency for Healthcare Research
and Quality's Nationwide Inpatient Sample (NIS), which contains discharge abstract records that
hospitals report to State data organi zations (Agency for Health Care Policy and Research, 1995).
With more than 6 million records per year, it approximates a 20 percent sample of U.S.
community hospitals and includes information necessary to compute national estimates and
standard errors using methods for complex database designs, such as those availablein
SUDAAN software (Shah, Barnwell, & Bieler, 1996).

For anumber of reasons, NIS data are more appropriate for studying community
hospitalizations of individuals with SU/MD during the early 1990s than are the NHDS data.
First, unlike the NIS, the NHDS is a sample of al short-term hospital's, including short-term
psychiatric hospitals. According to one estimate, 13 percent of the discharges with mental
disorder diagnosesin the NHDS were from psychiatric hospitals. Failure to account for themin
the NHDS data caused at |east one team of researchersto vastly overestimate the number of
individuals with mental disorders receiving care in swing beds in general hospitals (Kiesler &
Simpkins, 1993). The NIS aso is amuch larger sample than the NHDS and allows analysis of
patients by more refined diagnosis categories, which is useful because those with SU/MD
diagnoses are adiverse group. Finally, the NIS has been consistently coded across years, which
makes it easier to use. Inconsistencies in coding across yearsin the NHDS were likely
responsible for the results reported by Maynard and Cox (1998). These inconsistencies will be
described in the next section.

Methods
Sudy Sample

We study discharges coded with the Clinical Classifications for Health Policy Research
(CCHPR) principal diagnosis (DCCHPR1) categories, avariable available on the NIS. CCHPRs
reclassify codes from the International Classification of Diseases, 9" Revision, Clinical
Modification (ICD-9-CM) into broader reporting categories (Elixhauser, 1996). Clients with a
DCCHPR1 listed in Table 3.1 were included in the analysis. This definition of SU/MD is
consistent with much of the existing research on such hospitalizations (Cano et al., 1997; Kiesler
& Simpkins, 1993; Maynard & Cox, 1998; Mechanic et al., 1998).! The sample sizes varied
between 250,000 and 340,000 per year.

! For example, Maynard and Cox's (1998) selection criteria differed from the one reported here only in that
they exclude mental retardation cases, which accounted for less than 1 percent of the sample used here. Mechanic et
al. (1998) selected on a different, but related, variable. Using their selection criteriaon 1995 NIS datayields a
weighted estimate of SU/MD discharges that is 0.43 percent lower than the estimate reported here and avery similar
distribution of discharges by type of diagnosis.
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Table 3.1 Distribution of Dischargesfrom U.S. Community Hospitals, by Principal Diagnosis CCHPR, 1990
and 1995, Substance Use and M ental Disorder Sample

Principal Diagnosis CCHPR (DCCHPR1)*

1990

1995

National
Estimate

% of
SU/MD
Samplée?

National
Estimate

% of
SU/MD
Samplé€?

%
Change

65 Mental Retardation

887

0.06

593

0.03

-33.14

66 Alcohol-Related M ental Disorders (acute alcohol
intoxication; other and unspecified alcohol
dependence; nondependent alcohol abuse; other
alcohol-related mental disorders)

302,821

21.80

280,651

16.17

-7.32

67 Substance-Related Mental Disorders (opioid
dependence; cocaine dependence; other, combined,
and unspecified drug dependence; cocaine abuse;
other, mixed, or unspecified drug abuse; other
substance-related mental disorders)

111,517

8.03

240,792

13.88

115.92

68 Senility and Organic Mental Disorders (senile
dementia, uncomplicated; arteriosclerotic dementia;
transient organic psychotic conditions; specific
nonpsychotic mental disorders due to organic brain
damage; presenile dementia, uncomplicated; senile
dementia with delirium; other senility and organic
mental disorders)

94,290

6.79

129,795

7.48

37.66

69 Affective Disorders(major depressive disorder,
single episode; major depressive disorder, recurrent
episode; neurotic depression; bipolar affective
disorder; manic-depressive psychosis; other
affective disorders)

409,126

29.45

557,445

32.13

36.25

70 Schizophrenia and Related Disorder s (paranoid
schizophrenia; schizo-affective type; other
schizophrenia)

186,913

13.45

238,188

13.73

27.43

71 Other Psychoses

53,299

3.84

56,457

3.25

5.93

72 Anxiety, Somatofor m, Dissociative, and
Per sonality Disorders (anxiety states, personality
disorders; other anxiety, somatoform, dissociative,
and personality disorders)

64,294

4.63

67,627

3.90

5.18

73 Preadult Disorders

17,606

1.27

18,086

1.04

2.73

74 Other Mental Conditions (adjustment reaction;
depressive disorder, not elsewhere classified)

147,965

10.65

145,145

8.36

-1.91

75 Personal History of Mental Disorder, etc.

463

0.03

407

0.02

-12.10

CCHPR = Clinical Classfications for Health Policy Research; DCCHPR1 = CCHPR principal diagnosis; SU/MD = substance use/mental

disorders.
! See Elixhauser (1996) or http://www.ahrg.gov for more information.

2Difference in distribution of DCCHPRs over time significant at better than 1 percent level.

Source: SAMHSA, Office of Applied Studies analysis of Agency for Healthcare Research and Quality's National Inpatient Sample, 1990-1995.
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We present trends for all discharges with SU/MD and for five, mutualy exclusive
subgroups based on principal and all secondary diagnoses. To create these subgroups, we
grouped all secondary diagnoses with the CCHPR software program, which isfreely available
for downloading at http://www.ahrg.gov/data/hcup/ccs.htm (Elixhauser, 1996). These subgroups,
which appear in Table 3.2, reflect differencesin complexity and in the ability and willingness of
community-based providersto treat patients (Etheridge et al., 1997; Mechanic, 1997b). For
example, those with both a substance use and another mental disorder diagnosis are a distinct
subgroup here because, during the early 1990s, the substance abuse treatment and mental health
services systems often were separate. Changes in the health care system during that time may
have made it especialy difficult for patients with both types of disordersto navigate two separate
systems.

Table 3.2 Diagnosis Subgroup Definitions

Diagnosis Subgroup Includesrecordswith...

Substance Use Only Only substance use diagnoses (DCCHPR codes 66 or 67).

Substance Use and Mental Disorder At least two diagnoses—at least one mental disorder (DCCHPR 65, 68-
75) and at least one substance use, either one of which may be principal.

Substance Use and Medical At least two diagnoses—a substance use principal and one non-SU/MD
(DCCHPR not in 65-75).

Mental Disorder Only Only mental disorder diagnoses.

Mental Disorder and Medical At least two diagnoses—a mental disorder principal and at least one non-
SU/MD.

DCCHPR = Clinical Classifications for Health Policy Research diagnosis code; SU/MD = substance use/mental disorders.

These methods are similar to those used by Maynard and Cox (1998), except that those
authors appear to have missed a change in the way diagnoses were coded in the 1994 NHDS that
required a modification to the CCHPRS formatting program.? Failure to account for this change
likely resulted in their undercounting both the number of discharges with SU/MD and the
number of those with a co-occurring disorder in the Nation's short-term hospitals reported by the
NHDS in that year. This can be verified by referencing several NCHS publications (e.g., Gillum,
Graves, & Kozak, 1996; Graves & Gillum, 1997) that report counts of discharges by disease
category. According to these publications, the number of discharges with SU/MD diagnoses
increased from approximately 1,538,000 to 2,112,000, or 37 percent, between 1990 and 1994.

Satistical Methods

We present weighted means, percentages, and age- and gender-adjusted discharge rates
per 10,000 population. We discuss in the text differences that are significant at or better than the
5 percent level. For comparisons among groups of diagnoses in the same year, we computed t
tests for continuous variables and chi-square (x°) tests for categorical variables using SUDAAN

2 Community hospital discharge abstract data are coded in the ICD-9-CM system. Under this system, each
code can be between three and five characters in length. The data are usualy right justified and filled with blanks.
So, for example, the code 300.3 (obsessive-compulsive disorder) would appear on the tape as a 3003 with a blank
space after it. For some reason, the 1994 NHDS data filled with dashes instead of blanks. So, 3003 appeared as
"3003-" and, therefore, was not identified by the CCHPR formatting program.
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(Shah et al., 1996), along the lines of the example provided with the NIS documentation (Duffy
& Sommers, 1999). To examine trends in discharge rates, we computed the Estimated Annual
Percentage Change (EAPC) (Ries et al., 1997). The EAPC is 100(€™1), where mis the
coefficient on aregression of the natural logarithm of the standardized discharge rates on
calendar year. A negative EAPC indicates that the standardized rate has declined, while a
positive EAPC indicates that it has increased. We used the standard error (SE) from the
regression to computet statistics. To determine whether differences over time were significant
for other variables, we computed test statistics based on the differences in value between 1990
and 1995 using a method that accounted for hospitals that appear in the sample both years.
Although we focus our discussion on differences between 1990 and 1995, statistics computed
using data from all 6 years confirm the trends we report.

Results

Discharges of those with SU/MD grew substantially between 1990 and 1995, and Table
3.3 shows that this growth, from 1.39 million to 1.74 million (t test, p <0.0001, df = 1,302),
contrasts with the stability of total discharges.® Figure 3.1, which displays age- and gender-
adjusted discharge rates, reveals that those with both a substance use and mental disorder
diagnosis accounted for most of the increase. Discharges of individuals with both diagnoses
increased from 9.4 to 17.22 per 10,000 population (EAPC t value = 14.774, p = 0.0001, df = 5).
Discharges with both a mental disorder and medical diagnosisincreased as well, but at alower
rate, from 19.3 to 22.5 per 10,000 population (EAPC t value = 4.222, p = 0.0135, df =5). A
small declinein the rate of discharges with mental disorders alone, from 14.0 to 11.8 per 10,000
population (EAPC t value = -6.288, p = 0.0033, df = 5), only partially offsets these increases.

As the number and discharge rate of those with SU/MD grew, their average length of stay
(ALOS) declined by 25 percent (t = 7.17, p < 0.001, df = 1,302) compared with a 13 percent
declinefor al discharges (t = 9.984, p < 0.0001, df =1,337). Although ALOS declined for al
subgroups, and the decline was most pronounced for the three substance-rel ated subgroups, the
ALOS ranking remained the same over time. Discharges with mental disorder and medical
diagnoses had the longest ALOS throughout the period, which declined 20 percent (t = 6.28, p <
0.001, df = 1,277) while those with substance use diagnoses alone had the shortest, which
declined 36 percent (t = 4.47, p < 0.0001, df = 927).

