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Demands for administrative ac-
tivity in substance abuse
treatment organizations stem

from a variety of sources, reflecting
the fragmented and complex financ-
ing environment in this sector (1–3).
Treatment organizations may be in-
volved in initial and ongoing accredi-

tation and licensing processes. Many
treatment providers must deal with
increasing demands to document
care processes and conduct preautho-
rizations, ongoing utilization review,
and follow-up reviews for managed
care clients (4–7). Some treatment
providers must manage the complex

requirements of various external
funding sources—for example, state
governments and private agencies
such as United Way. In recent years,
the relatively simple activities of hir-
ing staff and billing for services have
become more complex as a result of a
larger number of federal employment
requirements, patient information
privacy concerns covered in the
Health Insurance Portability and Ac-
countability Act (HIPAA), and the
greater sophistication of provider,
payer, and government information
systems. In sum, substance abuse
treatment providers must manage the
“hassle factor” of providing treatment
services.

At the same time, substance abuse
treatment organizations are facing in-
creasing pressures to operate as effi-
ciently as possible. There is a growing
emphasis on outcome measurement
and cost reduction as treatment or-
ganizations must survive with fewer
available resources and negotiate
with managed care firms, state gov-
ernments, and other agencies (2,4–6).
Treatment providers must do more
with less and document their efforts
to do so to myriad external and inter-
nal stakeholders. These parallel
trends raise issues about whether and
how administrative burden affects
providers’ ability to deliver substance
abuse treatment services in an effi-
cient and productive manner.

The purpose of our research was to
examine whether and how adminis-
trative burden is associated with orga-
nizational efficiency and productivity
in outpatient substance abuse treat-
ment organizations. We expected that
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administrative burden would have a
direct, negative relationship with effi-
ciency in regard to operational ex-
penses. As treatment providers expe-
rience greater administrative de-
mands, they incur greater expenses,
such as overhead, information tech-
nology, professional fees for consult-
ants, and other operating expenses to
provide the same volume of service.  

Administrative burden may also be
systematically linked to the efficiency
of the human resource component of
the organization. The need for inten-
sive face-to-face therapy sessions and
the relative “low-tech” nature of sub-
stance abuse treatment means that
salaries are typically the largest ex-
pense category in this sector. Organi-
zations must hire additional staff to
meet increasing administrative re-
quirements, including clerical and
management workers and informa-
tion systems experts. In addition,
units may need to hire additional
treatment staff if such staff must
meet administrative demands in ad-
dition to providing therapy for
clients. Thus we expected that a
greater administrative burden would
result in the need for additional
salary expenses to deliver the same
volume of therapy to clients. 

In many substance abuse treatment
organizations, highly trained and
well-educated treatment staff may be
called upon to manage some portion
of administrative requirements.
Overall, this approach reduces the
productivity of outpatient substance
abuse treatment provider organiza-
tions, because it means that fewer
treatment sessions are provided for
each available unit of staff. We there-
fore expected that administrative bur-
den would have a direct, negative re-
lationship with the number of treat-
ment sessions provided by each full-
time-equivalent (FTE) staff member
in this sector. 

We examined these relationships
between administrative burden, effi-
ciency, and productivity in a large na-
tional sample of outpatient substance
abuse treatment providers, control-
ling for potential alternative explana-
tions, including managed care activi-
ty, accreditation status, organization
size, staff mix, ownership, affiliation,
and client mix.

Methods
We used data from two nationally
representative samples of outpatient
substance abuse treatment units that
were surveyed in 1995 and 2000 as
part of the National Drug Abuse
Treatment System Survey (NDATSS).
The NDATSS is a longitudinal study
of outpatient substance treatment
units conducted by the University of
Michigan’s Institute for Social Re-
search (ISR). In the NDATSS, an
outpatient substance abuse treatment
unit is formally defined as a physical
facility with resources dedicated pri-
marily (more than 50 percent) to
treating persons with substance abuse
problems on a nonresidential basis.

