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Outcomes of Four Treatment Approaches
in Community Residential Programs for
Patients With Substance Use Disorders
RRuuddoollff  HH..  MMooooss,,  PPhh..DD..
BBeerrnniiccee  SS..  MMooooss,,  BB..SS..
JJiillll  MM..  AAnnddrraassssyy,,  MM..SS..

As proponents of deinstitution-
alization planned more than
40 years ago, the locus of ac-

tive treatment for substance abuse
and psychiatric patients has finally
moved from the hospital to the com-
munity. Community residential pro-
grams are an integral part of this de-

velopment. Although a considerable
amount of research has focused on
community programs (1–5), more in-
formation is needed about the most
prevalent treatment orientations in
community programs, especially pro-
grams for patients with alcohol use
disorders, and about these patients’

Objective: Treatment approaches used in community residential facili-
ties for patients with substance use disorders were identified, and pa-
tients’ participation in treatment and case-mix-adjusted one-year out-
comes for substance use, symptoms, and functioning in facilities with
different treatment approaches were examined. Methods: A total of
2,376 patients with substance use disorders treated in a representative
sample of 88 community residential facilities were assessed at entry to
and discharge from the facility and at one-year follow-up. The commu-
nity residential facilities were classified into four types based on the ma-
jor emphasis of the treatment program: therapeutic community, psy-
chosocial rehabilitation, 12-step, and undifferentiated. Results: Patients
in programs that used the therapeutic community, psychosocial reha-
bilitation, and 12-step approaches had comparable one-year outcomes
in symptoms and functioning that were better than those of patients in
undifferentiated programs. A more directed treatment orientation, a
longer episode of care, and completion of care were independently re-
lated to better one-year outcomes. These findings held for patients with
only substance use disorders and for patients with both substance use
and psychiatric disorders. Conclusions: Community residential pro-
grams that have a more directed treatment orientation and that moti-
vate patients to complete treatment have better substance use out-
comes. As an increasingly important locus of specialized care, commu-
nity residential facilities need to develop and maintain more differenti-
ated and distinctive treatment orientations. (Psychiatric Services 50:
1577–1583, 1999)

posttreatment outcomes in the areas
of substance use and functioning.
Some researchers have described
treatment models in residential pro-
grams (6,7), but these models have
been based on the types of services
provided rather than on treatment
approach or orientation.

We focus here on community resi-
dential facilities characterized by one
of four treatment orientations: thera-
peutic community, psychosocial reha-
bilitation, 12-step, and undifferentiat-
ed. We address three questions. First,
do patients in community residential
facilities with different treatment ori-
entations vary in length of stay and
participation in treatment? Second,
do patients in community residential
facilities with different treatment ori-
entations differ in one-year symptom
and functioning outcomes? And,
third, are the treatment orientation of
the community residential facility and
patients’ length of stay and level of
participation in treatment indepen-
dently related to patients’ one-year
outcomes?

Background
The three most prevalent orientations
toward residential substance abuse
treatment are the therapeutic com-
munity model, which reflects princi-
ples of personal responsibility and re-
liance on the community as a thera-
peutic agent (1,8–11); the psychoso-
cial rehabilitation model, which em-
phasizes the development of work
and social skills and ways of managing
high-risk situations (12–14); and the
12-step model, which is based on
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principles drawn primarily from Alco-
holics Anonymous (AA) (15,16).

Therapeutic community, psychoso-
cial rehabilitation, and 12-step pro-
grams each have a distinctive, direct-
ed treatment orientation. In contrast,
some community programs primarily
provide residential and meal services
and do not follow a defined treatment
approach (4). Such undifferentiated
or laissez-faire programs typically
have only limited counseling services
and social activities and are oriented
more toward safety and security than
active treatment.

