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Abnraet
Dropouts {N ■ 162) and graduates (N » 75) from the 1970-1971 
residential population in Phoenix House were interviewed S yeara 
after treatment. Composite indices'of criminality, drug use, and 
employment described client status on a four-point outcome scale. 
Succes reflected absence of crime and drug use through all years of 
follow-up; improvement represented a positive change over pretreat­
ment status. Graduate success and improvement rates were 75% and 
93%, respectively. Among dropouu, the rates were 31% and 56%. 
respectively, but increased by time in program from < 1 month to 
> 20 months (Success ■ 0-57%; Improvement ■ 5-89%). Resulu at
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2-year foDow.up were repUcated in a 1974 cohort, providing con­
vincing evidence for the effectiveness of treatment in the therapeunc 
community.

Sueeax, in a traditional therapeutic community (TO like Phoenix House 
& a ^rthand tenn deschbing an individual’s change to a Ufe-style that i 

. orog-free, economically productive, and without antisocial behavior. This view 
of mccass howew, has not been reflected in drug treatment evaluations

* involving therapeutic communities.
• the TC lis been assessed primarily through fo2ow.uo

*®°‘**“*y comparisons. Fewer studies have b«^(^d on indWt^ therapeutic communities. Recent reviews of this

examine multiple outcome variables (e.g. Bale et aj

fa ^ impressive reductions in criminality and drug use and
and most A- compare favorably with other mccaiiries;^t<=^Ses are direcriy related to rime

P«nc commi^ results are comparatively favorable (e.g.. Bun et al ’970- Sim^on et aL, 1978). However, the accuracy and intemreu^or 0^4,1^’

SuciSl^’S'r.MS^d^'' V of client nitw.
up, ot for tbiief 2 mouth^lj * peedp beea. perceimie of time foUowd
nSda not teS^ed h.l""'? * f»Uo*.up

In tnf)itinn«i T/- bctwecn mtemuttent and continual successes
inent fof mmSt. ta *27’“*' “?‘r“ ’"‘““I"* »■’«“■>=« i» • resotm.'
retention rates and success completing the program. However,
if successful «atm * ’em am distinct. Treatment efficacy is validatedIf successful sutus is contmually maintained after participation in *e prcg.-x^
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Second, even within modalities with similar clinical criteria, prognm varia­
bility has restricted the relevance of conclusions for individual treatment settings 
(see, e.g., Nash, 1973; Sheffet et al„ 1980; Winick. 1980). Docimenting 
treatment effectiveness, therefore, requires a complementary strate^/ of single- 
and multiprogram evaluation. Although the generality of findings from single 
programs is limited by sample size and their unique boundaries, finings that 
repeat on different samples from the same treatment settings provide stable 
conclusions and permit interpretation of program differences.

Third, the concept of individual improvement has not been adequately 
darified in drug treatment evaluation. For populations in mental health and 
so^ rehabilitation programs, improvement is the rule rather than the cure. 
Tim fa especially germaine to traditional therapeutic commurtities, whose 
criteria for succw are conservative and whose long-urm residency requirement 
decreases retention and completion rates. Many TC dropouts who are not judged 
clirucal successes may reveal measurable improvement.

Only a few studies have examined composite measures of success or 
tapro«ment I” reMon ,o length of .ay in tte.trnent (e.g.. Baa and Ante., 
lofi' f «• al.. 1979; Chambera and Incurci,
"e a’^rSuet-

These issues shaped the scope and design of a 3-yea^ research effort recently 
completed at Phoenix House, one of.the largest traditional iheraoeutic com­
munities. Qient status at foUow-up was assessed through agency records and 
self-report on multiple outcome vanables. and with 60 scales measunr.g psycho-

showed positive change in both domams (De Leon 
,070^ Andrews, 1978;De Leon and Jainchill, 1981 ;De Leon ei al..

This paper presents the self-reported social adjustment findings obtained 
^th several composite indices of individual change. These were constructe'^ 
from the multiple outcome variables and defined by traditional tiieraceutic

improvement rates are described in relation to time m program, and to strengthen conclusions concerning treatment 
efTecuvenea through repUcation. resulu were compared for ra,o separate
cohorts. foUowed 2 and 5 years posttreatment. ^

METHOD

Sample

.1 sampled for foUow-up from the 1970-1971
residential*populations of Phoenix House. Table 1 shows the 

1970-1971 cohort {N = 307) consisted of dropouts (.V - 202; males only) and
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gnduates (ff ■ 105; males ■ 60 and females ■ 45), who were mainly 19-26 years 
of age. primary opioid abusers, and equally distributed by race. The dropouts 
were a 22% sample of the population of single-admission males randomly drawn 
from six time-in-program (Tff) bands (< 1 month and 4-6,8-10,12-14,15-19, 
20-26 months). The TIP-cell totals were approximately equal (N ■ 32-37), 
but represented varying percenuges of the TIP proportions of single-admission 
males in the population. The graduates were a 2T7o sample of all those who 
comp’eted the program in 1970-1971.

Table 2 shows the 1974 cohort (Y » 424) consisted of male and female 
dropouts (Af ■371) and gradtutes (Af *53). who were mainly male. Black, and 
19-26 years of age. AJmost 54% were primary opioid abusers, 14% were primary 
alcohol abusers, and 15% were primary marnuana abusers. About 12% were 
prjnarily involved with amphetamines or barbiturates (primary **other”), end 
5% claimed no primary drug of abuse. The dropouts virere a 38% sample of the 
entire residentM population randomly drawn from six continuous thne-in- 
program groups (< 1, 1-4, 5-8, 9-12, 13-16, and 17’t> months), l^ith Lhe 
exception of the largest group (17<t-), each TIP cell was of similar size but 
represented a varying percenuge of the TIP proportions of the residential 
population. Graduates (AT ■ 53) were a 43% sample of those who completed 
the program in 1974-197JT

Both cohorts purposefully overrepresented the long-term dropouts to 
compensate for the decreasing proportion of clients who remain beyond 12 
months. This bias tends to overestimate the absolute percentage of sticcess;?, 
but not the relationship between time in program and success or improvemenL.

Budget and time limits did not permit symmetrical sampling of dropouu 
and graduates by sex from either cohort, and there were other restrictions on 
the sample. Search and location time led to selection of dients with metropoli­
tan addresses at admission, and proportions in the 1970 cohort were adjustca 
toward equal representation by race.

Nevertheless, with the exception of the slightly different time-in-program 
cells, the higher percentage of opioid abuses, and the absence of 1970-1971 
female dropouu, the two cohorts were similar and represenutive of the Phoenix 
population from which they were drawn.

Oient Location

An official system for tracking and locating wu adapted from those utilized 
by other investigaton; e.g.. Chambers and Indardi (1975). Nurco et al. (1975), 
and NORC for the Drug Abuse Reporting Program (DARP) sample (Sells et al„ 
1976). A detailed account of the system is provided in a previous report 
(De Leon, 1979). Only the main steps of the client-tracking procedure are
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d«cribed here. (1) A mailing, consisting of addresses updated by five cooperat 
ing agencies, requested client phone contact. (2) Field tracking was initiated at 
the end of two mail cycles if the cUent did not respond. The field trackei 
(usually one of the interviewers) entered the old neighborhoods and made 
face-to-face inquiries as to the whereabouts of the client. (3) On contact, the 
purpose of the research was explained to the client, and an interview appoint­
ment was arranged.

Over 89% of the sample was located. Rates were significantly higher for 
• the 1970-1971 dropouu and 1974 graduates (Tables 3 and 4). The 1970-1971
loation rate for female graduates was spuriously low. Sampling this group was
origirully tmplaimed. Thus, their search time was undertaken late in the data- 
gathering phase of the project and termiruted after only 3 months, compared
with the 12-month search time for other clients. Within this short period,
however, their loation raws were exceptionally high.

That the 1970-1971 dropouts were easier to loate reflects a difference in 
cohort composition. The 1974 dropouts included more transient clients, for 
whom community tia or addressa were less stable.

In both cohorts, Hispanic dropouts were somewhat more difficult to locaw 
ttd provided fewer complewd foDow-up inWrviews. Some possible reasorw are: 
(1) Hispanic neighborhoods were altered beause of demolition, raulting in loss 
of original housing; (2) an undewrminedjiumber of Hispania returned to Puerto 
Rico; and (3) there was perceptible mistrust among neighbors and rclativa 
concerning the interviewer’s business with the clients.

Dispositions

A total of 525 clients (71.8% of the original sample) provided a compljtsd 
mwrview, which included administration of the psychological battery. Twelve
cheats provided some of tlieir daw by mail and phone.

Tabte 3 and 4 summarize the dispositions for the two cohorts. When 
conerted for percenuges of those who were deceased or who refused to 
pupate, the complewd interview raw for the 1970-1971 clients was 34% 
(85 J.* of all dropouu and 81.5% of all graduates). For the 1974 clients, the 
^ewd mwrview nw was 75% (72.3% of afl dropouu and 96.0% of aU 
graduaws). Except for .race, differenca between the interviewed and uninter-

interviewed or uninterviewed ^eau differ from the populations sampled. OveraU then, the interviewed clienu 
do not appear to be a unique group reflecting sampling or loation bias. Conclu­
sions based upon their findings, however, must be tenutively generalized to the 
popuUtions from which they were drawn and to the uninterviewed clienu since 
those mwrviewed may st21 differ on variables not yet surveyed.



Tible I
Th» t9/0-t9fl Sampit and Population 4

o
PO

Inicivlewed Uninicivlewcd

Dtopouli Giaduaici Totali Dtopouli Gradualei Toiab
Sample
lotali

Populallon
loials

N »•
1

N %• N %• N N %• N »• N %• N %•

Tuuli 162 68.4 73 31.6 237 100.0 40 37.1 30 42.9 70 100.0 307 100.0 I.I3I 100.0

S»
Male! 162 100.0 46 61.3 208 87.8 40 100.0 14 46.7 34 77.1 362 83.3 794 69.0
l-'eniaici 0 0.0 29 38.7 29 12.2 0 0.0 16 33.3 16 22.9 43 14.7 337 31.0

Race
DIack .63 38.9 23 33.3 88 37.1 8 20.0 9 30.0 17 24.3 103 34.3 493 43.0
While 43 26.3 19 23.3 62 26.2 22 33.0 13 43.3 33 300 97 31.6 333 320
lllipaiilc 36 34.6 31 41.3 87 36.7 10 23.0 8 26.7 18 23.7 103 34.2 403 33.0

A»e*»
< 19 . 41 23.3 20.0 36 23.7 8 20.0 4 13.3 12 17.1 68 32.3 322 38.0
19-26 97 60.2 33 46.7 132 33.9 28 70.0 14 46.7 42 60.0 174 36.9 376 30.0
V* 23 14.3 23 33.3 43 20.3 4 10.0 12 40.0 16 32.9 64 20.9 233 22.0



Pilmary diug uieil^ 
lleiuln/oploidi |28 
Nonnploitli 111 

Tinieinptogijin 
(iiionihi)

< I

538
46.4

25
23

520
47.9

153
134

53.3
46.7

68
63

51.9
48.1

2
3

40.0
60.0

70
66

51.5
48.5

223 52.7 
200 47.3

526 42.5 
713 57.5
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Table ]
Th» t974 Stmpt*»ndFopuUtion

Inienriewcd Uninicivlewcd
Sample
totals

Puputatlun
totalsDiupuuli Giadualci Totals Dtopouls Giaduales Totals

ff »• S %• N %• S %• N %• N %• N %• %•
Toult 340 83.3 48 16.7 288 100.0 ’ 131 96.3 5 3.7 136 100.0 424 100.0 1,239 100 0

Sex
MJlei 178 74.3 36 75.0 214 74.3 112 85.5 5 100.0 117 86.0 331 78 1 985 79.5
I'einjlet

Rjic**
63 3S.8 12 25.0 74 25.7 19 14.5 0 0.0 19 14.0 93 21.9 254 20.5

llljil 170 70.8 27 57.5 197 68.6 70 53.4 3 60.0 73 53.7 270 63.8 730 58.9lli>|ijiiic 37 IS.4 5 106 42 14.6 31 23.7 0 0.0 31 32.8 73 17.3 301 16.2Wliiic
A|.'e .

33 13.8 IS 31.9 48 16.7 30 32.9 2 40.0 32 33.5 80 18.9 298 24.1*

< 19 43 17.9 14 29.2 57 198 27 20.6 0 00 27 19.9 84 19.8 386 23.119:6 128 53.3 24 50 0 152 52.8 53 40.5 5 100.0 58 42.6 210 495 564 45.5
69 . 28.8 10 20.8 79 27.4 51 38.9 0 0.0 SI 37.5 130 30.7 389 31.4



Pilmaiy diu| used* 
llciuln/opluldt I4S 90.1 57 78.1 202 86.1 78 950 30 100.0 68 97.1 270 88.8 967’ 84.0
Nonoploidi 16 9.9 16 71.9 72 17.7 2 5.0 - - 2

/
2.9 11.2 184 16.0

Tlme-ln-pio(iaiii
(nionlhi)

< 1 2} 14.2 27 9.7 9 22.5 9 12.8 72 10.4* 194 77.2
4-6 27 16.7 27 11.4 10 25.0 — - 10 14.7 77 12.1 87 15.9
8-10 29 17.9 • 29 12.2 5 12.5 - - 5 7.1 74 III 76 146
12 14 71 19.1 «• • 71 17.1 2 5.0 — — 2 2.9 77 10.7 47 90
ISI9 74 14 8 24 lO.I 8 20.0 • - 8 11.4 72 10.4 60 11.5
70 76 21 17.7 • 28 11.8 6 15.0 - - 6 86 74 II.1 61 11.7
Ciaduiie - - 75 100.0 75 71.7 - - 30 100.0 70 42.9 105 74.2 ••

*rrii-cni ol <«rh piKmclci; peiccni of Jiopoiiii In Hill anil all other tablet, pcicenti may not add lo 100.0 duo to loundliif.
**Tlie A* vaiici iliclitly becauie of nilitini data.
*Six diuitfie IIP baniii wcie Identified In the enthe population, whichtexcluded cllcnti outside of Ihota banda. Thus. Iho total band N wai Sll.
tvliiih «ai J7 8% of the total population. The population TIP percenli, Iheiefote. were bated on Af • S2I. Alto, Iho population total excluded Iho 
aepaiJle liit of 1970-1971 iiadualei fiom which the (ladiiale follow-up cohoil was laiiiplcd.
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Table 3
Th» tS70’1971 Cohen Ditpotitiont*

Dropouu^ Cnduaies^ Totili

Completed interviews 
Dead
Refused •
Out of sate 
JiQ
Fugitive
Other
L'nloated

Total

Completed interviews, 
cORccted for dead 
and refused 

Total uninterviewed, 
excluding dead 
and refused

162 
S 
7 

11 
. 1 

3 
0 

13

80.2
2J
3J
5.4 
0.5
1.5 
0.0 
6.4

75
3

10
3
0
0
3

11

71.4 
2.9

23
0.0
0.0
2.9

10.5

237
8

17
14

1
3
3

24

77.2
2.6

t.6
OJ
1.0
;.o
-.8

202 100.0 105 100.0 307 100.0

aA.Q

•i.O

Among ^ose not interviewed W - 70) some differences in disposition were four par- 
Oenluly by mx and race: There were no decMsed females; more females refused initMtw. 
^jP^icanUy fewer BUclts than White had no disposition: however, signifiantly rrr.re

interview. No graduate was a fugitive or found in jail. • n-Je 
10% of the dropouts were fugitive or in jail,

PRRnt of 1970*1971 dropouts cohort.
* Ferent of 1970*1971 graduate cohort.

The Interview

There were three interviewen: one Black male who was a Phoenix .H.-.:e 
graduate, one White male graduate from another TC. and a White femaii. 
was an expenenced interviewer drawn from outside the field of substance .-r.i-.

