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Introduction

Because of the importance of drug
abuse in the transmission of the human
immunodeficiency virus (HIV), attention
has increasingly been focused on the
effectiveness of drug abuse treatment, an
area long neglected by public health.#
The therapeutic community is a publicly
funded, long-term residential drug-free
treatment modality developed for se-
verely dependent heroin addicts in the
late 1950s. Although there is great variabil-
ity in recommended length of stay, staff-to-
client ratios, and training of staff, thera-
peutic communities are generally united
by a philosophy in which drug abuse is
seen to reflect impeded personality devel-
opment or chronic social deficits.® Thera-
peutic communities aim to “rebuild” the
person and develop responsible drug-free
life-styles through a program of group
living with firm behavioral norms and a
hierarchical system of responsibilities and
privileges.

The duration of treatment needed to
achieve positive outcomes is controver-
sial, but there is pressure to shorten
treatment to increase access and accom-
modate managed care imperatives. How-
ever, longer programs appear to be
associated with better outcomes, although
no previous randomized trials have been
conducted to address this question.*

This study assessed outcomes in two
residential drug-free treatment facilities
in New England: a traditional therapeutic
community and a therapeutic community
that was modified to incorporate relapse
prevention and health education compo-
nents.>’ At each facility, “short” and
“long” treatment programs were devel-
oped, to which clients were randomly
assigned; 6- and 12-month therapeutic
community programs were included, along
with 3- and 6-month relapse prevention
programs. In this paper, we report on
outcomes of these two experiments, spe-
cifically treatment retention and comple-
tion, changes in psychosocial measures

between admission and exit, and rates of
drug use within 6 months from exit.

Methods

Enrollment and Randomization

Among a total of 742 clients admit-
ted to either of the two facilities between
September 14, 1990, and September 5,
1992, 689 (93%) met eligibility criteria.
Fifty-three clients were not eligible for
one or more of the following reasons: 27
were court stipulated to treatment of a
specified duration, 9 abused alcohol only,
3 did not understand English well enough
to be interviewed, and 15 were not
randomized for miscellaneous financial,
medical, or clinical reasons.

Eligible clients were randomized to
the short or long version of each program
before they entered treatment and before
they were invited to participate in the
research study. Information on randomiza-
tion methods is available from the au-
thors.

Of the 689 eligible clients, 26 left
their program too early to complete
baseline assessment instruments, and 35
refused to participate. The final study
sample of 628 represents 85% of all
clients admitted, 91% of all eligible
clients, and 95% of those asked to
participate.

Data Collection

Baseline data included sociodemo-
graphic, drug abuse history, and psychoso-
cial variables collected in interviews within
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the first 2 weeks after admission. The
psychosocial instruments were readminis-
tered at an interview scheduled for the
day of exit. Therapeutic community pro-
gram interviewers were not always avail-
able on site to conduct exit interviews,
particularly if clients left the program at
short notice. Arrangements were made to
carry out these interviews at the down-
town offices of the treatment program,
usually within 2 weeks of exit. The levels
of the psychosocial variables at admission
and exit interviews, stratified by program
completion, were similar among those
who completed the exit interview before
vs after exit (data not shown); thus, the
two groups were combined for analysis.
Follow-up interviews were scheduled at
approximately 3 months after exit, and all
interviews conducted between 2 and 6
months after exit were included in this
analysis.

The following instruments, adminis-
tered at admission and exit, were used in
measuring psychosocial variables: the Beck
Depression Inventory?; the Rosenberg
self-esteem scale’; a scale, developed for
this study, assessing self-efficacy to avoid
drug use; scales measuring precontempla-
tion and action stages of behavior change'?;
and scales assessing perceived pros and
cons of drug use derived from a decisional
balance scale developed by Rosenbloom!!
(based on the work of Velicer et al.'2).

Program completion was assessed by
program staff. Completion usually took
place within 10 days of planned duration,
some completers leaving early because
appropriate aftercare was available.