The details of the sampling method
and procedures of the NDATSS have
been described previously (8,9).
Briefly, the NDATSS uses a mixed
panel design, which combines ele-
ments from panel and cross-sectional
designs. Units are selected for partic-
ipation from a sampling frame of the
most complete list of the nation’s out-
patient substance abuse treatment
units, compiled by ISR (8,9). In both
1995 and 2000, each participating or-
ganization was assigned a weight that
accounted for probability of entry
into the study and for nonresponse
(8,9). The weights were applied to the
two waves to make the data national-
ly representative. 

The NDATSS is a telephone survey
of the administrative director and
clinical supervisor at each outpatient
substance abuse treatment unit. Di-
rectors provided information about
the unit’s control status, environment,
finances, parent organizations, and
managed care arrangements. Clinical
supervisors provided information
about staff, clients, treatment prac-
tices, and services provided.

After screening and nonresponse,
618 organizations completed inter-
views in 1995 and 745 in 2000, for re-
sponse rates of 88 percent and 89
percent, respectively. Several steps
were followed to produce reliable
and valid telephone survey data, in-
cluding elaborate interviewer train-
ing, two pretests, extensive checks
for consistency within and between
sections of the survey instrument,
and, when necessary, recontacting of
respondents (10).  

Measures
Operating efficiency, measured by
operating expenses per therapy hour,
reflects the nonsalary expenses per
therapy hour provided by the unit.
Such expenses include overhead,
rent, supplies, professional fees, and
other expenses. Therapy hours reflect
the total number of hours of individ-
ual, group, and family therapy provid-
ed by the unit during the most recent
complete fiscal year. Higher values of
operating expenses per therapy hour
suggest lower levels of operating effi-
ciency. Salary efficiency, measured by
salary and wage expenses per therapy
hour, reflects the total staff salary and
wages per therapy hours provided by
the unit. Salary and wages are report-
ed for all types of employees of the
unit—for example, full-time and part-
time. Therapy hours are the total
number of hours of individual, group,
and family therapy provided by the
unit during the most recent complete
fiscal year. Higher values of salary and
wage expenses per therapy hour sug-
gest lower salary efficiency.

Productivity, measured by treat-
ment sessions per FTE, is a ratio of
the total number of substance abuse
treatment sessions to the total of the
unit’s FTE staff. Therapy sessions in-
clude individual, group, and family
modalities. FTEs are calculated on
the basis of the total number of hours
worked by all employees divided by
40 hours per week. The unit director
provided the information for the
three dependent variables. Higher
values of treatment sessions per FTE
suggest higher levels of productivity.

The independent variables in our
analyses included number of adminis-
trative hours, number of clerical
hours, percentage of clients enrolled
in managed care programs, number
of years of experience with managed
care, whether the organization was
accredited by the Joint Commission
on Accreditation of Healthcare Orga-
nizations (JCAHO), organizational
size, percentage of professional staff
(those with a master’s degree, a
Ph.D., or an M.D.), whether the or-
ganization was affiliated with a hospi-
tal or a mental health center, owner-
ship (private for-profit, private not-
for-profit, or public), methadone sta-
tus, percentage of clients who were
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unemployed, and percentage of
clients with dual diagnoses.  

Analytic strategy
We used the generalized estimating
equations (GEE) method of Zeger
and Liang (11) to examine the rela-
tionships of interest, test for changes
over time, and account for within-
unit correlation over time. An impor-
tant feature of the GEE method is
that parameter estimates have the
same interpretation as parameters es-
timated with generalized linear mod-
els for cross-sectional data. Also, the
GEE method does not require the
correct specification of the within-
unit correlation matrix. Longitudinal
studies such as these have the advan-
tage that each unit essentially serves
as its own control (12).

Three dependent variables were
considered: operating expenses per
therapy hour, salary and wages per
therapy hour, and number of treat-
ment sessions per treatment staff
member. The 1995 variables for oper-
ating expenses per therapy hour and
salary and wages per therapy hour
were adjusted to the 1999–2000 data
by using the consumer price index to
account for inflation. Because of the
skewed nature of the dependent vari-
ables, a logarithm transformation of
each one was taken. 