Training of the interviewers in the use of the survey and administrafc - • * 
the psychological tesu was conducted across three sessions through <lid3 :•* 
trutrucoon and mock interview. This was followed.by a pilot phase in wr'-n 
ne.d interviews were completed and individuaUy reviewed by office suff •-H 
five consecutively had been judged satisfactory. Thereafter, errors or *Vad 
«UU ansing from interview ineptitude or from client distortion -were minimi/.ed 
through routme supervisory examination of each completed interview The 
competence of the interviewers is reflected in the fact that no completed inter* 
^ew was disarded. Ten percent had questionable data which were cunec-cd
by phone reinterview or deleted.
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Table 4
Cohort Ditpositiont*

Dropouts ** Graduates^ Touts

Dead

N

240
15

%

64.7
A A

AT

48
S

90J
.V

238 67.9
Refused 24

^•U
£, e

0 Oi) 15 3J
Out of sute
JaU
Fugitive
Otha
Unlocited

Total

14
8

12
4

54
371

3.8
2.2
3.2
IJ

14J
100.0

3
1
0
0
0
1

53

5.7
1.9
0.0
0.0
0.0
1.9

100.0

27
15

8
12
4

55
424

6.4
3.5 
1.9 
1.1 
1.0

I3J)
ICO.0Completed interviews, 

corrected for dead
240 72J 48 96.0 238 75.4

and refused
Toul uninterviewed. 92 7

excluding dead 
and refused

2 4.0 94 24.5

'Among those not interviewed (JV - i3<ci ------------------------------------------
Interview, and more males were fugitive or in refused
percenuges classified as dead- sienifi«nfi» ^ non-WTiites in thelocated or provided a -uposh^Thrs^'S^ Hispan.c,
^ Percent of the 1974 dropouu cohort Hispania were fugitives or in jiiL

Percent of the 1974 graduate cohon.'

u-.^j’rcJir.TjrErp r -■United State,. The interviewTeirwa,
client, usually the home or a Phoeni* w« ^ chosen by we
Jdew, were completed in jail or drug treaJl'en?^**/' 
identification was ascertained with signatu^rch*
and date of birth. The client then read!h ‘^^nty nurr.btr
«nJ leleuo. ud ligned the Utter ,fte? *S°!h

adiuetmeitt of'!J!'e’’S!jrbe'”““„d tfter ""

«a..d „t,„ge, .bet felted „p„„ foe, ^u^pern^ ?;^rnd:'"r:;;;d”
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swial, penonal, drug, employment, and criminal history in the years prior to 
Phoenix (lifetime); (2) pre-Phoenix: month-by-month tracing of life activities 
m the last year before entry into Phoenix; (3) the Phoenix experience: the 
clients expectation and perception of treatment itself, benefits, problems, 
si^ificant influences, staff and peer relations, and reasons for termination; 
and (4) post.Phoenix: month-by-month tracing of life activities-e.g., drug use, 
drug and other treatmenu, criminality, employment, residential chMges, and 
social and personal relations across all the years of follow-up.*

Program Criteria and Indices of Individual Change

RehabOiUtion in Phoenix House involves an integration of sodal anc- 
psychological goals (see De Leon. 1981).t Although the Utter are criticai

1 - Minimum residency of 18-24 months.
2. Abstinena from any substance use. Infrequent social driiiking is permittee 

off-premi^ in the Ute reentry phase (beyond 18 months in residence).
rI*L°, 1 substance a not alcohol. (Present poUc>'
11581] has banned any drinking in the reentry stage of the proeram.)

3. Absence of antisocial behavior, which includes any illegal actm'ty o» 
violence to person or property.

4. At least 6 months with a fuU-time job, school attendance, or combinations 
01 both.

5. A bank account of at least SI .000 and evidence of independent living after 
the residenUal phase, either alone or with another graduate, a spouse or

Soi. .........>Pn«)M reb.»„hi„. M
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After raidcAcy s dIant b liewed dWcally n tuccaBftal If j/h* u»tfoually 
munum prasodd befaiviat udibitinenca from opbaid tat end/or a noaapiaJd 
jnraaiy drug. T^6Ic are, hmvewx, some amUguititt concemini nonopia!d uk 
Jouowing ireatreent. For exun]de, reditctioa (vi abstinence) in tha uw ofa 
"onapjemj primuy dnig it escpiiaily us«ed as a caminobg dgn of mdai^ii. 

. lU aloohd or mu^'uai use among former opioid and nanojdoid abuaen

- ^ntty into drug titatmenl mast also be caotiomlr Inleipietcd
TC dimti *1.0 retnio to TCa or oulpseknl settbipL Fmr»eatly! 

Ciese niDdalhks are selected for psydialogiea] or ebcumstutial aotaiue rot 
the diem h«, rdap«d ox regrresed to sestous drug use. 

l^lo d^iTicatian ordnankdtrutmertBKidimireoffeamnreevidw 
to dreg mnvalmnwt. Howem, some cliante cnt« these moddlUea imdea

Into treatment B often slewed by clfcnu and dimdua a, a potaire

fndbes of Oisngt

Th- hdto ** constnieaian of the cor^ipositc Indka.
*»vdop«rf from J6 niiabla deBcdhbig ertmtaaJity, dnguw.aod

“Tjojmeof, telrospecUva^ traced monft Iqr month Ouinigh d yma of (he

w« ntIe«tOKepi,od.ofe*lmlnd SfrSSr ®* ipeot in jsU daring any monih of cdneimtkm. the

tire A *" »“«d If them wai(l) toy
nf tV methadone, Ddaudid, or other opdaid) fanioecUw* oLmd P«‘««««nn (2) any me oftfiTpriJl^^.

*1” if ^ «»y t«e of gUre.
ntanjuans or aJcohol; or me of other nono^ods 

smiJy bimttoo, at Jeasi three times in 1 TRanth. Agaio a IhuiDX

™. b . U„^„cUe k»«I ,p..
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EmpDX 2 » fuU employment, at least 50% of the employable time. 
topDX I - full employment, 25-50% of the employable time. 
tmpDX 0 » full employment, less than 25% of the employable rime.

'*^*‘8*’“‘* combinations of the C.-imDX and DrueDX 
hid»M °° * four-point scale of favorable status. Criminality vi-as
w E»^?I°yn,ent. the EmoD.X,excluded from the four-pomt success index for emrirical reasons. A P-

^fSrps‘.:=zs:.^---■
n>ontlB'ofob«n,ton,b“I^Ie»r * ^'“SDX through ail
CrimDx and a DniaDX «»h.f At least one occurrence of both a 
•brotvaaoa. ■ ” “Stth«.in any roonth of

io.^s.Lra.Sta r
Beat Sucetai Index (#4) haj^ ^ ^ »dex for all cumulative yean, and a 
Utter nt<pu,.men“,.S m.

trealrotutloS^Snut^r"'"'

Reliability and Validity

(1) reinierview of the di°enrby°%onf *!?'procedures;
2-10 days after initial interview |2) a '1 questions.1 30-minute phone call by a »ed!/L^J ^ihis w«
about the client's life as sew byTwrenT " “^o^afcr.
the ueatment years); (3) urine sampline relationship partner since
volunurily provide amples of thei? urin ^ ^ requested to
agency corrobomtion Serntm^aiTcUvi" r„Ve"nL“'„r
were independently assessed through New YorV^rl, ^ >nto drug treatment 
treatment agency records). ^ criminal justice and drug
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Complete reliability and validity studies are detailed in a later repon. This 
section summarizes the results of these studies for the successful clients in eac" 
cohort. The reUability of the criminal and drug use variables that entered into 
the composite indices was examined through internal consistency. The con­
cordance rates between self-reported drug use and self-reponed drug treatmer.' 
were 96% (1970) and 91% (1974); and between criminal engagement and other 
self-reported criminal variables. 92% (1970) and 98% (1974). The validity of 
self-reported drug use and criminality variables was checked through compan-
Md*,wl** *8«»cy records of drug treatment, arrests, conviction,
«d mcarceratmns. Noncorroboration (dient underreporting) ranged from 10%

Thus, among the successes, the internal 
wriSlcs of self-report was impressive for the separate outcome

The impact of these reliability and validity checks on the success results
cases with discrepancies arising fromfatemal mcomistMcy and noncorroboraUon are accepted as neeative. success

Tb e ^ 12% (1970) and 11% (1974); if they are discarded as question­
able data, success rates reduce by 7% (1970) and 8% (1974)

adjustments altered the main findings of the study. Thus.
hi" "T reclassified, all discrepancies were

Sera“o!s ^

First, discrepancies between selfr „d agency reports are difficult to
rele^T'o^"' histories may be rearrested and
released, or may go to a tnal that resulu in a dismissal. Even recorded convnc-
SviTr of “".*"“7 tio'^iooablc charges, which do not reveal aniisociai 
beluvior of meaningful consequence (e.g.. speeding or trespassing!. Thus clients 
m^^n« report an arrest, and its appearance on their agency record mt"

Simaarly, urine testing and agency- or self-reported drug treatment are nor 
easily interpreted. Positive and negative error rate* in lahnl, '

‘nclude the same outcome variables utilb.cd itr other studies with 
composite measures. In these studies, corroboration rates for the tpa^re

Bur^ eTar*i979%“" P'"'"' «mple isce e
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SSSSSSH
Other Methodological Considerations

1. Tiine*at*risk (TAR) was defined as time-out-of-program (TOP) mim>s
«5tample, some clients could be foUowed 5 years since lear --- 

“J aS ^ they seen”;;;;

eoiJS!«S.n T •? Nevenheless. TAR entered into L=.e
co^ction of each index. Jail time was automatically scored as a CrimDX
unJfft^erAUo^'V'°nv

*“**lSf ‘’y constraints of residential treatment
a«ts m drug treatment. TCs or otherwise, were presumed to be available fc^
Te^tin r? v?fP^°‘hibit outside emolov.

I 6 months of residence. This value was not subtracted fro.- •
**If Phoenix Hous'

^ I ob^ed at admission for activities in the year prior to treatmer-'

=r»s=r “r;s.-ir;: S3f
mclude cUents who complete an intake evaluation for^

S?"' ?•”“““ “.f;
DOinf *““** ^formally, often at some
P mt after the client separated from the program in good standing. (Since 1976
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graduation has been an annual ceremonial event in Phoenix House, for all 
residents meet the program’s criteria for completion.) In the oresentstudv 
hown foUow-up sunis wis uuoed frem the ofnciel lerention date for ill 

ents. Dropouts, or spUttees, are clients who leave treatment asainst riiucal 
advice or without poatnre sanction by the clinical star!. Relativeiv f-w cmnouts

Most leave %;Huntaniv. but 
m^c^e of reasons for leaving, dropouts are not presumed to ce chnicaily

treat^en?'i'rJ7 «'^“ted change over time (pm- to rost-
ireatmrat). with the sign test for correlated samples. The sian test exci-es ties

^ data, the omseat aaivses 
0 0 CrimDX fno cr-e/ or0 Dm^X (no dnig use), or Best EmpDX (> 507o) that didn’t chanae oc^ttreat-
^ Conversely, a pretreanr.en't C---X 1
a posttreatment wa counted a a r.eaah^rn-"ee
a ^ no c^ge in any EmpDX « 50%). For the Succea L-.cex a -•-c'ai-’ 
ment rank or 4 that remained 4 posttreatment was scored a a :os:nv/--^-E. 
k con^t. succea indices of 1. 2. or 3 that worsened or rems^^d 
p«m eatment were scored a a negative change. TTius. retimmg ties su-.^d

““““'»««Of” ;-“o

V« pretreatrnent year with cumuUtive rcsttra:---- 1yew This strams sutistical assumptions and biaa against sigmh-anc- A-^e
not shown, comparisons between pretreatment and sesarate =os::>a-.-‘. - ir_ 
were more consistently significant. Cumulative years were rated ‘‘•owevV'*" 
thae renat the TC’s temporal criteria for maintaining favo

p™vid.;';”rsrcSr"”r?Nf.rjT^^^^n«».. *=■“

RESULTS

cohort^oUowVby for Che :970

.k ^ C^duate raults are shown across 5 ca- at.v..
years, their minimum TOP.-and for all years (JP = 6.4 yr). ->'«'e
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Tables
n» Mktt: Crima. Drug. andCmploymant at Folloui Up t%t

Touli, dfopouli, and gradualei

Pie Poll I
Poll 2. 
cum*

Poll 3, 
p cum.

Poll 4,
cum.^

Poll S. 
cum.^

Touli 326 96 .S 29.2 • ••• 350 37.2 #••• - - - -
Diopoult IS4 97.4 409 48.7 - SI.6 - - - — —
(iutluilci
Diopuul/iiiaduaie

dilfeiencci.p*
DiugOX

72 94 4 4 2

• •••

• ••• S.6

• •••

1
6.9

• •••

• ••• Il.l • ••• Il.l ••••

Touli 229 94.3 323 • ••• 36.3 • ••• 38.0 • ••• . - “ — —
Doipouli .156 96 8 4)6 494 - SI.9 - - - - -
Uudujici 
Diopoui/giaduaie 

dillcicncci, p‘ 
TinpDX > Sfl'/I.

73 89.0 8.2

*•••

• ••• 8.2

*•*«

• ••• 8.2

*•••

• ••• 11.0 • ••• 12.1

1«)ij|i , 2)0 326 75.7 • ••• 74.8 76.3 - - — -
Diopouli 156 36.) 66 0 • ••• 64.1 • ••• 66.2 - - - -

poll, all 
yean P

42 0 • ••
S7.I -
12.)

• •••

41.9 • ••
S8.2 -
12.3

• •••

76.1 • •••
68.4

J
o



Ouduatri 
Diopoul/iuduaic 

difl'cicncci.p* 
Impnx 25 50%

74 24.)

t

95.9 *••• 97.)

• ••

•••• 97.)

• •••

•••• 97.) 95.9

loialt 2)0 9.1 4 8 8.7 8.8
Diopiiuli 156 90 6.4 12.8 DO _(Sudualei 

tmpnX < 25%
74 9.5 1.4 0.0 0.0 0.0 1.4

Inult 210 51.) 196 16.5 14.9
DiopouU IS6 54.5 276 2).l 20.8
Cuduaici 74 66.2 2.7 2.7 2.7 2.7 2.7

*•••

10 2 
12.5 
S.4

IJ.7
19.1

2.7

he rihiHlv inJ lim!i.x I f "'* r»clieoiincMi year h Iciied ■|■lnll Indlvldii.l puiiiiealmcnl yen. U.illko
,»«111 ....................................................... .
i.Iia1T ll»« o..c ot.pio,.im w !•• rolto»'«d 4 ind 5 oiniuklln ruii. ponMim foi dmiHHiK rad

*riil wiiMir |•l..l.il.itMlcl. iciti WCK k|>|.||(d only lo > 50% iciiilli on llie l■;nl|•l)X.
•/»•: .10. ••;*< 05; •••/»< ,01; ••••p< .OIII.
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The ChmOX, OrugOX, and EmpOX

Table S shows that in the year prior to entry into Phoenix, over 94% of the 
graduates had a CrimDX, and 89% had a DnigDX, while only 24% were 
employed more than S0% of the time (EmpDX > 50%). Across all years of 
foQow.up, the proportions with a CrimDX and DrugDX decreased to less than 
13%, and 92% had an EmpDX > 50%. These pos'ttreatment changes were su- 
tistically significant for each index.

Among dropouts, similar but smaller changes were obtained on the three 
indices. In the year before treatment, approximately 97% of the dropouts had 
a CrimDX and a DrugDX, and about 37% worked more than 50% of the time. 
Across all years of follow-up, the proportions with a CrimDX and DrueDX 
decreased by nearly half, while 68% had an EmpDX > 50%. Only the post- 
treatment increase on the EmpDX achieved statistical significance.

Comparisons between graduates and dropouts revealed no significant 
pretreatment differences in the CrimDX and DrugDX, but significantly fewer 
graduates were employed more than 50% of the time. Across all years of 
follow-up, however, graduates were statistically better than dropouts in each 
index (Table 5). The stability of the three indices through the follow-up years 
is evident. For both dropouts and graduates, changes were maximal in the first 
posttreatment year, and they were maintained throughout the entire period cf 
foDow-up. The differences between year 1 and all years did not exceed i7% or? 
arty index.

Generally, the positive changes in follow-up were similar by age, sex, race, 
and primary drug. On the three indices, there were only scattered differences 
that reached significance. Among graduates, prior to treaunent CrimDX 2Zii 
DrugDX inaeased with age, and few clients > 27 obtained an EmpDX > 50%; 
also, more males obtained a CrimDX, while more females had a DrugDX. In 
follow-up, CrimDX decreased with age. more females yielded a CrimDX. and 
more males had an EmpDX > 50%; and more clients > 27 obtained a DrugDX. 
Among the all-male dropouts, more Mfiiites obtained a DrugDX pre- and post­
treatment; in follow-up the EmpDX > 50% related positively to age. Opioi*- 
abusers, who constituted almost 87% of the cohort, yielded a greater percentage 
of CrimDX pretreaiment and had larger reductions in CrimDX and DrugDX 
posttreatment.

Figure 1 shows that time-in-program (TIP) related to the posttreatment 
changes. Prior to treaunent there were no TIP differences on any index. During 
follow-up all TIP groups, except for the < I-month clients, showed decreases 
in the CrimDX and DrugDX. However, these reductions increased directly with 
length of stay in treatment, reaching statistical significance among the longest- 
suying dropouts. The percentages of EmpDX > 50% also increased but more 
uniformly across time-in-program groups.
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Succesi and Improvement Rates

Table 6 shovi that 83% of the graduates had the lowest Success Index (=1) 
prior to treatment. In post year 1, 90% of the graduates were Best Successes, 
which declined to 87% across 3 cumulative years. Almost 75% of the eraduates 
remained successful through ail years of follow-up.

Among dropouts, similar but smaller changes were obtained. Prior to 
treatrnent, almost 95% of the dropouts had the lowest Success Index. In post 
year I, over 45% of the dropouts were Best Successes, which dedned to 34%
lu ywra of foUow''up^””’“‘^ ^ dropouts remained successful through

The actual proportion of individuals who changed is more dearly shown 
^en absolute status is ignored. Table 7 summarizes the prooortion of positive 
changes from the pretreatment index (improvement). For eaduates. 93% 
rnamtauied positive change through all years of foUow-up. Ar;one drooouts. 
at 1-year foUow-up, over 69% had positively changed. Throueh 3’cumuh:;ve 
years, 61% maintained this positive change, as did 56% throuch aU vears of 
foUow-up Actual change, then, was considerable. generaUy r^tlecting shifts 
trom the lowest pretreatment category.