Drug use was assessed at the fol-
low-up interview from self-reports of any
drug use (excluding alcohol) since exit
from the treatment program. Among
those who reported drug use, we also
examined the number of days that drugs
were used as a percentage of the number
of free-living (noninstitutional) days.

Statistical Methods

Analyses comparing the outcomes of
the programs included all randomized
clients, regardless of program retention or
completion.

Our analyses of retention used cut
points that were applicable to all four
programs and took into account the
increased attrition that occurred near the
predetermined end of each program.
While prior research on program reten-
tion has often reported 30-day retention,
consideration of power led us to compute
retention rates to 40 days. We also
assessed retention to 80 days in the subset
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TABLE 1—Retention and Treatment Completion among Drug Abuse Treatment
Clients, by Planned Treatment Duration and Facility

Relapse Prevention  Therapeutic Community
Total 3mo 6 mo 6 mo 12 mo
(n=628) (n=223) (n=221) (n=297) (n=87) P2
Completion,? % 38 56 30 33 21 .81¢
Retention, d
Total
Median 84 79 90 94 129
Range 1-400 1-113 1-223 4-219 6400
Completers
No. 241 124 67 32 18
Median 110 89 178 184 366
Range 70-400 70-113 133-223 169-219 351-400
Noncompleters
No. 387 99 154 65 69
Median 50 30 58 46 91
Range 1-360 1-78 1-168 4-170 6-360
Retention rate, %
40d 74 73 72 70 85 .06
80 d (if 40) 73 764 75 76 73 .95
160 d (if 80) 60 e 594 659 65 .67

aComputed from Fisher’s exact test.
bDetermined by clinical staff.

dIncludes program completers.

<For comparison of two 6-month programs only.

of clients retained at least 40 days; in the
three longer programs, we computed
retention to 160 days in the subset of
clients retained at least 80 days. In these
analyses, the small numbers of completers
who left the 3-month program before 80
days or who left either of the 6-month
programs before 160 days were consid-
ered to have been retained to these cut
points.

We used repeated measures analyses
of variance to assess changes in psychoso-
cial measures from admission to exit at
each site. Logistic regression analysis was
used to compare rates of drug use by
randomization; baseline differences were
controlled. All analyses were performed
with SAS 6.04 statistical software.!3

Results

In the relapse prevention program,
294 clients (66%) completed both admis-
sion and exit interviews on schedule; 56
did not complete the admission instru-
ments within the first 14 days after
admission, and a further 104 failed to
complete the exit interview before leaving
the facility. In the therapeutic community
program, 122 clients (66%) completed
both admission and exit interviews; 19 did
not complete the admission instrument
within the first 14 days after admission,

and 43 failed to complete the exit inter-
view. Rates of participation in the exit
interview were higher among those with
longer stays (particularly completers) but
did not differ by randomization group.

Rates of completion of the follow-up
interview within 6 months of exit were
higher in the therapeutic community
program than in the relapse prevention
program (84% vs 74%) but did not differ
by randomization at either site. In the
therapeutic community program, fol-
low-up rates were higher among those
with greater self-efficacy at baseline and
those who completed treatment. In the
relapse prevention program, follow-up
rates were higher among those who stayed
longer in treatment, completed treat-
ment, were older, or were admitted after
April 1991. At the time of follow-up, 79%
of therapeutic community clients were
free living, 8% were in residential drug
treatment or halfway houses, and 13%
were in prison; the corresponding figures
for relapse prevention clients were 80%,
13%, and 6%.

Retention rates over time (e.g., to 40
or 80 days) were similar in the four
programs, and, as a result, completion
rates were lower in the longer programs
(Table 1).