Two models were fitted for each
dependent variable. The base model
included the two predictors of ad-
ministrative burden and covariates
representing potential alternative ex-
planations of the relationship be-
tween administrative burden and ef-
ficiency. In addition, we included a
variable representing time (2000
compared with 1995).

In the interaction model, we en-
tered interaction terms representing
the joint effects of each administra-
tive burden variable with each control
variable and the joint effects of time
and each administrative burden vari-
able. Only interaction terms that
were significant were included in the
final interaction model.

Results
Descriptive results
Means and standard deviations for
each study variable are shown in
Table 1; bivariate correlations be-

tween variables are shown in Table 2.
Our weighted and adjusted national
sample data showed that, on average,
to produce one hour of substance
abuse treatment therapy, outpatient
substance abuse treatment organiza-
tions incurred about $60 of nonsalary
operating expenses and about $124 in
salaries and wages. (These amounts
reflect the mean across both peri-
ods—1995 and 2000—adjusted to
1999 dollars). For each FTE in the
organization (including all treatment
and support staff), approximately
eight treatment sessions were deliv-
ered each week. The average weekly
administrative burden consisted of
about 71 hours of administrative work
and almost 87 hours of clerical work.

More detailed information on ad-
ministrative burden is presented in
Table 3. Weighted data are presented
for each period (1995 and 2000) and
for several organizational categories.
Our national data suggest that the av-
erage number of administrative hours
and the average number of clerical
hours increased between 1995 and
2000, the largest increase being for
clerical hours (from 81 in 1995 to 92
in 2000). We found variation in the

level of administrative burden experi-
enced by units in different categories
of control status, affiliation, accredita-
tion, and size. For example, private
not-for-profit units reported the low-
est average number of administrative
hours (around 40) and clerical hours
(around 53). Furthermore, these or-
ganizations experienced no growth in
administrative burden over the study
period. By contrast, private for-profit
and public units reported greater av-
erage administrative burden and
large increases—especially for the
number of clerical hours per week—
between 1995 and 2000. 

Freestanding units and units affiliat-
ed with mental health centers report-
ed less administrative burden than
their hospital-affiliated and other affil-
iated counterparts. In addition, both
mental health center–affiliated and
freestanding units showed decreasing
trends in the number of administrative
and clerical hours from 1995 to 2000.
Hospital-affiliated units reported the
highest levels of burden in 1995, and
other affiliated units reported signifi-
cantly more clerical hours in 2000.

Units with managed care activity re-
ported, on average, more administra-
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Characteristics of outpatient substance abuse treatment organizations that partic-
ipated in a study of administrative burdena

Variable Mean SD

Operating expenses per therapy hour ($) 60.1 108.6
Salary and wages per therapy hour ($) 124.1 251.3
Treatment sessions per FTEb 8 7.5
Administrative hours 70.7 91.5
Clerical hours 87 109.2
Clients from HMOc (%) 12.4 24.3
Years of managed care 2.2 3.7
JCAHOd accreditede .23 .42
Number of clients 572.4 858.5
Professional staff (%) 50.3 20.6
Hospital affiliatede .15 .35
Mental health center affiliatede .23 .42
Other affiliatede .33 .47
Private for-profite .53 .49
Private not-for-profite .18 .38
Methadone statuse .15 .36
Unemployed clients (%) 39.5 27.1
Clients with dual diagnosis (%) 31.6 25.0

a Weighted data; pooled N=1,362 
b Full-time equivalent
c Health maintenance organization
d Joint Commission on Accreditation of Healthcare Organizations
e Dichotomous (yes or no) variables. Means represent the percentage of units for which “yes” is

true—for example, 15 percent of all units were affiliated with hospitals.



tive and clerical hours than units that
did not participate in managed care.
Similarly, units that were accredited by
JCAHO experienced greater adminis-
trative burden than those that were
not accredited. Although units in-
volved in managed care experienced
little growth in burden over the study
period, the average number of clerical
hours increased for accredited units
between 1995 and 2000 (from 98
hours to 107 hours).