Sex and race did not statistically relate to success or imorovement rates.
among dropouts < 27 and -^cn- signiflcantly lower among all norioclold abu-o-c

Figure 2 shows that among dropfluts, there is an orderly relationship 
between success status and time-in-prognm. Across all foUow-up vears Pest 
Success rates are zero among the < I-month dropouts. 12% in the 4-6-mcr.:h 
T^ group 32% in the 8-10-month group. 38% in the IM4.r-.onth srcjo. 
29% m the 15-19-inonth group, and 57%.in the 20-26-month TIP ircuo. 
Success Indices 2 and 3 remain uniform, but Index 1 declines sharplv bv ' 
in-program. Thus, the uicrease in Best Success (#4) by TIP reiates to •— 
decrease ui the least favorable category (# 1).

improvement rates are systematically related to time-in- 
program. Percentages of improvement ranged from 5% in the <l.mc-th

. Figure 4 depicli Ihe lUbilily of success tires through the follow-up yet,
Loo^torh T '"*■ II)-“« of folloUp
Aiuoni both howerer. success teres it. yesr 1 declined by less then I S3 thr«u4H

“•*«' ’"‘““'“I i” veer ? 
remauied successful throughout follow-up.
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Empleymanr lnd*i > SOS of fimo

Nail

months in program
Pig-1. (eontinutd)

.xainmed, SSa of ,u d,opoot, w.,.

tenn successes, the time-in-proeram funcfio« ’ ^ " shcr.ir-
of foUow-up. Success in pof. year 1 the ‘ L --of foUow-up. Success in pTyeaTl tSo
long-term success. Most of the year I succet '*'** «««Uent predic:;: of 
out foUow-up. However, when^the criterion
<ub..MOaUumb.rof„,h„„,,,„„ . a
out foUow-up. However wh*n ,k ’"""“‘"ea their stam

.-h..„up, op^hp, Of .oAr„r.l.'S'2:“ i;
Comparisons with the 1974 Cohort

1970 and 1974 d.opop.a ” ! f '«« bt.weeo ,h,

by «x and p„n.a,y drug. The 1974 d.opoo.a eo„a^red of



Table 6
SuccMf lnd»M at Follow-Up: 19701971 Cohort tXl J

(P
Succeii Indea Poll I

Poll 2. 
cum.

Poll 3. 
cum.

Poll 4. 
cum.

Poll S.
cum.

poll, all 
yean cum.'

ToulilV- 231)
4 0.9 .59.2 S3.8 51.4 — * 44.8
3 2.7 10.9 10.9 10.9 — 10.8
2 • 54 7.7 9.S 10.4 - 12.7
1 . 91 0 31.7 25.8 27.3 — - 31.7
Poililve ihangc* • ••t • ••v • ••• - - • •••

Dfnpouii lA^ ■ ISO)
4 : 1.3 45.3 37.3 34.3 30.7
3 1.3 13.3 13.3 13.4 — 13 0
2 2.7 10.7 13.7 13.4 - • « 13.3
1 94.7 30.7 36.7 38.9 — - 44.0
Poililve change^ • ••• • ••• . ••• — -

Cuduiici |,V« 71)
4 00 90.1 88.7 87.3 83.1 81.7 74.4
3 5.6 56 5.4 5.4 5.4 7.0 8.5
2 11.3 1.4 2.8 4.3 5.4 5.6 11.3
1 ; D.i 3.8 3.8 3.8 5.6 5.4 5.6
Poiiiivc ilungc^ • «** »»*• •••• • •v*

|)i»|t<iiii/|'iaduj|c
dillcieni’ci* •* • ••• - - • •••

*l)i>i|Hiuit, T • 4 67 yeiii; imliuici, X ■ 6.4 yean.

Ilic M|rii icii fiM toiicljicd iJiM|i|ci wai i|(|)licd lo niiiiilici of poilllva cliintei fioin pia> lu poil-cuinulallve ycari. N" 331 lietauie of mining 
iniltfx oi liuiiliUlciii lOp.
*(‘lii-ti|ua)c iittib^liiiHlci.
•p< 10. »*p< .OJ; .01; .001.
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both males and females, while the 1970 dropoutt were all male. The graduates 
in the two cohorts, however, contained both sexes. Results are presented for the 
full cohorts at 2-year foUow-up. Demographic, opioid, and nonocioid 
comparisons are summarized.

Table 8 shows that success and improvement rates were higher for the 1970 
cohort. Only the differences between the dropouts faUed to reach signiHcance. 
Figure 5 shows that rates increased similarly by.time-in.program for both 
cohorts, although the values were nonsignificantly’higher among the longest- 
staying 1970 dropouts.

Demography did not account for the cohort differences. Success and 
improvement for the 1974 cohort did not significantly associate with ace or 
race although female rates exceeded those of the males among the dropouts. 
With demography controUed, however, the 1970 rates remained higher.

The cohort differences reUted to the primary drug distribution. When only 
opioid abu«rs are compared, the overall improvement rates are indistinruish- 

I’,*"-*! *i!*““®* differences reverse somewhat, favoring the 1974 drocouts 
(T le 8). The latter, however, were inflated by the higher rates among the 1974 
females. A Justing for these sex differences yields the striking replication shown 

. t' time-in-program for two subcohorts of male
opioid fusers. Both curves fflustrate the lawful relationship between length of 
stay and positive change at follow-up. *

Table 8 shows that the 1974 nonopioid abusers yielded the lowest rates n 
either cohort. Almost 45% of the 1974 clients who could be follower for 
2 y«R were nonopioid abusers. Among these; success and imorovement rates 
were 18% an^ 39%. respectively (dropouts); uidj^o and 83%. respectively 
(graduates). Though not shown, a time-in-piogram difference was also apparent 
^ong the nonopioid abusers. Rates for> 12.month dropouts doubled those for 
30 4%)"’°"'^ I'"Provement = 58.6% vs

The resulu within the 1974 nonopioid group varied by primary drug. For 
ewmple. alcohol and marijuana abusers were a 63% majonty. but less than 10% 

*««e«. The r-m,dnder of the nonopioid abusers were ma.niy
barbiturate or ampheumme abusers, and a few claimed no primary drug Their 
success rate was 37%, approaching that of the opioid abusers (54 4?)

These primary drug differences related to reductions in the DrugDX since 
^e decreased uniformly by drug of abuse, although fewer marijuana abusers 
*^ped their CtimDX. Abstinence from the primary drug, was achieved bv
SVe abusers, and 43%

nopioid abusers reflect their higher proportion of primary alcohol and 
manjuana abusers, tew of whom achieved abstinence.
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BtuSuccttt and Impt0¥$m$nt Haiat through All Yaara of PollowUp tor tha 1970-t971 Cohort, 

by Tima-InPtogram, Damography, and Primary OrugofAbuta_____________

J
H
oO

Siicccii Imptovcmenl *

Diopoulf Giadualct
Dlff.^

Totals Piopouls Giadualei

Dirr.**
Totals

Total AT
%■

Totals % N % % % %

TuUlt ISO 30.7 71 746 • •• \ 221 44.8 56.0 93.0 ••• 67.9

Timc-in-piotram
< 13 inonllis U 16.7 - - — — 38.9
> 13 moniht 78 *42.3 - - - - - 71.8 * • “

P* - - - ••• •
Riii-r

llUrk 56 32 1 24 750 • •f 80 45.0 58.9 95.8 • •• 70.0

llitpanir 40 32.S 18 66 7 • •• 58 43.1 60.0 88.9 • •• 69.0

Uliiic S4 27.1 29 79.3 83 45.8 50.0 93.1 • •• 65.1
P*

1 - - - — • "
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> •

< 19 37 32 4 13 69.2 • ••I9-26 92 25.0 34 79.4 • ••27»
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21 52.4
• •

24 70.8 —

OpiuM 1)6 324 56 786 • ••Nunopiold
P*

\

14 14.3 15 60.0

hikin'*
1 44 86 4

1 Cliulci • • • 27 74 1 -

50 42.0
126 39.7
45 62.2

• •

192
29

45.8
37.9

56.1
53.3
66.7

55.9
57.1

84.6 
97.1
91.7

94.6
85.7

97.7
85.2

fc
••• 
• *

• ••

67.3
6S.I
80.0
•

67.5
69.0

...............- ..................... .. -
< III vuluci.

*p vjI.k-, driivrd Itoni for clij tqiijic. Inline I<i8«l JIlfcitnee.

I line weie nn leiiule diO|ioiiii In the ijiii|i|c.
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3 Cmt<
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through >0
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The con«n,ti.e DnigDX requirement of continued ibttinence from the
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Tables

Dropouts Cnduata Touls

Post 1
Post 2. Post 2. Post 2.s cum. N Post 1 cum. N

BatSuccea(#4)
1970 150
1974 215
B*

42.7
39.1

34.7
34.9

71
31

90.1
74.2

88.7
67.7

221
246

59.7
43.5

53J
39.0

r •• • • • ••
1970 150 
1974 215 
P

68.7
60J
•

63J
56J

71
31

95.8
93.6

95.8
93.6

221
246

77.4
64.6

73.8
30.9

Opioid abuitrj
Best Succeu (#4)

•

1970 . 136
1974 117
P*

47.8
54.7

38.2
48.7
•

56
19

96.4
94.7

94.6
89.5

192
136

62.1
60.3

56J
54.4

Improvement • • - -
1970 136
1974 117
P

68.4 
. 75.2

63.2
70.9

56
19

98.2
100.0

98.2
100.0

192
136

76.8
78.7

73.2
75.0

Nonopioid abuterx
Best Succeu t«4)

• —

1970 14
1974 98
P

28.6
20.4

28.6
18.4

15
12

66.7
41.7

66.7
33J

29
110

48.3
22.7

4 3.3 
23.0

Improvement • • • •• • ••
1970 14
1974 98
p

71.4
42.9
• •

71.4
38.8
• •

15
12

86.7
83J

86.7
83J

29
110

79J
47J

•9.3
43.7

• - • •• • ••

•p<.10: -V<.OS: —p<.01; •—p<X0l.

mhom used alcohol and/or marijuana more than three times weeJdv ''unn* „
n^caten!. »“hough virtually no use of other substances ^as

indicated. Thus, while the DrugDX criteria accord with the TCs $-ci dm, ^
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Fig. 6. CumparuoM betw«n the 1970-1971 and 1974 cohort* through 2 yui* oi foUow- 

up lor male opioid abiucti. Success (s4) and nnpruvcment rates hy time-in-procram ate 
shown by the 1974 TIP cLiMilieations. There arc no Mpnillcant cohort dillerenc-e* at any 
point on the curve, revealing a striking replication oi the limc-in-prugram lunction.
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In summary, the cohort comparisons indicate that success related to 
primary drug; Opioid abusers reveal the highest rates, followed by nonopioid 
abusers whose primary substances were not alcohol ormarijuaru. Few successes 
occumd among primary marijuana or alcohol abusers, but their frequency of 
primary drug use decreased, as did criminal involvement, particulariy among the 
alcohol abusers.

More of the “other” nonopioid and the opioid abusers in both cohorts 
were successful, indicating absence of crime and abstinence from their primary 
drug, hut their successes revealed moderate use of alcohol and marijuaM. This 
finding is difficult to interpret within the context of the socal use of these 
drugs. Nevertheless, the positive status of the successful clients, opioid and non­
opioid, was confirmed by the absence of criminality and improved employment.

For both opioid and nonopioid abusers, however, success a.id improvement 
were higher for graduates and increased with length of suy. This, and the close 
correspondence between two opioid cohorts-separated by 3-6 years-provides 
an impressive replication of the basic results of the study.

DISCUSSION

Are the Phoenix success results consistent with those of other studies, and 
can they be generalized to other TCs? Precise comparisons with the tew investi­
gations utilizing a composite index of outcome are impeded because of differ­
ences in method of constructing the indices and in reporting results. For 
example, some studies accept reductions in the extent of drug use a.nd cr.rr.e in 
their composite outcomes. These also report cumulative success results that 
combine intermitteru and continually favorable outcomes (e.g.. Barr and Antes. 
1981; Burt et al.. 1979; Simpson and Sells. 1981). In the present research! 
measures of extent did not enter the composite indices of c.ime or drue use! 
and the requirement of continued favorable status excluded intermittent 
successes.

The generaUty of the present findings may also be limited by crearam varia- 
biUty. This is illustrated in comparisons with theraceutic commun'itv result 
obtained in the DARP studies. The latter employed a favorabie outcome 
measure which resembled the Best Success Index used in the present woritfsee 
Simpson and Sells, 1981). Results were compared for male opioid addicts in the 
first posttreatment year. In the DARP 1972-1973 cohort. :8f» of the TC clients 
received a highly favorable outcome, compared with 54^0 of tlie 19TI Phoent.\ 
opioid addicts (dropouts» 44.4%; graduates * 96.0%).

This success difference did not relate to sample comousiiiun since the 
Phoenix 1970-1971 dropouu and the DARP TCs were similar in age. pnmary 
drug, race, and retention. Nor dues it reflect variability within DARP's TC 
modality since its outcome results did not vary significantly across the seven
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^ Nevertheless, the higher Phoenix success
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Second, the present success and improvement results describe a narrow bar 
Of clients who met particular behavioral and temporal criteria. These ignore th 
^enu who were intermittenUy successful or improved. For example, about 6£> 
Of the sample unproved under the present criteria. However, each cha.-c-

the ‘’'■adjustment amonful clients, but describe change in drug use and criminality OU**

M ' . “ The latter, however, ad not appea
patt^Kly healthy at foUow.up (De Uon and Jainchffl. 1981).
of inS«;l| S^‘“'! “.“P"" -he extent and ave.-s,r.

irH£Sr~f ■== s s
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•modalities, even those selected W “^Sm-^int to
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argue against statistical reewsion. That reak devianev 
would have declined without treatment is a ouesiionafale a post'eriori assump- 
UOT. Ihere is no direct way of assessing sums beyond the year of the peak had 

clients not made conUct with Phoenix House. .Moreover, with rare
treatment remained at zero for aU . Statistical regression would not expect this precipitcus and uniform 

aiop from to near aero deviancy. irrespecUve of individual differences in 
pretreatment deviancy or in their length of suy.

hypothesis views addiction (and associated chminal 
«uvity) as recurrent episodes of illness. Tnese pass -Jirough peaks and trouehs 
fade^ndent of Ueatment influences, and perhaps modify over vears as sdf-

^ ***! *’"’*"* example, the uniform drco
^ P^^reatrnent peak would mark *Jie end of a negative chase of the

lor^en n^ undetemuned point in foUow-uo a gndual
weening should commence, signaling the sun of a new negative phase of :.he

Contrary to tlm hypothesis, there is no evidence for a new neative cvcie
successes, tiie rates after vear I dechced ^ less ^ 15%. More problematic is flat a behavioal cv'cie hypothesis is 

diffiadt to tat empirically. Such a tat maescecify in acvane a finite -riod 
fOT observing ^e completion of a full cycle. In the praent daian, dientVums 
wa observed from 1 year pre- through 5 yea.-s posnratir.ent; moreover a—c%' 
records revealed that arrat rates throughout foilow-uo remained lower'lSl
1979) Eilhir‘th*"*”* "°|* °"*n treatment (De Leon et al..
thil «lf-limi::ng daractetistia oraumed for

observation was stiil too short to cermit onset of
Lestigatiot’ <lo« not racily ailow for direct

e g *ot!i«‘^«a'^en!lT“‘’\* ‘‘^tus;

r rctr r. £“■M^ple, self-reported reentry into drug tratment occurred in of iSo 
^duata (5 cumulative yeais) and 39To of the drocouu (3 cumu’Itive vi«? 
For the 1974 cohort, the alues were 0T» and :sr» for the a'a^J^t-s and^rimn. 
ouu. respectively (2 cumulative years). Some successe l^er

.d,ustm.n. aft., .,.a.m.„<. R.la„„, b™,d ,o«l „„dU.o» .0 ,„dl«dra « " 
d . fonnidabl. problem for arulyrer. InOicarioa. are. ho«,.r. .bar rbo. fa T1 
did not substantially affect the praent findings
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For example, the declining trend in the awiJability of street heroin from 
late 1973^ may account for its decreased use in the follow-up period. Opioid 
abusers did yield the highest success rates, but their results do not support an 
availability hypothesis. Among the 1970 clients, the largest reduction in heroin 
use occurs in the first posttreatment year (1971-1972), which precedes the 
declining trend. Furthermore, the 1974 heroin abusers also showed their largest 
reduction in their fust posttreatment year (1975-1976). The similar fust-year 
reductions, irrespective of year of separation, point more to treatment impact 
than to unavaUabiUty of heroin. AdditionaUy. as reilected in their large DruaDX 
reductions, opioid abusers revealed Uttle involvement with methadone or other 
drugs that have been increasingly present since 1973. With the exception of 
modest increases in marijuana and alcohol use. the pattern in foUow-up vns a,n 
overall decline in the use of all drugs (see De Leon. 19S1).

Law enforcement policy did not appear significant in the oresent results. 
EvaluaUon of the tough New York Drug Law of September 1973. aimed at 
illicit drug sales and drug possession, concluded that it has not been consistentiv 
enforced (Joint Committee on New York Drug Law Evaluation, 1977). Para­
doxically, then, the enforcement climate since the 1973 law mav have be-n 
more lenient than in the period 1969-1972. Nevertheiess. both cohcns reveaie’d 
their largest reductions m the CrimDX, the comprehensive index of c.*iminal 
activity. (Further evidence for lenient enforcement was seen in the mul^i^’e 
outcome variables of the criminal profile. Tne 19'4 cohort revealed mom
cnmmal engagements than the 1970 cohort, but a somewhat lower number or 
arrests at follow-up.)