Programs with a more directed
treatment orientation tend to provide
more health and treatment services
(17,18) and to encourage patients to
participate more intensively in treat-
ment than those with a less directed
approach. More specifically, pro-
grams with a strong emphasis on psy-
chosocial treatment goals tend to
serve patients who are more engaged
in program activities, who communi-
cate more with each other, and who
are more satisfied with treatment. Pa-
tients in these types of programs also
are more likely to complete treatment
(4,19). In an earlier study of the com-
munity residential facilities reported
on here, we found that more empha-
sis on therapeutic community and 12-
step treatment orientations was asso-
ciated with increased participation of
patients in counseling services and so-
cial activities (20).

Research evidence consistently
supports the effectiveness of thera-
peutic communities (8,9,21–24) and
psychosocial rehabilitation programs
(12–14), and empirical support for
the effectiveness of 12-step treatment
is growing (25–27). The few existing
comparisons between different treat-
ment models have tended to show
broadly similar outcomes, especially
between 12-step and psychosocial re-
habilitation programs. With the ex-
ception of studies of therapeutic com-
munity programs, however, most pre-
vious studies have focused on hospi-
tal-based rather than community-
based programs.

Some treatment orientations may
produce better patient outcomes be-
cause they include more intensive ser-
vices and are more successful at re-
taining patients and motivating them

to participate in the program. Leda
and associates (17) found that more
intensive psychosocial treatment is as-
sociated with a higher proportion of
patients returning to independent life
in the community, and several studies
have shown that longer episodes of
community residential treatment are
associated with better follow-up out-
comes (21–24,28–29).

One important question is whether
specific treatment orientations may
be differentially associated with post-
treatment outcomes among patients
who are more versus less severely dis-
turbed. Highly directed treatment

programs that have increased de-
mands and strong expectations for
performance may be better suited for
higher functioning patients than for
more impaired patients (30). More
specifically, because the 12-step phi-
losophy focuses on substance use as
the primary problem, 12-step pro-
grams may be more effective with pa-
tients with substance use disorders
only and less effective with dually di-
agnosed patients. To examine this is-
sue, we considered the role of pa-
tients’ diagnoses in treatment out-
come.

Methods
Sample
As part of a prospective longitudinal
evaluation, we did an intake assess-
ment of 2,822 patients with substance
use disorders who entered one of a
representative sample of 88 commu-
nity residential facilities nationwide
during the period from January 1994
to September 1995. These facilities
had contracted with the Department
of Veterans Affairs (VA) to provide
community care for VA patients with
substance use disorders. Patients
completed an intake information
form on admission to the community
residential facility, and a staff mem-
ber completed a discharge checklist
when the patient left the facility. Ad-
ditional information about the overall
research project is available else-
where (20,31).

About 12 months after discharge
from the community residential facili-
ty, patients were asked to complete a
follow-up form that covered the same
content as the intake form. Of the
2,822 patients assessed at intake, 65
had died before completion of the one-
year follow-up. Complete data were
obtained at discharge and at follow-up
from 2,376 of the remaining 2,757 pa-
tients, or 86 percent of those who were
still alive. The VA nationwide inpatient
database captured information on pa-
tients’ clinical diagnoses and inpatient
treatment in the year before and the
year after admission to residential care
in the community.

The patients who were successfully
followed were almost all men (99 per-
cent). Fifty-two percent were Cau-
casian, and 37 percent were African
American. On average, they were 42
years old and had completed almost
13 years of education. Only 9 percent
were currently married. Sixty-five
percent of the patients had only sub-
stance use disorder diagnoses, 35 per-
cent had both substance use and psy-
chiatric diagnoses, and 6 percent had
only psychotic diagnoses. Thirty-sev-
en percent of the patients had had in-
patient substance abuse or psychiatric
treatment in the year before the cur-
rent episode of care. There were no
significant differences between the
patients who participated in the one-
year follow-up and those who did not
on any of these variables.
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Participation in treatment
and one-year outcomes
To measure patients’ participation in
the community residential facility
programs, we obtained information
from facility staff on the number of
days patients stayed in residential
care, on whether patients completed
the program, and on patients’ involve-
ment in three types of program activi-
ties. Participation in counseling and
skills training, which included individ-
ual counseling, group counseling, so-
cial skills training, and work therapy,
was measured using 11 items. Self-
help activities, including AA and Nar-
cotics Anonymous groups, were mea-
sured using three items. Social activi-
ties, including physical fitness activi-
ties, classes or lectures, and discussion
groups, were measured using nine
items. Items on these indexes were
rated on a 4-point scale ranging from
not at all to 11 times or more. To ob-
tain a measure of the intensity of