The age distribution of SU/MD discharges also changed substantially during this time (32
= 242.23, p < 0.0001, df = 6). Table 3.3 displays information on those aged 35 to 45 years, who
increased the most among the groups analyzed (< 12, 12 to 17, 18 to 25, 26 to 34, 35t0 45, 46 to
64, 65 or older). They comprised the largest share of discharges with SU/MD diagnoses in 1995
at 36 percent, replacing the 26 to 34 year olds, who had the largest share of dischargesin 1990.
The growth of those aged 35 to 45 years occurred among all SU/MD subgroups, but was most
noticeable within the substance-related subgroups.

Although the age distribution changed between 1990 and 1995, Table 3.3 aso shows that
the gender distribution did not. However, there were differences in these distributions between
those with SU/MD and all discharges (¥ = 183.79, p < 0.0001, df = 1), as well as across

3 As expected, these counts are somewhat lower than those estimated from the NHDS.
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Table 3.3 Substance Use and M ental Disorder Discharges Compared with All Dischar ges from U.S. Community Hospitals, 1990 and 1995

Discharge
,C . ab
Count | Rate'per | Length 9 abc Status’ Expected Primary Pay Sour cé
in 10,000 of Stay | % " | Age35 | % % % % % % %
Sample Year | 1,000s | Population | (days)® | Male 45 Died | AMA | Medicare | Medicaid | Private | UCC | Other
All Discharges | 1990 | 35,215 1,420 6.1° | 422 9.6 28 | 08
1995 | 34,802 1,328¢ 53° | 415 10.7 26 | 09 365 18.0 37.0 53 | 34
SU/MD 1990 | 1,389° 56.1¢ 127° | 500 221 03 | 63
1995 | 1,735° 66.3¢ 95° | 513 275 02 | 63 29.9 30.0 258 | 103 | 45
Substance Use | 1990 | 144.3 5.8 86° | 73.4 26.7 001 | 15.2
Only 1995 | 163.4 6.7 55° | 737 | 362 001 | 193 6.7 385 276 | 220 | 52
Substance Use | 1990 | 233.6° 9.49 115° | 581 25.8 003 | 86
and Mental P
Disorder 1995 | 446.2° 172 83 |501 34.1 003 | 6.6 215 34.4 265 | 126 | 49
Substance Use | 1990 | 185.2 75 100° | 716 28.2 032 | 10.2
and Medical .
1995 | 2238 85 6.1 70.6 36.1 021 | 121 18.0 36.7 240 | 175 | 38
Mental Disorder | 1990 | 346.8 14.0¢ 13.1° 43.1 2.4 0.05 | 452
Only 1995 | 3065 11.8¢ 106° | 437 | 246 002 | 362 23.0 31.4 322 77 | 57
Mental Disorder | 1990 | 479.2° 19.3 15.2¢ | 357 16.3 063 | 2.37
and Medical " p; .
1995 | 595.3 225 12.1 35.9 18.4 041 | 178 49.2 21.0 223 41 | 35

AMA = againgt medical advice; SU/MD = all substance use and mental disorder discharges; UCC = uncompensated care.
Note: The following symbols represent significant differences at or better than the 5 percent level:

2 Distributions across subgroups in 1995 ()?).
® Distribution between all discharges and SU/MD dischargesin 1995.

¢ Distribution over time (except for discharge status for substance use disorder only).
9 Rates over time.
€ Within groups across years.

! Age- and gender-adjusted discharge rate.

Source: SAMHSA, Office of Applied Studies' analysis of Agency for Healthcare Research and Quality's National Inpatient Sample, 1990-1995.




Figure3.1 Age- and Gender-Adjusted Dischar ge Rates, by Subgroup, 1990 to 1995
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diagnosis groups (x° = 866.18, p < 0.0001, df = 4). Slightly over 51 percent of those with SU/MD
diagnoses were male compared with fewer than 42 percent of all discharges. Among the
subgroups, most likely to be male were those with substance use diagnoses, varying from 59.1
percent for those with co-occurring mental and substance use disordersto 73.7 percent for those
with only substance use diagnoses.

We examined two rough indicators of outcomes based on patient disposition at discharge:
the in-hospital mortality rate and the percentage who leave against medical advice (AMA). The
distribution of SU/MD patients at discharge was significantly different from that of all
discharges (1995: %2 = 827.46, p < 0.0001, df = 3), and across SU/MD diagnosis groups (x° =
818.52, p < 0.0001, df = 12). Table 3.3 reveals that the in-hospital mortality rate for SU/MD
discharges was substantially lower than that for all discharges. It varied among subgroups, from
alow of 0.01 percent for those with substance use diagnoses aonein 1995 to a high of 0.41
percent for those with both mental disorder and medical diagnoses. However, discharges with
SU/MD diagnoses, especially those with substance-rel ated disorders, were much more likely to
leave AMA than were other discharges, varying from 1.78 percent of the mental disorder and
medical subgroup to 19.3 percent of the substance use only subgroup.

"Expected primary payer” is defined as the payer who is expected, at the time of the
admission, to pay the hospital bill. It would be most informative to analyze this variable over
time and examine separately those insured under managed care arrangements. Unfortunately,
neither of these is possible due to data limitations, so the following categories are examined for
1995 only: Medicare, Medicaid, private (Blue Cross, PPO, commercial, HMO, prepaid health
plan), uncompensated care (UCC: self-pay, no charge), and other coverage (Title V, workers
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compensation, CHAMPUS/CHAMPVA, other government).* Table 3.3 reveals that those with
SU/MD diagnoses were more likely than all discharges to receive uncompensated care or have
Medicaid coverage and were less likely to be covered by Medicare or private insurance (x> =
202.87, p < 0.0001, df = 4).

Substantial differences existed anong SU/MD subgroups (x* = 1,010.01, p < 0.0001, df =
16). Almost 50 percent of discharges with both a mental disorder and medical diagnosis had
Medicare coverage, while those diagnosed with mental disorders alone most frequently had
private coverage, and those with substance-related disorders alone most frequently had Medicaid
coverage. Only 4.1 percent of those with both mental disorder and medical diagnoses had no
coverage compared with 22 percent of those in the substance use only subgroup.

Referring to Table 3.1, one can see that the vast majority of the SU/MD discharges had
principal mental disorder diagnoses, with smaller but almost equal percentages with alcohol-
related and substance-related diagnoses in 1995. However, there were changes in the distribution
over time (x° = 86.65, p < 0.0001, df = 10). Although in 1995 the top two DCCHPRs remained
Affective Disorders and Alcohol-Related Mental Disorders, the third most prevaent in 1995,
Substance-Related Mental Disorders, had been fifth in 1990.

Discussion

Community hospitals remained important in caring for individuals with SU/MD
diagnosesin 1995, and such patients were a growing part of community hospitals' inpatient
business. While total discharges remained stable during the first half of the 1990s, we found, as
did Mechanic et a. (1998), that discharges of those with SU/MD diagnoses increased
substantially. Affective disorders, among mental disorders, and al cohol-related disorders, among
substance use disorders, remained among the most frequent diagnoses, although abuse of other
substances increased. This increase appears to have become permanent, as, according to more
recent NIS data, the number of discharges from community hospitals of those with SU/MD has
continued to be above 1.7 million through the year 2001 (the most recent year for which data are
available), when they topped 1.9 million.

Contrary to previously published reports (Maynard & Cox, 1998), the percentage of
discharges with at least one substance use and one mental disorder increased substantially during
the 1990s. Although this growth may reflect more accurate diagnosis and coding, the negligible
offsetting reduction in the single diagnosis categories argues against that explanation. At the
same time, although a smaller percentage of patients with SU/MD diagnoses died in the hospital
compared with all patients, amuch larger percentage | eft the hospital against medical advice
(AMA).

Aswith al dischargesin 1995, Medicare and Medicaid paid for more than 50 percent of
discharges for those with SU/MD diagnoses. Unfortunately, due to data limitations, we cannot
compare this figure with earlier years of the NIS data. As a point of comparison, we can turn to
estimates based on 1985 NHDS data, which, although they suffer from the shortcomings

* PPO = preferred provider organization; HMO = health maintenance organization; CHAMPUS = Civilian
Hospital and Medical Care for the Uniformed Services; CHAMPV A = Civilian Health and Medical Program for the
Department of Veterans Affairs.



described earlier, were the only nationwide hospital discharge abstract data publicly available
before 1988. According to these 1985 data, commercial insurance (then consisting mostly of fee-
for-service plans) paid for 44 percent of inpatients with SU/MD, followed by Medicare at 20
percent and Medicaid at 16 percent (Kiesler & Simpkins, 1993). This comparison suggests that
the Federal Government's role in paying for these patients may have increased substantially since
the mid-1980s.

Sharp declinesin length of stay suggest that hospitals may provide short-term lifesaving
services, such as detoxification and stabilization, but not treatment for their chronic underlying
disorders (Jayaram, Tien, Sullivan, & Gwon, 1996; National Institute of Mental Health, 1998,
2003). Discharged patients subsequently may receive outpatient treatment, which may be
entirely appropriate (Kieser & Simpkins, 1993). However, the extent to which thisis occurring
isunclear given some evidence of hospitals' infrequent follow-up of patients referred to
outpatient aftercare and the reluctance of many outpatient mental health providersto treat those
with co-occurring mental and substance use disorders or those with medical complications, who
showed the greatest increases in hospitalizations reported here (Etheridge et a., 1997; Mechanic,
1997b; Olfson, 1993; Olfson & Walkup, 1997; Walkup, 1997). Shorter stays may mean patients
are being discharged or leaving AMA in sicker condition and may need to be rehospitalized
(Olfson & Walkup, 1997). One limitation of the NIS (aswell asthe NHDS) is that it does not
allow linkages across individuals, so we cannot determine whether patients are being
rehospitalized.

Although these results cannot prove causality because they are based on a series of cross-
sectional observations rather than following specific individual s through time, they do not
diminish concern that changes during the early 1990s adversely affected those with SU/MD and
may continue to affect them today. They suggest that further study into the causes of the
increases in community hospital discharges of those with SU/MD and a more thorough study of
effects on outcomes are warranted. Clearly, in 1995, U.S. community hospitals remained
important in caring for those with SU/MD.

49



References

Agency for Health Care Policy and Research. (1995). Technical supplement 5: Design of the
Nationwide Inpatient Sample, Release 1. Documentation for Nationwide Inpatient Sample,
Release 1 (NIS documentation for 1990-1995). Rockville MD: Author. [Documentation for
1997-2001 available at http://www.ahcpr.gov/data/hcup/]

Bae, J. P. (1997). Assessing the need, use, and developments in mental health/substance abuse
care. Health Care Financing Review, 18(3), 1-4.