Economic influences were not prominent in mainaining the success s'atus 
of clients. FuU-time employment (EmpDX > 5(To) did increase at foUow-u? 
for most clients, wggesting general influences from economic or employment- 
related factors. These influences appear minimal, however, since successes 
revealed significantly greater pins. Moreover, their salaries and job levels
(Boidl'it 1° * <i*»no5«Phic population in New York
(Bon^nn. 1976). Thus limitations relating to the client, to the treatment o'
to other factors not assoaated with economic viscissitudes affected uhe eamm.a 
potential of the successful individuals in follow-up.
^ That cUents maintain their successful status in the years after Phoenix 
however, may stiU involve factors Lhat are unique to individuals. Thus -ar’

contribution to 1974 success rates from' 
selected background vanables. Success was negatively related to liieti.T.e
Th3 sLt pretreaument educational level.
Thou^ significant thece associations were small compared with the effeea of
«ime-m-progmm Further analyses, however, must exc.-nine a wider ranc- „f 
vanables m both cohorts to mote fully assess the contribution of background
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The extent to which maturation influenced the long-term success results 
ap^ars minimal. As described in the literature, the “maturing out" of addiction 
or deviancy is more apparent after age 35. In the present sample, over 705s were 
less than 30 years old at interview.

Though age overall did not consistently relate to retention or success, there 
were some age interactions. The 1970 graduates were significantly older than 
tte remainder of the sample. For the 1970 dropouts and the 1974 female 
to^uts, successes occurred significantly more often in the older clients. In 
both whorts, the youngest clients « 19) were overrepresented among the > 12- 
month dropouu, but this did not yield more successes in that age grouo. In fact 
few of the youngest 1970 successes had less than 20 months in the'eroaram! 
For a reversal in the 1970 TIP trend occurred in ±e 15.19.n^cnta
group because of their high proportion of young clienu (see Fig. 2). For tr.e 
Utter, then, long-term residency may be a necessary requirement for stacle 
outcome. Thi«. retention remained the most significant correlate cf success 
factM^ period of stay may vary with age-reUted

UNDERSTANDING TREATMENT INFLUENCE:
A PERSPECTIVE

The above issues underscore the multivariate complexir/ of mdividjai 
change impliot in the TC’s perspective of the role of treatment. This ce.toe-ive 
news the chent who comes for treatn«nt as a changing person for wncm exc'r- 
ence m a program represents a significant, albeit limited, episode in me con -u- 
ing process of change and adapution. Positive and neative pressures ex--^- 
^mtnnsic to the client, lead to treatment contact. Thereafter, the c-L-‘:e

I •-.on^rea't-
H residential experience.For example, drug use and antisocial behavior are virtually abse-t-hretieh

reUtively 'Cortan«; rSSg^Si^S s^U 

itn«o ih, inutplay of diem ‘ad “o“nn"r!,ctt‘n

54 4m574 « "of^*'« .tatooM, I9T0.197,
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treatment or their length of stay. Clients in Phoenix House are a doorway away 
from the street, with no physical restraints upon their activities. They are free 
to leave, commit crimes, or take drugs. That they maintain positive behavior 
m residency is a consequence of choice, not risk, and implies influences arising 
irom their participation in the TC*s daily regime.

Second, even without control groups, a treatment effect is evident in that 
success rates were temporally related to residency in the program. Rates 
tucreased from near IOOS5 residential level in the first year after separation, 
the period most contiguous with treatment. Thereafter, however, they declined 
modestly, remaining well above pietreatment levels at magnitudes that are 

rectly related to time spent in treatment. This close correspondence between 
client change and the length, presence, or absence of residency implicates a 
treatment impact.

Third, the importance of individual differences was also evident in the 
relaUonship between success and retenUon. Over 45^0 of the > 12-mcnth 
dropouts had unfavorable outcomes, while a quarter of the < 12-month 
dropouu did attam success. These results imply that most residents require at 
least a year to change. Others need more, and a few beneflt from less exposure 
to trratrnent. Individuals may contribute to their own length of stay, but time- 
correlated program influences are essentia] to render change.

Successful outcome, therefore, emerges from an interaction of client and 
treatment factors. The specific impact- of the treatment experience is most 
apparent during and immediately following residency; thereafter, though less 
nxo^ble. Its effects may integrate with (or perhaps alter) the contribution 

her expenences m maintaining successful status. Some assessment of 
toe e IS reported m a later study in which analyses are expanded to include
ResuTd« *“«««*. and improvements).

“ r ? S “>e relative imporunce of treatment and
nont^tment mfluences upon their Ufe-style since leaving Phoenix House, 
of ’ ‘he present study provides impressive evidence for the effectiveness

on in modifying drug abuse. Direct investi-
gauon of the change process during residency can strengthen conclusions 
concerning the specific relationship between treatment and outcome With 
wpect to the latter, beginning efforu in otherTCs report a positive association
1980v"an^^’th« P*«'«Pa‘ion in group encounters (e.g.. Browne.
1980), and other Phoenix results for the 1974 cohort show a direct relationship
between psychological change during treatment and success and psychological 
change at follow-up (De Leon. IVK^: Dc Leon and Jamchill. 1981).
eoal composite indices reflect one TC*s austere treatment
goal of s^ial adjustment depicted in absolute, albeit conservative, enteria of 
success. Nemthcless. Phoenix House is a stable example of the traditional TC 
approach. WJnle undoubtedly unique, its success and improvement results 
provide firm hypotheses for research in other settings.
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Some peisons in the fields of substance abuse and corrections still believe that prison-based 
rehabilitation is ineffective and that treatment efforts should be reserved for the nonprison 
community. While correctional institutions are generally hostile environments that impede 
attempts at both treatment and research, both can be accomplished successfully, even though it 
is highly difficult to maintain the integrity of treatment programs and research studies within 
correctional facilities. This study reports treatment findings for the Stay’n Out therapeutic 
community (TQ, which has operated in the New York State correctional system for over 12 
years. This is the first large-scale study (N = 1,500) that provides convincing evidence that 
pnson-based TC treatment can produce significant reductions in recidivism rates for males and 
females.

A summary of the extensive research on the relationship between 
/^drug abuse and crime (Ball, Shaffer, & Nurco, 1983; Gropper, 
1985, based upon the work of Johnson et al., 1985; Inciardi, 1979) 
provides convincing evidence that a relatively few severe substance
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abusers are responsible for an extraordinary amount of crime. The 
need for effective prison-based drug treatment is obvious; the problem 
is to provide treatment that works. Although a number of therapeutic 
communities (TCs) have been established in state and federal prisons 
(National Institute on Drug Abuse, 1981), there has been almost no 
outcome research conducted. (A notable exception is the outcome 
research on the Cornerstone prison TC in Oregon; Field, 1989.) This 
article summarizes a large-scale evaluation of the Stay’n Out TC, 
which has operated programs for male and female inmates in the New 
York State correctional system for over 12 years.

The need for prison-based drug treatment programs can be seen in 
the high incidence of severe drug problems among state prison inmates 
(Bureau of Justice Statistics Bulletin, 1983). According to the Bureau 
of Justice Statistics survey, more than three-fourths of the 12,000 state 
prison inmates had used illicit drugs, 56% reported using drugs within 
the month just prior to committing the crime for which they were 
incarcerated, and 33% admitted using drugs at the time of the crime. 
Comparisons with drug abuse among the general population showed 
that inmates were twice as likely to have ever used illicit drugs and 
three times as likely to have used such drugs during the last month.

One of the most widely accepted types of treatment for substance 
abusers has been the TC. Outside of prison, TCs have been shown to 
be effective with clients who have extensive criminal histories (Bale, 
1969; De Leon, 1984; De Leon, Andrews, Wexler, Jaffe, & Rosenthal, 
1979; De Leon, Holland, & Rosenthal, 1972; De Leon, Wexler, & 
Jainchill, 1982; Holland, 1978; Nash, 1973; Sells et al., 1976; System 
Sciences, 1973; Wilson & Mandelbrot, 1977). The positive results of 
a five-year follow-up evaluation of Phoenix House (De Leon, 1984; 
De Leon et al., 1979) is of special importance because the Stay’n Out 
correctional TC program is in part based upon the Phoenix House 
model.

The rationale for the establishment of the Stay’n Out TC was 
derived from outcome research on nonprison-based TCs. An impor­
tant finding was that successful outcomes (reduced crime and sub­
stance abuse, and increased employment) were related to the amount 
of time spent in treatment (De Leon et al., 1979,1982; Simpson, 1978, 
1980). In fact, residents who were sent to the program by the courts
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had a better success rate than volunteers. However, nonprison TCs 
produce excessively high drop-out rates that limit their effectiveness 
to the relatively few clients who remain in the program for at least 
three months (De Leon, 1979). One of the justifications for the 
establishment of the Stay’n Out program was to test the efficacy of the 
time-in-program variable within an environment in which residents 
are likely to stay longer than three months. It was expected that inmates 
would find the program unit, which is isolated from the general prison 
population of inmates, considerably more desirable than regular prison 
units.

Preliminary research on Stay’n Out has shown that this program was 
successful in implementing and maintaining positive TC treatment 
environments, was capable of retaining inmates for optimal treatment 
durations (9 to 12 months), and facilitated positive personality changes 
as assessed by standard psychological measures (Wexler & Chin, 
1981). A preliminary report on recidivism data also indicated that the 
program produced positive outcomes (Wexler, Lipton, & Foster, 
1985). The major objectives of the present study were to evaluate 
rigorously the effectiveness of prison-based TC treatment and to 
assess the time-in-program variable.

RESEARCH DESIGN

This study employs a quasi-experimental design that compares 
participants of the Stay’n Out program with those of two types of 
comparison groups: inmates who volunteered for the TC program but 
never participated (i.e., the no-treatment control group), and inmates 
who participated in other types of prison-based drug abuse treatment 
programs (counseling and milieu therapy) located in different prisons. 
Evaluation studies of treatment programs are sometimes criticized on 
the basis that the effects of the treatment are biased because subjects 
are self-selected in the experimental group. In this study, it is assumed 
that the quasi-experimental design controls for self-selection bias 
because the subjects in the no-treatment control group initially volun­
teered to join the experimental treatment group.
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The sampling pool for the treatment groups included all clients who 
had terminated from the programs between 1977 and 1984, and the 
no-treatment group consisted of subjects who were placed on waiting 
lists to enter the prison TC. Names of subjects were given to the 
Division of Parole, and a computer tape was returned with infor­
mation on males and females who were under its jurisdiction. The 
data set included the following types of variables: (1) background 
characteristics of the groups (e.g., demographics, prior criminal re­
cords), (2) several time variables, of which time in program was of 
greatest interest, and (3) outcome variables (arrests, time until arrest, 
and parole discharge/revocation). Parole outcome status was obtained 
as of February 8,1985. Arrest data were obtained for all active and 
discharged parole clients. Hypotheses relating each of the parole 
outcome variables to program treatment and time in program are tested 
statistically for the male and female group separately.

MALE STUDY GROUPS

Parole outcomes are compared among four groups of males. The 
TC group is compared to two other treatment groups (milieu therapy 
and counseling) and a no-treatment control group. The following 
section describes each of the treatment modalities and their basic 
differences. Sample sizes are reported for each group.

Male TC Treatment (n = 435)

The Stay’n Out program is a modified classical hierarchical TC that 
began in July 1977. Program capacity at the time this research was 
conducted was 120 inmates. Residents lived in two housing units 
segregated from the rest of the prison population. They had contact 
with prisoners in the general population only when off the TC unit 
(e.g., at the cafeteria, infirmary, or library). The staff is primarily 
composed of ex-addicts with TC experience who serve as role models.

The TC program is highly structured. Qients are responsible for 
maintaining the program unit. They are given jobs ranging from menial 
chores, such as cleaning the latrine, to enforcing house rules for proper
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conduct. A major reward for good conduct is promotion to a higher 
job level with increasing responsibilities and status. Misconduct is 
viewed as an opportunity for a “learning experience” to develop — often 
to learn for the first time — appropriate ways to relate to others. Group 
activities include encounters (therapy), seminars (education), and 
special groups to deal with various unit management problems. Indi­
vidual counseling and referrals to nonprison TCs are also provided 
(see Wexler & Williams, 1986, for a detailed description of the 
program).

Male Milieu Treatment (n = 573)

This program is a non-TC milieu drug treatment program that was 
established in November 1978. It had a capacity of 124 and was 
located in a separate unit from the general prison population. The 
program provided residents with individual, group, and vocational 
counseling referral services.

The main differences between milieu therapy and the TC approach 
are that in the milieu modality, (1) time is less structured and activities 
are less regimented, (2) jobs and social roles are not hierarchically 
ordered, (3) good conduct is not rewarded by giving residents greater 
responsibilities, and (4) interaction with nonprison TCs is not as 
extensive. In milieu therapy, clients are treated by program staff 
(professional drug abuse treatment counselors), whereas TC counsel­
ors are typically ex-offenders/ex-addicts who serve as role models. 
Furthermore, TC clients tend to play a more active role in their own 
treatment and in maintaining order within the program. These differ­
ences affect all aspects of life and treatment in these programs.

Male Counseling Treatment (n = 261)

The counseling drug treatment program that was established in 
April 1980 had a capacity of 50 clients. The clients received counsel­
ing (either individual or group) once a week and were given referral 
services at termination. The treatment was short-term, usually not 
lasting more than a few months.
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Male No-Treatment (n = 159)
This group is composed of inmates who volunteered for the TC but 

never entered the program. They were placed on a waiting list but were 
not admitted to the program because they did not meet the time 
eligibility criterion —an inmate can be no more than 12 months and 
no less than seven months away from parole eligibility. This group is 
used as a control to test explicitly whether the TC program is better 
than no treatment (implicitly holding constant the differences in initial 
motivation to join the program).

FEMALE STUDY GROUPS

Parole outcomes are compared among three groups of females. The 
TC group is compared to a counseling group and no-treatment control 
group; milieu therapy was not available for the women in this study.

Female TC Treatment (n = 247)

The female Stay’n Out program is a modified classical hierarchical 
TC that began in January 1978. Its operation and the therapeutic 
process is highly similar to the male TC described earlier. Program 
capacity at the time of this research was 32 inmates who were in a 
segregated housing unit.

Female Counseling Treatment (n = 113)

A drug counseling program was established in April 1980 for 50 
females. It ceased operating in November 1982. The program pro­
vided individual or group counseling once a week on a short-term 
basis.

Female No-Treatment (n = 38)

This group is composed of inmates who volunteered for the female 
TC program but never entered the program because they changed their 
minds prior to admission. (There was no time eligibility criteria for 
the female TC program.) This group is used as a control to test
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explicitly whether the TC program is better for females than no 
treatment (controlling for initial motivation).

BACKGROUND CHARACTERISTICS

This section describes the background characteristics of the com­
parison samples. Table 1 shows the sample sizes and selected back­
ground information for each group. The ages of all group members 
were quite similar, the average being roughly 29 to 30. The male milieu 
therapy program had a slightly higher (statistically significant) mean 

age of 31.3.
Race was also generally similar for most groups (about 50% black, 

25% white, 25% Hispanic) with the exception of the Female No- 
Treatment group, which had a significantly larger proportion of black 
inmates. Approximately one-fifth of the males had no more than an 
eighth-grade education. The Female Counseling and Female No- 
Treatment groups were somewhat more educated; over 90% had more 
than an eighth-grade level. This was significantly greater than the 
Female TC group, in which less than 80% of the sample went beyond 
the eighth grade. Marital status for the groups was similar. For the most 
part, the majority of the subjects were single, divorced, or separated. 
While the Male Counseling group had more married men, overall there 
were no statistically significant differences among the groups.

Composite scores for the severity of prior criminal history and the 
offense for which the inmate was currently incarcerated were obtained 
from parole records. The crime history score is a weighted average of 
prior arrests, jail and prison terms, felony convictions, probation 
sentences, and parole revocations. Scores between 0 and 1 are consid­
ered less serious, scores between 2 and 5 moderately serious, and 
scores between 6 and 11 very serious. The offense score is a sum of 
the felony class, the involvement of weapons, and occurence of 
forcible contact in the current offense.

As indicated in Table 1, the male groups generally showed higher 
crime history scores than the female groups. The average male scores 
were in the moderately serious range. Statistical analysis revealed that 
the male milieu treatment group score was significantly higher. The 
female groups had scores which were in the less serious range, and
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table 1: Backgroundlnformation

Race
Comparison Groups N» Age^ white Hispanic

Male Groups 
TC Treatment 
Milieu Therapy 
Counseling 
No Treatment 
Statistic^
ProtMbility

Education

435
576
261
159

29.8 
31.3' 
29.6
28.9 

F = 7.63
<•001

52.2 21.0
52.4 24.2
51.6 22.5
49.7 23.9

26.8
23.5
26.0
26.4

Chi square = 2.61 
n.s.

20.3 79.7
21.9 78.1
20.7 79.3
22.9 77.1 

Chi square = 0.62
n.s.

Female Groups 
TC Treatment 
Counseling 
No Treatment 
Statistic^ 
Probability

247 30.1
113 29.6
38 26.8

F = 0.72 
n.s.