treatment, scores were divided by the
number of weeks the patient spent in
the program.

We also asked residential facility
staff to rate each resident’s supportive
relationships with other residents, as
measured using six items scored on a
5-point scale. These items included
questions about whether the resident
counts on other residents for help
when needed and whether other res-
idents cheer up the resident when he
or she is sad or worried (32).

To assess patients’ functioning, we
used six measures of one-year out-
comes. Two measures of substance use
outcomes reflected the patient’s status
in the three months before intake and
in the three months before the follow-
up. They were abstinence from alco-
hol and drugs and no problems due to
substance use, as indicated by respons-
es of “never” to each of 15 items cov-
ering health problems, job problems,
legal problems, and so on.

We assessed two psychological out-
comes that also reflected the patient’s
status in the three months before in-
take and in the three months before
the follow-up. The outcome—clini-
cally significant distress—was indicat-
ed by responses of “quite a bit” or “ex-
tremely” on five or more of the 12
items on the depression and anxiety
scales of the Brief Symptom Invento-
ry (BSI) (33), such as “thoughts of
ending your life” and “spells of terror
or panic.” The second outcome—
clinically significant psychiatric symp-
toms—was indicated by responses of
“quite a bit” or “extremely” on four or
more of the ten items on the BSI
paranoid ideation and psychoticism
scales, such as “feeling that you are
watched or talked about by others”
and “the idea that something is wrong
with your mind.”

The two social outcomes were
whether the patient had been arrest-
ed in the last year and whether the
patient was employed either part
time or full time. Both of these out-
comes were scored yes or no.

Treatment orientations
To obtain information about the char-
acteristics of the community residen-
tial facilities, we asked the manager of
each facility to complete the Drug
and Alcohol Program Treatment In-
ventory (DAPTI) (34) and the Poli-
cies and Services Characteristics In-
ventory (PASCI) (35). Five scales
were drawn from the DAPTI to iden-
tify facilities’ orientations toward
care. Each scale was composed of
eight 4-point items ranging from 0,
not like our program, to 3, major part
of our program.

The first of the five scales, which
measured programs’ therapeutic
community orientation, focused on
the extent to which a program en-
couraged patients to accept personal
responsibility for their decisions and
actions and took steps to strengthen
patients’ sense of self-worth and trust.
The second scale measured pro-
grams’ rehabilitation orientation, or
the extent to which the program em-
phasized the development of better
work habits and the acquisition of
new job skills. The third scale focused
on the 12-step orientation and mea-
sured the extent to which the pro-

TTaabbllee  11

Treatment orientation and services offered in four types of treatment programs in
88 community residential facilities serving patients with substance use disorders
treated in the Veterans Affairs health care system

