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Abstract
Objectives—Publicly funded addiction treatment organizations have been slow to adopt
pharmacotherapies. Few studies have examined the organizational factors associated with adoption
of different types of medication in this treatment sector. This study identifies organization-level
facilitators and barriers to the use of medications in publicly funded addiction treatment
organizations.

Methods—Face-to-face interviews with a sample of 318 administrators of a representative sample
of publicly funded addiction treatment centers in the US.

Results—Only 23.4% of programs reported using any of the five FDA-approved
pharmacotherapies for treating addiction. An additional 14.3% of programs only used medications
approved for the treatment of psychiatric disorders. Multivariate multinomial logistic regression
results revealed that the odds of adoption of addiction pharmacotherapies were significantly greater
in government-owned programs and in programs with more medical personnel. Programs that relied
more heavily on non-Medicaid public funding tended to be less likely to adopt addiction treatment
medications. Greater contact with pharmaceutical representatives was positively associated with
medication adoption.

Conclusions—Current public funding policies and lack of access to medical personnel are barriers
to the adoption of medications by publicly funded addiction treatment organizations. Efforts to
promote adoption may also benefit from greater detailing activities by pharmaceutical
representatives. These findings suggest that the large research investment devoted to developing
addiction treatment medications may have limited public health impact due to the characteristics of
publicly funded service delivery system as well as the limited attention given to this system by
commercial purveyors of medications.
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As in other medical specialties,1–3 there have been repeated calls for greater delivery of
evidence-based care in the American substance abuse treatment system in order to improve
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public health.4 There is an emerging consensus that a sizeable gap exists between what has
been shown to be effective through research and the services delivered as usual care in
community-based addiction treatment organizations.5–10 Pharmacotherapies have been
particularly slow to diffuse, despite evidence that these medications may improve outcomes
for some patients as an adjunct to psychosocial interventions.11–15 While medications may not
be clinically appropriate for every patient, organizational adoption of pharmacotherapies is
necessary if any patients are to benefit from these medications.

The majority of clients in substance abuse treatment receive their care in publicly funded
community-based organizations,16–19 so understanding the facilitating factors and barriers to
medication adoption in this sector is of high public health significance. Previous research has
shown that publicly funded treatment organizations have lagged behind their privately funded
counterparts in the adoption of FDA-approved medications for the treatment of addiction.20,
21 They have also been slower to adopt psychiatric medications that may improve outcomes
for clients with co-occurring mental health disorders and addiction.22 Barriers to medication
adoption in the publicly funded treatment sector have implications for the current quality of
addiction treatment as well as for the future. Medication development is continuing on a variety
of fronts, with considerable investment of federal research funds.23 Understanding whether the
current treatment system has the necessary infrastructure to facilitate the adoption of
medications is critical to predicting whether newly developed medications are likely to yield
improvements in public health.

To date, the literature on the adoption of medications in addiction treatment has largely focused
on specific medications. Studies of the adoption of naltrexone,12, 24–30 buprenorphine,31, 32

acamprosate,21 disulfiram,21, 33 and SSRIs22 have identified a variety of organizational
characteristics associated with the adoption of these specific medications. Few studies have
addressed medication adoption in more general terms. For example, a typology of adoption
could be created to categorize programs based on whether they have adopted any of the five
FDA-approved addiction treatment medications, have only adopted psychiatric medications,
or have not adopted any medications.

Complicating the issue further is the lack of clarity in the relative importance of structural,
cultural, and resource characteristics as barriers to medication adoption. Structural
characteristics, such as ownership,12, 20 organizational affiliation,12, 21, 29 and accreditation,
12, 21, 27, 31, 34 have been shown to be positively associated with the quality of addiction
treatment in general and with medication availability. Some evidence suggests that medication
adoption may be hampered by the dominant treatment philosophy within organizations.
Twelve-step and psychosocial treatment philosophies may be ambivalent or resistant to the use
of medications.15,27, 35–37

Organizational resources in terms of staffing and funding may also facilitate or impede
adoption. Across a range of studies, it has been shown that organizational size, as measured
by an organization’s the number of employees, is positively associated with innovation
adoption.38, 39 In addition, the availability of medical personnel, such as physicians and nurses,
is necessary to support the implementation of medications,20, 21, 40 yet access to these
personnel is highly variable across treatment organizations.35

Funding resources may also be associated with medication adoption. Addiction treatment
organizations are often funded through a mixture of public and private sources.16 Even within
the rubric of public funding, there is variability in whether that funding is directly allocated by
governments to treatment organizations (e.g. state block grant funds and contracts) or is
funneled through public insurance (e.g. Medicaid).18 These funding mechanisms may vary in
their reimbursement of medication-assisted treatment.

