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Objective: A randomized controlled study design was used to compare
the effectiveness of intensive outpatient treatment with individual out-
patient counseling and a combination of individual and group outpa-
tient counseling for cocaine-dependent patients. Methods: Volunteers
for this study were recruited from among first admissions to an inner-
city, public-sector outpatient substance abuse clinic. In-treatment, end-
of-treatment, and nine-month follow-up assessments were compared
for participants randomly assigned for 12 weeks to one of three treat-
ment modalities—weekly individual outpatient counseling, weekly indi-
vidual counseling plus one weekly group session, or a newly designed
intensive group treatment program consisting of three hours of group
treatment three days a week. Results and conclusions: Patients who
completed the intensive program showed significant improvement from
intake to end-of-treatment scores on the Addiction Severity Index, the
Beck Depression Inventory, and the Symptom Checklist. At nine-month
follow-up, patients who had remained in treatment longer had fewer
drug problems, a smaller proportion of positive urine drug screening
tests, a better employment status, and fewer psychological problems
compared with patients who left treatment earlier. Patients who re-
mained in treatment were also more likely to be attending self-help
meetings, continuing in outpatient treatment, or attending school. How-
ever, for the 447 patients randomly assigned to the three conditions,
there were no significant differences between treatment modalities on
any of the variables at nine-month follow-up. The new intensive treat-
ment program was not shown to be superior to more traditional treat-
ment programs. (Psychiatric Services 49:782-787, 1998)

and colleagues (1), we described
the design of a new 12-week in-
tensive outpatient treatment program
for cocaine-dependent patients that
included three hours of group coun-

In a previous paper by Weinstein

seling and activity sessions three times
weekly. The paper also reported the
initial findings of a five-year study
comparing the outcomes of cocaine-
dependent volunteers randomly as-
signed to either the new intensive pro-
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gram or to one of two more traditional
modalities—individual counseling for
one hour weekly or individual counsel-
ing plus a group session once a week.
Barely recognized a decade ago, in-
tensive outpatient treatment has be-
come a major treatment modality
(2,3) and a widely accepted level of
care (4). It is now considered a treat-
ment of choice for many substance-
dependent patients, and its populari-
ty has continued to grow as clinicians
have espoused its helpfulness (5-8).
Nevertheless, with few exceptions
(9-11), outcome evaluation studies of
intensive outpatient treatment have
not been conducted; our previous pa-
per (1) represented, to the best of our
knowledge, the first reported ran-
domized controlled study of the ef-
fectiveness of this modality of care.
The purpose of the study described
here was to expand on our earlier re-
port by providing data on our entire
sample of 447 patients, presenting
nine-month follow-up results, and as-
sessing the effect of treatment on
AIDS risk behavior as well as on sub-
stance abuse at follow-up. We hy-
pothesized that patients in the inten-
sive outpatient treatment program
would show significantly more im-
provement in substance use and
problem severity at follow-up than
those who received weekly individual
counseling plus a group session, who
would in turn do better than those
who received weekly individual coun-
seling. We also hypothesized that, ir-
respective of treatment modality, a
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better treatment outcome would be
associated with a decrease in AIDS
risk behavior.

Methods

Subjects

Study participants were recruited
from among individuals entering an
ongoing community-based, inner-
city, publicly funded, 12-week outpa-
tient cocaine treatment program in
Philadelphia. Those asked to volun-
teer were first admissions above age
18 years who had a DSM-III-R diag-
nosis of cocaine dependence and who
were not overtly psychotic, actively
suicidal, or so cognitively impaired as
to be unable to understand informed
consent or to participate in the pro-
gramming. Intake interviews and
clinical ratings were done by mem-
bers of our counseling staff with su-
pervision of the senior counselor or
psychiatrist medical director and as-
sistance or intervention from them
when appropriate. The subjects were
recruited for the study between Au-
gust 1990 and July 1994.