Callahan, J. J., Shepard, D. S., Beinecke, R. H., Larson, M. J., & Cavanaugh, D. (1995). Mental
health/substance abuse treatment in managed care: The Massachusetts Medicaid experience.
Health Affairs (Millwood), 14, 173-184.

Cano, C., Hennessy, K. D., Warren, J. L., & Lubitz, J. (1997). Medicare Part A utilization and
expenditures for psychiatric services: 1995. Health Care Financing Review, 18(3), 177-193.

Dana, R. H., Conner, M. G., & Allen, J. (1996). Quality of care and cost-containment in
managed mental health: Policy, education, research, advocacy. Psychological Reports, 79(3 Pt
2), 1395-1422.

Dufty, S. Q., & Sommers, J. P. (1999). Technical supplement 11: Calculating variances using
data from the HCUP Nationwide Inpatient Sample (technical supplements for the HCUP
Nationwide Inpatient Sample, release 6). Rockville, MD: Agency for Health Care Policy and
Research.

Elixhauser, A. (1996). Clinical Classifications for Health Policy Research, Version 2: Software
and user's guide (AHCPR Publication No. 96-0046, Healthcare Cost and Utilization Project
[HCUP-3], Research Note 1). Rockville, MD: Agency for Health Care Policy and Research.
[Updated version, Clinical Classifications Software (ICD-9-CM) available at http://www.hcup-
us.ahrq.gov/toolssoftware/ccs/ccs.jsp]

Etheridge, R. M., Hubbard, R. L., Anderson, J., Craddock, S. G., & Flynn, P. M. (1997).
Treatment structure and program services in the Drug Abuse Treatment Outcome Study
(DATOS). Psychology of Addictive Behaviors, 11, 244-260.

Gillum, B. S., Graves, E. J., & Kozak, L. J. (1996). Trends in hospital utilization: United States,
1988-92. Vital and Health Statistics 13(124), 1-71 [Available as a PDF at
http://www.cdc.gov/nchs/data/series/sr_13/sr13 124.pdf]

Goldman, W., McCulloch, J., & Sturm, R. (1998). Costs and use of mental health services before
and after managed care. Health Affairs (Millwood), 17, 40-52. Comments in /7, 241-244.

Graves, E. J., & Gillum, B. S. (1997). National hospital discharge survey: Annual summary,

1994. Vital and Health Statistics 13(128), i-v; 1-50. [Available as a PDF at
http://www.cdc.gov/nchs/data/series/sr 13/sr13 128.pdf]

50


http://www.ahcpr.gov/data/hcup/
http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp
http://www.cdc.gov/nchs/data/series/sr_13/sr13_124.pdf
http://www.cdc.gov/nchs/data/series/sr_13/sr13_128.pdf
http://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp

Hirschfeld, R. M., Keller, M. B., Panico, S., Arons, B. S, Barlow, D., Davidoff, F., Endicott, J.,
Froom, J., Goldstein, M., Gorman, J. M., Marek, R. G., Maurer, T. A., Meyer, R., Phillips, K.,
Ross, J., Schwenk, T. L., Sharfstein, S. S., Thase, M. E., & Wyatt, R. J. (1997). The National
Depressive and Manic-Depressive Association consensus statement on the undertreatment of
depression. Journal of the American Medical Association, 277, 333-340. Commentsin 277,
1433.

Iglehart, J. K. (1996). Managed care and mental health. New England Journal of Medicine, 334,
131-135. Comment in 335, 56; discussion 57-58.

Jayaram, G., Tien, A. Y., Sullivan, P., & Gwon, H. (1996). Elements of a successful short-stay
inpatient psychiatric service. Psychiatric Services, 47, 407-412.

Kieder, C. A., & Simpkins, C. G. (1993). The unnoticed majority in psychiatric inpatient care
(Plenum Series on Stress and Coping). New Y ork: Kluwer Academic/Plenum Publishers.

Ma, C. A., & McGuire, T. G. (1998). Costs and incentives in a behavioral health carve-out.
Health Affairs (Millwood), 17, 53-69.

Maynard, C., & Cox, G. B. (1998). Psychiatric hospitalization of persons with dual diagnoses:
Estimates from two national surveys. Psychiatric Services, 49, 1615-1617.

Mechanic, D. (1997a). The challenges of managed care. New Directions for Mental Health
Services (73), 5-10.

Mechanic, D. (1997b). The future of inpatient psychiatry in general hospitals. New Directions for
Mental Health Services (73), 103-108.

Mechanic, D., McAlpine, D. D., & Olfson, M. (1998). Changing patterns of psychiatric inpatient
care in the United States, 1988-1994. Archives of General Psychiatry, 55, 785-791.

Mechanic, D., Schlesinger, M., & McAlpine, D. D. (1995). Management of mental health and
substance abuse services. State of the art and early results. Milbank Quarterly, 73(1), 19-55.

National Institute of Mental Health. (1998, November 2). Clinical Antipsychotic Trials of
Intervention Effectiveness (RFP No. NIMH-99-DS-0001). Rockville, MD: Author. [Project
description available at http://www.catie.unc.edu/]

National Institute of Mental Health. (2003). Home page for Clinical Antipsychotic Trials of
Intervention Effectiveness (CATIE): A research program studying treatment effectiveness and
outcomes in schizophrenia and Alzheimer's disease. Retrieved October 22, 2003, from
http://www.catie.unc.edu/

Olfson, M. (1993). The array of psychiatric servicesin general hospitals. General Hospital
Psychiatry, 15, 277-283.

Olfson, M., & Walkup, J. (1997). Discharge planning in psychiatric unitsin general hospitals.
New Directions for Mental Health Services (73), 75-85.

51


http://www.catie.unc.edu/
http://www.catie.unc.edu/

Ries, L. A. G., Kosary, C. L., Hankey, B. F., Miller, B. A., Harras, A., & Edwards, B. K. (Eds.).
(1997). SEER cancer statistics review, 1973-1994 (NIH Publication No. 97-2789). Bethesda,
MD: National Cancer Institute.

Robertson, E. B. (1997). Introduction to mental health service delivery in rural areas. In E. B.
Robertson, Z. Sloboda, G. M. Boyd, L. Beatty, & N. J. Kozel (Eds.), Rural substance abuse:
State of knowledge and issues (pp. 413-417, NIH Publication No. 97-4177, NIDA Research
Monograph 168). Rockville MD: National Institute on Drug Abuse. [Available as a PDF at
http://165.112.78.61/PDF/Monographs/Monograph168/Download168.html]

Rouse, B. A. (1998). Substance abuse and mental health statistics source book 1998 (DHHS
Publication No. SMA 98-3170, Analytic Series A-4). Rockville, MD: Substance Abuse and
Mental Health Services Administration, Office of Applied Studies. [Available at
http://www.oas.samhsa.gov/sb99a.zip]

Shah, B. V., Barnwell, B. G., & Bieler, G. S. (1996). SUDAAN: Software for the statistical
analysis of correlated data. User's manual release 7.0. Research Triangle Park, NC: Research
Triangle Institute.

U.S. Bureau of the Census. (1997). Statistical abstract of the United States: 1997 (1 17" ed.).
Washington, DC: U.S. Government Printing Office, Superintendent of Documents. [Available as
a PDF at http://www.census.gov/prod/www/statistical-abstract-us.html]

Walkup, J. (1997). Family involvement in general hospital inpatient care. New Directions for
Mental Health Services (73), 51-64.

Wolfe, H. L., & Sorensen, J. L. (1989). Dual diagnosis patients in the urban psychiatric
emergency room. Journal of Psychoactive Drugs, 21, 169-175.

Woodward, A., Epstein, J., Gfroerer, J., Melnick, D., Thoreson, R., & Willson, D. (1997). The
drug abuse treatment gap: Recent estimates. Health Care Financing Review, 18(3), 5-17.

52


http://165.112.78.61/PDF/Monographs/Monograph168/Download168.html
http://www.oas.samhsa.gov/sb99a.zip
http://www.census.gov/prod/www/statistical-abstract-us.html

Chapter 4. Do Client Char acteristics Affect Admission to
| npatient Versus Outpatient Alcohol Treatment in Publicly
Monitored Programs?

Sarah Q. Duffy, Ph.D.
Gary A. Zarkin, Ph.D.
LauraJ. Dunlap, M.A.

I ntroduction

Alcohol use disorders cost the United States some 100,000 lives and $184.6 billion
annually, and 14 million people meet the diagnostic criteria for alcohol abuse and alcoholism
(National Institute on Alcohol Abuse and Alcoholism [NIAAA], 2000; Subcommittee on Health
Services Research, 1997). The Nation spends approximately $6.1 billion per year on treatment
for those with alcohol use disorders, 63 percent of which isfunded by Federal, State, and local
governments (Mark et al., 1999). Of the more than 1.5 million admissions annually to substance
abuse treatment facilitiesin the United States, almost 50 percent list alcohol as the primary
substance of abuse (Office of Applied Studies [OAS], 1999).

Substance abuse treatment policy is largely a State responsibility, especially since the
establishment of the Federal Substance Abuse Prevention and Treatment (SAPT) block grant
program in 1981 (Jacobsen & McGuire, 1996). States undertake treatment facility credentialing
and licensing, and by 1997, through either their own funding or Federal funding that they
managed, States and local governments managed more than 47 percent of all substance abuse
funding and 74 percent of al public funding (Coffey et al., 2001).

Descriptive evidence suggests that substantial variationsin treatment systems may exist
across States. For example, in 1989, per capita alcohol treatment funding varied from $5.85in
Mississippi to $51.76 in Alaska (Dayhoff, Pope, & Huber, 1994). In 1998, the proportion of
clients admitted to inpatient treatment varied from 3 percent of all substance abuse treatment
clientsin Vermont to 30 percent in North Dakota (OAS, 2000).

