
PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' May 2009   Vol. 60   No. 5664466

Treatment mandates are a ma-
jor predictor of entry into
chemical dependency treat-

ment (1–5). In the public sector, indi-
viduals are often pressured to enter
treatment by criminal justice or wel-
fare agencies; in private programs the
pressure is often from employers (1,
3). Most research in this area has ex-
amined legal mandates, with treat-
ment retention and rearrest as out-
comes. Results are mixed, but out-
comes are often similar to those of
voluntary clients (5–12).

Employee substance use problems
are a major policy issue for employ-
ers, insurers, and health plans, as
they affect large numbers of workers
and impose a substantial financial
burden on employers. Treatment
mandates originate from employee
assistance programs, unions, or em-
ployers (3,4,13). Few recent studies
have examined how workplace man-
dates affect treatment outcomes, but
earlier studies found that employees
who were mandated to enter treat-
ment and those who sought treat-
ment voluntarily had comparable
outcomes (14,15).

Problem severity and motivation
are robust factors affecting chemical
dependency treatment outcome, pos-
sibly overriding effects of a mandate.
Substance use and psychiatric disor-
ders commonly co-occur among indi-
viduals in treatment (16–18), and

Substance Use, Symptom, and Employment
Outcomes of Persons With a Workplace
Mandate for Chemical Dependency Treatment
CCoonnssttaannccee  WWeeiissnneerr,,  DDrr..PP..HH..,,  MM..SS..WW..
YYuunn  LLuu,,  MM..AA..
AAggaatthhaa  HHiinnmmaann,,  BB..AA..
JJoohhnn  MMoonnaahhaann,,  PPhh..DD..
RRiicchhaarrdd  JJ..  BBoonnnniiee,,  LL..LL..BB..
CChhaarrlleess  DD..  MMoooorree,,  MM..DD..,,  MM..BB..AA..
FFeelliicciiaa  WW..  CChhii,,  MM..PP..HH..
PPaauull  SS..  AAppppeellbbaauumm,,  MM..DD..

Dr. Weisner is affiliated with the Department of Psychiatry, University of California, San
Francisco, 401 Parnassus Ave., Box F-0984, San Francisco, CA 94143 (e-mail: constance.
weisner@kp.org). She is also with the Division of Research, Kaiser Permanente Medical
Care Program, Oakland, California, where Ms. Lu, Ms. Hinman, and Ms. Chi are affili-
ated. Dr. Monahan and Mr. Bonnie are with the School of Law, University of Virginia,
Charlottesville. Dr. Moore is with Kaiser Permanente Chemical Dependency Recovery
Program, Sacramento, California. Dr. Appelbaum is with the Department of Psychiatry,
Columbia University, and the New York State Psychiatric Institute, New York City.

Objective: This study examined the role of workplace mandates to
chemical dependency treatment in treatment adherence, alcohol and
drug abstinence, severity of employment problems, and severity of psy-
chiatric problems. Methods: The sample included 448 employed mem-
bers of a private, nonprofit U.S. managed care health plan who entered
chemical dependency treatment with a workplace mandate (N=75) or
without one (N=373); 405 of these individuals were followed up at one
year (N=70 and N=335, respectively), and 362 participated in a five-year
follow up (N=60 and N=302, respectively). Propensity scores predicting
receipt of a workplace mandate were calculated. Logistic regression
and ordinary least-squares regression were used to predict length of
stay in chemical dependency treatment, alcohol and drug abstinence,
and psychiatric and employment problem severity at one and five years.
Results: Overall, participants with a workplace mandate had one- and
five-year outcomes similar to those without such a mandate. Having a
workplace mandate also predicted longer treatment stays and improve-
ment in employment problems. When other factors related to outcomes
were controlled for, having a workplace mandate predicted abstinence
at one year, with length of stay as a mediating variable. Conclusions:
Workplace mandates can be an effective mechanism for improving work
performance and other outcomes. Study participants who had a work-
place mandate were more likely than those who did not have a work-
place mandate to be abstinent at follow-up, and they did as well in treat-
ment, both short and long term. Pressure from the workplace likely gets
people to treatment earlier and provides incentives for treatment ad-
herence. (Psychiatric Services 60:646–654, 2009)



these complex patients typically do
less well than others (19–23). Howev-
er, whether their outcomes are affect-
ed by workplace mandates has not
been examined.

