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Abstract
The National Drug Abuse Treatment Clinical Trials Network (CTN) is an alliance of drug abuse
treatment programs and research centers testing new interventions and implementation factors for
treating alcohol and drug use disorders. A workforce survey distributed to those providing direct
services in 295 treatment units in the CTN obtained responses from 1,750 individuals with a job
title of counselor (n =1395) or counselor supervisor (n =355). A secondary analysis compares and
describes both groups. Supervisors were more likely to be licensed or certified. Master’s degrees
were more common among counselors in outpatient and methadone programs. Counselors in
residential settings tended to be on the job fewer years. Finally, higher education was associated
with greater familiarity with and acceptance of evidence-based practices.
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INTRODUCTION
Slow implementation of evidence-based practices prompts interest in workforce and
organizational factors that inhibit diffusion and full scale adoption of addiction treatment
innovations (1–5). Counselors, managers, nurses, physicians, and staff within each program
contribute to the process of selecting, implementing, and sustaining the use of evidence-
based practices. Early research suggests that providers with more formal education, and with
higher social status, tend to have a more favorable outlook regarding change (6).
Implementation research suggests that practice adoption and change have their own set of
barriers and facilitators that require in-depth and careful consideration. As Fixsen et al. (7)
assert, implementation of innovative practices requires comprehensive training and behavior
change within the workforce, and the “core components” that drive implementation are staff
selection, training, consultation, and coaching (e.g., supervision, feedback and emotional
support) (7).
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The addictions counseling workforce is estimated to include 200,000 individuals (8)
working in diverse settings and a variety of professions including social workers, bachelor’s
level counselors, certified counselors, physicians, and nurses. This workforce diversity
generates a provider network with a wide range of experience, education, training, and
theoretical perspectives. Counselor training varies from personal experience in recovery and
on-the-job training to clinicians with extensive addictions training and academic
backgrounds that include doctoral and master’s degrees (8, 9). Gallon et al. (9) surveyed
counselors in the Pacific Northwest, finding that 71% had a bachelor’s degree or higher.
Overall, workforce analysis suggests that the majority of treatment professionals are white,
middle-aged, women (8, 10). The National Treatment Center Study found similar results in
their study of 450 private facilities—57% of counselors were women and 48% held a
master’s or doctoral degree 11).

Provider opinions and beliefs may affect use of evidence-based practices (EBP) and
adoption of innovative treatment approaches or process improvement efforts (12). An
assessment of counselor beliefs and opinions among 317 individuals participating in the
Delaware Valley Node of the Clinical Trials Network (CTN) suggested that most
respondents (80%) favored increased use of research-based treatments; respondents with
higher education levels were less likely to support the use of confrontational approaches and
were more likely to support the use of medications (13). The CTN workforce survey (n =
3,267 treatment professionals) found that individuals in managerial or supervisory positions
were more likely to endorse evidence-based practices when compared to support staff (14).
Support staff, on the other hand, had less education and were more likely to endorse
confrontation and coercion in treatment. Thus, including all employees in training or
organizational change efforts may prove beneficial since patients may view support staff as
more similar to themselves.

Adoption of medication in substance abuse treatment is an area where there is variable
workforce support. For example, Thomas and colleagues (15) examined adoption of
naltrexone in a mailed survey of alcoholism treatment clinicians. A lack of knowledge about
naltrexone and philosophical conflicts between the use of naltrexone and the provider’s
personal treatment philosophy inhibited adoption, while organizational commitment to
naltrexone use facilitated adoption (15). Similarly, a study of client and counselor beliefs
about the use of medications found that attitudes, social norms and intentions to use the
medications varied by treatment modality (outpatient, methadone, and residential); across
settings counselors and clients had neutral assessments of buprenorphine for the treatment of
opiate dependence, and attitudes toward the use of methadone were positive in methadone
clinics and negative in outpatient and residential settings (16). If innovations and new
practices such as pharmacotherapies are to be incorporated into treatment effectively, they
must be perceived as effective, acceptable and socially supported by providers and staff.
Collectively, counselor education and training, provider characteristics, beliefs and
experiences, and organizational climate appear to be critical variables in facilitating
adoption of evidence-based practices.

The National Drug Abuse Treatment Clinical Trials Networks (CTN) assesses the
effectiveness of interventions in community settings and promotes transportability to
community treatment settings (17). At the time data collection occurred, the CTN included
sixteen nodes (i.e., an academic based Regional Research and Training Center linked with
multiple Community-based Treatment Programs), a Clinical Coordinating Center, a Data
and Statistical Center, and the Center for the Clinical Trials Network at the National Institute
on Drug Abuse (17). As a multi-site provider and consumer-based research system, the CTN
has the capacity to implement and evaluate aspects of the treatment system including the
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development and adoption of science-based strategies, the role of the administrators and
staff, and funding and organizational factors that enhance or detract from clinical practice.

An initial analysis examined the characteristics of the CTN workforce including medical and
support staff (14). This secondary analysis, restricted to individuals providing direct services
(counselor and supervisors), provides data about the individual characteristics, beliefs,
experiences, professional development, and workplace qualities for clinicians working in
community-based treatment programs that participate in the CTN.

METHODS
Participants

This analysis included counselors and managers/supervisors from the Clinical Trials
Network workforce study. Analysis was restricted to regular-employee women and men
with a job title of counselor (n = 1395) or counselor manager/supervisor (n = 355) working
in 295 treatment units participating in the CTN. The total sample of 1,750 individuals was
drawn from outpatient (n = 560), methadone (n = 352), residential (n = 638) and
detoxification (n = 200) addiction treatment settings.

Procedures and Materials
As part of a larger study each CTN treatment organization identified the treatment facilities
eligible to participate. At each CTN program site, the program director or administrator
completed the Organizational Survey and supervisors and/or managers of each service unit
completed the Treatment Unit Survey on site-specific information. A Workforce Survey
assessed staff characteristics, attitudes, and beliefs about specific drug abuse treatments.
Additional details on the Organizational and Treatment Unit Surveys are presented
elsewhere (14).