Knudsen et al. Page 2

J Addict Med. Author manuscript; available in PMC 2011 June 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



The diffusion of information about the use of medications in addiction treatment may be an
important facilitator of adoption.33, 41, 42 Federal and state agencies have devoted resources
to disseminating information about evidence-based practices.43, 44 Furthermore, detailing
activities by pharmaceutical companies may be another mechanism through which information
about medications is disseminated.45 These different types of dissemination activities may be
associated with greater adoption of medications.

Drawing on a large national sample of publicly funded addiction treatment organizations, this
study models the associations between organizational characteristics and two types of
medication adoption, namely the adoption of any of the five FDA-approved addiction treatment
medications and adoption of only psychiatric medications. In addition, this study presents self-
reported descriptive data from administrators of non-adopting centers on the relative
importance of different types of barriers to medication adoption.

METHODS
Study Eligibility, Sampling, and Data Collection

Publicly funded addiction treatment organizations were defined based on three key criteria.
First, these community-based organizations were required to be open to the public, which
excluded Veterans Health Administration and correctional-based programs. Second,
organizations were required to offer a minimum level of addiction treatment that was at least
equivalent to structured outpatient programming.46 This second criterion excluded counselors
in private practice, detoxification-only facilities, halfway houses and transitional living
facilities, DUI and driver education programs, and facilities exclusively offering methadone
maintenance services. Finally, organizations were defined as publicly funded if at least half of
their past-year revenues came from government block grants/contracts or at least half of their
patients’ expected source of primary payment was from public funds other than Medicaid/
Medicare.

The sample draws on publicly funded organizations sampled during an earlier study in
200220, 22, 31 and a sample of replacement facilities drawn between 2004 and 2006. In 2002,
a two-stage random sampling strategy was used to identify a random sample of US counties
that proportionately represented the US population, and then a random sample of treatment
organizations were drawn from those sampled counties. Organizations were identified using
the Substance Abuse and Mental Health Services Administration’s (2001) national directory,
directories provided by Single State Agencies, yellow pages listings, and EAP referral
directories. Organizations were randomly selected from sampled counties and screened via
telephone interview for eligibility. This previous round of data collection involved 363
administrators of publicly funded addiction organizations, who represented 80% of the
programs that were screened as eligible for the study.

The present study draws upon this previous cohort of publicly funded programs and a sample
of replacement centers. Beginning in 2004, programs from the previous wave were re-contacted
to ascertain whether they were still open, eligible, and willing to participate; of the original
sample, 245 organizations were open, eligible, and agreed to participate. To increase the sample
size, 73 centers were randomly selected from the sampled counties and screened for eligibility.
The combined samples yielded 318 participating organizations, which represented 79.9% of
the programs that were open and eligible for the study. Prior to combining the two samples for
analysis, we compared the original sample (n = 245) to the replacement sample (n = 73) on the
measures used in this study, using chi-square or t-tests depending on the level of measurement.
No significant difference in medication adoption was found between the two samples. The only
detected difference in organizational characteristics was for levels of care. Newly sampled
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programs were less likely to be inpatient/residential-only and more likely to offer outpatient-
only or a combination of inpatient/residential and outpatient services.

Data were collected between November 2004 and December 2006 during face-to-face
interviews with administrators of each participating treatment organization. The design of the
study was approved by the University of Georgia’s Institutional Review Board, and informed
consent was attained from each administrator prior to beginning the interview. On average,
these interviews lasted about 90 minutes and covered a wide range of organizational and clinical
topics. Participating treatment organizations received an honorarium of US$100.

