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 Using the 2009 National Survey of Substance Abuse Treatment Services (N-SSATS), this 

paper uses logistic regressions to explore the effect of facility ownership on a facility’s show of 

altruism.  Facility’s show of altruism is operationalized as a facility offering free treatment to all 

its clients, free treatment to some of its clients, or a facility offering a sliding fee scale to its 

client base in order to absorb some of the cost of treatment based on a potential client's income. 

Region, receipt of public funds, and religious affiliation are added as covariates in order to gauge 

whether the potential relationship between facility ownership and a facility’s show of altruism is 

genuine. Results indicate that private, for-profit ownership status of a facility is associated with a 

lower likelihood that a substance-abuse treatment facility would engage in altruistic behavior. 

However, receipt of public funds acts as a mediating variable, in that, its inclusion raises the 

likelihood that a private, for-profit facility would engage in shows of altruism. Furthermore, it 

appears that religious-affiliation increases the likelihood that a facility would display altruism by 

providing free treatment, to some of its clients, or to all, but less likely to display altruism by 

employing a sliding fee scale.  Overall, inclusion of region, receipt of public funds, and religious 

affiliation all produce statistically significant results, along with facility ownership. This suggests 

that there are a variety of variables, apart from facility ownership alone, that might be influential 

over a facility's show of altruism. 
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INTRODUCTION 

 America's medical system may be summed up as a “medical industrial complex.” This is, 

essentially, a business empire comprised of a myriad of components, including the health 

insurance industry, mental health care facilities, the pharmaceutical industry, and managed care 

organizations (Estes, Carrol L., Alford, Robert, R. Binney, Elizabeth, et al. ,2001; and, Geyman, 

2003).  All these components, throughout the evolution of the “medical industrial complex,” may 

be deemed as having fundamentally changed American health care, by way of fragmenting it into 

what it is today-that is, a variety of separate, yet interdependent, “enterprises” that function 

complexly as parts of the whole “medical-industrial complex.”   

 Embedded within “the system,” amongst a variety of topics of interesting study, is the 

trichotomy between the for-profit, not-for-profit, and government run health care facilities. 

Given the commercial mindset that pervades American health care, it is unsurprising that 

ownership underlies this trichotomy.  In addition, ownership may be deemed as what 

differentiates the organizational structure of different health care facilities, with organizational 

structure within this context referring to, whether the facility is privately owned, and for-profit  

or not-for-profit1, or whether the facility is government-owned. Since ownership is an aspect that 

may be deemed as defining a structural organization of a facility, and the facility's corresponding 

function, exploring the differences between the three facility ownership types seems important, 

and it is, very generally stated, the aim of this project. 

 Mental health care, including substance-abuse treatment, is one sector of health care in 

which facilities span across the three ownership categories, and data specific to substance-abuse 

                                                 
1 Throughout this paper, not-for-profit may also be referred to as non-profit.  Also, even though it may or may not 

be specified as being part of the private sector, it ought to be assumed that not-for-profit/non-profit is always a 
private facility.  Likewise, the for-profit, although also part of the private sector, is not necessarily specified as 
such in every single mention throughout this paper. 
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and substance-abuse facility ownership seems plentiful.  Considering this, this project intends to 

explore differences between the private, for-profit, private, non-for-profit, and government-

owned, substance abuse centers.  Specifically, this project seeks to explore altruistic behavior 

between differently owned substance-abuse facilities, with the altruistic behavior posited in 

contrast to what is presumed to be the prevalent and pervasive mindset of commercialism 

characteristic of American health care system. 

 Preceding the actual analysis, as a component of this paper, is a literature review section 

subdivided into three components. The first component expounds upon the health care sector in 

the United States.  Given the fact that the comparison of the private, non-for-profit, private, for-

profit, and government-owned substance-abuse centers is inextricably tied to the health care 

sector in the United States, a brief discussion of the health care sector, as a preliminary 

discussion, seems relevant and is included first.  The aim, in this, is to establish the health care 

system in America as the background from which to frame the discussion of the private, non-for-

profit, private, for-profit, and government-owned substance-abuse center trichotomy. The second 

section of the literature review briefly compares and contrasts the private, not-for-profit, private, 

for-profit and government sectors. The discussion explores some of the fundamental differences 

in health care and social service facilities based on ownership status, and even though the 

discussion is not specific to substance-abuse facilities, the focus on ownership is deemed relevant 

background information for an analysis of the differences in substance-abuse centers based on 

their ownership status.  These first two sections of the literature review, focusing first on the 

health care sector and its commercialization, then delineating the description of the different 

kinds of health care facilities based on ownership status, establish a platform for narrowing the 

focus to substance-abuse facilities and their ownership status in the last section of the entire 
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literature review. 

 The final section of the literature review introduces substance-abuse as a public health 

problem. Relevant statistics are included to contextualize substance-abuse as a health care issue. 

With this done, literature regarding differences in substance-abuse centers according to 

ownership status of the facility, are also included. The intent of this last section of the literature 

review is to provide a brief background about substance abuse, but also position substance-abuse 

within the conceptual framework, of the private, for-profit, private, not-for-profit, and 

government-run comparison, that is driving this paper. 

 After the literature review, the methods section puts forth a research agenda.  The 

findings are then presented.  The discussion section then reiterates the findings of the project in a 

less technical, more accessible manner, as well as includes the limitations of the project.  Finally, 

the conclusion concludes. With the specific focus on altruistic behavior amongst different kinds 

of substance-abuse facilities, according to ownership, this project intends to invite further study 

regarding substance-abuse facilities based on ownership, as well as study of other mental health 

settings for the sake of generalizing the results presented herein.
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 LITERATURE REVIEW 

 Historical Overview of the American Health Care System's Transition from a Not-for-

Profit Sector to a Commercial One 

 In its entirety, the present-day, America's health care industry, may be defined as a multi-

billion dollar industry.  It consists of many parts, including that of medical care professionals (e. 

g. doctors from a variety of specialties, nurses, technicians from a variety of specialties, etc.), 

treatments centers, insurance companies, pharmaceutical industry in its entirety, “hospital supply 

and equipment companies, real estate and construction businesses, health care systems, 

consulting and accounting firms, banks” (Estes, Harrington, and Pellow, 2001, p. 166), mental 

health facilities, hemodialysis, and home care agencies (Geyman, 2003).  Taken together, in all 

its auxiliary parts as noted above, the American health care system comprises what is called the 

medical industrial complex (Estes, Harrington, and Pellow, 2001).  Described herein, in this first 

component of the literature review, is the progression of the American health care system, with 

origins as a not-for-profit sector, to the profit-driven one of today. 

In regards to this medical-industrial complex that has overtaken the America's health care 

system,  Estes, Alford, Binney, et al. (2001) offers some useful terms to thoroughly describe it. 

Specifically, they introduce the terms of “medicalization,” “commodification,” “privatization” 

and “rationalization. “ Even though Estes, Alford, Binney, et al. (2001) apply these terms 

specifically within the context of social policy for the elderly and as characteristic of the 

medical-industrial complex, specifically with respect to the elderly population, these terms are 

also applicable in regards to the American health care system in general, as well as other specific 

populations, including the substance-abuse population of particular interest in this project, and 

this particular population’s treatment.  Now, although these terms may seem self-explanatory, 
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they are defined as the following. 

According to Estes, Alford, Binney, et al. (2001), “medicalization” constructs an 

“ailment” out of a body's natural response to life's course or the environment; “commodification” 

construes health care as something to be bought; “privatization” constructs health as a 

commodity that is privatized, and not available to all, but only to the select few who are able to 

pay for it; and lastly, “rationalization” specifies the rationing of health care in order to conserve 

costs, regardless of what the need for health care may be.  Taken together, these terms, as Estes, 

Alford, Binney, et al. (2001) use them, are all aspects of the medical industrial complex that puts 

at the forefront the free market principles and corporate interests before those of the peoples.   

“Corporate medicine,” as characteristic of the medical-industrial complex, forces a “degree of 

[unnecessary] rationalization on the practice of medicine,” by way of, “consolidation of medical 

industries,” and further encouraging the growth of for-profit care” at the expense of medicine 

that is operating with an altruistic, social-service type of mindset (Estes, Wallace, Linkins, and 

Binney, 2001, p. 50). In sum then, as the medical-industrial complex prevails in defining 

America's health care system, it may be put forth as a plausible culprit for the undue stress 

burden related to health care that businesses, individuals, and the government experience to an 

extent that is producing an overall strenuous and costly, and hence, unfavorable, economic 

impact on our economic system in its entirety (Estes, Harrington, and Pellow, 2001, p. 184).    

 Surprisingly though, what is described above as the current state of American health care 

system, is actually a far distant deviation from the origins of American health care. American 

health care system, in all its auxiliary parts, originated as a not-for-profit. For example, its origins 

may be traced to its first hospital, the Pennsylvania Hospital, which was originally established in 

1751, as a non-for-profit hospital, and to this very day, the hospital retains its non-for-profit 
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status (Alliance for Advancing Nonprofit Health Care, n. d., p. 2). 

The first health care insurance scheme was also originally nonprofit. It was established in 

1929 at Baylor Medical University in Dallas, TX.  Its purpose was altruistic. It was established 

for the sake of offsetting some of the health care costs accrued by teachers by subsidizing these 

health care costs.  During times of economic straits, as the insurance scheme originated during 

the Great Depression, this health insurance scheme proved to be extremely helpful for the 

teachers. The success of this health insurance plan spurred on the establishment of others 

throughout the United States, most of which took the form of prepaid hospitalization plans, all of 

which remained non-for-profit at this early stage of the health insurance industry growth in 

America.  During this early stage of health insurance growth in American, the American Medical 

Association maintained oversight over the health insurance industry, in part, to ensure that it 

remained true to its altruistic principles and remained not-for-profit (Austin and Hungerford, 

2009, p. 3).  Eventually the Blue Cross Blue Shield health insurance scheme, originating out of 

Minneapolis, MN became the most popular health insurance plan (Austin and Hungerford, 

2009). 

Eventually, the health insurance scheme first instituted by the Baylor Medical University 

in Dallas and the popularity of the non-profit Blue Cross Blue Shield insurance scheme, created a 

market opportunity for commercial health insurers as competitors within the health insurance 

industry market and specifically within the context of a free market system (Austin and 

Hungerford, 2009, p. 5).  In this way, the growth of hospital-affiliated and non-profit health 

insurance plans inadvertently spawned the growth of commercial health insurance carriers. When 

the commercial health insurers entered the market, they did so as competitors, and the most 

popular health insurance scheme, the Blue Cross Blue Shield plan, was their biggest competition 
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upon this initial proliferation of the health insurance industry (p. 5). Intensifying the competition 

between health insurance companies, and thereby fueling the competitive market catering to 

commercialism with respect to health insurance, was the fact that employers were able to receive 

a tax advantages from the government by subsidizing their employee's health insurance plans, 

and at times, even providing their employees a variety of health insurance choices to choose 

from (p. 5). In a way then, this tax-subsidy may be regarded as a form of government subsidy in 

favor of commercial health insurance and thus, encouraging the profit driven mindset that begun 

to gradually infiltrate the health insurance industry, as a single aspect of America's health care 

(Estes, Wallace, Linkins, and Binney, 2001). In sum, this description of the transformation of the 

health insurance industry is a single example demonstrating how commercial ideology seeped 

into the American health care sector and radically changed American health care, from a sector 

that initially, began as not-for-profit to the commercial sector that it is today. 

This evolution in American health care, as exemplified by the growth of the health 

insurance industry discussed above, ran parallel to the changing nature of not-for-profits. The 

beginning of the change in the non-profit sector may be dated back to the 1960s. Estes, Alford, 

Binney, et al. (2001) frame this change within the context of a developing medical industrial 

complex, which, might also be appropriately seen within the context of the “corporatization” of 

medicine (Geyman, 2003).  The “corporatization” of medicine, here, may be summed up as 

implying a profit-driven motive of health care industry organizations as is evidenced by 

consolidation, say of health care insurance companies or hospitals, and their function as profit-

driven entities that further the agenda of “commercialization” and “privatization” of medicine, as 

described by Estes, Alford, Binney, et al. (2001). 

Specifically in regards to privatization in medicine, its origins may be dated back to the 
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1960s.  Beginning in the 1960s and lasting throughout the 1990s, political influence leaned in 

favor of  converting public facilities to private, for-profit and private, not-for-profit facilities 

(Estes, Harrington, and Pellow, 2001, p. 171), a change that might otherwise be summed up as 

“privatization” (Estes, Harrington, and Pellow, 2001).  Such conversion, from government-run 

and owned, to private, whether it is, for-profit, or not-for-profit, is inherent, for example, in the 

Omnibus Reconciliation Acts of 1980 and 1981. This particular example, that is, the Omnibus 

Reconciliation Acts of 1980 and 1981, overhauled the federal budget (Estes, Alford, and Egan, 

2001, p. 63). The intent of the acts, with respect to the health care sector, was to encourage 

privatization of health care facilities and social organizations that were in any way relevant to 

health care.  Ultimately, the acts effectively relaxed the market regulation for health care 

facilities, “stimulate[d] privatization and competition,” for the sake of reducing the size of the 

government, and overall, effectively relaxed market regulation with respect to health care 

facilities.  (Estes, Alford, and Egan, 2001, p. 63). 

In “relaxing” market regulation, the Omnibus Reconciliation Acts, in a way, steepened 

the competition between the two newly created private sectors, for-profit and not-for-profit, 

within the health care industry, such that the two sectors could effectively compete against each 

other.  The increased competition was in part due to the overall growth of the private sector.  In 

other words, the competition between private, not-for-profit and private, for-profit, health care 

and social service sectors in any way affiliated with the health care sector increased because 

there was an overall increase in the number of private sector facilities. Concurrent with the 

growth of the private sector arising out of the Omnibus Reconciliation Acts, there was an overall 

decrease in government-owned health care and social service agencies.   

However, the government did retain a role in the market economy with respect to the 
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health care sector, only the role became much more indirect. The government role was instead 

expressed in the subsidization of private sectors by way of federal subsidy, subsidy that, by 

nature of market competition in which both the private sectors were involved since the Omnibus 

Reconciliation Acts, required that private facilities, for-profit and not-for-profit, compete against 

each other in securing federal subsidy granted by the government, as well as government 

contracts (Estes, Alford, and Egan, 2001, p. 63; and, Estes, Harrington, and Perrow, 2001, p. 

179). Inevitably, the keenness in competition between privately-owned health care organizations, 

both for-profit and not-for-profit, “pushed” out of the market some organizations that were not 

effectively competing within a market-based framework.  This growth of the private sector of 

health care facilities is one specific example of what Estes, Alford, Binney, et al. (2001) refers to 

as “privatization.” At the same time, it also points to the increase in the fragmentation of health 

care services within the context of the medical industrial complex (Estes, Alford, Binney, et al., 

2001) and medical corporatization (Geyman, 2003).   

The health care system, “privatized” and “fragmented” as it became since the Omnibus 

Reconciliation Acts, might be considered an “improvement” because “privatization” and 

“fragmentation”-when deemed as “compartmentalization”- has the potential to enhance 

accountability of facilities endowed with providing a service for a particular group, even 

perhaps, useful in enhancing the efficiency of how the service is provided.  At the same time, 

however, it seems worthwhile to consider that the “pushing” out of the market some facilities 

may only reflect facility's lack of abilities to compete in a competitive market, and this is not 

necessarily reflective of a facility's ability to help individuals as a health care or social service 

organization. Yet, what Estes, Alford, Binney, et al. (2001) refers to as “privatization” of the not-

for-profits may be regarded as a move in which a facility's ability to perform as a competitor 
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within the free market context became synonymous with the facility's ability to serve its client-

base. 

While the description of the Omnibus Reconciliation Acts of 1980s and 1981, and its 

effect on health care, may be seen as having stifled the powers of the not-for-profit sector, the 

Istook Amendment Resolution also furthered the emerging presence of the private sector, and the 

growing advantage of its’ for-profit component, since the Omnibus Reconciliation Acts (Estes, 

Alford, and Egan, 2001, p. 65).  According to Estes, Alford, and Egan (2001), the Istook 

Amendment may be summarized as an amendment that barred nonprofits from employing 

federal monies for advocacy, even if the advocacy fell under the category of education.  In doing 

this, the Amendment further diminished the influence of the nonprofits. 

Despite the growing competition in the private sector of the health industry, the 

government's indirect impact on the health care industry and the health industry's not-for-profit 

sector, was exemplified in the government's allotment of tax exemptions granted to the not-for-

profit organizations, an exemption not granted to the private, for-profit organizations. Many 

thought this tax exemption an unfair advantage and argued against it. This argument is one 

reason why Congress, in 1994, eliminated the tax exemption for the Blue Cross Blue Shield 

medical insurance scheme.  In doing so, it produced an adverse effect, albeit a temporary one, on 

the health insurance company. Specifically, without the tax exemption, Blue Cross Blue Shield 

faltered in the keen competition amidst health insurance companies and in order to sustain itself, 

it converted to a for-profit health insurance provider organization, shortly after Congress 

withdrew the tax exemption to it, based on its not-for-profit status. This conversion is a single 

event that marked the growing likeness between for-profit and non-for-profit health 

organizations (Andrew and Hungerford, 2009, pp.  8-9).   