Because patients who are pres-
sured to enter treatment typically are
less motivated than those who are
self-referred, and motivation to ab-
stain from substance use is a key pre-
dictor of positive outcomes (24–27),
policy makers and treatment pro-
grams do not expect superior out-
comes for mandated patients. Rather,
studies typically examine whether
their outcomes are similar.

In this study we used data from a
large managed care health plan to
compare demographic characteris-
tics, perceived need for treatment,
and problem severity among em-
ployed patients who entered chemi-
cal dependency treatment with or
without a workplace mandate. Con-
trolling for other predictors of out-
come, we examined the short- and
long-term roles of mandates. Rele-
vant outcomes for employers, pa-
tients, and families include treatment
adherence, improvement in employ-
ment problems, and abstinence. Be-
cause of high rates of co-occurring
mental health problems, we also ex-
amined outcomes in terms of the
severity of psychiatric symptoms.

On the basis of the literature, we
hypothesized that individuals with
workplace mandates would show im-
provement at one-year follow-up and
have abstinence, employment, and
psychiatric outcomes similar to those
without such mandates. We further
examined whether outcomes were
sustained over five years.

Methods
Setting and sample
Kaiser Permanente Northern Califor-
nia is a large, private, nonprofit, inte-
grated managed care health plan cov-
ering 40% of the region’s commercial-
ly insured population and providing
chemical dependency and psychiatric
services internally (that is, they are not
contracted out). Most members are
insured through their own employer
or a family member’s employer.

The original study collected data
for 747 adults who were admitted to
the Kaiser Permanente Sacramento

Chemical Dependency Recovery
Program (CDRP) between April
1997 and December 1998 and who
were either randomly assigned to re-
ceive integrated primary care within
the CDRP or standard primary care
(28) or followed without random as-
signment. The analysis reported here
included data for the individuals from
the original sample who were em-
ployed full- or part-time at baseline
and followed up at one year (N=405)
and at five years (N=362). The study
was observational and examined the
effect on treatment outcomes of re-
ceiving a workplace mandate. Ran-
dom assignment was not based on
whether or not the participant had a
workplace mandate. Those with a
workplace mandate were equally dis-
tributed between the integrated pri-
mary care arm and the treatment-as-
usual arm. In addition to Kaiser Per-
manente administrative data, we used
data collected at intake and at one
and five years.

Patients from all 846 consecutive
admissions to treatment during the
study period were recruited; 747 of
the patients admitted (88%) agreed to
be in the original study. Of that group,
654 (88%) consented to random as-
signment to a treatment condition.
The others agreed to participate in
other study protocols. Data were col-
lected from all 747 participants at in-
take and from 668 (89%) at one year,
and 598 (80%) at five years. Patients
received random breath analysis and
urine screens during treatment and
at follow-ups. As noted above, the
two study arms did not differ by
workplace mandates. They also did
not differ by age, gender, level of
care, substance use severity, or psy-
chiatric diagnosis. The only differ-
ence between those followed up at
one year and those lost to follow-up
was that more women than men were
in the follow-up group (289 women,
or 92%, compared with 379 men, or
88%, p=.048). A detailed description
of the larger study has been published
elsewhere (28).

Institutional review board approval
was obtained from the University of
California, San Francisco, and Kaiser
Foundation Research Institute. All
participants provided written in-
formed consent.

Treatment programs
The CDRP offers group-based outpa-
tient and day treatment modalities.
Both include supportive group thera-
py, education, relapse prevention,
family therapy, and individual coun-
seling. Both last for eight weeks, with
aftercare for ten months. Both con-
duct random drug testing. A psychia-
trist is available for consultation in
both programs. The Kaiser Perma-
nente Department of Psychiatry pro-
vides individual and group psy-
chotherapy and medication manage-
ment. Participants with a workplace
mandate were equally distributed be-
tween day treatment and traditional
outpatient care.

Measures
Demographic characteristics docu-
mented at the intake interview in-
cluded age, gender, ethnicity, educa-
tion, and employment status. The
intake interview also included ques-
tions about workplace mandates to
enter treatment: “Did anyone tell
you that if you did not get treatment
you might suffer serious conse-
quences? Serious consequences
would be things like going to jail,
losing your job, losing welfare bene-
fits, losing custody of your children,
or your spouse leaving you.” Thus
each type of mandate was asked
about in the context of these serious
consequences. We identified per-
sons who were told by an employer,
union, or employee assistance pro-
gram that they would lose their job,
and we refer to this group as having
received a workplace mandate. The
intake interview included also an
item about perceived pressure to
enter treatment. Respondents were
given five choices to describe the in-
tensity of the pressure they felt,
ranging from no pressure to very
strong pressure.