Measures
The primary dependent variable was a typology of medication adoption that categorized
programs into those 1) using no medications, 2) using only psychiatric medications, or 3) using
addiction treatment medications. Information elicited during several questions was used to
code this variable. First, program administrators were asked whether the treatment center
currently used any medications for the treatment of addiction, psychiatric conditions, or pain
management; negative responses to this dichotomous measure were used to create the “no
medications” category. Administrators who answered in the affirmative were asked a series of
follow-up questions about current use of specific medications, including the five FDA-
approved addiction treatment medications (naltrexone, disulfiram, methadone, buprenorphine,
and acamprosate) and three classes of psychiatric medications (selective serotonin reuptake
inhibitors (SSRIs), other antidepressants, and antipsychotic medications). Programs who
reported using any of the three classes of psychiatric medications but none of the addiction
treatment medications were categorized into the “only psychiatric medications” group. Those
programs who reported using at least one of the five addiction treatment medications were
categorized into the “addiction treatment medications” group. Most programs in this last group
also used psychiatric medications; there were not a sufficient number of cases to create a
separate category for programs that used addiction treatment medications but not psychiatric
medications.

Six basic organizational characteristics were measured. Organizations were categorized as
government-owned (coded 1) or privately-owned (coded 0). Additionally, organizations were
coded as being located within a hospital setting (1 = hospital-based; 0 = non-hospital). Center
administrators were asked if their center was accredited (1 = accredited, 0 = not accredited) by
an outside organization such as the Joint Commission, the Commission on Accreditation of
Rehabilitation Facilities, or the Council on Accreditation. Program administrators were asked
to identify the predominant treatment model used by their organization; programs were
categorized as those relying on a 12-step model (reference category), a cognitive behavioral
therapy-based model, or an eclectic treatment model. Organizations were coded into those
offering detoxification services (1 = offers detoxification, 0 = no detoxification services) and
categorized based on the available levels of treatment services within the organization.
Organizations were coded into those that only offered outpatient treatment (reference
category), only offered inpatient (<30 days) or residential (>30 days) services, or offered a
combination of outpatient as well as inpatient/residential services.

Three staffing characteristics were measured. The number of counselors was included as a
proxy of organizational size; this measure was natural-log transformed to correct for skew. The
measure of physicians combined administrators’ reports of the number of psychiatrists and
other physicians who were employed by the center (i.e. on its payroll). The number of registered
nurses, licensed practical nurses, and nurse practitioners employed by the center were included
in the measure of nursing staff.
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Two measures of funding were included in the analyses. Administrators were asked about the
percentage of clients for whom Medicaid was their expected primary source of payment and
the percentage of clients for whom other public (non-Medicaid/Medicare) funds were the
expected source of primary payment. Patients covered by “other public funds” include those
whose treatment was reimbursed through federal block grants administered by states, criminal
justice contracts, state contracts, and county/local government funding. For the eight cases with
missing data on these funding variables, mean substitution was used to impute the missing
values.

The extent to which centers received information about treatment innovations from
pharmaceutical companies, federal agencies, and state substance abuse authorities was also
measured. Administrators were asked to rate the extent to which the center received information
about treatment innovations from pharmaceutical companies using a six-point Likert response
format (0 = no extent, 5 = very great extent). Using this same response format, administrators
reported the center’s reliance on materials from federal agencies, such as NIDA and SAMHSA,
for information about treatment innovations; these four items were averaged into a mean scale
(α = .70). Finally, administrators indicated whether they had received any information from
the state substance abuse authority about eight domains of evidence-based practices; these
dichotomous indicators were summed (α = .81).

Finally, for centers that reported no use of addiction or psychiatric medications, a series of
questions were asked about the relative importance of eight factors in explaining why the center
does not use medications; the wording of these items appears in Table 4. Responses about the
importance of each reason ranged from 0 (not at all important) to 5 (very important).

Statistical Analysis
This study used cross-sectional multinomial logistic regression to estimate associations
between organization-level characteristics and the typology of medication adoption.47, 48 We
estimated a series of bivariate models; significant correlates were then entered into a
multivariate multinomial logistic regression model. Each model produced three comparisons:
the likelihood of any addiction treatment medication adoption relative to no medications, the
likelihood of adoption of only psychiatric medications relative to no medications, and the
likelihood of addiction treatment medication adoption relative to adoption of only psychiatric
medications.

Data were available from 308 of the 318 treatment organizations. Item non-response was
examined by comparing these complete cases with those excluded due to missing data; chi-
square tests and t-tests were used for these comparisons depending on the level of measurement
for each organizational characteristic. There were no significant differences between included
and excluded cases (p<.05, two-tailed tests). All analyses were performed using Stata 10.0
(Stata Corp, College Station, Tex).