Assessments

Initial intake information obtained
from research volunteers and regular
patients was used to develop treat-
ment plans and for record keeping,
data reporting, and meeting state reg-
ulations. The set of forms and mea-
sures included a brief intake form
covering basic demographic data,
treatment and employment histories,
and personal and family history of
substance use; a self-administered
Milcom, which provides a personal
and family medical history and review
of systems (12); a urine drug screen;
the Risky AIDS Behavior (RAB) in-
ventory (13), which combines items
on risk from sexual behavior and shar-
ing needles for intravenous drugs; the
number of DSM-III-R criteria pre-
sent; the AIDS Knowledge Survey
(AKS), a modified version of a form
used by agencies of the City of
Philadelphia; the Addiction Severity
Index (ASI), indicating difficulties in
seven problem areas (14); the Beck
Depression Inventory (BDI), a stan-
dard measure of depression (15); and
the Symptom Checklist (SCL-90-R),
a quick, multifactor measure of glob-

al psychopathology (16).

Administration of the battery, in-
cluding a treatment planning session
and interview with a counselor, usual-
ly required about two hours. On a
second visit, patients completed a de-
tailed, self-administered Psychosocial
History Form, attended an AIDS in-
structional module, repeated the
AKS, and met with their therapists.
Research volunteers were paid $30
for participating in an additional test-
ing session.

Follow-up interviews were done by
an independent contractor nine
months after admission. Patients re-
ceived $20 for participating in the fol-
low-up, which included telephone ad-
ministration of the AST and RAB and
questions about the patients” experi-
ence with additional treatment, their
legal and employment status, and
their attendance at 12-step self-help
groups during the period after dis-
charge from the treatment program.

Assignment to treatment

After completing the initial assess-
ments, patients who met criteria for
admission into the study were in-
formed about the study and invited to
participate and give written consent.
Volunteers were randomly assigned
to the intensive program, individual
counseling, or individual counseling
plus group sessions for 12-week pro-
grams. Patients who did not meet
study criteria—for example, repeat
admissions and patients who declined
to participate—as well as the study
volunteers assigned to the intensive
program entered the regular, ongoing
12-week intensive program. The
three groups of volunteers and the
nonvolunteers were treated by the
same staff members in rotation.

A persistent methodological prob-
lem in comparing individual and
group therapies has been the issue of
an equivalent dose of treatment expo-
sure. Although it does not seem rea-
sonable to expect one hour of individ-
ual therapy and one hour of group
therapy to have equal effects, guide-
lines for comparing group hours with
individual hours are not available (17).

Because we were concerned with
the cost-effectiveness of the treat-
ment models, we attempted to keep
staff time utilization and costs equiva-
lent for the three treatments. One
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hour a week of individual counseling,
for example, would require nine staff
hours per week for nine patients.
Treatment for those assigned to one
hour weekly of individual counseling
plus one hour of group counseling
would require ten staff hours per
week for nine patients, and treatment
for those assigned to nine hours
weekly of group counseling would re-
quire nine staff hours per week for
nine patients. With staff’ hour costs
across treatments held roughly com-
parable, recommendations could be
made according to which of the treat-
ments best served the needs of the
patients according to the outcome re-
sults of the trial.

Treatment approach

In accordance with public-sector
policies and procedures, our general
treatment approach, for regular and
research patients alike, was problem
oriented and focused on attaining
specifically defined behavioral objec-
tives through action steps delineated
in a treatment plan prepared with the
patient during the intake process and
updated monthly. Attendance at self-
help meetings on- and off-site was en-
couraged. Techniques appropriate to
addressing particular problem areas
and action steps were drawn from
several treatment models (18-21). Al-
though pharmacotherapy was not
routinely used, it was available as
needed. This multimodal approach
adapting behavioral, exploratory, sup-
portive, and expressive techniques to
the particular problem areas of the
patients seemed compatible with ap-
proaches recommended in literature
reviews on cocaine treatment (22—
24). We believe this approach was also
fairly typical of most treatment pro-
grams in our state and many others.

Results

Of the 862 patients asked to partici-
pate in the study, 488 were male (56.6
percent), 804 were African American
(93.3 percent), 781 were unemployed
(90.6 percent), and 646 had never
married (75.4 percent). The meanz
SD age was 31.75+6.58 years.