Data on readmission to Kaiser Per-
manente chemical dependency treat-
ment were gathered from administra-
tive databases. A new admission was
defined as one that occurred after a
service gap of 30 days or more. This is
the definition used by the Kaiser Per-
manente Regional Chemical Depen-
dency Oversight Committee and in
other studies (29,30). Use of psychi-
atric services was also assessed with
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administrative data and defined as
visits to the Kaiser Permanente De-
partment of Psychiatry or to the
CDRP psychiatrist. Administrative
data were used to document treat-
ment adherence (length of stay) at
one year, which was recorded as the
duration of the treatment episode in
days. Possible length of stay ranged
from one to 365 days. We assessed
the relationship of treatment adher-
ence with other outcomes.

Administrative data were also used
to document primary and secondary
ICD-9 diagnoses in the two years be-
fore intake and up to six months af-
ter intake. For the 75 participants
who were employed at baseline and
who had a workplace mandate, the
most prevalent diagnosis was depres-
sion (N=14, 19%) followed by anxi-
ety disorder (N=8, 11%), personality
disorders (N=7, 9%), dysthymia (N=
5, 7%), adjustment disorder (N=5,
7%), bipolar disorder (N=4, 5%),
posttraumatic stress disorder (N=4,
5%), attention-deficit hyperactivity
disorder (N=4, 5%), and eating disor-
ders (N=1, 1%). Dysthymia differed
by presence or absence of a work-
place mandate; five (7%) of those
with a workplace mandate had a diag-
nosis of dysthymia, compared with 71
(19%) of those without a workplace
mandate (p<.009). Depression also
differed by workplace mandate; 14
(19%) of those with a mandate had a
diagnosis of depression, compared
with 133 (36%) of those without a
mandate (p=.004).

Participants responded to a check-
list of questions based on criteria
from the Diagnostic Interview Sched-
ule for Psychoactive Substance De-
pendence, DSM-IV that has been
used in other published studies
(16,24,28,30). The presence or ab-
sence of each symptom was noted for
the previous 30 days, and individuals
with three or more symptoms out of a
total of seven were classified as de-
pendent. Rates of cocaine, stimulant,
marijuana, heroin, tranquilizer, in-
halant, hallucinogen, methampheta-
mine, or polysubstance dependence
did not differ by presence or absence
of a workplace mandate (28). Those
with a workplace mandate had signif-
icantly lower rates of alcohol depend-
ence, marginally lower rates of nar-

cotic-analgesic dependence, and mar-
ginally higher rates of barbiturate de-
pendence (data not shown).

At baseline and follow-up inter-
views, composite scores from the Ad-
diction Severity Index (ASI) reflected
the severity of problems in seven ar-
eas: alcohol, drug, psychiatric, legal,
medical, employment, and family and
social relations. The ASI is a valid and
reliable instrument that examines
these seven areas, and it is one of the
most commonly used instruments in
alcohol and drug treatment research
(31–33). Questions measure the num-
ber, frequency, and duration of prob-
lems in each domain in the past 30
days, providing a continuous measure
from 0 (no problems) to 1.0 (high
severity).

Perceived need for treatment was
assessed with an ASI item that is
strongly related to motivation, readi-
ness for treatment, and stage of
change (25): “How important to you
is treatment for your [alcohol, drug,
employment, family, legal, medical,
psychiatric] problem?” Response cat-
egories are extremely, considerably,
moderately, somewhat, and none. Re-
sponses were dichotomized into ex-
tremely or considerably versus the
other categories.

Because of the skewed distribution
of ASI scores for psychiatric severity,
psychiatric outcomes at one and five
years were measured as above or be-
low the ASI median of all individuals
in the sample at each interview
(scores below the median indicated
lower severity).

At the baseline and follow-up in-
terviews, participants were asked
about use in the past 30 days and in
the past year of any alcohol, marijua-
na, barbiturates, sedatives, cocaine,
crack, stimulants, tranquilizers, her-
oin, hallucinogens, opiates, pain-
killers, and inhalants (for the med-
ications listed, only nonprescribed
use was included in this analysis). A
negative answer to use of all sub-
stances was defined as abstinence,
which was validated by breath analy-
sis and urinalysis. There was a high
level of agreement between these
validation measures and self-report;
6% reported no substance use but
screened positive (28). Abstinence
from alcohol and drugs for 30 days

before the one- and five-year inter-
views was the primary substance use
outcome.

