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Abstract

Recovery housing is a service delivery modality that simultaneously addresses the social support 

and housing needs of those in recovery from substance use disorders. This paper describes a group 

of recovery homes in Texas (N=10) representing a lesser-studied type of recovery housing, one 

which explicitly bridges treatment and peer support by providing a variety of recovery support 

services. All residents meet with a recovery coach, undergo regular drug screening, and have 

access to intensive outpatient treatment—a program that was developed specifically to support the 

needs of residents in the homes. Unlike the Oxford HouseTM model and California sober living 

houses, which are primarily financed through resident fees, these homes are supported through a 

mix of resident fees as well as private and public insurance. While adhering to some aspects of the 

social model of recovery, none of these homes would meet criteria to be considered a true social 

model program, largely because residents have a limited role in the governance of the homes. 

Residences like the ones in this study are not well represented in the literature and more research 

is needed.
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Substance use disorders (SUDs) are a pervasive problem in the US. Approximately 21.5 

million people aged 12 or older in 2014 had an SUD in the past year, including 17.0 million 

people with an alcohol use disorder, 7.1 million with an illicit drug use disorder, and 2.6 

million who had both an alcohol use and an illicit drug use disorder (Center for Behavioral 

Health Statistics and Quality 2015). Although the percentage of people aged 12 or older who 

had past year SUDs in 2014 was similar to the percentages from 2011 to 2013, and lower 

than the percentages from 2002 to 2010, deaths from drug overdoses are at an all-time high 

due an “unprecedented opioid epidemic” (U.S. Department of Health and Human Services 

2016). Since 2000, the rate of deaths from drug overdoses has increased 137%, including a 

200% increase in the rate of overdose deaths involving opioids--opioid pain relievers and 

heroin (Rudd et al. 2016).
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Despite the devastating personal and societal costs of addiction and the development and 

demonstrated effectiveness of substance use treatments (National Institute on Drug Abuse 

2012; Pearson et al. 2012), few people who need treatment receive it (Substance Abuse and 

Mental Health Services Administration [SAMHSA] 2014). And while addiction is 

increasingly recognized as a chronic condition necessitating lifestyle change and ongoing 

care (Dennis & Scott 2007; McLellan et al. 2000), most substance use treatment is time-

limited and may not include the type of services clients prioritize as being critical to their 

recovery (Duffy & Baldwin 2013; Laudet, Stanick & Sands 2009; Laudet & White 2010). 

Safe and stable housing has been identified by SAMHSA (2012) as integral to recovery, but 

studies have found that nearly a third (32%) of individuals entering substance use treatment 

report being marginally housed in the 30 days prior to treatment entry (Eyrich-Garg et al. 

2008).

Recovery housing is a promising service delivery mechanism to ensure that individuals in 

recovery have an alcohol-/drug-free and supportive living environment that promotes health, 

wellness, and purpose (SAMHSA, 2012) and fosters a lifestyle characterized by sobriety, 

personal health, and citizenship (The Betty Ford Institute Consensus Panel 2007). It is 

commonly used after inpatient or residential treatment (Reif et al. 2014) but could also be 

used during or after outpatient treatment or as an alternative to treatment (Polcin 2006; 

Polcin & Henderson 2008). Recovery residences (the physical structures in which people 

reside) go by a variety of different names (e.g., Oxford Houses, sober living houses, sober 

homes, recovery homes), but they generally refer to sober, safe, and healthy living 

environments that promote recovery from alcohol and drug use and associated problems 

(Jason et al. 2013).

Recognizing that a variety of different types of residences could meet this definition, the 

National Alliance for Recovery Residences (NARR) developed categories for levels of care 

provided by different types of residences as well as standards of practice for each (NARR, 

2012). As Figure 1 depicts, recovery residences can run the gamut from being completely 

peer-run (i.e., having no staff) and providing no formal treatment or services, such as with 

the Oxford House model, to models that would be characterized as substance use treatment 

except that it actively involves residents in the treatment process, such as in therapeutic 

communities (TCs; De Leon 2000). Other dimensions in which houses differ may be 

reflected in the physical setting (e.g., peer-run residences are operated in single-family 

homes while treatment providers like TCs may be operated in a variety of settings including 

a unit in a larger residential facility) and in governance and oversight (e.g., peer-run 

residences are democratically run and are not licensed treatment providers, while at the other 

end of the spectrum, treatment providers must be licensed and resident participation in 

governance may vary). Yet regardless of the amount and nature of services provided, central 

to recovery residences across the spectrum of NARR levels are ideas of inherently valuing 

peer support and mutual aid, experiential knowledge, and residents’ active participation in 

their recovery and in the functioning of the house. These principles are hallmarks of “social 

model” recovery programs (Borkman et al. 1998; Room, Kaskutas & Piroth 1998).