Workforce Survey Data Collection—The research centers participating in the CTN
during the study period identified protocol coordinators or research staff members who
managed data collection in their agencies or network. Coordinators distributed the surveys,
monitored response rates, followed-up with potential participants when appropriate, and in
general provided oversight of data collection and project implementation.

The study team provided packets with information sheets and surveys to the protocol
coordinator to distribute to the treatment unit workforce during staff meetings or other team/
group meetings. Respondents mailed the completed survey directly to the study’s data
management center or returned sealed envelopes to the protocol coordinator for batch return.
There was also a secure web-site that permitted on-line survey completion (17% of the
returned surveys). Follow-up letters were mailed to all potential respondents approximately
four weeks after the initial distribution. Individuals who completed the survey received a
thank you letter; non-respondents were reminded to complete the survey. Total response rate
was 71% (14).

The survey requested information on years of experience in substance abuse treatment,
education, training, licensing, credentials, and primary job title. Four additional items
assessed workforce opinions regarding evidence-based practice guidelines and familiarity
with standardizations of care. For the first two items, participants rated statements about
evidence-based practice guidelines using a 5-point Likert-type scale (strongly disagree,
disagree, undecided, agree, agree strongly): “Evidence-based practice guidelines are useful
to improve the quality of care” and “Evidence-based practice guidelines promote over-
simplified ‘cookbook care’.” Respondents answered two questions on their familiarity with
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standardization of care using a 3-point Likert-type scale (not at all, somewhat, and very):
“How familiar are you with the American Psychiatric Association Clinical Practice
Guidelines for Treatment of Patients with Substance Use Disorders?” and “How familiar are
you with the American Society of Addiction Medicine Patient Placement Criteria?”

The Oregon Health and Science University (OHSU) Institutional Review Board (IRB)
reviewed and approved study procedures. Local IRBs also approved study instrumentation
and procedures. The study was assessed as low risk and used an information sheet except in
cases where the local IRB required a signed informed consent. Local protocol coordinators
stressed that programs and staff could decline to participate. Data were collected between
March 25, 2002 and August 24, 2004.

Analysis
Participants’ demographics and workforce characteristics were compared by job category
(counselors versus supervisors/managers; Table 1); treatment modality (detoxification, long-
term residential, outpatient, and methadone; Table 2); and highest educational achievement
(high school or below, associate’s degree, bachelor’s degree, master’s degree, or doctoral
degree; Tables 1 and 2). Other variables of interest included gender; race; licensure and
certification; years employed in substance abuse; years as a counselor, therapist, or clinician;
type of professional licensure; having an addiction counseling concentration, and type of
program in which additional counseling concentration was obtained; and major courses of
study. Frequencies and percentages were examined and compared using χ2 tests for
categorical variables; while means were compared using independent sample t-tests or
univariate generalized linear models where appropriate.

Differences in opinions about evidence-based practice guidelines and familiarity with
standardization of care by job type, treatment modality, professional licensure, and graduate
degree attainment were assessed using proportional odds models and partial-proportional
odds models. The proportional odds model is a generalization of logistic regression model
for ordinal multinomial response variables. For models where the proportionality
assumption was not met, partial-proportional odds models were used. In these models,
separate logits were created, dichotomizing the ordinal responses of each outcome at all
possible cut-points, and interaction terms between the logits and each independent variable
were tested. For proportional odds, the odds ratios presented compare the cumulative odds
of having all consecutive levels of agreement or familiarity higher than any cut-point versus
all consecutive levels lower than any cut-point. For partial-proportional odds, the odds ratios
are presented only for specified cut-points of the response variables: 1) usefulness of EBP
guidelines— strongly agree/agree/undecided versus disagree/strongly disagree; 2) guidelines
promote “cookbook” care— strongly agree/agree/undecided versus disagree/strongly
disagree; 3) familiarity with the American Psychiatric Association Clinical Practice
Guidelines— not at all/somewhat familiar versus very familiar; and 4) familiarity with the
American Society of Addiction Medicine Patient Placement Criteria— not at all/somewhat
versus very familiar. Each variable was assessed first using univariate models, and then
multivariate model building. Using backward elimination, any variable with p < 0.10 was
removed from its model. All analyses were conducted using SAS version 9.2 (SAS Institute,
Cary, NC), and all comparisons utilized a two-tailed p < 0.05 to define statistical
significance.
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RESULTS
Provider Characteristics

Table 1 compares counselor and manager characteristics. Women accounted for 60% of the
respondents, and no significant gender difference existed between supervisors and
counselors. Of those who reported race, slightly more than 70% of the sample identified as
Caucasian. Seventeen percent identified as African American (n=299), 1% as Native
American (n=25), and 4% did not provide information on race (n=71). Eleven percent
identified as Hispanic (n=193); note that race and ethnicity were measured separately, and
respondents could report being both Hispanic plus any race.

Interestingly, the greatest percentage of minorities were working in methadone programs,
with 48% of staff reporting racial or ethnic minority status (compared to 25% in
detoxification, 24% in outpatient, and 39% in residential clinics; Note: these data include
racial and ethnic minorities, while data in Table 2 reflect only racial minorities). Managers/
supervisors had significantly higher levels of education than counselors, and were more
likely to have a master's degree or higher (supervisors = 61%; counselors = 42%). As
compared to counselors, managers/supervisors also were significantly more likely to be
credentialed at the state/national level and/or licensed (supervisors = 79%; counselors =
63%). Respondents with professional licensure were also significantly more likely to be
supervisors (supervisors = 58%; counselors = 43%).

Table 2 examines treatment modality. Providers with master's or doctoral degrees were more
common in outpatient (62%) and methadone (45%) programs than in residential (35%) and
detoxification (38%) programs. Employment experience varied across modalities.
Residential providers reported less time in their current position (Mean = 2.9 years; SD =
3.3) as compared to those in methadone programs (Mean = 4.8 years; SD = 5.8),
detoxification programs (Mean = 3.8 years; SD = 3.5), or outpatient facilities (Mean = 3.9
years; 4.2). Thus, outpatient and methadone programs employed more experienced staff, as
compared with those working in residential programs.