Still, one aspect of the publicly funded treatment system shared by many Statesis
insufficient publicly funded treatment capacity (e.g., see New Jersey Substance Abuse Prevention
and Treatment Advisory Task Force, 2001). One way in which many States attempt to improve
care and make the best use of their limited resources is by implementing guidelines to help place
clients receiving publicly funded treatment in different levels of care, including whether they are
treated as inpatients or outpatients (Gastfriend & McLellan, 1997; Mattson, 2003). According to
these guidelines, clients with more severe substance use, emotional, and behavioral disorders are
candidates for inpatient care. The purpose of this study, using the administrative data that States
use to monitor their treatment systems, isto estimate the effect of disorder severity on the odds of
inpatient admission and to explore how that effect varies across States.
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We extend the analysis of treatment admission to the publicly monitored treatment
systemsin several States. In doing so, we include either those who pay for treatment out-of -
pocket or those who receive publicly funded treatment to explore the extent to which results for
this augmented population are consistent with the findings reported in earlier research on
privately insured individuals (Goodman, Holder, Nishiura, & Hankin, 1992; Goodman, Nishiura,
& Hankin, 1998). Further, we examine whether variables, such as age of first intoxication,
employment, and housing status, which research has found are associated with referral to
inpatient treatment (Gregoire, 2000) but that are unavailable in insurance claims data, are
correlated with inpatient admission. Finally, we examine the extent to which the estimated
relationships vary across States. Our findings suggest that, although there are differences across
Statesin client characteristics and in the effect of these characteristics on admission, clients with
more severe substance use disorders generally are more likely to receive inpatient treatment.
These results suggest that admission decisions in the State-monitored substance abuse treatment
system conform, at least to some extent, to available placement criteria. Given the considerable
barriersthat can exist in implementing these criteria (Gastfriend, Lu, & Sharon, 2000; K osanke,
Magura, Staines, Foote, & Del uca, 2002), our results suggest that States' attempts to manage
their substance abuse treatment resources effectively are meeting with some success.

Background

Alcohol rehabilitation treatment is aimed at changing drinking behavior and often
consists of psychotherapy and sometimes pharmacotherapy. It may take place in a number of
settings, including outpatient and residential specialty substance abuse treatment facilities
(including some in hospitals) or the offices of private practitioners. In our work, we examine data
on clients in the specialty substance abuse treatment system that is monitored by State substance
abuse treatment agencies. We exclude data on those who obtain care from private practitioners
and those involved only in self-help groups, such as Alcoholics Anonymous, because data on
admissions to such programs are not systematically collected.

On a per-episode basis, outpatient substance abuse rehabilitation treatment costs less than
inpatient rehabilitation treatment. Costs for residential programs average between $4,000 and
$6,800, depending on their length, or more than twice the $1,800 cost of the average outpatient
program (U.S. General Accounting Office [GAQ], 1998). Inpatient treatment also may be more
disruptive and costly for clients than outpatient treatment. For example, employed clients who
enter inpatient treatment must miss work, either losing pay or using sick leave. If both types of
treatment were equally effective for al clients, providing treatment only in outpatient settings
would be most efficient. However, if the two types of treatment are not equally effective,
providing solely outpatient treatment may not be cost-effective.

That these treatment options may not be equally effective for al clients has been
recognized in guidelines, such as the American Society of Addiction Medicine Patient Placement
Criteria (ASAM-PPC) (ASAM, 1996). The ASAM-PPCs consider indicators across several
psychosocial dimensions to determine optimal client placement and suggest that clients with
emotional or behavioral disorders and complications, high risk for relapse, or a poor recovery
environment may benefit from inpatient treatment (ASAM, 1996; McKay et al., 1997). Although
not universally accepted, the ASAM-PPCs are the most widely distributed, implemented,
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discussed, and reviewed criteria available (Gartner & Mee-Lee, 1995; Mattson, 2003). Severdl
States, such as lowa, Colorado, Massachusetts, and New Jersey, either use the ASAM-PPCs or
other similar criteria as guidelines for client placement. State modifications generally include
adding treatment settings, such as halfway houses and longer-term residential treatment, not
recognized in the original ASAM-PPCs (Gartner & Mee-Lee, 1995).

The results of several empirical studies conducted in the 1970s and 1980s, however,
suggested that inpatient treatment may not have been worth the extra cost (Annis, 1985-1986;
Miller & Hester, 1986). Miller and Hester (1986), for example, reviewed several controlled
studies and concluded that few differences in outcomes arose between more intensive and less
intensive programs, except in some cases where the less intensive programs produced superior
outcomes. Such findings, coupled with the growth of managed behavioral heath care, led to a
decline in the number of inpatient admissions for substance abuse treatment throughout the early
1990s (Subcommittee on Health Services Research, 1997).

However, none of the controlled studies that Miller and Hester (1986) reviewed included
individuals with a co-occurring mental disorder, an important clinical indicator for inpatient
treatment (Pettinati, Meyers, Jensen, Kaplan, & Evans, 1993). Although one small randomized
study suggested that inpatient treatment is not more effective for those who are appropriately
matched to it (McKay et al., 1997), other observational studies and more recent reviews of the
earlier controlled studies suggest that inpatient programs benefit those with more severe
disorders (Finney, Hahn, & Moos, 1996; Finney & Moos, 1996; Gastfriend et al., 2000; Harrison
& Asche, 1999; Hartmann, Sullivan, & Wolk, 1993; Mattson, 2003; Pettinatti et al., 1999;
Simpson, Joe, Fletcher, Hubbard, & Anglin, 1999). The authors of these studies concluded that
inpatient substance abuse treatment should remain an option.

Two studies by Goodman et al. (1992, 1998) used private insurance claims data to
examine factors affecting the choice between inpatient and outpatient substance abuse treatment.
The first study examined data on 879 individuals with employer-sponsored, fee-for-service health
insurance with comprehensive a coholism coverage. The authors found that admission to short-
term inpatient treatment was more likely for those with a diagnosis of acohol dependence (vs.
abuse) and a co-occurring substance use and mental disorder. The second study analyzed the
relative contributions of client- and employer-level factors to treatment choice by examining
claims submitted on behalf of 9,878 individuals who received their health insurance through 10
large self-insured firms from 1989 to 1991. The authors found that clients were more likely to
receive inpatient treatment if they had a diagnosis of dependence (vs. abuse) or a psychosis, used
drugs other than opiates, were younger or male, and received hourly wages as opposed to
salaries. However, alarge part of the observed variation occurred at the employer level. The
authors concluded that treatment choice was driven mainly by firm or health insurance
administrator policy (they could not distinguish between the two) and that treatment expenditures
at some firms could be reduced by shifting treatment to outpatient settings. Although these
results are suggestive, they are not generalizable to those who receive treatment in the publicly
monitored system, many of whom not only have no employer-sponsored health insurance, but
a so often are unemployed and/or homeless.
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A study by Gregoire (2000) provides clues about this population. The study examined
referrals to inpatient versus outpatient substance abuse treatment in a study of 3,093 individuals
diagnosed as drug dependent who sought admission to publicly funded treatment in Wichita,
Kansas. Although the study revealed that referrals generally were consistent with clinical criteria,
the two variables that were the strongest predictors of referrals to inpatient treatment were
housing and employment status. Those who were homeless and unemployed were more likely to
be referred to inpatient treatment than those with stable housing and those who were employed.
Although these results are suggestive, the study has some limitations. First, it examined only
drug-dependent clientsin asingle city. Second, it concerned referrals, not admissions. Because
research suggests that substantial numbers of clientsfail to attend treatment as referred (e.g., see
Donovan, Rosengren, Downey, Cox, & Sloan, 2001), and many clients self-refer into treatment,
it isof interest to see whether these same client characteristics affect treatment choicein a
broader admissions sample.

Data

We used data from the 1996 Treatment Episode Data Set (TEDS), maintained by the
Office of Applied Studies (OAYS) of the Substance Abuse and Mental Health Services
Administration (SAMSHA) (OAS, 1999). TEDS contains admissions data routinely collected by
treatment providers at client admission and sent to State agencies, which use them to monitor
their substance abuse treatment systems. These State data systems, which were enacted to satisfy
the mandate to collect client datain the Comprehensive Alcohol Abuse, Drug Abuse, and Mental
Health Amendments (1988), were designed with input from each State's treatment providers and
with input and funding from SAMHSA. The data are submitted at regular intervals by the States
in acommon format to SAMHSA. The datainclude disorder severity information important in
determining clients' treatment needs, as well as socioeconomic measures. Although these data
have been used by the States and the Federal Government to generate descriptive reports, they
have seldom been used for health services research (McCarty, McGuire, Harwood, & Field,
1998).

Our analysis focuses on adult males with alcohol as their primary substance of abuse. We
did not include women because a variable that might be relevant to their treatment setting choice,
whether or not they are pregnant, is not well reported, and another variable, whether or not they
have dependent children, is not collected. We examine only alcohol clients because a relevant
measure of the disorder severity for most other drugs, route of administration, also is not
consistently reported.

Unfortunately, States vary in their ability to report al variables or collect datafrom all
substance abuse treatment facilitiesin the TEDS universe (those receiving public substance
abuse treatment funding). Therefore, we focus on nine States (Colorado, lowa, Maine,
Massachusetts, Nevada, New Jersey, New Y ork, North Dakota, and Rhode Island) that provided
data covering 90 percent or more of their estimated substance abuse treatment clientsin
programs receiving public funds in 1996 and that collected variables hypothesized to affect
substance abuse treatment admission.
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Although these data are fairly consistent across States, our review of information from
each State, such as the instruction manuals that States give to providers, data collection forms,
and the crosswalk between the State data systems and SAMHSA's common format, reveal s that
there are some differences. One important difference is the universe of reporting facilities. In
some States, such as New Y ork, all acohol treatment facilities are required to report admissions
data, regardless of whether they receive public funding or not. In North Dakota, in contrast, only
the programs at the State's eight regional services centers and the State hospital report these data.
In other States, such as New Jersey, only facilities receiving public funds are required to report
these data, but many more do so voluntarily.

Another important difference among States is the definition of an admission. Although
SAMHSA requests that States report only the initial admission to a treatment episode as an
admission (OAS, 1999), the nature of the help-seeking behavior of those with substance use
disorders can make it difficult for States to comply. Fewer than 53 percent of substance abuse
treatment clients nationwide complete their planned treatment, and it is common for those with
substance use disorders to make more than one attempt at treatment (OAS, 2004). The question
then becomes, when is an admission a new admission, as opposed to a continuation of the same
treatment episode? States do not provide uniform instructions to providers. lowa, for example,
instructs providers to report an admission as an initial admission only if 2 months or more have
passed since the individual's last discharge; in Nevada, the relevant time period is 30 days. And
although SAMHSA requests that States report changes of service (e.g., from detoxification to
rehabilitation) within an episode as a transfer rather than a new admission, four of the nine States
we include in our analysis do not (Maine, Massachusetts, New Y ork, and Rhode Island). As
discussed below, these differences among States are one reason we chose to estimate the model
separately for each State.

Empirical Framework

Rather than rely on a standard model of health care demand, such as the Health Capital
Model (Grossman, 1972; Muurinen, 1982) or the Behavioral Healthcare Model (Andersen &
Newman, 1973), which have each been used in studies of the demand for behavioral health care
(Haas-Wilson, Cheadle, & Scheffler, 1989; Pottick, Hansell, Gutterman, & White, 1995), we
combine elements of both approaches with unique characteristics of the substance abuse
treatment system and its clients to inform our empirical specification. This exploratory approach
is consistent with recent calls to integrate both behavioral and economic variablesin empirical
behaviora health services research (Brito & Strain, 1996; Green & Kagel, 1996; Montoya,
Atkinson, & Trevino, 2000).