RESULTS
Descriptive statistics for this sample of 308 publicly funded addiction treatment centers are
presented in Table 1. Most treatment organizations were privately owned, but the average
center reported that about two-thirds of patients’ care was reimbursed by non-Medicaid public
funding. These organizations were fairly small in size; about 33.1% had 5 or fewer counselors,
28.3% had between 6 and 10 counselors, and 38.6% had more than 10 counselors. The presence
of medical personnel in these facilities was very low. About 70.8% of programs did not have
any physicians on staff, 16.2% had one physician, and 13.0% had more than one physician on
staff. About 63.0% did not employ any nurses, while 17.5% had one nurse and 19.5% had more
than one nurse on staff.
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The majority of programs (62.3%) had not adopted any medications. About 14.3% of programs
had only adopted psychiatric medications, and 23.4% reported using at least one of the FDA-
approved addiction treatment medications.

Additional analyses revealed that rates of adoption of specific addiction treatment medications
were even more modest. About 11.4% (n = 35) of programs reported using buprenorphine and
7.8% (n = 24) reported using methadone. Naltrexone was used in 8.8% (n = 27) programs,
while 10.7% used disulfiram (n = 33) and 7.8% (n = 24) had adopted acamprosate.

Bivariate Associations between the Typology of Medication Adoption and Organizational
Characteristics

Table 2 presents the results from a series of bivariate multinomial logistic regression models
that estimated associations between each organizational characteristic and the typology of
medication adoption. At the bivariate level, nearly all of these organizational characteristics
were associated with the likelihood of adopting at least one of the FDA-approved addiction
treatment medications relative to the likelihood of adopting no medications (Column 1). The
likelihood of adoption of any addiction treatment medications was greater in government-
owned programs (odds ratio, OR = 3.44), hospital-based programs (OR = 3.28), and accredited
programs (OR = 2.15). Programs endorsing a CBT-based treatment model were more likely
than 12-step programs to have adopted any addiction treatment medications (OR = 1.81).
Organizations offering detoxification services were more likely to offer these medications (OR
= 4.18). Adoption was positively associated with the measures of organizational size (OR =
3.64), the number of physicians (OR = 3.36), and the number of nurses (OR = 2.01). Reliance
on Medicaid reimbursement was positively associated with adoption of addiction treatment
medications (OR = 1.02), while the association for non-Medicaid/Medicare public funding was
negative (OR = .99). Reliance on information from pharmaceutical representatives (OR = 2.12),
the federal agencies of NIDA and SAMHSA (OR = 1.57), and state substance abuse authorities
(OR = 1.23) were all positively associated with the odds of addiction treatment medication
adoption.

Organizational characteristics were slightly less predictive of adoption of only psychiatric
medications relative to the adoption of no medications (Table 2, Column 2). At the bivariate-
level, adoption was positively associated with government ownership (OR = 2.26), offering a
combination of outpatient and inpatient/residential services (OR = 2.39), and only offering
inpatient/residential services (OR = 2.81). The number of staff physicians (OR = 1.73) and
number of nurses (OR = 1.76) were also positively associated with adoption of psychiatric
medications. Greater reliance on Medicaid funding was positively associated with the
likelihood of adopting only psychiatric medications (OR = 1.02), while the association for
reliance on other non-Medicaid/Medicare public funding was negative (OR = .99). Of the
informational resources, only the measure of contact with pharmaceutical representatives was
associated with the adoption of psychiatric medications (OR = 1.40).

Some of the organizational characteristics differentiated programs using addiction treatment
medications from the group of programs that only used psychiatric mediations. The likelihood
of addiction treatment medication adoption (relative to the likelihood of adoption of only
psychiatric medications) was greater in programs endorsing CBT than in 12-step programs
(OR = 2.75) and in organizations offering detoxification (OR = 2.78). Adoption of addiction
treatment medications, relative to adoption of psychiatric medications, was positively
associated with organizational size (OR = 3.04), the number of physicians (OR = 1.94), and
the number of nurses (OR = 1.14). Greater reliance on pharmaceutical representatives for
information (OR = 1.51), and greater reliance on NIDA and SAMHSA for information (OR =
1.84) were also positively associated with adoption of addiction pharmacotherapies. However,
programs offering only inpatient/residential services were less likely than outpatient-only
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programs to have adopted addiction treatment medications, relative to the odds of adopting
only psychiatric medications (OR = .24).