 

11 

In tandem with the commercialization of health care via its various sectors (e. g. health 

insurance industry), and the growing likeness between the private, for-profit and private, not-for-

profit health care sectors, the costs of health care continued to rise. Eventually, in the 1990s, this 

increase in cost rose to a level that was alarming, especially given the fact that the continually 

rising health care costs were disproportionate to the rate of inflation.  Hence, controlling health 

care expenditure became a legitimate concern in the 1990s.   

This concern was addressed by way of a “frenzy of mergers and acquisitions” amongst 

hospitals and health insurance industries, thereby feeding the “desires for cost cutting and 

restructuring, “(Estes, Harrington, Pellow, 2001, p. 173). Remnants of these mergers are today 

evident in the fact that health insurance companies (Austin and Hungerford, 2009, p. 22) 

comprise one of the largest sectors, apart from the hospital industry, of America's health care 

(Estes, Harrington, and Pellow, 2001, pp. 168-170).   

 While these mergers were a form of indirect address towards reducing health care 

spending, a more direct approach is exemplified by the emergence of two new types of health 

insurance in the health insurance industry (Bodenheimer and Grumbach, 2009). This included 

the preferred provider organizations (PPOs) and health maintenance organizations (HMOs).  As 

their name implies, the PPOs are health insurance plans that restrict its enrollees to visit a 

“preferred provider” health care professional, for which the health insurance company, has pre-

determined, reduced fee contract. Contrarily, the HMOs are health insurance plans that promote 

health maintenance, rather than use. Thus, one of the most important functions of HMOs is to 

ration health care, such that, for example, under HMO coverage, one would need to obtain a 

physician referral before seeing a specialist, with the primary care physician being employed as a 

“gate-keeper” to more costly services. Overall, the creation of the PPO and the HMO, and their 
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integration into the health care system in America, was meant to control America's spiraling 

health care costs (Bodenheimer and Grumbach, 2009), but whether or not they have been 

effective is questionable, especially given the fact that health care costs continued to escalate 

after the emergence of PPOs and HMOs and are still rising today.   

 Credited with contributing to the increase in health care costs is the pharmaceutical 

industry, worth mentioning very briefly here.  The pharmaceutical industry is a very large and 

influential sector of the medical industrial complex. Perhaps that is why, in regards to the 

pharmaceutical industry, free market principles are upheld to the extreme. For example, the 

Hatch-Watchman Act of 1990s instituted the protection of pharmaceuticals as intellectual 

property and in doing so, the Act allowed the pharmaceutical companies to increase their profit 

margins by retaining the right to price their pharmaceutical products as they see fit.  This right to 

intellectual property rights prevails despite the allegation that many pharmaceutical products are, 

or nearly are, replicas of what is already on the market (Public Citizen, 2002, p. 3; and, Public 

Citizen, 2001). 

 Furthermore, the legalization of the direct-to-consumer advertising in 1996 also 

exemplified the powerful position that the pharmaceutical sector holds within the context of the 

medical-industrial complex and within the greater scope of the free market system but with 

respect to health care. The direct-to-consumer method of advertising refers to the pharmaceutical 

company's advertisement of its drugs to potential consumers directly through television, radio, 

magazine or newspaper ads (Timko and Chowansky, 2008).  This mode of advertising enables 

the pharmaceutical company trying to sell a particular drug to attract a significantly higher 

percentage of clients, thereby generating a very high profit return, higher than would otherwise 

be possible without this mode of advertising.  America, apart from New Zealand, is the only 



 

13 

country in the world that allows this practice (Timko and Chowansky, 2008). Given the legality 

of this practice in the United States, it is no surprise then that, despite the economic downturn, as 

is evident by increasing unemployment rate, decline in stock value, and decline in profit of 

Fortune 500 companies, the pharmaceutical industry continues to prosper with exorbitant profit 

(Public Citizen, 2002).   

 The profits that the pharmaceutical companies makes are allegedly invested in aggressive 

marketing costs that essentially win over members of Congress (Public Citizen, 2001). As the 

allegation goes, this helps perpetuate the cycle of political favoritism for the pharmaceutical 

industry enabling the pharmaceutical industry to maintain a high level of profit, as well as fiscal 

contribution to political campaigns, unrelenting lobbying efforts on Congress,  and the 

“revolving door” phenomena between the pharmaceutical industry and Congress, such that many 

serving a term in one sector (e. g. private, pharmaceutical sector vs. public, government sector) 

are oftentimes seen serving a consequent term in the other sector and vice versa (Public Citizen, 

2001). Overall, the presence of the pharmaceutical industry as a major component of the 

medical-industrial complex, and an incredibly profitable one, may be deemed a contributor to the 

upwardly escalating costs of health care. 

 To conclude the discussion on the historical evolution of the American health care system 

from one that originated as a not-for-profit sector and developed into one that has become 

commercialized, it may be said that the medical-industrial complex of America's present day 

health care system is proof to how private interests are upheld within this system (Estes, 

Harrington, and Pellow, 2001, p. 167).  This is true in regards to every aspect of health care, 

including the ones mentioned above, that is, the health insurance industry, including the HMO 

and PPO plans as an extension of the health insurance industry, and the pharmaceutical industry, 
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as well as sectors of health care not described in detail in this section.  All in all, today's medicine 

in America is far from the way it originally began. Originally adhering to a not-for-profit 

mentality, it has evolved into a sector that is heavily vested in commercial interest. 

 Since this interest is heavily vested in the private sector, some deem it as synonymous 

with corporate interest, and the problem with that is that, such interest must hence, naturally 

relegate interest away from the public good. Geymen (2003), for example, argues that today's 

overly exclusive focus on private interests in medicine carries with it grave public health 

implications, including diminished access and inflated costs of medical care, both of which 

continue to be of great concern, and yet, remain unresolved (Geymen, 2003).  Furthermore, 

vested private interests appear to do little, if nothing, in resolving the continually escalating 

health care costs that limit health care access to a great number of citizens to an extent extreme 

enough to warrant it a subject of current health care reform proposals (Austin and Hungerford, 

2009).   

 The Non-for-Profit, For-Profit, and Government-Owned Trichotomy 

By definition, the non-for-profit sector is different from its for-profit counterpart but how 

exactly the two sectors differ is difficult to define, although there are numerous differences in 

detail which reflect the difference. One of the fundamental differences that distinguished the two 

is that the non-for-profit sector, unlike the for-profit sector, endorses a social mission guided by 

altruism (Alliance for Advancing Nonprofit Health Care, n. d.,  pp. 2-3). This fundamental 

difference between the for-profit and the not-for-profit ultimately guides the difference between 

the for-profit and not-for-profit board of directors, mission, and functions, to do good for the 

community in contrast to their profit-driven, private, for-profit counterparts (p. 2).  Overall, the 

nonprofit sector may be said to have a strong presence in the health care sector.  
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Despite the increased commercialization of medicine, as described in the first part of the 

literature review, the not-for-profit sector continues to play an important role in today's health 

care sector. This is demonstrated by the fact that over half of all community hospitals are not-for-

profit (60%), forty-percent of health insurance companies are not-for-profit, as well as 30% of 

nursing homes, and 17% of home health care agencies also operate as not-for-profit 

organizations (Alliance for Advancing Nonprofit Health Care, n. d., p. 2).  The following section 

cites literature comparing the two private sectors, that is the for-profit and the non-for-profit 

sectors, within the health care system in America, with some mention of the interaction between 

the for-profit, not-for-profit and government sectors. 

 Devereaux et al. (2002) compares private, for-profit and private, non-for-profit hospital 

performance in the United States. They examine fifteen studies, taking into account information 

from 26,000 hospitals and their 38 million patients.  The results of Devereaux et al. (2002) point 

to a higher degree of mortality, and therefore, a higher overall risk of death, associated with a 

hospital's for-profit status.  Devereaux et al. (2002) wonder why this is so, and in explaining their 

results, they note that the added pressures associated with being a private for-profit hospital may 

produce an adverse effect on a for-profit hospital's performance with respect to mortality rate.  

These pressures include, the necessity to generate profit, but also “pay[ing] taxes and.... 

conten[ding] with cost pressures associated with large reimbursement packages for senior 

administrators that private not-for-profit institutions [simply] do not face” (p. 1404).   

 Such pressures, as Devereaux et al (2002) hypothesize, may result in for-profit 

institutions hiring staff that are less qualified. If this be the case, Devereaux et al (2002) 

hypothesize that, hiring less qualified staff serves the function of reducing labor costs because 

less qualified staff would hypothetically demand less pay, which would divert money otherwise 



 

16 

used for direct patient care towards use for administrative salaries, profit stores, as well as the 

payment of taxes (pp. 1404-1405). At the same time though, this possible hiring of less qualified 

staff at for-profit hospitals may also contribute to a higher rate of error with patients, thereby  

contributing to higher overall mortality (p. 1404).     

 Devereaux et al (2004) conduct another relevant study worth mentioning here with 

respect to the differences between the private, for-profits and the private, not-for-profits. In the 

study, Devereaux et al. (2004) compare payments for care at private, for-profit and private, non-

for-profit hospitals in the United States.  Once again, their results uphold the superiority of 

private, non-for-profit facilities, claiming that money spent at a not-for-profit facility generates a 

greater return than money spent at a for-profit facility, with the for-profit facilities generally 

charging more for care but yielding less in terms of patient care (Devereaux et al, 2004).  In an 

effort to explain why this may be so, Devereaux et al (2004) speculate that the higher 

administrative costs and executive salaries at private, for-profits may account for some of this 

price differential between the for-profits and the not-for-profits.   

 In fact, Devereaux et al. (2004) suspect that their findings may actually underestimate the 

degree to which the for-profit hospital's cost is higher relative to non-for-profit hospitals because 

of the high frequency with which for-profit institutions may “up code” diagnosis in order to 

generate additional revenue. The “up coding,” here, refers to the classification of a particular 

illness as more severe than it actually is in order to receive a greater reimbursement from the 

patient's insurer.  Stated another way, “up coding,” as Silverman and Skinner define it, refers to 

the “shifting [of] a patient's diagnostic related group (or DRG) to one that yields a greater 

reimbursement” (p. 2). An example cited by Silverman and Skinner (2001) mentions one ideal 

illness for coding is an upper respiratory infection that is “coded” as pneumonia, when it is really 
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bronchitis. Both illnesses fall under the same category of ailment, that is, an upper respiratory 

infection,  share enough symptoms to be nearly indistinguishable to a non-medical professional, 

and the bronchitis has the potential to progress into pneumonia anyways. Such similarities 

between two ailments make “up coding” likely to be easily left undetected.  Indeed, such “up 

coding” behavior has been  confirmed as true for for-profit hospitals (Silverman and Skinner, 

2001). The Silverman and Skinner (2001) analysis indicates that hospitals that are most 

financially lucrative (and almost guaranteed to be for-profit) are also the ones most likely to 

engage in up coding behavior (p. 17), and with the discrepancy in “up-coding” behavior between 

the for-profits and the non-profits unlikely to “be explained by differences in health status or 

case-mix” (p. 20).  Furthermore, while for-profit hospitals may engage in “up-coding” behavior 

to increase their revenue, this is not necessarily going to act as an undue influence for not-for-

profit hospitals to do the same.   

 In addition, the fact that a disproportionate amount of for-profit hospitals are the subject 

of fraud lawsuits, including those involving “up coding” behavior, (Guyatt, 2003; and,  

Woodhander, 1999) further supports “up coding” as a likely form of additional revenue for the 

for-profit hospitals, but revenue that is not being invested towards their patient despite the for-

profit's higher cost of care. Hence, given the level of “up coding” behavior for which for-profit 

institutions are notorious, it seems reasonable to accept the assertion made by Devereux et al'sa 

(2004) that, care at for-profit hospitals costs more, and yet, the higher cost does not yield a 

higher quality of care (Devereaux, 2002). 

  Another study examining the differences in the cost of care, as well as administrative 

cost differences between the private, not-for-profit and private, for-profit hospitals is a study 

conducted by Woolhandler and Himmelstein (1997). Unlike the Devereaux (2002) and 
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Devereaux et al (2004) studies, however, the Woolhandler and Himmelstein (1997) study also 

includes government owned hospitals as a category. In their study, Woolhandler and Himmelstein 

(1997) confirm that the overall cost of care, as well as administrative costs, are indeed higher at 

for-profit hospitals, which once again, as the Devereaux (2002) study found,  supports the notion 

that the not-for-profit hospitals are superior to for-profit hospitals in terms of generating a greater 

return (higher quality care for patients) for a lower investment (a lower price tag).  In terms of 

higher administrative costs at for-profit hospitals, data cited by Woolhandler and Himmelstein 

(1997) includes that, administrative costs in for-profit hospitals average 34% in the year 1994. 

This is a pretty substantial contrast compared to non-for-profit and government-owned hospitals, 

in which, administration costs are 24.5% and 22.9% respectively in 1994. 

 The Woodhandler and Himmelstein's (1997) study also suggest the possibility that 

administrative costs at for-profit hospitals may be rising at a slightly faster rate than at their non-

for-profit and government-owned counterparts. According to the study, for-profit administrative 

costs rose from 31.8% to 34% between 1990 and 1994, whereas private non-for-profit hospital's 

administrative costs rose from 22.3 % to 24.5%, and public hospital's administrative costs rose 

from 22.9 % to 23.3% during the same time period (Woodhandler and Himmelstein, 1997, p. 

770).  In their examination of administrative costs at for-profit hospitals, Woodhander and 

Himmlestein (1997) found that administrative costs at for-profit hospitals can be as high as an 

astounding 44.4% at for-profit psychiatric institutions, and 37.7% at rehabilitative institutions (p. 

770).   Moreover, for-profit status appears to be correlated with an absolute increase in 

proportion of hospital expenditure diverted towards administrative costs, a rate that is 7.9% and 

5.7% higher than the non-for-profit private and public hospitals respectively (p. 771).  This 

translates into an administrative expenditure of privately-owned, for-profit hospitals that is 23% 
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and 34% higher than private non-for-profit and government-owned hospitals respectively.    

Despite the large administrative overhaul, however, the for-profits are known to be leaders in the 

reduction of the length of stay for their patients (Woodhandler and Himmelstein, 1997, p. 774). 

This suggests that the amount of money used on administrative costs has less to do with caring 

for the patients, while they are held in the facility, but rather, admitting and discharging them. 

 The data provided by the Woodhandler and Himmelstein (1997) study substantiate the 

claims generated by the Devereaux (2002) and Devereaux et al (2004) studies.  That is, mainly 

that, the private, not-for-profit hospital sector is superior to the private, for-profit sector. In 

addition, the Woodhandler and Himmelstein (1997) study also claims that, just as the private, 

not-for-profit sector, the government-owned sector is also superior to the private, for-profit 

sector. Considering the theoretical reasons as to why this may be the case, Woodhandler and 

Himmelstein (1997) assert that it is unlikely that “tax exemptions for not-for-profit hospitals and 

public hospitals account for their lower administrative costs” (p. 773).   Furthermore, the tax 

burden imposed upon the for-profit hospitals may be diminished, albeit indirectly,  because of the 

lower total labor overhead that for-profits may undertake (p. 773), and as was theorized by 

Deveaurex (2002).  This lower labor overhead may result in a lower tax yield towards Social 

Security and Medicare.  In sum, the Woodhadler and Himmelsten (1997) findings confirm what 

decades of research, beginning from the 1970s, have found regarding the difference between for-

profit and not-for-profit hospitals, mainly that the private, for-profit hospitals charge more for 

care and generate higher profits, while reducing spending on staff and medical education (p. 

773).   

 Another study, by McGregor (2005), also substantiates the superiority of not-for-profit 

care in its claim that not-for-profit hospitals allocate more of their funds, and appropriately so, 
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towards clinical expenses, while the for-profit hospitals, allocate funds towards administrative 

and profit-generating expenses at the expense of investment in clinical expenditure. The specific 

results of the study claim that facility ownership is associated with the amount of time devoted to 

each patient by staff at the facility. In the McGregor (2005) study, for every staff type, including 

all direct care staff (e. g. registered nursed, licensed practicing nurse, and care takers), activity 

aides, and support staff (e. g. dietary , housekeeping and laundry staff), not-for-profit status of 

the nursing home facility is associated with a higher amount of time devoted to patients.  Like 

the Woodhandler and Himmelsten (1997) study, the McGregor (2005) study confirms what many 

numerous studies have found time and again (Aaronson, Zinn, and Rosko, 1994; Harrington, 

Woolhandler, Mullan, et al., 2001) about the comparison between the private, for profit and 

private, not-for-profit health care facilities. That is, for-profit status is associated with provision 

of inferior care. 

 This is despite the fact that, for-profit facilities, especially nursing homes as was the focus 

of McGregor's (2005) study, have more material resources to ensure superior provision of care, 

including extra physical space and even, at some facilities in the Western and Southern regions 

of the US, “lower occupancy rate” (McGregor, 2005, p. 2). The public facilities tend to be larger 

still than both the for-profit and the non-for-profit facilities. Yet, unlike the comparison between 

the for-profit and the not-for-profit, the public facilities, like the private, not-for-profit facilities, 

also perform better than the for-profit facilities in regards to providing enough staff for their 

residents (Woodhandler and Himmelstein, 1997, p. 774). 