Studies of residents in Oxford Houses, sober living houses in California, and TCs have 

found that these types of environments are associated with a variety of positive outcomes 
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including abstinence from alcohol and drugs, gains in employment, and decreased 

involvement in the criminal justice system (De Leon 2010; Jason et al. 2006; Jason et al. 

2007; Polcin et al. 2010; Polcin et al. 2010; Vanderplasschen et al. 2013). Despite these 

positive findings, important gaps in the scientific literature on recovery housing exist 

because research has focused on recovery housing that is generally considered substance use 

treatment (TCs) and recovery housing that only provides peer support (Oxford Houses and 

sober living houses in California). Some research conducted on recovery homes in 

Philadelphia has described recovery residences that are purposefully linked with substance 

use treatment and that also provide residents with a variety of services in addition to social 

support and mutual aid as part of their stay in the residence (Mericle, Miles & Cacciola 

2015; Mericle et al. 2014), but other descriptions of this model of recovery housing are 

lacking.

Further, although there has been research on the characteristics of neighborhoods in which 

Oxford Houses (Ferrari, Groh & Jason 2009) and sober living houses in California are 

located (Mericle et al. 2016), we also know little about the neighborhoods in which 

residences that blend peer support and professional recovery support services are located—

another important gap in the literature given growing evidence of the role that neighborhood 

factors play in increasing risk for substance use (Jacobson 2004; Mennis & Mason 2012; 

Molina, Alegría & Chen 2012). To address these gaps in the literature, the aim of this paper 

is to examine the residence, neighborhood, procedural, and recovery orientation 

characteristics of a group of recovery residences in Texas (N=10) that exemplify a model 

that explicitly bridges treatment and peer support with recovery support services for 

residents.

Methods

Data for this study were collected from structured interviews with house managers (N=11) 

in the fall of 2015. The study protocol and procedures were approved and monitored by the 

Public Health Institute’s Institutional Review Board.

Sites and Participants

The group of residences studied are run by Eudaimonia Recovery Homes which was 

founded in November of 2009 in Austin, Texas. Eudaimonia also has homes in Houston and 

Boulder, Colorado. In Austin at the time of the study, there were Eudaimonia homes for 

adult (age 18 or older) women (n=3), men (n=6), and one home specifically designated for 

gay/bisexual men (n=1), representing a total capacity of 117 beds. In the Eudaimonia model, 

sober living is conceptualized as a structured and accountable environment for individuals to 

continue in their recovery journey (potential residents must have at least 30 days sober). 

Admissions and intake are centralized. Eudaimonia accepts a range of potential residents, 

however, in addition to age and sobriety criteria, residents must be medically managed if 

they have been diagnosed with a psychotic disorder. Although there is no upper limit to the 

age of residents accepted, the majority of residents are under 30. There is also no upper limit 

on how long residents can stay in the homes. Residents are encouraged to stay in the homes 

for at least six months, however the average length of stay is generally closer to 90 days.
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While all Eudaimonia homes are inspected and certified by the Texas Recovery-Oriented 

Housing Network (TROHN) which is affiliated with NARR, these homes are not licensed 

residential treatment programs. However, unlike other types of recovery residences, such as 

Oxford Houses and sober living houses in California, all residents in Eudaimonia homes 

receive recovery support services provided to residents at the Eudaimonia office. These 

services include drug/alcohol testing, drug/alcohol education groups, and weekly individual 

meetings with a professional recovery coach who provides residents with peer support1 and 

life skills mentoring as well as case management services. To better address the needs of 

their residents, Eudaimonia opened an intensive outpatient treatment program through Nova 

Recovery Center. This program offers relapse prevention and other group counseling, 

relaxation and stress management, and employs a part-time life coach to provide job 

readiness counseling and a part-time psychiatrist. Residents are not required to participate in 

substance use treatment at Nova or any other treatment program during their stay, but they 

are required to attend AA/12-step meetings. Costs associated with running the Austin 

Eudaimonia homes are primarily covered though residents’ self-pay (50%), but some costs 

are covered through private and state-sponsored insurance (35%). An estimated 15% of costs 

are either written off or considered donated (e.g., residents given scholarships or services 

provided pro bono).

