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Abstract
By 2020, an estimated 4.4 million older adults will require substance abuse treatment compared to
1.7 million in 2000/01. This study examined the availability of special services for older adults,
adoption of recommended treatment approaches, and organizational characteristics of centers that
offer special services. Data were collected via face-to-face interviews with administrators and/or
clinical directors from a nationally representative sample of 346 private treatment centers
participating in the 2006/07 National Treatment Center Study. Results indicated that only 18%
provided special services for older adults; age-specific recommendations were generally adopted;
more older adult-specialty centers offered prescription drug addiction treatment, primary medical
care, and housing assistance. The proportion of patients with Medicare payment predicted
availability of special services. As more older adults will seek help with a myriad of SUDs over
the next decade, treatment centers need to get ready for a plethora of challenges as well as unique
opportunities for growth.
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Introduction
The changing demography of the U.S. population will provide the substance abuse treatment
specialty with new challenges as well as with opportunities for growth over the next decade.
The number of older adults, defined here as individuals 65 years of age and older, and hence
the number of older adults with substance use disorders (SUDs), will greatly increase (1).
The number of older adults is estimated to grow from 40 million in 2010 to 55 million in
2020 (2). In 2000/2001, an estimated 1.7 million older adults were in need of substance
abuse treatment. Projections suggest that this number will triple to 4.4 million by 2020 (3).
Unfortunately, opportunities are rare for older adults to get specialized help recommended
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for their age group, because few substance abuse treatment centers provide special services
for older adults (4). Perhaps for this reason, the sheer numbers of SUD admissions for older
adults is small. In 2005, of the 1.8 million total treatment admissions, only 11,300 (0.6%)
older adults were admitted to treatment (5,6).

As with all SUD populations, older adults’ treatment admission rates are underestimates of
prevalence and pose treatment obstacles. First, as with all age groups, primary care and
specialist physicians do not routinely address and/or screen older adults for SUDs. Second,
because of confounding symptoms, it is more difficult to detect and diagnose SUD in older
adults compared to younger adults. For instance, addictions in older adults can mimic age-
related issues such as confusion and cognitive declines (7,8). Sociological factors also come
into play as barriers to treatment. As an indicator that significant others might not bring
suspected problems to the attention of physicians, loneliness and isolation from others are
often associated with undetected SUDs in older adults (9). As a specific example of this
dynamic, increased use of alcohol, late-onset of SUDs, and inappropriate use of prescription
medication are more likely to go unnoticed in later life and after retirement, which
commonly eliminates observational relationships with supervisors, co-workers, and work-
based social networks (10). Finally, older adults, like other age groups, are often reluctant to
seek help with addictions due to the perception of stigma and shame, and generational
effects may render these perceptions more potent than among younger groups (11).

Suggested Treatment Approaches and Expert Panel Recommendations for Older Adults
There are no published studies, to our knowledge, on the adoption of suggested treatment
practices and other expert recommendations for SUD treatment techniques useful for older
adults. An expert panel commissioned by SAMHSA offers specific SUD treatment
approaches with older adults (see Table 2) (8,12). There is evidence that age-specific
programs are linked to better treatment outcomes and adherence in older adults (13–16).
This finding may be linked to the nature of social roles among older adults. For example,
older adults rarely have the primary concerns of younger adults (e.g., family formation,
employment, obtaining child care). Conversely, older adults have unique challenges that are
rare among the young: Widowhood, shrinkage of friendship networks, lack of means for
increasing income, cognitive and physical decline leading to loss of functions such as
sexuality. Thus, older adults may gain greater benefits in age-specific settings and feel more
comfortable disclosing and discussing problems with same-age peers than participating in
mixed-age groups in either outpatient or inpatient care.