All met DSM-III-R criteria for co-
caine use disorder. They were judged
to exhibit a mean+SD of 7.33+1.6 of
the nine DSM-III-R substance use
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Table 1

Measures of functioning at nine-month follow-up for patients in three 12-week
cocaine treatment programs who remained in treatment less than six weeks and

more than six weeks

Less than More than
six weeks six weeks  Statistical
Measure (N=201) (N=115)  testvalue! p<
Addiction Severity Index (AST)
composite scores for problem areas
(mean+SD)?
Medical 14+.27 16+.28 t=.47 ns
Employment 87+.19 78+.28  t=3.05 .01
Alcohol 13+.21 .08+.16 t=2.21 .05
Drug 10+.12 .06+.10 t=2.49 .05
Legal .06+.16 03+.12 t=1.32 ns
Family and social 14+.19 15+.21 t=.61 ns
Psycholo‘gical 25+.22 18+.21 t=2.67 01
N days of cocaine use in the past
30 days 3.93+7.88 1.75+5.26 t=2.94 .01
Risky AIDS Behavior (RAB) inventory®
Needle risk 28+1.40 42+1.85 t=.69 ns
Sex risk 7.37+4.03  7.31x4.14 t=.13 ns
Total risk 7.65+4.47 T7.65x4.58 t=.00 ns
Clinical and demographic character-
istics during follow-up period (%)
Received inpatient treatment 16.9 9.6 x2=3.24 ns
Attended outpatient treatment 10.9 26.1 72=12.20 .001
Attended self-help meetings weekly — 38.3 61.7 22=16.13  .001
Spent time in jail 174 7.0 %2=6.80 .01
Had ajob 41.8 52.2 x2=3.18 ns
Attended school 134 25.4 12=7.17 .01
Positive urine drug screen for cocaine*  56.3 39.7 22=5.42 .05
Positive urine drug screen for other
drugs? 6.0 7.7 x2=.24 ns

! For t tests, df values ranged from 301 to 313; for chi square tests, the df value was 1.
2 Possible scores on the seven composite ASI ratings can range from 0 to 1, with higher scores in-

dicating more problems.

3 Possible scores on the total RAB inventory can range from 0 to 32, with higher scores indicating

greater risk.

4 N=135 for patients in treatment less than six weeks; N=78 for patients in treatment more than six

weeks

dependence criteria. They reported
having used cocaine for a mean of
6.88+5.56 years and on 8.03+8.95 of
the last 30 days. The admission urine
analysis of 52.9 percent of the pa-
tients was positive for cocaine. The
mean+SD ASI score was 6.39+1.2 on
a scale from 0 to 9, with higher scores
indicating greater severity. The mean
number of previous drug treatments
was 1.14+1.39. More than 60 percent
(N=525) of the patients used a second
substance of abuse, most commonly
alcohol; 78.5 percent (N=412) of those
patients reported alcohol abuse.

Of the 862 patients, 447 volun-
teered to participate in the study and
415 declined. In a previous paper we
reported finding no differences be-
tween the volunteers and decliners in
demographic characteristics, psychi-
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atric symptomatology, addiction sever-
ity, or treatment retention (25). Of the
447 participants, 146 were randomly
assigned to individual counseling, 151
to individual counseling plus group
counseling, and the 150 to the inten-
sive program. To evaluate the success
of the randomization procedure, the
three groups were compared on 91 in-
take variables. Only six differences oc-
curred, which is approximately what
might be expected by chance.
In-treatment and end-of-treatment
results have been reported previously
(1). Briefly, for patients who complet-
ed intake and returned for at least
one treatment session, retention in
individual counseling, in individual
counseling plus group counseling,
and in the intensive program was
42.7, 42.5, and 47.6 days, respective-

ly. The 12-week program was com-
pleted by 20 percent of the patients in
individual counseling, 20.4 percent of
the patients in individual counseling
plus group counseling, and 31.7 per-
cent of the patients in the intensive
program. These differences were not
significant. Patients who remained in
treatment did well and showed signif-
icant improvement from intake to the
end of treatment on the alcohol, drug,
legal, family, and psychological com-
posite scores of the ASI; the number
of days of cocaine use in the last 30
days; the BDL; and all scales of the
SCL-90. Despite overall improve-
ment, there were no significant dif-
ferences on any in-treatment or end-
of-treatment variables across the
three treatment groups (1).

Nine-month follow-up data further
supported the effectiveness of treat-
ment retention in reducing drug use
and associated problems. For the 316
of the 447 patients who were success-
fully followed up, those who had re-
mained in treatment for six weeks or
more were doing significantly better
than those who had left earlier as indi-
cated by their AST employment, alco-
hol, drug, and psychological composite
scores, as well as by their being more
likely to have attended outpatient
treatment, self-help meetings, and
school and less likely to have been in
jail (Table 1). They also reported fewer
days of cocaine use in the last 30 days,
and their urine drug screens were less
likely to be positive for cocaine.

