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Abstract

Background—Research and health surveillance activities continue to document the substantial
disparities in the impacts of substance abuse on the health of American Indian and Alaska Native
(Al/AN) people. While Evidence-Based Treatments (EBTS) hold substantial promise for
improving treatment for AI/ANs with substance use problems (as they do for non-Al/ANSs),
anecdotal reports suggest that their use is limited. In this study, we examine the awareness of,
attitudes towards, and use of EBTSs in substance abuse treatment programs serving AI/AN
communities.

Methods—Data are drawn from the first national survey of tribal substance abuse treatment
programs. Clinicians or clinical administrators from 192 programs completed the survey.
Participants were queried about their awareness of, attitudes towards, and use of 9 psychosocial
and 3 medication EBTS.

Results—Cognitive Behavioral Therapy (82.2%), Motivational Interviewing (68.6%), and
Relapse Prevention Therapy (66.8%) were the most commonly implemented psychosocial EBTS;
medications for psychiatric comorbidity was the most commonly implemented medication
treatment (43.2%). Greater EBT knowledge and use were associated with both program (e.g.,
funding) and staff (e.g., educational attainment) characteristics. Only two of the commonly
implemented psychosocial EBTs (Motivational Interviewing and Relapse Prevention Therapy)
were endorsed as culturally appropriate by a majority of programs that had implemented them
(55.9% and 58.1%, respectively).
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Conclusions—EBT knowledge and use is higher in substance abuse treatment programs serving
AI/AN communities than has been previously estimated. However, many users of these EBTSs
continue to have concerns about their cultural appropriateness, which likely limits their further
dissemination.
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Indians; North American; Substance Abuse Treatment Centers; Diffusion of Innovation

1. INTRODUCTION

The dissemination and implementation of evidence-based treatments (EBTs) by substance
abuse treatment programs remains one of the greatest challenges we face in improving the
quality of such services (Institute of Medicine, 2006). In no part of American society is the
need for quality substance abuse services greater than in American Indian and Alaska Native
(AI/AN) communities, where the rates of substance use problems are higher than in the rest
of the United States and access to care remains limited (Beals et al., 2006, 2005; O'Connell
et al., 2005; Whitesell et al., 2012). While EBTs have the potential to improve substance
abuse treatment services for AI/ANSs, as they do for non-Al/AN populations, there have been
a number of concerns raised by experts in this area regarding efforts to increase EBT use
(Gone and Looking, 2011; Novins et al., 2011). These include longstanding concerns
regarding the cultural appropriateness of many EBTs as well as a lack of guidance on how to
adapt interventions for AlI/AN populations while maintaining their effectiveness (Novins et
al., 2011). Furthermore, the imposition of policy mandates by federal and state authorities to
use EBTSs in order to receive funding may inadvertently make them even more controversial
by placing their use in opposition to tribes’ continued efforts to maintain their sovereign
status (Novins et al., 2011). Despite these long-standing concerns, engagement with EBTs
(i.e., awareness, attitudes towards, and actual use) by substance abuse treatment programs
serving AlI/AN communities has not been studied systematically, leaving the above concerns
in the realm of expert opinion and limiting our ability to improve the process of
disseminating and implementing EBTs in programs serving AI/AN communities.

In contrast with research on substance abuse programs serving AI/AN communities, there is
a large and growing literature on the use of EBTS in substance abuse treatment programs
more generally, enough to support at least two systematic reviews (Garner, 2009; Walters et
al., 2005). Organizational factors associated with greater EBT engagement include larger
program size (Guerrero et al., 2013), organizations that are younger (Lundgren et al., 2012),
having better internet technology (Lundgren et al., 2011b), lower levels of organizational
stress (Lundgren et al., 2012), accepting private insurance (Guerrero et al., 2013), the use of
total quality management techniques (Fields and Roman, 2010), and supervisor expectations
regarding EBT use (Guerrero et al., 2013).

Similarly, workforce factors associated with greater EBT engagement include higher levels
of clinician education (Lundgren et al., 2011b) and clinical experience (Bride et al., 2010;
Ducharme et al., 2010), positive attitudes to science-based treatments (Bride et al., 2010) as
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well as training in (Bride et al., 2010) and experience with specific EBTs (Bride et al., 2010;
Lundgren et al., 2012).