Data analysis
As noted above, participants with a
workplace mandate were equally dis-
tributed between integrated primary
care and treatment as usual, as well as
between outpatient and day treat-
ment modalities. However, in post
hoc regression models, neither treat-
ment arm nor modality type were sig-
nificant predictors of any of the out-
comes measures, and these variables
were omitted from the analyses.

Differences at baseline among the
448 participants who were employed
full- or part-time at intake were ex-
amined, as were differences among
the 405 participants from this group
(91%) who had a one-year follow-up
and among the 362 (81%) who had a
five-year follow-up. Chi square tests
assessed differences in proportions,
and t tests compared means. Logistic
regression analysis models were used
to examine predictors of abstinence
(dichotomous measure) at one and
five years and of an ASI psychiatric
severity score below the median. Be-
cause of its skewed distribution, the
ASI psychiatric score was di-
chotomized at the median using the
baseline scores. Linear regression
models examined predictors of the
continuous measures—length of stay
and ASI employment problem score.

To account for differences attribut-
able to self-selection, we calculated
propensity scores for the likelihood of
receiving a workplace mandate. We
used logistic regression to examine
characteristics potentially related to
the receipt of a mandate. Indepen-
dent variables were gender, age, mar-
ital status, ethnicity, education, in-
come, occupation, chemical depend-
ence and psychiatric treatment histo-
ries, type of substance dependence,
and all ASI scores. We calculated the
probability of receiving a mandate by
using a fitted logistic regression mod-
el with these potential confounders as
the independent variables. Propensi-
ty scores ranged from 0 to 1 and re-
flected the conditional probability of
receiving a mandate given baseline
characteristics, with 1 indicating
highest probability. Using the quin-
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tiles of the distribution, we divided
the scores into five categories and in-
cluded this variable in the regression
models. When the propensity score
was not statistically significant, we re-
fit the model, excluding the score.
The propensity scores were not sig-
nificant predictors of outcomes in any
of the models; thus the results are
shown without them.

All measures for which baseline dif-
ferences were found between partici-
pants with and without a workplace
mandate were controlled in the
propensity score. In addition, the
variables with significant baseline dif-
ferences (alcohol and drug problem

severity; psychiatric diagnosis; and
motivation for treatment for alcohol,
drug, psychiatric, or employment
problems) were controlled for in the
analysis.

In addition to assessing length of
stay as an outcome, we assessed its
relationship with workplace man-
dates and each outcome. The regres-
sion models first excluded length of
stay and were then refit to include it
(34). We examined Akaike informa-
tion criteria (AIC) and R2 statistics.
The AIC finds the best-fitting and
most parsimonious model by using
the log likelihood as the fit variable.
We compared two models of the

same outcome using AIC; the model
with the larger value was the better
and more parsimonious.

Results
Table 1 presents characteristics of the
448 employed participants in the
baseline sample, 75 (17%) of whom
had workplace mandates. Compared
with the group without mandates, the
group with mandates had a signifi-
cantly larger proportion of men and
of African Americans, a smaller pro-
portion of Hispanics and of individu-
als with a psychiatric diagnosis, and a
lower level of education. ASI scores
for the group with mandates were
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Baseline characteristics and scores on the Addiction Severity Index (ASI) of 448 employed participants in chemical 
dependency treatment, by whether they had a workplace mandate

Workplace No workplace
mandate (N=75) mandate (N=373)

Test
Characteristic or score N % N % statistic df p

Characteristic
Age χ2=5.42 2 .067

<30 8 11 72 19
30–45 46 61 232 62
≥46 21 28 69 19

Gender χ2=7.89 1 .005
Women 18 24 154 41
Men 57 76 219 59

Race or ethnicity χ2=9.91 3 .019
White 50 68 261 71
African American 12 16 36 10
Hispanic 3 4 47 13
Other 9 12 22 6

Education χ2=13.6 2 .001
<High school 10 13 39 10
High school graduate 34 45 97 26
Some college 31 41 237 64

Co-occurring psychiatric disorder 20 27 173 46 χ2=9.90 1 .002
Treatment importance

Alcohol χ2=8.24 1 .004
Considerably or extremely 27 36 202 54
Moderately, somewhat, or none 48 64 171 46

Drug χ2=8.42 1 .004
Considerably or extremely 20 27 167 45
Moderately, somewhat, or none 55 73 206 55