Organizational Characteristics of Centers Offering Special Services for Older Adults
Most research on SUDs and older adults has focused on patient characteristics (e.g., clinical
trials). Organizational characteristics of treatment centers offering special services for older
adults have been studied minimally (4). Thus, SUD treatment practices investigated in this
study were guided by expert panel recommendations and suggested practices (8,12). For
instance, some medications that aid in the treatment of addictions, such as disulfiram, are not
recommended for older adults due to adverse effects (17,18). Thus, we may see a difference
in the use of medications between centers that do and those that do not offer special
programs for older adults. It is also recommended that treatment for older adults integrate
cognitive-behavioral therapy as well as smoking cessation techniques and prescription drug
addiction treatment. In addition, suggested practices include wrap-around services that
specifically address older adults’ special needs, such as inadequate availability of primary
care, housing assistance, and transportation to and from treatment.

The purpose of the current study is to identify the availability of special services for older
adults and then compare the availability relative to the percentage of older adults by region
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(19). We also consider the extent to which centers adopt recommended practices and
treatment suggestions for older adults made by expert panels. Finally, we contrast the
organizational features of private SUD treatment centers that offer special services and
assess predictors of the availability of special programs for older adults.

Methods
Sample and Study Design

The nationally representative cross-sectional data from private substance abuse treatment
centers for this study were derived from the 2006/07 National Treatment Center Study
(NTCS), which was conducted by the University of Georgia’s Institute for Behavioral
Research. The NTCS is a family of longitudinal projects that is designed to assess changes
in service delivery within privately funded substance abuse treatment centers across the
United States. The quantitative data for the current analyses were collected via face-to-face
interviews with administrators and/or clinical directors between 2006 and 2007 from 346
substance abuse treatment centers.

The NTCS used a 2-stage stratified study design. First, all U.S. counties were assigned to 1
of 10 strata based on population and then randomly sampled within strata to ensure the
inclusion of urban, suburban, and rural areas. Second, using national and state directories, all
substance abuse treatment facilities in the sampled counties were enumerated. Treatment
programs were then proportionately sampled across strata. In order to be eligible a center
had to obtain less than 50% of its revenue from government block grants and government
contracts, offer treatment for alcoholism, be accessible to members of the community
(prison-based programs were excluded), and provide a standard of care that was at least
equivalent to structured outpatient services as outlined by the American Society of
Addiction Medicine. Ineligible centers were replaced by random selection of alternative
treatment programs from the same geographic stratum. The 346 centers that provided data
represent a 67% response rate.

Measures
The dependent variable—availability of special programs for older adults in private
substance abuse treatment centers—was determined with the question, “Does your center
offer (1) entirely separate tracks, (2) specialized groups, (3) lectures as needed, or (4) no
specific services for elderly/geriatric/older patients?” Response options were no (coded 0)
and yes (coded 1). The former three options constitute availability of special services for
older adults in private centers (N = 63); the latter option comprises the “no special services”
group (N = 283). Comparisons between the percentage of private centers offering special
programs for older adults and the percentage of older adults by region were made using
2007 U.S. Census Bureau (2008) data.

We also assessed the adoption of suggested treatment approaches and expert panel
recommendations (8,12). A single question (0 = not at all to 5 = almost always) regarding
the extent of the utilization of a particular treatment approach was posed for each of the
following topics: Engaging in non-confrontational treatment; focusing on (re)building self-
esteem; teaching older adults how to cope with depression, loneliness, and loss; focusing on
(re)building social networks; tailoring the content and pace toward older adults; hiring staff
that are interested and/or experienced in working with older adults; providing linkages with
medical and community-based services appropriate for older adults; offering cognitive-
behavioral treatment; group-based treatment; individual counseling sessions; medical/
psychiatric treatment; marital and family involvement/therapy; and integrative case
management/community-linked services.
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Differences in organizational characteristics between private centers offering and not
offering special services for older adults were evaluated based on the use of (0 = No, 1 =
Yes) five medications (SSRIs, other-anti depressants, disulfiram, naltrexone, and
acamprosate), cognitive-behavioral therapy (CBT), smoking cessation techniques taught,
prescription drug addiction treatment, and three wrap-around services (primary medical
care, housing assistance, and transportation). Dichotomous variables were created for
primary medical care and housing assistance where 1 = Yes (on-site) and 0 = No (not
provided, provided at another location within the organization, provided via formal contract/
agreement with another organization). The use of medication pertained only to centers that
had physicians—48 of the 63 centers that provided special services and 157 of the 283
centers that did not provide special services to older adults.