Variation was also apparent in certification and licensure across treatment modalities (Table
2). Two-thirds (66%) of the respondents were licensed and/or certified. Residential
treatment settings tended to have the lowest percentage of staff with professional licensure,
while outpatient centers had the highest percent of licensed providers.

Most providers who reported having professional licensure (n = 730) were licensed as
alcohol and drug abuse counselors (n = 259, 36%) or social workers (n = 180, 25%). See
Table 3. Others had completed the requirements for licensure as professional counselors (n =
123, 17%); a small number were licensed as psychologists (n = 34, 5%), nurses (n = 34,
5%), Licensed Marriage and Family Therapists (LMFT) (n = 16, 2%), or physicians (n = 7,
1%).

Evidence-Based Practice Guidelines and Familiarity with Standardizations of
Care—In univariate models, managers/supervisors had significantly higher levels of
agreement with the statement that evidence-based practice guidelines are useful to improve
quality of care; were less likely to agree or strongly agree that evidence-based practice
guidelines promote over-simplified “cookbook” care; and were more familiar with
standardizations of care as compared to counselors. See Table 4. Similar patterns of
responses were found for providers with professional licensure as opposed to no
professional licensure; and those with graduate degrees as opposed to those without graduate
degrees.
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In multivariable models, while controlling for other covariates, job type was consistently
associated with each outcome. Supervisors and managers had 1.86 (95% CI: 1.44–2.41)
higher odds of having higher levels of agreement that “practice guidelines are useful to
improve quality of care” than counselors. They also had lower odds of being undecided,
agreeing, or strongly agreeing that “practice guidelines promote over-simplified ‘cookbook’
care” (OR: 0.54, 95% CI: 0.42–0.70), as compared to counselors. Additionally, supervisors
and managers had higher odds of being more familiar with the American Psychiatric
Association’s Clinical Practice Guidelines for the Treatment of Patients with Substance Use
Disorders (OR: 1.58, 95% CI: 1.26–2.00), and being more familiar with the American
Society of Addiction Medicine Patient Placement Criteria (ASAMPPC) (OR: 1.83, 95% CI:
1.44–2.33), as compared to counselors. Similar patterns of association were found for those
having a graduate degree as compared to no graduate degree. Having professional licensure
was associated with level of agreement with EBP guidelines and familiarity with the
ASAMPPC, while treatment modality was only associated with familiarity with the
ASAMPPC. See Table 4 for full analysis results.

DISCUSSION
Access to evidence-based practices across the substance use disorder treatment continuum is
critical to improving client outcomes and improving the quality of care overall. Research in
other areas of medicine has suggested that the transfer of research findings into clinical
practice may take up to 17 years (18). Further, translational research confirms the
importance of the treatment provider workforce, organizational factors, and environmental
issues in this process of implementation of new practices. Thus, in order to improve quality
of care and champion adoption of evidence-based practices, a comprehensive understanding
of the workforce is critical. As noted in previous research, closure of many treatment
agencies and an increasing demand for effective treatment and documentation of outcomes
creates enormous pressure for an already strained addiction workforce (19). The findings
from this study are significant as they expand our understanding of the characteristics,
experiences, and needs of the addiction treatment workforce. This information can be used
to advance the quality of care and the types of services offered for clients with addictive
disorders.

In terms of training and education, individuals without graduate degrees remain an important
component of the counseling workforce, but managers/supervisors tend to have more
education and experience and can provide guidance on implementation of evidence-based
practices. Consistent with other research, nearly half of the study participants had advanced
education (10), and graduate education was more common among staff in outpatient
settings. Clinics that employ more staff with advanced degrees may do so to meet specific
needs such as medical expertise required in methadone and outpatient settings. Finally,
methadone and outpatient clinics typically offer higher pay as compared to residential
programs, which may allow them to attract counselors who have more education.

The costs of retraining, hiring, and constantly retooling the addiction workforce impacts
how effectively and efficiently new practices are disseminated to everyday clinical care, thus
limiting clients access to the most innovative and effective services. High levels of turnover
and job-related stress, coupled with low pay and increasingly complex clientele add strain to
the system as counselors are constantly leaving for a new program, or a new field (11). In
fact, research has shown that master’s-level counselors reported significantly higher levels
of emotional exhaustion as compared to a non-college reference group (20). One could
speculate that this may be due in part to the multiple role expectations these individuals fill,
as senior level staff reportedly spend more time in administration as opposed to clinical
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services (21) and given the need for supervision, training, and leading implementation of
EBPs, they may simply be pulled in too many directions.

When examining staffing patterns and implementation, Fixsen et al. (7) suggests that
counselor qualities are core components or implementation drivers. More specifically, staff
qualities include staff selection, training, and consultation and coaching. Because education
and exposure to supervision are very important in terms of adoption of new practices, and
this process begins within the providers educational experience, treatment agencies, and
educational institutions must work together to advance the preparation of addiction
counselors. Thus training programs that provide formal practicum, internships, and
supervision, most often found in graduate school, are likely to generate the most prepared
counselors.

Continued education and workforce development are also reflected in the number of
providers who have certification or licensure. In this study the majority of participants were
either licensed alcohol and drug counselors or social workers. Consistent with the literature,
about two-thirds of our participants had either licensure or certification in addictions (19).
This data is complicated, however, by the variations across states, the different types of
certification and licensure (CADC I;CADC II; LPC; LMPT; MSW; etc.) as well diversity of
reimbursement requirements and the paucity of addiction specific training programs.

In terms of specific counselor training experiences and beliefs, Bartholomew et al. (12)
evaluated counselors’ self-reported beliefs about EBPs at a training session, and then
assessed the counselors six months later to see which EBPs they implemented, and how their
perceptions guided this process. Counselors frequently reported lack of time, not enough
training, and lack of resources as barriers to implementing strategies; positive opinions
during the training predicted reports of later use, underscoring the impact of counselor
beliefs in whether or not innovation is implemented (12). Thus when examining counselor
workforce characteristics and experiences, it is important to consider their professional
discipline, experience with addictions, specialized certification and licensure and so forth.
Simply reviewing degrees will be insufficient within projects seeking to examine the
development of the workforce and their use of EBPs.