To add to the discussion delineating the differences between the for-profits, the not-for-

profits and government-owned facilities, Horwitz's (2005) study indicates that for profits are 

more likely than non-profits to offer care that is most profitable, and less likely than non-for-
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profits to offer care that is least profitable.  Horwitz also found that relative to government-run 

hospitals, non-for-profits are more likely to offer care that is profitable and are less likely to offer 

care that is least profitable compared to government-run hospitals. Heart-related care, most 

particularly open-heart surgery, is an example of care that the for-profits are most likely to offer, 

out of the for-profit, not-for-profit, and government-run types of hospitals, because open-heart 

surgery is one of the most lucrative types of health care procedure that there is. Hence, it aligns 

nicely with the for-profit mission of for-profit hospitals (Horwitz, 2005, p. 794). 

Other specific differences are as follows. Emergency psychiatric services is an example 

of care that for-profits are least inclined to offer, as these services tend to be expensive to 

provide, and are least likely (relative to other services) to yield a return equal to, or greater, than 

the initial investment on the hospital's behalf (Horwitz, 2005, p. 795).  While the for-profit 

facilities are least likely to offer emergency psychiatric services than their non-for-profit 

counterparts, non-for-profit hospitals are less likely to offer emergency psychiatric services than 

government-run facilities. Government-run facilities are most likely to offer emergency 

psychiatric services as the most cost-burdensome service, and least likely to offer open heart 

surgery, as the most lucrative health care service for themselves (Horwitz, 2005). 

The above examples regarding what one type of hospital, based on ownership, is willing 

to offer over another type of hospital, are telling of the differences between the private, non-for-

profit, private, for-profit, and the government-owned hospitals.  Behavior of for-profits in 

comparison to the non-for-profits in regards to psychiatric services is an example of how for-

profits are less inclined to treat ailments that are the least profitable, and bear potential for the 

most cost burden.  While it makes sense from a financial preservation perspective for the for-

profits to do this, it is likely to produce a negative social impact. That is, because the refusal of 
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the for-profit hospitals to treat costly psychiatric patients essentially shifts the cost burden to the 

private, non-profit and the public, government-run sectors.  In doing this, the cost burden for 

costly disease may be disproportionately assumed by the not-for-profit and government-run 

sectors. This is further exaggerated, as the non-profit and the government-run sectors, are not 

equipped for the lucrative provision of health care services typical of the for-profits but which 

would otherwise offset some of the cost burden that they disproportionately bare relative to the 

for-profits.  In addition, how the non-for-profit and/or government-owned health care facilities 

inherit a disproportionate cost burden  is evident in the way the for-profit hospitals tend to act 

within the context of market competition. For example, for-profit hospitals are more likely, than 

their government-owned or private, not-for-profit counterparts, to withdraw from the market in 

which the likelihood of profit seems bleak.  In doing this, once again, the for-profit sector shifts 

the burden of care and its associated cost inequity, disproportionately onto the non-profit and 

government health care sectors. 

Lastly worth noting is that, as part of a largely unregulated free market health care system 

(Geyman, 2003), the for-profit, the non-profit, and the government-owned facilities, do continue 

to compete against each other, with an especially pronounced level of competition within the 

private sector, in which the non-profit and the for-profit are the “players” (Duggan, 2000). 

Despite the fundamental difference between the for-profit and the not-for-profit private sectors, 

in terms of concern for the public good, community service, and altruism, and with the 

government sector presumably most similar to the private, not-for-profit sector in that respect, all 

three sectors must contend with market pressures. This means that all three sectors must compete 

with each other within the free market, competition which generates concern about money for 

the sake of sustaining oneself, as an organization, and as a competent competitor against other 
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organizations within the context of a free market. This competition may detract from an 

exclusive mission of social service for the not-for-profit and the government sectors. At the same 

time, this competition also creates unexpected similarities between the three sectors. For 

example, for all three types of facilities-be it for-profit, not-for-profit, or government-owned-the 

likelihood of offering “home health services” is contingent on whether or not this service 

promises a profitable return (Horwitz, 2005, p. 795).   

In regards to how the three sectors, the private, not-for-profit, private, for-profit, and 

government-owned, interact with one another within the market, a Duggan (2000) study lends 

some insight. That particular study shows that the presence of for-profit hospitals increases the 

keenness of market competition in a given region.  This is manifest in the fact that, in regions 

saturated with private for-profit hospitals, not-for-profit hospitals are more likely to treat indigent 

patients, insured with Medicaid, as a way of using these patients as a source of revenue and as a 

means of detracting this source of revenue-that is, the Medicaid patients- away from for-profit 

hospitals (Duggan, 2000). Contrarily, in areas that are not saturated with for-profit hospitals, not-

for-profit hospitals are less inclined to treat indigent, Medicaid-insured patients. That is, because 

in such a market, there is a lesser need to compete against the for-profit hospitals in utilizing 

treatment of indigent patients as a means of enhancing their revenue and competitiveness. 

Background about Substance-Abuse and Its Treatment Facilities 
 
Having discussed generally the health care system in America, then discussed differences 

in its non-profit, for-profit, and government-run sectors, this portion of the literature review 

focuses on substance abuse, as an issue in and by itself.  This section also discusses the 

differences in the private, not-for-profit, private, for-profit, and government-owned treatment 

facilities for substance abuse. 
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Substance-abuse may be considered a mental health issue. Since mental health is 

considered important for physical health, access to mental health services, including that of 

substance-abuse, is important for maintain good overall health status (National Institute of 

Mental Health, 1999). A Summary of the National Survey on Drug Use and Health for 2009, 

undertaken by the Substance Abuse and Mental Health Services Administration, reveals that 

nearly 9% of the population 12 and older is classified as having a substance abuse problem.  

Since 61% of the 9% classified as having substance abuse is dependent on marijuana, marijuana 

may be regarded as the most likely culprit for a substance abuse diagnosis. Overall, males tend to 

have a rate of substance abuse approximately twice as high as their female counterparts 

(Substance Abuse and Mental Health Services Administration, 2010). 

 Moreover, the Summary of the National Survey on Drug Use and Health for 2009, also 

reveals that, pain relievers, and cocaine, are ranked as second and third respectively, in 

popularity for substance abuse (Substance Abuse and Mental Health Services Administration, 

2010). Dependence on pain medication amounted to less than half of the number abusing 

marijuana.  The total number of people dependent on cocaine totaled less than a quarter of the 

number dependent on marijuana, and less than half of the number of peoples dependent on pain 

medication.  In sum, the recorded numbers of those dependent on pain relievers and cocaine, are 

substantially less in number than the total number of persons dependent on marijuana (Substance 

Abuse and Mental Health Services Administration, 2010).   

With these statistics in mind, the question regarding the typical profile of a substance 

abuser arises. Who are they? Cornelius (2002) notes that stereotypes regarding a typical 

substance abuser are rampant, but they are also highly narrow-minded to the point of inaccuracy. 

For example, the prevailing stereotype depicts substance-abuse as something that 
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disproportionately effects ethnic groups and/or the traditionally disadvantaged, whose drug of 

choice is crack cocaine.  This includes African-Americans and Latinos, the poor, and/or the 

welfare-dependent populations. However, the reality of the situation is that there is much 

diversity in the substance-abuser population, including their substance of preference and their 

sociodemographic characteristics (e. g. race/ethnicity, gender, and socioeconomic status, 

including employment status and educational level achieved). It is true that certain stereotype 

characteristics normally associated with substance-abuse (e. g. poverty, or minority status) may 

increase one's vulnerability to substance-abuse but it is important to keep in mind that substance-

abuse is an issue that afflicts a diverse set of individuals (Cornelius, 2002).  Indeed, the above 

statistics quoted from the National Survey on Drug Use and Health also deny the stereotype that 

Cornelius (2002) is warning against, only pointing out that if there is any stereotype at all with 

regards to the substance-abuse population, it is generalizable to the entire population, with male 

sex and marijuana as the drug of choice as the most likely characteristics.   

Lastly with regards to defining substance abuse, despite the diversity in the drug 

population, as far as treatment, substance abuse treatment typically adheres to the “chronic 

disease management model for addictions (Horgan et al., 2008).  This means that it is treated as 

if though it as a chronic, long term disease that needs frequent monitoring.  The majority of 

pharmaceutical treatment includes drugs aimed to treat opioid and alcohol dependence.  Specific 

examples of the drugs may include drugs such as, disulfiram, naltrexone, and acamprosate for 

alcohol dependence, and buprenorphine for opiate dependence (Horgan et al., 2008). 

 Irregardless of the drug or the substance of choice, interstate disparity in access to 

substance-abuse services characterizes substance-abuse treatment in the United States 

(McAulifffe and Dunn, 2004).   What this means is that even though the popularity of a 
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particular drug varies region by region, substance-abuse treatment in a particular region is not 

usually aligned with the region's needs. The prevalence of alcohol-abuse, for example,  is in 

some regions accounted for by the differences in the number of American Indians and Alaskan 

Natives in a given state, and yet, the need for infrastructure to address the need for treating 

alcohol-abuse in populations that seem especially vulnerable to it, is oftentimes not addressed in 

regions where they live (p. 1006).  Overall, unmet need for alcohol-abuse treatment is pervasive 

throughout the country.  This is evidenced by the fact that, despite alcohol-abuse being much 

more prevalent than abuse of other substances, more people are receiving treatment for 

substance-abuse and not specifically for alcohol-abuse (McAulifffe and Dunn, 2004, p. 

1008).The unmet need for substance-abuse treatment in general is especially pronounced in the 

Southern and the Southwestern regions of the US (McAulifffe and Dunn, 2004, p. 1007). In 

addition, given the susceptibility of substance-abuse population to engage in behavior that 

predisposes them to a higher rate of infection, including HIV, or hepatitis C, contracted with 

intra-venous substance use, as well as sexually transmitted disease, testing for infectious 

diseases, as a relevant service for the substance-abuse population apart from substance-abuse 

treatment itself, is another example demonstrating how the substance-abuse population is under-

served (Kritz, 2008, 825). 

 Specifically in regards to the interstate variation in availability of substance-abuse 

treatment observed by McAulifffe and Dunn (200), the claim in the study is that this interstate 

variation may be explained by whether or not a particular state has the monies to fund substance-

abuse according to the need (p. 1009).  From this then, it seems important to note that availability 

of funds is a key factor as to whether substance-abuse treatment is met according to its need 

within a given region. Furthermore, from this, it may also be assumed that this importance of 
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funds is also applicable on the micro level, meaning that, the importance of funds is also 

important for a given individual seeking treatment for their substance-abuse problem.  If money 

for substance-abuse treatment is really lacking, it may account for the unfortunate fact that a 

large number of people in a given area are left without treatment. The vast number of people in 

need of treatment but not receiving it is evident in the high rate at which the substance-abuse 

population frequents emergency centers for care (O'Toole et al, 2006). 

 Another factor influencing access to substance-abuse treatment, apart from funds, is also 

managed care influence within a particular substance-abuse treatment center. In a study of 

outpatient, substance-abuse centers, Nahra, Alexander, and Pollack (2009) found that a high level 

of managed care presence (60%), as measured by the number of Medicaid-insured patients 

receiving treatment within a given substance-abuse facility, was associated with a decreased 

access to substance abuse treatment (p. 363).  This means that a greater proportion of patients 

within a substance-abuse center whose treatment is reliant on a managed health care organization 

to pay for their treatment increases the likelihood that prospective patients seeking treatment 

would be unable to access it at that particular facility with a high managed care presence. 

However, the findings also showed that this holds true only to a certain extent. Once managed 

care reaches a level that is approaching near dominance of a particular substance-abuse treatment 

center, or if managed care is nearly absent from the organization, managed care presence within 

the organization is no longer the culprit for lack of access. In fact, managed care no longer 

impedes access to treatment in that scenario (Nahra, Alexander, and Pollack, 2009).   

 Another problem in access to substance-abuse is presented by health insurance companies 

coverage of substance-abuse treatment which may omit out of their coverage the appropriate 

treatment modalities for substance abuse. Since substance-abuse treatment is considered a 
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chronic disease, it may include pharmacological treatment deemed an evidence-based practice 

for treatment of specific types substance-abuse (Horgan et al, 2008).  However, health insurance 

companies covering substance-abuse treatment are oftentimes unwilling to include 

pharmacological benefits as part of their coverage for substance abuse treatment.  A likely reason 

as to why this is the case is an attempt to minimize costs with respect to their coverage for 

substance-abuse treatment. Ironically, the greatest restrictions for pharmacological treatment is 

imposed upon alcohol treatment relative to opiate treatment, even though alcohol substance-

abuse is a much more widespread (Horgan et al, 2008, p. 155).   

 Although Horgan et al (2008) describes how health insurance companies interfere with 

the implementation of evidence-based treatment for substance-abuse, such interference is also 

seen with substance-abuse treatment facilities themselves. Knudsen, Ducharme, and Roman 

(2007) find that the likelihood of a substance-abuse facility adapting an evidence-based 

medication treatment for substance-abuse is associated with whether the center is public or 

private. According to their findings, private, non-for-profit centers, who are most likely reliant on 

public funds (e. g. via block grants, or Medicaid) are less likely to adopt medication treatment, 

even if its been established as evidence-based to treat its substance-abuse population (Knudsen, 

Ducharme, and Roman, 2007, p. 10).  In addition, centers most likely to depend on public 

funding, that is, the private, non-for-profit and government-owned centers, were also found to be 

less likely to offer detoxification services, or to have a physician on staff. Both of these factors 

were found to be associated with a reduced likelihood that a substance-abuse center would offer 

pharmaceutic treatment as part of their treatment protocol for substance-abuse treatment (pp. 10-

11). Conversely, centers that offered detoxification services or had a physician on staff were the 

for-profit centers and were also more likely to offer medication management as part of their 
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treatment program (Knudsen, Ducharme, and Roman, 2007, pp. 10-11). 

  Despite a few of these favorable characteristics of for-profit substance-abuse treatment 

facilities, for-profit status of a substance-abuse facility has also been found to be associated with 

diminished access to substance-abuse treatment (Nahra, Alexander, and Pollack, 2009). 

Diminished access, here, refers to a lessened length of stay, most particularly for clients unable to 

pay for their treatment (p. 362). With this in mind, the fact that the private, for-profit sector 

aimed at substance-abuse continues to expand suggests that these problems with access 

associated with a for-profit status of a facility will become increasingly more serious (Nahra, 

Alexander, and Pollack, 2009, p. 355).   
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RESEARCH METHODS: DESCRIPTION OF DATA SOURCE AND METHODS OF 

ANALYSIS USED 

                                               Data Source 

 As a secondary data analysis, this paper employs the National Survey of Substance Abuse 

Treatment Services (N-SSATS), 2009 [United States] obtained via the Inter-University 

Consortium for Political and Social Research (ICSPSR).  The ICSPSR consists of a worldwide 

alliance of approximately 700 academic institutions of higher learning. ICSPSR  manages a data 

archive of approximately 50,000 data files of research in the social and political sciences. 

Established in 1962, the purpose of ICSPSR continues to be to further education, specifically by 

way of disseminating information, in the social and political sciences. The download of the N-

SSAT 2009 data set from the ICSPSR is made possible by the fact that the primary investigator 

for this project is a student of an educational institution that is on the list of member institutions 

of ICSPSR (Interuniversity Consortium for Political and Social Research, 2011).   

 The N-SSAT survey for 2009 is the latest survey available via ICSPSR during the 

preliminary stages of this project.  Because of this, it is presumed that the N-SSAT for year 2009 

aligns the most closely with the present state of the substance-abuse system, and would hence, be 

the most accurate in addressing the research question of differences in substance-abuse facilities 

based on ownership.  That is why the 2009 N-SSAT was selected for this project. 

 The 2009 N-SSAT is comprised of an inventory of two types of substance-abuse 

treatment facilities. The first type of facility is ones that is formally approved by the state (e. g. 

licensed or certified) to provide treatment for substance-abuse. The second type of facility is not 

formally approved by the state, and may include private, for-profit, modestly sized practices, or 

practices as small segments within hospitals. The principal investigator for 2009 N-SSATS is the 
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United States Department of Health and Human Services, Substance Abuse and Mental Health 

Services Administration, and the Office of Applied Studies.  They are also the funders for the 

project. 

 The purpose of periodic N-SSATS is to quantify substance-abuse facility characteristics.  

This is, first, for the sake of informing the Substance Abuse and Mental Health Services 

Administration (SAMHSA), as well as state and local governments, regarding the current state of 

the substance-abuse system, such that SAMHSA and each of the individual states can be better 

equipped with the information, and thus, the ability, to determine what additional services are 

needed for substance abuse. The second purpose of the N-SSAT is to gather data about the 

current state of the substance-abuse system in order to accurately update the National Directory 

of Drug and Alcohol Abuse Treatment, as well as the Substance Abuse Treatment Facility 

Locator.  With these two reasons in mind, it seems reasonable to sum up the purpose of N-SSAT 

as ensuring accurate and updated information regarding the current state of substance-abuse 

treatment to be used by organizations serving the substance-abuse population. 

