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Abstract

Dropouts (¥ = 162) and graduates (¥ = 75) from the 1970-197]
- residential population in Phoenix House were interviewed § yeass
after treatment. Compasite indices “of criminality, drug use, and
employment described client status on a four-point outcome scale..
Success 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 dropouts, the rates were 31% and 56%,
respectively, but increased by time in program from < | month to
> 20 months (Success = 0-57%; Improvement = §-89%). Results at
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2.year follow-up were replicated in a 1974 coho&. providing cs?-
vincing evidence for the effectiveness of treatrment in the therapeuts
community.

-Success, in a traditional therapeutic community (TC) lixe Phoenix Eouse.
" is 3 shorthand term desctbing an individual's change to 3 life-style tat s
_ drug-free, economically productive, and without antisocial behavior. This view
of success, however, has not been reflected in drug treatment evaluaticas
- involving therapeutic communities, .
The effectiveness of the TC has been assessed primarily through folew-up
- studies involving multiprogram or -modality comparisons. Fewer stucies have
been conducted on individual therapeutic communities. Recent reviews of this
literature are contained in Bale (1979), Brook and Whitehead (1980), Ce Leez
and Rosenthal (1979), and Sells (1979).
Evaluations usually examine multiple outccme variables (e.g., Bale et ol
1980; Burt et al., 1979; Nash, 1973; Sheffet et al., 1980;Simpson et al,, 1978).
"In these, TCs reveal impressive reductions in criminality and drug use, and
increased social productivity, which compare favorably with other meocaiizes;
and most studies show that the positive changes are directly related to e
spent in treatment (e.g., Barr and Antes, 1981 De Leon and Andrews, 1978;
De Leon etal.,, 1972; De Leon et al., 1979; Holland, 1978; Nash, 1973; Sizmpses
etal, 1978). )

Multiple measures of outcome, however, tend to obscure the assocazcn
between treatment and the person. Averaged across clients, they cepict c=angss
in variables but mask the changes in individuals. Thus, some investigations have

utilized composite measures of individual outcome or success on which Lieta-
" peutic community results are comparatively favorable (e.g., Burt et al, 1979
Simpson et al., 1978). However, the accuracy and interpretation of resuits
based upon these measures are clouded by several interveiated issues. These
_ render unclear conclusions, particularly concerning the eifectiveness of e 7C.
First, modalities and programs differ in how they define success. This L2y
resulted in composite measures that have not reflected the traditional 7CTs
criteria for individual success. For example, methadone maintenance does zot
require abstinence but includes retention as a treatment goal. The latter oftzn
confounds success rates during and following program participaticn. )
Similarly, temporal criteria have varied as to the stability of client status.
Success status had been assessed on a yearly basis, percentage of time foliowed
up, or for a brief 2-month period prior to a follow-up interview; and follow-up
results have pot distinguished between intermittent and continual successes.
In traditional TCs a prosocial life-style including abstinence is a require-
ment for remaining in residency and for completing the program. However,
retention rates and success rates remain distinet. Treatment efficacy is valicated
if successful status is continually maintained after participation in the pregmam.
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Second, even within modalities with similar clinical criteria, prozam vmz
bility has restricted the relevance of conclusions for individual treatment settn_:gs
(see, e.g., Nash, 1973; Sheffet et al., 1980; Winick. 1980). Docurfxe_nnng
treatment effectiveness, therefore, requires a compiementary strategy of sx{xgle-
and multiprogram evaluation. Although the generality of findings from single
programs is limited by sample size and their unique boundaries, Sndings 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 aczquately
clarified in drug treatment evaluation. For populations in mental heaith and
social rehabilitation programs, improvement is the rule rather than the cure.
This is especially germaine to traditional therazeutic communities, whose -
criteria for success are conservative and whose long-term residency requirement
decreases retention and completion rates. Many TC dropouts who are ot judged
clinical successes may reveal measurabie improvement.

Only a few studies have examined composite measures of success or
improvement in relation to length of stay in treatment (e.2., Barr and Antes,

.

1975; Simpson et al, 1980). Results have varied, however, reflecting some of
the above difficulties, =,

These issues shaped the scope and design of a 3.-year research efTort recently
completed at Phoenix House, one of the largest traditional therzpeutic com-
munities. Client status at follow-up was assessed through agency records and
self-report on multiple outcome vanables, and with 60 scales measurning psycho-
logical adjustment. Results showed positive change in both domains (De Leon
1982; De Leon and Andrews, 1978; De Leon and Jainchill, 1981; De Leon et al.,
1979).

This paper presents the self-reported social adjustment findings cbtaiped
with several composite indices of individual change. These were constructed
from the multiple outcome variables and defined by traditional therapeutic
community clinical criteria. Success and improvement rates are described in
relation to time in program, and to strengthen conclusions concers ing treatment
effectiveness through replication, results were compared for two separate

cohorts, followed 2 and § years posttreatment.

METHOD

Sample

Two cohorts (N = 731) were sampled for follow-up from the 1570-1971
and 1974.1975 residential” populations of Phoenix House. Table | shows the
1970-1971 eohort (V = 307) consisted of dropouts (¥ = 202: males only) and
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graduates (N =.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 (TIP) bands (< ] month and 4-6, 8-10, 12-14,15-19,
20-26 months). The TIP-cell totals were approximately equal (V = 32-37),
but represented varying percentages of the TIP proportions of single-admission
males in the population. The graduates were a2 27% sample of all those who
completed the program in 1970-1971.

Table 2 shows the 1974 cohort (N = 424) consisted of male and female
dropouts (N =371) and graduates (¥ = 53), who were mainly male, Black, and
1926 years of age. Almost S4% were primary opioid abusers, 14% were primzry
alcchol abusers, and 15% were primary marijuana abusers, About 12% were
primarily involved with amphetamines or barbiturates (primary “other”), =zd
$% claimed no primary drug of abuse. The dropouts were 3 38% sample of the
enZre residential population randomly drawn from six continuous time-in-
program groups (< 1, 1.4, 58, 9-12, 13.16, and 17+ months). With the
exception of the largest group (17+), each TIP cell was of similar size but
reeracented 2 varying percentage of the TIP proportions of the resideatial
population. Graduates (¥ = 53) were a 43% sample of those who complc:zd
the program in 1974-19757

Both cohorts purposefully overrepresented the long-term dropouts :0
compensate for the decreasing proportion of clients who remain beyond 12
months, This bias tends to overestimate the absolute percentage of successes,
but not the relationship between time in program and success or improvemcni.

Budget and time limits did not permit symmetrical sampling of dropouts
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 metropoii-
tan addresses at admission, and proportions in the 1970 cohort were adjustaii
toward equal representation by race.

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

Client Location

An official system for tracking and locating was adapted from those utilized
by other investigators; e.g., Chambers and Inciardi (1975), Nurco et al. (1975),
and NORC for the Drug Abuse Reporting Program (DARP) sample (Sells et al.,
1976). A deuailed account of the system is provided in a previous report
(De Leon, 1979). Only the main steps of the client-tracking ptocedure are
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described here. (1) A mailing, consisting of addresses updated by five cooperat.
ing agencies, requested client phone contact. (2) Field tracking was initiated a:
the end of two mail cycles if the client did not respond. The field tracke:
(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 19701971 dropouts and 1974 graduates (Tables 3 and 4). The 1970-1971
location rate for female graduates was spuriously low. Sampling this group was
originally unplanned. Thus, their search time was undertaken late in the data:
gathering phase of the project and terminated after only 3 months, cormpared
with the 12-month search time for other clients. Within this short peried,
however, their location rates were exceptionally high,

That the 1970-1971 dropouts were easier to locate reflects a difference in
cchort composition. The 1974 dropouts included more transient clients, for
whom community ties or addresses were less stable.

In both cohort, Hispanic dropouts were somewhat more difficult to locate
and provided fewer completed follow-up interviews. Some possible reasons are:
(1) Hispanic neighborhoods were altered because of demolition, resulting in loss
of orginal housing;(2) an undetermined pumber of Hispanics returned to Puerto
Rico; and (3) there was perceptible mistrust among neighbors and relatives
concerning the interviewer's business with the clients.

Dispositions

A total of 525 clients (71.8% of the original sample) provided a compizted
iterview, which included administration of the psychological battery. T-velve
dients provided some of their data by mail and phone. :

Tables 3 and 4 summarize the dispasitions for the two cohorts. When
corrected for percentagss of those who were deceased or who refused to
partcipate, the completed interview rate for the 1970-1971 clients was 34
(85.3% of all dropouts and 81.5% of all graduates). For the 1974 clients, the
completed interview rate was 75% (72.3% of all dropouts and 96.0% of all
gracuaw). Except for race, differences between the interviewed and uninter.
viewed clients did not exceed 12%: nor did the interviewed or uninterviewed
clieats differ from the populations sampled. Overall then, the interviewed clients
do not appear to be a unique group reflecting sampling or location bias, Conclu-
sions based upon their findings, however, must be tentatively generalized to the
populations from which they were drawn and to the uninterviewed clients, since
thoze interviewed may st differ on variables not yet surveyed.



Table |
The 1970-1971 Ssmple and Population

Intesviewed

Uninterviewed

! Sample Population

Diopouts Graduates Totals Dropouts Graduates Totals totals totals

]

Ny 2 N 3t N % "N 3 N % N & N 3* N %

Totals 162 - 684 15 316 237 1000 40 S57.1 30 429 70 1000 307 1000 1,151 1000
Sex ' ) :

Males 162 1000 46 61) 208 818 40 1000 14 467 S4 M0 262 8s.) 794 690
Females 0 00 9 89 29 122 0 00 16 333 16 229 45 147 357 e

Race : g
Dlack 63 389 1 NI 88 1311 8 200 9 300 17 213 105 34.2 495 430
White 4) 2.3 19 253 62 2.1 22 550 13 433 35 soo0 97 N6 253 220
l'l'lspanlc 56 6 it 43 87 6.1 10 250 8 2.7 18 257 105 342 403 350
Age '
<19 41 258 ‘15 200 56 231 8§ 200 4 133 12 1M 68 222 322 280
19-26 97 602 3§ 46 132 5359 28 700 14 467 42 600 174 569 576 500
2 23 14) 23 313 43 20} 4 100 12 400 16 229 64 209 253 220

|
o
Q0
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Primary diug wsed®
Heguinfoploids 128 $36 28 520 153 533 68 S1.9 2 400 70 518 223 527 526 428
Nonoploids 1"t 464 23 49 134 46.7 63 48.1 3 600 66 488 200 473 713 518
Time-in-program .
{months) '
<] 41 17 - - 41 139 21 160 - - 21 154 62 146 349 1.2
1-4 29 121 - - 29 10.t 2l 160 - - 21 154 0 118 320 286
58 38 158 - - 38 132 21 160 - - 21 154 59 139 133 119
9112 1] 142 - - 4 s 28 191 - - 28 184 $9 139 70 6.3
1)-16 26 108 - - % 90 13 99 - - 13 96 39 912 51 46
17 n Joo0 - - 72 253 30 230 - - jo 221 102 24.0 194 174
Geaduale - - 48 1000 48 16.7 - - s 1000 s $3 128 - -

S Percent of cach patameler; ¢.g., perceat of diopouts,
The N vasics because of missing data,
€ Pescents do not add 10 100.0 because 10 sesidents were classified a8 *othes.”