Finally, we examined eight factors that might predict the availability of special programs for
older adults in private substance abuse treatment centers—(1) center size (larger centers may
have more resources to provide specialized services); proportion of the average caseload that
has (2) Medicaid and (3) Medicare (older adults tend to have more financial needs than
younger adults) as their primary expected source of payment; proportion of the total
caseload that is (4) abusing or dependent on alcohol (main addiction reported for older
adults) and (5) abusing or dependent on prescription opiates (second highest addiction
reported for older adults); (6) referrals received from other health care providers (0 = No, 1 =
Yes; given social constrictions, health care providers may be the first to notice symptoms of
addiction); (7) hospital-based status (0 = No, 1 = Yes; older adults have a greater need for
primary and specialty medical services), and (8) the percentage of older adults per county.
Center size was assessed based on the number of full time equivalents (FTE’s) employed by
the center. The percentage of older adults per county is based on U.S. Census Bureau (2009)
estimates and coincides with the county where each center is located (20).

Analyses
Using SAS 9.2, where appropriate, descriptive statistics, 2-proportion z-tests (2-tailed), chi-
square tests, and logistic regression were conducted to assess the availability of special
programs for older adults, contrast the availability with the percentage of older adults per
region (Table 1), examine the adoption of treatment approaches (Table 2), identify
differences in organizational characteristics based on the provision of special services (Table
3), and examine organizational predictors of the availability of special programs for older
adults (Table 4). In order to achieve normal distributions, center size was log transformed
and the proportion of the average caseload that has Medicare as their expected payment was
square root transformed. Statistical tests did not indicate multicollinearity issues.

Results
Availability of Special Programs for Older Adults in Private Treatment Centers

Special services (i.e., separate tracks, special groups, or lectures/services) for older adults
were provided in 63 (18%) of the 346 private treatment centers (see Table 1). Separate
analysis of the three domains that made up the special services dependent variable showed
that of those 63 centers providing special services, 30% had entirely separate tracks
available for older adults, 29% offered special groups, and 41% presented age-appropriate
lectures and other services as needed.

Availability of Special Programs Relative to the Percentage of Older Adults by Region
The 63 private centers that provided special services to older adults were located in 26 of the
45 states that were included in the NTCS. We used 2007 U.S. Census Bureau (2008) data to
compare the percentage of older adults by region to the percentage of private centers

Rothrauff et al. Page 4

Subst Abus. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



included in our study that offered special services to older adults (see Table 1). There were
significantly more private centers offering special services in the West compared to the
percentage of older adult residents; no statistically significant differences were found in the
Northeast, Midwest, and South.

Extent of Adoption of Treatment Approaches Recommended for Older Adults
Data in Table 2 indicate that private centers generally provided recommended special
services for older adults (8,12). Specifically, centers widely reported (mean responses
ranged from 4.02 to 4.41 on a 6-point scale) that they focused on engaging in non-
confrontational treatment, rebuilding self-esteem, coping with depression, loneliness, and
loss, rebuilding social networks, providing age-appropriate content and pace, hiring staff
interested in and/or experienced working with older adults, and providing linkages with
medical and community-based services. In addition, although to a lesser extent (mean
responses ranged from 3.52 to 4.05 on a 6-point scale), private centers used cognitive-
behavioral treatment, group-based treatment, individual counseling, medical/psychiatric
treatment, marital/family therapy, and case management/community linked services.
Additional analyses (not shown) indicated no statistically significant differences in
utilization of treatments between centers having separate tracks for older adults, offering
special groups, and presenting lectures as needed.