Multivariate Model of Medication Adoption on Organizational Characteristics
Table 3 presents the multivariate model of medication adoption, which was estimated using
multinomial logistic regression. The first column includes the comparison of any addiction
treatment medication adoption to non-adoption. Seven organizational characteristics were
statistically significant in the multivariate model. After controlling for the other organizational
characteristics, government-owned treatment organizations were more likely than privately
owned facilities to have adopted at least one addiction pharmacotherapy (OR = 2.82).
Organizations offering detoxification were more likely than facilities that do not offer
detoxification to have adopted addiction treatment medications (OR = 3.22). Larger programs,
as indicated by a greater number of counselors, were more likely to have adopted addiction
treatment pharmacotherapies (OR = 1.89). Both measures of medical resources were
statistically significant. Each additional staff physician was associated with a 74.8% increase
in the likelihood of addiction treatment medication adoption, while each additional staff nurse
was associated with a 51.6% increase in the likelihood of adoption. Greater reliance on non-
Medicaid public funding was a significant barrier to the adoption of addiction treatment
medications (OR = .98), such that a standard deviation increase in this funding source was
associated with a 39.9% decrease in the odds of adoption. Greater contact with pharmaceutical
representatives was also positively associated with adoption, after controlling for the other
organizational characteristics in the model (OR = 1.81).

In the comparison of the adoption of only psychiatric medications relative to no medications,
five variables were statistically significant. Compared to outpatient-only facilities, those
offering a combination of inpatient/residential and outpatient treatment (OR = 2.86) and
inpatient/residential-only programs (OR = 2.92) were more likely to only offer psychiatric
medications. The likelihood of adoption was positively associated with the number of nurses
(OR = 1.47). Adoption of psychiatric medications was positively associated with contact with
pharmaceutical representatives (OR = 1.37). Also, greater reliance on information from federal
sources (e.g. NIDA, SAMHSA) was negatively associated with the likelihood of psychiatric
medication adoption relative to non-adoption (OR = .67).

The final comparison in the multivariate model was between the likelihood of adoption of any
addiction treatment medications relative to the adoption of only psychiatric medications. Five
variables were statistically significant. Adoption of addiction treatment medications, relative
to psychiatric medications, was more likely in programs offering detoxification services (OR
= 3.59). However, the odds of adoption of addiction medications, when compared to the odds
of adopting only psychiatric medications, were lower in organizations offering a combination
of outpatient and inpatient/residential treatment (OR = .26) and in organizations only offering
inpatient/residential treatment (OR = .18). There was a positive association between the number
of counselors and the likelihood of addiction treatment medication adoption (OR = 2.00),
relative to only adopting psychiatric medications. Reliance on information from federal sources
(e.g. NIDA, SAMHSA) was positively associated with the likelihood of any addiction
treatment medication adoption (OR = 1.70) relative to the likelihood of only adopting
psychiatric medications.

Self-Reported Barriers to Medication Adoption
Table 4 presents additional information gathered from non-adopting centers about the relative
importance of eight reasons for not adopting medications in their treatment programs. The most
strongly endorsed reasons were a lack of physicians, that state regulations prohibit the center
from prescribing medications, and a lack of nurses and other medical staff. Reasons related to
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a lack of information about medications, the program’s treatment philosophy, and staff
resistance to the use of medications received much weaker endorsement.

DISCUSSION
The aim of this study was to examine the organizational factors that facilitate or impede the
adoption of medications by publicly funded addiction treatment organizations, which are the
predominant site of substance abuse treatment in the US.16 In our prior work on medication
adoption within treatment settings, we largely focused on the adoption of specific medications.
22, 29, 31, 33, 49 The current study extended that work by considering a typology of medication
adoption in which organizations were categorized into those that had adopted at least one FDA-
approved addiction treatment medication, those that had only adopted psychiatric medications
(e.g. SSRIs, other antidepressants, and anti-psychotic medications), and those that had adopted
neither addiction treatment nor psychiatric medications.

Findings from this study of publicly funded treatment organizations replicated some of our
previous results while expanding the range of organizational characteristics included in our
analysis. The multivariate model pointed to the importance of organizational resources, such
as medical personnel and organizational size, in understanding the adoption of addiction
treatment medications. These findings were consistent with our prior work on the adoption of
buprenorphine31 and SSRIs.22, 49 As with our previous research on medication adoption,20,
22 government-owned centers were more likely than non-governmental organizations to adopt
addiction treatment medications. We had not previously considered different types of public
funding, so our finding that non-Medicaid public funding (e.g. federal block grant, state
contracts, and criminal justice contracts) was a barrier to the adoption of addiction treatment
medications was novel. Another innovative aspect of the current study was the consideration
of different types of informational sources, which we had examined in a broader study of
treatment innovations50 but had not included in our previous research on medication adoption.
We found that contact with pharmaceutical representatives was positively associated with the
adoption of addiction pharmacotherapies, even after controlling for a variety of other
organizational characteristics.