53.4 17.4 29.1 21.2 78.8
53.1 27.4 19.5 gg gig
78.9 7.9 13.3 7.9 92.1

chi square e 16.16 chi square = 10.19 
< .005 < ,gi

Comparison Groups

Male Groups 
TC Treatment 
Milieu Therapy 
Counseling 
No Treatment 
Statistic' 
Probability

Female Groups 
TC Treatment 
Counseling 
No Treatment 
Statistic' 
Probability

Marital Status* Crime Scores
Single Div/Sep Married History Offense

39.5 16.3 44.2 2.47 4.06
39.1 13.6 47.4 3.43' 4.26
31.5 11.2 57.3 2.75 4.31
41.2 14.7 44.1 2.94 4.08

Chi square = 2.61 F= 10.15 F= 1.52
n.s. <•001 n.s.

33.0 20.0 47.0 1.42 4.2
34.6 25.0 40.0 1.72 4.0
38.9 16.7 44.4 1.10 3.8

chi square = 1.12 F= 1.54 F = 0.88
n.s. n.s. n.s.

?ange test (p = «? StudenLNewman-Keuls

e. Marital status excludes approximately 800 cases
f. rThe^male mil«u group has a higher criminal history score than all the other mate 

n.8. = not significant
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TABLE 2: Tim* Variables (In mean number of months)

Comparison Groups In Program In Prison
Prison

Postprogram
On Parole 

Supervision

Male Groups
TC Treatment
Milieu

7.2* 30.5 34.7
Treatment
Counseling

8.2^ 37.8' 5.9 40.6*
Treatment
No Treatment
F Statistic

5.3
n.a.

21.6

31.5
34.5
10.6

4.8
n.a.
5.0

41.3
41.2
3 2Significance <.001 <•001 <•01 <■05

Female Groups
TC Treatment 
Counseling

6.5 24.0 6.5 33.4
Treatment 5.3 31.7* 6.2
No Treatment
F Statistic

n.a.
4.8

19.1
11.3

n.a.
0.2

OH.O

30.5 
n 9Significance <.05 <.001
\J.£,

b^T7« Milieu group spent significantly more time in p^ogm^Xn me 

group* significantly more time in prison than the counseling or TC

SoJnMlIig JrauS.*^®"’ s^nificantly more months in prison after treatment than the 

gro^p® significantly more months on parole supervision than the TC

there were no significant differences among the groups. The offense
scores were similar for all male and female groups, with no significant 
differences.

There are several important time variables in this research. Of pri­
mary concern is the effect of the time in program on outcome. Table 2 
shows the background time variables for all of the male and female 
groups. The variables include months in program, months in prison 
(current sentence), months in prison postprogram (i.e., the time be-
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tween program termination and release from prison), and months on 
parole supervision (i.e., time from prison release to expiration of 
parole). To the extent that there are statistically significant differences 
in these variables between the groups, variations in time could con­
found the relationship between program treatment and outcome.

The average time in program ranged from five to eight months 
across the program groups. Among males, the TC and milieu treatment 
clients’ average time in program was significantly greater than that of 
the counseling treatment group. Time in program for the male milieu 
treatment clients was also significantly greater than that of the male 
TC residents (7.2 months). Among the female program groups, the 
female TC clients had significantly more time in program than the 
female counseling treatment clients.

Total time in prison for the current sentence was generally longer 
for males than females. The male groups’ average time in prison varied 
between 31 and 38 months. The male milieu treatment group’s average 
prison time was significantly greater than that of other male groups. 
The female groups ranged from 19 to 32 months in prison, with the 
female counseling group spending significantly more time in prison 
than the TC and no-treatment groups.

Some of the treatment residents returned to the general prison 
population after they terminated from the program. The time clients 
spent in prison after treatment may affect parole outcomes if the TC 
treatment effect is undermined while they are under more punitive 
prison conditions. The average time in prison after program termina­
tion was approximately six months for most of the male and female 
program groups. Among the male groups, the TC clients spent signif­
icantly more time in prison after release from the program than did the 
counseling program clients. The differences between the female treat­
ment groups were not significant.

Months on parole supervision is a measure of “time at risk”; it is 
the observation period in which outcomes were recorded. The male 
groups generally had longer durations on parole supervision than the 
female groups. Table 2 shows that the male groups ranged between 35 
and 41 months on parole supervision. The male milieu treatment group 
had a significantly longer duration of parole supervision than the TC
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PAROLE OUTCOME HNOINGS

The effects of the TC treatment and other treatment modalities on 
^ee parole outcome variables were analyzed. These variables were 
the percentage of the group arrested, the mean time until first arrest 
aor those arrested in each group), and the percentage of the group

proportion of Ae group that was arrested at least once while on parole. 
T^e time until arrest is calculated as the number of months between 
t^ time offenders are released from prison and the time they are 
mes ed for the first time. This variable is used to measure how 
effective the praams are at delaying criminality among offenders 

ho recidivate. Positive parole discharge is the completion of parole 
without rule violations, arrests, or revocation. This variable measures 
the long-term effect of treatment because the average time on parole 
supervision (i.e., “time at risk”) was three years.

The evaluation of parole outcomes consists of three analyses. First 
differences between the treatment and no-treatment groups are com­
pared with respect to the three parole outcome measures. This analysis 
oes n^ot control for differences in time in treatment or other back- 

ground vyiables. The second analysis assesses the effects of different 
Icn^hs of time in the TC on the three outcome variables. Finally, a 
mul ^anate analysis of the effect of time in TC treatment on time until 
arrest, controlling for background variables and “time at risk,” is 
reported.

COMPARISONS OF OVERALLTREATMENT EFFECTS

and no-treatment. The analyses relating the study groups to each of
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TABLES: Parole Outcomes

Arrested Mean Months
Positive

Parole Discharge*' 
n percentage

Comparison Groups n percentage Until Arrested •
Male Groups

TC Treatment 
Milieu
Counseling
No Treatment
Statistic
Significance

117 26.9
198 34.6
104 39.8
65 40.9

chi square = 17.8 
p < .001

13.1
11.4
12.0
15.0

F := 2.32 
p = .07

157 58.1
164 52.6
69 52.7
66 60.6

F = 3.40 
n.s

Female Groups’’
TC Treatment 
Counseling
No Treatment 
Statistic
Significance

44 17.8
33 29.2
9 23.7

Chi square = 5.37 
p = .07

12.4
14.6
8.6

F=1.03
n.s.

98 77.2
58 68.2
9 52.9

Chi square = 5.35 
p = .07

prison.

the parole outcomes are discussed by first describing the overall 
differences between the groups and then statistically comparing the 
effects of the groups on each of the dependent variables.

Overall Differences

Table 3 shows the three parole outcomes for each of the comparison 
groups. The pattern of arrests for the males is as hypothesized, namely, 
the percentage arrested is lowest for the TC (26.9%) and increases as’ 
the intensity of treatment decreased (to a high of 40.9% for the 
no-treatment group). The time-until-arrest variable ranges from a 
mean of 11.4 months for the male milieu group to 15 months for the 
no-treatment group. Approximately 60% of the TC group received 
positive parole discharges, but this rate was not significantly different 
from the rates for the other male groups.
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TABLE 4: Paired Comparisons of Parole Outcomes

Arrested Positive Parole DischargeComparison __________________________ ________________
Groups Number Percentage Chi Square Number Percentage Chi Square

Male Groups 
TC Group 117
Milieu 198
TC Group 
Counseling

117
104

TC Group 117
All Comparison 

Groups* 367

Female Groups 
TC Group 44
Counseling 33
TC Group 44
All Comparison 

Groups** 42

26.9
34.5
26.9
39.8
26.9 

37.0

17.8
29.2
17.8

27.8

6.71**

12.8***

13.7***

157
164
157
69

157

229

98
58
98

67

58.1
52.6
58.1
52.7
58.1

54.2

77.2
68.2
77.2

65.7

1.82

1.08

1.16

a. Includes milieu, counseling, and no treatment.
b. Includes counseling and no treatment.
*p < .05; **p < .01: ***p < .001.

Overall, there were no significant differences among the female 
groups. Table 3 shows that the female TC group had the lowest 
percentage arrested (17.8%) and the highest percentage positively 
discharged from parole (77.2%), and the group differences ap­
proached significance (p < .10). Although the mean time until anest 
for the no-treatment group (8.6 months) was several months less than 
for the TC group (12.4 months) and the counseling group (14.6), these 
differences were not statistically significant.

Percentage Arrested

Table 4 shows the results of statistical tests comparing the percent­
age arrested (and the percentage positively discharged from parole) 
between the TC group and the other groups. Among the male study 
groups, the TC was substantially more effective in reducing the 
percentage arrested than the comparison treatment groups and the 
no-treatment group.
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The female TC was also significantly more effective in reducing 
the percent arrested in comparison to the counseling group (p < .05). 
However, there was no statistical difference between the percentage 
arrested in the female TC group (17.8%) and the no-treatment group 
(23.7%). The small sample size for the no-treatment group (n = 38) 
may have attenuated the chi square statistic, even though the direction 
of the relationship is as hypothesized.

Percentage Positively Discharged from Parole

The percentage positively discharged for the male TC was some­
what higher than for the alternative treatments. Although the male 
no-treatment group had the highest percentage positively discharged, 
it was not statistically significant compared to the TC group.

The data in Table 4 show that the percentage positively discharged 
fi’om parole among the female groups was in the direction hypothe­
sized, that is, the TC program had the highest percentage (77.2%), 
followed by the counseling group (68.2%) and the no-treatment group 
(52.9%). Although the female TC group had a significantly higher 
percentage positively discharged from parole than the no-treatment 
group (p < .05), the difference between the TC and counseling groups 
was not statistically significant.

Time Until Arrest

Time until arrest is used as an indicator of the extent to which 
treatment delays criminal behavior. The relationship between the 
study groups and time until arrest, as reported in Table 3, does not 
support the hypothesis that TC treatment delays arrest while on parole. 
Among the male groups, there is a tendency for the TC treatment to 
delay arrest more than the other treatment modalities, but no more than 
the no-treatment condition. No such tendency was found for the 
female group. The failure to find a relationship between the study 
groups and time until anest may be attributed to the fact that the 
parolees who were arrested represent a biased sample, that is, they 
have failed.
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TIME-IN-PROGRAM EFFECTS

Program participants were divided into five subgroups according 
to the amount of time they were in treatment (less than 3 months, 3 to 
5.9 months, 6 to 8.9 months, 9 to 11.9 months, and over 12 months). 
Extensive analyses were done of the time-in-program effects on 
percentage arrested, time until arrest, and percentage positively dis­
charged from parole. All statistical tables and figures may be obtained 
by contacting the senior author. For the purposes of description and 
the sake of parsimony, we will outline the significant effects and 
provide a few sample figures that graphically depict the consistent 
time-in-program effect.

The general data pattern was that as time in the Stay’n Out program 
increased up to a year, positive parole outcomes increased, followed 
by less positive outcomes for those who stayed longer than a year. The 
basic quadratic pattern demonstrated by males and females is shown 
in Figure 1 (for males).

Time Until Arrest

Figure 1 graphically shows the effect of the time-in-program vari­
able on time until arrest for each of the male treatment groups. The 
trend for the TC group appears to be an increase in the average time 
until arrest as the time in program increases. For clients in the program 
under three months, the average time until arrest was approximately 
nine months; for those in the program between 9 and 11.9 months, the 
average time until arrest increased to a peak of 18 months; and for 
those in the program over 12 months, time until anest decreased to an 
average of 14 months. The downward trend until anest after 12 months 
suggests that for the TC male group there is a quadratic relationship 
between time-in-program and time until anest. That is, as time-in- 
program increases, time until anest rises and then falls.

Regression analyses relating time until anest to the quadratic form 
of time-in-program were conducted for the male TC group. The 
quadratic term for time-in-program, which reflects the 9 to 11.9 month 
peak in time until anest, provides a significant contribution to time 
until anest (R* = .058, p = .031). The relationship between time in 
program and time until anest was less defined for the females.
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Months Until 
Arrost

' Stay N Out TC 
' Miliou Troatntsnt 
' Counsoling Trsatmsnt

Over t23-5.»
Mentha In Priaon Drug Program

0-2.B

Positive
Psrols

DIsehsrgs

Stay N Out TC 
Miliou Treatment 
Counseling Treatment

0-2.B 3-5.B 6-8.B B-11.B Over 12
Montha In Prison Drug Progrsm

Figure 1: Ttme until arrest and positive parole discharge by program by time In 
treatment: mates.

Percentage Positively Discharged from Parole

Analyses of time-in-program effects on the percentage positively 
discharged from parole revealed impressive findings. The pattern of 
results resembles the time-until-anest data reported earlier. There 
appears to be a strong positive relationship between months in pro-
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gram and the percentage positively discharged from parole for the 
male TC group in treatment for up to 12 months. The percentage of 
male TC positive parole discharges increased from 49% for the 
under-three-month group to a peak of 77% for the 9-to-11.9-momh 
group and then decreased to 57% for the over-12-month group. The 
relationship between the percentage positively discharged from parole 
and time in program fluctuates for the other treatment groups.

The female data resemble the male results. Female time-m-program 
data show an increase in positive parole outcomes from 79% under 
three months to a peak of 92% for 9 to 11.9 months. This is followed 
by a decrease to 77% for clients who remained in the program over 12
months.

MULTIVARIATE ANALYSIS

Multivariate analyses (multiple regression) were conducted to sta­
tistically evaluate the time-in-program results and to assess whether 
the basic time-in-program findings were independent of or related to
other factors such as age or criminal history.

The dependent variable in the multivariate analysis was time until 
arrest for TC males after they had been released from prison (female 
clients were excluded because the number of cases was not ade­
quate for statistical analysis). Multivariate analyses Oogistic regres­
sion) of the percentage arrested and the percentage positively dis­
charged from parole were conducted. These findings are not reported 
here because tests of the model (relating these outcomes to time-in- 
program and client background characteristics) did not prove statisti­
cally significant. .

Two sets of independent variables were entered in a stepwise
multiple regression analysis of time until anest for TC males. Back­
ground factors included age, total criminal history score, and the 
length of time in prison after treatment. These variables were mcluded 
in the model because differences in their means were statistically 
significant. The second set of variables measured time in TC treat­
ment. Because time until arrest appears to increase for those in the TC 
for up to one year and then declines for those who stayed m the 
program for over 12 months, the TC time-in-program variable was
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5: T,m. Until Arr.st (Multiple Regression A
Variable 
Statistic

nalysls)

Age
Duration of Parole Supervision
Cnminal History Score
Postprogram Prison Time
TC Treatment
Milieu Therapy Treatment
Counseling Treatment
Time in TC
Time in Milieu
Time in Counseling
Time in TC, squared
Constant

Multiple R 
R Square
Adjusted R Square 
Standard Error 
F

.463

.078
-.618
-.164

-5.983
-3.285
-3.194

.659
-.151
-.128
-.033

-1.295

.188

.166
9.390
8.600-

.323

.220
-.162
-.128
-.268
-.157
-.120
.383

-.085
-.036
-.279

41.354-
22.832-
9.994-
7.262-
6.814-
3.303
2.278
5.344*
1.798
.321

4.878*

*P < .05;-p < .01.

variable
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controlled, the basic results in the univariate analysis are supported. 
Although the explanatory power of the equation is moderate (R^ = .21), 
the hypothesis that increases in time-in-program (up to 12 months) 
would increase time until arrest is supported.

Analyses of reincarceration data for the same groups (up to nine 
years after release) provided results that were highly similar to the 
parole outcome data. Detailed analyses of the reincarceration findings 
are included in a National Institute on Drug Abuse Report (Wexler, 
Falkin, & Upton, 1988).

DISCUSSION

This is the first large-scale, long-term study that provides convinc­
ing evidence that prison-based TC treatment can produce significant 
reductions in recidivism rates. The three propositions examined re­
ceived empirical support. These were: (1) the Stay’n Out program was 
effective in reducing recidivism rates (that is, treatment in Stay’n Out 
was more effective than no treatment in prison), (2) the TC approach 
was more effective than other prison treatment modalities (e.g., milieu 
therapy, counseling) in reducing recidivism, and (3) the longer Stay’n 
Out clients remained in the prison TC program, the more successful 
they were after release.

The major findings are that the TC was effective in reducing 
recidivism, and this positive effect increased as time in program 
increased but tapered off after 12 months. These findings suggest a 
dosage model wherein greater exposure to treatment produces a 
positive effect up to the point of satiation. Positive completion of 
parole, no arrest, and time until arrest increased with time spent in 
Stay’n Out but not in the other treatment modalities. These decreases 
in recidivism after treatment in Stay’n Out are consistent with earlier 
studies of the program that showed reductions in parole revocations 
(Wexler & Chin, 1981; Wexler et al., 1985). The time-in-program find­
ings replicate and support similar findings in outcome studies of 
community-based TCs (De Leon et al., 1979; Simpson, 1978,1980).

Perhaps the most provocative finding was the unexpected decline 
in positive outcomes for the over-12-month TC clients. Discussions
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with program staff provided a potential explanation for the unex­
pected time-in-program result. Stay’n Out is based upon the classic 
hierarchical TC model (e.g., Phoenix House), which engages clients 
in a highly structured treatment environment that emphasizes per­
sonal development, internalization of prosocial values, and a strong 
sense of responsibility. Upon admission, clients are given low-level 
jobs and are granted little status. During the early phases of treatment, 
they are provided opportunities to earn higher level positions and 
increased status through sincere involvement in the program and hard 
work. When clients have spent 12 months in nonprison TCs, they 
usually begin the reentry phase, in which they go into the community 
and try out their TC “tools” under the guidance of program staff.