Differences in Organizational Characteristics based on Special Services Offered for Older
Adults

As indicated in Table 3, comparisons in organizational characteristics between those centers
offering and not offering specialty services for older adults were made for medication use
(SSRIs, other anti-depressants, disulfiram, naltrexone, and acamprosate), cognitive-
behavioral therapy, smoking cessation techniques taught, prescription drug addiction, and
three wrap-around services (availability of primary medical care, housing assistance, and
transportation assistance). There were three statistically significant differences in outcomes
—more centers offering specialty services also offered treatment for prescription drug
addiction, primary medical care, and housing assistance than did non-specialty centers.

Organizational Predictors of the Availability of Special Programs for Older Adults
Logistic regression results, as shown in Table 4, indicated that of the eight predictors
investigated, only the proportion of patients with Medicare as their expected primary source
of payment was statistically significant; center size approached significance (p = .059).
Specifically, the odds of availability of special services for older adults increased 1.22 times
with each unit increase in the percentage of patients with Medicare payment. Similarly, with
each unit increase in the size of the center, the odds of availability of special older adult
services increased 1.27 times.

Discussion
As the number of older adults with substance use disorders (SUDs) is expected to increase
over the next decade (1), it will become increasingly more important for treatment centers to
make available age-specific services. Particular treatment approaches are recommended for
use with this population (12). We assessed and compared the availability of special
programs for older adults in private substance abuse treatment centers, examined the
adoption of treatment approaches that are recommended for older adults, evaluated
differences in organizational characteristics between private centers offering special services
for older adults, and identified organizational predictors of the availability of special
programs for older adults.
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Results indicated that the availability of special services for older adults in substance abuse
treatment centers is limited overall but varies by region. In addition, age-specific
recommendations are generally adopted. Compared to non-specialty centers, more specialty
centers offer prescription drug addiction treatment, primary medical care, and housing
assistance. Finally, the proportion of patients with Medicare payment predict the availability
of special services.

Availability of Special Services for Older Adults in Private Treatment Centers
Similar to previous findings, using data from both public and private substance abuse
treatment centers (4), few (18%) private centers in our study offered special programs for
older adults. A comparison between the percentage of centers offering special programs and
the percentage of older residents by region, however, showed few statistical differences. The
only exception was that centers in the West actually offered more services for older adults
compared to the percentage of older adults residing in that region. With the estimated
tripling in the older population that will require substance abuse treatment over the next
decade (3), it will be interesting to follow trends and changes in the availability of
specialized treatment for older adults and treatment practices that address the needs of this
age group.

Adoption of Treatment Approaches for Older Adults
We found that many private centers that offer special services for older adults adopted the
recommended treatment approaches (8,12). Recommended practices that were frequently
used included a non-confrontational approach, focus on rebuilding self-esteem and social
networks, coping with depression, loneliness, and loss, providing age appropriate content
and pace, staff that is interested in and experienced working with older adults, and linkages
with medical and community-based services. Approaches recommended by experts that had
most room for improvement included group-based treatment, medical/psychiatric treatment,
marital/family therapy, and case management/community linked services.

Organizational Characteristics of Private Centers Offering Special Services for Older
Adults

We compared the use of medications, cognitive-behavioral therapy, smoking cessation
techniques taught, prescription drug treatment, and wrap-around services between private
centers based on the availability of special services. Results showed few differences between
the centers, with the exception of prescription drug treatment and availability of both
primary medical care and housing assistance. The greater use of prescription drug addiction
treatment in centers with special programs for older adults may be linked to the fact that
addiction to opiates in addition to alcohol is the most prevalent substance use disorder
among older adults (5,6). Although 41% of specialty centers offered prescription drug
addiction treatment compared to only 25% non-specialty treatment, more can be done to
address the growing need for prescription drug addiction treatment among older adults.
Similarly, although more specialty centers provided primary medical care and housing
assistance, which is one step in meeting the needs of older adults with SUDs, much remains
to be accomplished.