As expected, larger units reported a
greater administrative burden than
smaller units. Furthermore, the
smallest organizations experienced
slight decreases in the average num-
ber of administrative and clerical
hours over the study period.

Regression results
Administrative burden. Parameter
estimates and standard errors from

the regression models are presented
in Table 4. For ease of discussion, ex-
ponentiated coefficients are provided
in the text.

Overall, after controlling for vari-
ous organizational characteristics, we
found support for our prediction that
administrative burden would have
negative relationships with organiza-
tional efficiency and productivity.
However, differences in the pattern
of findings were noted for different
types of administrative burden (ad-
ministrative versus clerical) and for
different types of organizational per-
formance. Specifically, there was
some evidence that the number of ad-
ministrative hours had a positive rela-
tionship with operating expenses per
therapy hour, a negative relationship
with treatment sessions per FTE (co-
efficient of .998, p<.001), and no rela-
tionship with salary efficiency. Thus a

greater number of administrative
hours was associated with lower oper-
ating efficiency but higher productiv-
ity. The relationship between the
number of administrative hours and
productivity was more pronounced in
2000 than in 1995. By contrast, the
number of clerical hours had a posi-
tive relationship with salary and
wages per therapy hour (1.001,
p<.05), a negative relationship with
treatment sessions per FTE (.999,
p<.001), and no relationship with op-
erating expenses per therapy hour.
That is, a larger number of clerical
hours was associated with lower salary
efficiency and productivity.  

Control variables. We found evi-
dence of systematic relationships
among our organizational control
variables and the efficiency and pro-
ductivity of outpatient substance
abuse treatment units. For example,
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Correlation matrix of characteristics of outpatient substance abuse treatment organizations that participated in a study of ad-
ministrative burdena

Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 

1. Operating expenses
per therapy hour($) 1.00

2. Salary and wages 
per therapy hour($) .68∗∗ 1.00

3. Treatment sessions 
per FTEb –.15∗∗ –.11∗ 1.00

4. Administrative hours .17∗ .17∗∗ –.02∗∗1.00
5. Clerical hours .14∗ .16∗∗–.14∗∗ .67∗∗ 1.00
6. Clients from 

HMOc (%) .01 .02 –.07∗ –.01 .01 1.00
7. Years of managed

care –.03 –.01 .02 .03 .06 .36∗∗1.00
8. JCAHOd accreditede .05 .08∗∗–.01 .09∗∗ .07∗ .20∗∗ .14∗∗ 1.00
9. Number of clients .02 .03 .06 .24∗∗ .32∗∗ .02 .12∗∗ .05 1.00

10. Professional staff (%) .01 –.05 .02 –.03 .02 .10∗∗ .09∗ .06∗ .02 1.00
11. Hospital affiliatede .02 .10∗∗–.02 .04 .03 .22∗∗ .14∗∗ .62∗∗ .01 .06∗ 1.00
12. Mental health  

center affiliatede .04 .02 –.01 –.02 –.01 –.12∗ –.07∗ –.02 .02 .05 –.20∗∗ 1.00
13. Other affiliatede .04 –.02 .02 .01 .03 –.04 .02 –.22∗∗ .02 –.04 –.32∗∗ –.35∗∗ 1.00
14. Private for-profite –.08∗∗ –.07∗ –.03 –.14∗∗ –.14∗∗ .19∗∗ .05 –.13∗∗ –.09∗∗ .04 –.11∗∗ –.20∗∗ –.06∗ 1.00
15. Private not-for-

profite .04 .01 .03 .07 .05 –.04∗ .06 .08∗∗ .04 –.06∗ .08∗∗ –.06∗ .06∗ –.59∗∗1.00
16. Methadone statuse .14∗∗ .15∗∗ .07∗ .28∗∗ .29∗∗–.16∗∗–.12∗∗ .05 .07∗∗ –.07∗ .07∗∗ –.05 .05 .01 –.10∗∗1.00
17. Unemployed 