Within prison, however, the New York State Parole Board controls 
release into the community. Thus, when clients who are ready for 
reentry are denied parole, they are forced to remain in a situation that 
is disappointing and frustrating. After being in the program for 12 
months, there are no further status levels in the Stay’n Out program 
to which they can aspire. Stay’n Out staff report that if the appropriate 
time for reentry (after approximately 9 to 12 months) is missed, clients 
become disillusioned and gradually reduce their involvement in the 
TC. Program staff believe that these disillusioned clients are less likely 
to benefit fi-om further prison TC treatment and less likely to enter 
community treatment programs after release.

The very important and clear time-in-program effect found in this 
research, along with the 9-to-12-month optimal treatment durations, 
is not in agreement with some other prison rehabilitation studies (see 
Izzo and Ross, this issue). However, these studies did not include 
substance abusers and used other types of treatment approaches. The 
time-in-program effect is well-established in the substance abuse 
literature (De Leon et al., 1979,1982; Simpson, 1978,1980).

Reviews of the prison rehabilitation literature (Gendreau & Ross, 
1979,1987; Wexler, Lipton, & Johnson, 1988) have identified several 
elements that successful treatment programs have in common. They 
(1) are based on social learning theory, (2) employ authority structures 
with clear rules and sanctions, as well as anticriminal modeling and 
reinforcement of prosocial behavior, (3) train clients in pragmatic 
personal and social problem solving, (4) have program staff utilize
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community resources, (5) encourage empathic relationships between 
staff and clients that are characterized by open communication and 
trust, and (6) employ ex-offender and ex-addict counselors to serve as 
credible role models of successful rehabilitation. Stay’n Out provides 
an example of a successful program that employs these treatment 
principles (see Wexler & Williams, 1986).
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Hlahllahts of Studies Cited in the Institute of Medicine SummarY

Harwood, H.J., Hvibbard, R.L., Collins, J.J. and Rachal, J.V.
The costs of crime and the benefits of drug abuse treatment:
a cost-benefit analysis using TOPS data. pp. 209-235 in C.G.
Leukefeld and F.M. Tims, eds.. Compulsory Treatment of Drug
Abuse; Research and Clinical Practice. NIDA Research
Monograph 86. Rockville, MD: National Institute on Drug Abuse,
1988.

This study examined the reduced crime-related impacts on
society that result from drug treatment using the
Treatment Outcome Prospective Study (TOPS) data base, a
longitudinal study of more than 11,000 clients who
entered residential TC's drug free outpatient treatment
programs, outpatient detoxification, and methadone
programs during 1979-1981. They found that TC treatment,
as with methadone treatment, virtually pays for itself
during the time it is delivered, owing to the reduced
criminal activity of clients in treatment relative to
either their pre- or post treatment periods (analogous to
the incapacitation effect of incarceration). Further
benefits accrue after leaving treatment. Using the costs
of crime as the primary measure, the final benefit/cost
ratio for TC's was 3.8 to 1; the ratio was 2.1 to 1 when
a more conservative employment-oriented measure was
applied.

Griffin, K.S. The Therapeutic Community: A Cost-Benefit
Analysis. Philadelphia, PA: Gaudenzia, 1983.

A cost/benefit study of the Gaudenzia House therapeutic
community compared the expense of operations over a five- 
year period with the benefits from reduced criminal
activity and increased social productivity. The analysis
distinguished the benefits that derive from treatment
"successes" and "failures", finding positive ratios of
benefits to costs for both groups: 9 to 1 for "successes"
and 3.4 to 1 for "failures". Benefits accrue even for
"failures" since during treatment clients are unable to
commit as many street crimes as they would have if not in
residence.

(

3. Rufener, B.L., Rachal, J.V., and Cruze, A.M. Vol.2: Costs to
Society of Drug Abuse. Technical paper, Rockville, MD:
National Institute on Drug Abuse, 1977b.

This study analyzed the Drug Abuse Reporting Program
(DARP) data base, a nationwide study of therapeutic
communities in the early 1970's. It found that TC's
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generally produce greater differentials than methadone or 
outpatient nonmethadone treatment in terms of legitimate 
income and employment status after treatment versus before. 
Methadone was decidedly more cost-effective -- measured as the 
cost per added day of desirable outcome -- because it was 
cheaper.

Rufener, B.L., Rachal, J.V., and Cruze, A.M. Management 
effectiveness measures for NIDA drug abuse treatment programs. 
Vol.l: Cost-Benefit Analysis. DREW Pub. No. (ADM) 77-423. 
Rockville, MD: National Institute on Drug Abuse, 1977a.

This assessment only focused on benefits after treatment 
(ignoring benefits during treatment) and attempted to 
identify benefits that accrue to the client, the 
government, and society as a whole. It estimated the 
combined ratio of post-treatment benefits to TC costs at 
1.9 to 1.

Maidlow, S.T., and Berman, H. The economics of heroin 
treatment. American Journal of Public Health. 62(10), 1397- 
1406, 1972.

The authors' simulation showed that a TC produces 
$213,000 of economic benefits to society per client at a 
cost of $14,700 -- a benefit/cost ratio of 14.5 to 1. 
They concluded that TC's are highly cost-beneficial 
compared to prison, which are much more expensive and 
have high recidivism rates.

(The benefit/cost ratios of studies 4 and 5 may be positively 
biased. The assumptions upon which they were based appear 
overly optimistic in light of what is now known about 
treatment retention and effectiveness.)

(



Phoenix House Foundation, lnc./164 West 74 Street, New York, New York 10023/(212) 595-5810

Phoenix House
OFFICE OF THE PRESIDENT

September 9, 1993

Mr. Jose Cerda
Domestic Policy Staff
The White House
Washington, D.C. 20500

Dear Jose:

It was good of you to share a draft of your interim policy paper
with me and give me an opportunity to comment on the
Administration's initial thoughts about fighting against drugs.

I was delighted to see you point out in the preface that:

• the heaviest users of drugs are responsible for our
greatest drug problems;

• hard-core users now make up a greater portion of the
drug-abusing population;

• the impact of drug use by these hard-core users creates
huge social costs; and,

• hard-core drug use, particularly among the
disadvantaged, has stubbornly resisted anti-drug
efforts.

Still, the overall impact of the preface may prove misleading.
Readers who go no further than Director Brown's signature will
see, in the eleven points listed as "what we will do different,"
only one reference to treatment -- and that as part of the health
care reform plan -- plus a statement about the "certainty of
punishment" far less thoughtful (and compassionate) than the
position outlined later in the paper.
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SIGNIFICANT CONCERNS

There are, however, other parts of the paper I feel it is more 
important to reconsider. The first comes at the start of Part I -- 
the section on "Reducing Demand" -- following your laudable stand 
on requiring treatment even of those drug abusers who resist it. 
Atop the Administration's demand reduction agenda, as Step One, you 
have put the enactment of legislation creating a basic package of 
health care benefits that would include drug abuse treatment. Step 
Two on this list is targeting hard-core drug use. And, while there 
is merit to both these initiatives, the paper implies a 
relationship between the two that does not exist. Step One will do 
little to further Step Two, and it is Step Two that addresses what 
you identify as our greatest drug problem.

Ensuring Appropriate Treatment for Hard-Core Abusers

Although the Administration's proposed health care program may 
evolve in ways that adequately respond to the substance abuse 
treatment needs of most Americans, it is not a realistic way of 
meeting the formidable and comprehensive needs of heavy, high-risk 
(or hard-core) abusers, who are most responsible for crime, 
violence, and other manifestations of social disorder. Treatment 
of choice for these abusers -- and there are now close to two 
million of them -- is the long-term, residential, therapeutic 
community regimen. This treatment modality is only incidentally 
medical, involves a broad array of educational, vocational and 
social services, and is more reasonably perceived as social 
programming than as health care. More significantly, it does not 
seem likely that the health care program now taking shape will 
encompass long-term residential treatment for substance abuse.

Sustaining the ADM Block Grant Program

Should the health care program not pay for long-term residential 
treatment, some other mechanism would be needed to provide federal 
funding for the treatment of heavy, high-risk drug abusers. Most 
such support is presently provided by the ADM Block Grant program. 
And I think the paper would be strengthened significantly were it 
to give assurance of continued Administration support for 
appropriate treatment and rehabilitative services -- outside the 
new health care program -- for adult and adolescent drug abusers 
considered high risk, hard-core, or disordered.
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Setting Treatment Goals

The treatment needs of high-risk abusers should also be recognized
in the paper's formulation of treatment goals (under Step One on
Page 10). These abusers could well constitute as many as half the
four million persons that HHS estimates as meeting the clinical
criteria for drug dependency and abuse. It may, therefore, be
misleading to cite ONDCP estimates of the treatment system's
dynamic capacity (the 1.4 million who can be treated each year).
There are few more than 600,000 treatment slots of any kind in the
country. And the average annual utilization rate of about 2.3
persons per slot -- which gives us the dynamic capacity estimate of
1.4 million -- is not a factor we should consider when the nation's
major need is for treatment that ideally lasts about 18 months.

The priority the Administration gives to closing the gap between
treatment demand and treatment capacity should reflect the
targeting of hard-core drug use and focus on the treatment needs of
hard-core abusers. Among the 600,000 treatment slots in this
country (many in programs providing services that can, only
charitably, be considered treatment), there are no more than 11,000
therapeutic community beds, and it would not be excessive to set,
as a treatment goal, the addition of 100,000 such beds for
disordered drug abusers (in both prison and the community).

Need for these beds already exists, and many of the proposals in
this paper will serve to increase this need. With more police on
the street, drug use becomes more costly or dangerous, and demand
for treatment rises. The first products of an aggressive
prevention program are candidates for treatment. And we can't
expand the criminal justice system's treatment alternative programs
without adding treatment capacity.

Acknowledging Existing Research

The final major issue that I feel warrants reconsideration is the
assumption throughout the paper that additional research is needed
to answer fundamental questions about the cost, quality, and
effectiveness of drug abuse treatment. An extraordinary amount of
research has been done over the past quarter century, documenting
the effectiveness and cost-effectiveness of the older treatment
modalities, particularly therapeutic communities and methadone
maintenance.



- 4 -

COMMENTS

Preface

Lines 92-94: I suspect that increasing availability of the most
needed forms of drug abuse treatment is not the purpose, nor is it 
likely to be within the capacity, of the national health plan.

Lines 101-105: It would more accurately reflect the paper's
overall position were you to highlight here the certainty of an 
appropriate response to drug law offenses, which need not be 
punishment and might well involve mandatory treatment.

Reducing Demand

Targeting hard-core drug use would seem a better First Step in 
reducing demand than enacting health care legislation.

Lines 205-211: Use of the 1.4 million dynamic capacity seems
misleading (for the reasons cited above) and, considering the 
nature of the problem today, increasing treatment capacity for 
heavy, high-risk abusers would seem an unavoidable priority for the 
Administration.

Line 210: Here the paper might refer to those who need treatment
as well as want it.

Lines 212-220: 
above.

The problems of this proposition are described

Lines 221-232: The savings made possible by drug abuse treatment
go well beyond those cited here. I would suggest a broader look at 
the costs of drug abuse and the benefits of treatment. The section 
on cost-benefit ratios in the attached Institute of Medicine report 
would be a good place to start.

Lines 305-313: Here is the thinking that I believe should be
reflected in the preface, which now speaks about the certainty of 
"punishment."

Lines 314-318: A more detailed and generous report on evidence of
effectiveness (see research comments that follow) seems called for 
here.

Under Step Two in the Demand Reduction section, the discussion of 
solutions to heavy drug use seems overly focused on drug abusers 
within the criminal justice system. It might strengthen this 
section to look more closely at drug abusers within the community
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and the role to be played by other institutions -- schools,
shelters, clinics, and social service agencies -- in identifying
and helping to move disordered drug abusers into treatment.

When the needs of children are addressed in this section, the focus
is exclusively on prevention with no acknowledgment of the
substantial number of drug-disordered youngsters in need of
treatment.

Focusing Policy on What Works

I find it troubling that the paper speaks of a need "to move beyond
philosophical discussions and identify and fund only those anti­
drug programs that work," when the reality is that we already know
a great deal about programs that work.

Coming to you by Federal Express are sections of the chapter on
treatment effectiveness from the 1990 Institute of Medicine report
Treating Drug Problems that examine methadone maintenance and
therapeutic communities. In addition I am enclosing:

• The 1992 Phoenix House Outcome Study, "The Therapeutic
Community: Services and Improvement Rates 5 Years After
Treatment" that demonstrates the importance of time spent
in treatment and shows how treatment gains are sustained
long after treatment ends;

• The outcome evaluation of the Stay 'N Out Program,
"Outcome Evaluation of A Prison Therapeutic Community for
Substance Abuse Treatment", that shows how therapeutic
community treatment in prison can reduce recidivism;

• And a paper prepared at Phoenix House that summarized the
cost-benefit studies cited in the Institute of Medicine
report.

Lines 679-681: Rather than states and localities, it is
communities and community agencies of all types -- including
nonprofit providers of community-based treatment -- who might more
accurately be said to be at the forefront of the fight against
drugs.

Much of the language in the section on "Pursuing a Research-Based
Drug Policy" (particularly lines 716-724) reinforces the notion
that little is known about treatment effectiveness and the cost- 
efficient operation of treatment programs.
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Lines 713-715: I should note that it is probably a cocaine
antagonist (rather than "cocaine antibodies") that researchers are 
seeking to develop. However, I would be wary of vesting too 
heavily in the possibility of chemical solutions to behavioral 
problems.

In suggesting greater involvement of historically black colleges 
and universities with the Counter-Drug Technology Assessment 
Center (CTAC), priority might also be given to training for drug 
abuse counselors and other addiction workers.

I hope I haven't submitted your draft to more scrutiny than you 
intended. But I would feel remiss were I not to take full 
advantage of the opportunity you gave me. Please let me know if 
there are any points you want clarified or any other way in which : 
might help.

Sincerely,

/Ui

Mitchell S. Rosenthal, M.D. 

MSR:dg



Drug Treatment Funding
The President's 1994 budget request for drug treatment
se^ices was over $2.5 billion, an increase of $170.4
million (7%) over the 1993 level. Both the House and the
Senate had conflicting views in the amoxmt of adequate
resources for drug treatment in FY 1994,
The House recommended enormous cuts in the Block grcuit ($-
33.6 million) and the Capacity Expansion program. The Block
grant cut alone meant that 15,000 fewer persons would 
receive drug treatment. When this recommendation is taken
into account with the CEP House mark ($-66.8 million), the
net effect is that nearly 50,000 fewer persons would be
treated.

After learning the iir5)act of the House marks, the Director
of ONDCP began to work with the Senate to ensure funding
restoration for this high priority treatment programs.
Letters were sent to Senator Harkin and Congressman Matcher.
Mr. Panetta agreed to these letters. Dr. Brown personally
met with Mr. Matcher on the issue. (Attached)
As a result, the conference committee increased the Block
grant by $47 million over the President's 1994 Budget
recfuest, allowing for drug treatment services for an 
additional 21,000 persons. While the CEP was not fully
restored, enough funding was sustained in order to continue
existing grants.
It is important to note, however, since the CEP was cut by
$76,8 million, the net effect is that 25,000 fewer persons

receive treatment than what was requested in the
President's Budget.

Part of the problem is that there is a lack of commitment by
the 0MB to increase resources for drug treatment. On
several occasions, 0MB staff indicated that drug treatment
is not considered a Presidential priority. However, the
1994 Budget request to Congress clearly defines drug
treatment as a Presidential initiative. 0MB has yet to get
the message.

The Interim strategy, released two weeks ago, emphasizes the
need for drug treatment and highlights the Administration's
commitment to expanding drug treatment services,
particularly for the hard-core user.
Dr. Brown is currently working on his FY 1995 Budget request
for drug initiatives. It will include enhanced resources
for drug treatment, particularly for the hard-core user and
other hard to reach populations.

11/2/93
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QUESTION

^at were the FY 1994 President's request for the HHS, Justice and 
Education Formula grants? What were the enacted levels? What is 
the intact of these enacted levels?

ANSWER

The FY 1994 President's request was $1,131 billion for the 
Substance Abuse Prevention and Treatment Block grant which is 
a^inistered by HHS, $423 million for the Byrne Formula grant 
which IS administered by Justice and $498.6 million for the 
Drug-Free School and Community Block grant which is 
administered by the Department of Education.

Congress appropriated $1.177 billion for the Substance Abuse 
Prevention and Treatment Block grant of which $10 million is 
to be _transferred from the ONDCP Special Forfeiture Fund. 
This is an increase of $46.6 million over the FY 1994 
President's Budget request.

Congress only appropriated $358 million for the Byrne Fonttula 
grant, a decrease of $65 million (15%) from the FY 1994 
President's Budget request.

Congress only appropriated $369.5 million for the Drug-Free 
Schools and Community program, a decrease of $129.1 million 
(26%) from the FY 1994 President's Budget request.

The number of persons being treated for drug abuse under the 
Congressional action will decrease by over 24,000 persons than 
what was requested by the President. Although funding for the 
Block grant increased, funding for the Capacity Expansion 
program was dramatically reduced, negatively impacting the 
number of persons that could be treated.