Basaline Model

We model desired alcohol treatment intensity as an underlying, unobserved, continuous
dependent variable y* for which we have adiscrete realization, y;, that equals 1 for inpatient
admission and O for outpatient admission. The individual's observed treatment settingis a
function of his demand for acohol treatment, which is afunction of his disorder severity and
other characteristics, and the availability of treatment options, which is afunction of State
treatment policy. Given this, and the differences in the data systems described above, we estimate
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the model separately for each State. Importantly, we rejected the null hypothesis of asingle
pooled model based on the results of a chi-square test.

The probability that client i in State | is admitted to inpatient treatment is
Pr(yij =] = f(aj +ZBijik +Z BMR@)’ (1)
k=1 /=1

wherey;; equals1 if individual i in State | is admitted to inpatient care and equals O otherwise; f(e)
isthelogistic function; ¢; isthe intercept for State j; Xix is avector of k demand variables and
client characteristics; R, isavector of /referral source indicators; and the s are parameters to be
estimated.

Virtually all health care demand models indicate that problem severity affects the
intensity of care demanded. We use severa variables to measure the severity of the client's
substance use disorder (hypothesized effect in parentheses). Frequency of use (+): We include
four dichotomous variables that reflect how thisinformation is coded on each client's record at
admission: daily use, usethreeto six timesin the past week, use one to two times in the past
week, and use one to three times in the past month. No use in the past month is the reference
category. Although other studies have used International Classification of Diseases (ICD) or
Diagnostic and Satistical Manual of Mental Disorders (DSM) code information to measure
severity of substance use disorders, we believe the frequency of use variable, in combination with
other variables in our model, is more appropriate for our purpose, especialy given that it is better
reported. Only 18 of the more than 50 States and jurisdictions that report to TEDS collect ICD or
DSM data (OAS, 1999). Furthermore, of those 18 States, only 3 obtain valid values on 99
percent or more of their admissions. Frequency of use, in contrast, is collected in 47 States and
jurisdictions, some 32 of which obtain it on 99 percent or more of their admissions. The fact that
frequency of use is much better reported may mean that it is easier for treatment personnel to
collect, and, given that they had input into the data elements that would be collected by States,
perhaps more useful to them in their treatment planning decisions than DSM or ICD criteria.

We include several other variables to measure client severity as well. Intoxication before
age 15 (+): Research suggests that individuals who first use alcohol before the age of 15 are
more likely to become alcohol dependent (Grant & Dawson, 1997). We include a dichotomous
variable indicating first acohol intoxication before age 15. Secondary substance (+): Having a
second substance of abuse can indicate a more severe disorder. We include dichotomous
variables indicating marijuana/hashish, cocaine, and other secondary substance use, with no
secondary substance use as the reference category. Number of prior treatment episodes (?): This
variable is used in many treatment studies as an indicator of disorder severity (e.g., Etheridge,
Craddock, Hubbard, & Rounds-Bryant, 1999; McLellan et al., 1999). We enter thisas a
categorical variable to allow the estimated relationship to be something other than linear. We
include indicator variables for one prior treatment and two or more prior treatments, using no
prior treatment as the reference category. Co-occurring mental disorder (+), Homeless (+):
Based on the ASAM-PPCs, the literature on treatment effectiveness, and the results of prior
research on referrals (Gregoire, 2000) and treatment matching (K osanke et al., 2002), we expect
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that those with a co-occurring mental disorder and those who are homeless may have a higher
likelihood of admission to inpatient treatment. To capture this, we enter two indicator variables,
one for co-occurring mental disorder and the other for homel essness.

The research mentioned earlier and other economic research (Becker & Murphy, 1988)
conceptualize the behavior of those with substance use disorders as consistent with choice
theory, suggesting that socioeconomic and other client characteristics should be included in
models that predict their behavior. We include the following variables and note that potentially
offsetting effects render the predicted direction of many of the effects uncertain. Employment
status (?): Employed individuals have higher time cost associated with inpatient treatment and
may be less likely to engage in inpatient treatment, other things equal (Kosanke et al., 2002).
Furthermore, the fact that they are employed suggests that they may have aless severe disorder,
and treatment providers may believe that those who are unemployed are more likely to benefit
from inpatient treatment (Gregoire, 2000). On the other hand, employed individuals may be
better able to pay for more intensive treatment. To examine which of these hypotheses the data
support, we include a dichotomous variable indicating whether the client was employed at
admission, either full- or part-time, with those who are unemployed or not members of the labor
force comprising the reference category. Education level (?): According to Muurinen (1982), the
relationship between years of education and the demand for medical care should be negative
because the rate of depreciation of the health stock should be lower for better-educated
individuals. At the same time, education may proxy higher income, which may suggest amore
intensive treatment choice. We included two dichotomous variables to measure education: less
than high school graduate and high school graduate. Some postsecondary education is the
reference category. Age (?): Human capital theory suggests that age has a positive effect on
treatment intensity because the rate of depreciation of the health stock is a positive function of
age (Muurinen, 1982). On the other hand, one version of the model by Suranovic, Goldfarb, and
Leonard (1999) suggests that those who are older are more motivated to quit their substance use,
perhaps making it less likely that they would need intensive treatment. Because it is unclear
which effect may dominate, we enter age and age-squared to allow for a nonlinear relationship.
Race/ethnicity (?): According to the 4™ edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V), people of different races and ethnicities tend to have different
cultural attitudes about and physiological responses to alcohol (American Psychiatric Association
[APA], 1994). However, this variable also may capture placement in atreatment setting that was
not clinically indicated because of the lack of culturally competent aternativesin the individual's
area (Gartner & Mee-Lee, 1995). We include three indicator variables to capture the client's
race/ethnicity (Hispanic, non-Hispanic white, and non-Hispanic black) with "other" as the
reference category. This was the only way to code this information uniformly across the States
included in our sample. Marital status (-): Although imperfect, marital status may proxy for the
ASAM-PPCs emotiona and behavioral disorders criteria. Currently married clients may have
less severe emotiona and behavioral disorders than those who are single, divorced, separated, or
widowed, all of whom comprise the reference cell.

Another variable that may affect client placement is season of admission (?): The time of
year the client is admitted also may affect the odds of inpatient treatment. For example, those
who are seasonally employed, such as teachers and college professors, may be more likely to
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accept assignment to inpatient treatment in the summer. We include indicator variables for
summer, fall, and winter, with spring as the reference category.

Finally, we include indicator variables for referral source (?). Although the process by
which clients obtain referrals, and the interplay between the various referral sources and the
treatment system is admittedly complex (e.g., see Kosanke et al., 2002), we believeitis
important to include referral source as a control variable. For example, although the criminal
justice system is a frequent source of referral into substance abuse treatment, and referral through
that system may affect client placement, we make no a priori judgment about whether criminal
justice referrals are more or less likely to be admitted to inpatient alcohol treatment. The effect
likely depends on the referral practices of criminal justice systems, and the availability of
different types of treatment, which vary across States. For example, in some States, such as New
Jersey, the State substance abuse treatment agency is actively involved in assessing prerelease
inmate and parolee needs and referring clients to treatment (New Jersey Substance Abuse
Prevention and Treatment Advisory Task Force, 2001). In others, the court may mandate both
treatment and the modality, as the Massachusetts court does for second-time drunk driving
offenders (Bureau of Substance Abuse Services, 2001). We include indicator variables for self-
referral, referral by an alcohol or drug treatment provider, other medical provider referrals, and
community (employer, school, etc.) referral. Referral by the criminal justice system serves as the
reference cell.

Expected Payer Model

In addition to the baseline model, we present coefficients from a model including
expected pay source for this admission and estimate it for each of the seven States that collected
these data. Economic theory suggests that individuals who pay out of pocket for their own
treatment may demand less costly treatment than those who do not. However, we only observe
the expected payer for this particular admission and do not know, for example, whether the
client's insurance covered both inpatient and outpatient treatment. In some cases, expected payer
and treatment setting may be jointly determined if, for example, an indigent client is placed in an
inpatient treatment program because no publicly funded outpatient sots are available (Gartner &
Mee-Lee, 1995). Therefore, the direction of the expected payer effectsis unclear a priori, and the
results of the analysis should be considered tentative. We include the following categories: self-
pay, Medicare, Medicaid, private, other (e.g., worker's comp), and other government funding/no
charge (the reference category). The reference category includes clients whose treatment is
funded by State agency funds, including those received through the Federal SAPT block grant
program.

Results

Table 4.1 displays the means and standard deviations for the combined sample and by
State. It shows that States varied substantially in the proportion of adult malesin treatment for
alcohol use disorders admitted to inpatient care, ranging from about 13 percent in lowato 32
percent in New Y ork. Statistically significant differences exist across States for all variables,
except for no secondary substance use and high school education.
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Table4.1 Analysis Sample Means and Standard Deviations of the M odel Variables, by State and for All Nine States Pooled

New North Rhode
All States Colorado lowa Maine Massachusetts Nevada Jersey New York Dakota  Idand
N 113,948 4,654 17,591 3,762 10,797 1,615 10,426 62,093 1,028 1,982
Inpatient Treatment 0.255* 0.300 0.126 0.150 0.162 0.305 0.212 0.320 0.252 0.161
(0.436) (0.458) (0.332) (0.357) (0.368) (0.461) (0.409) (0.467) (0.434) (0.368)
Frequency of Usef
No usein the past month 0.324* 0.358 0.389 0.532 0.055 0.363 0.218 0.353 0.332 0.324
(0.468) (0.480) (0.488) (0.499) (0.228) (0.481) (0.413) (0.478) (0.471)  (0.468)
1 to 3 timesin the past month 0.145* 0.169 0.226 0.112 0.110 0.172 0.121 0.130 0.245 0.155
(0.352) (0.375) (0.418) (0.315) (0.313) (0.377) (0.326) (0.336) (0.430) (0.362)
1 to 2 timesin the past week 0.125* 0.130 0.125 0.042 0.239 0.107 0.186 0.099 0.121 0.192
(0.331) (0.337)  (0.331) (0.200) (0.427) (0.309) (0.389) (0.298) (0.326) (0.394)
310 6 timesin the past week 0.118* 0.137 0.109 0.157 0.193 0.102 0.138 0.100 0.128 0.121
(0.322) (0.344) (0.312) (0.364) (0.395) (0.302) (0.345)  (0.300) (0.335) (0.326)
Daily 0.288* 0.206 0.151 0.157 0.402 0.257 0.337 0.318 0.174 0.208
(0.453) (0.404) (0.358) (0.364) (0.490) (0.437) (0.473)  (0.466) (0.379)  (0.406)
Age of First Intoxication LessThan  0.387* 0.394 0.345 0.443 0.415 0.359 0.339 0.396 0.517 0.426
15Years
(0.487) (0.489) (0.475) (0.497) (0.493) (0.480) (0.473)  (0.489) (0.500)  (0.495)
Secondary Drugt
None 0.484 0.597 0.592 0.624 0.510 0.661 0.587 0.409 0.569 0.458
(0.500) (0.490) (0.491) (0.484) (0.500) (0.473) (0.492) (0.492) (0.495)  (0.498)
Marijuana/hashish 0.229* 0.249 0.302 0.308 0.259 0.160 0.171 0.206 0.357 0.259
(0.420) (0.432) (0.459) (0.462) (0.438) (0.367) (0.376) (0.404) (0.479) (0.438)
Cocaine/crack 0.229* 0.102 0.036 0.036 0.182 0.070 0.184 0.328 0.018 0.211
(0.420) (0.302) (0.187) (0.186) (0.386) (0.255) (0.388) (0.470) (0.135)  (0.408)
Other 0.058* 0.052 0.070 0.031 0.049 0.108 0.058 0.057 0.055 0.072
(0.235) (0.222) (0.255) (0.174) (0.215) (0.311) (0.234) (0.233) (0.229) (0.258)
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Table4.1 Analysis Sample Means and Standard Deviations of the M odel Variables, by State and for All Nine States Pooled (Continued)