There is also evidence of variation in the factors supporting the implementation of different
EBTSs, particularly between psychosocial and medication EBTs (Oliva et al., 2011). For
example, McGovern, Fox et al. (2004) reported that while clinicians who labeled themselves
as either using a 12-step model or cognitive behavioral model for treatment reported
comparable interests in psychosocial EBTs such as Relapse Prevention Therapy and
Motivational Interviewing, those therapists using a cognitive behavioral treatment model
were more open to using medication EBTs. Rieckmann et al. (2011) reported similar
findings regarding use of buprenorphine, with less emphasis on 12-step services and a
greater percentage of clients with opiate use disorders being associated with a greater
likelihood to offer buprenorphine treatment. Among the medication EBTs, Knudsen,
Abraham, and Roman’s (2011b) work suggests that use of medications for the treatment of
comorbid psychiatric conditions was more common than the use of medications for relapse
prevention. Organizational factors associated with use of medication EBTSs include access to
medical staff, for-profit institutional structure, larger program size, placement in a hospital
setting, accreditation, and greater access to trainings and to web-based materials), and
program participation in research (Abraham et al., 2009, 2013, 2011, 2010; Ducharme and
Roman, 2009; Knudsen et al., 2011a; Krull et al., 2011; Roman et al., 2011; Savage et al.,
2012).

Research also suggests that modifications to EBTSs are often made in substance abuse
treatment settings, but that these modifications vary substantially across settings (Lundgren
et al., 2011a). Furthermore, many programs that use EBTs do not provide training and
ongoing support for high quality implementation (Olmstead et al., 2012).

Drawing on data from the first national study of substance abuse treatment programs serving
AI/AN communities, the goal of this paper is to examine the depth of engagement with
EBTs in these programs.

2. METHODS

Data for these analyses come from the Centers for American Indian and Alaska Native
Health’s Evidence-Based Practices and Substance Abuse Treatment for Native Americans
project. This project focused on how substance abuse treatment programs serving AI/AN
communities use and perceive EBTs. An advisory board of administrators, service providers,
evaluators from the AI/AN substance abuse treatment community, and researchers with
expertise in Al/AN substance abuse treatment and dissemination research supports this
project.

This project consisted of three phases: 1) convening an advisory board to identify key issues
in the dissemination and implementation process and to develop study measures and
methods (Novins et al., 2011), 2) completion of qualitative case studies of 18 substance
abuse treatment programs serving AI/AN communities (Legha et al., 2014; Legha and
Novins, 2012; Moore et al., 2015), and 3) conducting a national survey of AI/AN substance
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abuse treatment programs to explore their use of EBTs (Novins et al., 2012). This paper
draws on the data collected during this final phase.

2.1. Participants and Study Procedures

As described in detail elsewhere (Novins et al., 2012), data collection was conducted using a
stratified sampling approach, dividing these programs into the following five strata: 1) the 20
largest AI/AN tribes, 2) urban Al/AN health clinics; 3) substance abuse services operated by
the AN Health Corporations; 4) other tribes (federally recognized minus the 20 largest); and
5) other local and regional programs (independent nonprofit or for profit).

Using existing tribal, organizational and substance abuse program listings, consultation with
Indian Health Service and state substance abuse treatment administrative staff, and the
analysis of publicly-available information on the Worldwide Web, we identified specific
treatment programs that had the potential to provide substance abuse services to AI/AN
communities. We then contacted each identified program and determined whether it
provided substance abuse treatment services to AI/AN communities. If the program
confirmed providing such services, we described the project and asked whether there was a
clinical administrator or other senior clinical staff whom we could ask to complete the
survey (Novins et al., 2012). Once this staff member was identified and agreed to participate
in the study, the staff member was given the choice of completing the survey online or over
the telephone. Only two participants chose the telephone interview. The others were emailed
a link to the survey for completion. Given the contingent question structure of the survey
(with more questions asked when respondents endorsed greater experience with specific
EBTS), completion time varied from 20-60 minutes. Once data collection was completed, all
identifying information was deleted from the project databases, rendering these data
anonymous. A total of 192 surveys were completed, yielding an overall participation rate of
63%, consistent with meta-analyses of participation rates in telephone and internet surveys
(Cook et al., 2000; Van Horn et al., 2009).