Treatment manuals are also understood to be crucial to successful implementation of EBPs,
but are often met with resistance by the substance abuse treatment workforce and
community practitioners who may initially prefer less standardized approaches (22, 23).
Findings from this study indicate that supervisors were less likely to find EBPs to be a
method of promoting “cookbook” or overly simplified care. Thus it may be that training and
education needs to demonstrate the core components of the EBP within the manual and the
opportunities for some adaptations. Finally, because the majority of manualized
interventions are developed with Caucasian clients, it may be that counselors do not feel that
they are culturally relevant or adaptable to their client population.

Differential attitudes among counselors and practitioners towards substance use disorders
and treatment present yet another issue in implementing EBPs. Various studies have shown
that counselors with more education (i.e., physicians, psychiatrists) and experience support
the role of medication in treating addiction (13). Further, providers that support traditional
twelve-step approaches, have longer tenure in the field, and identify as being in recovery,
may be more resistant to implementation of new interventions (24). In addition, counselor
attitudes toward drug treatment also differ by treatment setting. Rieckmann et al. (16) found
significant evidence to suggest that positive attitudes supporting the use of methadone in
treatment was more prominent among counselors in methadone treatment programs than
among counselors working in outpatient and residential programs.
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This study has several limitations. It relies on self-report data which is subject to response
and recall bias. It is also based on complete data and thus when items were unavailable the
respondent was not included in the analysis. The participants for this project are also from
the NIDA Clinical Trials Network, which may mean that the findings are not generalizable
to programs that are smaller in size, do not participate in research or are significantly
different in terms of services offered and clinical staffing. In addition, the data were
collected cross-sectionally, therefore the observational nature of the data limits causal
inferences. Finally, although we controlled for several covariates in the proportional and
partial proportional odds models, the potential for residual confounding due to unmeasured
variables still remains.

Nevertheless, in a climate of diminishing public resources with an emphasis on scientifically
based treatment practices, the present study’s results create a platform from which training,
supervision, development of new practices, and implementation of interventions may be
built.

Acknowledgments
Awards from the National Institute on Drug Abuse supported the data analysis and manuscript preparation (U10
DA013036; K23 DA021225). In addition, the analysis and manuscript preparation received support from the
Oregon Clinical and Translational Research Institute (OCTRI), grant number UL1 RR024140 from the National
Center for Research Resources (NCRR), a component of the National Institutes of Health (NIH), and NIH
Roadmap for Medical Research.

REFERENCES
1. Ducharme LJ, Knudsen HK, Roman PM, Johnson AJ. Innovation adoption in substance abuse

treatment: Exposure, trialability, and the Clinical Trials Network. J Subst Abuse Treat. 2007;
32:321–329. [PubMed: 17481455]

2. Knudsen HK, Ducharme LJ, Roman PM. Research participation and turnover intention: An
exploratory analysis of substance abuse counselors. J Subst Abuse Treat. 2007; 33:211–217.
[PubMed: 17376638]

3. Joe GW, Broome KM, Simpson DD, Rowan-Szal GA. Counselor perceptions of organizational
factors and innovations training experiences. J Subst Abuse Treat. 2007; 33:171–182. [PubMed:
17434706]

4. Fuller BE, Rieckmann TR, Nunes EV, Miller M, Arfken C, Edmundson E, McCarty D.
Organizational readiness for change and opinions toward treatment innovations. J Subst Abuse
Treat. 2007; 33:183–192. [PubMed: 17434708]

5. Oser DB, Roman PM. A categorical typology of naltrexone-adopting private substance abuse
treatment centers. J Subst Abuse Treat. 2008; 34:433–442. [PubMed: 17997266]

6. Rogers, E., editor. Diffusion of innovations. 4th ed. New York: The Free Press; 1995.

7. Fixsen, DL.; Naoom, SF.; Blasé, KA.; Friedman, RM.; Wallace, F. Implementation research: A
synthesis of the literature. Tampa, FL: University of South Florida; 2005.

8. Libretto SV, Weil J, Nemes S, Linder NC, Johansson A. Snapshot of the substance abuse treatment
workforce in 2002: A synthesis of current literature. J Psychoactive Drugs. 2004; 36:489–497.
[PubMed: 15751487]

9. Gallon SL, Gabriel RM, Knudsen JRW. The toughest job you’ll ever love: A Pacific Northwest
treatment workforce survey. J Subst Abuse Treat. 2003; 24:183–196. [PubMed: 12810139]

10. Mulvey KP, Hubbard S, Hayashi S. A national study of the substance abuse treatment workforce. J
Subst Abuse Treat. 2003; 24:51–57. [PubMed: 12646330]

11. Knudsen HK, Johnson AJ, Roman PR. Retaining counseling staff at substance abuse treatment
centers: Effects of management practices. J Subst Abuse Treat. 2003; 24:129–135. [PubMed:
12745030]

Rieckmann et al. Page 8

Subst Abus. Author manuscript; available in PMC 2012 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



12. Bartholomew NG, Joe GW, Rowan-Szal GA, Simpson DD. Counselor assessments of training and
adoption barriers. J Subst Abuse Treat. 2007; 33:193–199. [PubMed: 17434707]

13. Forman RF, Bovasso G, Woody G. Staff beliefs about addiction treatment. J Subst Abuse Treat.
2001; 21:1–9. [PubMed: 11516921]

14. McCarty DJ, Fuller BE, Arfken C, Miller M, Nunes EV, Edmundson E, Copersino M, Floyd A,
Forman R, Laws R, Magruder KM, Oyama M, Prather K, Sindelar J, Wendt WW. Direct care
workers in the National Drug Abuse Treatment Clinical Trials Network: Characteristics, opinions,
and beliefs. Psychiatr Serv. 2007; 58(2):1–10.