Each Eudaimonia recovery home has an identified house manager who is compensated with 

a monthly stipend for overseeing the day-to-day activities in the home. A total of 11 house 

managers were interviewed for this study, reporting on 10 different homes (note—one home 

is a duplex with one house manager, and another is actually two homes right next door to 

each other under the supervision of one house manager). Two house managers reported on 

the same home. This occurred because, at the time the majority of interviews were 

conducted, one of the house managers was just recently (that week) hired. Fortunately, the 

former house manager for that home was still employed at Eudaimonia and was interviewed 

about it. On a subsequent visit (approximately 2 months later), the current house manager 

was interviewed. Reports from both house managers were largely identical. However, when 

responses were discrepant, information about current operations and house/neighborhood 

characteristics were taken from the current house manager’s interview and information 

about program policies (that the current manager might not know) or answers to questions 

that required a longer perspective were taken from the former house manager’s interview. 

All managers were in recovery themselves, and the majority were male (64%), White/

Caucasian (91%), and under 30 years of age (64%), had a high school degree (73%), and 

were a house manager for fewer than three years (82%). While many held some sort of trade 

or professional certification, only one house manager held a certification related to the 

addictions field.

Recruitment and Data Collection Procedures

The Eudaimonia Director of Operations scheduled a time for each of the house managers to 

meet with study staff about potential participation in an interview about their home. House 

managers were eligible to participate in the study if they were 18 years of age or older and 

1Recovery coaches must have knowledge of the recovery process, and peer recovery coach certification is encouraged.
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had been in the position of house manager for at least two weeks. The purpose as well as the 

voluntary and confidential nature of participation in the study was explained to the house 

managers by study staff (AAM). To further protect house managers from the risk of 

perceived coercion to participate in the study, a Letter Agreement between study staff and 

Eudaimonia was developed specifying that Eudaimonia would not pressure house managers 

to participate in the study and that manager’s decision to participate or not to participate in 

the study would not affect their employment at Eudaimonia Recovery Homes. All house 

managers provided written informed consent to participate in the study.

Meetings with the house managers were scheduled at their convenience and took place at 

their recovery home, in the Eudaimonia offices, or at another easily accessible location in a 

quiet and semi-private space (i.e., a cafe). Completion of the structured interview took place 

with study staff (AAM) immediately after consent to participate was obtained and lasted 45–

60 minutes. Data were collected in a paper and pencil format, with the interviewer reading 

the questions and the response options aloud to the house managers, and later entered into a 

database for analyses. House managers received $25 for participating in the study. When 

interviews took place at or near the home, study staff was able to observe the interior and 

exterior condition as well as the layout of the residence.

Measures & Statistical Analyses

We developed the instrumentation for the house manager interview from available measures 

used to study other types of recovery residences (e.g., Oxford Houses, California sober 

living houses, and recovery homes in Philadelphia). Information pertaining to residence 

(e.g., physical characteristics of the home, resident capacity, and amenities/features) and 

neighborhood characteristics as well as residence policies and procedures was gathered with 

items from the Oxford House Environmental Audit and House Processes Questionnaire 

developed by researchers at DePaul University (Ferrari, Groh & Jason 2009; Ferrari et al. 

2006; Ferrari et al. 2004; Ferrari et al. 2006). One of the items in this instrument asks 

respondents to characterize the neighborhood in which the residence is located by asking 

them to respond “yes” or “no” to 13 statements about the surrounding neighborhood. From 

these items, we created various indicators of neighborhood risk to identify obvious signs of 

neglect (e.g., litter, empty buildings, run-down buildings, lack of trees/greenery), signs of 

disadvantage (e.g., area seems economically depressed, homeless persons on the streets, 

pawn shops), signs of being unsafe (e.g., deserted during the day/night, streets not lit at 

night), and substance use triggers (e.g., intoxicated/drugged people on the streets, obvious 

signs of drug dealing).

We also included the Social Model Philosophy Scale (SMPS; Kaskutas et al. 1998), which 

was designed to measure the extent to which substance use programs adhere to a social 

model approach across six program domains: physical environment, staff role, authority 

base, view of dealing with substance use problems, governance, and community orientation. 