Treatment program type1

Therapeutic Rehabil- Undiffer-
community itation 12-Step entiated Test

Characteristic (N=25) (N=21) (N=19) (N=23) value2

Treatment orientation3

Therapeutic community 59.6abc 51.1ade 44.3bd 43.3ce F=23.36∗∗

Rehabilitation 55.2bc 57.7de 44.3bd 44.6ce F=23.89∗∗

12-step 57.2ac 48.7ae 55.0f 39.2cef F=29.78∗∗

Psychodynamic 58. 8abc 51.5ae 44.9b 43.3ce F=18.97∗∗

Cognitive-behavioral 59.6abc 54.0ade 43.4bd 44.4ce F=41.18∗∗

Services (%)
Non-12-step self-help 

groups 84b 57.1 42.1b 65.2 χ2=8.69∗

Resident committees 64c 38.1 26.3 26.1c χ2=9.39∗

Social skills training 80b 95.2de 42.1bd 60.9e χ2=15.64∗∗

Daily living skills
training 84 100.0de 57.9d 60.9e χ2=13.86∗∗

Work therapy 52 71.4d 26.3d 39.1 χ2=9.08∗

Job counseling 52 85.7de 21.7d 34.8e χ2=19.22∗∗

Job skills training 56bc 81.0de 15.8bd 21.7ce χ2=23.82∗∗

1 Means or percentages that share the same superscript are significantly different (p<.008). In Ta-
bles 1, 2, and 3, superscripts a, b, and c denote differences between therapeutic community and
rehabilitation, 12-step, and undifferentiated programs, respectively. Superscripts d and e denote
differences between rehabilitation and 12-step and undifferentiated programs, respectively. Su-
perscript f denotes a difference between 12-step and undifferentiated programs.

2 df=3, 84 for F tests; df=3 for chi square tests
3 Treatment orientation was measured using indexes drawn from the Drug and Alcohol Program

Treatment Inventory (34). Standard scores are reported (mean±SD=50±10).
∗p<.05

∗∗p<.01
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gram emphasized helping patients to
accept that they are powerless over
the abused substance and to work
through the 12 steps of AA.

The fourth scale measured pro-

grams’ psychodynamic orientation, or
the extent to which the program fo-
cused on increasing patients’ under-
standing of why substance use prob-
lems develop and how to establish

better interpersonal relationships.
The fifth scale focused on the cogni-
tive-behavioral orientation and mea-
sured the extent to which the pro-
gram emphasized developing pa-
tients’ confidence in coping with
high-risk situations and helping them
identify alternative responses to using
drugs or alcohol.

We defined four types of treatment
programs in terms of their standard
scores on these scales (mean±SD=
50±10). Community residential facili-
ties that scored at the mean or above
on the therapeutic community, cogni-
tive-behavioral, psychodynamic, and
12-step indexes were classified as
therapeutic community programs
(N=25) (see Table 1). Facilities that
scored at the mean or above on the
rehabilitation and cognitive-behav-
ioral orientations and did not meet
criteria for therapeutic community
programs were classified as rehabili-
tation programs (N=21). Facilities
that scored at the mean or above on
the 12-step orientation and did not
meet the criteria for therapeutic com-
munity or rehabilitation programs
were classified as 12-step programs
(N=19). Finally, facilities that did not
meet the criteria for therapeutic com-
munity, rehabilitation, or 12-step pro-
grams were classified as undifferenti-
ated (N=23).

The four types of programs dif-
fered predictably in their policies
and services. Consistent with their

TTaabbllee  22

Patients’ length of stay and level of participation in treatment in four types of treatment programs in community residential
facilities serving patients with substance use disorders (N=2,376)

Treatment program type1

Therapeutic com- Rehabilita- 12-Step Undifferen-
Variable munity (N=712) tion (N=404) (N=758) tiated (N=502) Test value2

Length of stay (mean±SD days) 54.0±49.9a 79.5±61.2ade 53.9±45.3d 55.5±43.3e F=29.34∗∗

Intensity of treatment (mean±SD)3

Counseling sessions 10.4±23.9abc 4.8±12.5a 5.2±6.3b 3.9±4.9c F=25.47∗∗

Self-help groups 3.4±4.0 3.1±5.7 3.7±3.1 3.3±3.1 F=2.58
Social activities 8.3±18.7abc 5.2±11.2a 5.6±5.8b 4.65.3c F=11.57∗∗

Resident support (mean±SD)4 15.3±4.9bc 14.7±4.4de 12.8±5.0bd 12.7±4.8ce F=45.47∗∗