 Analysis Sample of Data Source 

 Mode of data collection employed by 2009 N-SSATS includes mailed questionnaires, 

telephone interviews, and web-based surveys. The surveys' questions sought out information that 

would provide a comprehensive overview of substance-abuse facilities.  The questions included 

in the survey pertain to facility characteristics, including: facility ownership, the services offered 

at the facility, modes of payment accepted at the facility, type of managed care agreements that 

the facility is a part of, facility's licensing or accreditation, whether the facility provides any 

special programs as part of the treatment it offers, whether the facility offers a help hot line 

service,  and whether the facility offers services in a language other than English, and if so, then 
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what kind. 

 Criteria for inclusion in the 2009 N-SSAT survey necessitates that a given substance-

abuse treatment center is actively providing substance-abuse services at the time of the survey. 

At the very beginning of the 2009 N-SSAT study, the 2009 N-SSAT sent out surveys to 17,226 

facilities, and 12% of these facilities were found to be ineligible to participate based on the 

inclusion criteria set forth.  Of the remaining eligible 15, 213 substance-abuse facilities, 14, 209, 

an equivalent to 93.4% of the 15,213 total, finished the survey.  This 14,209 figure is ultimately 

reduced even further, by about 5%, due to merging of some facilities with one another during the 

survey administration. The reductions throughout the survey collection phase, reduced the final 

sample for the 2009 N-SSAT down to a total n of 13, 502, reflecting a cumulative 88. 8% 

response rate for the entire duration of the 2009 N-SSAT data gathering phase. 

 Conceptual Framework 

 As mentioned previously, the conceptual framework driving this research project is the 

presumed differences between the private not-for-profit, private for-profit, and government-

owned modes of care within the health care sector.  Given the availability of data, the motivation 

for this project is adjusted accordingly, such that the ultimate focus hones in on the differences 

between the private for-profit, private non-for-profit, and government-owned substance-abuse 

treatment centers in the United States.  Specifically, this project hones in on the focus of whether 

ownership status of a substance-abuse facility effects its degree of altruistic behavior. Aligning 

with the differences between health care facilities based on their ownership status noted in the 

literature review, the theory underlying this project is that there are indeed differences with 

respect to altruistic behaviors among the private, for-profit, private, not-for-profit, and 

government-owned substance abuse treatment facilities. 
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 Research Design, Hypothesis and Variables Used 

 This project employs logistic regression as its primary statistical technique. By definition, 

the logistic regression model allows for an approximation of the linear relationship between the 

dependent variable and the independent variables in a logistic regression model, while also 

allowing for consideration of nonlinear, probability functions of the independent variables in the 

model (Gordon, 2010).  This, along with the fact that logistic regression allows for the use of 

several covariates within each model, is the reason for selecting logistic regression as the mode 

of analysis for this project. 

 In this project, the Statistical Package for the Social Sciences is the computer program 

used to analyze the 2009 N-SSAT, as well as generate the results for the logistic regression 

models. By default, SPSS excludes the missing and invalid responses for the logistic regressions 

generated and interpreted in this project. Specifically, the logistic regression results interpreted 

are the coefficient values, with standard error and significance values noted for each variable, 

and Nagekerke R square and chi-square for each model within each logistic regression. Upper 

and lower limits values for each odd ratio are also included. The confidence level is set at 95% 

and alpha is at .05 level. 

 In addition to the logistic regression results, several cross-tabs to gauge into the general 

differences between private, not-for-profit, private, for-profit, and government-owned substance-

abuse facilities, are also generated, and included as “descriptive statistics” in the findings. These 

“descriptives” intend to introduce the logistic regression results following it.  The logistic 

regression results following the “descriptive statistics” are deemed as the inferential component 

of this project, and also as the most substantive. 

Since the literature emphasized the assumed social mission of the not-for-profit health 
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care organizations, the variables that are deemed as possibly indicating the substance-abuse 

facility's inclination towards altruism are explored. Facility's possible inclination towards 

altruism is operationalized by three variables that indicate ways in which a facility may reduce 

payment required for admission to treatment for some of its financially-challenged clients. These 

variables are as follows. 

1.  “Whether or not the facility employs a sliding fee scale” (FEESCALE)2.   Nearly two-thirds 

(62.2%) of the 13,513 substance-abuse facilities included in 2009 N-SSAT use a sliding fee 

scale. 

2.“Whether or not the facility offers no charge or free treatment” (PAYASST)3.  About half of all 

(51.8%) of the 13,513 substance-abuse facilities included in the 2009 N-SSAT offer free 

treatment to some of their clients. 

3. “Whether or not the facility offers free treatment to all clients” (REVCHK3)4.  Most facilities 

(96.2%) of the 13513 substance-abuse facilities included in the 2009 N-SSAT do not offer free 

treatment to all of their clients. 

Each of the variables noted above-that is, whether or not the facility employs a sliding fee 

scale, whether or not the facility offers no charge or free treatment, and whether or not the 

                                                 
2 The variable name for this particular dependent variable, FEESCALE, denoting a facility's employment of a 

sliding fee scale, appears only once, the first time and the last, here in the text. Throughout the text, any mention 
of a facility employing a sliding fee scale ought to be assumed to refer to the variable, FEESCALE in the 2009 
N-SSAT. 

3 The variable name for this particular dependent variable, PAYASST, denoting a facility's financial assistance to 
some of its clients in the form of allowing free treatment to some unable to pay, appears only once, the first time 
and the last, here in the text. Throughout the text, any mention of a facility allowing free treatment to some of its 
clients, ought to be assumed to refer to the variable, PAYASST, in the 2009 N-SSAT.  The italics above is meant 
to emphasize that this variable is different from another dependent variable in this project, REVCHK3, that 
denotes a facility's offering of free treatment to all its clients. 

4 The variable name for this particular dependent variable, REVCHK3, denotes a facility's financial assistance to 
its clients in the form of being an exclusively free treatment facility. In other words, the variable indicates a “free 
treatment for all” facility. The variable name, REVCHK3, appears only once in the document above, the first 
time and the last. Throughout the text, any mention of a facility allowing free treatment to all of its clients, ought 
to be assumed to refer to the variable, REVCHK3, in the 2009 N-SSAT.  The italics above is meant to emphasize 
that this variable is different from another dependent variable in this project, PAYASST, that denotes a facility's 
offering of free treatment to only some of its clients. 
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facility offers free treatment to all clients-are the specific variables chosen in this project to 

operationalize altruistic behavior. These potential shows of altruism on the facility's behalf are 

each designated as a dependent variable in a single logistic regression for a total of three logistic 

regression in all in this project.   

 To each of the logistic regressions, multiple covariates are assigned, all being the same 

for each of the three logistic regressions corresponding to each of the three dependent variables 

operationalized to indicate a facility's show of altruism. Facility ownership is the primary 

variable of interest in this paper, and it comprises each of the first models in each logistic 

regression, serving as the basis onto which other covariates are added in the models thereafter in 

each logistic regression output. Facility ownership comprises the first model of each logistic 

regression and is the only variable included in the first model.  That way, the impact of facility 

ownership on each of the dependent variables may be observed  by itself.   

The 2009 N-SSAT presents the facility ownership variable with a total of six categories: 

private, for-profit, private, non-for-profit, federal government, state government, 

local/community government, and tribal government categories. However, for the purpose of this 

project, the four government categories are collapsed into a single category of “government,” 

resulting in a total of three categories of interest, that of, private, for-profit, private, not-for-

profit, and government categories, within the overall variable of “facility ownership.”    

In order to run the logistic regression for each of the aforementioned dependent variables, 

the facility ownership variable is included by creating dummy variables for facility ownership, 

with a dummy variable for the government-owned facilities and a dummy variable for the 

private, for-profit facilities. The private, not-for-profit category is selected as the reference group. 

The ownership dummies are included in each of the four models for each of the three logistic 
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regressions. 

 Other covariates include: 

1.Region. The 2009 N-SSAT includes the Northeastern, Southern Midwestern, Western, and 

Other (US territory outside of the 50 states, including Puerto Rico, Guam, etc). In order to 

include region in the logistic regressions, region is recoded into four different dummy variables 

with one reference group. A dummy variable for the Northeast, Midwest, South, and Other is 

created, with West as the reference group. The region dummies are included in model 2 through 

4 of each logistic regression. Inclusion of region as a covariate in this project intends to account 

for any differences in demographics, medical insurance disbursement and utilization, or a high 

need for certain services in a particular region (e. g. free or reduced cost treatment) that the 

geographic location of a substance-abuse facility may otherwise be associated with. The region 

variable is assumed to possibly play a role in influencing altruistic behavior, as defined by one of 

the three dependent variables mentioned above in a way that may not be accounted for by facility 

ownership. 

2.“Whether or not a facility receives any federal, state, county or local funds” (EARMARK)5 is 

also included as a covariate in each logistic regression.  Important to note regarding this variable 

is that, it, specifically indicates a facility's direct receipt of public funds. This is different from a 

more indirect receipt of public funds, such as Medicaid or Medicaid, which are also variables in 

the 2009 N-SSAT, but not included in this project. Receipt of public funds variable appears in 

model 3 through 4 in each logistic regression. This variable is included to test the genuineness of 

the relationship between facility ownership and shows of altruistic behavior. As a variable that 

indicates a facility's receipt of public support, whether or not a facility receives federal, state, 

                                                 
5 The variable name for this particular covariate, EARMARK, denoting a facility's receipt of public funds. 

Throughout the text, any mention, or allusion, to a facility's receipt of public funds ought to be taken for 
EARMARK in the 2009 N-SSAT.   
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county or local funds is a variable that may positively skew a facility's show of altruism, and the 

exclusion of this variable may produce a relationship between facility ownership and altruistic 

behavior that is artificially high. The inclusion of this variable is thought to reduce the statistical 

significance of facility ownership, in the case that the relationship between facility ownership 

and altruistic behavior of a facility, is not genuine. Hence, that is why it is included as a 

covariate. 

3. “Whether or not a facility is religiously affiliated” (RELIG)6 is included in model four of each 

logistic regression. Religious affiliation is deemed as a potential variable that would enhance a 

facility's inclination towards social service, and especially for the poor, thereby increasing its 

show of altruism, expressed by whether or not the facility offers a sliding fee scale, whether or 

not if offers free treatment to some of its clients, and whether it offers free treatment to all its 

clients.  Hence, inclusion of whether or not a facility is religiously affiliated  is meant to check 

for the artificiality of the relationship between facility ownership and altruistic behavior. 

The region dummies, whether or not a facility receives public funds, and whether or not a 

facility is religiously affiliated, situated within each logistic regression serve as control variables.  

This is for the sake of obtaining a more accurate assessment of the relationship between facility 

ownership and facility's engagement in altruistic behavior by way of offering its clients 

alternatives to subsidize or reduce the cost of treatment by way of offering a sliding fee scale,  

free treatment to some clients, and free treatment to all clients.   

 Hypothesis testing for each logistic regression involves evaluating the chi-square.  Within 

the context of this project, the chi-square may be defined as a statistical measure that yields a 

significance value affirming or denying the relationship between the independent variable of 

                                                 
6 The variable name for this particular covariate, RELIG, denotes whether or not a facility is religiously affiliated. 

Throughout the text, any mention, or allusion, to whether or not a facility is religiously affiliated or “religious-
affiliation,” or something to that effect, ought to be taken for RELIG in the 2009 N-SSAT. 
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facility ownership, by itself in the first model of each logistic regression, and in combination 

with other covariates mentioned, and each of the dependent variables in this project. The 

significance value yielded by the chi-square either refutes or affirms the null hypothesis, of no 

relationship between the independent variable of facility ownership and the aforementioned 

dependent variables (Frankfort-Nachmias and Leon-Guerrero, 2009, p. 376).   In addition to the 

hypothesis testing and interpretation of the chi-square, more in-depth analysis is also included in 

the results of this project. This includes the interpretation of the log odds ratio, the pseudo-R 

value, as it is denoted by the Nagelkerke R square, as well as the coefficients, all included in the 

logistic regression results of the findings. 

 It is hypothesized that facility ownership, by itself, is predicted to exert a statistically 

significant impact on whether or not a facility employs a sliding fee scale. Facility ownership, 

combined with regional location of a substance-abuse facility, is also predicted to exert a 

statistically significant impact on whether or not a facility offers a sliding fee scale,  free 

treatment to some clients, and free treatment to all clients. Facility ownership, regional location 

of a substance abuse facility, and whether or not a facility receives public funds, taken together 

are also expected to exert a statistically significant impact on whether or not a facility offers a 

sliding fee scale. Lastly, facility ownership, regional location of a substance-abuse facility, 

whether or not a substance-abuse facility receives public funds, and whether or not a facility is 

religiously affiliated, taken together, are expected to exert a statistically significant impact on 

whether or not a substance abuse facility offers a sliding fee scale, whether or not a facility offers 

free treatment to some of its clients, or to all.   However, it is predicted that facility ownership 

accounts for the greatest variation in facility's show of altruism, as it is indicated by, offering a 

sliding fee scale,  free treatment to some clients, and free treatment to all clients. Thus, facility 
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ownership is hypothesized as the most important variable in predicting facility's altruistic 

behavior.  The interpretation of the Nagekerke R square for each model in each logistic 

regression ought to gauge into the degree of influence of facility ownership, and whether or not 

this degree of influence is greater than the influence of the other covariates. 

 To test the reliability of the results, diagnostic measures are employed. Diagnostic 

measures, for this project, include the evaluation of the tolerance values and their inverse, in the 

form of variance inflation factor (VIF) values, for each of the covariates in each of the three 

logistic regressions. Tolerance values of less than .2, and VIF values of greater than 5 are deemed 

as indicating a likelihood of multicollinearity (Allison, 1999).  If most VIF and tolerance values 

do not fit the criterion for multicollinearity, the findings may be substantiated as statistically 

reliable.  The findings are presented herein. 
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` 
FINDINGS 

Descriptive Statistics 

 Frequencies to gauge into the differences regarding facility characteristics between 

facilities based on ownership were generated as part of the descriptive, and preliminary, 

component of this project. Cross-tabulations are also used to supplement the frequencies in 

revealing descriptive differences between different types of facilities, private, non-profit, private, 

for-profit, and government owned.  Only “descriptives” specific to the aim of this project, 

meaning descriptive statistics, describing in detail the variables, whether independent, control, or 

dependent, used for this project, are included herein.   

 The 2009-NSSAT data set subdivides substance-abuse facility ownership into a total of 

six groups. They are as follows: private, for-profit, private non-profit, state government, local, 

county, or community government, tribal government, and federal government. Frequencies for 

facility ownership categories as they are presented in the 2009 N-SSAT are shown in Table 1. 

Table 1  

Frequencies for Facility Ownership 

 Private, for-
profit 

Private, not-
for-profit 

State 
Government 

Local 
Government 

Tribal 
Government 

Federal 
Government 

N  13503 13503 13503 13503 13503 13503 
Mean 0.29 .579 0.03 0.06 0.01 0.03 
Minimum 0 0 0 0 0 0 
Maximum 1 1 1 1 1 1 

 

 The mean for each of the facility ownership categories indicates the proportions for each 

of the type of facilities represented, with 0.29 as the proportion value for the variable private, for-

profit substance-abuse treatment facilities, and 0.579, the proportion value for the variable 
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private, not-for-profit substance-abuse treatment facilities.  Proportions for state government, 

local government, tribal government, and federal government, owned facilities, are .03, .06, .01 

and .03, respectively. Multiplied by a 100, these values also yield percentages, reflecting the 

percentage of a given facility, according to its ownership, in the 2009 N-SSATS. 

 With these conversions, from the proportion to percentage, in mind, it is evident from the 

frequencies generated for the ownership variable that, the private sector dominates substance-

abuse treatment, with 87.2% of all substance-abuse facilities in the 2009 N-SSAT, belonging to 

the private sector.  Within this private sector category, the not-for-profit type of facility is the 

majority in the private sector.  This is evidenced by the fact that its total exceeds the number of 

private for-profit facilities by about twofold, with the private, not-for-profit category comprising 

a total of 57.9% of all substance-abuse centers, and the private, for-profit category comprising a 

mere 29.7% of all substance-abuse facilities. 

 The frequencies for the ownership variable in the 2009-NSSAT demonstrate that 

government involvement in substance-abuse treatment is limited, at least in a direct way such as 

the housing of substance-abuse treatment, as government-ownership of a given facility would 

denote.  State government provides only 3% of all substance-abuse treatment. The local, 

community, or county government provides 5.9% of all substance-abuse treatment. Tribal 

government provides 1.4% of all substance-abuse treatment. Lastly, the federal government 

provides 2.5% of all substance-abuse treatment. The different types of government taken 

together yield a 12.8% cumulative percentage of substance-abuse facilities in the United States 

that are government-owned, and provide substance-abuse treatment. Hence, from the 2009 N-

SSAT, it may be inferred that the United States government retains a very limited role in the 

treatment of substance-abuse. 
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 To add to this, as some auxiliary information regarding the federal government sub-

category, the Department of Veterans Affairs is its largest segment. The Department of Defense 

comprises the second largest segment, and the Indian Health Service, the third. More specifically, 

61.4% of all substance-abuse facilities classified as owned by the federal government are part of 

the Department of Veterans Affairs, while 26.8% of the federal government sect are part of the 

Department of Defense.  The remaining portion of substance-abuse treatment facilities owned by 

the federal government are part of the Indian Health Service, and a total of 11. 2% of the federal 

government sector (United States Department of Health and Human Services, 2009). 