Table 2
The 1974 Sample and Population

Interviewed

Unintesviewed

Sample

Pupulation

Divpuuts Graduates Totals Dropouls Graduates Totals totals totals
N o3t N g No% N %' N 2 N 3 N % N® %t
Totals 240 83) 48 167 288 1000 131 96.3 L 3.7 136 1000 424 1000 1,239 1000
Sen - . .
Males 178 N2 3§ 150 214 74 112 8s.S S 1000 117 B86.0 331 181 988 79.5
l'c::nales 62 258 12 250 M 257 19 145 0 0.0 19 140 93 N9 254 205
Race
Black 170 708 7 5)s 197 686 70 S3.4 3 600 7 59 270 63.8 730 589
Hhispanic 31 154 S 106 42 146 n s 0 0.0 i 228 I 173 201 16.2
White 33 118 15 N9 48 167 Jo 229 2 400 32 235 80 189 298 24.1€
A}" . .
- <19 43 11 14 292 571 198 27 206 0 00 7 199 84 198 26" 211
1926 128 5)3 ° 24 soo0 152 528 53 405 S 1000 58 426 210 495 564 458
e 28.8 10 1% 214 51 189 0 0.0 3 s 130 307 389 4

69 .,

-

o11_



Piimary diug used® ) .
90} 51 181 202 86.3 38 950 30 1000 - 68 9.1 270 88.8 967 84.0

Mesoin/oploids 148
Nonoplolds 16 99 16 29 12 137 1 so0 - - 2 29 31 11.2 184 160
Time:In-program / )
(months) -

<\ 3 2 - - 13 9 9 228 - - 9 128 32 104° 194 .2
4-6 7 167 - - 27 114 10 250 - - 10 143 37 121 8) 159
810 9 1719 - - 9 122 s 128 - - s 1.0 34 1 76 146
1204 N9 - - M 1) 2 so0 - - y I X ) 313 107 41 90
15139 M 148 - - 24 101 ] 200 - - 8 14 32 104 60 11.8
10-26 . 28 .3 - - 20 118 é 150 - - 6 86 3¢ 110 61 117
Graduate - - 15 100.0 75 3. - - 30 1000 30 429 108 34.2 - -

®pescent of each parametes; e.g., percent of diopouts In this and all other tsbles, pescents may not add to 100.0 due to rounding.

bllu N vaties slightly because of missing dats,
€sin discicie TIP bands were Identificd In the entlie population, whichyexcluded clients outside of those bands. Thus, the total band N was 521,

which was 37 8% of the total populatlon, The population TIP percents, therefore, were based on N = $21. Also, the population lotal excluded the
sepatate list of 1970-197) sraduates (rom which the graduale follow-up cohort was sampled,

-
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Table 3
The 1970-1971 Cohorr Dispositions®
Dropouts® Graduates® Totals
N % N % N %
Completed interviews 162 80.2 75 71.4 237 77.2
Dead . s 25 3 29 8 26
Refused . 7 s 10 9.5 17 L}
Out of state 11 5S4 3 29 14 | Y3
Jai . I | 0.$ 0 0.0 1 03
Fugitive 3 1.5 0 T 0.0 3 1.0
Other 0 0.0 3 29 ] i
Unlocated 13 6.4 11 10.5 24 .8
Toul 202 100.0 108 100.0 307 100.0
Completed interviews, 162 853 75 81.8 237 =0
corrected for dead
and refused ]
Total uninterviewed, 28 14.7 17 18.8 45 29
exduding dead
and refused

'Anon( those not interviewed (¥ = 70) some differences in disposition were four _. par-
ticnlarly by sex and race: There were no decsased females; more females refused inieoview.
Sigaificantly fewer Blacks than Whites had no disposition; however, significantly mare
Whites and Hispanics refused interview. No graduate was a fugitive or found in AL, e
10% of the dropouts were fugitives or in jail,

®Percent of 1970-1971 dropouts cohort.

€ Percent of 1970-1971 graduate cohort.

The Interview

There were three interviewers: one Black male who was 2 Phoenix M- ze
graduate, one White male graduate from another TC, and a White femaiv wr o
Was an experienced interviewer drawn from outside the field of substance ~3uzs,

Training of the interviewers in the use of the survey and administrat:c- "
the psychological tests was conducted across three sessions through dics.: -
instruction and mock interview. This was followed by a pilot phase in wi.-n
field interviews were completed and individually reviewed by office staff. .1
five consecutively had been judged satisfactory. Thereafter. errors or ‘'Sad
dau™ ansing from interview ineptitude or from client distortion.were mininuzed
through routine supervisory examination of each completed interview. The
competence of the interviewers is reflected in the fact that no completed inter-
view was discarded. Ten percent had Questionable data which were curreciey
by phone reinterview or deleted. '



THERAPEUTIC COMMUNITY SUCCESS RATES 713

Table 4
The 1974 Cohort Di:po:ition:'
Dropouts® Graduazes® Totals
N % N % Y %
Compieted interviews 240 64.7 48 905 288 6739
Dead . 15 40 : 0 0.0 15 35
Refused 24 65 3 £ 27 64
OQut of state ' 14 38 | 19 15 3s
Jail 8 2.2 0 0.0 8 1.9
Fugitive 12 32 0 0.0 12 -8
Other 4 11 0 0.0 4 190
Unlocated 54 145 1 19 ss 130
Toul 371 1000 53 1000 326 1000
Completed interviews, - 240 723 48 960 288 753
corrected for dead
and refused
Total uninterviewed, 92 27.7 2 3.0 94 248
excluding dead
and refused

'Among those not interviewed (NV = 136), significantly more females than males refuced
interview, and more majes were fugitive or in jail. Whites doubled non-Whites in e
percentages classified as dead; signiticanty More Whites than Blacks or Hispanics wee
located or provided a disposition, while significantly more Hispanics were tumtives or in j2il.
®Percent of the 1974 dropouts cohort.
€ Percent of the 1974 graduate cohort.

All but 20 interviews were obtained within 600 miles of New York Cizx:
three were conducted in Europe and the remainder in various regions of :~e
United States. The interview itself was conducted in a setting chosen by taie
client, usually the home or a Phoenix House facility. About 105 of the inte:-
views were completed in jail or drug treatment settings. [nitiaily, the cliex?’s
identification was ascertzined with signature check. social security numzsr,
and date of birth. The client then read the purpose of the study. consent fo:ms.
and releases, and signed the latter, after which the interview procesded. This
was 2 4-hour session, although 30% required at least two sessions. At the end

of the final session the client was paid S15. Interviewers were paid S30 for each
verified interview, -

The interview protocol consisted of a questionnaire that surveved the sucial
adjustment of the client before and after Phoenix House. and four standard
paper-and-pencil tests (60 scales) that assessed psychological status. The survey
consisted of 225 items, most of which were structured questions, binary or
scaled ratings, that focused upon four main periods: (1) background: famuy.
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social, personal, drug, employment, and criminal history in the years prior to
Phoenix (lifetime); (2) pre-Phoenix: month-by-month tracing of life activities
in the last year before entry into Phoenix; (3) the Phoenix experience: the
client’s expectation and perception of treatment itself, benefits, probiems,
significant influences, staff and peer relations, and reasons for termination;
and (4) post-Phoenix: month-by-month tracing of life activiies—e.g., drug use,
drug and other treatments, criminality, employment, residential changes, and
social and personal relations across all the years of follow-up.*

Program Criteria and Indices of Individual Change

Rehabilitation in Phoenix House involves an integration of sodal anc
psychological goals (see De Leon, 1981).t Although the latter are criticai.
success is defined by the social adjustment criteria that are required for program
completion. These include:

1. Minimum residency of 18.24 months.

2. Abstinence from any substance use. Infrequent social drinking is permittec
off-premises in the late reentry phase (beyond 18 months in residence).
but only for clients whose primary substance is not alcohol. (Present policy
(1981] has banned any drinking in the reentry stage of the program.)

3. Absence of antisocial behavior, which includes any illegal activity or
violence to person or properry. '

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

S. A bank account of at least $1,000 and evidence of independent living after
the residential phase, either alone or with another graduate, a spouse, or

sometimes with a girl/boyfriend. Retum to the parental home is discouraged
except for clients under. 18.

“Items for the survey were drawn from severat sources used in other research, at Phoenix
and elsewhere. Thess induded: the Phoenix Resident History- Questionnawre and the New
York City Addiction Services (ASA) Questionnaire used in an earlier study of different
modalities including Phoenix House (see Burt et al., 1979). Additional items were selecred
from CODAP (the intake survey employed by all tederally funded treatment programsy
2nd the survey used by the Drug Abuse Reporting Program (DARP).

tThe psychological §oals include clinically determined changes in atritudes (e.g.. Coopera-
Uoa, positive tegard for self and others) and values (e.g., honesty, self-reliznce.-snd wenl
respoandility), and improvement in interpersonal relationships, insight, and emutivnal
control. Some of these changes are asscssed in psycholugical results teported clwwhere
(De Leon, 1982: De Leon and Jainchill, 1981).
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After sasidency a cliont s viswed dinlcally @ succresfed U afhs continually
maintzios prasocial behsviar sad akatinence from opiold use end/or s noaopiald
primary drug. There are, however, some ambiguities concerning nonoplold use
following treatment. For example, reducticn (v8 abstinence) in the we of a
nancploid primasy drug i explisitly viswed a3 a caminobg sign of maladon-
foent, but alcohat or marijuzna use emaag forreer oploid snd nanopdold abusers
who do 0ot claim thess o primasy drugs, remains an unresodved clinical and
phifatophical question.

Similarly, reentry into drug treatment rumst elso be caationsly interpoeted,
particulasiy for TC disats who retom to TCs or outpatient settngz. Frequestly,
these modalitics are selected for psychological or crcumstantial mcitance, rot
pecesearily because the dllent hus relapsad o1 regrewsed 10 sertous drug use.
Entry into deloxification ar chamical treatment smodalities offers moze evidence
for drug reinvalwement, However, sume clionts entes these modalities undes
othes pressures, not infrequently the fear of relapee to illiclt drug use. Thus,
reentty into trextment is often viewed by cliznts and clindcars 23 8 pasitive
sgn.