15. Thomas CP, Wallack SS, Lee S, McCarty D, Swift R. Research to practice: Adoption of naltrexone
in alcoholism treatment. J Subst Abuse Treat. 2003; 24(1):1–11. [PubMed: 12646325]

16. Rieckmann TR, Daley M, Fuller B, Thomas C, McCarty D. Client and counselor attitudes toward
the use of medication for the treatment of opioid dependence. J Subst Abuse Treat. 2007; 32:207–
215. [PubMed: 17306729]

17. Tai B, Straus MM, Liu D, Sparenborg S, Jackson R, McCarty D. The first decade of the National
Drug Abuse Treatment Clinical Trials Network: Bridging the gap between research and practice to
improve drug abuse treatment. J Subst Abuse Treat. 2010; 38:S4–S13. [PubMed: 20307794]

18. Balas, EA.; Boren, SA. Managing clinical knowledge for health care improvement. In: Bemmel, J.;
McCray, AT., editors. Yearbook of Medical Informatics. Stuttgart, Germany: Schattauer
Publishing Company; 2000.

19. Kaplan, L. National Conference of State Legislatures. Addiction treatment workforce, June 2005;
Available at: http://www.ncsl.org/programs/health/addictionib.htm.

20. Ducharme LJ, Knudsen HK, Roman PM. Emotional exhaustion and turnover intention in human
service occupations: The protective role of coworker support. Sociological Spectrum. 2008; 28(1):
81–104.

21. McLellan AT. Have we evaluated addiction treatment correctly? Implications from a chronic care
perspective. Addiction. 2002; 97(3):249–252. [PubMed: 11964098]

22. McCarty D, Fuller B, Kaskutas LA, Nunes EV, Miller M, Forman R, Magruder KM, Arfken C,
Copersino M, Floyd A, Sindelar J, Edmundson E. Treatment programs in the National Drug Abuse
Treatment Clinical Trials Network. Drug Alcohol Depend. 2008; 92:200–207. [PubMed:
17875368]

23. Baumann BL, Kolko DJ, Collins K, Herschell AD. Understanding practitioners' characteristics and
perspectives prior to the dissemination of an evidence-based intervention. Child Abuse and
Neglect. 2006; 30:771–787. [PubMed: 16846644]

24. Knudsen H, Ducharme LJ, Roman PM, Link T. Buprenorphine diffusion: The attitudes of
substance abuse treatment counselors. Journal of Substance Abuse Treatment. 2005; 29(2):95–
106. [PubMed: 16135338]

Rieckmann et al. Page 9

Subst Abus. Author manuscript; available in PMC 2012 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

http://www.ncsl.org/programs/health/addictionib.htm


$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Rieckmann et al. Page 10

Ta
bl

e 
1

C
ha

ra
ct

er
is

tic
s 

of
 1

,7
50

 s
ta

ff
 o

f 
pr

og
ra

m
s 

pa
rt

ic
ip

at
in

g 
in

 th
e 

N
at

io
na

l D
ru

g 
A

bu
se

 T
re

at
m

en
t C

lin
ic

al
 T

ri
al

s 
N

et
w

or
k,

 b
y 

jo
b 

ca
te

go
ry

T
ot

al
 R

es
po

nd
en

ts
(N

=1
,7

50
)

C
ou

ns
el

or
s

(n
=1

,3
95

)

M
an

ag
er

s 
an

d
Su

pe
rv

is
or

s
(n

=3
55

)

C
ha

ra
ct

er
is

ti
c

n
%

n
%

n
%

χ
2

Fe
m

al
e

10
39

60
83

9
61

20
0

57
2.

56

N
ot

 w
hi

te
*

40
0

26
32

7
28

73
22

3.
95

a

L
ic

en
su

re
 a

nd
 C

er
tif

ic
at

io
n

   
  S

ta
te

 c
er

tif
ic

at
io

n
81

6
49

63
0

47
18

6
55

5.
77

a

   
  N

at
io

na
l c

er
tif

ic
at

io
n

30
4

20
22

1
19

83
27

9.
25

a

   
  P

ro
fe

ss
io

na
l l

ic
en

su
re

73
0

46
54

5
43

18
5

58
21

.1
1 

a

   
  B

ot
h 

ce
rt

if
ic

at
io

n 
an

d 
lic

en
su

re
47

8
28

36
9

27
10

9
31

2.
29

   
  C

er
tif

ic
at

io
n 

an
d/

or
 li

ce
ns

ur
e

1,
13

6
66

86
0

63
27

6
79

30
.9

7 
a

Y
ea

rs
 e

m
pl

oy
ed

 in
 s

ub
st

an
ce

 a
bu

se
 (

m
ea

n,
 S

D
)

(8
.8

)
(7

.3
)

(7
.9

)
(7

.0
)

(1
2.

2)
(7

.5
)

−
10

.1
5 

a,
b

Y
ea

rs
 a

s 
a 

co
un

se
lo

r,
 th

er
ap

is
t, 

or
 c

lin
ic

ia
n 

(m
ea

n,
 S

D
)

(7
.9

)
(6

.8
)

(7
.3

)
(6

.5
)

(1
0.

3)
(7

.3
)

−
7.

06
 a

,b

E
du

ca
tio

n
41

.1
8 

a

   
  H

ig
h 

sc
ho

ol
 o

r 
le

ss
28

7
17

24
2

18
45

13

   
  A

ss
oc

ia
te

s 
or

 b
ac

he
lo

r's
 d

eg
re

e
62

8
37

53
7

40
91

26

   
  M

as
te

r's
 o

r 
do

ct
or

al
 d

eg
re

e
78

6
46

57
0

42
21

6
61

N
O

T
E

S:
 V

al
ue

s 
ar

e 
nu

m
be

r 
an

d 
pe

rc
en

t, 
un

le
ss

 n
ot

ed
 o

th
er

w
is

e.