 The government category overall, regardless of the type of government, exceeds the 

private sector in the percentage of its facilities that receive federal, state, county, or local funds. It 

appears that the local, county, or community-based government-owned substance-abuse 

treatment facilities comprise the largest category of government-owned facilities that receive 

federal, state, county or local funds, with a  total of 91.5% of all local, county, or community-

owned substance-abuse treatment facilities receiving some sort of public funding. Substance-

abuse treatment facilities owned by the tribal government comprise the second largest category 

of government-owned substance-abuse facilities that receive public funding, with 90.9% of all 

tribal government facilities receiving some sort of public funding. Facilities owned by the state 

comprise the third larges government category receiving public funds, with 88.7% of the state 

government-owned substance-abuse treatment facilities receiving some sort of public funding. 

Lastly, the federal government is the smallest government-owned facility category that receives 

public funds, with 71.4% of all substance-abuse facilities owned by the federal government 

receiving public funds.  

 Although the government subcategories rely the most on public funding out of the two 
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private types of facilities, for-profit and not-for-profit, as well as government owned facilities, 

the private, not-for-profit substance-abuse facilities also rely heavily on public funds. 

Specifically, 72.6% of all private, not-for-profit substance-abuse facilities are shown to receive 

some sort of public funds, while only 23.8% go without.  In the meanwhile, private, for-profit 

substance-abuse facilities follow an approximately inverse pattern of reliance on public funds. 

Less than a quarter (23.1%) of all privately-owned, for-profit substance-abuse facilities receive 

federal, state, county, or local funds, with the majority (76.9%) not receiving public funds 

(United States Department of Health and Human Services, 2009).  These statistics indicating for-

profits lack of receipt of public funds implies that for-profit substance-abuse facilities must 

undoubtedly employ an alternative means to help fund their functions.  This may be 

accomplished through absolute self-sufficiency.  Another alternative worth considering is 

perhaps a for-profit's greater dependence than their private, not-for-profit counterparts on less 

direct public funding mechanisms, such as Medicaid. 

 As far as the locale of substance abuse treatment facilities throughout the United States, 

Table 2 includes the relevant descriptive statistics for the region variable. 

Table 2 
 
Descriptive Statistics for Region Dummy Independent Variables 
 
 Northeastern 

Region 
Midwestern 
Region 

Western 
Region 

 Southern 
Region 

 “Other” 
Region 

N  13503 13503 13503 13503 13503 
Mean 0.20 0.23 0.28 0.27 0.02 
Minimum 0 0 0 0 0 
Maximum 1 1 1 1 1 

 
Table 2 above shows that the proportion of substance abuse facilities located in the Northeastern 

region of the United States is 0.2, while 0.23, 0.28,  0.27, and 0.02 denote the proportions of 
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facilities located in the Northeast, Midwest, South, and Other regions respectively.  Multiplied by 

a 100, these proportions are easily converted to reflect the percentage of facilities located in a 

particular region of the United States, with 20%, 23%, 28%, 27%, and 2% located in the 

Northeast, Midwest, West, South, and Other regions of the United States respectively.  As one 

can see from Table 2, the Western region has the greatest proportion of the total number of 

substance-abuse centers. The smallest category is the “Other” category that includes US 

jurisdiction/territories outside of America's fifty states, accounting for only 1.5% of all 

substance-abuse centers.    Overall, from the region frequencies, substance-abuse centers appear 

relatively evenly distributed throughout the nation. 

 The majority of all substance-abuse centers are not religiously affiliated (93.6%), and 

only 6.4% of substance-abuse centers are (United States Department of Health and Human 

Services, 2009). The largest category of religious affiliation belongs to the private, not-for-profit 

sector, the privately-owned, not-for-profit sector accounting for the majority (94.8%) of all 

religiously-affiliated substance-abuse centers surveyed in the 2009 N-SSAT. The private, for-

profit sector also has some facilities that are religiously affiliated but the numbers are very small  

relative to the privately-owned, not-for-profit facilities. Specifically, the privately-owned, for-

profit facilities account for 5.2% of all substance-abuse centers. In all, the privately-owned, for-

profit centers that are religiously affiliated account for 1% of all substance-abuse centers 

surveyed. The government category has no religious affiliation whatsoever (United States 

Department of Health and Human Services, 2009).  From this then, it is clear that the 

government category does not appear to directly endorse a religious approach to substance-abuse 

treatment, nor does, for the most part, the private sector, whether for-profit or not-for-profit. 

However, most of the facilities that are religiously affiliated tend to be private, not-for-profit. 
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 A total of 62.2% of all substance-abuse facilities surveyed by the 2009 N-SSAT use a 

sliding fee scale. The privately-owned, not-for-profit category accounts for the largest percentage 

of substance-abuse facilities using a sliding fee scale, comprising 40.3% of the 62.2% total that 

employ the sliding fee scale in the 2009 N-SSAT. The privately-owned, for-profit facilities 

account for the second largest category of facility that employ the sliding fee scale. This 

particular group comprises 48.2% of the total, and the government category the smallest amount, 

at 7.8% of the total 62.2% of all substance-abuse centers, using sliding fee scales. 

 About half of all facilities surveyed by 2009 N-SSAT offer free treatment to some of their 

clients (51.8%), while about about half do not (48.2%).   The largest category of facility type 

based on ownership offering free or no charge treatment is the privately-owned, not-for-profit 

category, accounting for about 35.6% of the 51.8% of all facilities that offer free or no charge 

treatment. Surprisingly, the privately-owned, for-profit and government facilities are alike in 

their total composition of the percentage of the total of “free or no charge treatment” variable, 

with the privately-owned, for-profit facilities contributing a total of 6.8% and the government, a 

9.4%, to the 51.8% of the total facilities that offer free or no charge treatment. Hence, it appears 

that the privately-owned, not-for-profit substance-abuse facilities comprise the largest group 

offering no charge or free treatment to their clients, while the government and privately-owned, 

for-profit facilities, remain approximately equally scant in offering free or no charge treatment to 

their clients. Nearly all facilities do not offer free treatment exclusively  (96.2%).  Facilities that 

do offer “free treatment to all,” are primarily, also, private, not-for-profit, comprising a 2.8% out 

of the 3.8% total of facilities that are exclusively free treatment facilities. Not surprisingly, nearly 

all substance-abuse facilities surveyed accept cash or self-payment, or 90.5% (United States 

Department of Health and Human Services, 2009). 
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 In sum, substance-abuse treatment facilities appear to be geographically evenly 

distributed throughout the nation. The private sector exceeds the government sector in number of 

substance-abuse treatment facilities, and within the private sector, the not-for-profit seems to be 

the most numerous relative to its for-profit counterpart.  In a cross comparison between the three 

categories, the most likeness between any two categories out of the three appears to be between 

the government sector and the private, not-for-profit sector.  However,  one likeness between the 

three categories is that all three seem equally inclined to accept cash or self-payment as a form of 

payment from their clients. 

 Inferential Statistics Component: Logistic Regression Results 

 In regards to the logistic regression results in general, diagnostic measures yield tolerance 

values well above the .2 minimum standard established as the cut-off for an acceptable value that 

precludes multicollinearity.  The tolerance range is 0.697 to 0.999, which means that, about 

69.7% to 99.9% of the variance in a given independent variable in the logistic regressions 

involving either of the three dependents of interest is not accounted for by other independent 

variables not included in the logistic regression. In addition, the variance inflation factor (VIF) 

values are all well below the 5 cut off value deemed as indicative of multicollinearity. In sum 

then, given the fact that the tolerance levels are high, with the highest being just slightly below 

0.7, and likewise, the VIF values also being within the acceptable range, it appears that the 

results presented herein pose no serious issues of multicollinearity. This, combined with a fairly-

large sample size, suggest that the validity of the findings are not threatened by multicollinearity 

(See Appendix for more information). 

Logistic Regression Results for Sliding Fee Scale as the Dependent Variable 

 Table 3 presents the results of regressing whether or not a substance-abuse facility allows 
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a sliding fee scale on facility ownership in Model 1; on facility ownership and region in Model 2; 

on facility ownership, region, and whether or not a facility receives public funding in Model 3; 

then lastly, facility ownership, region, whether or not a facility receives public funds, and 

whether or not a facility is religiously-affiliated in Model 4.     
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Table 3 
 
Logistic Regression Estimates Predicting Whether or Not a Facility Allows a Sliding Fee Scale (FEESCALE),ª Based on Facility 
Ownership, Facility's Regional Location, Whether or Not the Facility is Religiously Affiliated, and Whether or Not the Facility 
Receives Federal Funds 
 

 Model 1 Model 2 Model 3 Model 4 
Indep. 
Variable b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) 

Private, for-
profit owned 

-.902 *** 
(.041) 

.406 
(..375/.440) 

-.91*** 
(.041) .402 (.371/.436) -.322*** 

(.048) 
.725 
(.659/.797) 

-.361*** 
(.050) 

.697 
(.633/.768) 

Government-
owned 

20.373 
(40192.970) 

7.042E8 
(.000/.000) 

20.31(40192.97
) 

6.586e8 
(.000/.000) 

21.181 
(40192.970) 

1.581E9 
(.000/.000)) 

21.140 
(40192.970) 

1.517E9 
(.000/.000) 

Northeastern 
Region   .136* 

(.059) 
1.145 
(1.020/1.286) 

.203*** 
(.061) 

1.224 
(1.087/1.380) 

.207*** 
(.061) 

1.230 
(1.091/1.385) 

Midwestern 
Region   .043 

(.055) 
1.044 
(.937/1.164) 

.040 
(.057) 

1.041 
(.930/1.164) 

.057 
(.057) 

1.058 
(.946/1.184) 

Southern 
region   -.251*** 

(.053) .778 (.701/.864) -.198*** 
(.055) 

.821 
(.737/.914) 

-.196*** 
(.055) 

.822 
(.738/.915) 

Other region, 
US territory 
outside of 50 
states 
 

  -2.39*** 
(.212) .091 (.060/.138) -2.53*** 

(.215) 
.079 
(.052/.121) 

-2.515*** 
(.215) 

.081 
(.053/.123) 

Receipt of 
public funds     1.17*** 

(.047) 
3.226 
(2.943/3.537) 

1.150*** 
(.047) 

3.159 
(2.880/3.466) 

Religiously-
affiliated       -.322*** 

(.084) 
.725 
(.614/.855) 

Constant .830 
(.025)  .897 

(.041)  .021 
(.054)  .063 

(.055)  

-2 log 
likelihood 14674.5  14442.607  13805.67  13791.336  

Model Chi- 
Square 497.53 ***  729.427***  1366.368***  1380.698***  

Nagelkerke 
R Square .058  .084  .153  .155  

N 11455  11455  11455  11455  
*p ≤ 0.05 **p ≤ 0.01 ***p ≤ 0.001 (two tailed test 
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The statistically significant chi-square value (p < .001) for Model 1 allows for the 

tentative rejection of the null hypothesis of no effect of facility ownership on whether or not a 

facility offers a sliding fee scale and the tentative conclusion that facility ownership does indeed 

have a statistically significant impact on whether or not a facility offers a sliding fee scale.  Upon 

closer examination of Model 1, only the private, for-profit dummy appears to exert a statistically 

significant effect (p < .001) on whether or not a substance abuse facility offers a sliding fee scale 

at its facility. Interpreting the coefficient of this statistically significant variable, it appears that a 

private, for-profit facility is 0.902 times less likely to offer a sliding fee scale at its facility 

relative to its private, not-for-profit counterpart. The predicted odds that a private, for-profit 

substance-abuse facility would offer a sliding fee scale at its facility is likely to decrease by 

0.406 (or 59.4%)7  relative to a private, not-for-profit facility.  Lastly worth mentioning in 

regards to Model 1 is that, the Nagelkerke R square value of 0.058 indicates that the private, for-

profit ownership status of a facility explains approximately 5.8 % of the variation in whether or 

not a facility offers a sliding fee scale”. 

 In Model 2, region is added. In this model, the private, for-profit status of a substance-

abuse facility retains its statistically significant impact on whether or not a facility offers a 

sliding fee scale (p < .001). As in the model prior, the government ownership status of a facility 

does not appear to exert a statistically significant impact on whether or not a facility offers a 

sliding fee scale.  Interpreting the coefficients for the statistically significant ownership dummy 

of private, for-profit facilities, it appears that the private, for-profit facilities are 0.91 times less 

likely to offer a sliding fee scale at their facilities relative to their private, not-for profit 

counterparts. Furthermore, the predicted odds that a private, for-profit facility offers a sliding fee 

scale at its facility is expected to decrease, on average, by 0.402 , or 59.8%, relative to its private, 
                                                 
7 (1-.406)*100=59.4%; log odds proportion subtracted from one and multiplied by a 100% to get the percentage. 
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not-for-profit counterparts. 

 As for the significance of the region dummy variables, the dummy variables denoting the 

Southern region (p < .001), the “Other” region (p < .001), and the Northeastern region (p < .05) 

all have a statistically significant effect on whether or not a substance abuse center offers a 

sliding fee scale.  Interpreting the coefficients for the statistically significant region dummies, it 

appears that substance-abuse facilities located in the Northeastern region are 0.136 times more 

likely to offer a sliding fee scale relative to substance-abuse facilities located in the Western 

region of the United States. Substance-abuse facilities located in the Southern region and the 

region designated as the “Other” are 0.251 and 2.39 times less likely respectively, to offer a 

sliding fee scale at their facility relative to substance-abuse facilities located in the Western 

region.  The predicted odds that a substance abuse facility located in the Northeastern region of 

the United States offers a sliding fee scale is expected to increase by 1.145 or, 14.5%.  However, 

the predicted odds that a substance-abuse facility offers a sliding fee scale is expected to decrease 

by 0.778 (22.2%) and 0.091 (90.9%) for the Southern and the “Other” regions respectively 

relative to the Western region. 

 As in the first model, the statistically significant chi-square value allows for the tentative 

rejection of the null hypothesis of no effect of the covariates on the dependent variable, and the 

consequent, tentative acceptance of the research hypothesis that, ownership, even with the 

inclusion of region, does have a statistically significant impact on the dependent variable, 

whether or not a substance abuse facility offers a sliding fee scale. The 0.084 Nagelkerke R 

squared value indicates that, taken together, private, for-profit ownership status of a facility and 

the facility's location in the Southern, Northeastern, or the “Other” regions, all account for 

approximately 8.4% of the variation in whether or not a substance abuse facility offers a sliding 
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fee scale.  

 The higher Nagelkerke R value in this second model suggest that the inclusion of the 

region variable improves the overall “fit” of the model.  In addition, the higher chi-square value 

also confirms the better “fit” of the model with the inclusion of the region variable.  Indications 

that the addition of region improves the overall “fit” of the model is the first empirical suggestion 

in this project that it may not be facility ownership alone that has an impact on whether or not a 

facility offers a sliding fee scale, as a show of altruism, as well as possibly, the other variables 

selected to operationalize shows of altruism. 

 In Model 3, whether or not a facility receives public funds is added as an additional 

covariate. Interpretation of the coefficients in Model 3 suggests that the private, for-profit 

substance-abuse facilities are 0.322 times less likely to offer a sliding scale for their clients, 

relative to their private, not-for-profit counterparts.  Substance-abuse facilities located in the 

Northeastern regions are 0.203 times more likely, and substance abuse facilities located in the 

Southern and “Other” regions are 0.198 and 2.53 times less likely respectively, to offer a sliding 

fee scale to their clients relative to substance-abuse facilities in the Western part of the United 

States.  Receipt of public funds is associated with a 1.17 increase in likelihood that a facility to 

offer of a sliding free scale to their clients. 

 Interpreting the log odds ratios for each of the statistically significant variables in model 

3, it appears that private, for-profit status is associated with a .725 (27.5%) decrease in a 

substance-abuse facility offering a sliding fee scale. Location in the Northeastern region is 

associated with a 1.124 (12.4%) increase in likelihood that a substance-abuse facility would offer 

a sliding fee scale at its facility relative to facilities in the West. Location in the Southern and the 

“Other” regions of the United States is associated with a 0.821 (17.9%) and 0.079 (92.1%) 
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decrease in likelihood respectively that a substance-abuse facility would offer a sliding fee scale 

to their clients relative to facilities in the West. Whether or not a substance-abuse facility receives 

public funds is associated with a 3.226 (222.6%) increase in a substance-abuse facility offering a 

sliding fee scale to their clients. 

 The statistically significant chi-square value in this third model suggests that ownership, 

region and whether or not a substance abuse facility receives public funds, all exert a statistically 

significant impact on the dependent variable, whether or not a substance abuse facility offers a 

sliding fee scale to its clients. In this third model, the dummy variables denoting the facility's 

private, for-profit ownership status , as well a facility's locale in the Southern, the “Other,” and 

the Northeastern regions of the United States, retain their statistical significance (all at a p < .001 

significance level) on whether or not a substance-abuse facility employs a sliding fee scale.  