Indices af Chnnp

" These camsiderations entered tnto the constructian of the campouite Indices.
The Yatter wese developed from 16 vasizbles describia criminginy, drog use, 30d
employment, setrozpectively traced month by month (hrough oY yean of (he
study. '

The Oiminat Index (CrimDX]). If thare t7as ot lesst one ephiods of criminal
activily 07 at leaut a8 week gpeot in jail daring sny month of chservatian, the
CrimDX was zeozed for the extire yers and for 21] curmuilstive yesrs,

The Drneg Index (DrugDX), A DrugDX was scored U there was (1) asy
use of sny oplod (heroin, methadone, Detsudid, o1 other opiod), kraspective
of the dient’s primary drug pretreatraent; (2) any use of the primary deug,
oploid ar nanopioid. For clients who clalmed no primary drug pretreatment,
a2 DrugDX was also scored if thess wn any use of giwe, hallucinogeas, or
hypnotics; o1 weekly e of masnijuana oy alcohod; oc use of uthst nonopiods
singy o7 in combinsticn, st lezt three times in | month, Agatn, 8 DnugDX
in any manth resulted in & DrugDX (ar the eatire yeas and for all comutstive
ycas.

The Employment Index (ExpDX). This i a thres-point scale bued upoan
actual employabls months. The value &1 determined by ths natio of moatls of
full employment (o7 weighted combimtians of full- end partitme employ-
ment) to total employable monthe; ta., all months excluding thoss in jad o1,
rarely, thoss invalving non-dmg-related dlsabality, Thus:
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EmpDX 2 = full employment, at least 50% of the employable time.
EmpDX 1 = full employment, 25-50% of the employable time.
EmpDX 0 = full employment. less than 25% of the employable time.

The Success Index, Weighted combinations of the CrimDX zr!d l?rugDX
placed the client on a four-point scale of favorable status. Criminality was
judged more negative than drug use in the rating. Employment, the EmpDX,
was excluded from the four-point success index for emrirical reasons. A i2-
point index that included the EmpDX correlated above +0.90 with the four-
point scale, indicating that the addition of the EmpDX did not signifiartly
change the client’s relative status. The four-point success index was deiinsd

as follows:

Success 4, Most Favorable Status: No occurrence of a CrimDx and no occur-
rence of a DrugDX through all months of observation.

Success #3, Favorable Status: No occurrence of a CrimDX through all months
of observation, but at least one occurrence of a Drug DX.

Success %2, Unfavorable Status: No occurrence of a DrugDX through zil
months of observation, but at least one occurrence of a CrimDx.

Success #1, Most Unfavorable Starus: At least one occurrence of both 2

CrimDx and a DrugDX. either separately or together, in any month of
observation.

There are temporal requirements that entered in the Success Index. The
lowest Success Index in any year was the index for all cumulative years, and 2
Best Success Index (#4) had 1o be maintained for all cumuiative years. Th2
latter requirement reflects the clinical view that intermittent success indicazes
cycles of maladjustment, implies unstable treatment eifects, and consideradiy
amplifies the problem of interpreting the specific influence of residential
treatment on long-term outcome.

Reliability and Validity

Verification and corroboration of data included the following procedures:
(1) -reinterview of the client by phone, using 5% of the onginal questiuns,
2-10 days after initial interview; (2) a family corroboration interview (this wes
a 30-minute phone call by a special interviewer who obtained informaticn
about the client’s life as seen by a parent, spouse. or relationship partner sincs
the treatment years); (3) urine sampling (follow-up clients were requested :0
voluntarily provide samples of their urine at the end of the interview): (4)
agency cormoboration (client criminal activity and entry into drug treatment

were independently assessed through New York State criminal justice and drug
treatment agency records).
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‘Complete reliability and validity studies are detailed in a later report. This
section summarizes the results of these studies for the successiul clients in eact
cohort. The reliability 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-reported drug treatmen:
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-
sons with urinalysis and agency records of drug treatment, arrests, conviction,
and incarcerations. Noncorroboration (client underreporting) ranged from 10%
to 30%, depending upon the comparison. Thus, among the successes, the internal
consistency and validity of self-report was impressive for the separate outcome
variables.

The impact of these reliability and validity checks on the success results
can be assessed from the following: If all cases with discrepancies arising from
internal inconsistency and noncorroboration are accepted as negative. success
rates reduce by 12% (1970) and 11% (1974); if they are discarced as question-
able data, success rates reduce by 7% (1970) and 8% (1974).

Neither of these adjustments altered the main findings of the study. Thus.
with the exception of five cases that were reclassified, all discrepancies were
retained as possible error in the results. This decision was based upon several
considerations. -

First, discrepancies between self- and agency repons are difficult to
interpret. For example, ex-addicts with arrest histories may be rearrssted anc
released, or may go to a trial that results in a dismissal. Even recorded conwic-
tions may be on minor or questionable charges, which do not reveal antisocial
behavior of meaningful consequence (e.g., speeding or trespassing). Thus. clients
may not report an arrest, and its appearance on their agency record may be
misleading.

Similarly, urine testing and agency- or self-reported drug treatment are not
easily interpreted. Positive and negative error rates in laboratory tests render
questionable conclusions based upon a single urine sample, and (as described
earlier) clients may view their time in drug treatment as a positive penod of
adjustment.

Second, discrepancies were accepted to conforrn with the follow-up litera.
ture in which success rates are described. based upon self-reported data
unadjusted for reliability and validity. Though constructed differently, the
present indices include the same outcome variables utilized i other studies with
composite measures. In these studies, corroboration rates for the separate
outcome variables are similar to those obtained in the present sample (sce. e.2..
- Burt et al., 1979; Simpson and Sells. 1981), although they do not adjust success
rates as described above for the Best Success group.
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Ovm!l then, the present results are reliable and valid. The absolute
percentages of success rates may alter depending upon adjustment for internal
consistency and corroboration. Within the limits of self-reported data, results
must be viewed as estimates of the error-free, or “‘true,’” success rates. A more
important caveat, however, is that the method of corroboration must be

acknowledged in comparisons between the present success rates and those
reported in other studies.

Other Methodological Considerations

1. Time-at-risk (TAR) was defined as time-out-of-program (TOP) minvs
months in jail. For example, some clients could be followed 5 years since leavi::;
treatment, but their actual time on the street could be shorter if they spent auy
months in jail. Actually, during the S-year follow-up period, mean time-in-j:&
for the entire sample was 2.6 months. Nevertheless, TAR entered into t.2
construction of each index. Jail time was automatically scored as a CrimDX
and was subtracted from employable months so that the EmpDX ratio wis
unaffected. Also, a DrugDX was scored if the client failed the drug use criter:
while in jail. Time spent in drug treatment settings was considered a risk peric
for crime and illicit drug use, although some investigators have argued otherwizs
(e.g., Simpson and Sells, 1981).

. The EmpDX was slightly affected by constraints of residential treatmen.
Clients in drug treatment, TCs or otherwise, were presumed to be availabie fcr
work. However, traditional TCs like Phoenix House prohibit outside empio:-
ment in the initial 6 months of residence. This value was not subtracted fro;.:
employable months for the few clients located in TCs after Phoenix Hous:.

2. Data obtained at admission for activities in the year prior to treatmer::
were found to be highly correlated with the follow-up interview data. Thus,
the pretreatment data taken at follow-up were used, since they provided more
complete information uniformly obtained across the full sampie. Still, the
client’s retrospective accounts of life changes are subject to some errors of
distortion. However, these tended to be minimized through the 4-hour intet-
view, during which the same events were retraced throug,h requestioning ox
different areas of social adjustment.

3. Admissions include clients who complete an intake evaluation form
and remain at least 24 hours in residence. A first admission to Phoenix who
left treatment for at least 30 days and retumed is a multiple admission, and
the total cumulative time spent in treatment through multiple 3admissions
defined the client’s total time-in-program (the 1974 cohort, since 1970 sampled
single admissions only).

4. Prior to 1976 graduate status was conferred informally. often at some
point after the client separated from the program in good standing. {Since 1976
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gaduation has been an annual ceremonial event in Phoezix House, for al
residents who meet the program’s criteria for completion.) In t=e preseat study,
however, follow-up status was assessed from the official separation cate for all
clients. Dropouts, or splittees, are clients who leave treatrment agiast ciniel
advice or without positive sanction by the clinical staiT. Relatively {few crczouts
are expelled, particularly among the longer stayers. Most leave voluntamiy, dut
irrespective of reasons for leaving, dropouts are not presurned to te cimicaily
successful. _

S. Tte primary statistical analyses evaluated change over time t3r2- 12 7OSt-
treatrnent), with the sign test for correlated samples. The sizx tes2 excizces ties
and only tests positive changes. However, to keep all data, tae preceat anaiyses
retained tied indices. For example, a pretreatment 0 CdmDX (ne cnime), o1
0 DrugDX (o drug use), or Best EmpDX (> 50%) that didn't change pertirzat-
ment was counted as a positive change. Conversely, 2 pretr2atment C-—==X1
or DrugDX 1 that didn’t change posttreatment was counted 2s a nezTve hange,
as was no change in any EmpDX (< 50%). For the Success [ncdex, 2 sretzeat-
ment rank of 4 that remained 4 posttreatment was scored 2s 2 sOuiTve cnange.

In contrast, success indices of 1, 2, or 3 that worsened or semuned U2 same
posttreatment were scored as 2 negative change. Thus, retaning ties suszressed
statistical significance, since few cases had a Success Index of 4 zner 0
treatment.

Tests compared the single pretreatment year with cumulative cestizeatimen
years. This strains statistical assumptions and biases against s:gnifizazce. Arle
not shown, comparisons between pretreatment and separate Sosiirsaiment »2ass
were more consistently significant. Cumulative years were tes:ed, however, since
these reflect the TC's temporal criteria for maintaining favoracie status,

Differences between groups were examined with several assocaten satstics
provided by the SPSS Crosstabs program (Nie et al., 1975). in the t2s.es 22d
figures, the NV varies because of missing indices or insuificient TCP.

RESULTS

. The tesults for the indices and success rates are detailed for the (370
cohort, followed by comparisons with-the 1974 cohort. Cata for drszcuts,
graduates, and by time-in-program are presented separately: those for :zge,
sex, race, and primary drug are briefly summarized. In the tables and f.zures,
tesults are shown for 3 cumulative years, the minimum TOP for ail drezouts,
and for all years (X = 4.7 yr). Graduate results are shown across S cumuiative
years, theit minimum TOP; and for all years (X =6.4 yr).