Pe
rc

en
ta

ge
s 

m
ay

 n
ot

 a
dd

 to
 1

00
 d

ue
 to

 r
ou

nd
in

g 
(r

ou
nd

ed
 to

 n
ea

re
st

 w
ho

le
 n

um
be

r)
, a

nd
 w

er
e 

ca
lc

ul
at

ed
 e

xc
lu

di
ng

 m
is

si
ng

 v
al

ue
s.

a p<
.0

5

b T
es

t s
ta

tis
tic

 is
 t-

va
lu

e 
fr

om
 in

de
pe

nd
en

t s
am

pl
es

 t-
te

st
.

* C
om

pa
ri

so
ns

 a
re

 f
or

 r
ac

ia
l c

at
eg

or
ie

s 
on

ly
, a

nd
 d

o 
no

t t
ak

e 
in

to
 a

cc
ou

nt
 e

th
ni

ci
ty

.

Subst Abus. Author manuscript; available in PMC 2012 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Rieckmann et al. Page 11

Ta
bl

e 
2

C
ou

ns
el

or
 a

nd
 S

up
er

vi
so

r 
de

m
og

ra
ph

ic
s 

by
 tr

ea
tm

en
t m

od
al

ity

T
ot

al
R

es
po

nd
en

ts
(N

=1
,7

50
)

D
et

ox
if

ic
at

io
n

(n
=2

00
)

L
on

g-
T

er
m

R
es

id
en

ti
al

(n
=6

38
)

M
et

ha
do

ne
(n

=3
52

)
O

ut
pa

ti
en

t
(n

=5
60

)

C
ha

ra
ct

er
is

ti
c

n
%

n
%

n
%

n
%

n
%

χ
2a

Fe
m

al
e

10
39

60
11

2
57

38
7

62
21

3
62

32
7

59
2.

79

N
ot

 w
hi

te
*

40
0

26
27

16
16

9
31

11
2

40
92

18
58

.2
2 

a

L
ic

en
su

re
 a

nd
 C

er
tif

ic
at

io
n

   
  S

ta
te

 c
er

tif
ic

at
io

n
81

6
49

10
7

56
30

2
50

15
4

46
25

3
47

6.
54

   
  N

at
io

na
l c

er
tif

ic
at

io
n

30
4

20
45

26
95

18
45

15
11

9
24

14
.0

7a

   
  P

ro
fe

ss
io

na
l l

ic
en

su
re

73
0

46
92

52
22

0
39

14
0

45
27

8
53

24
.1

4 
a

   
  B

ot
h 

ce
rt

if
ic

at
io

n 
an

d 
lic

en
su

re
47

8
28

69
36

15
3

25
94

27
16

2
29

10
.0

9a

   
  C

er
tif

ic
at

io
n 

an
d/

or
 li

ce
ns

ur
e

1,
13

6
66

14
0

73
37

8
61

21
4

62
40

4
73

26
.8

2 
a

Y
ea

rs
 e

m
pl

oy
ed

 in
 s

ub
st

an
ce

 a
bu

se
 (

m
ea

n,
 S

D
)

(8
.8

)
(7

.3
)

(1
0.

0)
(7

.2
)

(7
.8

)
(6

.5
)

(9
.7

)
(8

.6
)

(8
.9

)
(7

.2
)

7.
31

 a
,b

Y
ea

rs
 a

s 
a 

co
un

se
lo

r,
 th

er
ap

is
t, 

or
 c

lin
ic

ia
n 

(m
ea

n,
 S

D
)

(7
.9

)
(6

.8
)

(8
.9

)
(6

.7
)

(6
.7

)
(5

.8
)

(8
.8

)
(8

.0
)

(8
.3

)
(6

.9
)

10
.9

8 
a,

b

E
du

ca
tio

n
12

3.
84

 a

   
  H

ig
h 

sc
ho

ol
 o

r 
le

ss
28

7
17

36
18

16
2

26
46

14
43

8

   
  A

ss
oc

ia
te

s 
or

 b
ac

he
lo

r's
 d

eg
re

e
62

8
37

84
43

23
6

38
14

2
42

16
6

30

   
  M

as
te

r's
 o

r 
do

ct
or

al
 d

eg
re

e
78

6
46

75
38

21
6

35
15

1
45

34
4

62

N
O

T
E

S:
 V

al
ue

s 
ar

e 
nu

m
be

r 
an

d 
pe

rc
en

t, 
un

le
ss

 n
ot

ed
 o

th
er

w
is

e.

Pe
rc

en
ta

ge
s 

m
ay

 n
ot

 a
dd

 to
 1

00
 d

ue
 to

 r
ou

nd
in

g 
(r

ou
nd

ed
 to

 n
ea

re
st

 w
ho

le
 n

um
be

r)
 , 

an
d 

w
er

e 
ca

lc
ul

at
ed

 e
xc

lu
di

ng
 m

is
si

ng
 v

al
ue

s.

a p<
.0

5

b T
es

t s
ta

tis
tic

 is
 F

-v
al

ue
 f

ro
m

 g
en

er
al

iz
ed

 li
ne

ar
 m

od
el

.

* C
om

pa
ri

so
ns

 a
re

 f
or

 r
ac

ia
l c

at
eg

or
ie

s 
on

ly
, a

nd
 d

o 
no

t t
ak

e 
in

to
 a

cc
ou

nt
 e

th
ni

ci
ty

.