Key sample characteristics are summarized in the left-hand columns of Table 1. The
majority of programs were located in rural areas (74.0%) and were operated by a tribe or
tribal consortium (63.0%); only 24.5% were accredited. The average number of front-line
clinical staff was 5.6 with 83.3% reporting having at least one staff member who identified
as Al/AN. The majority of programs reported that they collected data on treatment outcomes
(64.2%) and consider EBTSs in their strategic planning (58.3%). Study procedures were
approved by the Colorado Multiple Institutional Review Board, who classified the study as
exempt; and the Oregon Health and Science University’s Institutional Review Board, who
classified the study as expedited. The Indian Health Service Institutional Review Board
classified the study as not human subjects research.

2.2. Measures

The survey was designed by the Advisory Board drawing on examples of other surveys of
substance abuse treatment programs, including the National Drug Abuse Treatment System
Survey (Andrews et al., 2014), the Comprehensive Community Mental Health Services for
Children and Their Families Program Evaluation (Center for Mental Health Services, 2005),
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the University of Georgia National Treatment Center Study (Knudsen et al., 2011b), and the
Assessment of the National Drug Abuse Treatment Clinical Trials Network Suvey (McCarty
et al., 2008) as well as the results of the qualitative interviews and focus groups conducted in
the second phase of the project. The survey consisted of 17 sections: background
information about the respondent and program, program workforce, assessment process,
quality improvement and training procedures, and individual sections for the 12 EBTs
described below. The survey may be accessed online at www.ucdenver.edu/caianh/ebp.

2.2.1. Dependent Variables: EBT Engagement—Our measures of EBT engagement
were drawn from the section of the survey which examined awareness of, attitudes towards,
and use of 9 psychosocial EBTs (Behavioral Couples Therapy, Cognitive Behavioral
Therapy, Community Reinforcement and Family Training, Contingency Management,
Matrix Model, Motivational Interviewing, Multisystemic Therapy, Relapse Prevention
Therapy, Twelve Step Facilitation) and 3 psychopharmacologic EBTs (Medications for
Comorbid Psychiatric Conditions, Medications for Relapse Prevention, Medications for
Withdrawal). A brief description was provided for each EBT, then participants were asked to
rate their program’s experience with that EBT on the following scale: 0= Unfamiliar with
the EBT; 1=not interested in the EBT; 2=considered the EBT, but “see many pros and cons”;
3=planning on using the EBT, but have not used it yet; 4=using the EBT, but not a
permanent part of the program; 5=made EBT a permanent part of the program; and 6=used
the EBT in the past, but don’t use it currently. In addition to examining responses to these
questions for each EBT individually, we created two summary scales of EBT engagement,
one averaging the participant’s responses to the 9 psychosocial EBTs (Psychosocial EBT
Engagement; Cronbach’s a=0.62); the other averaging responses to the 3
psychopharmacologic EBTs (Psychopharmacologic EBT Engagement (a=0.69).
Confirmatory Factor Analyses (CFASs) supported the two-scale structure for these variables
(see this manuscript’s supplementary materials for detailsl). For these scales (Psychosocial
and Medication EBT engagement) we combined the two highest levels of the scale (i.e.,
responses of 6 were recoded to 5).

2.2.2. Independent Variables—Potential Predictors of EBT Engagement were drawn
from the sections of the survey focused on program and staff characteristics, assessment and
evaluation procedures, and attitudes towards EBTs. These variables were originally chosen
by the project’s Advisory Board based on the literature regarding the dissemination and
implementation of EBTS to substance abuse treatment programs or identified as being
potentially important for programs serving AI/AN communities. Please see Table 1 and the
online supplement2 for further details regarding these variables.

2.2.3. EBT Implementation Follow-up Questions—Among participants that reported
implementing specific psychosocial EBTSs, we examined participant responses to two key
implementation questions, how the EBT is used in the program (following the manual
exactly, using the parts of the manual perceived as most helpful, rewriting the manual to
make it fit better with the program and/or more culturally appropriate, not using the manual

1Supplementary material can be found by accessing the online version of this paper at http://dx.doi.org and by entering doi:...
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but drawing on key concepts of the EBT), and its perceived cultural appropriateness (i.e.,
endorsing an asset of the EBT that it is culturally appropriate).