New North Rhode
All States Colorado lowa Maine Massachusetts Nevada Jersey New York Dakota Idand
Prior Treatment Episodest
None 0.325* 0.307 0.415 0.312 0.287 0547  0.502 0.270 0.304 0.401
(0.468) (0.461) (0.493) (0.463) (0.453) (0.498) (0.500) (0.444)  (0.495) (0.490)
1 episode 0.249* 0.218 0.287 0.285 0.241 0289 0.251 0.239 0.215 0.258
(0.432) (0.413) (0.452) (0.452) (0.427) (0.453) (0.434) (0.426) (0.411) (0.438)
2 episodes or more 0.426* 0.475 0.299 0.403 0.472 0.164  0.246 0.491 0.482 0.341
(0.495) (0.499) (0.458) (0.491) (0.499) (0.370) (0.431) (0.500)  (0.500) (0.474)
Demographics
Age 35.770* 34165  34.293 35.401 35.948 36.692 36.152 36.237  34.993 35.391
(10.359)  (10.218) (10.675)  (10.308) (10.764) (9.923) (10.461) (10.153) (11.464) (9.638)
Employed 0.447* 0.526 0.651 0.455 0.476 0.490 0.562 0.357 0.399 0.457
(0.497) (0.499) (0.477) (0.498) (0.499) (0.500) (0.496) (0.479)  (0.489) (0.498)
Homeless 0.124* 0.109 0.014 0.065 0.057 0209 0.045 0.185 0.093 0.080
(0.330) (0.312) (0.116) (0.247) (0.231) (0.407) (0.208) (0.388)  (0.291) (0.272)
Mental disorders 0.174* 0.170 0.158 0.201 0.265 0.051  0.085 0.179 0.390 0.099
(0.379) (0.376) (0.365) (0.401) (0.441) (0.221) (0.279) (0.383)  (0.488) (0.299)
Married 0.246* 0.244 0.338 0.206 0.191 0.302 0.253 0.231 0.208 0.221
(0.431) (0.429) (0.473) (0.404) (0.393) (0.459) (0.435) (0.421)  (0.406) (0.415)
Education Levelt
No high school 0.318* 0.309 0.204 0.302 0.303 0291  0.265 0.362 0.244 0.395
(0.466) (0.462)  (0.403) (0.459) (0.460) (0.454) (0.442) (0.481) (0.430) (0.489)
High school 0.466 0.448 0.565 0.511 0.478 0.473  0.502 0.430 0.471 0.413
(0.499) (0.497)  (0.496) (0.500) (0.500) (0.499) (0.500) (0.495)  (0.499) (0.492)
Post high school 0.216* 0.243 0.230 0.188 0.219 0236  0.233 0.208 0.281 0.192
(0.412) (0.429) (0.421) (0.390) (0.413) (0.425) (0.423) (0.406)  (0.450) (0.394)
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Table4.1 Analysis Sample Means and Standard Deviations of the M odel Variables, by State and for All Nine States Pooled (Continued)

New North Rhode
All States Colorado  lowa Maine Massachusetts Nevada Jersey New York Dakota Idand
Race/Ethnicityt
Non-Hispanic white 0.674* 0.602  0.904 0.957 0.778 0.638 0.687 0.573 0.729 0.819
(0.469) (0.490) (0.295) (0.203) (0.416) (0.481) (0.464) (0.495) (0.445)  (0.385)
Non-Hispanic black 0.191* 0.063 0.044 0.012 0.093 0.071 0.196 0.279 0.007 0.093
(0.393) (0.242) (0.205) (0.109) (0.291) (0.256) (0.397) (0.448) (0.082)  (0.290)
Hispanic 0.106* 0.293 0.034 0.007 0.099 0.064 0.103 0.126 0.011 0.063
(0.309) (0.455) (0.182) (0.081) (0.298) (0.246) (0.304) (0.331) (0.103) (0.242)
Other 0.027* 0.043 0.018 0.024 0.029 0.225 0.014 0.023 0.254 0.026
(0.164) (0.202) (0.133) (0.154) (0.167) (0.418) (0.118) (0.149) (0.439) (0.158)
Primary Source of Referral
Individual 0.176* 0.177 0.176 0.173 0.201 0.146 0.193 0.168 0.196 0.215
(0.382) (0.382) (0.381) (0.378) (0.400) (0.353) (0.394) (0.374) (0.397) (0.411)
Alcohol/drug treatment provider 0.239* 0.150 0.072 0.150 0.177 0.063 0.099 0.343 0.094 0.109
(0.426) (0.358) (0.259) (0.357) (0.381) (0.243) (0.299) (0.475) (0.292) (0.312)
Other health care provider 0.078* 0.052  0.068 0.073 0.083 0.050 0.101 0.080 0.094 0.060
(0.269) (0.222) (0.251) (0.260) (0.276) (0.218) (0.301) (0.272) (0.292) (0.237)
School, employer, community 0.086* 0.082  0.046 0.052 0.069 0.110 0.075 0.101 0.205 0.098
(0.280) (0.275) (0.210) (0.222) (0.253) (0.313) (0.263) (0.301) (0.404)  (0.297)
Crimina justice 0.422* 0.538 0.637 0.552 0.471 0.631 0.532 0.308 0.410 0.518
(0.494) (0.499) (0.481) (0.497) (0.499) (0.483) (0.499) (0.462) (0.492)  (0.500)
Season Entering Treatmentt
Spring 0.265* 0259 0.322 0.278 0.257 0.221 0.259 0.251 0.264 0.305
(0.441) (0.438) (0.467) (0.448) (0.437) (0.415) (0.438) (0.433) (0.440) (0.460)
Summer 0.238* 0.257 0.190 0.227 0.249 0.285 0.255 0.246 0.240 0.228
(0.426) (0.437) (0.392) (0.419) (0.432) (0.452) (0.436) (0.431) (0.427)  (0.420)
Fall 0.239* 0239 0.188 0.234 0.244 0.323 0.230 0.253 0.240 0.229
(0.427) (0.427) (0.391) (0.423) (0.430) (0.468) (0.421) (0.435) (0.427)  (0.420)
Winter 0.257* 0.244  0.300 0.261 0.250 0.171 0.256 0.250 0.255 0.239
(0.437) (0.430) (0.458) (0.439) (0.433) (0.377)  (0.437) (0.433) (0.437)  (0.426)




Table4.1 Analysis Sample Means and Standard Deviations of the M odel Variables, by State and for All Nine States Pooled (Continued)

New North Rhode

All States Colorado  lowa Maine Massachusetts Nevada Jersey New York Dakota Idand

Expected Sour ce of Paymentt

N 40,824 4,654 17,591 3,762 NA 1,615 10,414 NA 1,028 1,760
Self-pay 0.200* 0.402 0.065 0.175 NA 0.515 0.322 NA 0.121 0.099
(0.400) (0.490) (0.247) (0.326) NA (0.500) (0.467) NA (0.326) (0.300)

Private 0.141* 0.028 0.159 0.100 NA 0.057 0.185 NA 0.109 0.183
(0.348) (0.165) (0.366) (0.301) NA (0.233)  (0.389) NA (0.312) (0.387)

Medicare 0.018* 0.007 0.016 0.012 NA 0.001 0.030 NA 0.032 0.003
(0.132) (0.083) (0.127) (0.108) NA (0.024) (0.172) NA (0.176) (0.058)

Medicaid 0.050* 0.005 0.053 0.125 NA 0.005 0.033 NA 0.051 0.135
(0.219) (0.069) (0.223) (0.331) NA (0.070)  (0.179) NA (0.219) (0.342)

Other 0.044* 0.111 0.003 0.183 NA 0.032 0.042 NA 0.042 0.003
(0.206) (0.314) (0.059) (0.387) NA (0.175)  (0.201) NA (0.200) (0.053)

Other government/no charge 0.541* 0.437 0.703 0.405 NA 0.396 0.387 NA 0.478 0.577
(0.498) (0.496) (0.457) (0.491) NA (0.489)  (0.487) NA (0.500) (0.494)

Unknown 0.005* 0.010 0.000 0.000 NA 0.001 0.000 NA 0.168 0.000
(0.074) (0.2101) 0.000 0.000 NA (0.025) 0.000 NA (0.374) 0.000

* Statistically significant differences in means among States at the 0.01 level.

TStatistically significant differences in distributions among States at the 0.01 level using Pearson's chi square.

NA = not available (States do not collect the variable).

Note: Standard deviations are included in parentheses.

Source: SAMSHA, Office of Applied Studies, Treatment Episode Data Set, 1996.




Almost 30 percent of clientsin our sample reported using alcohol daily at admission. The
percentage ranged from 15 percent in lowa to 40 percent in Massachusetts. Another third of
clients reported no use in the past month, ranging from 6 percent in Massachusetts to 53 percent
in Maine. The percentage of clients who reported having been first intoxicated before age 15 was
somewhat |ess variable across States, averaging about 39 percent and ranging from 34 percent in
New Jersey to 52 percent in North Dakota. Almost half of the clients did not report any
secondary substance use. Marijuana was the most common secondary substance of abuse in most
States, ranging from 16 percent of clientsin Nevadato 36 percent in North Dakota. However, in
New Jersey and New Y ork, cocaine (including crack) was the most commonly reported
secondary substance. In all States but Nevada and New Jersey, most clients had at |east one prior
treatment episode.

