Publicly Supported Alcohol and other Drug Treatment Systems:
1985 through 1997

Background

Despite its reaive youth as an area of clinicd practice and as an academic discipline the
subject of chemicd dependency has provided the impetus for a dgnificant level of diverse research
activities. Subgtantia bodies of literature now exist in a wide range of subject areas related to both the
abuse of acohol and other drugs (AOD) and the phenomenon of dependence. This diversty of
research initiatives acknowledges both the complex natures of the processes associated with substance
abuse and dependency and the pervasve influences of abuse and dependency on the individud and
society. A sense of the range and the research activity surrounding chemical dependency can be found
in, anong many other sources, the Inditute of Medicinegs 1996 report entitted Pathways of Addiction:
Opportunities in Drug Abuse Research. It is further reflected in the broad content areas addressed in
The Tenth Specid Report to Congress on Alcohol and Hedth which was published by the Nationa
Ingtitute on Alcohol Abuse and Alcoholism (NIAAA) in June of 2000.

While the breadth of research on substance abuse reveded through the literature is gratifying, it

IS, a an ongoing enterprise, necessarily incomplete and less than comprehensive.  Surprisngly, one of
the areas that has received scant atention from researchers is dso one that draws most heavily, at least
on the demand sde of the drug control equation, on government support: The State administered
adcohol and other drug trestment sysems. Nether the compostion nor the utilization patterns of the
publicly supported AOD treatment system have been extensvely andyzed.

Severd factors have contributed to the dormancy of this potentid research area. There is, for
example, no commonly accepted definition of the publicly supported AOD trestment system. Is it
amply the aggregate of those trestment fecilities that will accept medicdly indigent dients? Some
would suggest thet it is those treatment facilities that are operated by an arm of government or by
private non-profit organizations. Another reasonable suggestion might be tha it includes al providers
that accept any public monies, including Medicad and Medicare, for services associated with
trestment of substance misuse.

Each of these possble definitions includes factors that would argue for and againg ther
adoption.  All, appropriatdly, have in common the explicit recognition of government as a source of
revenues. They are dso, however, so broad tha they fal to exclude many providers more properly
assgned to the ranks of practitioners and facilities which focus dmost exclusvely on a dlientde with
insurance coverage or sufficient private resources to pay teatment cods. In many instances, especidly
in rurd sdtings, it is not unusud to find only a sngle AOD trestment provider serving an extensive
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aea. Of necessty these providers tend to trest a mix of dients with little regard for the client’s
finencia or insurance status.

Severd criticdl consderations suggest that, despite difficulties in arriving & a precise definition
of the public AOD treatment system, it is important that it be examined in some detall. The most
obvious of these condderations is the need to show what the expenditure of public monies has
purchased. Secondly, only an examination of the public AOD treatment sysem over time can provide
a sene of the eficiency of the sysem, eg., is the sysem accommodating an increesng or decreasing
number of clients when one period in time is compared to another? Knowledge of the public AOD
sysem dructure and utilization patterns dso provides policy makers and adminidtrators with the basis
upon which sysem remediation or refinement decisons may be made A review of admisson
patterns, for example, may reved a dinicdly unwaranted leve of utilization of codly inpatient
detoxification and rehabilitation services.

The concept of accountability for the manner in which public monies are expended is not, of
course, ether new or unique to AOD trestment. Several unusud conditions, however, have influenced
the evolution of accountability in the fiddd and placed the responghbility for leedership in this area on
two Federd agencies, the Substance Abuse and Mentd Hedth Services Adminisration (SAMHSA)
and its Center for Substance Abuse Treatment (CSAT) and their predecessors. Throughout the short
hisory of publicly supported AOD treatment these Federal agencies have been a mgor source of
funding. In the 1970s the Nationa Inditute on Alcoholism and Alcohol Abuse (NIAAA) and the
Nationd Inditute on Drug Abuse (NIDA) provided formula grants to the States for that purpose.
During the very early 1980s Congress crested the Alcohol, Drug Abuse and Mentd Hedth
Adminigration (ADAMHA) which continued to support State AOD trestment systems through a block
grant mechanism which incuded funding for State public menta hedth servicess When ADAMHA
was reorganized in the early 1990s SAMHSA was crested adong with CSAT which shared
respongbility for administering a new block grant, the Substance Abuse Prevention and Treatment
(SAPT) Block Grant, with the Center for Substance Abuse Prevention (CSAP). According to State
reported expenditure figures in recent State Alcohol and Drug Abuse Profiles (SADAP), published by
NASADAD, the SAPT Block Grant accounts for about one-third of al monies collectively controlled
by the State AOD agencies. This large Federd “share’ has ensured that SAMHSA and CSAT have
had the ability to shape those accountability measures, which are now employed a both the State,
Federd and sub-date levels. Past legidation has focused SAMHSA’s and CSAT's State accountability
initiatives primarily on those processes necessary to demondrate compliance with fiscal guiddines and
regulations and on determining if States had satisfied pecific “set-asdes’ and digibility criteria
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Beginning in 1995 discussons on a new form of accountability between the Federd
government and State AOD Agencies were initiasted. The core of those discussons revolved around
the promise of grester State flexibility in exchange for information on how the publicly supported
treetment system was performing. CSAT and the States, working through NASADAD, began the
consensud  development of performance measures in 1997 and continue through the present. The
Children's Hedlth Act of 2000 both re-authorized SAMHSA and re-designated the SAPT Block Grant
as the Substance Abuse Prevention and Treatment Performance Partnership Grant (PPG) program.
SAMHSA and CSAT must present Congress with a plan to implement performance measurement at
the State level in October of 2002.