Completed program (%) 62.4c 55.0e 61.7f 44.6cef χ2=47.39∗∗

1 Means or percentages that share the same superscript are significantly different (p<.008).
2 df=3, 2,372 for F tests; df=3 for chi square tests
3 Rated on a 4-point scale from 0, not at all, to 3, 11 times or more. Scores were summed across 11 items to measure intensity of counseling sessions,

across three items for self-help groups, and across nine items for social activities.
4 Rated on 5-point items from 0, never, to 4, often. Scores were summed across six items. 
∗∗p<.01

TTaabbllee  33

Symptoms and functioning at intake and one-year follow-up of patients in four
types of treatment programs in community residential facilities serving patients
with substance use disorders (N=2,376), in percentage of patients

Treatment program type1

Therapeutic Rehabil- Undiffer-
Variable and community itation 12-Step entiated
assessment point (N=712) (N=404) (N=758) (N=502) χ2†

Abstinence from sub-
stance use

Intake 5.8 6.7 6.6 7.0 <1
Follow-up 40.5c 39.4 37.9 32.2c 3.19∗

No substance use problems
Intake 3.7c 5.7 3.6f 8.2cf 6.08∗∗

Follow-up 32.6 34.9e 34.0f 26.1ef 4.60∗∗

Clinically significant distress
Intake 53.1 46.3 49.5 48.0 2.54
Follow-up 31.0c 30.9e 28.8f 39.2cef 7.48∗∗

Clinically significant
psychiatric symptoms

Intake 45.5ab 37.4a 38.3b 40.2 4.04∗∗

Follow-up 29.1 27.0 27.6f 34.5f 3.28∗

Arrested in last year
Intake 40.9 31.7a 38.0 39.8 3.53∗

Follow-up 27.3 22.6e 21.7f 32.7ef 6.77∗∗

Employed full or part time
Intake 12.7c 14.9e 16.0 21.3ce 5.72∗∗

Follow-up 38.1 39.3 43.1 38.5 2.68

1 Percentages that share the same superscript are significantly different (p<.008).
†df=3
∗p<.05

∗∗p<.01
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emphasis on personal responsibility,
therapeutic community programs
were most likely to have resident
committees and to involve residents
in peer counseling and non-12-step
self-help groups (see Table 1). Reha-
bilitation programs were most likely
to provide social and daily living
skills training, work therapy, and job
counseling. In general, 12-step and
undifferentiated programs were less
likely to provide each of these types
of services.

To examine differences among the
four types of community residential
facility programs in patients’ length
of stay and participation in facility-
based services and activities, we con-
ducted one-way analyses of variance
and Student-Newman-Keuls tests
for continuous variables and chi
square analyses for the dichotomous
variable. We then conducted logistic
regression analyses with paired con-
trasts to examine differences among
the four types of community residen-
tial facility programs in patients’
symptoms and functioning at base-
line and one-year follow-up out-
comes. The analyses of baseline
functioning controlled for patients’
age, marital status, and prior treat-
ment, and the analyses of one-year
outcomes controlled for these vari-
ables as well as for the intake value

of the outcome criterion. To adjust
for multiple comparisons among
program types, we set the signifi-
cance level for the paired contrasts
at p=.008. Finally, we conducted lo-
gistic regression analyses to examine
the independent effects of the di-
rectedness of treatment and pa-
tients’ participation in treatment on
one-year outcomes.

Results
As Table 2 shows, on average, pa-
tients in rehabilitation programs had
longer episodes of care than did pa-
tients in the other three program
types. However, patients in thera-
peutic community programs received
the most intensive counseling ser-
vices. Patients in therapeutic com-
munity programs also were most in-
volved in social activities and devel-
oped the most supportive relation-
ships with other residents. Patients in
undifferentiated programs were least
involved in counseling services and
social activities, developed less sup-
portive relationships with their peers,
and were least likely to complete
treatment.