Also, it appears that whether or not a facility receives public funds exerts a statistically 

significant effect (p < .001) on whether or not a substance-abuse facility employs a sliding fee 

scale. Interestingly, with the addition of whether or not a substance-abuse facility receives public 

funds in Model 3, the significance value of the Northeastern region on whether or not a 

substance abuse employs a sliding fee scale, increases from a 0.05 < p significance level as it is 

seen in model 2 to a p < 0.001 significance level as it is seen in Model 3.  The 0.153 Nagelkerke 

R squared value in this third model indicates that, taken together, private, for-profit ownership 

status of a substance-abuse facility, locale in the Southern, Northeastern or “Other” regions of the 

United States, and facility's receipt of public funds, all account for approximately 15.3% of the 

total variation in whether or not a substance-abuse facility employs a sliding fee scale.   

 In the last model for this logistic regression, where whether or not a substance-abuse 

facility employs a sliding fee scale is the dependent variable, whether or not the substance-abuse 
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facility is religiously-affiliated is added as a covariate. With the addition of religious-affiliation 

as a covariate, it appears that the private, not-for-profit ownership status of a substance-abuse 

facility, locale in the Northeastern, Southern, and “Other” regions of the United States, as well as 

facility's receipt of public funds all retain their statistical significance (all at p < 0.001) on 

whether or not a substance abuse facility employs a sliding fee scale. Religious affiliation of a 

facility, by itself, also appears to exert a statically significant effect on whether or not a 

substance-abuse facility employs a sliding fee scale, at a p < 0.001 significance level. 

 More specifically, it appears that private, for-profit status of a facility is associated with a 

0.361 decrease in a substance-abuse facility offering a sliding fee scale for treatment at their 

facility relative to a not-for-profit facility. The predicted odds that a substance-abuse facility 

offers a sliding fee scale is likely to decrease if the substance-abuse facility is a private, for-

profit. Locale in the Northeastern region is associated with a 0.207 increase in a facility offering 

a sliding fee scale at its facility relative to facilities in the West, while location in the Southern 

and the “Other” regions of the United States are associated with a 0.196 and 2.515 decrease 

respectively in the likelihood that a facility would offer a sliding scale relative to facilities in the 

West. The predicted odds that a substance-abuse facility offers a sliding fee scale at its facility is 

predicted to increase 1.230 (23%) if the facility is located in the Northeast relative to facilities in 

the West, while the predicted odds that a substance-abuse facility offers a sliding fee scale at its 

facility is predicted to decrease by 0.822 and .081 if the substance abuse facility is located in the 

Southern and “Other” regions respectively. Receipt of public funds”is associated with a 1.150 

increase in a substance-abuse facility offering a sliding fee scale.  The odds ratio that a substance 

abuse facility would offer a sliding fee scale increases 3.159 (215.9%) if the facility receives 

public funds. Surprisingly, in this last model, religious-affiliation is actually associated with a 
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decrease in likelihood that of a substance-abuse facility offering a sliding fee scale at its facility. 

The odds ratio that a substance-abuse facility would offer a sliding fee scale decreases 0.725 if 

the substance-abuse facility is religiously-affiliated. 

 The chi-square for Model 4 of this logistic regression, with whether or not a substance-

abuse facility offers a sliding fee scale as the dependent variable, is statically significant (p < 

0.001). This means that, as in each of the three preceding models, the hypothesis of no effect of 

covariates on the dependent variable, may be tentatively rejected. Instead, the research 

hypothesis claiming a statically significant relationship between the covariates and the dependent 

variable may be tentatively accepted. Within the context of this fourth model, this translates into 

the tentative conclusion that, private, for-profit ownership status of a facility, locale in the 

Northeastern, Southern, or “Other” regions of the United States, receipt of public funds, and 

religious affiliation, taken together, all exert a statically significant impact on whether or not a 

substance abuse facility employs a sliding fee scale. The Nagelkerke R square of 0.155 specifies 

that these aforementioned covariates account for 15.5% of the total variation in whether or not a 

substance abuse facility offers a sliding fee scale. 

Logistic Regression Results for Free Treatment for Some as Dependent Variable 

 The following table, Table 4, presents four models in which whether or not a substance-

abuse facility offers free treatment to some of its clients is regressed on a variety of independent 

variables, and the values resulting from the regression are shown. In the first model,  whether or 

not a substance-abuse facility offers free treatment to some of its clients is regressed on facility 

ownership. In the second model, whether or not a substance-abuse facility offers free treatment 

to some of its clients is regressed on facility ownership and region. In Model 3, whether or not a 

substance-abuse facility offers free treatment to some of its clients is regressed on facility 
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ownership, region, and whether or not a facility receives public funding. In the final model, 

whether or not a substance-abuse facility offers free treatment to some of its clients is regressed 

on facility ownership, region, receipt of public funds and religious-affiliation. 

 As in the last logistic regression for the dependent variable, whether or not a facility 

employs a sliding fee scale, private, for-profit ownership status of a facility is statistically 

significant (p < 0.001), and government ownership of a facility is not statistically significant, for 

every model in the results for the logistic regression for the dependent variable, whether or not a 

substance abuse facility offers free treatment to some of its clients. Interpreting the coefficient of 

the statistically significant ownership variable, it appears that a private, for-profit facility is 1.684 

times less likely to offer a free treatment to some of its clients at its facility relative to its private, 

not-for-profit counterparts.     
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Table 4 
 
Logistic Regression Estimates Predicting Whether or Not a Facility Offers Free Treatment to Some Clients (PAYASST),ª Based on Facility 
Ownership, Facility's Regional Location, Whether or Not the Facility is Religiously Affiliated, and Whether or Not the Facility Receives 
Federal Funds 
 

 Model 1 Model 2 Model 3 Model 4 
Indep. 
Variable b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) 

Private, for-profit 
owned 

-1.684 *** 
(.045) 

.186 
(.170/.203) 

-1.69*** 
(.045) 

.184 (.169/.202) -1.140*** 
(.050) 

.320 
(.288/.350) 

-1.1*** 
(.051) 

.333 (.301/.368) 

Government-
owned 

20.718 
(40192.970) 

9.950e8 
(.000/.000) 

20.713 
(40192.970) 

9.900e8 
(.000/.000) 

21.630(40192.97
0) 

2.476e9 
(.000/.000) 

21.676 
(40192.970) 

2.593e9 (.000/.000_ 

Northeastern 
Region 

  .036 
(.058) 

1.037 (.925/1.163) .103 
(.06) 

1.108 
(.991/1.239) 

-.098 
(.06) 

1.103 (.981/1.241) 

Midwestern 
Region 

  -.228*** 
(.056) 

.796 (.713/.888) -.244*** 
(.058) 
 

.783*** 
(.707/.875) 

-.265*** 
(.058) 

.767 (.685/.859) 

Southern region 
  .120* 

(.055) 
1.127 (1.012/1.256) .195*** 

(.057) 
 

1.216*** 
(1.070/1.318) 

.194*** 
(.057) 

1.214 (1.085/1.358) 

Other region, US 
territory outside 
of 50 states 

  1.050*** 
(.201) 

2.858 (1.929/4.236) 1.092*** 
(.208) 

2.982*** 
(1.805/3.736) 

1.058*** 
(.208) 

2.881 (1.917/4.330) 

Receipt of public 
funds 

    1.190*** 
(.047) 

3.286*** 
(2.934/3.494) 

1.217*** 
(.047) 

3.378 (3.078/3.706) 

Religiously-
affiliated 

      .359*** 
(.085) 

1.432 (1.211/1.693) 

Constant .485 
(.024) 

 .490 
(.040) 

 
 

-.427 
(.055) 

 -.473 
(.056) 

 

-2 log likelihood 14235.497  14161.576  13506.576  13488632  
Model Chi- 
Square 

1605.262 ***  1679.184***  2334.183***  2352.128***  

Nagelkerke R 
Square 

.175  .182  .246  .248  

N 11418  11418  11418  11418  
*p ≤ 0.05 **p ≤ 0.01 ***p ≤ 0.001 (two tailed test) 
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 When region is added to the model, as in Model 2 of this logistic regression for whether 

or not a substance abuse facility offers free treatment to some of its clients, it appears that 

private, for-profit ownership of a facility is 1.69 less likely to offer free treatment to some of its 

clients. In the third model, in which the receipt of public funding is added as a covariate, and in 

the fourth model, in which religious affiliation of a facility is added, private, for-profit ownership 

status of a facility remains a factor that would make it less likely  that a facility would offer free 

treatment to some of its clients, with the coefficient changing only slightly, from a -1.140 to -1.1, 

with the addition of religion as a covariate.  That is, less likely relative to the private, not-for-

profit facilities. When ownership status is the only variable of interest, as in the first model, it 

appears that the odds ratio that a private, for-profit substance-abuse facility would offer free 

treatment to some of its clients decreases by 0.186 or 81.4%. When region is added as a covariate 

in the second model, the odds ratio that a private, for-profit facility would offer free treatment to 

some of its clients decreases by .0184 or 81.6%. Even when the facility receives public funding, 

or in addition to that, is also religiously affiliated, the odds ratio that a private, for-profit facility 

would offer free treatment to its clients still shows a decrease, of  0.320 or by 68% and 0.333 or 

66.7%, respectively.  Hence, private, for-profit ownership of a substance-abuse facility may be 

deemed as having a negative impact on a substance-abuse facility offering free treatment to some 

of its clients. 

 The significant chi-square value for this first model for the logistic regression for whether 

or not a substance abuse facility offers free treatment to some of its clients confirms that, indeed, 

facility ownership does have an impact on whether or not a substance abuse facility offers free 

treatment to some of its clients as the dependent variable. The Nagelkerke R square of 0.175 for 

the first model-in which only facility ownership is taken into account with respect to whether or 
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not a substance abuse facility offers free treatment to some of its clients-indicates the 

approximate extent of this impact. Moreover, the Nagelkerke R square value of 0.175 translates 

into, the private, for-profit facility ownership status of a substance-abuse facility accounting for 

approximately 17.5% of the variation in the dependent variable, whether or not a substance abuse 

facility offers free treatment to some of its clients. 

 Whereas model one is only concerned with the results of regressing whether or not a 

substance abuse facility offers free treatment to some of its clients on facility ownership, Model 

2 takes into account the effects of region as well. In this second model, the dummy variables 

denoting the Southern region (p < .05), the “Other” region (p < .001), and the Midwest region (p 

< .001) all have a statistically significant effect on whether or not a substance abuse facility 

offers free treatment to some of its clients. Interpreting the coefficients for these statistically 

significant region dummies, it appears that substance-abuse facilities located in the Southern and 

“Other” regions of the United States are 0.120 and 1.050 times more likely respectively to offer 

free treatment to some of their clients in comparison to substance-abuse facilities located in the 

Western region.  Contrarily, substance-abuse facilities located in the Midwest appear to be 0.228 

less likely to offer free treatment to some of their clients than facilities in the West.  As for the 

interpretation of the predicted odds ratios for the region dummies, it appears that the predicted 

odds that a substance-abuse facility offers free treatment to some of its clients increases by 1.127 

(12.7%) and 2.858 (185.8%) for facilities located in the Southern and the “Other” regions 

respectively relative to substance-abuse facilities located in the West, while the predicted odds 

ratios are likely to decrease by 0.796 (20.5%) for facilities located in the Midwest region relative 

to facilities located in the West. 

 The model chi-square is significant for this second model for the dependent variable, 
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whether or not a substance abuse facility offers free treatment to some of its clients.  Within the 

strict context of this second model, the significant chi-square value, suggests that private, for-

profit facility ownership status and regional location in the Midwestern, Southern, or “Other” 

regions, are important in determining whether or not a substance-abuse facility offers free 

treatment to some of its clients. Also, the Nagelkerke R square value of 0.182 indicates that taken 

together, regional location and facility ownership, accounts for approximately 18.2% of variation 

in whether or not a substance abuse facility offers free treatment to some of its clients. 

 The region dummies deemed statistically significant in Model 2 retain their statistical 

significance in Model 3 once receipt of public funds is added as a covariate.  The only change in 

the statistical significance of the region dummies worth noting is the increase in the statistical 

significance of the Southern region from a p < .05 to p <.001 statistical significance level. From 

the interpretation of the coefficients in the third model of the logistic regression for the 

dependent variable, whether or not a substance abuse facility offers free treatment to some of its 

clients, it appears that substance-abuse treatment facilities located in the Southern and “Other” 

regions of the United Stats are 0.195 and 1.092 times more likely respectively to offer a free 

treatment to some of their clients relative to substance-abuse facilities located in the Western 

region. Substance-abuse facilities located in the Midwestern region of the United States appear to 

be 0.244 less likely to offer free treatment to some of their clients than facilities in the West.  

From the interpretation of the predicted odds ratios for the region dummies in the third model in 

the logistic regression for whether or not a substance abuse facility offers free treatment to some 

of its clients, it appears that the predicted odds that a substance-abuse facility offers free 

treatment to some of its clients increases by 1.216 (21.6%) and 2.982 (198.2%) for facilities 

located in the Southern and the “Other” region respectively relative to facilities in the West.  The 
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predicted odds that a substance-abuse facility offers free treatment to some of its clients 

decreases by 0.796 (21.7%) for facilities located in the Midwest relative to facilities in the West. 

 The receipt of public funds variable in Model 3, is statistically significant  (p < .001).  

Specifically, the receipt of public funds, in this third model, is associated with a 1.190 increase in 

likelihood that a facility would offer free treatment to some of its clients. Furthermore, the 

predicted odds ratio that a facility offers free treatment to some of its clients is predicted to 

increase by 3.286 or 228.6% if the substance-abuse facility receives public funds. The significant 

chi-square value for Model 3, the model with the whether or not  a substance abuse facility 

receives public funds variable as a covariate, suggests that private, for-profit ownership status of 

a facility, regional location in the Midwestern, Southern, and “Other” regions, and whether or not 

the facility receives public funds, are all factors that, taken together, have a statistically 

significant impact on whether or not a substance abuse facility offers free treatment to some of 

its clients. The Nagelkerke R squared value of  0.246 indicates that these three covariates account 

for approximately 24.6% of variation in whether or not a substance abuse facility offers free 

treatment to some of its clients. 

 Locale in the Midwestern, Southern, the “Other” regions, receipt of public funds, and 

religious-affiliation all have a statistically significant impact on whether or not a substance abuse 

facility offers free treatment to some of its clients (p < 0.001) in Model 4. In this model, location 

in the Midwestern, Southern, and the “Other” region are associated with a 0.265 decrease and a  

0.194 and 1.058 increase respectively in the likelihood that a substance-abuse facility would 

offer free treatment to some of its clients relative to facilities located in the West. This coincides 

with a predicted odds ratio of 0.767 (23.3%) decrease and a 1.214 (21.4%) and 2.881 (188.1%) 

increase in the Midwestern, Southern, and “Other” regions respectively.  Receipt of public funds 
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is associated with a 1.217 increase in a substance-abuse facility offering free treatment to some 

of their clients.  This coincides with an increase in 3.387 (238.7%) in the predicted odds ratio.  

Lastly, religious affiliation is associated with a .359 increase in whether or not a substance abuse 

facility offers free treatment to some of its clients, or a predicted odds ratio increase of 1.432 

(43.2%). 

 The addition of the fourth covariate, religious affiliation in the fourth model of the 

logistic regression for whether or not a substance abuse facility offers free treatment to some of 

its clients, also generates a statistically significant chi-square value.  This reinforces the 

importance of facility ownership, regional location of a facility, and the receipt of public funds, 

on whether or not a substance-abuse facility offers free treatment to some of its clients.  More 

specifically, however, the statistically significant chi-square also suggests that these variables 

along with the variable denoting whether or not a facility is religiously affiliated, taken together, 

exert a statistically significant effect on the dependent variable, whether or not a substance abuse 

facility offers free treatment to some of its clients  (p < .001).  The Nagelkerke R square value of 

0.248 indicates that private, for-profit ownership status, locale in the Southern, Midwestern, and 

the “Other” regions, receipt of public funds, and religious affiliation, taken together, account for 

24.8% of the total variation in whether or not a substance abuse facility offers free treatment to 

some of its clients. 