Employment χ2=8.71 1 .003
Considerably or extremely 31 41 92 25
Moderately, somewhat, or none 44 59 281 75

ASI scorea

Alcohol .29±.27 .40±.29 t=2.89 446 .004
Drug .08±.11 .13±.13 t=3.28 446 .001
Employment .37±.23 .32±.19 t=–1.8 94 .075
Psychiatric .27±.23 .38±.26 t=3.29 446 .001
Family .24±.26 .34±.26 t=3.06 444 .002
Medical .16±.27 .18±.30 t=.61 446 .540
Legal .08±.17 .09±.18 t=.42 446 .671

a Measure of number, frequency, and duration of problems in each domain in the past 30 days. Possible scores range from 0, no problems, to 1.0, high
severity.



higher for employment problem
severity, although the difference was
not significant (p=.075), and lower for
family, psychiatric, alcohol, and drug
problem severity.

Compared with participants with-
out a workplace mandate, a smaller
proportion of those with a workplace
mandate considered treatment for al-
cohol or drug problems to be consid-
erably or extremely important, but a
larger proportion considered chemi-
cal dependency treatment to address
employment problems to be consid-
erably or extremely important.

Among the 75 participants with a
workplace mandate, 40 (53%) had no
other mandate, 18 (24%) had one
other, and 17 (23%) had at least two
others. Among those with a work-
place mandate who had additional
mandates, 32 (43% of all those with
workplace mandates) had a mandate
from their family, 12 (16%) from a
mental health provider, nine (12%)
from a health provider, and seven
(9%) from a legal source (data not
shown). Among the 373 participants

without workplace mandates, 267
(72%) had no mandate, 93 (25%) had
one, and 13 (3%) had two or more. Of
these, 94 (25%) received a mandate
from family, nine (2%) from a mental
health provider, eight (2%) from a
health provider, and ten (3%) from a
legal source.

Bivariate analyses examined the re-
lationship between feeling pressure to
enter treatment and other variables. A
response of “very strong” to the ques-
tion “How much pressure did you feel
to enter treatment?” was positively re-
lated to having a workplace mandate.
Specifically, at one-year follow-up, 38
of the 70 participants with a work-
place mandate (54%) gave this re-
sponse, compared with 48 of the 335
without a mandate (14%) (p<.001).
This response was also related to ab-
stinence at one year; 61 of the 252
participants who were abstinent at
one year (24%) gave this response,
compared with 25 of the 152 who
were not abstinent (16%), but the dif-
ference was not significant (p=.065).
In addition, feeling very strong pres-

sure to enter treatment was related to
perceived need for treatment to ad-
dress employment problems; 37 of
the 106 participants who perceived a
need for treatment in this area (35%)
gave this response, compared with 49
of the 299 participants who did not
perceive such a need (16%) (p<.001).
Feeling very strong pressure was not
significantly related to the severity of
alcohol, drug, psychiatric, or employ-
ment problems at one year (data not
shown).

Having a workplace mandate was
related to length of stay in chemical
dependency treatment. At one year,
the group with a workplace mandate
had longer stays than those without a
workplace mandate (mean±SD of
124±129 and 72±97 days; t=–3.29,
df=91, p=.001). Among those with a
workplace mandate, length of stay
was not significantly different be-
tween those with no additional man-
dates and those with additional man-
dates (data not shown).

Changes in ASI scores from base-
line to the two follow-ups in the
groups with and without a workplace
mandate are shown in Table 2. Scores
at one year indicated significant im-
provements in both groups. However,
for participants with a workplace
mandate, improvements were not sig-
nificant in the severity of legal prob-
lems and medical problems. At five
years, similar patterns persisted; how-
ever, those with a workplace mandate
showed significant improvement in
employment problems, and those
without a mandate showed marginal
improvement (p=.058) in this area.
Medical severity was not significant at
five years.

Table 3 presents an ordinary least-
squares regression model of predic-
tors of length of stay in chemical de-
pendency treatment. Having a work-
place mandate was related to a longer
stay (p<.001), and greater severity of
employment problems at intake was
marginally related to a shorter stay
(p=.054). Severity of alcohol and drug
problems and psychiatric diagnosis
were not significant predictors of
length of stay.