clients (%) .08∗∗ .08∗∗ .03 .16∗∗ .12∗∗–.20∗∗–.13∗∗ –.04 .03 –.13∗∗ –.03 .07∗ .08∗∗ –.31∗∗ .17∗∗ .18∗∗ 1.00
18. Clients with dual

diagnosis (%) .03 .05 .04 .08∗∗ .04 .09 .03∗∗ .06∗ .03 .15∗∗ .04 .09∗∗ –.08∗∗ –.01 .01 .05 .17∗∗

a Weighted data; pooled N=1,362 
b Full-time equivalent
c Health maintenance organization
d Joint Commission on Accreditation of Healthcare Organizations
e Dichotomous (yes or no) variables

∗p<.05
∗∗p<.01



although no relationship was ob-
served between managed care pene-
tration and any measure of efficiency
or productivity, the number of years
of managed care experience had a sig-
nificant, positive relationship with op-
erating expenses per therapy hour
(coefficient of 1.031, p<.05). Thus
greater experience with managed
care was associated with lower oper-
ating efficiency in this sector.

Overall, the results were mixed re-
garding the relationship between or-
ganizational size and efficiency and
productivity. On one hand, we saw a
positive relationship between organi-
zational size (number of clients) and
operating expenses per therapy hour
(coefficient of 1.084, p<.05). Thus
larger units were less efficient in
terms of operating expenses. At the
same time, larger organizations may
get more sessions from each FTE, as
evidenced by a large and positive re-
lationship with productivity (1.79,
p<.001).

Significant, positive effects were
noted for methadone treatment sta-
tus and operating expenses per thera-
py hour (coefficient of 1.710, p<.01),

salary and wages per therapy hour
(1.533, p<.001), and treatment ses-
sions per FTE (1.464, p<.001). Thus
methadone units were less efficient—
in terms of both operations and salary
expenses—but more productive than
units that did not provide methadone
treatment.

Differences were observed in the
relationship of various affiliation cate-
gories and the three measures of or-
ganizational performance. Specifical-
ly, compared with freestanding units,
hospital-affiliated units and units af-
filiated with other types of organiza-
tions had greater salary expenses per
therapy hour (coefficients of 1.502,
p<.01 and 1.219, p<.05, respectively),
whereas mental health center–affili-
ated units had greater operating ex-
penses per therapy hour (1.536,
p<.05). That is, both hospital-affiliat-
ed and mental health center–affiliat-
ed units were less efficient on at least
one dimension than freestanding
units.

We found that, compared with
public units, private not-for-profit
and private for-profit units had lower
salary expenses per therapy hour (co-

efficients of .783, p<.01 and .638,
p<.001, respectively). Thus private
units experienced greater salary effi-
ciency than public units. We found no
evidence of relationships between
client-mix variables and efficiency
and productivity in our sample.

Discussion and conclusions
Four main themes emerged from our
analysis. First, although administra-
tive and clerical functions are a nec-
essary aspect of any business, when
“the hassle factor” becomes too great,
it threatens the performance and via-
bility of treatment organizations. Our
research is the first of its kind to com-
prehensively examine the size of and
trends in administrative burden in the
outpatient substance abuse treatment
system. To the extent that treatment
organizations cannot absorb in-
creased administrative activities into
their ongoing operations, they may
need to cut programs, restrict access
to existing programs, or reconsider
participation in various funding pro-
grams, including public and private
managed care plans. Similarly, when
paperwork, telephone contact, and
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Administrative burden in a national sample of outpatient substance abuse treatment providers in 1995 and 2000 (weighted
data)

Number of administrative hours Number of clerical hours
Number 

1995 2000 1995 2000 of units

Variable Mean SD Mean SD Mean SD Mean SD 1995 2000

All units 68.3 85.8 72.9 96.7 80.9 96.0 92.3 119.8 601 696
Control status

Private for-profit 41.7 60.0 42.6 66.5 52.6 70.0 53.1 65.5 80 163
Private not-for-profit 75.7 95.8 83.7 109.5 86.1 105.4 97.7 126.5 372 396
Public 69.4 77.5 72.8 83.2 86.8 90.0 107.4 128.6 144 136