The second condition placing an accountability leadership role on the Federd government is
that the public AOD treatment system has evolved, to a large measure, independent of mainstream
medicd practice and its many conventions and regulatory provisons associated with safety and
effectiveness.  Both through default and through legidative mandate many of those roles have been
assumed by State government and by SAMHSA and CSAT which frequently are in a postion to apply
dedi cated resources not available to individual States.

The imminent implementaion of PPG peformance measurement requirements establishes
another context in which it is important to have knowledge of the structure and dynamics of the State
AOD treatment systems, a both the nationa and individud State levels.  Although dl States will
utilize common daa dements to express peformance, a specific Sta€'s peformance must be
understood to be more than the smple aggregation of individud client data A State's performance
data can be accurately assessed only if it is placed within the context of the unique system that
provides treatment within each State. It would be wholly inappropriate, for example, to compare
changes reported by States in cdient crimind justice sysem involvement a admisson and sx months
later when one State made extensive use of long-term resdentiad programs and the other did not.
Those in resdentid trestment would have sgnificantly fewer opportunities to come into conflict with
the legd sysem than clients in outpatient. In a damilar vein a Sate with a subgtantia portion of its
treatment resources committed to long-term residential services could not reasonably be expected to
demondrate the same levd of system access or penetration as a State that ddivers predominantly
outpatient care. Long-term resdentid services, regardiess of how gppropriate they may be for a client,
consume a disproportionately larger share of available resources than outpatient trestment.

Daa sources germane to the examination of the public AOD trestment system ae extremdy
limted. The compogtion of virtudly the entire nationd set of AOD trestment feciliies may be
gdudied through the Drug and Alcohol Services Information Sysem (DASIS) adminigtrated by
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SAMHSA’s Office of Applied Studies (OAS). Fundamentdly, DASIS consds of two separate but
related subsystems — one focusing on facilities and one capturing information on admissions to those
facilities. Both subsystemns exclude individua practitioners and the patients they serve.

The facility oriented subsystem is currently referred to as the Nationd Survey of Substance
Abuse Trestment Services (N-SSATS) and formdly caried the titles of the Uniform Facility Data Set
(UFDS) and the Nationad Alcohol and Drug Abuse Treatment Unit Survey (NDATUS). In addition to
collecting information on the characterisics of treatment facliies N-SSATS includes a point-
prevalence census of clientsin treetment as of a pecified date for most years.

N-SSATS's dlient-oriented counterpart with DASIS is the Treatment Episode Data Set or
TEDS. TEDS was previoudy known as the Client Data System (CDS). With few exceptions the
TEDS information provided by the State AOD agencies to the SAMHSA Office of Applied Studies is
limited to thet which is collected & the time of admission to trestment facilities.

Extensve efforts are made within the N-SSATS and TEDS data collection processes to cast as
large a net as possble The underlying intent of both subsysems is to capture facility and client
information from the entire universe of organized AOD trestment providers, public or private. Neither
subsystem offers a convenient means for examining only the publicly supported trestment system if
that sysem is defined more precisdy than al facilities that accept any public monies  Sorting N-
SGATS fadility information by ownership type and revenue source provides such an gpproximation but
with ggnificant inexactitude. N-SSATS data, for example, is reported directly by providers who are
frequently unable to identify the origin of monies they recave in payment for services, egpecidly
under some managed care arrangements.

Given tha the intent of this sudy is to provide contextud information to supplement the
measurement of peformance under the SAPT PPG a rdaivey smple definition of the publicly
supported AOD treatment system may be adapted. For purposes of this study the system may be
thought of as that set of providers that received at least some monies under the direct control of the
State Alcohol and Drug Abuse Agencies. Since the early 1980's the State AOD Agencies have
provided limited information on facilities that meet that definition to the Nationd Association of State
Alcohol and Drug Abuse Directors (NASADAD) on an awmud bass  That information is
supplemented by data on admissons to those facilities and materids on other subjects related to the
adminigration of the public AOD trestment and prevention sysems in each paticipating State. State
specific submissons to NASADAD have been compiled and published in reports commonly referred
to as the Staie Alcohol and Drug Abuse Profiles (SADAP) on an annua or biannual bass since 1984.
Those documents have been utilized as the primary data source for this study.
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Beyond providing a genera historicd perspective on State AOD system configurations and
utilization, as expressed by admisson patterns of the nation’s public AOD trestment system, this study
was undertaken for severd additional purposes. State AOD Agency Directors, for example, have not
previoudy had ready access to materids that would alow them to view the consequences of State
system changes over time.  Additiondly they have not been able to review system change in their State
asit may contrast with changes in other States or within the context of nationa trends.

At the State aggregate or nationd level, CSAT and SAMHSA have not had an information
source specific to the public trestment system from which they could draw information needed for
policy, technica asssance, and adminidrative purposes. At both the State and nationd levels, for
example, it has been generdly acknowledged by many that managed care and other cost containment
pressures have ggnificantly reduced the utilization levd of inpatient (hospitd) and resdentid services.
It has been difficult, however, to locate information that would quantitatively measure such a change
over time. To the extent that the limited data points available permit, this study atempts to facilitate
such examinaions. Specific subjects addressed by the study purpose include (at both the individua
State and the nationd leve):

Changes in the percentage of dl organized trestment facilities that receive funding under
the control of the State AOD Agencies. 1985 through 1997.

Changes in the percentage of facilities offering acohol trestment only, drug trestment only,
or combined acohol and drug trestment among treatment units receiving funding under the
control of the State AOD Agencies: 1985 through 1997.