Logistic regression models of pre-
dictors at one year of abstinence from
alcohol and drugs and severity of psy-
chiatric problems, as well as linear re-

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' May 2009   Vol. 60   No. 5665500

TTaabbllee  22

Change in Addiction Severity Index scores from baseline to one- and five-year
follow-ups among employed participants in chemical dependency treatment, by
whether they had a workplace mandatea

Workplace mandate No workplace mandate

Change in score Change in score
Follow-up  
and ASI scoreb M SD p M SD p

Baseline to 1 yearc

Alcohol –.20 .29 <.001 –.30 .29 <.001
Drug –.06 .11 <.001 –.11 .13 <.001
Employment –.10 .21 .002 –.05 .21 <.001
Psychiatric -–.17 .22 <.001 –.22 .26 <.001
Social and family –.14 .28 <.001 –.24 .27 <.001
Medical .03 .33 .422 .07 .38 .001
Legal –.04 .18 .063 –.07 .18 <.001

Baseline to 5 yearsd

Alcohol –.24 .27 <.001 –.31 .30 <.001
Drug –.07 .11 <.001 –.11 .13 <.001
Employment –.09 .27 .015 –.03 .26 .058
Psychiatric –.18 .19 <.001 –.21 .29 <.001
Social and family –.70 .30 <.001 –.25 .29 <.001
Medical .05 .41 .340 .04 .43 .085
Legal –.07 .17 .001 –.06 .18 <.001

a Paired t tests were used to compare participants employed full- or part-time at intake who com-
pleted both baseline and one-year interviews and who completed both baseline and five-year in-
terviews.

b Measure of number, frequency, and duration of problems in each domain in the past 30 days. Pos-
sible scores range from 0, no problems, to 1.0, high severity.

c One-year follow up: 70 with mandate; 335 without mandate
d Five-year follow up: 60 with mandate; 302 without mandate



gression models of severity of em-
ployment problems, are shown in
Table 4. To examine the role of length
of stay, the regression models first ex-
cluded length of stay and were then
refit to include it. In the model that
excluded length of stay, having a
workplace mandate predicted absti-
nence (odds ratio [OR]=1.86). When
length of stay was included, having a
workplace mandate was no longer sig-
nificant; however, in this model a
longer stay predicted abstinence
(OR=1.01). The change in AIC was
statistically significant. In both mod-
els, perceived need for alcohol treat-
ment and receipt of psychiatric serv-
ices predicted abstinence. We repli-
cated the analysis, substituting absti-
nence at six months for length of stay
(data not shown). Six-month absti-
nence was a significant predictor of
abstinence at one year (OR=3.22,
95% confidence interval [CI]=13.53–
46.78); however, having a workplace
mandate was not a significant predic-
tor of abstinence in this model, which
is similar to the model in which

length of stay was used. In post hoc
analysis, a measure of having other
types of mandates was added; howev-
er, receipt of other mandates was not
a significant predictor of abstinence,
and addition of the other mandates
did not change the significance of
having a workplace mandate.

Predictors of severity of psychiatric
problems at one year (ASI scores be-
low the median at one year) were also
examined (Table 4). Having a work-

place mandate was not related to low-
er psychiatric severity in either
length-of-stay model. In both models,
perceived need for psychiatric treat-
ment and receipt of psychiatric serv-
ices was related to higher psychiatric
severity scores. Having a psychiatric
diagnosis was not significant in either
model. Length of stay was a marginal-
ly significant predictor of severity of
psychiatric problems. The model fit
did not change when length of stay
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Regression analysis of length of stay on having a workplace mandate and other
variables among 405 participants in chemical dependency treatment

Variable Coefficient p

Addiction Severity Index domain
at intake

Alcohol 6.03 .75
Drug –33.25 .43
Employment –54.45 .054

Psychiatric diagnosis at intake 13.10 .29
Workplace mandate at intake 57.57 <.001
Psychiatric services during year 1 .51 .66

TTaabbllee  44

Predictors of one-year outcomes and of having a workplace mandate among participants in chemical dependency treatmenta

Psychiatric severity below median Employment 
Alcohol and drug abstinence (N=397) for all participants (N=398) problem severity (N=398)

Without With Without With Without With
length of stay length of stay length of stay length of stay length of stay length of stay

Coef- Coef-
Variable OR 95% CI OR 95%CI OR 95% CI OR 95%CI ficient p ficient p

Problem severity
Alcohol .33 .10–1.14 .25 .07– .94 1.15 .32–4.19 1.16 .32–4.27 –.132 .107 –.128 .118
Drug .097 .004–1.78 .12 .01–2.88 .20 .01–4.36 .26 .01–5.70 .173 .048 .155 .075
Employment 1.00 .32–3.08 1.39 .43–4.57 .55 .17–1.75 .63 .20–2.03 .311 <.001 .300 <.001