Follow-up was successfully com-
pleted for 102 patients (69.9 percent)
of the 146 patients in individual coun-
seling, 110 patients (72.4 percent) of
the 151 patients in individual coun-
seling plus group counseling, and 104
patients (69.3 percent) of the 150 pa-
tients in the intensive program. The
differences in completion rates were
not significant. Table 2 compares in-
take and follow-up ASI composite
and RAB scores within and across the
three treatment groups. Significant
improvement was found on most of
the variables within each modality.
Once again, however, there were no
differences in degree of improvement
across the modalities.

To examine patient outcomes in re-
lation to more specific lengths of stay,
the 316 individuals for whom follow-
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Table 2

Mean intake and follow-up scores on measures of functioning for patients with cocaine use disorder in two traditional out-
patient treatment modalities and intensive outpatient treatment!

Traditional individual
counseling (N=85)

=92)

Traditional individual plus
group counseling (N

Intensive treatment (N=85)

Measure

Intake Follow-up > p<

Intake Follow-up t

p< Intake Follow-up t p<

Addiction Severity Index (ASI)
composite scores for problem
areas (mean+SD)?

Medical 25
Employment .86
Alcohol 19
Drug A7
Legal .09
Family and social 24
Psychological 21
N days of cocaine use in
the past 30 days 6.93
Risky AIDS Behavior (RAB)
inventory*
Needle risk 8.12
Sex risk A48
Total risk 8.60

19 141 ns 27 12
.84 71 ns .88 .82
13 2.65 .01 .16 .10
.09 523 .001 .19 .07
.06 1.24 ns .09 .05
13 490 .001 .24 .16
21 12 ns 24 22
2.93 3.45 .001 9.39 2.48
721 2.01 .05 7.78 7.61
52 21 ns 31 .16
7.75 1.51 ns 8.10 7.65

4.03

7.99

6.81

.001 34 15 476  .001
2.50 .05 91 .82 3.08 .05
2.64 .05 .20 .09 443 .001
.001 A7 .08 7.20 .001
1.83 ns 11 .03 3.51 .01
294 .01 27 21 596 .05
.67 ns 27 21 222 .05
001 712 391 278 .01
36 ns 812 7.26 1.70 ns
78 ns 73 .30 228 .05
84 ns 8.89 7.57 2.38 .05

! No significant differences across treatment modalities
2 df=79 to 98 for individual counseling, df=79 to 105 for individual counseling plus group counseling, df=76 to 101 for intensive treatment
3 Possible scores on the seven composite ASI ratings range from 0 to 1, with higher scores indicating more problems.

4 Possible scores on the total RAB inventory range from 0 to 32, with higher scores indicating greater risk.

up data were obtained were placed in
four comparably sized, mutually exclu-
sive groups. The groups were those
who dropped out before attending one
treatment visit (N=79), those who en-
tered treatment but remained for less
than four weeks (N=81), those who re-
mained more than four weeks but did
not complete the program (N=93),
and those who completed 12 weeks of
treatment (N=63).

As Table 3 shows, the results were
similar to those described above and
again indicated that longer retention,
regardless of treatment modality, was
associated at follow-up with fewer
drug problems, a smaller proportion
of cocaine-positive urine tests, a bet-
ter employment status, and fewer psy-
chological problems. Those who spent
more time in treatment were also
more likely to be attending self-help
meetings, continuing in outpatient
treatment, or attending school.

The likelihood of being interviewed
for follow-up increased with length of
stay in treatment; 64 percent of pa-
tients who dropped out before one
treatment visit were interviewed at fol-
low-up, compared with 66 percent of
patients who remained in treatment
less than four weeks, 75.2 percent of

patients who remained five to 12
weeks, and 81.8 percent of patients
who completed 12 weeks of treatment.
Thus if those who were not found
were not doing as well as those who
were found, the differences reported
above would be even more impressive.

As for AIDS risk behavior, the
mean intake RAB score of 8.54+4.83
for the 285 patients for whom data
were available decreased significantly
to 7.67+4.49 (t=2.86, df=284, p<.()05)
at nine-month follow-up. The degree
of improvement was not associated
with time in treatment (r=.09, ns).
Nevertheless, as Table 4 shows, fol-
low-up RAB scores were related to
substance use, and, more important,
improvement in risk behavior was re-
lated to decreased substance use.
Thus individuals whose risk behaviors
decreased were those whose sub-
stance use had decreased.