Changes in the pattern of acohol and other drug client admissions by type of service among
trestment facilities that receive funding under the control of the State AOD Agencies 1985
through 1997.

The badance of the body of this report will include three additiond sections. A Methodology
section will provide a brief explanation of the process used to collect, verify and andyze the study
data The Findings section will present the results of the andyss a the State aggregete or nationd
level. A separate Appendix will present the individud State profiles which conditute the badis for the
congruction of the aggregated findings. A find section, Discusson, will present possble explanations
for selected findings and explore additiond research needs suggested by the study.



M ethodology

NASADAD compiled data from State Alcohol and Drug Abuse Agency submissons to the
Stae Alcohol and Drug Abuse Profiles for fisca years 1985, 1989, 1993, and 1997. These data were
utilized to produce individud State-level facility and client admissons data profiles of 48 States and
the Didrict of Columbia, each spanning this period of thirteen years. The individud State profiles
incorporate an andyss of changes in the number of treatment facilities by funding source and by type
of treetment unit, and cdient admissons by type of admisson (i.e, Detoxification, Resdentid, and
Outpatient).

Each State profile is comprised of five tables. Table 1 reflects changes in the total number of
treetment units recaving funding from the State AOD Agency. Table 2 captures information on
fecility type (dcohol only, drug only, and dcohol and drug combined). Table 3a provides an overview
of dcohol and other drug dlient trestment admissons by type of service (Detoxification, Resdentid,
and Outpatient). Table 3b provides a more detailed breskout of Detoxification admissons (Hospitd,
Residentid, and Outpatient) and compares them with dl other admissons (Residentiad and Outpatient).
Table 3c provides a smilar detailled breskdown of Resdentiad trestment admissons (Hospita, Long-
term, and Short-term), contrasted with al other admissions (Detoxification and Outpatient).

Raw State profile tables were sent to the current AOD Agency Directors of each submitting
State for their review. Comments regarding the reasons for changes over time were dso invited. Upon
their return to NASADAD, the individud profiles were andyzed for changes in fadlities data and
client admissons data from one time interva to the next. The materiad was again didributed to the
States, but with the descriptive andyss induded (comments from the States were again invited).  All
comments from the States were included as a part of the individual State profiles.

Using the data that the States had reviewed, NASADAD created five aggregate tables identica
in format to the five individud State profile tables. For eight of the 49 profiles, a portion of ether
client data or facilities data was missng for one of the time periods specified. For example, athough
the State of Forida reported facilities data for the entire time-span, they did not report client data by
type of admisson for 1985. Therefore, the data from that State are not included in the aggregate
tables.

Findings
The presentation of study findings is split between this section and an appendix devoted to
individua State results.  This section will present only the aggregate of individud State tables. States
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are not included in the aggregate tables unless ther SADAP facilities and admissons data for 1985,
1989, 1993, and 1997 were complete. Forty-one States met this criterion.  Nine additional States or
jurisdictions had submitted sufficient information for the creation of partid profiles which are a part of
the State profile gppendix. Those States include Forida, Kentucky, Nebraska, North Carolina, North
Dakota, Oklahoma, Rhode Idand, Washington, and the Didrict of Columbia There was insufficient
data over the four years analyzed to develop profiles for Idaho, Minnesota, and Wyoming.

Certain formatting liberties have been taken in this section to permit the presentation of tabular
results and its associated narative in gopropriste proximity. Table 1 summarizes changes in the
proportion of al trestment facilities that recaive funding through the State AOD Agency. Table 2
cagptures change in trestment units offering drug trestment only, acohol treetment only, or combined
acohol and other drug tretment. Tables 3a, 3b, and 3c provide admissons figures by service type
over the study period. Table 3a provides an overview of admisson while 3b and 3c provide a more
focused examination of those admissions, eg., detoxification admisson by treatment setting compared

with dl non-detoxification admissons.

Table 1. Aggregate of 41 States. Change in Number of Total Treatment Units Receiving Funding
from the State AOD Agencies For Fiscal Years 1985, 1989, 1993, 1997

Est. Total Number Units Receiving Est. Percent Total Units

Year Treatment Units State Funding Receiving State Funding % Change
19385 8.359 5.289 63%
1989 10,298 6,170 60%

89-'85_Change 1,939 881 -3%
1989 10,298 6,170 60%
1993 10,697 6,273 59%

93-'89 Change 400 103 -1.28%
1993 10,697 6,273 59%
1997 10,162 5,792 57%

97-'93 Change -535 -481 -1.64%
1985 8,359 5,289 63%
1997 10,162 5792 b7%

97-'85 Chanage 1.803 503 -6%

ANALYSIS: The number of Units Receiving State Funding increased in number but decreased as a percent of the
Estimated Total Units between '85 and '89. Between '89-'93 this trend continued, with an increase in the number of Units
Receiving State Funding, and a slight decrease as an Estimated Percent of Total Units. The number of Units receiving State
Funding decreased during '93-'97, and decreased as a percent of the Estimated Total Number of Units, as well. For the
period of time being studied, the overall number of Units Receiving State Funding increased, but decreased as the
Estimated Percent of Total Units.