Psychiatric
diagnoses .91 .53–1.55 .82 .47–1.42 .80 .47–1.37 .78 .45–1.34 –.009 .883 .001 .993

Motivationb

Alcohol problems 2.33 1.11– 4.87 2.53 1.16–5.53 .76 .36–1.63 .74 .34–1.60 .101 .212 .101 .211
Drug problems 1.89 .84–4.23 1.65 .71–3.84 1.68 .74–3.84 1.58 .69–3.64 –.212 .015 –.194 .026
Psychiatric

problems 1.04 .64–1.70 1.07 .64–1.79 .38 .23–.64 .38 .22– .63 .163 .002 .161 .002
Employment

problems .69 .42–1.14 .73 .43–1.24 .82 .49–1.36 .85 .51–1.43 .077 .120 .070 .154
Workplace mandate 1.86 1.01–3.42 1.23 .64–2.37 1.37 .73–2.56 1.21 .64–2.29 –.022 .552 .005 .920
Psychiatric services 1.08 1.02–1.15 1.08 1.01–1.14 .93 .88–.98 .93 .87–.98 .088 .104 .092 .086
Length of stay na na 1.01 1.01–1.01 na na 1.00 1.00–1.00 na na –.124 .009
Model fit

AICc 528.115 487.975 501.976 500.109 na na
Adjusted R² na na na na .166 .179

a The regression models first excluded length of stay in chemical dependency treatment and were then refit to include it.
b As measured by response to item: “How important to you is treatment for your [alcohol, drug, psychiatric, employment] problem?”
c Akaike information criteria



was added. We replicated the analysis
while including the baseline measure
of psychiatric problem severity and
found that higher baseline scores
were related to higher psychiatric
severity at one year (OR=.09, CI=
.02–.33, in the model with length of
stay) (not shown).

Predictors of severity of employ-
ment problems at one year were also
examined (Table 4). Having a work-
place mandate was not significant in
either length-of-stay model. A longer
stay was related to lower employment
problem severity. Perceived need for
chemical dependency treatment to
address employment problems was
not related to lower scores on severi-
ty of employment problems in either
model. However, in both models,
perceived need for treatment for
drug problems was related to lower
employment problem severity, and
perceived need for treatment for psy-
chiatric problems was related to high-
er employment problem severity.
Higher baseline severity of employ-
ment problems was related to higher
severity of employment problems at
one year. The model fit improved
when length of stay was included.

We used logistic and linear regres-
sion models to examine the same out-
comes at five years, and we also meas-
ured treatment readmission and re-
ceipt of psychiatric services between
one and five years (not shown). All re-
sults were consistent with the one-
year results, including the signifi-
cance of length of stay for abstinence
(OR=1.004, CI=1.002–1.006). How-
ever, having a workplace mandate did
not predict abstinence at five years.
Baseline and one-year severity scores
in all problem areas predicted the
same outcomes in the same direction
at five years. Perceived need for alco-
hol treatment remained important in
predicting abstinence (OR=3.01,
CI=1.36–6.64), and perceived need
for psychiatric treatment remained
important in predicting psychiatric
severity (OR=.59, CI=.35–.997).
None of the motivation measures
predicted severity of employment
problems at five years. Receipt of psy-
chiatric services was positively related
to abstinence, even when length of
stay was included in the model
(OR=.96, CI=.92–.999). Readmission

to chemical dependency treatment
predicted abstinence at five years
(OR=1.83, CI=1.15–2.90 in the mod-
el without length of stay; OR=1.91,
CI=1.19–3.05 in the model with
length of stay) but not severity of psy-
chiatric or employment problems.

Discussion
We examined outcomes of length of
stay, abstinence, and severity of psy-
chiatric and employment problems in
relation to having a workplace man-
date to enter chemical dependency
treatment. Individuals with a work-
place mandate showed significant im-
provements in all problem domains
except medical and legal problems,
whereas those without a workplace
mandate improved in all seven do-
mains (alcohol, drug, employment,
psychiatric, family, medical, and legal
domains). When analyses controlled
for other outcome predictors, individ-
uals with a workplace mandate had
outcomes similar to those without a
mandate. An important exception was
that when length of stay in chemical
dependency treatment was excluded
from the model, having a workplace
mandate predicted abstinence at one
year. At five years the results of the bi-
variate analyses were similar, except
that persons with a workplace man-
date showed sustained improvement
in the severity of employment prob-
lems, whereas others did not.