2.3. Analytic Plan

First we calculated percentages for the different levels of engagement for each of the EBTSs. ,
Next we developed two multiple regression models, one predicting the level of psychosocial
EBT engagement and another predicting the level of psychopharmacologic EBT
engagement. We selected variables for the multiple regressions that had univariate
associations with the engagement scale scores with p<0.25 (Hosmer et al., 2013). Then, we
used backward elimination to remove variables from both models until all remaining
variables were either themselves significant at p<0.05 or belonged to a set of variables in
which at least one was significant. Because of the multiple comparisons involved in
conducting the initial univariate analyses, we discuss only differences significant at the level
of p<0.01; for the multivariate analyses we discuss associations significant at the p<0.05
level (Sokal and Rohlf, 1969; Weiss, 1999). Finally, we calculated the percentage of
programs utilizing the different methods of implementation and the percentage that endorsed
specific EBTSs as culturally appropriate. We restricted these final analyses to those EBTs
where at least 20% of the sample reported implementation to assure an adequate sample
size.

3. RESULTS
3.1. EBT Engagement

3.1.1. Psychosocial Treatments—Levels of engagement with the 9 psychosocial
treatments queried in the survey are summarized in the top of Table 2. Among the 5 most
commonly implemented psychosocial treatments, Matrix Model had the highest proportion
of implementers (i.e., programs scoring =4 on the engagement scale for that EBT) to report
that they had not committed to permanent use of the intervention (32.9% compared to an
average of 26.0% for all 5 of these treatments) and the highest proportion who reported
discontinuing its use (17.3% compared to an average of 5.8%). Overall, 95.8% of programs
reported implementing at least one of these nine psychosocial treatments, but the average
score on the global psychosocial treatment scale was 2.2, reflecting that four of these
treatments were unfamiliar to most programs (Contingency Management, Behavioral
Couples Therapy, Community Reinforcement and Family Training, and Multisystemic
Therapy).

3.1.2. Medication Treatments—Levels of engagement with the 3 medication treatments
queried in the survey are summarized in the bottom of Table 2. Just 54.2% of the programs
reported implementing at least one of these three medication treatments, reflecting the
considerable unfamiliarity with these treatments and either a lack of interest or ambivalence
(i.e., seeing pros and cons) in use of medications for relapse prevention (39.7%) and
withdrawal (41.1%).
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3.2. Factors Associated with EBT Engagement

Twelve of 37 variables had crude (univariate) associations with engagement with
psychosocial treatments (Table 1 middle columns); 6 in the final multivariate model (Table
3). In the final multivariate model, engagement with the psychosocial EBTs was associated
with receiving direct IHS funding for services, greater mean years of staff education, having
staff that are certified addiction counselors, requiring clinical use of EBTS, considering
EBTSs in strategic planning, and higher scores on the EBPAS Openness Scale. Five of 37
variables had crude (univariate) associations with EBT engagement for medication
treatments (Table 1); 4 in the final multivariate model (Table 3). In the final multivariate
model, engagement with medication EBTs was associated with receiving Medicaid or fee
for service reimbursements, serving adolescents,

3.3. Implementation Strategies and Perceived Cultural Appropriateness

Implementation strategies for the five psychosocial EBTs that were most commonly used by
these programs are summarized in Table 4. Following the manual exactly was the third most
common strategy utilized across these EBTS, ranging from 7.8% (Relapse Prevention
Therapy) to 27.1% (Matrix). Among the programs that had implemented the five most
commonly utilized psychosocial treatments, only Relapse Prevention Therapy and
Motivational Interviewing were noted to be culturally appropriate by the majority of
programs.