Paired t tests showed that patients
in each of the four types of programs
improved significantly (p<.05 for all
comparisons) between baseline and
follow-up on all six one-year out-

comes (see Table 3). Patients in ther-
apeutic community, rehabilitation,
and 12-step programs had compara-
ble one-year outcomes in all cases. In
addition, patients in these three types
of programs tended to have better
substance use and symptom out-
comes than did patients in undiffer-
entiated programs.

Next, we conducted logistic regres-
sion analyses to examine the relative
importance of treatment orientation
and patients’ participation in treat-
ment in predicting one-year out-
comes. Because therapeutic commu-
nity, rehabilitation, and 12-step pro-
grams had comparable outcomes, we
constructed a variable to reflect di-
rective treatment in which patients in
these three programs were coded 1
and patients in undifferentiated pro-
grams were coded 0. Indexes of pro-
gram participation other than length
of stay and treatment completion
were not consistently related to the
outcomes and thus were dropped.

Consistent with the results of the
initial logistic regression analyses, in-
volvement in a more directive treat-
ment program predicted better one-
year outcomes (see Table 4). In addi-
tion, a longer episode of care in a
community residential facility con-
sistently predicted better outcomes.
Patients who completed treatment

TTaabbllee  44

Logistic regression analyses of the relationship between characteristics of patients and treatment programs in community res-
idential facilities and patients’ one-year outcomes in symptoms and functioning (N=2,376)

One-year outcomes1

No substance Psychiatric
Characteristics Abstinence use problems Distress symptoms Arrested Employed

Patient characteristics
Age (years) .01 .00 .02∗∗ .01∗ –.03∗∗ –.05∗∗

Married (yes) .13 .14 –.05 –.01 .02 .43∗∗

Prior mental health episode (yes) –.19∗ –.14 .09 .17 .16 –.30∗∗

Psychiatric diagnosis (yes) .01 –.15 .75∗∗ .59∗∗ .02 –.50∗∗

Value for outcome variable at intake .48∗∗ .89∗∗ 1.32∗∗ 1.53∗∗ .93∗∗ .81∗∗

Program and treatment characteristics
Directive treatment (yes) .25∗ .36∗∗ –.49∗∗ –.33∗∗ –.42∗∗ .12
Length of stay in community residential facility .15∗∗ .09∗ –.10∗ –.04 –.22∗∗ .11∗

Patient completed treatment program (yes) .56∗∗ .33∗∗ –.13 –.24∗ –.09 .30∗∗

Intercept –1.61 –1.28 –2.15 –2.01 .63 1.34
χ2 (df=8) 95.12∗∗ 61.68∗∗ 348.77∗∗ 349.31∗∗ 168.54∗∗ 221.68∗∗

% reduction in likelihood (R2) .03 .02 .12 .12 .06 .07

1 Beta coefficients
∗p<.05

∗∗p<.001
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had better substance use outcomes
and were more likely to be em-
ployed.

Patients with both substance use
and psychiatric diagnoses experi-
enced one-year outcomes compara-
ble to those for patients with only
substance use diagnoses in the areas
of abstinence, substance use prob-
lems, and arrests. As expected, how-
ever, the dually diagnosed patients
had poorer outcomes on distress,
psychiatric symptoms, and employ-
ment. None of the interactions be-
tween patients’ diagnoses and the di-
rectedness or length of stay in the
community residential facility were
significant.

Discussion
We described four distinct treatment
orientations in community residen-
tial facilities that were characterized
by predictable differences in pa-
tients’ participation in treatment and
one-year outcomes.

Patients in therapeutic community
programs had the most intensive
care, and patients in rehabilitation
programs had the longest episodes of
treatment. These findings are consis-
tent with those of earlier studies
showing that more structured and di-
rected programs enhance patients’
involvement in care (17,18). The
findings extend prior work by show-
ing that patients in more structured
programs engage in more social ac-
tivities and develop more supportive
relationships with their peers. In
turn, patients who participate more
intensively in counseling and social
activities are more likely to complete
treatment and to engender staff con-
fidence in their eventual positive out-
comes (20,24).