Table §
The Indices: Crime, Drug, and Employment at Follow-Up (%)

Totals, dropouts, and graduates

o Post 2, Post 3, Post 4, Post §, Post, all
N P Pl p eam® p  cm  p amb p  amb p years P
CrimbX
Totals 226 9685 29.2 eeee 350 sess 372 so0e - - - - 420 soe
Dropouts 154 974 409 ooe 48.7 - 516 - - - - - 511 -
Gradudtey 17 94 42 seee 56 s0ee 69 soee LI AL T R sees 125 se0e
Diopovtfgraduate '
dill’eum;es.p‘ - veee YY) seoe - - 1Y 1S
DighX .
Totals 229 %43 1) eves 362 seee 380 00 . - - - - 419 eoo
Dsopuuts 156 968 436  °* 494 - 519 - - - - - 58.2 -
Graduates 713 8%0 82 soce 8.2 soee 8.2 sees  jl10 svee 123 sses 123 s00e
Divpout/giaduate
ditlciences, p€ - sece sooe seve - - eoee
FophX > 50'%.
Teotaly , 20 326 157 scee 248 sees 263 soee - - - - 76.1 seee
Divpouts 156 363 660 seee (40 soes 662 so0e - - - - 68.4 - o0ve

ot Lo



Graduates 4 -4 939 seer 973 oo 973 seee 973 sese 959 seos 919 soee
Dropout/graduate
""‘""“'J" L (TYY} 00 (1Y 1] - - oeve

EmpDX 25.50%

Tunals 20 9.1 40 8.7 8.8 - - 102

Diopuouts 156 90 64 128 13.0 - - 12,5

Graduaics 4 93 14 00 00 0.0 14 54
EmpDX < 25% '

Totals 230 583 196 16.5 149 - - 137

Diopouts 156 85435 216 n.d 20.8 - - 19.1

Gudualcl‘ M 662 2.7 2.7 2. 2.7 2

SPosttrcatment years age cumulative; e.g., Post 2, cum, = years | + 2 postireatment. The sign test for correlated samples was applicd 1o number of
positive changes fiom pre- 10 postireatinent years. The lack of significance of the CrimDX and DrugDX smong dropouts In part reflects the test bisg
Involving cumulatlve years. Significance Iy comsistently schieved when the pretscatment year Is tested sgeinst Individusl posttreatment years. Unlike
the ColmDX and DeghX, EmpdX > SO% Increases through comulative ycars, o3 actual months enployed accumulate relative to the total employable
time. Thas, stathtical signiticance is more casily ubtained with this measyre,

®hecame 2 large number of dinpouts had Insufficlent time out-of-program 1o be followed 4 and S cumulative yoars, pescentages for dsopouts and
11l ate excluded aftes Post 3, cum, years,

€O wpare probabifiies, Tests were spplied only to > $0'% results on the EmpDX,

PSSt p L 20 p o,

< L
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The CrimDX, DrugDX, and EmpDX

Table 5 shows that in the year prior to entry into Phoenix, over 94% of the
graduates had a2 CrimDX, and 89% had a DrugDX, while only 24% were
employed more than 50% of the time (EmpDX > 50%). Across all years of
. follow-up, the proportions with a CrimDX and DrugDX decreased to less than
13%, and 92% had an EmpDX > 5§0%. These posttreatment changes were sta-
tistically significant for each index.

Amang 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 timc.
Across all yeans of follow-up, the proportions with a CrimDX and DrugDX
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 $0% of the time. Across all years of
follow-up, however, graduates were statistically better than dropouts in eact.
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
follow-up. The differences between year 1 and all years did not exceed i 7% or:
any 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 treatment CrimDX an3
DrugDX increased 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 Whites obtained a DrugDX pre- and posi-
treatment; in follow-up the EmpDX > S0% related positively to age. Opioi%
abusers, who constituted almost 87% of the cohort, yielded a greater percentage
of CrimDX pretreatment and had larger reductions in CrimDX and DrugDX
posttreatment. - )

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

Table 6 shows 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 755 of the gracuates
remained successful through all years of follow-up.

Among dropouts, similar but smaller changes were obtained. Pric: to
treatment, almost 95% of the dropouts had the lowest Success [ncex. In Dost
year 1, over 45% of the dropouts were Best Successes, which ceciined to 345
across 3 cumulative years;and 31% of the dropouts remained successful through
all years of follow-up.

The actual proportion of individuals who changed is more clearly shown
when absolute status is ignored. Table 7 summarizes the prozortion of posiive
changes from the pretreatment index (improvement). For graduates. ©3%
maintained positive change through all years of follow-up. Among dropo::s,
at l.year follow-up, over 69% had positively changed. Through 3 cumuiz:ive
years, 61% maintained this positive change, as did S6% through all vears of
follow-up. Actual change, then, was considerable, genenlly reflecting shifts
from the lowest pretreatment category. '

Sex and race did not statistically relate to success or improvement ratss.
However, success rates were significantly lower among dropouts < 27 and NiCNe
significantly lower among all nonosiois abusexs

Figure 2 shows that among dropGuts, there is an orderly relationsaip
between success status and time-in-program. Across all follow-up vears. Rest
Success rates are zero among the < I-month dropouts. 12% in the 4-6-mans;
TIP group, 32% in the 8-10-month group. 38% in the 12-14.month group,
29% in the 15-19.month group. and 57%.in the 20-26-month TIP frouop,
Success Indices 2 and 3 remain uniform, but Index | declines shamply by time.
in-program. Thus, the increase in Best Success (#4) by TIP reiates 10 :-e
decrease in the least favorable category (#1).

Figure 3 shows that improvement rates are systematically related to time-in-
program. Percentages of improvement ranged from 5% in the < l.merth
dropouts to over 89% in the longest-staying dropouts, and was 937 among the
graduates, .

Figure 4 depicts the stability of success rates through the follow-up yeas.
The graduate rate more than doubled that of dropouts in all years of follow-up.,
Among both, however, success rates in year 1 declined by less than 15% theoy ga
all years of follow-up; that is, about 85% of those who were successrul in year |
remained successful throughout follow-up.
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This finding is Particularly impressive in view of the criterion recuizing

continued successful status, By definition. then, success rates had :o te maximai
in year 1 and could only remain constant or decrease through curmulative vazse

However, the same criterion obscured the fact that a numSer of ¢l.:n:
were intermittent or eventual successes. For example, when a veariv states ig
examined, S8% of all dropouts were successful in the last year besore inter-eu
v$ 45% in post year | and 31% through al years,

Most of the increase in the last year occurred in the < 12-month drozouts.
This is expected since their initial base of nonsuccesses was consiceradly greazes
than that of the > 12-month dropouts. However, despite this rise in shcres.
tern successes, the time-in-program function remained stable in the L; wrar
of follow.up. Success in Post year |, therefore, was an excellent predic:s: o5
long-term success. Most of the year-| Successes mainuined their starus thre:sa.
out follow.up, However, when the criterion of continued- statys s ignozec, 3

substantial number of others were successful in the last follow.up year.
Comparisons with the 1974 Cohort

This analysis compared the success and improvement rates tetween he
1970 and 1974 dropouts, graduates. and time-in-proyram Brouzs. The (ay
cohorts differed by sex and primary drug. The 1974 dropouts consisted or



Table 6

Success Index at Follow-Up: 1970-1971 Cahors (%) J
Post 2, Post 3, Pout 4, Post §, Post, all )J

Success Index Pie Post § cum, cum, cum, . cum. years cum. o
Totals (N = 21)

4 09 591 538 C 514 - - 44.8

) 22 109 109 109 - - 10.8

) 34 1.7 9.5 104 - - 12.7

| 910 09 258 22.3 - - na

PU“"" ‘h.“.e. 000 ove00 000 - - 000
Diopouts (N = 150) :

4 13 453 - 373 4.2 - . - 30.7

) 1.) 13.) 13.) 134 - - 120

2 ! 12 107 121 134 - . - 13.)

] 94.7 . J0.7 367 389 - . - 44.0

Posltive L'h'ﬂ‘eb o000 soo00 . eso - - [ X X
Graduates (Y = 7))

] 00 90.1 88.7 81.3 8.l 81.7 4.6

) 36 56 3.6 56 56 7.0 85

2 * \ "l 1.4 2.8 4.2 $6 $6 nl

| R BN 2.8 26 28 36 3.6 36
© Pusttive change® sove veon Y soee so0e  eeee
Deoponifpraduaie

diicienves© (X 1Y) eooe YY) - - se0e

*Drapuuts, X © 4 67 years; graduates, X = 6.4 years.
it sign test foe conrelated ssmples was spplicd 10 numbes of pasttive clumu from pie- to post- cumnulative years. N = 221 because uf missing
tmls\ ot Imutilclent TOP,
€Chiomquare prubatulitics, .
*p< .10, **p < US; ***p < .01; *0vop < AN,
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both males and females, while the 1970 dropouts were all male. The graduates
in the two cohorts, however, contained both sexes. Results are presented for the
full cohorts at 2.year follow-up. Demographic, opioid, and nonorioid
comparisons are summarized,

Table 8 shows that success and improvement rates were higher for the 1970
cohort. Only the differences between the dropouts failed to reach significance.
Figure § shows that rates increased similacly 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 age or
race, although female rates exceeded those of the males among the dropouts.
With demography controlled, however, the 1970 rates remained higher.

The cohort differences related to the primary drug distribution. When oniy
opioid abusers are compared, the overall improvement rates are indistinguish-
able, and the success differences reverse somewhat, favoring the 1974 drozouts
(Table 8). The latter, however, were inflated by the higher rates among the 1974
females. Adjusting for these sex differences yields the striking replication shown
in Fig. 6. Results are plotted by time-in-program for two subcohorts of maie
opioid abusers. Both curves flustrate the lawful relationship between [Ength of
stay and positive change at follow-up.

Table 8 shows that the 1974 nonopioid abusers yielded the lowest ratss in
either cohort. Almost 45% of the 1974 clients who could be followes for
2 years were nonopioid abusers. Among these, success and improvement ra:ss
were 18% and 39%, respectively (dropouts); and 37% and 83%. respecrively
(graduates). Though not shown, 2 time-in-program difference was also apparent
among the nonopioid abusers. Rates for > 12-month dropouts doubled those for

< 12-month dropouts (Success = 29.5% vs 14.5%; Improvement = $8.6% vs
30.4%).