As expected, longer treatment
stays, which are a consequence of
workplace mandates, predicted bet-
ter outcomes. Consistent with other
research (35–37), length of stay was a
critical predictor of all outcomes and
remained so at five years. Treatment
adherence (such as medication ad-
herence) is a primary outcome exam-
ined in the psychiatric literature, and
studies have examined the role of
feared loss of housing, financial lever-
age, and threatened hospitalization in
improving adherence (38–40). Ad-
herence is also an important outcome
in chemical dependency treatment.
The first test of whether individuals
are adhering to treatment is whether
they continue to attend treatment
programs. Most programs include
drug testing and impose sanctions for
positive tests.

Participants with a workplace man-

date perceived alcohol and drug
treatment as less important compared
with participants without a workplace
mandate, and they perceived alcohol
and drug treatment to address em-
ployment problems as more impor-
tant. They also reported feeling
stronger pressure to enter treatment.
Similarly, post hoc analysis found that
very strong pressure to enter treat-
ment was related to high perceived
need for treatment to address em-
ployment problems but not for alco-
hol or drug problems. Research has
shown that motivation for treatment
for substance use problems is related
to better treatment outcomes. We
broadened the measure to examine
motivation for treatment for various
problem areas and found that type of
motivation made a difference. Thus,
although participants with a work-
place mandate gave lower ratings
than those without a mandate to the
importance of treatment for alcohol
and drug problems, the mandated
participants had similar or better out-
comes in terms of abstinence. How-
ever, rating treatment to address em-
ployment problems as important did
not predict improvement in employ-
ment problems or in any of the other
outcomes studied. Our finding that
independent of having a workplace
mandate, those who had a high per-
ceived need for treatment for alcohol
or drug problems had better employ-
ment outcomes suggests that being
motivated to address substance use
problems is fundamental to improve-
ment in problems related to sub-
stance use and in substance use itself.

Another key finding is that receipt
of psychiatric services was related to
positive substance use outcomes, al-
though it was also related to poorer
psychiatric outcomes. This finding is
similar to those of other studies
(16,41) and is probably attributable to
the fact that patients with more se-
vere psychiatric symptoms receive
more services. The findings of this
study underscore the prominence of
co-occurring problems in populations
with chemical dependence, including
employed persons, and the impor-
tance of addressing these problems.

The study has several limitations.
Data were not available on intensity
of the workplace mandate or on what
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sanctions persisted after treatment
completion, which may have influ-
enced results. Randomized assign-
ment to receipt of a workplace man-
date is not feasible. However, we used
propensity scores to address differ-
ences between those with and with-
out a workplace mandate.

Conclusions
We examined a wider range of out-
come measures than other studies of
workplace mandates, and we used
both short- and long-term follow-ups.
We also looked at perceived need for
treatment for problems in addition to
alcohol and drug problems. Whereas
other studies of treatment mandates
have looked at samples of public pop-
ulations and studied legal mandates,
in this study the sample consisted of
enrollees in a private managed care
plan and workplace mandates were
examined. How far can we go in in-
terpreting results? Participants with a
workplace mandate stayed in treat-
ment longer, had better abstinence
outcomes, and did as well on other
outcomes as those without a work-
place mandate. Again, we cannot de-
termine whether they would have
done as well if they had not been
pressured to enter and remain in
treatment. However, given that their
perceived need for treatment for sub-
stance use problems was low, it is like-
ly that they would not have entered
treatment without pressure (2,42). In
addition, although participants with a
workplace mandate had many charac-
teristics not related in the literature to
positive treatment outcomes, they did
at least as well as others. Employers
should be encouraged by the signifi-
cant decrease in the severity of em-
ployment problems at one and five
years. Indeed, compared with em-
ployees without a workplace man-
date, employees who had such a man-
date appeared more likely to sustain
significant improvement over five
years.

Finally, how chemical dependency
treatment should address this popu-
lation is an important clinical issue.
Traditional treatment ideology in the
United States has posited that indi-
viduals cannot be helped unless they
are “ready.” In recent years programs
have begun using interventions to in-

crease treatment motivation (4). We
know little about how workplace
mandates work—whether they cause
individuals to “hit bottom,” provide
them an opportunity to save their
job, or keep them in treatment long
enough for other therapeutic pro-
cesses to take over. This is an impor-
tant area for further research. The ef-
fect of length of stay suggests that
continuing care models of treatment
may have important benefits for
these patients.
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