Table 2. Aggregate of 41 States. Alcohol Only, Drug Only, and Combined Alcohol and Drug
Treatment Units Receiving Funds Administered by the State AOD Agencies For Fiscal Years
1985, 1989, 1993, and 1997

Alcohol Only Drug Only Alcohol and Drug Total

Fiscal Years # of Units % of Total # of Units % of Total # of Units % of Total # of Units % of Change
1935 2.286 43% 1327 25% 1676 232% 5289
1989 1439 23% 1211 20% 3520 5% 6.170

89-85 Change -847 -20% -116 -5% 1844 25% 881 17%
1989 1439 23% 1211 20% 3.520 57% 6.170
1993 647 10% 1,006 16% 4620 74% 6273

93-89 Change 192 -13% -205 -4% 1,100 17% 103 2%
1993 647 10% 1.006 16% 4620 74% 6273
1997 515 9% 715 12% 4562 79% B 792

97-'93 Change -132 -1% -291 -4% -58 5% -481 -8%
1985 2,286 43% 1327 25% 1676 32% 5.289
1997 515 9% 715 12% 4562 79% 5792

97-85 Change -1.771 -34% -612 -13% 2,886 47% 503 10%

ANALYSIS: The number of Alcohol Only treatment units decreased substantially between '85 and '89 (by -847, or -20%)
both in relation to itself and as a percent of the Total Units. The number of Drug Only treatment units also decreased (-116
units or -5%), The number of Combined Units increased by 1,844 (from 32% to 57% of the Estimated Total Units) This
was repeated through '89-'93, when Alcohol Only units decreased (-792 or -13%), Drug Only units decreased (-205 or -4%)
and Combined Units increased (1,143 or 17%). The pattern in the decrease in Alcohol Only and Drug Only units continued
through '93-'97, €132 or -1% and -291 or 3%, respectively) but for the first time, the number of Combined Units also
decreased as a number (-58). This decrease did not result in a decrease as a percent of Estimated Total Units, where it
increased by 5% of the Estimated Total. Between '85 - '97, the number of Alcohol Only units decreased by -1,771 or -34%
of the Estimated Total, the number of Drug Only units decreased by -612, or -13% of the Estimated Total, and Combined
Unitsincreased by 2,886, or 47% of the Estimated Total.

Table 3a. Aggregate of 41 Statess Number of Alcohol and Other Drug Client Treatment
Admissions by Type of Servicefor Fiscal Years 1985-1997. Treatment Settings Overview

Detoxification Residenti Quitpatient TOTAL

Fiscal Years]  #of Admits % of Towl # of Admits % of Total # of Admits % of Total # of Admits % of Total*

1985 373004 3204 173755 15% 607896 5% 1154745 10004

1939 380123 20% 245079 17% 855931 58% 1481133 100%
89-85 Change 7029 -I% 71274 1% 248085 P 326388

1989 380123 0% 245029 17% 855931 58% 1481133 100%

1993 381548 294 246331 16% 913076 5% 1540955 100%
93-80 Change 1425 1% 1302 -1% 57,005 1% 50822

1993 381548 294 246331 16% 913076 504 1540955 10004

1997 365136 24% 244942 16% 85074 504 1505152 1002
97-93 Change -16412 -1% -1.389 0% -18002 0% -35803

1985 373004 3% 173755 15% 607896 53% 1154745 10004

1997 365136 24% 244942 16% 895074 504 1505152 1002
97-85 Chanae -2.958 8% 71187 1% 287178 % 350407

ANALYSIS: Although the number of Detoxification admissions increased between '85 and '89, it decreased as a percent of
Total Admissions. Residential admissions increased substantially during thisinterval, but increased moderately as a percent
of Total Admissions. Outpatient admissions also increased substantially, but increased by only 5% of Total Admissions.
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Between '89-'93, the number of Detoxification admissions remained stable, as did Residential admissions. Outpatient
admissions increased moderately in number and as a percent of the Total Admissions. Between '93 -97, Detoxification
admissions decreased in number, and by -1% of the Total Admissions. Residential Admissions also decreased in number,
but remained unchanged as a percent of the Total. Outpatient admissions decreased in number, and also remained
unchanged as a percent of the Total. Between '85 and '97, Detoxification admissions decreased as a number and as percent
of the Total, Residential Admissions increased in humber but remained relatively unchanged as a percent of the Total, and
Outpatient admissionsincreased both in number and as a percent of the Total.

Table 3b. Aggregate of 41 States. Data Number of Alcohol and Other Drug Client Treatment
Admissions by Type of Servicefor Fiscal Years 1985-1997. Detoxification Admissions Detail

Detoxification Admissions IAII Other Admissions Total Admissions
Hospital Residential Outpatient Total I@esidenﬁal and Outpatient) (Residential, Outpatient, and Detox)
% of % af %af JTotal# of %af #of All %af #of %.of
Fiscal Years | #of Admits | DetoxAdmits | # of Admits |Detox Admitd # of Admits| Detox Admitd Detox Admits | All Admits | Other Admits All Admits Al Admits All Admits*
1985 155339 42% 1983754 53% 19001 5% 373004 2% 781651 6% 1154745 100%
1989 45234 12% 328882 87% 6,007 2% 380123 26% 1101,010 4% 1481133 100%
89-85 Change] -110,105 30% 130,128 33% | -12,994 4% 7,029 7% 319,359 7% 326,388
1989 45234 12% 328,882 87% 6,007 2% 380123 26% 1101.010 4% 1481133 100%
1093 44015 12% 298985 78% 38548 10% 381548 25% 1159407 5% 1540955 100%
93-89Change] -1219 0% -29,897 -8% 32541 9% 1425 -1% 58397 1% 59,822
1993 44015 12% 298985 78% 38548 10% 381548 25% 1,159.407 75% 1540955 100%
1997 16,778 5% 291,300 80% 57,058 16% 365,136 24% 1140016 76% 1,505,152 100%
97-93 Change] -27.237 % -7,685 1% 18510 6% -16412 -1% -19,391 1% -35803
1985 155339 42% 198,754 53% 19,001 5% 37304 32% 781,651 68% 1154745 100%
1997 16778 5% 291,300 80% 57058 16% 365136 24% 1140016 76% 1505152 100%
97-85 Change | -138,561 3% 92,546 21% 38057 11% -7.958 -8% 358,36t 8% 350407

*Where percents of "all admits’ do not equal 100% it is due to rounding.