The results within the 1974 nonopioid group vaned by primary drug. For
example, alcohol and marijuana abusers were 2 635 majority, but less than 10%
of each achieved success. The remainder of the nonopioid abusers weie mainiy
barbiturate or amphetamine abusers, and a few claimed no pnmary drug. Therr
success rate was 37%, approaching that oi the opioid abusers (54.4%). o

These primary drug differences related to reductions in the DrugDX since
crime decreased uniformly by drug of abuse, although fewer marijuana abusers
dropped their CrimDX. Abstinence from the primary drug was achieved by
64% of the opioid abusers, 12% of the alcohol and manjuana abusers. and 23%
of the other nonopioid groups. Thus, the low success rates among the 1974
nonopioid abusers retlect their higher proportion of primary alcohol and
manjuana abusers, few of whom achieved abstinence.
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Best Success and Improvement Rates through All Yesrs of Follow- Up for the 1970-1971 Cohort,
by Time-in-Program, Demography, snd Primary Drug of Abuse

Success Improvement
Diopouts Graduates Totals Deopouts  Graduates Totals
ToalN % Toal¥N % pirt® N % % % pir® %
Totals 150 30.7 n 4.6 ee0  y 221 448 560 93.0 soe 619
Time-in-program ’
< 12 months n 183 - - - - - 189 - - -
> 12 months M - 4 - - - - - ns - - -
Pt YY) R, - - oo - - -
Race
Wack - 56 ) 24 150 oo 80 45.0 589 958 L 70.0
Hopanic 40 328 18 66.7 A 58 431 60.0 88.9 Al 69.0
W hite 54 78 29 79.3 eoe 8} 45.8 500 9.1 seo 65.1

¢ ' - -
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19-26 92 .25.0 .M 794 oo 126 39.7 $3) 97.) eeo 6.1
27 : 21 524 24 ° 708 - 43 62.2 66.7 91.7 o0 80.0
pC o0 - ) [ - - _ .
Ding
Opivid ' 1)6 4 56 78.6 oo0 192 458 559 94.6 soe 61.5
Nonopivid 14 . 14) 15 60.0 os0 29 3719 s1.1 85.7 ¢ 69.0
p - - - - - -—
Sen :
Matey? , - - 44 86.4 - - - - 9.7 - -
1 cmales ¢ = - 1 M - - - - 85.2 - -

e - -
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Fig. 2. The Success Index for the 1970-1971 cohort in relation to time-in-program (T1>
for the year prior to treatment and all years posttreatment. Aimost |00% of each TP
STOUp was in the lowest index before Phuenix. In follow-up, Groups 2 and 3 sowed
few TIP differences. However, TIP systematically related to reductivns in Group | 11egg:
favorable) and to increases in Group 4 (most favorable). The small reversl in the 1£.i3.
month TIP retlects its Larger proportion of young clients,
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l:‘ix. 3. Improvement over pretreatment status in relation to time-in-program through all
years of [ollow-up for the 1970-1 971 cohor.

This factor also accounted for the significant difference in rates between
the nonopioid abusers in the two cohorts. Only 14% of the 1970 cohort were
nonopioid abusers. However, their high success rate reflects the fact that all but
five were primary prescription users or claimed no primary drug.

The conservative DrugDX requirement of continued abstinence from the
primary drug suppressed the success rates among the 1974 alcohol and marijuana
abusers; and, to some extent it masked drug use among the successes in the other
primary drug groups. For example, opioid use and/or one drink among primary
alcohol abusers, or one *Joint™ among Primary marijuana abusers resulted ina
less than Best Success status throughout all years of follow-up. Therefore, .
abstinence was rare, although other analyses revealed significant Cecreases in*
the frequency of their primary drug, and there was little use of opioids or other
illicit substances. -

Conversely, more of the other nonopioid abusers attained abstinence from
their primary drug, but (with the exception of the “no Primary”™ group) their
use of alcohol or marijuana did not violate the DrugDX. Similarly. most opioid
abusers achieved abstinence, but their use of nonopioids did not yield a DrugDX.
For example, approximately one-third of the successful opivid abusers in both
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Table 8
Success Comparisons 1970-1971 and 1974 Cohors (%)
Dropouts Graduates Touls
Post 2, Post 2, Post 2.
N Postl cum. N Postl] am N Postl cum.
Total sample
Best Success (#4)
1970 150 427 34.7 71 901 887 221 $9.7 539
1974 218 391 349 31 182 617 246 435 39.0
pl - - s [ 1] (1 1] ess
Improvement
1970 150 687 633 71 958 953 221 774 138
1274 21 603 563 31 935 936 246 646 309
P . - - - - -
Opioid abusers
Best Success (#4)
1970 . 136 478 382 56 964 936 192 621 5635
1214 117 547 48.7 19 947 895 136 60.3 44
’ - L ] - - . - -
Improvement
1970 136 684 632 s6 982 982 192 6.8 73.2
1974 117 . 75.2 70.9 19 100.0 100.0 136 78.7 5.0
Nonopioid abusers
Best Success (#4)
1970 14 286 28.6 1S 66.7 66.7 29 483 283
1974 98 204 18.4 12 417 333 110 227 230
p‘ - - - * sse ss®
{mprovement ]
1970 14 714 ns 1S 867 867 29 793 733
1974 98 429 38.8 12 833 833 110 473 27
) e oo - - sse see

3Chi-square values.
*p<.10; *°p < .0S: **°p < 01; ****p < 001.

cohorts used alcohol and/or marijuana more than three times week!y Zuning at
least 1 month of follow-up, although virtually no use of other substances was
indicated. Thus, while the DrugDX critena accord with the TC's stmct cliniesd

view of success, they do not fully reilect the actual pattern of drug use in
follow-up among different drug abusers. c
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In summary, the cohort comparisons indicate that suczess related to
primary drug: Opioid abusers reveal the highest rates, followed tv ronopioid
abusers whose primary substances were not alcohol or marijuana. Few successes
occurred among primary marijuana or alcohol abusers, but their frecuency of
primary drug use decreased, as did criminal involvement, particulariy among the
alcohol abusers.

More of the “‘other” nonopioid and the opioid abusers in Soth cohorts
were successful, indicating absence of crime and abstinence from their primary
drug, but their successes revealed moderate use of alcohol and marijuana. 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 empioyment.

For both opioid and nonopioid abusers, however, success and imgrovemnent
were higher for graduates and increased with length of stay. This, and the close
correspondence between two opioid cohorts—separated by 3-6 years—grovices
an impressive replication of the basic results of the stucy.

DISCUSSION

Are the Phoenix success results consistent with those of other stucies, and
can they be generalized to other TCs? Precise comparisons with the few investi.
gations utilizing a composite index of outcome are impeded tecause 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 2nd crime in
their composite outcomes. These also report cumulative success results thag
combine intermittent 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 crime or drug use.
and the requirement of continued favorable status excluded intermittent
successes.

The generality of the present findings may also be limited by zrezram vania-
bility. This is illustrated in comparisons with theragceutic communnty results
obtained in the DARP studies. The latter employed 3 favorazie outcome
measure which resembled the Best Success Index used in the present work (see
Simpson and Sells, 1981). Results were compared for male opivid acdicts in the
first posttreatment year. In the DARP 1972.1973 cohort, 28% of the TC clients
received a highly favorable outcome. compared with §4% of the 1971 Phoenix
opioid addicts (dropouts = 44 .4%: graduates = 96.0%).

This success difference did not relate to sample compusition sincs the
Phoenix 1970-1971 dropouts and the DARP TCs were similar in age, snmary
drug, race, and retention. Nor does it reflect variability within DARP's TC
modality since its outcome results did not vary significantly acress the seven
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programs surveyed (Joe et al., 1980).® Nevertheless, the higher Phoenix success
rates do suggest that program effectiveness may vary within the TC modality,
a conclusion reported in other multiprogram studies (e.g., Sheffet et al., 1980;
Winick, 1980). Differences in clients served, philosophy, resources, and clinical
and management experience, as well as success criteria, highlight the need for
single.program studies. '

The DARP and Phoenix studies, however, were consistent in showing a
significanit positive relationship between TIP and follow-up status. This corre-
spondence validates 2 main conclusion from both research efforts that stresses
the importance of treatment tenure for sucsessful outcome.t

The issue of generality emphasizes some important caveats in this and other
research on success or global outcome. First, the limits of seif-reported data
must be considered in the interpretation of success rates based upon composite
indices, regardless of how these are constructed. The reliability and validity of
~ self-report on the separate outcome variables is high, but (as discussed in the
Method section), inclusion of agency information in the indices could lower
overall success rates.

®For this comparison, the Phoenix success rates are adjusted because the criteria were
revised to match exactly those employed by DARP: no crirmunality, assessed through seif-
reported asrests and incarcerations: no opioid and no nonopioid use; less than daily
marijuana use. Comparisons were limited to male opioid addicts defined by DARP as active:
Le., who were daily users of opioids in the 2 months prior to treatment. The success
differences between DARP and Phoenix are not related to sample differences in retention.
DARP drew a 14% sample of all 1972-1973 admissions: the Phoenix dropout cohort was a
2% sample of all 1970-1971 male single admusions. Both amples purposefully overrepre-
sented > 12-month clients compared with TIP distributions in their parent population.
The DARP sample adjusted tor this bias with 3 weighting procedure which, however, yicided
no signiticant difference between the adjusted and unadjusted results on its multiple
outcome variables. Thus, it is unlikely that the nuccess ditferences between the two studies
reflect errors of weighting, although that possibility cannot be ruled out. Finally, DARP
findings on success fates and program comparisons were obtained in two separate studies
of essentially the same sample of TC clients. The study of program diflerences did not
involve composite indices but only the multiple cutcome variables that entered into these
indices. Results indicated no significant program differences in effectiveness within the TC
modality, a finding presumed valid for the composite indices (Joe et 3L, 1980).
tSuccess rates were reported in studies of the methadone treatment network in Washington
and for several modalities in New York, including four TCs (Burt et aL, 1979). Comparisons
are not proper since one of these was Phoenix House. However, this study illustrates some
of the 3bove methodological problems. For example, the TCs report $8% success rates (tull
extent of recovery in their system) but no time-in-program etfects, which is contrary to
the Phoenix House and DARP results. The compusite measuces were similar to thuse of the
present research. However, status was compared Jor 3 period 2 months privr to treatment
and 2 months beture interview. This represents a snott ime-sampling ul behavior cuompared
with the l-year observations in the DARP studies and the all-year data in the present work.
As discussed elsewhcere, the 2-monthi measure tends to intlate success rates and ubsure
important ditTerences by timein-program (De Leon and Andrews. 197X),
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Second, the present success and improvement results describe 2 nax;row bar.
of clients who met particular behavioral and temporal criteria. These ignore tt
clients who were intermittently successful or improved. For example, about é&

of the sample improved under the present criteria. However. each 'chgft_'_f;_
Jtatus required elimination of drug use or criminal activity, and like sucsss

caco nag 0 be continually maintained throughout follow-up. Measurss ¢
extent that assess the degree of behavioral change would more fully d:sc:.-;b
improvement, and delineation of patterns of outcomes that reflest combirz
tions of behavioral and temporal measures would illuminate the clieat
changing status,

Third, these results do not provide a complete picture of adjustnent amon-
the successful clients, but describe change in drug use and criminality. Othe
findings for the 1974 cohort have revealed a high correlation between succes
and psychological profiles at follow-up. The latter, however, did not apgea
particularly healthy at follow-up (De Leon and Jainchill, 1981).