Interestingly, we did not find differences in the use of pharmacotherapy between specialty
and non-specialty centers, even though older adults are more likely to experience adverse
pharmacotherapy effects compared to younger adults. For instance, disulfiram is not
recommended for older adults but can be safely administered to most younger adults
(17,18). Yet we did not find significant differences in the use of disulfiram between private
centers that did and those that did not offer specialty services for older adults. Our data did
not allow us to determine the percentages of older adults that receive disulfiram. However,
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the importance of educating professionals about the differences in the effects of medications
on older compared to younger adults cannot be overstated.

Organizational Predictors of Availability of Special Programs for Older Adults
Of the eight predictors investigated, only the proportion of patients with Medicare payment
was significantly related to the availability of special services in private centers. The
proportion of patients expected to use Medicare as their primary payment as a predictor is
not surprising insofar that older adults are eligible for Medicare regardless of their financial
situation. What is, however, somewhat surprising is the lack of relationship between the
percentage of patients expected to use Medicaid, because many older adults have financial
needs and Medicaid may pay for items that are not covered by Medicare.

Limitations
One limitation of our study was the cross-sectional design. Although the NTCS is a
longitudinal study, the current wave is the first to include in-depth questions about the
adoption of recommended practices and recommendations for older adults. Thus, we cannot
determine if the recommendations that were made a decade earlier (8,12) caused changes in
the adoption of treatment approaches for older adults. Furthermore, we only examined
private centers in this study and our results may not generalize to public centers. For
instance, private centers have more flexibility in resource use as well as more
“organizational agility” in seeking new resources, suggesting that they are more likely to
offer special services for older adults. However, Schultz and colleagues using data from both
public and private centers found that less than 20% had special services for older adults (4),
which is similar to our findings with private centers only.

Another limitation is associated with our reliance on self-reported data by administrators
and/or clinical directors. It is possible that centers over-reported the adoption of
recommended practices. Replications of our study would provide greater insights into the
level of adoption of age-specific programs. In addition, replications using both private and
public centers will provide greater support for the generalizability of our findings. Finally,
our use of organizational-level data is an additional limitation. Future research in this area
will benefit from multi-level data including data from older adults. This will also provide the
field with a better understanding of the match between recommended treatment approaches
and older adults’ needs.

With the aging of the population, it would seem prudent for centers to more widely adopt
age-specific practices to meet the needs of older adults and draw them into treatment. As
more adults in mid- and later-life will seek help with a myriad of SUDs over the next
decade, substance abuse treatment centers need to get ready to face a plethora of challenges
as well as unique opportunities for growth.

References
1. Han B, Gfroerer JC, Colliver JD, Penne MA. Substance use disorder among older adults in the

United States in 2020. Addiction. 2009; 104:88–96. [PubMed: 19133892]
2. U.S. Census Bureau: 2008 National population projections. 2009.

htttp://www.census.gov/population/www/projections/2008projections.html
3. Gfroerer J, Penne M, Pemberton M, Folsom R. Substance abuse treatment need among older adults

in 2020: The impact of the aging baby-boom cohort. Drug and Alcohol Dependence. 2003; 69(2):
127–135. [PubMed: 12609694]

4. Schultz SK, Arndt S, Liesveld J. Locations of facilities with special programs for older substance
abuse clients in the US. International Journal of Geriatric Psychiatry. 2003; 18(9):839–843.
[PubMed: 12949852]

Rothrauff et al. Page 7

Subst Abus. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

htttp://www.census.gov/population/www/projections/2008projections.html


5. Substance Abuse and Mental Health Services Administration Office of Applied Studies: The DASIS
report: Adults aged 65 or older in substance abuse treatment: 2005. 2007.
http://www.oas.samhsa.gov/2k7/olderTX/olderTX.pdf

6. Substance Abuse and Mental Health Services Administration Office of Applied Studies: The DASIS
report: Older adults in substance abuse treatment: 2005. 2007.
http://www.oas.samhsa.gov/2k7/older/older.pdf

7. Beresford, TP. Alcoholic elderly: Prevalence, screening, diagnosis, and prognosis. In: Beresford,
TP.; Gomberg, E., editors. Alcohol and aging. New York: Oxford University Press ; 1995. p. 3-18.