As a result of the decrease in the Drug-Free Schools and 
Communities formula grant, it is estimated that 16 million 
fewer children will receive prevention and drug education in 
the schools.

BLRS-l
10/18/93



QUESTION

What were the House, Senate and Conference Marks for the HHS Block
grant? CEP?

ANSWER

($ In millions)

The marks for the Block grant were as follows:
(The Delta for the Senate and Conference mark are compared to the
House marks.)

PB request House Delta Senate Delta Conference Delta

1,130.5 1,096.9 -33.6 1,190.5 +93.6 1,167.1 +70.2

There is also a +10.0 million transfer from SFF.

Note: Funding scored for drugs is about 71% of the total.
Therefore, the conference mark for drugs is about $828.6 million,
an increase of $49.8 million.

Capacity Expansion Program

PB request House Delta Senate Delta

88.9 22.1 -66.8 10.0 -11.1
Conference Delta

10.0 -12.1

BLRS-3
10/20/93

/
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DRUG TRBATMgHT FOMDIMQ

OUBSTZOH

Funding for drug treatment has been dramatically cut during the FY 
1994 Congressional Conference process. Nhat have you done to 
ensure that adequate resources were available for this population? 
What do you plan to do to address this problem In the future?

ANSWER

The President's 1994 budget request for drug treatment 
services was over $2.5 billion, em increase of $170.4 million 
(7%) over the 1993 level. Both the House and the Senate had 
conflicting views in the amount of adequate resources for drug 
treatment in FY 1994.
Throughout the appropriations process, I kept track of the 
Congressional recommendations for the drug treatment programs, 
specifically those falling under the auspices of HHS. I 
learned that the House was recommending enormous cuts in the 
Block grant and the Capacity Expansion program. In turn, I 
met with, and sent letters to Congressman Natcher expressing 
my grave concerns with the House recommended funding levels. 
I also explained that the Block grant mark alone would mean 
that 15,000 fewer persons would receive drug treatment, when 
taken into account with the CEP House mark (-$66.8 million), 
the net effect is that nearly 50,000 fewer persons would be 
treated. I could not support such cuts.

After learning the impact of the House marks, I immediately 
began to work with the Senate to have some of the funding 
restored for drug treatment. I spoke with, and sent letters 
to Senator Harkin expressing my concerns of this outrageous 
action.
As a result of actions, the conference committee increased 
the Block grant by $47 million over the President's Budget 
request, allowing for an additional 21,000 persons to receive 
drug treatment services. While the CEP was not fully 
restored, the conference committee, at vay request, sustained 
adequate funding for the continuation of existing grants.

While the net effect of the conference mark is that 25,000 
fewer persons will receive drug treatment services than 
requested in the President's budget, I was instrumental in 
getting some of the funding restored, as well as ensuring that 
existing services would be sustained for capacity e9q>ansion 
program grantees.

i:-
5' -
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iUsSfis]!populations.
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gQRMniA CttAMT :

QnBSTTOH

Wtot were the PY 1$J4 Prealdent's request for the RHS, Justice and
Edueatlon Formula grants? What were the enacted levels? What is
the Ijn^ect ot these enacted levels?

answer

o FY 1994 President's requeat: was $1,131 billion for the
S^st^ce Abuse Prevention and Treatment Block grant which is 
administered by HHS, $423 million for the Byrne Formula grant 
which IS administered by justice and $498.6 million for the 
Drug-Free School and CommuniLy Block grant which is 
administered by the Department of Education.

o Congrees appropriated $i.i77 billion for the Substance Abuse 
Prevention and Treatment Block grant of which $10 million Is 
to be transferred from the ONDCP Special Forfeiture Fund. 
This is an increase of $46.6 million over the FY 1994 
President's Budget request.

o Congress only appropriated $358 million for the Byrne Formula 
grant, a decrease of $65 million (15%) from the FY 1994 
President's Budget request.

0 Congress only appropriated $369.5 million for the Druy-Free 
Schools euid Comiiiunity program, a decrease of $129.1 million 
(26%) from the PY 1994 President's Budget request.

o The number of persons being treated for drug abuse under the 
Congressional action will decrease by over 24,000 persona than 
vha.t wan requested by tho President. Although funding foz' the 
Block grant increased, funding for the Capacity Expansion 
program was dramatically reduced, negatively impacting the 
number of persons that could be treated.

o a result of the decrease in the Drug-Free Schools and
communities formula grant, it is estimated that 16 million 
fewer children will receive prevention and drug education in 
the schools.

BLR8-1
10/18/93
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OFFICE OF NATIONAL DRUG CONTROL POLICY 
EXECUTIVE OFFICE OF THE PRESIDENT 

Wuhington. D.C. 2OSO0
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July 16, 1993

MEMORANDUM TO DR. B^N
FROM: BRUCE CARNEsA^^^^^J^*^

SUBJ: CUTS IN rY94 ^pH^ROGRAMS

Here is the status of deliberations at HHS on treatment
funding for FY94-

As vou know, the House cut the SAMHSA block grant by S33M.
The capal??y E^nsion Program was cut S67M. NASADAD has applied
Tlot of prLsure to get the block grant restored.

The Public Health Service budget staff
Edelman to develop a proposal to r«torehrta"kl°nri«“Se%^ CaVacit; S^a|sion
program (-56.8M®, the High Risk Youth (-S5M)- “‘*Thesl
National Capital Demonstration Propr™ in D.C. (-S1.0MK Th
cuts would take the three programs back to their FY93 levels.

The proposal has not yet formally been submitted through PHS
to Peter, though his office has a draft.

I indicated that ONDCP would like to be involved in
dellbera^tiiMis and that, when they had a proposal, ONDCP would like
to be consulted officially.

The staff indicated that the proposal seemed to be one that
everyone could live with. I commented that the proposal

naSADAD but that the cuts would be borne in programs
Serving the most disadvantaged and hard-core users, and
was a concern they should factor in. Moreover, treat
treat 3 persons through the CEP program for^eveprblock grant, there would be a further reduction in
individuals receiving treatment.

*****

on a different subject, NIDA released the results from the
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special tabulation by Lloyd Johnston of High School Senior Survey 
data without informing the Department, PHS, or us. We're sending 
you a write-up of the main findings separately.

cc: McMahon
Schecter



Several states are reporting success in getting more
pregnant women into treatment; a few have shown that
program participants are delivering drug-free babies.

CHILDREN, FAMILIES

State Programs for Substance-Using Pregnant Women
Showing Promising Results, Says New NGA Report
Nearly every state is devoting consider­
able energy to finding appropriate ways 
to help pregnant women who are misus­
ing alcohol and other drugs and several 
state programs are showing promising 
results, according to a new NGA study.

The NGA report. Creating Systems of 
Care for Pregnant Substance-Users and 
Their Children, highlights 10 states with 
innovative programs in this area.

The 10 programs—in California, Flor­
ida, Illinois, Maryland, Massachusetts, 
Michigan, New York, Oregon, South 
Carolina, and Washington—use compre­
hensive approaches to help meet the mul­
tiple health, substance abuse treatment, 
and social needs of pregnant and parenting 
women who are inappropriately and/or 
illegally using alcohol and other drugs. 
The approaches differ from state to state, 
but all programs have:
■ significantlyexpandedthenumberand
availability of treatment services;
■ minimized punitive, criminal justice
responses to the perinatal substance use 
problem; and

■ emphasized prevention and treatment
interventions.

Although many of these programs have 
been in place only a short time, several 
states are already reporting success in 
getting more pregnant women into treat­
ment; a few have shown that women 
participating in their programs are deliv­
ering drug-free babies.

The report says that while more re­
search is needed to fully comprehend the 
nature, extent, and impact of perinatal 
substance use, a great deal already is 
understood. As many as 11 percent of the 
babies bom each year have been exposed 
to illicit drugs in utero; many others are 
exposed to alcohol and tobacco.

The report also notes that substance 
use during pregnancy—besides increas­
ing the risk of medical and developmen­
tal complications—also has substantial 
implications for the states’ social servic­
es, child welfare, and criminal justice 
systems.

It cites many state and federal initia­
tives that have made substance-using preg­

nant women and their children a priority, 
focused more resources on meeting then- 
needs, and improved their health. How­
ever, it also notes that significant prob­
lems persist in the accessibility, capacity, 
and coordination of programs for preg­
nant substance users and their children.

Solving these problems, says the re­
port, will require the creativity and ex­
pertise of policymakers and practitioners 
at all levels of government and in differ­
ent agencies, including Medicaid, mater­
nal and child health, alcohol and drug 
abuse, and child welfare agencies.

To address the problems effectively, 
says the report, the agencies will need to 
continue to expand, enhance, and coordi­
nate the resources and expertise of the 
health care, substance abuse treatment, 
child welfare, and social service 
systems. ■

Copies of the report are available for 
$15.00, plus $4.50 for shipping and han­
dling, from NGA Publications, P.O. Box 
421, Annapolis Junction, MD 20701, 
301/498-3738.

Comprehensive Approaches in 10 States
Califorrria. The state’s “Options for 

Recovery” projects provide a range of 
substance abuse treatment, health and 
support services, foster care training, 
and respite care services.

Florida. The state’s services 
include women’s intervention special­
ist services, residential and day treatment 
services, child care, vocational and 
educational counselors, and a 
continuum of care for exposed infants.

Illinois. The state has expanded 
Medicaid-covered services, modified 
its infant mortality initiative, and 
created more than 40 comprehensive 
treatment programs for women.

Maryland. The state expanded its

enhanced prenatal program for Medicaid- 
eligible women and obtained special 
federal demonstration grant monies to 
implement and test innovative models 
for treating this group.

Massachusetts. The state developed 
a continuum of care that includes 
enhanced detoxification programs, 
specialized residential and day treatment 
programs, and intensive outpatient services.

Michigan. The state’s efforts include 
expansion of Medicaid-covered services, 
a pilot health care and dmg treatment 
program, and infant support services.

New York. Special projects imple­
mented by the state emphasize local 
coordination among service agencies and

include strong outreach components.
Oregon. By integrating multiple 

funding sources, Oregon has added 
residential treatment beds, output 
patient services, and after-care 
projects to its services.

South Carolina. The state has 
expanded the scope of Medicaid- 
covered services, established an 
Office of Women’s Services, and 
implemented several demonstration 
projects.

Washington. The state estab­
lished a template for the provision of 
accessible and coordinated maternity, 
support, and substance use treatment 
services.



Drug Treatment: Qosing in on the Target
1 applaud The Post’s editorial 

“Does Treatment Work” (May 4], 
which embraces drug courts, drug 
treatment for prison inmates and a 
general expansion of treatment ser­
vices. This administration believes 
that treating chronic, hard-core drug 
users is both rompassionate and cost 
effective. According to the National 
Institute on Drug Abuse^ we save $7 
for each dollar we spend on drug 
treatment—$4 in reduced costs to 
the public and $3 in increased 
productivity. Also, as the edito­
rial points out, longitudinal 
studies have shown that when drug 
abusers enter treatment, their com­
mission of crime is significantly re­
duced.

Successful treatment of chronic, 
hard-core drug users will require not 
only long-term commitment and at­
tention but also the best application of 
treatment modalities, psychopharmo- 
cologicals and technology transfer. 
For example, one new approach to 
monitoring the success of treatment 
programs and coordinating the deliv­
ery of services is by linking treatment 
facilities through an information net­
work. As this program comes on line, 
it will allow us to improve the ex­
change of research results and treat­
ment-provider information and to 
evaluate the effectiveness of various 
approaches to drug treatment.

In addition, we need an aggressive 
drug treatment research and technol­
op.- program. The Office of National 
Drug Control Policy is funding such a 
research agenda. State-of-the-art Posi­
tron Emission Tomography, which 
pro-• . vivid brain scans, is helping 
res/ ers develop new treatment 
modai;ijes. Such technology plays an 
imponant part in research efforts to 
develop new anti-addiction medica­
tions for both heroin and cocaine.

This administration is committed to 
expanding effective treatment servic­
es and has recommended an increase 
of $335 million, plus funds in the 
Crime Bill, which will enable us to 
treat 140,000 more chronic, hard­
core drug users. As a veteran of more 
than 35 years in law enforcement, I 
say without hesitation that treatment 
is an integral part of our National 
Drug Control Policy.

LEE P. BROWN
DiK-clor

Oihci- of Naiiorul I)ruR C^mlrol Polnry
Washington

BYT. GIBSON

The Post’s editorial "Does Drug 
Treatment Work?" is right on target.

The key point is that there are 
great positive ramifications for soci­
ety for any addict to be in treatment 
for any length of time. The same day 
the editorial appeared, Robert Samu- 
elson played down the crime problem 
(“The Triumph of the Psycho-Fact,” 
op-ed. May 4). He is truly out of 
touch. I have been forced to move 
from three lower-middle-class neigh­
borhoods (in New York, Boston and 
Atlanta) because I could not get police 
even to file a report on break-ins and 
vandalism to my car and apartment. 
And, if the murder fate has leveled off 
it has done so at a tragically high level 
and the killings are concentraded in 
sections of all of our major cities.

I pray that The Post w-ill consider 
endorsing Baltimore Mayor Kurt 
Schmoke’s plan for "medicalization.” 
It is the “silver bullet” solution to our

■V.:

crime problem. It is impossible for 
to go on ignoring the fact that ou/ '’ 
“war on drugs” has had the same, "' 
results as did the prohibition of al(^ ' 
hoi. But we cannot solve this problem'" ' 
the same way. It is ridiculous td'"' 
consider outright legalization of death ■ ' 
ly drugs (cocaine, heroin) as we dM"'’ 
alcohol. Mayor Schmoke’s plan is tfc’ ’' 
answer.

This country does need saving, aftd 
“medicalization” will do it " •

JAMES T. SHIRLEYtll'^' 
Blacksburg, Va.^'-

■
While I share The Post’s view that ■' 

no one form of treatment can be ' 
applicable to every addict, 1 believe ‘ 
that view misses two fundamentals ^ 
that must be. part of every addict's' ’ 
therapy. , : •

Everything The Post has written 
cries out for accountability of the way • 
we spend drug treatment monies. 1 ■ 
have seen altogether too many go 
through therapy and graduate drug- •' 
free, only to return to addiction for : 
the same reasons they became ad- ' 
diets in the first place. 1 do not believe ■ 
that our drug treatment funds are' 
being well used if we are satisfied . 
with temporary remissions and ad­
dicts who have traded one addiction, 
heroin, for another, methadone. We ■ 
must have accountability if we are 
going to have real long-term treat- . 
ment successes. ...

We need to face the fact that for .co ' 
niany inner-city drug addicts, success 
is not possible unless we reverse the 
environment of hopelessness and de­
spair. We need to make sure that 
therapies provide remedial education, 
job training and job placement, as well 
as psychological counseling. Resides 
tial treatment has been successful.
We could have more successful resi­
dential treatment programs if we pro­
vided the funds that deal with the 
entire problem of addiction. Treat­
ment for substance abuse cannot be a 
half-way measure.

If we can reduce the num'oer of 
addicts, we can reduce crime and 
health care costs and improve produc­
tivity. The fiscal advantage.s to our . 
governments’ budgets and the eco­
nomic advanuge.s to our society are 
manifest to me. Doing the right thing 
for addicts is not the moral thing to 
do, it is the economic thing to do.

CHARLES B. RANGEL
L.*.S. Kcpri'srniJMtvv .»

Washington
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Tom Callahan

‘Some Qiaracter Had to Be Built’
How's the cow?
Su walks. She talks. She’sftiU of 

chalk. The lacteal fluid extracted 
from the female of the bovine 
species is highly prolific in the nth 
degree.

ANNAPOLIS—That curious in­
cantation endures in the “reeftwints ” 
but the plebes aren’t required to 
n^orize it anymore. Midshipman 
First Class Sean Fahey expects they 
will be again someday, when the Navy 
and its academy aren’t so besieged 
that even the smallest barnacle—a 
hint of hazing—is worrisome.

Lately, so much about the Navy has 
been worrisome. 'The Class of '94, the 
one with the hole in it. wcHi’t be head­
ing into harm’s way without experi­
ence. On a diimm^g Sunday morn­
ing in Annapolis, Fahey was as 
reflective as the Severn River, re­
viewing the unfashionable course he 
chose four years ago.

“At first you make excuses,” he 
says. “You guess. Everyone’s that way 
at the start. At the end. you accept 
more than authority. You accept re­
sponsibility. You stop guessing.”

That’s his memory <rf the Rebe 
Summer (rf 1990. That* and a ship’s 
visit to a cruiser with its company of 
500. “In calculus and chemist class,” 
Fahey says, “it’s easy to forget the 
Navy is ships and sailors. ’Then here’s 
this dot on the ocean, and you’re ap­
proaching it and approach^ it, and it 
grows tagger and bigger. To be 
around sometWng of such power. You 
look at the pride of the crew. You see 
the standard. You think, ‘Four years 
from now. I’ll be an officer. Will I be 
up to this.’’ Maybe that’s the moment
VOU S?" to vniire«w ----- ' ' -

mmsm
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mmm
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rial used to study for exams, including bshomniitirai.

Sion between honor and loyalty: That 
wasn’t vicious. It was just wrong. Have 
you seen that nwvie, “Scent <rf a Wom­
an? It seemed to conclude that loyalty 
was more important than truth. Those 
are the kind of messages that come at 
US from all sides. What’s the, ri^t thing 
to do? It took a little while to work that 
out Now I think otu class has a clearer 
understanding of what htxior is than 
any dass of the last 40 years.”