Notably, these findings from the statistical model were consistent with self-reported data from
administrators of organizations that had not adopted medications. In ranking the importance
of different reasons for non-adoption, the most strongly endorsed reasons were related to the
lack of medical staff and state regulations (which would prohibit the use of medications in
centers that do not have access to medical personnel). Consistent with the finding that treatment
philosophy was not associated with medication adoption, the ranking of organizational culture
as a barrier (e.g. treatment philosophy and staff resistance) was considerably lower.

Our findings suggest that there are substantial barriers to further adoption of addiction treatment
medications by substance abuse treatment organizations, particularly in terms of limited access
to physicians and other medical personnel who can support the implementation of medication-
assisted treatments. We found that the presence of staff physicians and nurses was quite low,
which is consistent with other studies of addiction treatment organizations.51–53 Without
increases in the employment of physicians, nurses, and other medical personnel, there are likely
to be ceiling effects on the percentage of organizations that can offer medication-assisted
treatments. The absence of medical personnel in these organizations also has broader
implications in terms of the likelihood that programs can offer on-site primary medical care,
which generally improves client outcomes.54, 55

Given the importance of medical staff for the adoption of medications, there is a need for
research on why some treatment programs employ medical staff while others do not. To some
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extent, it may be a function of financial resources and treatment culture within organizations.
The financial resource issue may reflect a lack of reimbursement for physician services by
certain funding mechanisms as well as an overarching lack of available dollars to pay physician
salaries.56 In addition, the absence of medical employees within these programs may also
reflect shortages in physicians and nurses in the local labor market. Given projections that these
shortages are likely to worsen,57, 58 addressing this barrier may be particularly challenging.
Some organizations may opt to contract with physicians rather than employ them directly. It
remains an empirical question as to whether contractual arrangements attain the same degree
of adoption and implementation of medications when compared to direct employment of
medical personnel.

It also remains unclear how federal and state-level policies may influence the adoption of
evidence-based practices, such as addiction treatment medications. Some have argued that
federal regulations regarding methadone have limited its spread.14 Buprenorphine, a more
recently approved medication to treat opioid dependence, has less burdensome federal
regulatory requirements than methadone, but still has regulations that differentiate it from
medications such as naltrexone or SSRIs.10, 32 However, even if regulations are perceived by
providers as a barrier to the adoption of buprenorphine, it is less clear why the adoption of
medications without these requirements, such as naltrexone and acamprosate, remains low.

The statistical results point to current public funding policies as a barrier to medication
adoption, while regulatory barriers were a strongly endorsed reason for non-adoption. Others
have argued that state funding, regulations, and policies may influence the services offered by
treatment organizations.5 A recent study found that an array of state-level regulatory and
funding policies explained about 16% of facility-level variation in the adoption of naltrexone.
12 Research also suggests that state policy requirements can increase the likelihood of facility-
level adoption of services,17 although such policies do not achieve universal adoption. It
appears that state policies of funding and regulations may need to be aligned if greater adoption
of medications is to be accomplished.

These data also point to the potential role that pharmaceutical companies might play in
supporting the process of medication adoption. Consistent with other reports of the low levels
of marketing of addiction treatment medications,41 the average treatment center had little
contact with pharmaceutical company representatives. However, this type of contact was
positively associated with the adoption of medications, even after controlling for other
structural, cultural, and resource characteristics. This finding was not altogether unexpected
given research documenting that such detailing can result in better return on investment than
direct to consumer marketing.59

The design of this study has several limitations. First, this study relies on cross-sectional data,
which restricts our ability to identify causal relationships. Future research should continue to
examine medication adoption through a longitudinal research design, particularly one in which
data on all variables are collected at multiple time-points. Second, these data are only
representative of one sector of the substance abuse treatment system. It is not known if these
findings would generalize to other systems, such as the privately financed treatment sector, the
Veterans Health Administration system, or programs based within correctional settings.
However, these findings yield important information about the publicly funded sector of care,
which serves the largest segment of treatment-seeking individuals in the US.16 Another
limitation is the reliance on self-report data for all measures. While self-reports are consistent
with both federal surveys (e.g. N-SSATS) and other studies of service delivery,17, 32, 60, 61

there is no way to fully eliminate the possibility that administrators may err in their descriptions
of their organizations. An additional limitation is that our measures of medical personnel were
restricted to those who were employed by the organization and on its payroll. We did not have
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a measure of the numbers of psychiatrists, other physicians, and nurses who had contracts with
the organization to provide services.