8. Substance Abuse and Mental Health Services Administration/Center for Substance Abuse
Treatment: Substance abuse among older adults. Treatment Improvement Protocol (TIP) Series 26.
1998. http://www.ncbi.nlm.nih.gov/books/bv.fcgi?rid=hstat5.chapter.48302

9. Schonfeld L, Dupree L, Rohrer GE. Age-specific differences between younger and older alcohol
abusers. Journal of Clinical Geropsychology. 1995; 1:219–227.

10. Boeri MW, Sterk CE, Elifson KW. Reconceptualizing early and late onset: A life course analysis
of older heroin users. The Gerontologist. 2008; 48:637–645. [PubMed: 18981280]

11. Oslin DW, Slaymaker VJ, Blow FC, Owen PL, Colleran C. Treatment outcomes for alcohol
dependence among middle-aged and older adults. Addictive Behaviors. 2005; 30 1431-146.

12. Schonfeld L, Dupree LW. Treatment approaches for older problem drinkers. International Journal
of the Addictions. 1995; 30(13–14):1819–1842. [PubMed: 8751320]

13. Atkinson, RM. Treatment programs for aging alcoholics. In: Beresford, TP.; Gomberg, E., editors.
Alcohol and aging. New York: Oxford University Press; 1995. p. 186-210.

14. Blow FC, Walton MA, Chermack ST, Mudd SA, Brower KJ. Older adult treatment outcome
following elder-specific inpatient alcoholism treatment. Journal of Substance Abuse Treatment.
2000; 19(1):67–75. [PubMed: 10867303]

15. Kashner T, Rodell D, Ogden S, Guggenheim F, Karson C. Outcomes and costs of two VA
inpatient programs for older alcoholic patients. Hospital and Community Psychiatry. 1992;
43:985–989. [PubMed: 1328022]

16. Kofoed L, Tolson R, Atkinson R, Toth R, Turner J. Treatment compliance of older alcoholics: An
elder-specific approach is superior to "mainstreaming". Journal of Studies on Alcohol. 1987;
48:47–51. [PubMed: 3821118]

17. Council on Scientific Affairs, American Medical Association: Alcoholism in the elderly. JAMA.
1996; 275:797–801. [PubMed: 8598598]

18. Dufour MC, Fuller RK. Alcohol in the elderly. Annual Review of Medicine. 1995; 46:123–132.
19. U.S. Census Bureau: Table 1: Estimates of the population by selected age groups for the United

States, States, and Puerto Rico: July 1, 2007. 2008.
www.census.gov/popest/states/asrh/tables/SC-EST2007-01.xls

20. U.S. Census Bureau: State and county quick facts. 2009.
http://quickfacts.census.gov/qfd/index.html

Rothrauff et al. Page 8

Subst Abus. Author manuscript; available in PMC 2012 January 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.oas.samhsa.gov/2k7/olderTX/olderTX.pdf
http://www.oas.samhsa.gov/2k7/older/older.pdf
http://www.ncbi.nlm.nih.gov/books/bv.fcgi?rid=hstat5.chapter.48302
http://www.census.gov/popest/states/asrh/tables/SC-EST2007-01.xls
http://quickfacts.census.gov/qfd/index.html