ANALYSIS: Admissions to Hospital-based Detoxification decreased between '85 and '89, both in nunber and as a percent
of the Total Detoxification Admissions. There was an increase in the number of Residential Detoxification Admissions, and
this also increased as a percent of Total Detoxification Admissions. Outpatient Detoxification Admissions decreased in
number and as a percent of Total. During '89-93, Hospital based Detoxification admissions remained relatively stable,
Residential Detoxification admissions decreased in number and percent of Total, and Outpatient Detoxification increased in
number and as a percent of Total. Between '93-'97, Hospital based Detoxification admissions declined again, both in
number and as a percent of Total, Residential Detoxification Admissions decreased in number but increased slightly as a
percent of the Total, and Outpatient Detoxification Admissions increased both in number and as a percent of the Total
Detoxification Admissions.

Table 3c. Aggregate of 41 Statess Number of Alcohol and Other Drug Client Treatment
Admissions by Type of Servicefor Fiscal Years 1985-1997. Residential Admissions Detail

Residential Admissions All Other Admissions Total Admissions
|____Hospital Short Term Long Term Total (Detoxification and Outpatient |(Residential, Outpatient, and Detox)
% of % of % of Total # of Y% of # of All % of #of % of
Fiscal Years # of Admits | Res. Admits | # of Admits | Res. Admits | # of Admits Res. Admits Res. Admits All Admits Other Admits All Admits All Admits All Admits*
1985** 29801 17% 143954 83% 0 0% 173755 15% 980990 85% 1154745 100%
1989 12732 S 143467 9% 88830 36% 245 029 17% 1236104 3% 1481133 100%
189-85 Change =12069 12% 487 -24% 88830 6% 11274 1% 255114 1% 326 388
1939 12732 2% 143467 59% 88830 36% 245029 17% 1236104 33% 1481133 100%
1993 12818 % 115650 47% 117.863 48% 246331 16% 1,204,624 84% 1540055 100%
|_93-89 Change 0 (027} 27817 -12% 29.033 12% 1302 1% 58520 1% 20.822
1993 123818 % 115650 47% 117863 48% 246331 16% 1294624 84% 15400085 100%
1907 6845 % 103191 42% 134906 | 55% 244942 16% 1260210 84% 1,505,152 100%
97-93 Change -5973 -2% -12.459 5% 17,043 7% -1,389 % -34414 % -35,803
1989 12,732 % 143467 59% 88.830 36% 245,029 17% 1.236.104 83% 1481133 100%
1997 6.845 % 103191 42% 134,906 55% 244942 16% 1.260.210 84% 1,505,152 100%
97-89 Change -5887 -2% -40,276 -16% 46,076 19% 87 0% 24,106 % 24,019

*Where percents of "all admits" do not equal 100% it is due to rounding.



**1985 Non-Hospital Residential Treatment Admissions were not identified as either Long Term or Short-Term
admissions. Non-Hospital residential admissions for 1985 are identified as Short-Term admissions here, with the
understanding that at least some of these admissions were for Long Term Residential Treatment.

ANALYSIS: Hospital based Residential Treatment decreased substantially between '85-'89, both in number and as a
percent of the Total Residential Admissions. Hospital based Residential Admissions were essentially stable between '89 and
'93, then decreased substantially between '93 and '97. Admissions to Short Term Residential Treatment decreased between
'89 and ‘93 then decreased again between '93 and '97. It also decreased as a percent of Total Residential Treatment
Admissions. Long Term Admissions increased between '89 and '93, then increased again between '93 and '97. It aso
increased each time as a percent of Total Residential Admissions.

Discussion

In the introductory section of this paper three specific subject areas were identified as of
primary interest in thisudy. Those include:

Changes in the percentage of dl organized treatment fecilities that receive funding under

the control of the State AOD Agencies. 1985 through 1997.

Changes in the percentage of facilities offering adcohol trestment only, drug treatment only,

or combined acohol and drug trestment among treatment units receiving funding under the

control of the State AOD Agencies: 1985 through 1997.

Changes in the pattern of acohol and other drug client admissons by type of service among

trestment facilities that recelve funding under the control of the State AOD Agencies. 1985

through 1997.
The firg area explores the gross rdationship between AOD treatment facilities recelving monies from
State AOD Agencies and the total number of organized treatment facilities recognized by the State. It
is important to track the nature of this relaionship over time as it provides adminigrators with a rough
measure of the redive degree of avalability of publicly supported treatment and private trestment.
Sgnificant shifts in those proportions, in ether direction, would be meaningful. Marked reductions in
the percentage of facilities recaving funds from the State might suggest diminished access to trestment
among the medicdly indigent. A dramatic shift in the other direction, an increase in the percentage of
fedlities recelving monies from the State AOD Agency, may indicate ether the closng of trestment
facilities in the private sector or changes in third party payor coverage and practices which make the
lower rates frequently associated with public funding more financidly attractive.