Discussion and conclusions

Intensive outpatient treatment was
rapidly embraced during the last dec-
ade to provide care for patients who
did not meet criteria for inpatient or
residential treatment but who were
judged to need more than one session
of outpatient counseling a week, which
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seemed to provide too much time for
temptation and relapse between visits.
The purpose of the study reported
here was to compare this new modali-
ty with the more traditional treatments
of individual counseling and individual
counseling plus group counseling.

The research took place on the
premises of, and with patients re-
cruited from, an ongoing community-
based, inner-city, publicly funded
clinic operated and staffed according
to policies and procedures common
to public-sector outpatient substance
abuse programs. Coming from this
context, the findings could be seen as
more closely relevant and judged
more acceptable by clinical service
providers. Most patients in the study
were African American, unmarried,
and unemployed. Although this set-
ting and group need to be studied to
determine what treatment services
might be most appropriate and help-
ful, the results might be limited in
generalizability and not be applicable
to other settings and groups.

The study design was a randomized
controlled trial. The three treatments
being compared were roughly equal
in resource utilization, each requiring
nine or ten staff hours per week for
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Table 3

Measures of functioning at nine-month follow-up for patients in three 12-week cocaine treatment programs, by the amount

of time patients remained in treatment

Dropped In treatment In treat- In treat-
out before less than ment five ment 12
treatment four weeks to 12 weeks  weeks Statistical
Measure (N=79) (N=81) (N=93) (N=63) test value  df p<
Addiction Severity Index (ASI) com-
posite scores for problem areas (mean+SD)!
Medical 12+.27 17+.30 15+.28 17+.28 F=.58 3,311 ns
Employment .85+.21 90+.17 .83+.23 76+£.30  F=3.84 3,299 .01
Alcohol 11+.20 15+.22 11+.16 .08+.18 F=1.48 3,304 ns
Drug .09+.12 A1+.11 .07+.10 .06+.11 F=295 3,309 .05
Legal .06+.16 .06+.16 .04+.13 04+.13  F=.32 3,301 ns
Family and social 14+.20 15+.19 13+.20 16+.20  F=.40 3,310 ns
Psycholo‘gical 24+ .94 28+.92 16+.17 22+.22  F=4.88 3,311 .01
N days of cocaine use in the past 30 days 3.79+791  3.83+7.38 2.82+6.97  1.87+5.71 F=1.21 3,311 ns
Risky AIDS Behavior (RAB) inventory?
Needle risk .16+.84 13+.79 45+1.99 62222 F=1.63 3,311 ns
Sex risk 7.47+3.94 7.50+3.95 7.05+4.08 7.45+4.42 F=.23 3,308 ns
Total risk 7.61+4.05 7.63+4.14 7.42+4.75 8.08+5.11 F=.27 3,299 ns
Clinical and demographic character-
istics durin(% follow-up period (%)
Received inpatient treatment 17.7 19.8 9.7 9.5 2%=5.53 3 ns
Attended outpatient treatment 12.7 9.9 12.9 34.9 x2=18.86 3 .001
Attended self-help meetings weekly 32.9 46.9 43.0 69.8 22=20.09 3 .001
Spent time in jail 17.7 16.0 12.9 6.3 y2=4.41 3 ns
Had a job 44.3 39.5 51.6 46.0 272=2.62 3 ns
Attended school 11.4 13.6 18.3 30.6 %2=10.22 3 .05
Positive urine drug screen for cocaine? 59.6 54.0 54.2 25.6 22=12.00 3 01
Positive urine drug screen for other drugs? 7.8 8.0 2.8 10.3 2>=2.84 3 ns
F()How—up rate (%) 64.2 66.4 74.4 §81.8 22=9.00 3 .05

1 Possible scores on the seven composite AST ratings range from 0 to 1, with higher scores indicating more problems.

2 Possible scores on the total RAB inventory range from 0 to 32, with higher scores indicating greater risk.

3 N=52 for patients who dropped out before treatment; N=50 for patients in treatment less than four weeks; N=72 for patients in treatment five to 12
weeks; N=77 for patients in treatment for 12 weeks

nine patients. Follow-up was con-
ducted by an independent contractor.