N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rothrauff et al. Page 9

Ta
bl

e 
1

C
om

pa
ris

on
 b

et
w

ee
n 

th
e 

Pe
rc

en
ta

ge
 o

f P
riv

at
e 

C
en

te
rs

 O
ff

er
in

g 
Sp

ec
ia

l P
ro

gr
am

s f
or

 O
ld

er
 A

du
lts

 a
nd

 P
er

ce
nt

ag
e 

of
 O

ld
er

 A
du

lts
 b

y 
R

eg
io

na

C
en

te
rs

Sa
m

pl
ed

Sp
ec

ia
l S

er
vi

ce
s

Pr
ov

id
ed

O
ld

er
 A

du
lts

by
 R

eg
io

na

R
eg

io
n

N
n

%
%

z-
te

st
b

  N
or

th
ea

st
74

10
13

.5
13

.7
−
.1
2

  M
id

w
es

t
10

3
20

19
.4

12
.9

1.
83

  S
ou

th
87

16
18

.4
12

.6
1.

48

  W
es

t
82

17
20

.7
11

.3
2.

52
*

To
ta

l
34

6
63

18
.3

N
ot

e.

a 20
07

 U
.S

. C
en

su
s B

ur
ea

u 
(2

00
8)

 e
st

im
at

es
 (N

or
th

ea
st

 =
 C

T,
 M

E,
 M

A
, N

H
, N

J, 
N

Y
, P

A
, R

I, 
V

T;
 M

id
w

es
t =

 IL
, I

N
, I

A
, K

S,
 M

I, 
M

N
, M

O
, N

E,
 O

H
, S

D
, W

I; 
So

ut
h 

= 
A

L,
 A

R
, D

E,
 D

C
, F

L,
 G

A
, K

Y
, L

A
,

M
D

, N
C

, O
K

, S
C

, T
N

, T
X

, V
A

, W
V

; W
es

t =
 A

Z,
 C

A
, C

O
, I

D
, M

T,
 N

M
, O

R
, U

T,
 W

A
);

b 2-
ta

ile
d 

2-
pr

op
or

tio
ns

 te
st

.

* p 
<.

05
;

Subst Abus. Author manuscript; available in PMC 2012 January 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rothrauff et al. Page 10

Table 2

Extent of Adoption of Suggested Treatment Approaches and Expert-Panel Recommendations in Private
Centers Offering Special Services for Older Adults (N = 63)

Ma SD

Suggested Treatment Approachesb

  Engaging in non-confrontational treatment 4.37 .92

  Focusing on (re)building self-esteem 4.25 .98

  Teaching skills to cope with depression, loneliness, loss 4.32 .95

  Focusing on (re)building social networks 4.27 1.02

  Tailoring content & pace toward older adults 4.41 .78

  Hiring staff interested/experienced working with older adults 4.02 1.28

  Providing linkages with

    medical services 4.40 .98

    community-based services 4.21 1.15

Expert Panel Recommendationsc: Offering

  Cognitive-behavioral treatment 4.05 .94

  Group-based treatment 3.68 1.48

  Individual counseling 4.19 1.05

  Medical/psychiatric treatment 3.52 1.55

  Marital/family involvement/therapy 3.83 1.30

  Case management/community linked services 3.73 1.53

Note.

a
0 = not at all to 5 = almost always;

b
Schonfeld & Dupree (1995);

c
SAMHSA/CSAT (1998).
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Table 4

Logistic Regression: Organizational Predictors of the Availability of Special Programs for Older Adults

B SE OR

Center size (log) .24 .13 1.27

% caseload with Medicaid payment −.01 .01 .99

% caseload with Medicare payment (square root) .20 .07 1.22**

% caseload abusing/dependent on alcohol −.01 .01 .99

% caseload abusing/dependent on prescription opiates .00 .01 1.01

% older adults per countya −.04 .05 .96

Referrals received from other health care providers .19 .30 1.45

Hospital-based −.11 .17 .80

Likelihood Ratio (n, df) 20.92 (311, 8)**

Note.

a
U.S. Census Bureau (2009) estimates.

**
p <.01.
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