A substantial percentage of the
community residential facilities in
this study—about 25 percent—had
undifferentiated programs that did
not emphasize any specific treatment
approach. Patients who entered
these programs were treated less in-
tensively, and, in fact received less
than half the number of counseling
sessions than patients in therapeutic
community programs received. In
addition, they were less involved in
social activities in the facility, estab-
lished less supportive relationships

with other residents, and were less
likely to complete treatment. Previ-
ous studies have shown that patients
in less cohesive and structured pro-
grams are more likely to drop out of
treatment (4).

Consistent with earlier compar-
isons of alternative treatment models
(25–27), patients in therapeutic com-
munity, rehabilitation, and 12-step
treatment experienced comparable
one-year outcomes. More important,
patients in programs with any one of
the three directed treatment orienta-
tions had better outcomes than did
patients in undifferentiated pro-
grams. These findings support the
idea that a strong emphasis on a spe-
cific treatment orientation may im-
prove the longer-term outcomes of
patients with substance use disor-
ders, partly because it is associated
with patients’ participation in pro-
gram activities and better outcomes
at discharge (20,31).

Longer episodes of care in com-
munity residential facilities and com-
pletion of the facility’s program were
associated with better one-year out-
comes, even after considering the in-
fluence of treatment orientation.
These findings extend earlier work
(28,29) by showing that both the di-
rectedness of treatment and patients’
participation in and completion of
treatment independently predict bet-
ter substance use and psychosocial
outcomes. Once the analysis con-
trolled for directedness and length of
stay, the intensity of treatment had
little or no association with one-year
outcomes. Thus the duration and
continuity of treatment may be more
closely related to outcome than is its
intensity (36,37).

Dually diagnosed patients’ sub-
stance use outcomes were compara-
ble to those for patients with only
substance use disorders; however,
they showed poorer psychological
outcomes and were less likely to be
employed. These findings are consis-
tent with those of several earlier
studies (38–40). Contrary to expecta-
tions from some earlier work (4,30),
dually diagnosed patients did not do
worse in more active models of care
(41). These findings may reflect the
fact that more severely impaired pa-
tients were referred for inpatient

care and thus were not represented
in our sample. Previous studies have
shown generally comparable rela-
tionships between the length of stay
in a community residential facility
and readmission outcomes among
patients with only substance use dis-
orders and among dually diagnosed
patients (28,29).

Several limitations of this project
should be noted. Most important, be-
cause patients were not randomly as-
signed to community residential fa-
cilities, clinicians’ referral patterns or
self-selection may have led more
highly motivated patients to enter
more directive programs. We also re-
lied on managers’ reports of their
program’s treatment orientation rath-
er than on observers’ independent
ratings. However, the large and rep-
resentative sample, adjustment for
case-mix, and high follow-up rate
bolster confidence in the findings.
Nevertheless, the findings are based
on data for a sample composed pri-
marily of men in one system of care
and may not generalize to women,
younger patients, or patients with
more acute and severe psychiatric
disorders.

Conclusions
Overall, our findings imply that the
presence of a strong treatment orien-
tation is more closely associated with
patients’ participation in treatment
and treatment outcome than is the
particular theory underlying that ori-
entation (42). To reduce the high
percentage of patients who drop out
of treatment, managers of communi-
ty residential facilities need to pro-
mote a strong psychosocial treatment
orientation, communicate high ex-
pectations for patients’ continuation
in treatment, and recognize that par-
ticipation in the treatment program is
a function of patients’ relationships
with staff and experiences in the pro-
gram as well as a function of their ini-
tial motivation. To strengthen the
emphasis on psychosocial treatment,
staff can use the DAPTI (34) and
PASCI (35) to understand and im-
prove their program’s treatment mi-
lieu and thereby to enhance patients’
motivation to complete treatment
and patients’ longer-term treatment
outcomes. ♦
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