Logistic Regression Results for Free Treatment for All as the Dependent Variable 

 The following table is the third and final table for the last logistic regression dealing with 

dependent variables deemed as representative of a substance-abuse facility engaging in altruistic 

behavior. This time, the specific dependent variable of interest is free treatment for all clients in a 

facility. As in the last two tables for the first two logistic regressions for the dependent variables 
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whether or not a substance abuse facility employs a sliding fee scale and whether or not a 

substance abuse facility offers free treatment to some of its clients, this table for the logistic 

regression for whether or not a substance abuse facility offers free treatment to all its clients 

presents four models in which whether or not a substance abuse facility offers free treatment to 

all its clients is regressed on the same list of independent variables used for the two previous 

logistic regression models. The first of the four models shows the results of regressing whether 

or not a substance abuse facility offers free treatment to all its clients on facility ownership. The 

second model shows the results of regressing whether or not a substance abuse facility offers free 

treatment to all its clients on facility ownership and region. The third model shows the results of 

regressing  whether or not a substance abuse facility offers free treatment to all its clients on 

facility ownership, region, and whether or not a facility receives public funding. The last model, 

Model 4, shows the results of regressing  whether or not a substance abuse facility offers free 

treatment to all its clients on facility ownership, region, receipt of public funds, and religious 

affiliation.   
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Table 5 
 
Logistic Regression Estimates Predicting Whether or Not a Facility Offers Free Treatment for All Clients (REVCHK3),ª Based on 
Facility Ownership, Facility's Regional Location, Whether or Not the Facility is Religiously Affiliated, and Whether or Not the 
Facility Receives Federal Funds 
 

 Model 1 Model 2 Model 3 Model 4 
Indep. 
Variable b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) b (se) Odds Ratio 

(lower/upper) b (se) Odds Ratio 
(lower/upper) 

Private, for-profit 
owned 

-3.403 *** 
(.382) 

.033 
(.016/.070) 

-3.349*** 
(.384) 

.035 (.017/.075) -3.105*** 
(.391) 

.045 (.021/.097) -3.020*** 
(.392) 

.049 (.023/.105) 

Government-
owned 

-18.290 
(40192.970) 

.000 
(.000/.000) 

-18.554 
(40192.970) 

.000 (.000/.000) -18.196 
(40192.970) 

.000 
(.000/.000) 

-18.083 
(40192.970) 

.000 (.000/.000) 

Northeastern 
Region 

  -.743*** 
(.160) 

.476 (.348/.650) -.721*** 
(.160) 

.486 
(.355/.664) 

-.734*** 
(.160) 

.480 (.350/.656) 

Midwestern 
Region 

  -1.251*** 
(.188) 

.286 (.198/.413) -1.249*** 
(.188) 
 

.287 
(.198/.414) 

-1.303*** 
(.189) 

.272 (.188/.394) 

Southern region 
  -.452** 

(.146) 
.636 (.477/.847) -.446** 

(.146) 
 

.640 
(.481/.853) 

-.449** 
(.146) 

.638 (.479/.850) 

Other region,US 
territory outside 
of 50 states 

  2.976*** 
(.189) 

19.605 
(13.362/27.936) 

2.970*** 
(.189) 

19.493 
(13.259/27.792
) 

2.926*** 
(.190) 

18.658 (12.646/26.591) 

Receipt of public 
funds 

    .441*** 
(.145) 

1.556 
(1.167/2.062) 

.521*** 
(.148) 

1.684 (1.253/2.238) 

Religiously-
affiliated 

      .601*** 
(.176) 

1.825 (1.260/2.509) 

Constant -2.913 
(.052) 

 -2.649 
(.088) 

 
 

-3.007 
(.150) 

 -3.119 
(.156) 

 

-2 log likelihood 3159.864  2775.347  2765.431  2754.834  
Model Chi- 
Square 

273.918 ***  658.436***  668.352***  678.949***  

Nagelkerke R 
Square 

.091  .216  .219  .222  

N 11414  11414  11414  11414  
*p ≤ 0.05 **p ≤ 0.01 ***p ≤ 0.001 (two tailed test)
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Once again, and as in the last two logistic regressions, the private, for-profit status of a 

facility is statistically significant (p < 0.001) relative to its private, for-profit counterpart in each 

of the four models comprising the logistic regression results for the dependent variable whether 

or not a substance abuse facility offers free treatment to all its clients. In the first model, in which 

facility ownership is the only variable of interest, it appears that a private, for-profit facility is 

3.403 times less likely to offer free treatment to its clients than a private, not-for-profit facility, 

and this value remains relatively constant in the consequent models with added covariates. In the 

second model, when the regional location of a facility is taken into account, it appears that a 

private, for-profit facility is 3.349 times less likely than a private, not-for-profit facility to offer 

free treatment to all of its clients.  This generally remains the case even if the facility receives 

public funding, or is religious-affiliated, in which case, the exact coefficients denoting how much 

less likely is the private, for-profit substance-abuse facility to offer free treatment to all its clients 

than its private, not-for-profit counterpart becomes 3.105 and 3.020 respectively. Whether or not 

there are any covariates in the model in addition to facility ownership, the significant chi-square 

for Model 1, in which, facility ownership is the only independent variable of interest, suggests 

that private, for-profit status of a substance-abuse facility does indeed have a statically 

significant (p < 0.001) impact on  whether or not a substance abuse facility offers free treatment 

to all its clients. Furthermore, the Nagelkerke R square of 0.91 for the first model indicates that, 

private, for-profit ownership status alone accounts for 9.1% of total variation in whether or not a 

substance abuse facility offers free treatment to all its clients. 

 As for the region variable in this logistic regression, it appears that for each model in 

which region dummies are included, beginning in Model 2 and through Model 4, the 

Northeastern, Midwestern, and the “Other” regions are statically significant at the p < .001 
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significance level and the Southern region is statically significant at a p < .01 significance level. 

Coefficients from region dummies in Model 2 indicate that facilities located in the Northeastern, 

Midwestern, and the Southern regions of the United States are 0.743 and 1.251 times less likely 

respectively to offer free substance-abuse treatment to all of their clients relative to the facilities 

located in the Western region of the United States. Paying heed to the coefficient for the “Other” 

region dummy, it appears that substance-abuse facilities located in the “Other” region are 2.976 

times more likely to offer substance-abuse treatment to all of their clients.  As for the 

interpretation of the odds ratios for the region dummies, it appears that the odds ratios of a 

substance abuse facility offering free treatment to all of its clients if its located in the 

Northeastern, Midwestern, or the Southern regions decreases by 0.476, 0.286, and 0.636 

respectively relative to substance-abuse facilities located in the Western region of the United 

States. Odds ratios of substance-abuse facilities located in the “Other” regional category appear 

to increase by 19.605 relative to substance-abuse facilities located in the West. The Nagelkerke R 

square of 0.216 in Model 2 indicates that private, for-profit facility ownership status of a facility, 

and regional locale of a facility-specifically, the Northeastern, Midwestern, and the Southern 

regions of the United States-account for a 21.6% variation in whether or not a substance abuse 

facility offers free treatment to all its clients. 

 The addition of whether or not a substance-abuse facility receives public funds in Model 

3 and the addition of whether or not a substance-abuse facility is religiously-affiliated in Model 

4, generate similar coefficient and odd ratio values for each of the region dummies, thereby 

indicating that region's statistically significant effect on  whether or not a substance abuse facility 

offers free treatment to all its clients remains relatively stable.  This, along with the fact that the  

increase in the Nagelkerke R square is minute after Model 2, a 0.003 difference from Model 2 to 
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3 and another 0.003 increase from Model 3 to Model 4, suggests that the aforementioned region 

dummies, and the private, for-profit ownership status of a facility, may exert a more substantial 

impact on  whether or not a substance abuse facility offers free treatment to all its clients than 

does receipt of public funds or religious affiliation each independently or combined . That is, 

while for-profit, ownership status and aforementioned region dummies account for a 21.6% of 

variation in  whether or not a substance abuse facility offers free treatment to all its clients, the 

addition of receipt of public funds in Model 3 and the addition of religious affiliation in Model 4, 

each produce a mere 3% increase in the percentage amount that all the covariates taken together 

in each model account for the variation in the dependent variable whether or not a substance 

abuse facility offers free treatment to all its clients. 

  To provide a more detailed perspective, in Model 3, for example, the coefficient 

covariate, whether or not a substance-abuse facility receives public funds, suggests that facilities 

that receive public funds are 0.441 times more likely to offer free substance-abuse treatment to 

all their clients.  Interpreting the odds ratios for the whether or not a substance-abuse facility 

receives public funds covariate in Model 3, it appears that the odds ratio that facilities would 

offer free substance-abuse treatment to all their clients increases by 1.556 (55.6%) in the case 

that a substance-abuse facility receives public funds. In Model 4, it appears that facilities that 

receive public funds are 0.521 more likely to offer free substance-abuse treatment to all their 

clients, and the odds ratio of offering free treatment for substance-abuse facilities that receive 

public funds increases by 1.684 (68.4%).  As for the interpretation of the the religious-affiliation 

covariate, it appears that substance-abuse facilities that are religiously-affiliated are 0.601 times 

more likely to offer free treatment to all their clients, and the odds ratio of substance-abuse 

facilities offering free treatment to all their clients if they are religiously-affiliated increases by 
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1.825 (82.5%).   

 Chi-squares are significant at p <  0.001 for each of the four models in this third logistic 

regression with whether or not a substance-abuse facility offers free treatment to all their clients 

as the dependent variable. This means that private, for-profit ownership status alone; private, for-

profit ownership status, along with a substance-abuse treatment facility's locale in the 

Northeastern, Midwestern, Southern and the “Other” regions of the United States; private, for-

profit ownership status, location in the Northeastern, Midwestern, Southern and the “Other” 

regions, and receipt of public funds; and finally, private, for-profit ownership status, location in 

the Northeastern, Midwestern, Southern and the “Other” regions, receipt of public funds, and 

religious-affiliation, are each circumstance that produce a statistically significant impact on 

whether or not a substance-abuse facility offers free treatment to all its clients. 

Summary of Logistic Regression Results 

 In sum then, the p, coefficient and odds ratio values that are delineated as results from 

each of the logistic regression involving whether or not a facility offers a sliding fee scale, 

whether or not a substance abuse center offers free treatment to some of its clients, and whether 

or not a substance-abuse center offers free treatment to all its clients as the dependent variable in 

each logistic regression equations.  The aforementioned values are delineated as results yielded 

in the four models, each model including a cumulative set of of covariates upon which the 

dependent variable of the logistic regression is regressed.  Adequate tolerance values and VIF 

scores, as diagnostic measures, for each of the covariates in each of the three logistic regressions  

substantiate the statistically significant findings previously mentioned.
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DISCUSSION 

Abridged Review of the Literature 

 Once again, the primary purpose driving this project is the curiosity about the difference 

between the private, not-for-profit, private, for-profit and government-owned sectors of health 

care, and the conceptual framework driving this project is the presumption that there is indeed a 

difference between the three sectors.  Given the availability of data, in which facility ownership 

is included as a variable, as well as the fact that substance abuse treatment facilities qualify as 

health care facilities, the project’s aim is adjusted accordingly, with the purpose adjusted as to, 

explore the differences specifically with respect to substance-abuse facilities in the United States, 

according to ownership, with the private, non-for-profit, private, for-profit, and government-

owned, as the ownership categories. Specifically, the aim of this project is to explore the 

differences between the differently owned substance-abuse centers in regards to their show of 

altruism, as defined by the facility’s willingness to subsidize all or part of substance-abuse 

treatment for potential clients with limited financial means. 

At the end, the differences between health care facilities, including that of substance-abuse 

treatment centers, according to ownership, remain not altogether palpable from the literature. 

However, the results of this project yield some insight. 

Overall, the literature on the subject points to two divergent viewpoints.  On the one 

hand, there is the claim that the non-for-profit organizations, and presumably those including that 

of government, are in a way superior to the for-profit organizations.  Underlying this claim, is the 

perception that, with the lack of profit as its primary motive, the non-for-profit organizations are 

much more likely to  adhere to a sense of social responsibility to their community and in effect, 

serve their community as part of their social mission (Alliance for Advancing Nonprofit Health 
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Care, n. d.). Furthermore, it is claimed that the not-for-profits provide superior care relative to 

their for-profit counterparts but at a lower cost ; not-for-profits are allegedly more willing to 

assume responsibility to help care for underprivileged peoples; not-for-profits are oftentimes 

credited with innovation, in their initiation of novel health care treatments; and lastly, the not-for-

profit sector is claimed to be unwaveringly dedicated to the well-being of the community, as 

evidenced by not-for-profits likelihood to remain in the market, despite foreseeable monetary 

losses  (Alliance for Advancing Nonprofit Health Care, n. d.).    

Contrarily, with the for-profits, money is “the bottom line.” Indeed, the for-profits are 

much more likely to offer services that yield a high fiscal return, such as open heart surgery, at 

the expense of offering services that pose a fiscal threat but may be socially responsible and 

necessary for the well-being of the community, such as emergency psychiatric care, because of 

its high fiscal cost for a low fiscal return, or an overall, loss (Horwitz, 2005). In addition, there 

prevails the assumption that for-profits may undermine the “efficiency of publicly funded 

services by introducing market competition” (Estes, Alford, Egan, 2001, p. 75).  Alternatively, it 

is also argued that, the presence of a public medical clinics for outpatient substance-abuse 

treatment in a given market area has been associated with a decreased likelihood that a private 

clinic would participate in the same market (Cohen, Freeborn, McManus, 2007). 

Furthermore, despite the money as the “bottom line” mentality that pervades the for-

profit health care sector, money made is disproportionately invested away from clinical 

expenses, and hence, away from the very individuals that, in theory, the for-profit health care 

organization is established to serve, and instead, towards what many would argue to be bloated 

administrative costs (Woolhandler, Steffie and Himmelstein, 1997; and, Woodhandler, 1999). 

Lastly, the fragmentation of care, the over-dependence on technology, and in essence, “cherry-
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picking” of individuals for which to care, characteristic of for-profit health insurance, (Relman, 

1980) but also generalizable to other types of for-profits in health care, also cast an unfavorable 

light on health care sectors driven by profit. 

While the superiority of not-for-profit health care is maintained by some, the divergent 

viewpoint is that private, not-for-profit care is more akin to for-profit care than it is not (Estes, 

Alford, Binney, et al., 2001). The fact that the not-for-profit hospitals are increasingly the target 

of lawsuits (Alliance for Advancing Nonprofit Health Care., n. d., 2004) may serve as testimony 

to the claim that there has been a considerable likening between the for-profit and not-for-profit 

sectors. According to Estes, Alford, Binney, et al. (2001), despite the differences between the two 

sectors, the “private” characteristic does more to liken the private, not-for-profit and private, for-

profit sectors more than the differences in the profit motives between the two sectors do to 

differentiate them.  Since the increase of “privatization” in health care and social service sectors 

beginning in the 1960s, the “private” qualification of both the for-profits and not-for-profits 

reflects the “commodification” of various facets of health care.  In effect, this “privatization” and 

the “commodification” that complements it, necessitates the health care organizations, or its 

various sects, compete against each other in a free market system. However, the keen 

competition that is the hallmark of an unregulated, or at the least, very loosely regulated system 

that is the free market, requires that private organizations, regardless of their status as a not-for-

profit or for-profit, compete against each other to sustain themselves as an organization.  This 

competition and self-sustenance may take precedence over the very individuals the organization 

is established to serve in the first place. Because of this competition, the non-profit and the for-

profit sectors have become increasingly similar, while the government sector has become 

minimized (Estes, Alford, Binney, et al., 2001). 
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In sum, this concludes the reiteration of the debates in the literature regarding the private, 

for-profit, private, not-for-profit and government-owned facilities.  The inclusion of this 

“reiteration” is meant to establish a platform on which to present the interpretation of the 

statistical jargon presented in the findings. So now, what do the actual findings of this project 

mean? 

Brief Summary of Findings 

From the descriptive statistics alone, it is evident that the private sector, both for-profit 

and not-for-profit, plays a prominent role in substance abuse treatment relative to the government 

sector. This assertion is supported by the fact that an overwhelming majority, 87.2% of all 

substance-abuse centers are private facilities. Out of the two private sectors, however, the 

private, not-for-profit sector dominates, outnumbering the private, for-profit sector by nearly 

twofold, with the private, not-for-profit sector comprising a total of 57.9% of all substance-abuse 

facilities, and the private, for-profit sector comprising 29.7% of all substance-abuse treatment 

facilities. Government-owned substance-abuse treatment facilities account for a mere 12.8% of 

the total of all substance-abuse facilities in the United States. 

This 12.8% of total substance-abuse treatment owned by the government consist of six 

government categories: state, local/county, tribal, and federal. The state government comprises 

3% of all substance-abuse treatment center facilities, and the federal provides 2.5%. The local, 

community, or county governments provides 5.9% of all substance-abuse treatment and the tribal 

government provides 1.4%. The majority of substance-abuse centers owned by the federal 

government sub sect of government are part of the Department of Veteran's Affairs (61.4%), and 

the Department of Defense (26.8%), which indicates a strong commitment on the behalf of the 

United States federal government towards addressing substance-abuse issues of those citizens 
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that agree to serve it by way of participating in the military. None of the other government sub 

sectors seem so invested within a particular sector. Overall, relative to the private sector, 

government involvement in substance-abuse is meager. The mere 3% figure denoting state 

government involvement in substance-abuse treatment is particularly troublesome, assuming that 

substance-abuse treatment is relegated by the federal government for the states to administer. 

Examining the results yielded by each of the logistic regression for each of the three 

dependent variables listed above and operationalized as facility’s shows of altruism in this 

project, it appears that the private, not-for-profit substance abuse sector is more inclined towards 

shows of altruism that its for-profit counterpart. The private, for-profit ownership status of a 

substance-abuse facility is highly statistically significant at a p < 0.001 throughout the project. 

This is in the case where facility ownership is the only variable of interest in regards to its 

potential influence over a facility’s show of altruism.  In cases where one or more covariates are 

added, including region, receipt of public funds, and/or religious affiliation, private, for-profit 

ownership status of a facility remains highly statistically significant. This means that the 

coefficients and odds ratios yielded for the private, for-profit variable in each model are over 

99.9% likely to be accurate, with the probability of error highly unlikely, being at an equivalent 

of less than a proportion of 0.001, or 1/10th of 1%.    