Over the time intervals examined the percentage of dl treatment facilities which receive funds
from the State AOD Agencies has remained remarkably stable (63% in 1985 as opposed to 57% in
1997 or a decrease of 9x percentage points). Both the totd number of facilities and those receiving
State funds increased when 1997 figures are compared with 1985 figures. Totd facilities for 1997
were estimated at 10,162 or 1,803 more than the 8,359 estimated for 1985. Funded facilities in 1997
were reported as 5,792 or 503 more than the 5,289 reported in 1985. Changes in the percentage of
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funded facilities for the intervening periods (1985 vs. 1989, 1989 vs. 1993, and 1993 vs. 1997) were al
less than 5% dthough al were negative, -3%, -1.28%, and —1.64%, respectively.

The second area of interest relates to changes over time in the proportion of trestment facilities
providing dcohol only, drug only, or both dcohol and other drug trestment services Of dl the
changes identified in this sudy the magnitude of change in this varidble was the most dramatic. In
1985, 43% of dl treatment facilities offered adcohol only services, a quarter of the facilities trested
only drug problems, and 32% treated both alcohol and drug disorders. By 1997 the States reported that
only 9% of facilities redricted their treatment services to those with only acohol disorders and the
percentage of drug only trestment facilities had dropped to 12%. The percentage of facilities providing
both acohol and drug trestment had jumped from about one-third to nearly four-fifths over the same
period. Observations obtained for the intervening comparison periods indicated that the trend toward
combined acohol and drug trestment facilities was constant.

A subgtantid portion of the early separation of adcohol treatment from drug treatment reported
here may be an artifact of distinct Federdl funding streams commented on in the introductory section of
this report.

The fird form of Federd assgstance to States for substance abuse treatment services was
through formula grants from NIAAA and NIDA. NIAAA was created by P.L. 91-616 and NIDA was
established under provisons P.L. 92-255. As may be inferred by the public law desgnations both
pieces of legidation were enacted in the very early 1970°'s. In addition to creating the two Indtitutes
and authorizing formula grants the legidation required paticipating States to desgnae units of State
governments as being responsble for specific planing and adminidrative processes associated with
those formula grants. Under P.L. 91-616 States identified governmentd entities designated to serve as
State Alcohol Authorities (SAAS) as wdl as a governmenta unit termed a Single State Authority
(SSA) for drug abuse to comply with smilar, but not identicd, requirements established under P.L. 92-
255. States accommodated the desgnation of SAAs and SSAs in a vaiety of forms. A ggnificant
number of States established separate and ditinct entities for drug trestment purposes and for acohol
treatment purposes. Others combined the functions of the SAA and the SSA into asingle unit.

Regardiess of the nature of the States response, differences remained in terms of the separate
continuing digibility criteria established for funds from NIAAA and NIDA. Both NIDA and NIAAA
developed unique trestment standards for those facilities receiving a portion of their respective formula
grants through the States.  In addition participation in digtinct facility and State reporting systems was
mandated. At the fadllity level these requirements trandated into the establishment and operation of
sarvices that were, to varying degrees, restricted to the treatment of acohol problems or to drug
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disorders.  The tendency towards separate adcohol and drug treatment services and systems was
reinforced by differing thergpeutic and consumer cultures that existed at that point in time.

It seems likely that, to a Sgnificant degree, the large number of adcohol only and drug only
facilities reported by the States in 1985, as opposed to the lower number reported for later years,
amply reflects the lingering effects of Federa reguirements which are no longer in operdtive.  The
1981 legidation that established ADAMHA and the Alcohol, Drug, and Menta Hedth (ADM) Block
Grant dso removed the separate Federd funding criteria that had characterized the earlier formula
grants. Concern over the potentia for disproportional emphasis of either adcohol or drug use disorders
was, however, recognized by Congress. Congress accommodated that concern by mandating that
Staes expend a minimum of 35% of each block grant award for adcohol reaed activities and a
minimum of 35% for drug oriented activities. It should be noted that even when the separate acohol
and drug provisons were in effect many clients presented with both acohol and other drug problems.
Many States and facilities unofficidly recognized that redity and provided a full range of gppropriate
savices.  Acknowledging the fact that many indances of dependence involved multiple agents, and
developing appropriate treatment responses, was probably a significant factor in the trend toward the
current predominance of treatment facilities that serve cdlients without regard to ther specific
substances of abuse.

With the advent of ADAMHA the legidative basis for separate SAAs and SSAs was removed.
Not al Staes with diginct dcohol and drug authorities responded immediately by merging those
functions into a angle entity. The lagt State with separate alcohol and drug agencies, New York, did
not combine its dcohol and drug adminidrations until 1994. The consstent movement toward
combined acohol and drug treatment facilities apparent in Table 2 clearly reflects the gradud nature of
these State government reorganizations. Even in those States in which the SSA and the SAA were
dready joined, time was needed for the States to deveop and implement treatment Standards
applicable to combined acohol and drug trestment services.

The find objective of this study was to explore changes in sdected types of admission patterns
between 1985 and 1997. Admissions to treatment services can be broken down into three gross
caegories Detoxification, resdentid, and outpatient. During 1985, detoxification admissions
accounted for 32% of dl admissons, resdentid 15%, and outpatient the remaining 53%. By 1997
those figures were 24%, 16%, and 59% respectively. As a percentage of al admissons resdentia
admisson demondrated remarkable consstency, a variance of only 1% (from 15% to 16%). More
vaiability was evident for detoxification, which dropped from about a third of adl admissons to



dightly less than one fourth, or a decrease of 8%. Outpatient admissions was the only category to
evidence a significant increase when expressed as a percentage of al admissions.