Finally, it must be noted that this analysis cannot address the issue of implementation of
medications, since the dependent variable is only focused on adoption. Implementation
research on how routinely medications are used by treatment organizations suggests that the
percentage of clients receiving these medications is very low.29, 30, 41 Understanding the
factors associated with implementation within adopting centers is an important area for future
research.

CONCLUSIONS
Researchers continue to work on multiple fronts to identify and develop pharmacological
approaches to treat substance abuse.23 Such research may yield pharmacotherapies that would
improve outcomes for treatment-seeking individuals, but those gains will only be achieved if
such medications are adopted and implemented in routine practice. These data from this large
sample of community-based publicly funded treatment organizations, representing the
predominant sector of care in the US, suggest that this sector has thus far been unable to adopt
medications that are currently available, making it difficult to envision adoption of newly
available medications by these programs. The employment of medical personnel within
treatment organizations is a major factor in facilitating adoption, but programs that employ
medical staff are the minority within this treatment sector. Reliance on non-Medicaid public
funding was an additional barrier to adoption. Interestingly, program philosophy was not
associated with adoption. Taken together, these findings point to problems in the capacity to
adopt medications based on current resources rather than a lack of willingness or cultural
opposition to adoption. Infrastructure development, particularly in terms of medical staffing,
and the alignment of funding policies may yield important gains in medication adoption.
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TABLE 1

Characteristics of Publicly Funded Addiction Treatment Organizations (N = 308)

Measure Mean (SD) or N (%)

Typology of medication adoption

 Program uses no medications 192 (62.3)

 Program only uses psychiatric medications 44 (14.3)

 Program uses at least one FDA-approved addiction treatment medication 72 (23.4)

Ownership

 Organization is government-owned 71 (23.1)

 Organization is privately-owned 237 (77.0)

Organizational affiliation

 Organization is located in a hospital 24 (7.8)

 Treatment is not located in a hospital 284 (92.2)

Accreditation status

 Organization is accredited 145 (47.1)

 Organization is not accredited 163 (52.9)

Organization’s treatment model

 12-step treatment model 152 (49.4)

 Cognitive behavioral therapy-based model 54 (17.5)

 Eclectic treatment model 102 (33.1)

Detoxification services

 Organization offers detoxification 67 (21.8)

 Organization does not offer detoxification 241 (78.3)

Levels of care

 Outpatient-only treatment services 138 (44.8)

 Combination of outpatient and inpatient/residential treatment services 108 (35.1)

 Inpatient/residential-only treatment services 62 (20.1)

Number of counselors 13.09 (22.20)

Number of physicians 0.53 (1.13)

Number of nursing staff 1.53 (3.84)

% Patients covered by Medicaid 12.49 (21.29)

% Patients covered by non-Medicaid/Medicare public funding 65.46 (33.34)

Reliance on pharmaceutical representatives for information about innovations 1.31 (1.40)

Reliance on NIDA/SAMHSA materials for information about innovations 2.23 (1.17)

Types of information on evidence-based practice received from the state authority 3.53 (2.47)
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TABLE 4

Relative Importance of Reasons for Non-Adoption of Medications

Measure Mean (SD)

State regulations prohibit us from prescribing medications 3.88 (1.99)

Lack of physicians who can prescribe medications 3.96 (1.83)

Lack of nursing or other medical staff 3.83 (1.89)

Inconsistent with center’s treatment philosophy 2.04 (2.18)

Lack of evidence of clinical effectiveness 1.20 (1.80)

Better alternatives are available 1.88 (2.05)

Inadequate information at this center about the use of medications 1.35 (1.78)

Clinical staff resistance to use of medications 1.34 (1.79)

Note: Response categories for each item ranged from 0, which indicated “not at all important” to 5, which indicated “very important.”
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