 For each of the statistical significance values interpreted for the private, for-profit facility 

type, the coefficients and odd ratios indicate that private, for-profit status of a facility is 

associated with a decrease in likelihood that the for-profit facility would exhibit a show of 

altruism, relative to its private, not-for-profit counterpart. The lack of statistical significance of 

the variable denoting government-owned facilities leaves the variable denoting government-

owned facility interpreted.  The presumption is that a lack of statistical significance of the 
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variable denoting government ownership, relative to its private, not-for-profit counterpart, used 

as a reference group in the logistic regression, indicates that the government-owned facilities are 

no more, and no less, likely to exhibit shows of altruism, as defined by the dependent variables 

selected for this project, relative to their private, not-for-profit counterparts.   

Upon closer examination of the government variable, most particularly its coefficients 

and odd ratios, it ought to become clear that the government variable is a very unique case. Even 

in the case that its value be significant, say theoretically, the magnitude of the coefficient and 

odds ratio values for the government variable, make it interpretable. For example, the 

exponential odd ratio values for the government values in each model for each logistic regression 

signal that there is something amiss with the government variable. While the lack of significance 

of the government variable does not necessitate a prompt answer, because the variable can be left 

alone and interpreted, it does create the lingering question regarding what may make the 

government variable different from the private, for-profit category and the private, not-for-profit 

reference group. The answer to address this issue that most readily comes to mind is the drastic 

difference between the government and both the private sectors in general. Another alternative is 

the possibility that there are so few substance-abuse facilities that are government-owned, 

especially relative to the number of facilities that are privately-owned, regardless of profit status, 

that inclusion of these facilities under the government-owned variable in a logistic regression 

equation does not yield any meaningful results.  

Regarding the specific differences between the two sub sectors of the private sector in 

substance-abuse treatment, private, for-profit facilities differ from private, not-for-profit facilities 

in their willingness to employ a sliding fee scale, allowing free treatment to some, or offering 

exclusively free treatment to all clients at their facilities. Relative to the private, not-for-profit 
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sector, the private, for-profit sector in the substance-abuse arena is less likely to display shows of 

altruism, according to the definition of altruism in this project. At the same time, the lack of 

statistical significance for the government ownership variable suggests that with the differences 

between the two private sectors in mind, the private, not-for-profit sector may be similar to the 

government-owned substance-abuse treatment facilities in its tendency towards altruism. Overall 

then, it seems reasonable to conclude that facility ownership does indeed exert a noteworthy 

impact on facility’s show of altruism.  

However, paying heed to the Nagelkerke R square for the first model of each logistic 

regression, in which variables denoting facility ownership are the only variables of interest, 

indicates that facility ownership alone, accounts for 5.8%, 17.5%, and 9.1% of variation in 

whether or not a facility offers a sliding fee scale, whether or not a facility offers free treatment 

to some clients, or whether or not a facility offers free treatment to all its clients respectively. In 

other words, facility ownership alone, may account for as little as 5.8% of variation in the 

facility's show of altruism and up to 17.5%, and the value depends on what dependent variable is 

a show of altruism in a particular logistic regression.  Regardless though, these values are really 

not all that high.  So then, even though significant chi-square values generated by the model 

examining the statistical relationship between facility ownership and each of the three dependent 

variables operationalized as indicative of facility's altruism, indicates that facility ownership is 

indeed influential over a facility's show of altruism, the Nagelkerke R square indicates that this 

influence is limited.  This suggests that there may be other variables, apart from facility 

ownership, that add to the variation in the a facility's likelihood to exhibit altruistic behavior, by 

way of employing a sliding fee scale, offering free treatment to some of its clients, or to all. 

 To gauge into the genuineness of the relationship between facility ownership and shows 
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of altruism, the research design of this project requires the inclusion of covariates.  These 

covariates, within the context of logistic regression generally, can, and in this study in particular, 

do, serve as control variables.  With the addition of variables to denote various regional locales in 

the US, the addition of facility's receipt of public funds, and whether a facility is religiously 

affiliated, the conclusion regarding the similarity between the private, not-for-profit and the 

government sectors remains the same. This is because the variable denoting private, for-profit 

ownership retains its statistical significance throughout, which, as mentioned previously, 

indicates a decreased likelihood of a for-profit substance-abuse treatment facility engaging in any 

altruistic behavior. 

 However, regional location, receipt of public funds, and religious-affiliation also appear 

to affect a facility's show of altruism.  In addition, they also effect the private, for-profit variable 

and it’s likelihood of engaging in shows of altruism.  With the addition of each covariate, the 

Nagelkerke R square increases from its value in the case in which facility ownership is the only 

independent variable exerting an impact on the dependent variable indicating a show of altruism 

(Model 1 of each logistic regression).  What this means is that, while facility ownership is indeed 

influential over a facility's show of altruism, as it is reflected by whether or not a facility 

provides a sliding fee scale, free treatment to some of its clients, or free treatment to all of its 

clients, the facility's regional location, whether or not it receives public funds, or whether the 

facility is religiously-affiliated, are also important factors.     

 Regarding regional location, whether region increases or decreases the likelihood of a 

facility engaging in altruistic behavior, varies from one show of altruism to the next.  With 

regards to a sliding fee scale, the Southern and the “Other” regions are less likely to employ a 

sliding fee scale in comparison to facilities in the West, and the Northeast and the Midwest 
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regions are more likely to employ a sliding fee scale relative to facilities in the West. In regards 

to offering free payment for some of their clients, facilities in the Midwest are less likely to offer 

this in comparison to facilities in the West, but facilities in the South and “Other” regions are 

more likely to offer free treatment to some of their clients relative to facilities in the West. The 

Northeast region, with respect to a facility offering free treatment to some of its clients, is 

deemed statistically insignificant, and thus, left interpreted. As for facilities offering free 

treatment to all their clients, regions in the Northeast, Midwest, and the South are less likely to 

be exclusively “free treatment for all facilities” in comparison to facilities in the West, while 

clinics located outside of these four regions, in the “Other” region, are more likely to offer 

exclusively free treatment to all their clients relative to facilities in the West. 

 From the drastic increase in the Nagelkerke value when region is added to facility 

ownership as covariates, it appears that a facility's regional location is especially influential with 

regards to whether a facility is a “free treatment for all” facility.  That is, because the increase in 

the Nagelkerke R square value is over twofold when region is added. What this means is that, 

while facility ownership exerts an impact on whether a facility is a “free treatment for all 

facility,” the impact of facility ownership with respect to whether a facility is a “free treatment 

for all” facility is less than half than the impact of facility ownership together with region.  

However, region seems to be especially influential in regards to whether a facility offers a sliding 

fee scale or free treatment to some clients, as well.  In addition, receipt of public funds, as well as 

religious-affiliation also seems to be important variables in regards to a facility's likelihood of 

engaging in shows of altruism.  

Receipt of Public Funds as Mediating Variable 

 Even more so than region, receipt of public funds seems especially important in regards 
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to facility's show of altruism. In fact, it appears to be a mediating variable with respect to facility 

ownership. For example, in the logistic regression where fee scale is the dependent variable, the 

inclusion of receipt of public funds decreases the odds that a private, for-profit facility would 

offer a sliding fee scale from 59.8% decreased likelihood to a 27.5% decreased likelihood, 

relative to their private, not-for-profit counterparts. Hence, with the receipt of public funds, for-

profit facilities are more than twice as likely to offer a sliding fee scale, and presumably, given 

this finding, so are the not-for-profit facilities, as well.   

 Receipt of public funds exerts the most influence over whether or not a facility is likely to 

employ a sliding fee scale.  In the logistic regression where free treatment to some or free 

treatment to all is the show of altruism, the influence of public funds is not quite as substantial as 

it is for sliding fee scale.  However, the receipt of public funds remains nonetheless, much more 

so influential on facility's show of altruism, according to ownership, than does region and 

religious-affiliation of a facility. The importance of whether or not a facility receives public 

funds is a significant finding, and indicates that the receipt of public funds is extremely important 

specifically in regards to mediating the facility's practice of altruism. 

 Although not an altogether expected finding, given that this project's expectation that 

facility's ownership status would be the primary influencing factor over facility's show of 

altruism, the finding that a facility's receipt of public funds impacts a facility's show of altruism 

does seem rational. That is, if a facility receives public funds, as a source of revenue for itself, it 

thus has money to spend on its clients.  With extra money to spend, it may do so by way of 

subsidizing treatment in the form of a sliding fee scale, offering free treatment to some of its 

clients, or to all.  Since all these factors are operationalized as shows of altruism, the conclusion 

that may be inferred based on the importance of the receipt of public funds as a mediating 
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variable in a facility's show of altruism in this project, is that, facilities that receive public funds 

are altogether more likely to engage in altruistic behavior. 

Religious-affiliation as Covariate 

 Surprisingly, however, religious affiliation, from the looks of the Nagelkerke R square, 

appears to exert the least influence overall on a facility's altruistic behavior. The statistically 

significant values that the inclusion of religious-affiliation produces in each logistic regression 

indicate that religious-affiliation only has a positive impact on free treatment offered by a 

facility, whether for some clients or all, while it has a negative impact on a facility's offering of a 

sliding fee scale. Perhaps then, substance-abuse treatment facilities are more inclined to provide 

completely free treatment for potential clients as an expression of “good will,” rather than 

treatment that is partially free, as in a sliding fee scale.  Alternatively, the higher likelihood that 

religiously-affiliated organizations are more likely to provide free treatment, and less likely to 

provide a sliding fee scale, may indicate a difference in strategy by which religiously-affiliated 

substance-abuse facilities exude altruistic behavior. This may, or may not be, based on the 

difference in the way religious organizations define altruistic behavior relative to their non-

religious counterparts. Furthermore, the operationalization of facility's shows of altruism, used in 

this project, may not coincide with the way in which religiously-affiliated substance-abuse 

treatment facilities define altruistic behavior, thereby potentially, reducing the meaning of the 

relative unimportant of a facility's religious-affiliation over altruistic behavior in this project. 

Culmination 

 The general conclusion of this study, summed up, is that, whether a substance-abuse 

treatment facility is private, for-profit, private, not-for-profit, or government-owned, is indeed 

influential in determining whether a facility offers a sliding fee scale, free treatment to some of 
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its clients, or to all of its clients. However, facility ownership is not the only factor. The selected 

covariates for this project point to the fact that facility's regional locale, its receipt of public 

funds and religious-affiliation are also important factors that may be on par with importance with 

facility ownership. Regional location appears most important and religious-affiliation the least.  

The relative unimportance of religious-affiliation seems reasonable, given the fact that religion is 

almost an absent aspect of substance-abuse treatment, with only 6.4% of the total of substance-

abuse centers surveyed by 2009 N-SSAT being religiously-affiliated (United States Department 

of Health and Human Services, 2009). 

 Despite the conclusion that facility ownership is not the only factor effecting a substance-

abuse facility's show of altruism, the conceptual framework driving this project, that is, of 

facility difference according to ownership, may still be addressed.  The findings of this project 

seem to contradict the argument posed by Estes, Alford, Binney, et al., (2001).  Again, they claim 

that the private, not-for-profit and private, for-profit organizations have become increasingly 

alike, since the advent of political policies that favored free market economic policies, and the 

consequent proliferation of “privatization” and “commodification” in health care, which is, 

presumably, also applicable to substance-abuse treatment. However, at least within the context of 

substance-abuse treatment and this project in particular, it appears that private, not-for-profit 

facilities are more alike to government-owned facilities than they are to private, for-profit 

facilities. The latter finding is clear from the descriptive component of the finding. For Estes, 

Alford, Binney, et al. (2001), the “private” qualification of for-profit and not-for-profit sectors is 

key in likening the two types of sects, but in this project, it appears that the lack of profit motive 

common to the government-owned facilities and the privately-owned, not-for-profit facilities, is 

what likens the two types of facilities to one another in their likelihood of exhibiting altruistic 
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behavior, by offering a sliding fee scale at their clinic, and/or free treatment to some, or all, of 

their clients.  However, since there are so few government-owned substance-abuse treatment 

facilities, the inferential component is not interpretable with respect to the government sector, 

leaving a more thorough analysis between the similarity of the private, not-for-profit, and 

government-owned sectors, hinted by the descriptive component of the project, not interpreted. 

So then, this project does confirm the claim put forth by Alliance for Advancing Nonprofit 

Health Care, as well as many others in the literature review, mainly that, care provided by 

privately-owned, not-for-profit facilities, and within the context of this project, substance-abuse 

treatment centers in particular, is indeed superior.  

Limitations 

 Having discussed the main findings arising out of this project, it  seems appropriate also 

to mention some of the project's limitations. There are several. First, the inclusion of the 

government variable may have detracted from perhaps, a more worthwhile study between a for-

profit versus a not-for-profit substance-abuse treatment sectors. Secondly, the three logistic 

regressions corresponding to each dependent variable in this project, may be possibly be 

compressed into less regressions. For example, it is possible to compress the logistic regressions 

for the dependent variables, free treatment for some, and free treatment for all, into a single 

multinomial logistic regression, with free treatment for some, and free treatment for all, as two 

nominal variables within a single logistic regression, and as an alternative to the two binary 

logistic regressions used in this project. Thirdly, the approach used for this project is, as Babbie 

(2007) would call it, strictly quantitative, and hence, requires a correspondingly deductive 

mindset. As valuable as this perspective may be, it is not all inclusive.  Inevitably, it leaves out a 
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qualitative, and inductive, perspective. Lastly, another limitation worth mentioning is the fact 

that this project employs only cross sectional data, without any ado to longitudinal factors.  
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CONCLUSION 
 

 Overall, from the statistical analysis undertaken in this project, as well as the preliminary 

literature review, it appears that the private, not-for-profit facilities play a crucial role in 

promoting access to substance-abuse treatment. This is evidenced in the fact that private, not-for-

profit substance-abuse treatment facilities are in the majority relative to their for-profit and 

government-owned counterparts. In addition, for-profit status of a facility is, in the statistical 

analysis, negatively associated, with a facility's show of altruism in its willingness to employ a 

sliding fee scale, or allow free treatment to some of its clients, or to all. So, by default, not-for-

profit facility status is positively associated with a facility's show of altruism. 

 Unexpectedly, however, the inclusion of region, receipt of public funds, and religious-

affiliation as covariates, reveal that facility ownership is not the only factor that may impact 

facility's show of altruism, because all of the aforementioned covariates proved to be influential 

in exerting an influence over the likelihood that a facility would employ a sliding fee scale, or 

offer free treatment to some of its clients, or to all.  So then, a more thorough understanding of 

these factors, in terms of their individual function and interrelationship with each other, is 

worthwhile for future studies to consider but is outside the scope of this project.  In addition, 

considering that region, receipt of public funds, and religious-affiliation proved to exert an 

unexpected statistically significant effect on a facility's likelihood of engaging in altruism, it 

seems worthwhile for future studies to consider other variables that might influence a facility's 

show of altruism.   

 In addition, an alternative operationalization of a facility's show of altruism, or a study of 

other types of health care facility's altruistic behavior outside the scope of substance-abuse and 

within the context of another sub field, are worthy of future studies to consider.  This project also 
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invites employment of alternative, more sophisticated statistical analysis. This might include 

incorporating a longitudinal design into the study, or qualitative research methodology for a 

mixed methods approach.   
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APPENDIX 

DIAGNOSTIC TEST TABLES
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Table A1 
 
Tolerance and VIF Values for all Covariate Dummy Variables of Facility Ownership, Dummy 
Variable of Region, receipt public funding and religious affiliation for the logistic regression in 
which fee scale is the dependent variable 
 

 Collinearity Statistics 
 Tolerance VIF 

(Constant)   
Private, for-profit owned 0.702 1.424 
Government-owned 0.999 1.001 
Northeastern Region 0.721 1.387 
Midwestern Region 0.704 1.421 
Southern region 0.697 1.435 
Other region 
 

0.960 1.042 

Receipt of public funds 0.953 1.049 
Religiously-affiliated 0.726 1.378 

 
 
Table A2 
 
Tolerance and VIF Values for all Covariate Dummy Variables of Facility Ownership, Dummy 
Variable of Region, receipt of public funding and religious affiliation for the logistic regression 
in which free treatment for some clients is the dependent variable 
 

 Collinearity Statistics 
 Tolerance VIF 

(Constant)   
Private, for-profit owned 0.703 1.424 
Government-owned 0.999 1.001 
Northeastern Region 0.721 1.387 
Midwestern Region 0.704 1.421 
Southern region 0.697 1.434 
Other region 
 

0.960 1.041 

Receipt of public funds 0.953 1.049 
Religiously-affiliated 0.726 1.377 
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Table A3 
 
Tolerance and VIF Values for all Covariate Dummy Variables of Facility Ownership, Dummy 
Variable of Region, receipt of public funds and religious affiliation for the logistic regression in 
which free treatment to all clients at a given facility, as in, a facility is exclusively a free 
treatment facility, is the dependent variable 
 

 Collinearity Statistics 
 Tolerance VIF 

(Constant)   
Private, for-profit owned 0.703 1.423 
Government-owned 0.999 1.001 
Northeastern Region 0.721 1.387 
Midwestern Region 0.704 1.421 
Southern region 0.697 1.434 
Other region 
 

0.960 1.041 

Receipt of public funds 0.953 1.049 
Religiously-affiliated 0.726 1.378 
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