4. DISCUSSION

Given the controversy that has surrounded efforts to increase the use of EBTSs in substance
abuse treatment programs serving AI/AN communities (Gone and Looking, 2011; Novins et
al., 2011), the fact that the use of at least one psychosocial EBT was almost universal in
these programs is an unexpected finding. This may reflect the extensive efforts at the policy
level to encourage and support EBT exploration and implementation for substance abuse
treatment programs more generally (Addiction Technology Transfer Center Network, 2014;
Oregon Health Authority, 2015; Rieckmann et al., 2009; Substance Abuse and Mental
Health Services Administration, 2015a, b) as well as efforts focused specifically on
programs serving AI/AN communities (Addiction Technology Transfer Center Network,
2014; Oregon Health Authority, 2015). Certainly awareness and use of EBTSs in these
programs is far broader than suggested by thought leaders working in this area. However,
consistent with these expert assessments, these results also suggest that depth of engagement
is quite shallow. For example, that actual implementation of psychosocial treatments was
concentrated in four EBTs (Cognitive Behavioral Therapy, Motivational Interviewing,
Relapse Prevention Therapy, Twelve-Step Facilitation) while another four EBTs were
unfamiliar to the majority of respondents (Contingency Management, Behavioral Couples
Therapy, Community Reinforcement and Family Training, Multisystemic Therapy) suggests
that programs serving AI/AN programs are only accessing a limited subset of psychosocial
EBTs. The breadth of dissemination efforts should be examined to clarify how we can
enhance these programs’ awareness of a broader array of treatments and their potential roles
in service provision. This is particularly critical as the passive diffusion process within the
AI/AN substance abuse treatment community is likely to reinforce the use of those EBTs
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that are well known among this network of programs and providers, making it difficult for
other psychosocial treatments to garner the attention they deserve (Greenhalgh et al., 2004).
That the majority of actual users of three of the five most commonly implemented EBTSs did
not rate them as culturally appropriate further underscores the need for better guidance on
how to implement these treatments in culturally appropriate ways, including guidance on
acceptable approaches to adaptation of treatment manuals. That most of the commonly
utilized psychosocial EBTSs are not typically implemented with fidelity is consistent with
studies of substance abuse treatment programs serving non-Al/AN communities (Friedmann
et al., 2007; Riley et al., 2008), but also underscores the need to develop new ways to
support the implementation of these EBTs (Martino, 2010). Models of implementation that
emphasize adapting interventions to fit better with program resources and client and
community needs may be particularly useful in addressing these issues (Aarons et al., 2012).

In contrast, access to medication treatments is far from universal, especially since the
medication EBTSs focus on distinct therapeutic indications (far more distinct than the
psychosocial EBTs, which have considerable overlap with one another in terms of their
therapeutic targets). Use of medications for relapse prevention and withdrawal is particularly
uncommon, a problem that has been described in substance abuse treatment programs more
broadly (Knudsen et al., 2011b). Further exploration of these data will be needed to
determine how much of this is due to lack of infrastructure, limited awareness and
knowledge, and conflicts with overall treatment philosophy (Knudsen et al., 2011a).

EBT Engagement was found to increase with the occurrence of particular factors, similar to
EBT implementation in studies of US substance abuse programs more broadly. For
psychosocial EBTS, having base funding available to support services (direct funding from
the Indian Health Service, Tribe, or from federal block grants) suggests that financial
support not tied to specific grants or fee for service expectations provides greater flexibility
to explore/implement these EBTs (Greenhalgh et al., 2004; Institute of Medicine, 2006).
That engagement with the medication EBTs was higher among programs receiving
Medicaid or fee for service funding is likely due to the importance of having the fiscal
infrastructure to bill in a fee-for-service manner to support these services. Interestingly, we
were unable to identify a relationship between grant funding and EBT engagement, a factor
that had been hypothesized to be a key impetus towards EBT use in these programs (Novins
et al., 2011), suggesting that factors other than grant funding are driving EBT use in these
programs. That higher staff education was associated with greater engagement in both
classes of EBTS, and that engagement with psychosocial EBTSs in particular was higher
when at least some staff were certified addiction counselors, underscores the importance of
solid educational and training backgrounds for exploring and implementing EBTs. Similarly,
that administrative procedures (program requirement to use EBTSs, considering EBTs in
strategic planning) and attitudes (openness to new treatment approaches) were associated
with greater psychosocial EBT engagement show the importance of administrative support
and organizational culture in facilitating the exploration and use of EBTSs.

It was interesting that presence of staff in recovery from alcoholism was positively
associated with the level of medication EBT engagement. This covariation seems to run
counter to the findings from more general studies of US programs (McGovern et al., 2004;
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Oliva et al., 2011). Because the 12-step movement in tribal communities developed in
unique ways that involved the blending of 12-step philosophies with AI/AN traditional
beliefs, perhaps there has been less of an emphasis on avoiding medications than in
mainstream 12-step programs (Novins et al., 2011).