Thus, sophisticated indices are needed to capture the extent and diversit:
of individual change. In addition to psychological dimensions, 3 pertrait of the
“health,” or adaptation, of the successful individual must include social drug vse
and quality-of-life variables,

Issues of Interpretation. Notwithstanding the above qualifications. (ie
present findings firmly establish a refationship between residency in the TC
and client status at follow-up. Conclusions conceming treatment eflectiveness.
however, must be interpreted in light of methodological, statisticai. and otie:
considerations. Some of these are reviewed below, and a perspective [or unzer
standing treatment influence is outlined.

The most serious threat to the validity of inferences about treatmsn is
the lack of control groups. The follow-up sample may be self-selested ta seex.
remain in, and benefit from the therapeutic community: or, perhaps, to imp:ove
without any treatment. Thus far, however, solutions to these seiection probiems
have eluded research strategies. Assembling untreated matched contrels cr
comparative treatment groups through random assignment has not beea fezz:ole.
There are ethical problems in withholding treatment, and random ass:gni:zat to
.modalities, even those selected by clients, requires huge samples to atsors
attrition rates arising from client-treatment mismatch.

Statistical and behavioral hypotheses could be advanced to explain the
observed changes over time. For example, statistical regression to the -norm
or less deviancy would predict changes from extreme levels or -points of
reference. Highly deviant-behavior is not likely to repeat on secund observation

~but tends to approach more normative or less extreme levels. This hypothes:s
assumes that peak deviancy [or clients occurs in the year prior to Pheenix. A:
follow-up, a decline (i.c., regression) to less deviancy would be expected.
unrelated to residential treatment.
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Two considerations argue against statistical regression. That peak deviancy
would have declined without treatment is a questionable 2 posteriori assump.-
tion. There is no direct way of assessing status beyond the year of the peak had
these dclients not made contact with Phoenix House. Moreover, with rare
exceptions, criminality and drug use during treaument remained at zero for all
clients. Statistical regression would not exgect this precizitcus and uniform
drop from peak to near zero deviancy, irrespective of individual diffetences in
pretreatment deviancy or in their length of stay.

A behavional cycle hypothesis views addicticn (and associated criminal
activity) as recurrent episodes of illness. Thase Fass rougd peaks and troughs
independent of treatment influences, and Feriaps modify over vears as self-
limiting phenomena. In the present results, for example, the uniform drep
from the pretreatment peak would mark the ead of a negqative phase of the
cycle, and success during treatment and through follow-up would be 2 continu-
ation of the pasitive phase. At some undetermined point in follow-up a g3cual
worsening should commence, signaling the starz of 2 new rezative phase of the
cycle. '

Contrary to this hypothesis, there is no evidsnce for 2 new rezative cycie
in the long-term 1970 cohort. Among successes, the rates after vear | deciined
by less than 15%. More problematic is that a benavioral cvcie bypothesis is
difficult to test empirically. Such a test muse secify in advance a finite seriod
for observing the completion of a full cycle. [a the present Cesizn, client starus
was observed from | year pre- through § yeass Fosttraaiment; moreover, azency
records revealed that arrest rates throughout follow-up remained lower tman
S pretreatment years, not only the peak year grior to treatrment (De Leoneral..
1979). Either these results reflect the self-limiting characteris:ics presumed for
this illness, or the period of observation was stiil too short to permit onset of
3 new cycle. This interpretative dilemma does not reacily ajlow for direct
investigation. -

In long-term follow-up, a variety of influences may affect client status;
e.g., other treatments or a changing social ciimate. Treatments after Phoemux
House did not significantly affect the Best Success rtes in either cohort. For
example, self-reported reentry into drug treatment occurred in 5% of 1970
graduates (S cumulative years) and 39<% of the cropouts (3 cumulative years).
For the 1974 cohort, the values were 0% and 23% for the zraciates and drop-
outs, respectively (2 cumulative years). Some successes ¢id rezort later dreg
treatment, but no drug use. When these discrezancies are deleted. success rates
reduce by 4% in each cohort.

Social climate factors such as the availatility of iljicit drugs. law enforce-
ment pressures, and the general €conomy are often presumed 10 aifect dient
adjustment after treatment. Relating broad scel conditions to individual status
is 2 formidable problem for analyses. Indicatiens are, however, that these factors
did not substantially affect the present findings
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For example, the declining trend in the availaility of street heroin from
late 1973 may account for its decreased use in the ‘ollow-up period. Opiocid
abusers did yield the highest sucaess rates, but their r=sults do not suzport an
availability hypothesis. Among the 1970 clients, the iarzest reducticn in hercin
use occurs in the fist posttreatment year (1971-1572), which precedss the
declining trend. Furthermore, the 1974 heroin abuses also showed their largest
reduction in their first posttreatment year (1975-1976). The simiiar first-vear
reductions, irrespective of year of separation, point more to treatment impact
than to unavailability of heroin. Additionally, as reilected in their large DrugDX
reductions, opioid abusers revealed little involvement with methadcne or other
drugs that have been increasingly present since 1973. With the exseption of
modest increases in marijuana and alcohol use, the pattern in follow-up s7zs an
overall decline in the use of all drugs (see De Leon, 1951).

Law enforcement policy did not appear signifint in the present results.
Evaluation of the tough New York Drug Law of September 1973, aimed at
illicit drug sales and drug possession, concluced that it has not been consistentiy.
enforced (Joint Committee on New York Drug Law Evaluation, 1977). Parz-
doxically, then, the eniorcement climate since the 1973 law may have besa
more lenient than in the period 1969.1972. Nevertheiess, both concrs reveaied
their largest reductions in the CrimDX, the comprexensive incex of crirminal
activity. (Further evidence for lenient enforcement was seen in the multiple
outcome varizbles of the criminal profile. The 157% cohort revezied more
criminal engagements than the 1970 cohort, but 2 somewhat lowe: number of
arrests at follow-up.)

.. Economic influences were not prominent in maintining the sussess s2zius
of “clients. Full-time employment (EmpDX > 50%) ¢d increase at foilow-up
for most clients, suggesting general influences from ezonomic or emdloyment-
related factors. These influences appear minimal, however, since successss.
revealed significantly greater gains. Moreover, their salaries and job leveis
remained low relative to a similar cemographic posulation in New York
(Bondarin, 1976). Thus limitations relating to the clieat. 10 the treatment, or
to other factors not associated with economic viscissitudes affected e earninz
potential of the successful individuals in follow-up. )

That clients maintain their successful status in the years after Phoenix,
however, may still involve factors that are unique to individuals. Thus far,
regression analyses indicate little contribution to 1973 success rates from
selected background variables. Success was negtively related to lifesime
criminality, and positively correlsted with pretreatment educatiomal level.
Though significant, theze associations were small comzared with the effecss of
time-in-program. Further analyses, however, must exzmine 2 wicer nnge of
variables in both cohorts to more fully assess the contribution of tackground
factors. :
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The extent to which maturation influenced the long-term sucsess results
3ppears minimal. As described in the literature, the “maturing out™ of 3ddiction
or deviancy is more apparent after age 35. In the present sample, over 7053 were
less than 30 years old at interview.

Though age overall did not consistently relate to retention or sucsess, there
were some age interactions. The 1970 graduates were significantly older than
the remainder of the sample. For the 1970 dropouts and the 1974 female
dropouts, successes occurred significantly more often in the older ciieats. In
both cohorts, the youngest clients (< 19) were overrepresented among the > [2-
month dropouts, but this did not yield more successes in that age group. In fact,
few of the youngest 1970 successes had less than 20 months in the srogram.
‘For example, a reversal in the 1970 TIP trend occurred in the 15.19-meata
group because of their high proportion of young clients (see Fig. 2). For t=s
latter, then, long-term residency may be a necessary requirement for staoie
outcome. Thus, retention remained the most significant correiate of suczess

for any age. However, the optimal period of stay may vary with aze-reiated
factors.

UNDERSTANDING TREATMENT INFLUENCE:
A PERSPECTIVE

The above issues underscore the multivariate complexity of indiviioaj
change implicit in the TC's perspective of the role of treatment. This Dexpesiive
views the client who comes for treatment as a changing person for ¥ncm exz:2n-
ence in a program represents a significant, albeit limited, episode in tne con ins.
ing process of change and adaptation. Positive and negauive pressuras, sxinnas
and intrinsic to the client, lead to treatment contact, Therearter, the c-znze
process involves a balance between client factors and treatment and nonfreag.
meant influences that shifts during and following the residential exgerence,

For example, drug use and antisocial behavior are virtually apsent Wreugh-
out residency. Early in the Program, this may relate more :0 ::e Sizent’s
motivation, or extermnal pressures, than to treatment. Continued pxirive
behavior during residency, however, reflects the increasing contnbution of the
Program’s influence. After residency, nontreatment influences azmin assume
relatively more importance; maintaining a positive life-style depencds ugca those
influences and the stability of what is learned during treatment.

Testing the validity of this perspective was not an aim of the rresent stucy.
However, the main findings are consistent with its hypothesis that outccme
reflects the interplay of client and program factors.

First, the majority of both cohors were voluntary admissions ¢ 1970-1971.
54.9%: 1974, 64.29%). Nevertheless. during tesidency, successiul Status wag
maintained by practically all individuals regardless uf their reasun ror entry into
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treatment or their length of stay. Clients in Phoenix House are 2 doorway away
from the strest, with no physical restraints upon their activities. They are free
to leave, commit crimes, or take drugs. That they maintain positive behavior
in residency is a consequence of choice, not risk, and implies influences arising
from 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
decreased from near 100% residential level in the first year after separztion,
the period most contiguous with treatment. Thereafter, however, they declined
modestly, remaining well above pretreatment levels at magnitudes that are
directly 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 difierences was also evident in the
relationship between success and retention. Over 45% of the > 12-mcath
dropouts had unfavorable outcomes, while a quarter of the < !2-month
dropouts did attain success. These results imply that most residents require at
least a year to change. Others need more, and 2 few benefit from less exposure
to treatment. Individuals may contribute to their own length of stay, but time-
correlated program influences are essential to render change.

Successful outcome, therefore, emerges from an interaction of client and
treatment factors. The specific impact of the treatment experience is most
appatent during and immediately following residency; thereafter, though less
recogruzable, its effects may integrate with (or perhaps alter) the contribution
of other experiences in maintaining successiul status. Some assessment of
these is reported in a later study in which analyses are expanded to include
Pattems of outcome (e.g.. failures, intermittent successes, and improvements).
Results describe client perceptions of the relative importance of treatment and
nontreatment influences upon their life-style since leaving Phoenix House.