Only 17 percent of clients across States indicated a mental disorder; however, this
percentage ranged from 5 percent of clientsin Nevadato 39 percent in North Dakota.
Homelessness also varied across States, ranging from 1.4 percent in lowato almost 21 percent in
Nevada.

The average client in the dataset was almost 36 years old, and the majority of clients were
non-Hispanic white (67 percent overall). Although age did not vary substantially across States,
race/ethnicity did: The percentage of non-Hispanic white clients ranged from 57 percent in New
Y ork to 96 percent in Maine. Almost 70 percent of clientsin our sample had at least a high
school education, and almost 45 percent were employed. Fewer than 25 percent were currently
married.

The criminal justice system was the most common route of treatment referral for clients
in all States except New Y ork, ranging from 31 percent in New Y ork to amost 64 percent in
lowa. The most common route of referral in New Y ork was an acohol or drug treatment provider
(34 percent). In all States but New Y ork and North Dakota, self-referral was the second most
common referral route.

Baseline Models

Table 4.2 shows the coefficients from our baseline logit models. Clients with more severe
acohol disorders, as measured by TEDS data, generally were more likely to receive inpatient
alcohol treatment. However, there were differences across the States in the estimated magnitudes.
Daily alcohol users were significantly more likely to receive inpatient treatment than clients who
did not use in the 30 days prior to admission (omitted category). In Colorado, clients who
reported daily alcohol use in the past 30 days were twice as likely to enter inpatient treatment as
clients who reported no use in the past 30 days (based on €°, which gives the effect of a one-unit
change in the independent variable on the odds of inpatient treatment, where 3 is the estimated
coefficient). In the other States exhibiting this relationship, the increases in the odds due to daily
use were much larger (e.g., 4.5in New Jersey, 7.2 in New York, 11.1 in lowa). The exception is
Massachusetts, where the frequency of use variables were not statistically significant. Reporting
cocaine as a secondary substance of abuse increased the odds of inpatient admission in all States
except North Dakota (which, as shown in Table 4.1, also has the lowest proportion of clients, 2
percent) and Massachusetts. Effects ranged from 1.44 in lowato 4 in Rhode Island. On the other
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Table 4.2 Probability of Seeking Inpatient Alcohol Abuse Treatment: Coefficientsand Standard Errorsfrom Baseline L ogit M odels

New North Rhode
Colorado lowa Maine Massachusetts Nevada Jersey New York  Dakota Island
N 4,654 17,591 3,762 10,797 1,615 10,426 62,093 1,028 1,982
Frequency of Use
1 to 3 timesin the past month -0.358*** 0.403*** -0.311 0.109 0.537**  -0.605***  0.005 1.922***  -0.012
(0.127) (0.090) (0.245) (0.149) (0.236) (0.169) (0.043) -0.537 (0.284)
1 to 2 timesin the past week 0.152 0.926*** -1.017* 0.239* 0.701**  -0.249* 0.670*** 2.853***  -0.198
(0.127) (0.097) (0.572) (0.136) (0.271) (0.133) (0.044) (0.662) (0.320)
3to 6 timesin the past week 0.334*** 1.703*** -0.375* 0.018 1.183*** (0.686***  1.258*** 2.760*** 0.551**
(0.119) (0.088) (0.202) (0.142) (0.248) (0.112) (0.038) (0.635) (0.274)
Daily 0.767*** 2.403*** 0.368**  -0.043 2.095*** 1 507***  1.980*** 3.263***  1.570***
(0.108) (0.078) (0.151) (0.140) (0.194) (0.093) (0.028) (0.600) (0.212)
Age of First Intoxication Less Than 0.136* 0.107* 0.307** 0.167** 0.032 0.050 0.064*** 0.266 0.269
15Years
(0.081) (0.057) (0.135) (0.066) (0.154) (0.063) (0.023) (0.376) (0.171)
Secondary Drug
M arijuana/hashish 0.253*** -0.278*** 0.350**  -0.136* -0.112 -0.113 0.273*** -0.824** 0.169
(0.094) (0.065) (0.148) (0.075) (0.209) (0.091) (0.034) (0.389) (0.249)
Cocaine/crack 0.651*** 0.369***  0.991*** 0.162* 0.855***  0.452***  0.636*** -0.031 1.407***
(0.123) (0.118) (0.278) (0.089) (0.291) (0.079) (0.029) (1.108) (0.213)
Other 0.5171%** 0.170* 0.059 -0.166 0.289 0.616***  0.489*** -1.419 1.732%**
(0.162) (0.096) (0.299) (0.163) (0.227) (0.113) (0.047) (0.917) (0.269)
Prior Treatment Episodes
1 episode 0.094 0.230*** 0.032 1.803*** 0.545***  0.175**  (0.733*** -0.360 0.481**
(0.114) (0.068) (0.215) (0.092) (0.169) (0.076) (0.037) (0.588) (0.240)
2 episodes or more 0.236** 0.428*** 0.336* 1.028*** 0.306 0.001 0.829*** -0.814 0.972%**
(-0.101) (0.066) (0.189) (0.096) (0.208) (0.076) (0.034) (0.514) (0.209)
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Table 4.2 Probability of Seeking Inpatient Alcohol Abuse Treatment: Coefficientsand Standard Errorsfrom Baseline L ogit M odels (Continued)

New North Rhode
Colorado lowa Maine Massachusetts Nevada Jersey  New York  Dakota Island
Demographics
Age 0.153*** 0.037***  0.037 0.091*** 0.058 -0.027* -0.040***  -0.074 -0.005
(0.022) (0.013) (0.033) (0.017) (0.046) (0.016) (0.006) (0.091) (0.060)
Age squared -0.002***  -0.001***  0.000 -0.001*** -0.001 0.000 0.000***  0.001 0.000
(0.000) (0.000) (0.000) (0.000) (0.001) (0.000) (0.000) (0.001) (0.001)
No high school education -0.020 0.221***  -0.554*** -0.547%** 0.047 0.239*** -0.079** 0.125 -1.088***
(0.112) (0.082) (0.181) (0.087) (0.214) (0.088) (0.031) (0.506) (0.000)
High school education 0.149 0.112* -0.527*** -0.256*** 0.128 0.086 0.005 0.351 -0.309
(0.097) (0.067) (0.165) (0.074) (0.181) (0.078) (0.030) (0.455) (0.212)
Employed -1.608***  -0.995*** -1.870*** -0.043 -2.085***  -0.923*** -0.856*** -0.645 -0.970***
(0.082) (0.056) (0.212) (0.065) (0.166) (0.066) (0.029) (0.411) (0.205)
Non-Hispanic white 0.145 -0.830*** -0.609* 0.433** 0.205 -0.266 0.024 -0.632 0.555
(0.189) (0.153) (0.322) (0.194) (-0.192) (0.270) (0.077) (0.397) (0.540)
Non-Hispanic black -0.091 -0.673***  0.074 -0.473** -0.003 -0.500* -0.043 -1.449 0.246
(0.239) (0.188) (0.635) (0.232) (-0.323) (0.277) (0.079) (2.112) (0.583)
Hispanic -0.032 -0.811*** -3.073*** 0.291 -2.334***  -0.167 -0.347***  0.384 0.243
(0.196) (0.215) (1.158) (0.220) (0.589) (0.286) (0.083) (2.867) (0.646)
Homeless 0.508*** 1.748***  3.346*** 1.188*** 0.354* 1.699***  0.256***  1.919***  2.073***
(0.124) (0.163) (0.254) (0.143) (0.187) (0.138) (0.027) (0.589) (0.245)
Mental disorders -0.497*** 0.141**  -0.044 -0.415*** -0.058 1.172*** -0.156***  7.375*** -0.071
(0.207) (0.065) (0.142) (0.082) (0.334) (0.090) (0.028) (0.866) (0.247)
Married -0.106 -0.456*** -0.130 0.093 -0.182 -0.080 -0.025 0.483 -0.205
(0.096) (0.061) (0.182) (0.076) (0.174) (0.076) (0.029) (0.452) (0.223)
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Table 4.2 Probability of Seeking Inpatient Alcohol Abuse Treatment: Coefficientsand Standard Errorsfrom Baseline L ogit M odels (Continued)

New North Rhode
Colorado lowa Maine Massachusetts Nevada Jersey  New York  Dakota Island
Primary Source of Referral

Individua -0.264** 0.206***  1.567*** -2.641*** 0.525** 1.190***  0.170*** -0.189 0.640***
(0.110) (0.070) (0.203) (0.136) (0.216) (0.083) (0.038) (0.446) (0.212)

Alcohol/drug treatment provider 1.274*** 1.475%**  2.606*** -1.491%** 1.415+** 1.561***  1.846*** ne 1.406***
(0.119) (0.080) (0.199) (0.091) (0.307) (0.099) (0.032) (0.239)

Other health care provider -0.284* 0.447***  1.857*** -4.360*** 0.764** 1.085***  0.319*** -3.462***  0.800**
(0.169) (0.089) (0.246) (0.453) (0.311) (0.099) (0.047) (0.873) (0.328)

School, employer, community -1.477%**  -0.464***  0.824** -3.844*** -0.944***  0.316** 0.083* 3.594***  -0.389
(0.196) (0.247) (0.337) (0.344) (0.273) (0.126) (0.045) (0.504) (0.348)

Season Entering Treatment

Summer 0.090 0.206***  0.034 -0.257*** -1.486***  0.088 0.036 0.524 0.287
(0.105) (0.075) (0.277) (0.084) (0.209) (0.082) (0.031) (0.527) (0.223)

Fall -0.056 0.067 -0.130 -0.216*** -1.846***  0.007 -0.032 -0.285 0.291
(0.109) (0.078) (0.180) (0.083) (0.208) (0.089) (0.031) (0.496) (0.233)

Winter 0.037 0.247*** -0.167 -0.150* -0.247 0.043 0.000 0.278 0.067
(0.207) (0.068) (0.176) (0.082) (0.222) (0.082) (0.031) (0.513) (0.223)

I ntercept -3.642x** .2 918*%** -3 171*** -3.972%** -1.370 -1.909*** -2,187***  -7.936***  -3.911***
(0.460) (0.3012) (0.779) (0.399) (0.924) (0.421) (0.148) (1.958) (1.257)

Pseudo R? 0.2446 0.2528 0.4650 0.2451 0.3913 0.3290 0.3340 0.7900 0.4082

ne = not estimable (see text).

* Significant at 0.10 level. ** Significant at 0.05 level. *** Significant at 0.01 level.

Note: Standard errorsin parentheses.