Items in the physical environment domain (n=6) assess the residence’s proximity to a 

clinical setting and the aspects of the residence that diminish staff/resident hierarchy, 

facilitate peer support, and increase resident responsibility for the residence and those within 

it. Items in the staff role domain (n=5) assess the nature of the staff relationship with 
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residents. Items in the authority base domain (n=5) assess the residence’s commitment to 

experiential knowledge. Seven items are used to assess how the residence views how to deal 

with substance use problems and the resident’s role in his/her recovery. Items in the 

governance domain (n=4) assesses the extent to which residents are involved in the creation 

and enforcement of house rules. The six community orientation items assess the extent to 

which the residence facilitates residents making and keeping relationships with persons in 

recovery and engagement in the community.

The 33-item SMPS has been shown to have high internal reliability (α= 0.92) with subscale 

alphas ranging from 0.57–0.79. Test-retest analyses have shown high consistency across 

time, administrators, and respondents. Items in this measure were summed according to 

criteria outlined in the scoring manual (Room & Kaskutas 2008). Scores on the overall scale 

and the subscales can range from 0–100, with higher scores indicating greater adherence to 

the social model philosophy. We used the established cut-point of 75 to determine whether 

homes operated as social model programs (Kaskutas et al. 1998; Kaskutas, Keller & 

Witbrodt 1999).

This study implemented descriptive statistical techniques. Frequencies were run to 

summarize the physical, neighborhood, and governance (e.g., policy and procedural) 

characteristics of the homes studied. We averaged total and subscale scores for each domain 

of the SMPS and also calculated the percent of homes that would be considered adherent to 

the social model based on their scores. All analyses were conducted in Stata version 14 

(Stata Corp. 2015).

Results

Table 1 presents information collected from the house managers about the physical 

characteristics of the residences and the characteristics of the neighborhoods in which they 

were located. In terms of the size of the residences, house size ranged from 8 to 19 beds and 

the majority (80%) had a capacity to house more than ten residents. House managers had 

their own rooms in each of the homes and residents generally shared a room with at least 

one other resident. All but two homes had at least one room that was designated as a “triple” 

to be shared by three residents. At the time the study was conducted, only two of the ten 

homes were full, meaning that the majority had at least one vacancy. One home had a private 

bathroom attached to one of the rooms, but more often than not bathrooms were shared 

among residents in the home. All homes had a variety of common areas in which residents 

could socialize (TV/living room, kitchen/dining area, patio and/or open yard areas). All 

homes were non-smoking and had air conditioning, cable, a washer/dryer, and parking for 

residents. House managers also noted other amenities such as free WiFi, a dishwasher, 

garage/storage space, cleaning supplies, coffee, TVs in each room. Fewer than half of the 

homes (40%) were handicap/wheelchair accessible.

In terms of their perceptions about neighborhoods in which the homes were located, most 

house managers identified their neighborhoods as urban or inner-city (60%). With respect to 

the racial and ethnic composition of the neighborhoods, Caucasians/Whites were present in 

all neighborhoods, but the majority of house managers also noted that other racial/ethnic 
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groups were represented in the neighborhood. Most house managers reported that their 

neighborhood was working or middle class (70%). All homes were accessible by public 

transportation and the majority of house managers reported places of commerce (e.g., super 

markets, shopping centers, gas stations) within a two-block radius of the home (70%). Other 

neighborhood resources (e.g., medical services, social services, a police station, or a library) 

were less uniformly present within a two-block radius of the homes, but 60% of the houses 

had at least three different types of neighborhood resources. Some homes were also in a two-

block radius of other types of resources such as churches, an AA club house, a community 

garden, gyms/fitness centers, restaurants, and a barber shop. The majority of the homes were 

in neighborhoods that did not show obvious signs of being neglected, disadvantaged, unsafe, 

or where there was obvious signs of substance use or drug dealing. In fact, managers of only 

two homes reported more than one type of neighborhood risk factor.

Table 2 lists information provided by house managers about their home’s policies and 

procedures. Half of the house managers identified their residence as a sober living house, but 

others identified theirs as an Oxford House or a recovery home, and one manager identified 

their residence as something in between a TC and a recovery home. Managers of all homes 

reported that their home was very much based on 12-step principles. In terms of the primary 

substance use issue of residents in their homes, house managers reported that the majority of 

residents in 80% of the homes where in recovery from addiction to both alcohol and drugs. 