Overall, the present study provides impressive evidence for the effectiveness
of the therapeutic community approach in modifying drug abuse. Direct investi-
gation of the change process during residency can strengthen conclusions
concerning the specific relationship between treatment and outcome. With
respect to the latter, beginning efforts in other TCs report a positive association
between TIP, client insight, and participation 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. 195 De Leon and Jainchill, 1981).

Finally, the present composite indices reflect one TC's austere treatment
goal of social adjustment depicted in absolute, albeit conservauve. criteria of
success. Nevertheless, Phoenix House is a stable example o the traditional TC
approach. While undoubtedly unique, its success and improvement results
provide firm hypotheses for research in other settings.
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Some persons 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 (TC), 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
prison-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 Comnerstone 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. Clients 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 “leaming 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 t0 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: Background Information

Race

Education

Comparison Groups N*® Age® Black White Hispanic <8 29

Male Groups
TC Treatment 435 29.8 S22 210 268 203 797
Milieu Therapy 576 31.3¢ 524 242 235 219 781
Counseling 261 29.6 516 225 260 20.7 793
No Treatment 159 28.9 497 239 264 229 771
Statistic F=763 chi square = 2.61 chi square = 0.62
Probability <.001 n.s. n.s.
Female Groups
TC Treatment 247 30.1 534 174 291 21.2 788
Counseling 113 296 531 274 195 9.0 91.0
No Treatment 38 28.8 789 79 133 7.9 921
Statistic? F=0.72 chi square = 16.16 chi square = 10.19
Probability ns. < .005 < .01
Marital Status® Crime Scores
Comparison Groups Single Div/Sep Married History Offense
Male Groups
TC Treatment 39.5 16.3 442 2.47 4.06
Milieu Therapy 39.1 13.6 47.4 3.43 4.26
Counseling - 315 1.2 57.3 2.75 4.31
No Treatment 41.2 147 4.1 2.94 4.08
Statistic? chi square = 2.61 F=10.15 F=152
Probability n.s. < .001 n.s.
Female Groups )
TC Treatment 33.0 20.0 47.0 1.42 4.2
Counseling 346 250 40.0 1.72 4.0
No Treatment 38.9 16.7 44 4 1.10 3.8
Statistic? chi square = 1.12 F=154 F=088
Probability n.s. n.s. n.s.

a. N represents the total sample size for each of the study groups. Sample size may

vary for individual variables.

b. Age was calculated at the time subjects were released from prison.
. Milieu males are significantly older than males in each of the other groups.
d. Comparisons of pairs of 8roup means were done using the Student-Newman-Keuls

range test (p = .05).
€. Marital status excludes approximately 800 cases.

1. The male milieu group has a higher criminal history score than all the other male

groups.
n.8. = not significant
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TABLE 2: Time Variables (in mean number of months)

Prison On Parole

Comparison Groups In Program InPrison  Postprogram  Supervision
Male Groups

TC Treatment 7.28 305 6.89 347

Milieu

Treatment 8.2t 37.8° 5.8 40.6°

Counseling

Treatment 53 31.5 48 41.3

No Treatment n.a. 345 n.a. 41.2

F Statistic . 21.6 10.6 5.0 3.2

Significance < .001 <.001 <.01 < .05
Female Groups

TC Treatment 6.5 240 6.5 3.4

Counseling

Treatment 5.3 3.7 6.2 345

No Treatment na. 19.1 n.a. 305

F Statistic 48 13 0.2 0.2

Significance <.05 < .001

a. The TC group spent significantly more time in program than the counseling group.
b. The Milieu group spent significantly more time in program than the counseling or TC
groups.

¢. The Milieu group spent significantly more time in prison than the counseling or TC
groups.

d. The TC group spent significantly more months in prison after treatment than the
counseling group.

e. The Milieu group had significantly more months on parole supervision than the TC
group. .

f. The Female counseling group spent significantly more months in prison than the
female TC and no-treatment groups.

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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treatment group. Months on parole supervision for the female groups
ranged between 39 and 35 months, with no significant differences
between the groups.

PAROLE OUTCOME FINDINGS

The effects of the TC treatment and other treatment modalities on
three parole outcome variables were analyzed. These variables were
the percentage of the group arrested, the mean time until first arrest
(for those arrested in each group), and the percentage of the group
positively discharged from parole. The percentage arrested is the
proportion of the group that was arrested at least once while on parole.
The time until arrest is calculated as the number of months between
the time offenders are released from prison and the time they are
arrested for the first time. This variable is used to measure how
effective the programs are at delaying criminality among offenders
who recidivate. Positive parole discharge is the completion of parole
without rule violations, arrests, or revocation. This variable measures
the long-term effects 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
does not control for differences in time in treatment or other back-
ground variables. The second analysis assesses the effects of different
lengths of time in the TC on the three outcome variables. Finally, a
multivariate analysis of the effect of time jn TC treatment on time until
arrest, controlling for background variables and “time at risk,” is
reported.

COMPARISONS OF OVERALL TREATMENT EFFECTS

This section presents findings of tests of the hypothesis that treat-
ment in the TC is more effective than other prison treatment modalities
and no-treatment. The analyses relating the study groups to each of
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TABLE 3: Pamle Outcomes

Positive
Amrested Mean Months Parole Discharge®
Comparison Groups n  percentage Until Arrested® n percentage
Male Groups
TC Treatment 17 26.9 13.1 157 58.1
Milieu 198 34.6 .4 164 52.6
Counseling 104 39.8 12.0 69 52.7
No Treatment 65 40.9 15.0 66 60.6
Statistic chi square = 17.8 F =232 F=3.40
Significance p < .001 p=.07 n.s
Female Groups®
TC Treatment 44 17.8 124 98 772
Counseling 33 29.2 14.6 58 68.2
No Treatment 9 23.7 8.6 9 52.9
Statistic chi square = 5.37 F=103 chi square = 5.35
Significance p=.07 n.s. p=.07

a. Represents time until arrested for prisoners who were arrested after this release from
prison. N

b. For parole discharge data, 401 cases are missing for males and 169 cases are
missing for females because these subjects had not been discharged by the time the
data set was prepared for analysis.

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

Comparison Arrested Positive Parole Discharge
Groups Number Percentage Chi Square Number Percentage ChiSquare
Male Groups
TC Group "7 26.9 157 58.1
Milieu 188 345 [ 2 4 bl 164 52.6 1.82
TC Group 17 26.9 157 58.1 '
Counseling 104 398 12.67* 69 52.7 1.08
TC Group 17 26.9 157 58.1
All Comparison
Groups® k.74 3r.0 13,7 229 54.2 1.16
Female Groups
TC Group a4 17.8 28 772
Counseling 33 29.2 6.0* 58 68.2 2.1
TC Group 44 17.8 28 77.2
All Comparison .
Groups® 42 278 S.4* 67 85.7 37

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 arrest
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
from 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 arrest 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 arrest decreased to an
average of 14 months. The downward trend until arrest after 12 months
suggests that for the TC male group there is a quadratic relationship
between time-in-program and time until arrest. That is, as time-in-
program increases, time until arrest rises and then falls.

Regression analyses relating time until arrest 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 arrest, provides a significant contribution to time
until arrest (R* = .058, p = .031). The relationship between time in
program and time until arrest was less defined for the females.
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Months Untll
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Figure 1: Time until arrest and positive parole discharge by program by time in
treatment: males.

Percentage Positively Dischargéd 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-arrest 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-month
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-in-program
data show an increase in positive parole outcomes from 79% for 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 (logistic 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 arrest for TC males. Back-
ground factors included age, total criminal history score, and the
length of time in prison after treatment. These variables were included
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 in the
program for over 12 months, the TC time-in-program variable was
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TABLE 5: Time Until Arrest (Multiple Regression Analysis)

Variable

Statistic B Coefficient Beta F
Age .483 323 41.354™
Duration of Parole Supervision .078 220 22.832*
Criminal History Score -618 -.162 9.994*
Postprogram Prison Time -.164 -.128 7.262*
TC Treatment -5.983 -.268 6.814%
Milieu Therapy Treatment -3.285 -.157 3.303
Counseling Treatment -3.194 -.120 2.278
Timein TC : 859 .383 5.344*
Time in Milieu -.151 -.085 1.798
Time in Counseling -128 -.036 321
Time in TC, squared -.033 -.279 4.878*
Constant -1.295

Multiple R 434

R Square .188

Adjusted R Square 166

Standard Error 9.390

F 8.600*"

*» < .05; ™p < .01.

entered in its quadratic form, that is, both as linear and squared
functions.

Table 5 shows the results of the multiple regression analyses. Age
and criminal history scores are significantly related to time until arrest.
The negative association between time until arrest and prior record
may result because more serious offenders are arrested sooner than
others. The positive relationship between time until arrest and age
indicates that older offenders who are arrested take slightly longer to
recidivate.

The most important findings are that the time-in-program variable
for TCs is significant and positively related to time until arrest, as
hypothesized, and that time-in-program squared is negatively related
to time until arrest. That is, the time until arrest is greater for residents
who complete the program in less than 12 months than for those who
are released after 12 months. The regression analysis shows that when
potentially confounding variables associated with time until arrest are
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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, & Lipton, 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 Qut
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 eam 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 from 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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Highlights of Studies Cited in the Institute of Medicine Summary

Harwood, H.J., Hubbard, 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,

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
"gsuccesses" 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.

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 Analysig. DHEW 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.)
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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.



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.



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.



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: The problems of this proposition are described
above.

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



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.



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 I
might help.

Sincerely,
Mitchell S. Rosenthal, M.D.

MSR:dg



Drug Treatment Funding

The President’s 1994 budget request for drug treatment
services 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 amount of adequate
resources for drug treatment in FY 1994.

The House recommended enormous cuts in the Block grant (§-
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 impact 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 Natcher.
Mr. Panetta agreed to thege letters. Dr. Brown personally
met with Mr. Natcher on the issue. (Attached)

As a result, the conference committee increased the Block
grant by $47 million over the President’s 1994 Budget
request, 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
will receive treatmeat than what was requested in the
President’s Budget.

Part of the problem is that there is a lack of commitment by
the OMB to increase resources for drug treatment. On
several occasions, OMB 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. OMB 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



FORMULA GRANT FUNDING

UESTION

What were the FY 1994 President’s request for the HHS, Justice and
Education Formula grants? What were the enacted levels? What is
the impact of these enacted levels?