Andyss a the levd of gross admisson categories has vaue in documenting overal shifts and
trends but provides few clues a@out why the changes identified took place. For that reason
NASADAD attempted to look within the broader categories to the extent that available data made
possble. Detoxification, for example, takes place in a variety of settings. Since 1985 States have
reported detoxification admissons to three settings Hospita, resdentid, and outpatient. By
comparing the detoxification admissons across both settings and time, detall of Sgnificant interest are
reveded. Hogpitd detoxification admissions accounted for 42% of dl detoxification admissons for
1985. In 1997 the States reported that hospital detoxification admissions represented only 5% of al
such admissions, a drop of 37%. Of specid interest is the fact that over 80% of that decrease took
place between 1985 an 1989, severd years before any large-scale implementation of managed care.

Resdentiad (northospital) detoxification admissions registered the greatest proportiond leve
of growth when compared with other forms of detoxification admissons over the study period. In
1985 resdentid detoxification accounted for 53% of dl detoxification admissons. For 1997 the
comparable figure was 80%. Here again the time period responsible for the grestest degree of change
was 1985 to 1989, prior to the advent of managed care.

Outpatient detoxification admissons show a pattern quite different from those of hospital and
resdentid detoxification. Growth in outpatient detoxification admissons was not evident until 1993
when it accounted for 10% of dl detoxification admissons (up from only 2% in 1989). By 1997
outpatient detoxification admissions gtill accounted for only 16% of al detoxification admissons.

Detoxification admisson peatterns have clearly been dynamic throughout the study period. The
time periods in which the mgor changes occurred for both hospitd and resdentid detoxification
admissons rule out managed care as a cause. It does not, however, exclude the application of
principles now commonly hed by managed care organizations as powerful influences. One such
principd relaes to the preferentid utilizetion of trestment services provided in the least medicdly
intensive environment congstent with the provison of qudity care.

State AOD Directors, born of limited resources, have dways sought options that offer dinica
safety and effectiveness a lower costs  During the early 1980s evidence mounted supporting the
postion that the vast maority of detoxifications could be accomplished both safely and effectively in a
non-medicad (non-hospitd) setting.  As a consequence dgnificant effort was devoted to building
capacity for socid setting detoxification (resdentid nonthospital). To a consderable degree, that
cgpacity building was aded by the earlier passage in virtudly every Sate of legislaion removing
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crimind pendties from acts of public inebriation per se. With jals no longer an option for public
incbriates the law enforcement community frequently partnered with components of State AOD
systems to creste socid setting detoxification centers.  These centers provide detoxification services at
a compeling cogt advantage when compared to hospitdization. Both dcohol and drug detoxifications
are now caried out in socid settings as a matter of routine. It should be noted that socid setting
detoxification does not typicdly occur in isolaion from intensve medicd intervention when
circumstances warrant.  Rather, arrangements are in place to assure access to hospital resources in the
event of adinicd criss.

The detoxification figures contained in this report aso spesk of the publicly supported AOD
sysem’'s evolving refinement in client assessment and placement. At the dudy’s earliest measurement
point, 1985, nearly one admisson in three was for detoxification. In 1997 detoxification accounted for
less than one in four of dl admissons. Even in terms of absolute numbers detoxification admissons
represented fewer individuasin 1997 than was the case for 1985.

This refinement in dinicd practice is further reflected in the pattern apparent for outpatient
detoxifications. In 1985, only 5% of dl detoxification admissons were to outpatient settings. The
comparable figure for 1989 fdl to 2%. By 1997, however, 16% of dl detoxification admissons were
reported as outpatient. That growth reflects both a new level of clinicd competency and an extension
of the gpplications of cogt effectiveness principles noted in explaining the high reative utilization of
socid setting detoxification.

Table 3c provides a comparison of admissons to various resdentid trestment Settings over
time. Interpretations of resdentid admissons are complicated by certain data issues. In 1985, for
example, dl resdentid, non-hospitd admissons reported did not differentiate between short-term and
long-term and have therefore been excluded for purposes of longitudind analyss.  In addition, long-
term resdentid as a category, includes a variety of services. Those sarvices range from adolescent
chemicad dependency programs to thergpeutic communities to hafway houses and cugtodid care
fadilities

Despite these data deficiencies, dgnificant shifts in resdentid admisson patens ae dill
identifiable.  As has been noted esewhere in this report there was an early movement away from
hospitd based services. In 1985 hospital admissons accounted for 17% of dl resdentia treatment
admissions. In 1989 the comparable figure was only 5% and was subject to even further reduction by
1997 (to 3%). Here again that decline followed the accumulation of dinicad evidence tha strongly
suggested that the outcomes achieved by hospitd based treatment did not judtify its higher relative
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cos. Exceptions may be found, of course, among sdect clients who present with co-exiging medicd
and psychiatric conditions.

Many quarters have expressed concern that the public AOD treatment system is losng its
necessary residentia trestment base. In our earlier discusson of Table 3a it was noted that, as a
percentage of dl admissons, resdentid admissons were remarkably stable, 15% in 1985 and 16% in
1997. A more detailed picture is available in Table 3c. That table reveds more dynamics interior to
reddentid admissons including the shift away from hospitd admissons discussed above.  Although
comparison of short-term and long-term residentid treatment admissions is possble only for 1939
through 1997 trends till appear to be evident. In 1989 admissons to short-term resdentia trestment
accounted for 59% of al reddentid trestment admissons. Reported short-term admissions for 1993
showed a drop of 12% for the comparable figure (47%). That decline continued for 1997 when it was
registered at 42%. For the entire 1989-1997 period, short-term admissons as a percentage of al
resdentid treatment admissions dropped 16%. Ove the same time frame, long-term residentid
admissions grew as a proportion of al resdentia admissions (from 36% in 1989 to 55% in 1997).