Several key limitations of this study should be noted. First, this study relied on the reports of
program staff members. While this is a standard approach for studies such as this one
(Knudsen et al., 2011a), it does raise the risk of inflation of the rates of EBT engagement as
this may have been viewed by participants as socially desirable (Manuel et al., 2011).
However, given the low rates of reported engagement for many of the EBTs we queried and
the low rates of reported implementation with fidelity to treatment manuals, it does not
appear that social desirability had a pervasive impact on survey responses. Second, the focus
on program-level engagement of EBTs means we were unable to examine the individual
clinician-level factors that may be particularly important for EBT implementation. Third, the
cross sectional non-experimental nature of these data mean that while we can identify
factors associated with EBT engagement, we can describe neither the temporal process of
exploration and implementation nor what factors advance this process. Fourth, by combining
EBTSs into two groups, psychosocial and medication treatments, the regression analyses
conducted here focus on global indicators of EBT engagement. While this approach is
informative, it is likely that programs often consider EBTs on a case by case basis. Further
analyses regarding the implementation of specific EBTs will help elucidate these more
targeted aspects of implementation. Finally, the participation rate in this survey was 63%.
While this participation rate is consistent with other surveys using comparable
methodologies (Cook et al., 2000; Van Horn et al., 2009), and is impressive given the long-
standing reluctance of AI/AN communities to participate in research (Burhansstipanov et al.,
2005; Novins et al., 2012), it still raises the risk of unmeasured bias in the programs that
participated in the study versus those that did not. In particular it is possible that programs
that have not implemented EBTs may have been less likely to participate in the survey,
resulting in an overestimation of EBT engagement. However, the substantial variation in key
program characteristics and in the rates of engagement with EBTs suggests that we
successfully recruited a heterogeneous group of substance abuse treatment programs.

This first national study of substance abuse treatment programs serving AI/AN communities
suggests that the degree of engagement with both psychosocial and medication EBTS is
considerably greater than anecdotal analyses have suggested. However, this engagement is
with a relatively limited number of EBTs that are often implemented without strong fidelity.
Given this, along with the low endorsement of these EBTSs as culturally appropriate,
considerable additional work is needed to make the benefits of these treatments more
available to AI/ANs with substance use problems.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights

e We examined evidence-based treatment (EBT) use in tribal substance abuse
treatment.

*  96% of programs implemented a psychosocial treatment; 54% a medication
treatment.

e  Greater EBT engagement was associated with program characteristics (e.g.,
funding) and staff characteristics (e.g., educational attainment).

Drug Alcohol Depend. Author manuscript; available in PMC 2017 April O1.



Page 15

Novins et al.

sonsLIsloRIRYD RIS
x €0 950 210 820 b9t T'SS Wa)sAS PJ02aJ Y3[eay 1U0LI3|3 Ue sey WelBold
Juswiean Hcm_ucac_
080 ST 70 20 0T TC aAISUaIUI pabieuew-A|[eo1paW ‘Al [9A87 NVSY
1€0 100-  9T0 v00- 88T 86T Juaueas) Juanedul/[enuapIsal ‘|1 [9AT INVSY
uonezifeidsoy
520 200 <10 1p0 ve  6've [enJednuaiiedino saisualul ‘|| A8 INVSY
€70 110 20 010 Szz 168 JUBLUIEaI] JUBIRdING | [8AST] INVSY
520 900 €10 I€0- SY'E 99 uonUaAIAUI AL1ed ‘G’ 98T INYSY

rPep1noid a1ed 4o sjane

€0 990 LT0 6T0- 29¢ V8 SJU3IS3|0pE SANISS

9¢'0 L€°0 Y10 100 oTe Sve paupalooe welbold
«7C0 10 210 £2°0 ve 1S9 301AJ3S 10} 33} 10 PIROIPAN
€20 €€0 4] €20 €9€  9'6E (uonepunoy areAld 10 YSHINVS) SluelD
20 T00°0 €10 €20 LS €S 10BJ1U0D 8£9 10 YSHH
520 10«0 eg0  ere 999 [equ Jo ‘JuelB 3o0q ‘oedwod geg 10841

Nmc_uc:n_
T€0 2e0- 91’0 0T'0- €T'e 09¢ Juspuadapul
S¢'0 10°0- €10 9T'0 19 0719 |eJ9pa} 10 SHI
6€0 8T'0— 120 €10 9TC 66 WwNI}Josuod [eqil
8¢0 yo- ST°0 €0°0- 09¢ TES leqii

NESmoa 10 adAL

620 €0 ST°0 10 ¢8¢ €18 uoEI0| [eqH} B 18 patedo] st weibold

9¢'0 700 10 1000 LT 0vL [edn si uoneso| wesboid

sonsugloRIRyD Weaboid

3s S| EN) 3| IS ueaw/%
s1g3

S1.g3 uonesIpaN [e190s0YdAsd sonsLIaloRIRYD

yumuswabebug  yum juswsebebug a|dwes

1uswabebug Juswieal] paseg-a2uspIAg YIIM SUOIRIJ0SSY (31eLIRAIUN) apnID pue sonsliaoeley) ajdwes

T alqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Drug Alcohol Depend. Author manuscript; available in PMC 2017 April O1.