ANSWER

o

The FY 1994 President’s request was $1.131 billion for the
Substance 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 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 Formula

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-1
10/18/93



TUESTION

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 Conference Delta
88.9 22.1 -66.8 10.0 -11.1 10.0 -12.1
BLRS-3

10/20/93
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R FUNDI
QUESTION

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

ANSWER

o The President’s 1994 budget request for drug treatment
services 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 amount of adequate resources for drug
treatment in FY 1994.

o 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 turm, 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 pergons would be
treated. I could not support such cuts.

o 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.

o As a result of my 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 Bservices. While the CEP was not fully
restored, the conference committee, at my request, sustained
adequate funding for the continuation of existing grants.

o 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 expansion
program grantees.

. .
fr=-



SENT BY:

10-22-93 : 5:27PM : 2024673609~ 202 456 7028:% 4/10

This' Administration is committed to treatment expansion
particularly for those that are most wvulnerable and at-risk:
specifically the hard-core, criminal justice and Pregnant
addicts. My FY 1995 budget recommendations to the President

will support enhanced and targeting funding for these
populations.

BUDGET-1
10/19/93
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P G (=]
OTEST

What wexre the FY 1994 President’s requaat for the HHS, Justice and
Education Formula grants? What were the enacted levels? What is
the impact of these enacted levelg?

o The FY 1994 President’s request was $1.131 billion for the
Substance Abuse Prevention and Treatment Block grant which is
administered hy WHS, $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.

0 Congress appropriated $1.177 billiun 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 Rudget request,

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

o] Congress onnly appropriated $365.5 million for the Druy-Free
Schools and Community program, a decrease of $129.1 milliem
(26%) from the FY 1994 President’s Budget request.

© The number of personsg being treated for drug abuse under the
Congressional action will decrease by over 24,000 persons than
what was requested by the Pregident. Although funding for the
Block grunt increased, funding for the Capacity Expansion

program was dramatically reduced, negatively impacting the
number of persons that could be trcated.

o] ‘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.

BLRB8-1
10/18/93
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OFFICE OF NATIONAL DRUG CONTROL POLICY

EXECUTIVE OFFICE OF THE PRESIDENT
Washington, D.C. 20500

July 16, 1993

MEMORANDUM TO DR. BRQWN
FROM: BRUCE CARNES

SUBJ: CUTS IN FY94 PROGRAMS

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

As you know, the House cut the SAMHSA block grant by $33M.
The Capacity Expansion Program was cut S67M. NASADAD has applied
8 lot of pressure to get the block grant restored.

The Public Health Service budget staff was asked by Peter
Edelman to develop a proposal to restore funding to the block
grant. The proposal would restore a total of $12.8M to the block
grant by taking further reductions in the Capacity Expansion
Program (-$6.8M), the High Risk Youth Program (-$5M), and the
National Capital Demonstration Program in D.C. (=-S1.0M). These
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 1ike to be involved in these
deliberations 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 would help
soothe NASADAD, but that the cuts would be borne in programs
serving the most disadvantaged and hard-core users, and that that
was a concern they should factor in. Moreover, inasmuch as you
treat 3 persons through the CEP program for every one you treat
through the block grant, there would be a further reduction in
individuals receiving treatment.

* %k * Xk %

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:

B significantly expanded the number and
availability of treatment services;

W minimized punitive, criminal justice
responses to the perinatal substance use
problem; and

8 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. Asmany as 11 percent of the
babies born 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 their
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.

California. 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.

lllinois. 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

Comprehensive Approaches in

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 drug treatment
program, and infant support services.

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

10 States

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 matemnity,
support, and substance use treatment
services.




Drug Treatment: Closing in on the Target

I 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 comipassionate 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 .

RN

studies have shown that when drug

the: public and $3 in increased
© productivity. Also, as the edito-
rial points out, Jongitudinal

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-
ogy 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: .- w2rs develop new treatment
modaui2s. Such technology plays an
important 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, |
say without hesitation that treatment

15.3n integral part of our National
Drug Control Policy. - '
: " LEEP.BROWN -
Director
Vifice of National Drug Control Polcy
" Washington

T !

k
X BY T. 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 trauly 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 rate 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.

1 pray that The Post will consider

endorsing Baltimore Mayor Kurt
Schmoke's plan for “medicalization.”

It is the “silver bullet” solution to our

crime problem. It is impossible for'a? .
to go on ignoring the fact that our’”’

_ “war on drugs” has had the same™
_ results as did the prohibition of alcdh- ™

hol. But we-cannot solve this problem'*
the same way. It is ridiculous td' -’
consider outright legalization of deadt -

ly drugs (cocaine, heroin) as we did™""
alcohol. Mayor Schmoke’s plan is ﬂF’ B
answer. . Heirns
This country. does need saving, ahd ?-

“medicalization” will do it. g

: JAMES T. SHIRLEY'TII*"
Blacksburg, Va:*

| |

While I share The Post's view that -
no one form of treatment can be
applicable to every addict, I believe
that view misses two fundamentald “:
that must be part of every addict's"’
therapy. : o

Everything The Post has written °
cries out for accountability of the way
we spend drug treatment monies. ] -
have seen altogether too many go

-through therapy and graduate drug- -

free, only to return to addiction for °
the same reasons they became ad-. -
dicts in the first place. I 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 1o have real long-term treat- . -
ment successes. . . .
We need to face the fact that for to -

-many 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. Residen- -
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 number of
addicts, we can reduce crime and
health care costs and improve produc-
tivity. The fiscal advantages to our .
governments’ budgets and the eco-
nomic advantages 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
U.5. Representatne (N Y

Washington .
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‘Some Character Had to Be Built’

How's the cow?

She walks. She talks. She’s full of
chalk. The lacteal fluid extracted
Jrom the female of the bovine

* species is highly prolific in the nth

ree.

ANNAPOLIS—That curious in-
cantation endures in the “reefpoints,”
but the plebes aren’t required to
memorize it anymore. Midshipman
First Class Sean Fahey expects they
will be again someday, when the Navy
and its acaderny 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, won’t be head-
ing into harm’s way without experi--
ence. On a shimmering 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

.t the start. At the end, you accept
- more than authority. You accept re-

sponsibility. You stop guessing.”
That’s his memory of the Plebé

Summer of 1990. That, and a ship’s
visit to a cruiser with its company of
500. “In calculus and chemistry 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 approachimg it, and it

" grows bigger and bigger. To be

around something 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 ] be
up to this?” Maybe that's the moment
VOU §2v 10 vratrealW Teta —.. 127 o

.rial used to study for exams, including

sion between honor and Joyalty: That
wasn't vicious. It was just wrong. Have
you seen that movie, ‘Scent of 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 right thing
to do? It took a little while to work that
out. Now I think our class has a clearer
understanding of what honor is than
any dlass 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 of graduations are being delayed.
But the largest part of the hole in the
Class of '94 is reparable. On his last
student cruise, between the Second
and First Class vears, Fahey felt a
bracing hope as he made a complete
turn of the world, part of the time .
with a carrier battle group in the Per-

sian Guif. :

The gunnery officer had just broken
his leg. “Fahey,” the captain said, “]
need a gunnery officer. You're it.” He
was in the Navy now. Twenty miles
off the coast of Iraq, the Annapolis
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 just 5-9 but-looks taller in

I P T/ ST I | ANE TY TN

Lish ar nnlitical cmanan ~-:- .
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Carol Rasco

Assistant to the President
Domestic Policy Council

1600 Pennsylvania Avenue, NW
Washington, DC 20506

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
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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.

Sinceri;y, r

,Qk,ﬁw///

/jpse A. Califano, Jr.
s

encl.
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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:

-- S§7 in benefits accrue to taxpayers for each dollar spent
on treatment;

-— Treatment participants cost taxpayers about $22,800
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 alcohbl 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 races/ethnicity. '

- Treatment has a qignificantly larger effect on crime and
its attendant costs than on health, except for sharp
dcolinco in dircotly rclated health care costs, like
averdose hospitalizationg, where hralth costs were much
reduced.

Much other research exists as well and it i1s 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.

o Treatment programs, flexible in policy and procedure, that
adopt a compination Of treatment components suited to <the
individual's problema and needs produce better results than
rigid programs.

. To bec osuccessful, trcatment programa must provide a
significant leval of structure. Thornugh and continuous
assessment, Lredlunent planning, supervision, and

accountability must be integral parts of treatment.

. Regidenlial Lrealment proyrawms with carefully planned and
cxccutced traneitional eervioces, supervision, and support have
significantly better outcomes than programs without =such
services.

. 'reatment tor the drug-dependent can be enhanced when there is
direct criminal justice involvement.

. 'he threat of criminal justice sanction motivates ottenders to
enter treatment and, perhaps more important, motivates them to
stay in treatment for a period of time sufficient for behavior

change.

0 Programg in correctional ingtitution sattings arae more
successful when they are provided in a segregated treatment
unit.

In summary, drug dependent people who participate in druq
trecatment, when compared to those who do not, dccrcase their drug
use, decrease their criminal activity, increase thair employment,
improve Llheir social and intrapersonal funclivning, and improve
their physical health. Drug use and criminal activity decrcase 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 $7; $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 S3 for every S1 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 assaciated
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

3
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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, sképticism
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 Strategy targets the most difficult
population -- the hardcore user -- it 1is essential that drug
treatment be complemented by other necessary rehabilitative
services. Drug treatment is an essential part but must be joined
by other services, all of which must be coordinated through
intensive case management or offender management.

ODR:3/3/95



Date: 02/13/95 Time: 08:44
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.

**0f 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 O847EST
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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.

Potential Cost of Removing the IMD Exclusion. According to a 1992 HHS study,

removing the IMD exclusion could increase Federal Medicaid expend1tules 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.

The Health Security Act will

prov1de substance abuse treatment for all Amerlcans 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 revenuces as
residents obtain insurance coverage.

' ' m. Substance abuse coverage
offeled 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
comprchensive benefit package may be supplemented by States for recipients of .
AFDC and SSI cash benefits -- both now and under the Health Sccurity Act -- subject
to the residential treatment exclusion and any limitations imposed by States. In
addition, the Federal Government will supplement the comprchensive benefit
package for all Medicaid-eligible children.

f residential treatment for pre n. HHS is currently funding
demonstration projects to study expanded access to care for Medicaid-eligible
pregnant substance abusers in New York, Massachusctts, 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.
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Residential Substance Abuse Treatment Under Medicaid

Medicaid does not reimburse States for the costs of residential substance abuse
treatment for indjviduals between the ages of 22 and 65 in facilitics 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 IMD Exclusion. 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 Statc and Jocal IMD expenditures by $870 million annually.

Coverage guaranieed in the Health Security Acl. The Icalth 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 abusc 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 revenucs as
residents obtain insurance coverage.

1 rage will contir 1 orm. 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-cligible 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 available for additional Federal health
initiatives, the Administration does not at this time suppori a change in Medicaid
IMD reimbursement policy.