The majority of residences ensured that residents received an orientation to the home upon 

entry (80%) as well as a resident handbook (60%) and that house rules were clearly posted. 

None of the homes served family-style meals (or provided residents with food for meals), 

but residents participated in household chores in all of the homes—the majority (90%) 

having the house manager assign the chores to the residents. All homes had weekly house 

meetings as well as rules and policies for residents regarding house meeting attendance, 

curfew, spending the night outside of the home as well as prohibitions against overnight 

guests in the home and substance use on or off the premises. Managers at each of the homes 

indicated that the consequence of not following rules regarding substance use was 

immediate eviction from the home, but some managers noted that attempts were also made 

to connect these residents with resources and one noted that the home sometimes let 

residents stay in the home overnight and leave in the morning.

Table 3 lists the overall as well as domain-specific scores assessed with the Social Model 

Philosophy Scale. Scores (which can range from 0–100) were highest in the domains of 

authority base (M=93.0, SD=7.9), physical environment (M=79.0, SD=5.2), and community 

orientation (M=77.5, SD=6.6). Scores were lowest in the domain of governance (M=3.8, 

SD=8.4). The average overall score across domains was 62.7 (SD=4.4). None of the 

programs had an overall score over 75, which was considered the cut-off for true social 

model programs when the instrument was developed. However, all had scores over 50, 

scores indicative of “hybrid” programs in which social model principles dominate (Kaskutas 

et al. 1998).
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Discussion

This study describes a group of recovery homes in Texas that share many characteristics of 

Oxford Houses and sober living houses studied in California. The residences are set up in a 

home-like fashion and located in largely working and middle-class residential 

neighborhoods. The homes have rules regarding substance use both on and off the premises 

and residents are expected to participate in household chores and to attend weekly house 

meetings. However, unlike Oxford Houses, these residences are staffed by a house manager, 

and unlike either Oxford Houses or sober living houses in California, residents living in 

these homes are provided recovery support services delivered by professional recovery 

coaches, have access to additional substance use treatment services via linkage to an 

intensive outpatient treatment program opened specifically to meet the needs of the recovery 

home residents, and can use insurance to cover costs of services provided. Although it is not 

uncommon for individuals living in Oxford Houses and sober living houses in California to 

be receiving treatment and potentially recovery support services while they are living there, 

these residences do not provide such services directly to residents. The homes in this study 

are also different from therapeutic communities. Although the homes in this study are 

staffed and residents receive recovery support services, the house managers of these homes 

were not degreed or licensed addictions counselors and the homes are not licensed as short- 

or long-term residential treatment. Given the unique set of features, it is not surprising that 

house managers struggled with how to classify their homes.

There currently exists no comprehensive listing of recovery residences and no systematic 

surveillance of them (Polcin et al. 2016) to determine the prevalence of recovery housing or 

to monitor changes in this component of the substance use continuum of care. However, 

there is evidence to suggest that recovery housing is more prevalent and that it is evolving 

(Mericle, Miles & Cacciola 2015; Mericle et al. 2014). Efforts to define recovery and 

principles of care to promote recovery have set the stage to expand the scope of substance 

use treatment services as they have been traditionally been conceptualized and delivered. It 

is now not uncommon to see treatment programs that have opened recovery residences as 

part of their aftercare services and to support those who are currently in outpatient care 

(Polcin et al. 2010) or to see treatment programs partnering with recovery residences, an 

arrangement that is often referred to as the “Florida model” (Mericle et al. 2014). Growing 

acceptance of recovery has also helped set the stage to raise awareness about recovery 

among young people and in non-traditional settings, such as in recovery high schools and in 

collegiate recovery communities (Laudet & Humphreys 2013).

The recent opioid epidemic presents a variety of challenges to those providing recovery 

support services who are having to contend with addiction that is generally more medically 

complex, increasingly treated with medication, and where relapse can be deadly. Heroin use 

has increased among all age groups but use has increased the most among those 18–25 

(Jones et al. 2015), ushering in an increasingly younger and clinically complex cohort of 

individuals who need recovery support services. Stories about deaths from drug overdoses 

among residents appearing in the press and growth in demand for recovery housing have 

sparked calls for increased professionalization and regulation of recovery housing (Johnson 

2016). Given these forces on the treatment system and on the recovery support system to 
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meet the evolving needs of those with substance use disorders, it is not surprising to see 

mixing of treatment and recovery housing elements--treatment programs offering recovery 

housing to clients and recovery housing offering more services to a younger and “sicker” 

group of residents—altering the nature of what recovery housing looks like and does.