Subst Abus. Author manuscript; available in PMC 2012 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Rieckmann et al. Page 12

Ta
bl

e 
3

A
m

on
g 

th
os

e 
w

ho
 r

ep
or

te
d 

ha
vi

ng
 p

ro
fe

ss
io

na
l l

ic
en

su
re

, t
yp

e 
of

 li
ce

ns
ur

e 
by

 tr
ea

tm
en

t m
od

al
ity

T
ot

al
 R

es
po

nd
en

ts
(N

=7
30

)
D

et
ox

if
ic

at
io

n
(n

=9
2)

L
on

g-
T

er
m

R
es

id
en

ti
al

(n
=2

20
)

M
et

ha
do

ne
(n

=1
40

)
O

ut
pa

ti
en

t
(n

=2
78

)

C
ha

ra
ct

er
is

ti
c

n
%

n
%

n
%

n
%

n
%

A
O

D
 C

ou
ns

el
or

25
9

36
40

15
10

2
39

51
20

66
25

L
ic

en
se

d 
C

lin
ic

al
 S

oc
ia

l W
or

ke
r 

(L
C

SW
)

18
0

25
16

9
47

26
32

18
85

47

L
ic

en
se

d 
Pr

of
es

si
on

al
 C

ou
ns

el
or

 (
L

PC
)

12
3

17
11

9
25

20
17

14
70

57

C
lin

ic
al

 P
sy

ch
ol

og
is

t
34

5
5

15
6

18
5

15
18

53

N
ur

se
34

5
13

38
4

12
16

47
1

3

L
ic

en
se

d 
M

ar
ri

ag
e 

an
d 

Fa
m

ily
 T

he
ra

pi
st

 (
L

M
FT

)
16

2
0

0
8

50
2

13
6

38

R
eh

ab
ili

ta
tio

n 
C

ou
ns

el
or

9
1

2
22

1
11

3
33

3
33

C
le

rg
y

8
1

2
25

3
38

1
13

2
25

Ph
ys

ic
ia

n 
(M

D
/P

sy
ch

ia
tr

is
t)

7
1

1
14

0
0

4
57

2
29

Ph
ys

ic
ia

n'
s 

A
ss

is
ta

nt
2

<
1

0
0

1
50

1
50

0
0

Pr
ev

en
tio

n 
Sp

ec
ia

lis
t

2
<

1
0

0
1

50
0

0
1

50

O
th

er
43

6
2

5
17

40
4

9
20

47

N
O

T
E

S:
 V

al
ue

s 
ar

e 
nu

m
be

r 
an

d 
pe

rc
en

t, 
un

le
ss

 n
ot

ed
 o

th
er

w
is

e.
 P

er
ce

nt
ag

es
 a

re
 th

e 
ro

w
 p

er
ce

nt
.

Pe
rc

en
ta

ge
s 

m
ay

 n
ot

 a
dd

 to
 1

00
 d

ue
 to

 r
ou

nd
in

g 
(r

ou
nd

ed
 to

 n
ea

re
st

 w
ho

le
 n

um
be

r)
, a

nd
 w

er
e 

ca
lc

ul
at

ed
 e

xc
lu

di
ng

 m
is

si
ng

 v
al

ue
s 

(N
=

13
).

Subst Abus. Author manuscript; available in PMC 2012 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Rieckmann et al. Page 13

Ta
bl

e 
4

R
es

ul
ts

 o
f 

pr
op

or
tio

na
l o

dd
s 

m
od

el
s 

of
 w

or
kf

or
ce

 s
ur

ve
y 

re
sp

on
se

s

E
vi

de
nc

e-
ba

se
d 

pr
ac

ti
ce

 g
ui

de
lin

es
 a

re
us

ef
ul

 t
o 

m
pr

ov
e 

qu
al

it
y 

of
 c

ar
e.

E
vi

de
nc

e-
ba

se
d 

pr
ac

ti
ce

 g
ui

de
lin

es
pr

om
ot

e 
ov

er
-s

im
pl

if
ie

d 
‘c

oo
kb

oo
k’

ca
re

.

H
ow

 f
am

ili
ar

 a
re

 y
ou

 w
it

h 
th

e
A

m
er

ic
an

P
sy

ch
ia

tr
ic

 s
so

ci
at

io
n’

s
C

lin
ic

al
 P

ra
ct

ic
e 

G
ui

de
lin

es
 f

or
 th

e
T

re
at

m
en

t o
f 

P
at

ie
nt

s 
w

ith
 S

ub
st

an
ce

U
se

 D
is

or
de

rs
?

H
ow

 f
am

ili
ar

 a
re

 y
ou

 w
it

h 
th

e
A

m
er

ic
an

So
ci

et
y 

of
 A

dd
ic

tio
n 

M
ed

ic
in

e 
P

at
ie

nt
P

la
ce

m
en

t C
ri

te
ri

a?

In
de

pe
nd

en
t 

V
ar

ia
bl

es
C

ru
de

 O
R

(9
5%

 C
I)

A
dj

us
te

d 
O

R
(9

5%
 C

I)
 *

C
ru

de
 O

R
(9

5%
 C

I)
A

dj
us

te
d 

O
R

(9
5%

 C
I)

 *
C

ru
de

 O
R

(9
5%

 C
I)

A
dj

us
te

d 
O

R
(9

5%
 C

I)
 *

C
ru

de
 O

R
(9

5%
 C

I)
A

dj
us

te
d 

O
R

(9
5%

 C
I)

 *

Jo
b 

T
yp

e

   
  C

ou
ns

el
or

 c
1.

00
1.

00
1.

00
1.

00
1.

00
1.

00
1.

00
1.

00

   
  M

an
ag

er
/S

up
er

vi
so

r
2.

20
 (

1.
73

–2
.8

0)
1.

86
 (

1.
44

–2
.4

1)
0.

70
 (

0.
50

–0
.9

7)
 *

a
0.

54
 (

0.
42

–0
.7

0)
 *

a
1.

82
 (

1.
44

–2
.3

0)
1.

58
 (

1.
26

–2
.0

0)
1.

81
 (

1.
40

–2
.3

3)
 *

b
1.

83
 (

1.
44

–2
.3

3)

T
re

at
m

en
t m

od
al

ity

   
  L

T
 R

es
id

en
tia

l c
1.

00
--

 d
1.

00
--

 d
1.

00
--

 d
1.

00
1.

00

   
  D

et
ox

if
ic

at
io

n
1.

05
 (

0.
76

–1
.4

6)
--

0.
93

 (
0.

69
–1

.2
5)

--
1.

01
 (

0.
74

–1
.3

9)
--

1.
70

 (
1.

20
–2

.4
1)

 *
b

2.
02

 (
1.

42
–2

.8
8)

 *
b

   
  M

et
ha

do
ne

1.
10

 (
0.