Page 16

Novins et al.

€20 cT0- AN 6T0 65 90V Anfenb ayy suiurexs Joyenens apisino sey welboid
€20 200 XC10 0£°0 16 279 SALL02IN0 JUSLLEA] UO BJEp S199](02 WelBoid
papinoid
20 LT'0 Z1°0 62°0 e 859 $30IAISS JO SSBUBAINDAYA Salen|ens welbo.d
ae1ul 1e abueyd
120 650 L7T0 70 ' G2 10} UOITBAIIOW S,JUB1| SSSSe 0] POylsW |ewio
eI R
92'0 20~ ¥10 12°0 90€ 99 3SNQEe 30UBISONS S,JUBI[D JO JUBLUSSASSE PaINIONAIS
uonen[eAs weabold pue JUsWSSassY [eaIulD
620 950 LS10 170 87 €18 Juawianbai uoreanps BuINURUOd sey weibold
€20 €0 ZcTo ¥1°0 0S'€ 08¢ suonisod yess [eaul]d uado sey weiboid
2c0 120 ZcTo 6T0 19°€ 919 44e1S [BO1UI1D Ure)R) pue 1INIdal 0) s3]66nus weiboid
€e0 80°0- 8T0 9T'0 19°€ 98¢ %085 ueyl alow
€0 (040] LT0 (44} 69°€ 8¥ %0S5-T
v v v v 69'¢c L9T auou
AN BYSE|Y
10 UBIPU| UBDLIBWY 3.8 Tey) IS [e91Ul]0 JO 1usdlad
9€'0 09'0 6T°0 6€0 9€'e  L'6C %08S ueyl alow
€e0 080 LT0 €0 09t T€S %0S-T
v v v v §§C¢ 9T auou
WSI|OYoo[e woy AIBn0oal Ul JyeIs
8€°0 60 «080 0 gse zew 909 Ueu} a10uw
«880 gor 080 190  o09e vov %05-T
v v v v 0ce vot auou
$10]35UN0J UONIIPPE PBIIILISD e Jey) JEIS
€00 000 200 T00- 920 99§ welboud ur JuswAoldwsa o sieak abelony
« 200 oz0 700 L00 o vot uo1eONpS 4Je)s 40 sieak abelsny
800  gzo K700 €10 0T0 T€ el [eatunfd Buowe sauldiosip Jo JaqunN
100 200 %00  zoo S50 9G 1115 [B21UI}O BUI| JUOJJ JO JaQWINN
3S d 3S d 3S uesw/%
s1d3

s 93 uonedIps [e190S0Y2Asd

yum juswabe

bug  yum uswabebug

sonsLIsRIRYD
a)dwes

Author Manuscript

Author Manuscript Author Manuscript

Author Manuscript

Drug Alcohol Depend. Author manuscript; available in PMC 2017 April O1.



Page 17

Novins et al.

9[e3S S8PNINY S8d110RId paseq-8duspINI=Svddd
dnoub aoualayai=y
10'sd
*
JUBWIeal | paseg-aduapIAg=193

10143 plepueis=3S

S3]gRLIBA SNONUIIUOJ IO} UeaW ‘Sa|qelIeA [edliofered 1oy aosad=uea|n /o,

"asuodsal auo Uey) alow asiopua 03 paniwiad atem sjuedionied se gOT UeY) aJow 0} wns sabejuadiad

Drug Alcohol Depend. Author manuscript; available in PMC 2017 April O1.