For those working in “28 day” resdentid chemica dependency programs, such as those based
to some degree on the “Minnesota Modd,” it will come as no surprise that the greatest shift
downwards in short-term admissions took place between 1989 and 1993. During that period it
became essentidly sandard practice for both State systems and insurance companies to deny
authorization for a full 28 days of trestment. Rather, authorization was provided for only short
segments of treatment with reauthorization required for each subsequent segment.  In addition, many
States and insurance companies would not authorize short-term resdentia treetment a al unless
certain new criteria were met.  Frequently those criteria took the form of requiring documentation that
a client was in need of services not avalable in an outpatient setting.  In other instances, clients were
not viewed as digible for short-term residentid treatment unless there was evidence of previous
faluresin outpatient trestment.

Reasons for the growth of long-term treatment admissons while short-term admissons fel, is
unclear. Some portion of that lack of clarity can be ascribed to the fact that long-term admissons
include admissons to severd types of treatment facilities. Some portion of the differentid might be
assigned to the naure of the rdationships that exis between long-term providers and payor
organizations. Medicad and insurance coverage for long-term treatment services has higoricaly been
sparse or nontexigent. There are, for example, few instances of Medicad rembursement for hafway
houses or cugtodia care facilities dthough the value and necessty of those trangtiond services are

recognized by State AOD systems. It is suspected that the historic lack of dependence on insurance
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and dmilar payor sources may have resulted in the stability and growth evident in this study. Perhaps
the strongest rationale for the robustness of long-term treatment admissions over the study period can
be found in the fact that, as of yet, no less expendve dternatives have been found which would meet
the severd purposes filled by long-term trestment facilities.

The data utilized for this sudy have sgnificant limitations and wesknesses. They demand that
the figures themsalves be viewed as somewhat suspect and that any conclusons drawvn from them be
judged as indicetive in nature and not absolute. It is wdl known, for example, that there are many
indances of hospital detoxification that are not reflected in State AOD Agency dlient leve daa
sysgems. Are there enough such admissons to invdidate the findings presented here? The answer is
that we smply do not know. In the vast mgority of cases, however, those admissons were never
consdered a pat of the publicly supported AOD treatment system as defined for purposes of this
sudy, i.e, those facilities recaving at least some funds controlled by the State AOD Agency. From
that perspective our findings related to hospital based detoxification probably are defengble.

Another limitation inherent in the data used is that the admissions reported here are not
unduplicated. That is, a sngle individuad may account for multiple admissons. It is impossble to
determine what affect this phenomenon might have on the study finding. It is suggested, however, that
annud admissons conditute reaively large numbers. As large numbers they are capable of
accommodating a subgtantid number of duplicate admissons without invaidating trends of the gross
nature identified in this sudy.

While the study data had severd limiting factors the most condraining weskness was that it is
devoid of client leved indicators beyond the point of admisson. Without an aggregaete sense of the
nature of the treatment experience, eg., retention, completion, trandfers between levd of care, it is
impossble to determine how well admissons done may capture the dynamics of the system. It most
catanly limits the vdue of dudies such as this in illuminging Sae-to-State differences.  This
limitation would be especidly tdling in atempting to explan State sysem differences as influences on
measures of efficiency and effectiveness. In addition, data that depicts client trestment episodes rather
than facility based admissionsis clearly another long time information deficit that must be addressed.

Serious thought must be given to creating an expanded categorization of trestment facilities and
sttings for reporting purposes.  Fird, it is suggested that the facility category of Reddentid Long-
Term be broken into meaningful subcategories. Given tha Resdentid Long-Term now dominates
resdentid admissons it is critical that sysem adminidrators be able to digtinguish between such
fundamentaly dissmilar faciliies as Thergpeutic Communities, hdfway houses and resdentid
chemica dependency programs of extended duration. The second treatment categorization demanding

16



atention is that of outpatient. Many trestment moddities, ranging from intensve day trestment to ad
lib counsding sessons, are too frequently lumped together under the Outpatient headings. Data
sysems such as N-SSATS collect more definitive information but those data are difficult to apply to
only the public trestment system as was noted in the introductory section of this report. Regardiess of
reesons that may be advanced for not utilizing a st of subcategories when examining outpatient
programs it is clear that as much information may be obscured as is reveded when only daa
representing the broad category is considered.

The concept of “trestment episodes’ was mentioned above. If an information system capable
of capturing individud trestment episodes is desred, dgnificant and codly changes in exiding data
sysems must be made. It is aso critica that core information system capabilities be held in common
by dl State AOD Agencies. The devdopment and implementation of an enhanced nationd AOD
information capability may redidticaly be gpproached only through the true State/Federd partnership.
Both the Hedth Insurance Portability and Accountability Act (HIPAA) and the trangtion to PPGs will
require changes to State AOD information sysems. The proximaie and nearly sSmultaneous
implementation schedules for HIPAA and PPGs creste a unique window of opportunity in which
Sateswill have an active interest in modifying and improving their information capabilities.

CSAT, and other components of SAMHSA, have recognized the unique nature of this
opportunity.  Severd initiatives are now dther in place or planed which will provide forums for
collaboration with the State AOD Agencies.  While this is cause for optimism, condderable effort must
be devoted to ensuring that those separate initiatives are carefully coordinated. Findly, the State AOD
Agencies will reguire both technical and financid assdance to implement and maintain a revamped
sygem. The identification and actudization of gppropriate financing options warrant the same leve of
Federa atention now evident on the information technology side of the equation.
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