Managed care
Yes 75.6 93.3 80.7 85.1 99.2 111.6 99.0 112.2 230 293
No 64.4 81.3 63.9 96.8 71.3 85.3 85.1 119.6 371 373

Unit affiliation
Freestanding 66.6 93.1 64.0 86.0 77.0 95.4 72.4 100.6 155 225
Hospital 85.5 104.6 91.0 133.0 99.3 115.6 102.0 135.2 110 88
Mental health center 62.4 74.8 53.1 79.8 83.1 93.4 69.8 81.6 136 107
Other 62.4 76.0 81.4 94.6 73.0 78.1 116.1 138.3 190 267

JCAHOa accreditation
Yes 87.9 110.0 91.4 127.8 98.4 120.9 107.4 131.1 143 159
No 62.9 77.2 66.0 83.4 76.3 87.8 88.0 115.9 453 516

Unit size
Less than 238 clients 39.0 43.4 36.1 46.8 47.1 52.3 43.9 58.8 200 233
239 to 548 clients 69.2 79.1 73.7 85.7 84.6 92.4 83.8 106.2 208 229
More than 549 clients 105.5 114.9 114.2 126.7 121.6 124.1 155.2 152.7 195 229

a Joint Commission on Accreditation of Healthcare Organizations



billing issues become too great, only
the most dedicated providers and the
most motivated patients will see them
through. Thus an unintended conse-
quence of various oversight activities
in the substance abuse treatment sec-
tor could be that treatment units offer
fewer programs and, ultimately, few-
er clients are served.  

Second, we uncovered different re-
lationships for various types of bur-
den and different types of organiza-
tional performance. These findings
have implications for managing treat-
ment organizations and setting over-
sight policies. Treatment unit direc-
tors may need to evaluate more close-
ly the administrative requirements
that are more complex and require
management attention (or example,
interpreting the staff requirements of
a managed care contract and hiring
the appropriate mix of professional
staff to meet those requirements)

from those that involve only docu-
mentation and clerical functions (for
example, providing evidence of
staffing compliance to the managed
care firm). There may be creative, in-
novative, and nontraditional solutions
for dealing with these different types
of activities. For example, outside
specialty business firms may be more
effective and efficient at the billing
process. Professional consultation
may be needed for the initial design
and implementation of appropriate
documentation and information sys-
tem flows, and existing staff may need
to be cross-trained. The strategic,
proactive management of administra-
tive components may be an important
part of ongoing and effective leader-
ship in substance abuse treatment or-
ganizations. Furthermore, managing
complex and onerous administrative
issues may be difficult for clinician-
managers who may take on manage-

ment roles with little formal manage-
ment training or education.

As public and private insurance
firms and government agencies estab-
lish oversight policies and require-
ments, the administrative burden for
providers should be considered at
multiple levels. Important questions
should be raised: What types of over-
sight functions can be automated by
using information technology? What
activities are not vital for treatment
planning or staff credentialing? Can
treatment organizations be reevalu-
ated less frequently for accredita-
tion, licensure, or managed care par-
ticipation? Are there systems of
oversight that involve fewer adminis-
trative hassles for providers? As best
practices are established in today’s
environment, consideration must be
given to their potential effects on or-
ganizational efficiency and produc-
tivity. Although efficiency and pro-
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Effect of administrative burden on efficiency and productivity of outpatient substance abuse treatment organizations, 1995
to 2000a

Operating efficiency Salary efficiency Productivity (log treatment sessions per 
(log operating ex- (log salary wages full-time equivalent) (N=1,003)
penses per therapy per therapy
hour) (N=972) hour) (N=984) Base Interaction