Source: SAMHSA, Office of Applied Studies, Treatment Episode Data Set, 1996.




hand, marijuana/hashish as a secondary substance significantly increased the odds of inpatient
admission in three of the nine States (Colorado, Maine, and New Y ork) and decreased it in two
others (lowa and North Dakota). Reporting other drugs as a secondary substance increased the
odds of inpatient admission in four of the nine States (Colorado, New Jersey, New Y ork, and
Rhode Island) and was insignificant in the other States. Another severity measure, age of first
intoxication younger than 15, significantly increased the odds of inpatient admission in three of
nine States (Maine, Massachusetts, and New Y ork) and was insignificant in all others. Having
one prior treatment episode increased the odds of admission to inpatient treatment compared with
having no prior treatment in the six States for which it was significant (lowa, Massachusetts,
Nevada, New Jersey, New Y ork, and Rhode Island). Effects ranged from 1.2 in New Jersey to
6.06 in Massachusetts. Having two or more prior treatment episodes also increased the odds of
inpatient treatment for clients in Colorado, lowa, Massachusetts, New Y ork, and Rhode Island.
Effects ranged from 1.3 in Colorado to 2.8 in Massachusetts. Having two or more prior treatment
episodes was not significant in the other four States.

The presence of a co-occurring mental disorder increased the odds of inpatient admission
in only three States (lowa, New Jersey, and North Dakota). Contrary to expectations based on
clinical criteriaand previous studies of insured individuals, it significantly decreased the oddsin
Colorado, Massachusetts, and New Y ork and it was insignificant in the other three States.
Homelessness, on the other hand, significantly increased the odds of inpatient admission in eight
of the nine States examined, and the effect was generally large.

Severa socioeconomic variables were significantly associated with the probability of
inpatient treatment, and, again, the results varied across States. Age was significant in four of the
nine States, in all casesin anonlinear form. Employed clients were significantly less likely to be
admitted to inpatient treatment in seven of the nine States (Colorado, lowa, Maine, Nevada, New
Jersey, New Y ork, and Rhode Island). The education variables were significant in six of the nine
States but revealed inconsistent effects. Race/ethnicity variables were significant in five of the
nine States, and in four States (lowa, Maine, Nevada, and New Y ork), Hispanic clients were less
likely to have been admitted to inpatient treatment, other things equal. Marital status was
significant in only one State, and season of admission was significant in three States but with no
discernible pattern.

In all States except Massachusetts and North Dakota, individuals referred by an alcohol or
drug treatment provider had greater odds of entering inpatient treatment than those referred by
the criminal justice system. In Massachusetts, being referred by an acohol or drug treatment
provider decreased the odds of entering inpatient treatment. In North Dakota, all those referred
by an acohol or drug treatment provider entered outpatient treatment, which is why we do not
report parameter estimates for that cell. In six States (lowa, Maine, Nevada, New Jersey, New
Y ork, Rhode Island), individuals who self-referred into treatment had higher odds of being
admitted to inpatient treatment than those referred by the criminal justice system.

Expected Payer Model

Descriptive statistics on the expected payer analysis file variables are displayed at the end
of Table4.1. In most States, the primary expected payer was other government funding/no
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charge. The proportion of clientsin this category, which includes those whose care is funded by
the SAPT block grant, ranged from 39 percent in New Jersey to 70 percent in lowa. The second
most frequent expected payer in most States was the individual, ranging from 6.5 percent in lowa
to over 51 percent in Nevada. Taken together, these two categories of expected payer account for
74 percent of the clients in the sample, revealing that thisis a very different population than that
studied in the research mentioned earlier (Goodman et al., 1992, 1998).

Table 4.3 displays the coefficients and standard errors from our expected payer model.
Coefficients and standard errors on the additional variables, which did not change much from
those in the baseline model, are available from the lead author upon request. Massachusetts and
New Y ork are excluded from Table 4.3 because they did not collect data on expected payer. For
Nevada, we do not report estimated parameters for Medicaid and Medicare as expected payer
because all of those with Medicaid or Medicare entered outpatient treatment. Similarly, we do
not report parameter estimates for other insurance in Rhode Island because all clients with that
payer were admitted to outpatient treatment, or unknown insurance in North Dakota, as al clients
with that payer were admitted into inpatient treatment. In Nevada and Rhode Island, the number
of clients with these payers was fewer than 10, rendering any inference inconclusive at best. In
North Dakota, however, the payer for amost 17 percent of the clients was unknown at the time
of admission, providing better evidence of an association.

AsTable 4.3 revedls, in five of the seven States, individuals who were expected to pay for
care themselves had significantly lower odds of entering inpatient treatment than those in the
omitted category (i.e., other government funding/no charge). Individuals with private health
insurance, Medicare, or Medicaid also in many cases had lower odds of entering inpatient
treatment facilities than individuals with other government funding/no charge. A notable
exception was North Dakota, in which individuals with private health insurance, Medicare, or
Medicaid had much higher odds of entering inpatient treatment and in which all of those with
unknown insurance entered outpatient treatment.

Discussion

This study examined the effects of the severity of the alcohol use disorder, as measured
by routinely collected administrative data, on the odds of admission to acohol treatment
programsin nine States. In contrast to previous studies, which used claims data from clients with
employer-sponsored health insurance, our data include clients who were unemployed, uninsured,
and homeless. Our results reveal that having a more severe disorder generally increased the odds
of inpatient treatment, but the magnitude, and sometimes the direction, of the estimated effects
vary across the nine States considered here.

Individuals with more severe substance use disorders (as measured by more frequent
alcohol use, use of cocaine as a secondary substance, and a prior treatment episode), as well as
those who were homeless, generally had higher odds of admission to inpatient treatment. Those
who were employed had consistently lower odds of inpatient admission. Thus, Gregoire's (2000)
finding extends to admission, at least in these nine States. Whether employed personsreally have
less severe disorders, or choose outpatient treatment due to time constraints or some other reason,
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Table 4.3 Probability of Seeking Inpatient Alcohol Abuse Treatment, by State: Coefficientsand Standard Errors on the Expected Payer

Variables
Colorado lowa Maine Nevada New Jersey  North Dakota Rhodeldand
N 4,654 17,591 3,762 1,615 10,414 1,028 1,760
Expected Sour ce of Payment
Self-pay -1.239*** 0.182* -1.369*** -1.076*** -1.263*** -0.273 -1.209***
(0.101) (0.101) (0.384) (0.175) (0.098) (1.488) (0.320)
Private -0.708** -0.153* -1.501*** 0.242 -0.115 2.401*** -3.446***
(0.300) (0.081) (0.370) (0.333) (0.092) (0.849) (0.748)
Medicare -0.007 -0.004 -1.433** ne -0.354** 2.760** ne
(0.417) (0.156) (0.645) (0.155) (1.095)
Medicaid -0.964* -0.344*** -0.556*** ne -0.973*** 2.573*** -3.572%**
(0.575) (0.109) (0.170) (0.159) (0.928) (0.549)
Other 2.054*** -0.531 -1.155%** -1.899*** -0.021 4.323*** ne
(0.140) (0.476) (0.198) (0.501) (0.128) (1.274)
Unknown -0.775* na na ne na ne na
(0.397)
Pseudo R? 0.3509 0.2542 0.4850 0.4217 0.3496 0.8108 0.5011

na = not applicable (i.e., the State had no clients in that category).

ne = not estimable (see text).

* Significant at 0.10 level. ** Significant at 0.05 level. *** Significant at 0.01 level.
Notes: Standard errorsin parentheses.

Source: SAMHSA, Office of Applied Studies, Treatment Episode Data Set, 1996.




isaquestion for future research. Taken together, our findings suggest that client placement in
these State substance abuse treatment systems appear, at |east to some extent, to conform with
the current thinking on client placement.

However, co-occurring mental disorders did not play a consistent role across even most
States, and it was negatively related to the likelihood of inpatient treatment in several. Thisis
surprising given its importance as aclinical indicator for inpatient treatment and its significance
in earlier studies (Goodman et al., 1992, 1998). We cannot tell whether we obtain our results
because individuals with co-occurring mental disorders are less likely to choose inpatient
treatment settings, are less likely to be referred to them, or are refused admission to them.
However, of note isthat two of the three States for which co-occurring mental disorders
increased the odds of inpatient admission, New Jersey and North Dakota, had special programs
for those with both mental and substance use disorders (New Jersey Substance Abuse Prevention
and Treatment Advisory Task Force, 2001; North Dakota Department of Human Services, 2003).
lowa, the third State for which co-occurring mental disorders significantly increased the odds of
inpatient admission, had two characteristics that might have worked together to promote
appropriate placement. The first was that it promulgated its own set of client placement
guidelines, which, similar to the ASAM-PPCs, consider emotiona and behavioral factorsin
client placement (Chemical Dependency Treatment Programs of lowa, lowa Substance Abuse
Program Directors Association, & lowa Department of Public Health, 1991). The second is that it
was one of the first public systemsin the country to contract with a behavioral managed care
company (Division of Criminal and Juvenile Justice Planning, 1998). Taken together, these
results suggest that States may need to take stepsin lieu of or in addition to promulgating
guidelines to promote admission of clients with co-occurring mental disorders to inpatient
treatment. Both Colorado and Massachusetts had guidelines at the time, but in both States we
find that co-occurring mental disorders decreased the odds of inpatient admission (Gartner &
Mee-Lee, 1995; O'Keefe & Fisher, 2001). Further research is needed to determine the effect of
specific State policies on client placement.

Another finding meriting further examination isthat, in the four States for which it was
significant, Hispanic ethnicity reduced the odds of inpatient admission. Again, we cannot discern
whether thisis because Hispanic individuals chose not to enter inpatient treatment, were not
screened as carefully, or because culturally competent inpatient treatment was unavailable.
Although the latter might be understandable in Maine, which reported having only 26 Hispanics
in treatment in 1996, it would be less understandable in New Y ork and Nevada, which have
substantial Hispanic populations.

Finally, of mention is the finding that, in seven of our nine States, referral by an acohol
or drug treatment provider is strongly and positively associated with inpatient treatment. One
possible explanation for this finding may be that providers of inpatient detoxification treatment
believe that clients should be stepped down gradually to lower levels of care, so they refer their
clients to inpatient treatment programs, as found in a small study by Kosanke et a. (2002).
Because we cannot link records to create an episode for a given client, we are unable to test this
hypothesis empirically. However, it is a plausible explanation for our empirical finding.
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In other chapters in this compendium, we extend the research on setting choice. Chapter 5
investigates the choice among types of inpatient treatment (hospital, long-term residential, and
short-term residential) and outpatient treatment (standard outpatient and intensive outpatient).
Chapter 8 investigates the effect of reporting requirements, one of the ways in which State data
systems diverge, on estimates of the effects of client characteristics on treatment setting choice.
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