I
"$310N
9T°0 AN 800 .00 G600 ST a1easgng aousbianQ Sdg3
ST'0 910  «800  ogo 200 €2 8|easqns sseuuado Svdg3
. Buruueld a1ba1ens
zz°0 650  «C¥0  gyo 19T €85 Ul PaI3pISUOD BIE SJUBLLJEaI | Pased-aouapIAT
$901AI8S aA0udwi djay pINom JuawIea)
G50 2L0 0€'0 AN 8y'T  L'S6 Jenaied e ul Wadxa ue yum Bupjiom sansijag
] S)usWIeal | paseq
£2°0 g0 X100 epo 85t 8'Ey ~80UBPIAT 33N 0} JyEIS [e1UID sauInbal WweiBoud
€20 900 210 1T°0 Ve G9E S)UaWILal | paseg-a0uspIAg asn 01 ainssald s34
SepNUNY pue soualiadx3 Juswiesl| paseg-souspiAg
) uonenfens
v20 1€°0 «E10 Ge0 or's  97IE wiesBoud 4o yoseasal e Ui peyedionted sey weiboid
S80IAISS JO
EN d 3s d 3S uesw/%
s193
193 uonesIpa [e190S0YoAsd sonsLIgloRIRyD
yum juswebebuy  yum juswabebug a)dwes

Author Manuscript Author Manuscript Author Manuscript Author Manuscript



Page 18

Novins et al.

0¢ T¢C A sBuyey Juswyes | UoedIdN |1V
81 81 L'€e 9T €41 89 9¢C 86T €G¢ 9¢e |EMBIPYNAA 10} SPIIN
871 x4 0'8¢ Te vot S'6 8'g 6vc 8V §'9¢ uonuanald asde|ay 10} SpIN
[axé §'¢ [4°14 §0 €6 V'L L'€ L A 4 6°LE Aupigiowod Joy spaiN

Sjuswilesld] uolledlpsiN

1z zz 8% sBulTey JULIES L [e10s0UASd |1
1 yo L€ TT 91 T T 6L 8% 518 Adesay L o1waisAsmin
€T 90 ¢S 50 T3 97 6L v 8% 008 Ajites 9 JUAWBRIOJISY a_c:cmug_m_usk
v g0 €L §0 97 Ty v 9T TE £69 Adesay 1 sajdno? [eloineyeg
81 ¥T 6.1 Tz 56 £9 g5 L€l vl £'55 JuawaBeueyy Aouabunuod
61 vz 0l v9 g8l zet v, T6T 90T 652 3POIN XLITEIN
12 0E  O%S ze  oT 6 €y L0T 0L Tve voneN|ioeS deis-snjemL
LT e 899 9T LSy 6T 06 SO0T 9% TTT BUIMBIAIBIU [EUOIEAIIOIN
61 9 989 TT  97S 60T gy v9  zt 0T Adeiay | uonuanaid asdefoy
€1 v s 9T 195 Tve e 68 TT Ty Adesay L [eloineyeg sAmuBod

SJUBWIRaIL [e190S0YdASd

sbuey  Buney ¢ 2 Buney 9 g v € 14 1 0
10asS  UBSN YA IUSIR

1sed  asn jusuewdad  Buisnuo  suod  ul
ul jusuewWIad 10U fuluueld pue  palsauslul 10N
pasn g buisn soiad  J0N
EES
sbuirey anndiiosaq sbuiey mey

3SM 1uswWieal] JO SjaAeT uasayl@ BuineH siuedionied Jo sabejuadiad

¢ dlqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Drug Alcohol Depend. Author manuscript; available in PMC 2017 April O1.



Novins et al. Page 19

Table 3
Adjusted (Multivariate) Associations with Evidence-Based Treatment Engagement from Final Regression
Models

Engagement with  Engagement with
Psychosocial EBT  Medication EBTs

1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

B SE B SE
Program Characteristics
Funding
Direct, 638 compact, block grant, or tribal 0.32 013% 0.13 0.26
HRSA or 638 contract 0.17 0.12 -0.28 0.25
Grants (SAMHSA or private foundation) 0.11 0.11 0.33 0.23
Medicaid or fee for service 0.03 0.12 0.61 0.24%
Serves adolescents 061 030"
Staff Characteristics
Average years of staff education 0.07 0.03% 0.22 0.08%
Staff in recovery from alcoholism
none A -A
1-50% 077 (33*
more than 50% 0.80 039"
Staff that are certified addiction counselors
none A -A
1-50% 041  qg19*
more than 50% 0.48 0.20%
Evidence-Based Treatment Experience and Attitudes
Program requires clinical staff to use Evidence-Based Treatments ~ 0.23 011%
Evidence-Based Treatments are considered in strategic planning 0.32 011%
EBPAS Openness Scale 0.22 0077
Variance Explained by Final Regression Models (R?) 0.27 0.17

Notes.

EBT=Evidence-Based Treatment

*

p<.05

A=reference group
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