Variable Estimate SE Estimate SE Estimate SE Estimate SE

Number of administrative hours .0016 .0008 .0002 .0005 –.0018∗∗∗ .0005 –.0013∗ .0006
Number of clerical hours .0008 .0010 .0008∗ .0004 –.0015∗∗∗ .0003 –.0014∗∗∗ .0003
Percentage of clients from 

an HMOb .0047 .0036 .0013 .0020 –.0017 .0013 –.0018 .0013
Number of years of managed care .0301∗ .0141 .0004 .0110 .0021 .0073 .0011 .0071
JCAHOc accredited (yes=1) –.2199 .2529 .1403 .1112 –.0843 .0771 –.0831 .0770
Number of clients (log) .0414 .0685 .0810∗ .0328 .1660∗∗∗ .0298 .1644∗∗∗ .0298
Percentage of professional staff –.0159 .0284 –.0027 .0144 –.0048 .0112 –.0010 .0115
Hospital affiliationc –.0400 .3456 .4066∗∗ .1462 .0075 .1066 .0095 .1066
Mental health center affiliationc .4293∗ .1914 .1320 .1101 .0293 .0875 .0284 .0872
Other affiliationd .2553 .1696 .1979∗ .0901 .0379 .0699 .0483 .0695
Private for-profite –.0435 .2666 –.4496∗∗∗ .1322 –.0292 .1014 –.0376 .1014
Private not-for-profite .0760 .1825 –.2445∗∗ .0928 .0693 .0825 .0690 .0816
Methadone status (yes=1) .5363∗∗ .1657 .4275∗∗∗ .0944 .3808∗∗∗ .0730 .3814∗∗∗ .0728
Percentage of unemployed clients .0018 .0027 .0018 .0014 .0017 .0011 .0017 .0011
Percentage of dual diagnosis

clients –.0025 .0033 .0001 .0015 .0009 .0013 .0009 .0013
Time (2000 compared with 1995) .2179 .1438 .2187∗∗∗ .0639 .3420∗∗∗ .0489 .4414∗∗∗ .0651
Time × administrative hours –.0013∗ .0006

a From generalized estimating equation regression models
b Health maintenance organization
c Joint Commission on Accreditation of Healthcare Organizations
d “Freestanding” is the referent group.
e “Public” is the referent group.

∗p<.05
∗∗p<.01

∗∗∗p<.001



ductivity may be far less important
aspects of organizational perform-
ance than treatment quality, effec-
tiveness, and the long-term out-
comes of care, the “hassle factor” as-
sociated with treatment provision is
typically “unfunded” or is expected
to be provided “in kind” in most for-
mal and informal programs and con-
tractual relationships.

Finally, we have provided some ev-
idence that as treatment organiza-
tions face administrative burden,
they may be shifting resources away
from the provision of care to dealing
with administrative requirements. To
the extent that treatment staff spend
less time actually providing services
to clients, or if treatment organiza-
tions are unable to simultaneously
manage treatment and administra-
tive functions, administrative burden
may directly affect treatment quality
and outcomes. In addition, there may
be other, negative implications for
treatment organizations and treat-
ment staff. Recent studies have
shown treatment professionals’ frus-
tration in dealing with the many re-
quirements of managed care and the
potential detrimental effects on
treatment processes (13–15). If treat-
ment professionals become dissatis-
fied working in an environment char-
acterized by more administrative
burden, they may leave the sector,
choose not to participate in various
public and private programs (16), or
make similar exit decisions. Retain-
ing highly trained, well-qualified
treatment professionals is a key chal-
lenge for treatment organizations
and may become even more difficult
if current trends in administrative
burden continue. 

The “hassle factor” associated with
providing substance abuse treatment
services has many potential implica-
tions. Our study has provided evi-
dence of the overall extent of admin-
istrative burden in the outpatient
substance abuse treatment sector
and the variety of ways in which ad-
ministrative burden is associated
with poorer organizational perform-
ance in substance abuse treatment
organizations. ♦
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♦♦ Special section: Blood-borne 
illnesses among mentally ill persons

♦♦ Health plan options at Fortune
100 companies

♦♦ Aging families of adults with 
mental illness