84
–;

1.
44

)
--

0.
98

 (
0.

77
–1

.2
6)

--
1.

09
 (

0.
84

–1
.4

1)
--

0.
71

 (
0.

55
–0

.9
3)

 *
b

0.
56

 (
0.

40
–0

.7
8)

 *
b

   
  O

ut
pa

tie
nt

1.
36

 (
1.

08
–1

.7
2)

--
0.

75
 (

0.
61

–0
.9

3)
--

1.
16

 (
0.

92
–1

.4
5)

--
1.

26
 (

1.
00

–1
.6

0)
 *

b
1.

41
 (

1.
08

–1
.8

5)
 *

b

Pr
of

es
si

on
al

 L
ic

en
su

re

   
  N

o 
c

1.
00

1.
00

1.
00

1.
00

1.
00

--
 d

1.
00

1.
00

   
  Y

es
1.

87
 (

1.
45

–2
.4

2)
 *

a
1.

51
 (

1.
16

–1
.9

7)
 *

a
1.

03
 (

0.
79

–1
.3

3)
 *

a
0.

81
 (

0.
65

–0
.9

9)
 *

a
1.

18
 (

0.
97

–1
.4

3)
--

1.
56

 (
1.

27
–1

.9
1)

 *
b

1.
80

 (
1.

43
–2

.2
5)

 *
b

M
as

te
r’

s 
D

eg
re

e 
or

H
ig

he
r

   
  N

o 
c

1.
00

1.
00

1.
00

1.
00

1.
00

1.
00

1.
00

1.
00

   
  Y

es
2.

24
 (

1.
83

–2
.7

5)
2.

04
 (

1.
65

–2
.5

3)
1.

14
 (

0.
89

–1
.4

7)
 *

a
0.

55
 (

0.
45

–0
.6

8)
 *

a
1.

36
 (

1.
10

–1
.6

7)
 *

b
1.

95
 (

1.
46

–2
.6

2)
 *

b
1.

33
 (

1.
09

–1
.6

2)
 *

b
1.

19
 (

0.
98

–1
.4

5)

N
O

T
E

S:
 F

or
 a

ll 
od

ds
 r

at
io

s 
(O

R
s)

 w
ith

ou
t f

oo
tn

ot
es

, O
R

 is
 f

or
 th

e 
co

m
pa

ri
so

n 
of

 a
ny

 c
om

bi
na

tio
n 

of
 h

ig
he

r 
le

ve
ls

 o
f 

ag
re

em
en

t v
er

su
s 

lo
w

er
 le

ve
ls

 o
f 

ag
re

em
en

t f
or

 e
vi

de
nc

e-
ba

se
d 

pr
ac

tic
e 

gu
id

el
in

es
:

st
ro

ng
ly

 a
gr

ee
 v

s.
 a

gr
ee

, u
nd

ec
id

ed
, d

is
ag

re
e,

 s
tr

on
gl

y 
di

sa
gr

ee

st
ro

ng
ly

 a
gr

ee
, a

gr
ee

 v
s.

 u
nd

ec
id

ed
, d

is
ag

re
e,

 s
tr

on
gl

y 
di

sa
gr

ee

st
ro

ng
ly

 a
gr

ee
, a

gr
ee

, u
nd

ec
id

ed
 v

s.
 d

is
ag

re
e,

 s
tr

on
gl

y 
di

sa
gr

ee

st
ro

ng
ly

 a
gr

ee
, a

gr
ee

, u
nd

ec
id

ed
, d

is
ag

re
e,

 v
s.

 s
tr

on
gl

y 
di

sa
gr

ee
 (

th
is

 r
es

po
ns

e 
gr

ou
pi

ng
 n

ot
 v

al
id

 f
or

 o
pi

ni
on

 th
at

 g
ui

de
lin

es
 a

re
 u

se
fu

l t
o 

im
pr

ov
e 

qu
al

ity
 o

f 
ca

re
 d

ue
 to

 s
m

al
l s

am
pl

e 
si

ze
s 

fo
r 

th
e

st
ro

ng
ly

 d
is

ag
re

e 
re

sp
on

se
);

or
 f

or
 h

ig
he

r 
le

ve
ls

 o
f 

fa
m

ili
ar

ity
 v

er
su

s 
lo

w
er

 le
ve

ls
 o

f 
fa

m
ili

ar
ity

 w
ith

 s
ta

nd
ar

di
za

tio
ns

 o
f 

ca
re

:

Subst Abus. Author manuscript; available in PMC 2012 November 01.



$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text

Rieckmann et al. Page 14
ve

ry
 f

am
ili

ar
, s

om
ew

ha
t f

am
ili

ar
 v

s.
 n

ot
 a

t a
ll 

fa
m

ili
ar

ve
ry

 f
am

ili
ar

 v
s.

 s
om

ew
ha

t f
am

ili
ar

, n
ot

 a
t a

ll 
fa

m
ili

ar
.

* In
di

ca
te

s 
pa

rt
ia

l p
ro

po
rt

io
na

l o
dd

s 
m

od
el

 w
as

 u
se

d.

a O
R

s 
ar

e 
fo

r 
th

e 
co

m
pa

ri
so

n 
of

 s
tr

on
gl

y 
ag

re
e,

 a
gr

ee
, u

nd
ec

id
ed

, v
s.

 d
is

ag
re

e,
 s

tr
on

gl
y 

di
sa

gr
ee

.

b O
R

s 
ar

e 
fo

r 
th

e 
co

m
pa

ri
so

n 
of

 n
ot

 a
t a

ll 
fa

m
ili

ar
, s

om
ew

ha
t f

am
ili

ar
 v

s.
 v

er
y 

fa
m

ili
ar

.

c R
ef

er
en

ce
 c

at
eg

or
y.

d V
ar

ia
bl

e 
w

as
 n

ot
 s

el
ec

te
d 

in
to

 th
e 

m
ul

tiv
ar

ia
bl

e 
m

od
el

.

Subst Abus. Author manuscript; available in PMC 2012 November 01.