Among the “good people who 
screwed up” was a basketball captain. 
He had helped reverse a 5-15 team 
but was left at home for the tourna­
ment The team that almost never 
goes to the show went to the show 
without him. “Some character had to 
be built,” Fahey says. “Some prices 
had to be paid.”

In that continuing process, a num­
ber erf graduations are being delayed. 
But the largest part of the hole in the 
Class <rf ’94 is reparable. On his last 
student cruise, b^een the Second 
and First Class years, Fahey felt a
bradng hope as he made a complete 
turn of the world, part of the time 
with a carrier battle group in the Per­
sian Gulf.

The gunnery officer had just broken 
his leg. “Fahey,” the captain said, 1 
need a gunnery officer. You’re it.” He 
was in the Navy now. Twenty miles 
ofi the coast of Iraq, the ^mapolis 
clouds started to break up. He came 
back to the academy as the midship­
man captain, the head of the class.

“Standing here looking at the yard,” 
Fahey says, “it’s amazingly beautiful 
to me. You’re under the gun so much, 
you never stop and realize.”He stands ^st 5-9 but looks taller in

---------- .u.
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Dear Carol:

This week, the Center on Addiction and Substance Abuse at Columbia 
University (CASA) is releasing the results of a major study which 
indicates that substance abuse and addiction is responsible for at 
least 20 percent of the inpatient hospital costs of the Medicaid 
program. In fiscal year 1994, that will be $4.2 billion out of 
$21.6 billion.

The enclosed CASA report, funded by a grant from the Henry J. 
Kaiser Family Foundation is the first phase of our effort to
identify the costs that abuse of all substances-----illegal and
legal drugs, tobacco and alcohol-----impose on our health care
system. This study, the first of its kind, reveals that one in 
five Medicaid hospital beds is filled because of substance abuse.
A patient's average length of hospital stay more than doubles, 
from 4.6 days to 9.8 days, if alcohol and/or drug abuse are 
identified as secondary diagnoses. A patient diagnosed for burns 
remains in the hospital an average of 5.6 days; the number rises 
to 12.6 days if the burn patient has substance abuse recorded as a 
secondary diagnosis. Newborn babies, exposed to substance abuse 
in the womb, stay in the hospital almost three times longer, 9 
days compared with 3.5 days.

I believe the costs set out in this report are low because of 
physician reluctance to place substance abuse conditions on 
medical records, the difficulty in identifying substance abuse as 
a complicating factor (particularly with respect to tobacco and 
addictive prescription drugs) and inadequate record keeping. 
Moreover, while the study assesses the added cost substance abuse 
by the mother imposes on the delivery of a newborn, it does not 
take account of the number of teenagers who become pregnant while 
they or their partners were high on drugs or alcohol or who 
contract sexually-transmitted diseases by having sex without a 
condom. Yet we know from several studies that individuals in such 
circumstances are far more likely to have sex and to have it 
without a condom. And the report does not take into account the

•0
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individuals that are on Medicaid as a result of poverty or disability 
stemming from substance abuse and addiction.

We believe the study points up the need to review Medicaid's coverage of 
substance abuse prevention and treatment. Presently, the program neither 
contains a specific substance abuse treatment benefit nor requires states 
to offer such services. Expanding substance abuse treatment programs
covered under Medicaid-----particularly for high-risk populations (e.g.,
pregnant women, intravenous drug users)-----should be an integral part of
cost containment and health reform efforts. Demonstration projects by 
states in conjunction with the Department of Health and Human Services 
could help to determine how Medicaid's limited resources can be put to 
effective use in this area.

The scourge of substance abuse is color blind, gender neutral and oblivious 
to class status; it affects every sector of society. Thus, the costs of 
substance abuse to the Medicaid program are sure to be reflected in the 
finances of all health care payers. Over the next year, CASA will examine 
the relationship between substance abuse, morbidity and costs for the rest 
of the Medicaid program. Medicare, the Blues, commercial insurers, 
corporations and individuals.

CASA is a unique think/action tank devoted to bringing together under one 
roof all the professional disciplines needed to study and combat all forms
of substance abuse-----illegal drugs, alcohol and tobacco----- as they affect
all aspects of society, as our first annual report (enclosed) indicates.
We are ready to help you in any way we can.

end .
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Isn’t skepticism justified regarding drug treatment?

Certainly not regarding its cost-effectiveness and generally not 
regarding its impact on criminal behavior, drug use, and associated 
health care costs.

Because treatment programs vary so widely, however, most research 
that has been done applies to specific programs or modalities and 
does not lend Itself to conclusions about "treatment-In-general."

One recent notable exception to this is the major study of drug 
treatment in California, "Evaluating Recovery Services: The
California Drug and Alcohol Treatment Assessment" (CALDATA). The 
CALDATA study, modeled on a long-term national evaluation of drug 
treatment now being conducted by the Department of Health and Human 
Services, yields direct findings regarding treatment effectiveness.

• Economic findings Include:

S7 in benefits accrue to taxpayers for each dollar spent 
on treatment;

Treatment participants cost taxpayers about 522,800 
the year before treatment and about $14,800 the 
year after.

Reductions in taxpayer costs are measured for 
criminal justice (22 percent), victim losses (40 
percent), theft losses (69 percent), and health 
care (23 percent).

The cost of each day of treatment is paid for, on the day 
it is provided, by benefits that exceed that cost.

• Social policy findings include:

Criminal activity declined by 66 percent;

Drug and alcohol use declined by 40 percent; 

Hospitalizations declined by 33 percent.

• Other significant findings include:

Treatment is effective for all primary drugs of abuse;

Treatment for crack, powdered cocaine, and 
methamphetamine is as effective as treatment for 
alcohol and more effective than treatment for 
heroin;
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No significant differences are found in effectiveness by 
gender, age. or race/ethnicity.

-- Treatment has a significantly larger effect on crime and 
its attendant costs than on health, except for sharp 
dcolinco in dircotly related health care costs, like 
overdofift hospitalizatinns, where health costs were much 
X educed.

Much other research exists as well and it is consistently quite
clear on a number of points that are key Lo public policy.

• Substance abuse is treatable.

• Treatment effectiveness is directly related to length of stay
in treatment.

• Treatment programs, flexible in policy and procedure, that
adopt a compination or treatment components suited to the
individuol's problems and needs produce better results than
rigid programs.

• To be nuoccoGful, treatment programs must provide a
significant level of structure. Thorough and continuous
asstissiiieiiL, LxeaLment planning, supervision, and
accountability muct be integral parts of treatment.

• ResidenLial LxeaLiiieiit programs wllli carefully planned and
executed transitional services, supervision, and support have
significantly better outcomes than programs without .<*ur.h
services.

• Treatment tor tne drug-dependent can be enhanced when there is
direct criminal justice involvement.

• The threat of criminal justice sanction motivates offenders to
enter treatment and, perhaps more important, motivates them to
stay in treatment for a period of time sufficient for behavior
change.

• Programs in correctional institution settings are more
successful when they are provided in a segregated treatment
unit.

In summary, drug dependent people who participate In drug 
treatment, when compared to those who do not, decrease their drug 
use, decrease their criminal activity, increase their ernp.loymAnt, 
improve their social and Intrapcrsonal funcLiuiiliiy, and Improve 
their physical health. Drug use and criminal activity decrease for 
Virtually all who enter treatment, with increasingly better results 
with treatment retention.
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Savings are significant.

The National Institute on Drug Abuse estimates that every 
$1 spent on drug treatment saves S7; $4 in reduced public 
cost, $3 in increased productivity.

The State of Minnesota found that nearly 80 percent of 
the costs for treating substance abusers are offset in 
the first year alone by reductions in medical and 
substance abuse hospitalization, detoxification, and 
arrests (i.e, $50 million costs and $39 million savings 
in 1991 and 1992).

Los Angeles County reports the cost to treat a pregnant 
substance abuser and one child at $19,450, the cost of 
treating one drug exposed infant at $48,780,

The McDonnel-Douglas Corporation evaluated its EAP 
program and found a return of $3 for every $1 Invested, 
through reductions in employee absenteeism, employee 
medical claims, and dependent medical claims. General 
Motors, Illinois Bell, Campbell Soup, and Virginia Power 
also report savings.

Public safety implications are significant.

Drug-dependent offenders are responsible for a 
disproportionate amount of crime.

During periods of heavy or addicted use, the 
frequency and severity of criminal activity rises 
dramatically.

A survey of chronic drug users not in treatment in 
1992 found that over half were involved in illegal 
activity, with 10 percent deriving income solely 
from illegal sources.

Entry into drug treatment has been shown to have an 
immediate impact on the levels of drug use and associated 
crime, and retention in drug treatment to have a 
significant impact.

Major longitudinal studies have repeatedly shown 
that drug use and criminal activity decline upon 
entry into treatment and remain below pre-treatment 
levels for up to six years.

Numerous studies of opiate addicts found an average 
reduction in daily narcotics use of 85 percent 
during treatment and a 40 percent decrease in
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property crime.

A related study of Eastern seaboard cities found
that the number of annual "crime days" per
treatment participant dropped from 307 the year
before treatment to about 21 after six months in
treatment, a 93 percent reduction.

One recent study of methadone treatment
participants found a reduction in criminal activity
of 75 percent for all entrants, and of 85 percent
for those who remained in treatment a year.

Despite the good and improving record of drug treatment, skepticism
is warranted regarding the capacity of drug treatment alone to have
a long-term impact on addicts and drug-dependent offenders.

Most addicts and heavy users present a myriad of problems in
addition to their drug dependency -- limited job skills and
experience, limited parenting and Interpersonal skills, significant
physical health problems, mental disorders, and critical thinking
errors are just a few. Drug treatment, by itself, cannot address
all of these problems.

As the National Drug Control
population -- the hardcore
treatment be complemented
services. Drug treatment is
by other services, all of
intensive case management or

Strategy targets the most difficult
user -- it is essential that drug
by other necessary rehabilitative
an essential part but must be joined
which must be coordinated through
offender management.

0DR:3/3/95
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For release at 10 a.m. EST

WASHINGTON (AP) The cost to the federal treasury of substance 
abuse and addiction, including smoking, will be $77.6 billion in 
federal entitlement payments this year, a study released today 
estimates.

It recommends that Medicare follow the lead of many private 
health plans and charge higher fees to beneficiaries who smoke.

The costs estimated in the study represent 20 percent of the 
$430 billion the federal government is spending on Medicaid,
Medicare, Social Security disability insurance, veterans health and 
other programs, said Columbia University's Center on Addiction and 
Substance Abuse.

''If we want to move people from welfare to work,'' said Joseph 
A. Califano, president of the center, ''we must first address a 
crippling stumbling block for many thousands their substance 
abuse and addiction by providing adequate funding.''

Califano, who headed the Department of Health, Education and 
Welfare in the Carter administration, recommended cutting off 
welfare payments to drug addicts and alcoholics who refuse 
treatment, and placing in orphanages the children of drug- or 
alcohol-addicted welfare mothers who won't undergo treatment.

''To help reduce costs over the long term. Medicare should 
charge higher premiums for beneficiaries who smoke cigarettes, as 
many private health plans are beginning to do,'' Califano said.
''The impact of substance abuse and addiction on federal 
entitlements is equivalent to more than 40 percent of the federal 
deficit for 1995.''

The cost of all entitlements, including Social Security and 
other retirement programs, is $834.7 billion, the center said. Its 
$430 billion figure includes only those programs on which substance 
abuse has an impact.

The addiction cost estimate comprises $66.4 billion in health 
care and disability costs resulting from substance abuse, and $11.2 
billion in welfare payments to people who are regular alcohol or 
drug users.

If House Speaker Newt Gingrich and President Clinton are 
''looking for a way to deal with the spiraling costs of 
entitlements without cutting benefits, raising taxes or dumping the 
problem on the states, then they must face up to the epidemic of 
tobacco, alcohol and drug abuse and addiction,'' Califano said.

The study found that 20 percent of women 18-44 receiving aid for 
dependent children and 28 percent of SSI recipients were users of 
alcohol or illegal drugs, as well as 20 percent of people 18-64 on 
food stamps.

''Of all the substances, tobacco takes the greatest financial 
toll on health and disability entitlement spending,'' said the 
study. ''In 1995, the Social Security disability system will pay 
$4.6 billion ... to individuals disabled as a result of 
smoking-related diseases.''

It said that 92 percent of the money spent by health care 
entitlement programs as a result of substance abuse goes to treat 
the consequences of tobacco, alcohol and drug abuse, while only 8 
percent goes to treat the dependence itself.
APNP-02-13-95 0847EST
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Residential Substance Abuse Treatment Under Medicaid

Medicaid does not reimburse States for the costs of residential substance abuse 
treatment for individuals between the ages of 22 and 65 in facilities with fewer than 
16 beds. This exclusion dates to 1950 and is intended to prevent States from shifting 
the costs of State mental institutions to the Federal government. Some have 
suggested lifting this restriction to provide residential substance abuse treatment 
services for all Medicaid recipients.

Fotential Cost of Removing the IMP Kxclu.sion. According to a 1992 HHS Study, 
removing the IMD exclusion could increase Federal Medicaid expenditures by $1.73 
billion annually, induce $360 million in annual new spending in IMD .services, and 
reduce State and local IMD expenditures by $870 million annually.

Coverage guaranteed in the Health Security Act. The Health Security Act will 
provide substance abuse treatment for all Americaiis and improves coverage for 
many Medicaid recipients. The Act guarantees all Americans up to two months per 
year of residential substance abuse treatment. The comprehensive benefit package 
also includes up to four months of intensive ironresidential substance abuse 
treatment. As a result, traditionally State-supported residential and non-re.sidential 
treatment facilities, including IMDs, will receive significant new revenues as 
residents obtain insurance coverage.

Some Medicaid coverage will continue with reform. Substance abuse coverage 
offered by State Medicaid programs for those under age 22 and over age 65 may be 
broader or narrower than the coverage in the Health Security Act's comprehensive 
benefit package. Substance abu.se treatment services exceeding those included in the 
comprehensive benefit package may be supplemented by States for recipients of 
AFDC and SSI cash benefits -- both now and under the Health Security Act - .subject 
to the residential treatment exclusion and any limitations imposed by States. In 
addition, the Federal Government will supplement the comprehensive benefit 
package for all Medicaid-eligible children.

HHS study of residential treatment for pregnant women. HHS is currently funding 
demonstration projects to study expanded access to care for Medicaid-eligible 
pregnant substance abusers in New York, Massachusetts, South Carolina, 
Washington, and Maryland. The main components of the demonstration projects 
include residential substance abuse treatment, child care during chemical substance 
abuse treatment, and intensive case management for up to 2,000 women and their 
children. The demonstrations began in July, 1993, and run through 1995.

Given the broad new support for substance abuse treatment under the President's 
Health Security Act and the limited funding avitilable for additional Federal health 
initiatives, the Administration does not at this time support a change in Medicaid 
IMD reimbiursement policy.
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Residential Substance Abuse Treatment Under Medicaid

Medicaid does not reimburse States for the costs of residential substance abuse
treatment for individuals between the ages of 22 and 65 in facilities with more than
16 beds. This exclusion dates to 1950 and is intended to prevent States from shifting
the costs of State mental institutions to the Federal government. Some have
suggested lifting this restriction to provide residential substance abuse treatment
services for all Medicaid recipients.

Potential Cost of Removing the IMP F.xclusion. According to a 1992 HHb study/
removing the IMD exclusion could increase Federal Medicaid expenditures by $1.73
billion annually, induce $360 million in annual new spending in IMD services, and
reduce State and local IMD expendihires by $870 million annually.

roverage ^maraniped in the Health Security Act. The Health Security Act will
provide substance abuse treatment for all Americans and improves coverage for
many Medicaid recipients. The Act guarantees all Americans up to two months per
year of residential substance abuse treatment. The comprehensive benefit package
also includes up to four months of intensive nonresidential substance abuse
treatment. As a result, traditionally State-supported residential and non-residential
treatment facilities, including JMDs, will receive significant new revenues as
residents obtain insurance coverage.

Snme Medicaid coverage will continue with reform. Substance abuse coverage
offered by State Medicaid programs for those under age 22 and over age 65 may be
broader or narrower than the coverage in the Health Security Act's comprehensive
benefit package. Substance abuse treatment services exceeding those included in the
comprehensive benefit package may be supplemented by States for recipients of
AFDC and SSI cash benefits - both now and under the Health Security Act - subject
to the residential treatment exclusion and any limitations imposed by States. In
addition, the Federal Government will supplement the comprehensive benefit
package for all Medicaid-eligible children.

HHS study of residential treatment for pregnant women. HHS is curreritly funding
demonstration projects to study expanded acce.ss to care for Medicaid-eligible
pregnant substance abusers in New York, Massachusetts, South Carolina,
Washington, and Maryland. The main components of the demonstration projects
include residential substance abuse treatment, child care during chemical substance
abuse treatment, and intensive case management for up to 2,000 women and their
children. The demonstrations began in July, 1993, and run through 1995.

Given the broad new support for substance abuse treatment under the President's
Health Security Act and the limited funding available for additional Federal health
initiatives, the Administration does not at this time support a change in Medicaid
IMD reimbursement policy.