One way in which the introduction of recovery support services and other treatment 

elements may be altering the nature of recovery housing is through decreased adherence to 

aspects of the social model philosophy. The social model approach is largely a California 

phenomenon (Borkman et al. 1998), but social model programs in California evolved from 

Alcoholics Anonymous (AA) teachings and traditions, and these traditions are reflected in 

Oxford Houses and TCs, in addition to sober living houses in California. Although all house 

managers reported that their homes were “very much” 12-step oriented, none of the homes 

could be classified as a true social model program as assessed with the SMPS, largely due to 

low scores in the governance domain.

The notion of resident self-governance, rooted in the democratic traditions of AA, gives 

residents a share in leadership to help in fostering mutual responsibility for the home and the 

residents in it. The ways in which residents can have a share in the responsibility of the 

program are many (see Borkman 1998) and include residents having a role in creating, 

implementing, and enforcing house rules. None of the homes in this study had a residence 

council (or any other sort of resident governing body) and the majority of house managers 

reported that governance decisions were made by staff not residents. Although low scores in 

this domain could reflect an outmoded or California-centric way of measuring the concept of 

resident self-governance, it is also possible that lower scores in this domain reflect true drift 

in the value placed on self-governance in some types of recovery residences or a lack of 

understanding with respect to how to implement social model principles within recovery 

housing (Polcin et al. 2014). It may also be a reaction to other forces such as 

professionalization of the recovery housing modality or changes in the characteristics of the 

residents living in recovery housing. Indeed, even in California, there is evidence to suggest 

decreasing adherence to social model principles programs among programs that identify as 

“social model programs” (Kaskutas, Keller & Witbrodt 1999).

Professionalization and the wider integration of recovery support and treatment services may 

also affect recovery housing costs as well as opportunities to cover these costs. By sharing 

expenses and the responsibility of running houses that do not include the provision of 

services, recovery housing has generally existed as an affordable housing option for those in 

recovery who may still be in the process of securing employment and building financial and 

other recovery capital (Cloud & Granfield 2008). The organization operating the recovery 

homes in this study has been able to leverage revenue from insurance to cover operating 

costs, and there are residences in the US that receive funding through public resources 

(Mericle, Miles & Cacciola 2015), but recovery housing has historically been supported by 

the residents covering fees out-of-pocket, and funding is a common barrier to operating 

recovery housing (Mericle, Miles & Way 2015). Clearly more studies investigating the use 

of public and private insurance for recovery housing are needed, particularly in light of the 

evolving nature of services provided in recovery housing. Regardless, it remains critical to 

ensure recovery housing remain affordable for those without insurance coverage and to find 
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ways to support recovery housing through public funding streams (e.g., substance use, 

housing, and/or criminal justice).

Safe and stable housing is integral to supporting a lifestyle in recovery and recovery housing 

represents an innovative way to augment and extend the substance use continuum of care. 

This work examines a group of recovery homes in Texas that represent a type of recovery 

housing that has been under-represented in the scientific literature and illustrates how 

recovery housing has adapted to meet the evolving needs of residents.

Several limitations of this study are important to note. First, this is a descriptive study of just 

10 residences in one city in the US. It is unclear how common this treatment/recovery 

hybrid-type recovery housing may be in other cities across the US because there is no 

systematic surveillance of recovery housing. Second, there currently exists no 

comprehensive or standardized way to assess the characteristics of recovery residences to 

better understand how residences might be different from one another and from other types 

of substance use treatment or housing services. Although this study used measures that have 

been used in prior studies of recovery residences, findings from this work would be 

strengthened through the development an assessment tool to gather data on a wide range of 

recovery residences along dimensions identified by the field to be essential to characterizing 

and monitoring this service delivery modality, including additional information on sources 

of revenue (particularly the use of public and private insurance) to cover operating costs. 