Regardless of the treatment modal-
ity, patients improved significantly

from intake to follow-up with respect
to drug use, severity of problems as-
sociated with drug use, and AIDS risk
behavior. Remaining in treatment

Table 4

Correlations between measures on the Addiction Severity Index (ASI) and Risky
AIDS Behavior (RAB) inventory at nine-month follow-up and improvement in
those measures from intake to follow-up for patients in three cocaine treatment

programs

RAB measure

ASI measure Sex risk Needle risk Total risk
At nine-month follow-up (N=312)
Composite drug problems 163 BPRETE AR
Composite alcohol problems 15 14 18
N days of cocaine use in past 30 days 19 163 BRETE
Improvement from intake to follow-up
(N=259)
Composite drug problems 19k A1 BT
Composite alcohol problems 295 16x RIS
N days of cocaine use in past 30 days 18 A1 20

#<.05
#xp<.01
#xxp<.001

786

longer was associated at follow-up
with fewer drug problems, a smaller
proportion of positive urine drug
tests, a better employment status, and
fewer psychological problems. Those
who spent more time in treatment
were more likely to be attending self-
help meetings, continuing in outpa-
tient treatment, or attending school.
However, no significant differences
were found between the treatment
modalities on any in-treatment, end-
of-treatment, or follow-up variable.

Although RAB scores decreased
from intake to follow-up, the de-
crease was not related to time in
treatment. However, the decrease in
RAB scores was related to decreased
drug use. Apparently, improvement
in risk behaviors required not only re-
maining in treatment but also active
involvement in treatment and im-
provement as indicated, for example,
by decreased drug use.

Despite the findings on improve-
ment in relation to time in treatment,
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we are limited in our ability to pro-
pose a causal relationship between
treatment and outcome because we
did not randomly assign subjects to
different lengths of treatment. Reten-
tion, then, could be an effect of treat-
ment, of “better motivated” patients’
staying longer, or of both in some
combination. Nevertheless, the re-
sults are encouraging; it does appear
that individuals who remain in treat-
ment longer do have better outcomes.

Earlier studies reported significant
improvement among patients in vari-
eties of intensive outpatient treatment
(9,10), although Campbell and associ-
ates (9) emphasized the need for con-
trolled comparisons. McLellan and
colleagues (11) compared the intake
characteristics, treatment services re-
ceived, and outcomes of six samples of
patients in intensive outpatient pro-
grams and ten samples in traditional
outpatient programs selected from
their national database of “real-world”
treatment programs. At six-month fol-
low-up, the patients in both modali-
ties had improved significantly, but
the intensive programs were not asso-
ciated with more improvement com-
pared with the traditional programs.
The randomized controlled study re-
ported here did not show that a mod-
el of intensive outpatient program-
ming involving nine hours of group
and activity sessions per week was
more effective than traditional one-
hour-a-week individual counseling.

Researchers commonly express un-
happiness with the “research-clinical
gap.” They tend to be inpatient about
the length of time often taken by clin-
icians to accept their results and trans-
late them into clinical practice. One
might note that “clinical-research
gaps” also occur. Based on clinical ob-
servations and writings, intensive out-
patient treatment appeared promising
and was rapidly accepted into com-
mon practice. This growth occurred,
however, without a basis of research
support, and, indeed, the comparisons
recently reported by McLellan and as-
sociates (11) and Weinstein and col-
leagues (1) did not show any advantage
for intensive over traditional modali-
ties of treatment.

Our results are limited to the mod-
el of intensive outpatient treatment
program we instituted and studied.

We do not suggest that intensive out-
patient treatment is not useful or
helpful but only that its effectiveness
has not yet been demonstrated. Many
models for intensive treatment are
possible, and they may differ in the
frequency and number of visits, the
length of visits, the approach to treat-
ment, and the number and varieties
of services and modalities used.
Clearly many more controlled com-
parisons of different models are need-
ed. In all likelihood, the issue of
matching will again be paramount, and
when enough information becomes
available, the question will not be
whether intensive or traditional treat-
ment is better but which patients do
better in which variations of intensive
and traditional programs. In the mean-
time, intensive outpatient treatment is
well established clinically, while the re-
search story remains to be told (26). ¢
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