Finally, the data used to characterize the neighborhoods in which homes were located were 

based on house managers’ perceptions rather than on estimates from more objective sources, 

like the US Census. Geocoding and linking house addresses with US Census data could 

provide additional information on neighborhood characteristics and potentially highlight 

differences between these characteristics and those of house managers’ and residents’ 

perceptions of their neighborhood. Research is also needed to assess why differences 

between various types of recovery housing or recovery housing in different geographic 

regions exist and whether positive findings with respect to recovery housing found 

previously hold for residences that serve different populations and with a different mix of 

support services.
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Figure 1. 
Recovery Residence Characteristics by NARR Level

Mericle et al. Page 14

J Psychoactive Drugs. Author manuscript; available in PMC 2018 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mericle et al. Page 15

Table 1

Residence & Neighborhood Characteristics

n %

House Characteristics

 Resident capacity

  10 or less 2 20

  11–151 7 70

  16–20 1 10

 Houses with triples (e.g., 3 people sharing a room) 8 80

 Full houses 2 20

 Features/Amenities

  Private bathrooms 1 10

  TV/living room 10 100

  Kitchen/dining room 10 100

  Non-smoking 10 100

  Patio/Open yard area 10 100

  Air conditioning 10 100

  Cable TV 10 100

  Washer/dryer 10 100

  Parking 10 100

  Other2 8 80

 Handicap/wheel chair accessible 4 40

Neighborhood Characteristics

 Neighborhood Type

  Urban 3 30

  Inner-city 3 30

  Suburban 4 40

 Racial/Ethnic Groups Represented (N=9)3

  Caucasian/White 9 100

  African American 6 67

  Hispanic 7 78

  Other 3 33

 Social Class

  Middle class 4 40

  Working class 3 30

  Mixed 3 30

 Resources (Two-block radius)

  Medical services (hospital/clinic) 3 30

  Social services (welfare agency, shelter, food pantry) 1 10

  Commerce (super market, mall/shopping center, strip mall, gas station) 7 70

  Police station 2 20

  Library 4 20

J Psychoactive Drugs. Author manuscript; available in PMC 2018 September 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mericle et al. Page 16

n %

  Accessible by public transportation 10 100

  Other4 5 50

 Signs of neglect (litter, empty buildings, run-down buildings, lack of trees/greenery ) 2 20

 Signs of disadvantage (economically depressed, homeless persons on the streets, pawn shops) 3 30

 Signs of being unsafe (deserted during the day/night, streets not lit) 3 30

 Substance use triggers (intoxicated people on the streets, obvious signs of drug dealing) 1 10

1
Two of these residences were comprised of two different physical structures (a duplex and two houses next door to each other) that were operated 

as one entity.

2
Other amenities mentioned included free Wi-Fi, dishwasher, garage/storage space, cleaning supplies, coffee, TVs in each room.

3
One respondent responded DK to all racial/ethnic neighborhood composition items.

4
Other resources/amenities mentioned included churches, an AA club house, a community garden, gyms/fitness centers, vet clinics, restaurants, 

and a barber shop.
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Table 2

Residence Policies and Procedures

n %

House Type

 Sober living house 5 50

 Oxford House 1 10

 Recovery home 3 30

 Something else1 1 10

12-Step Orientation

 Not at all 0 0

 A little 0 0

 Somewhat 0 0

 Quite a bit 0 0

 Very much 10 100

Primary SUD Issue

 Drugs 2 20

 Drugs and alcohol 8 80

 Alcohol 0 0

Procedures

 Residents handbook 6 60

 Resident orientation 8 80

 House rules posted 6 60

 Weekly house meetings 10 100

 Family-style meals 0 0

 Assigned chores 9 9

Policies

 Sanctions for arriving late or leaving house meetings early 10 10

 Curfew 10 10

 Rules for overnights 10 10

 Rules for guests in rooms 10 10

 Consequences for substance use

  Eviction 10 10

  Other1 4 4

1
One respondents said that the house was something in between a recovery home and a therapeutic community.

2
Three respondents noted that they also try to refer the resident to treatment or other services; one mentioned allowing the resident to stay 

overnight and leave in the morning.
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Table 3

Adherence to Social Model Philosophy

M SD

Physical Environment (6 Items) 79.0 5.2

Staff Role (5 items) 65.0 12.2

Authority Base (5 Items) 93.0 7.9

View of Dealing with Alcohol/Drug Problems (7 Items) 70.0 7.4

Governance (4 Items) 3.8 8.4

Community Orientation (6 Items) 77.5 6.6

Overall Score (33 Items) 62.7 4.4

Notes: Each item can be assigned a value from 0–1. Scores range from 0–100 and represent the average score (total score for items/number of 
items) multiplied by 100.
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