The levels and the magnitudes of the
changes in the psychosocial variables were
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TABLE 2—Means of Treatment Clients’ Psychosocial Measures at Admission
and Exit, by Facility
Relapse Prevention Therapeutic Community
No. Mean P No. Mean P
Depression? 249 111
Admission 171 .0001 16.5 .0001
Exit 9.4 8.8
Self-esteem® 271 114
Admission 26.3 .0001 27.0 .0001
Exit 315 31.8
Self-efficacy® 272 114
Admission 2.79 .0001 3.00 .0001
Exit 3.44 3.46
Pros of drug use® 259 112
Admission 30.6 .0001 29.8 .0001
Exit 25.3 23.5
Cons of drug use® 254 111
Admission 50.8 .32 48.8 .16
Exit 50.3 50.0
Precontemplationf 247 110
Admission 14.39 .80 14.25 .004
Exit 14.49 15.86
Actionf 240 108
Admission 34.18 .87 34.11 .39
Exit 34.10 33.71
aRange 0-63.
PRange 4—40.
°Range 1—4.
9Range 11-55.
°Range 13-65.
‘Range 8—40.

similar at the two sites (Table 2). There
was no significant effect of randomization
on these changes at either site.

Rates of drug use at follow-up were
44% among relapse prevention clients
and 50% among therapeutic community
clients, and there were no differences by
randomization at either site. Among those
who used drugs, there were no significant
differences by randomization in the per-
centage of free-living days in which drugs
were used (data not shown).

Discussion

This study is the first, to our knowl-
edge, to randomly assign residential drug
abuse treatment clients to programs of
different length. Indeed, the notable lack
of randomized studies of therapeutic
communities has been attributed to “the
difficulties of applying standard clinical
trial methodologies to a complex, dynamic
treatment milieu and a population resis-
tant to following instructions.”* We were
able to randomize 85% of all clients
admitted to the two treatment facilities
and 91% of those clients who met the
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eligibility criteria. Our success can be
attributed in part to the fact that, in each
trial, clients were randomized to pro-
grams differing only in planned duration;
clients were not randomized to different
treatment modalities. Also, we randomly
assigned clients to treatment of a given
length before they were admitted and
invited to participate in the study.

Rates of self-reported drug use within
6 months after program exit suggest no
effect of planned duration. These results
are supported by our findings on retention
in treatment and psychosocial changes
during treatment.

Because high rates of attrition from
treatment programs reported in the litera-
ture might be due to the unrealistic
expectations of some clients, we expected
that early dropout might be less frequent
in those enrolled in shorter programs.
However, we found that retention rates
over comparable intervals were very simi-
lar in the four programs. These data
suggest that the planned duration of
treatment has little effect on rates of
retention over time and that, as a result,

longer programs will have lower rates of
completion.

We also failed to find any effect of
planned treatment duration on psychoso-
cial changes from admission to exit,
although these changes were generally in
a favorable direction.

The results thus far suggest minimal
differences in effectiveness of programs
varying in planned duration from 3 to 12
months. No conclusions on efficacy can be
drawn given the lack of full program
completion by all study participants.

The results reported in this paper
must be regarded as preliminary, pending
our findings from longer term follow-ups
involving a wider range of posttreatment
outcomes, including patterns of drug use,
HIV-risky injection and sexual behavior,
and legal and employment problems.
Finally, the generalizability of the results
will need to be determined in future
studies involving a larger number of
facilities. [
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The Quality of Psychiatric Emergency
Evaluations and Patient Outcomes

in County Hospitals

Steven P. Segal, PhD, Lance Egley, PhD, Margaret A. Watson, DSW,

and Stephen M. Goldfinger, MD

Introduction

The assumption that quality of care
affects patient outcomes has stimulated
little research to describe the relationship.
A recent handbook of quality assurance in
mental health cited only one study at-
tempting to demonstrate the effects of a
quality assurance program on mental
health care.! No such work has been
carried out in general hospital psychiatric
emergency services, the major point of
entry of severely mentally ill individuals
into the mental health system.

The focal question in psychiatric
emergency services evaluation is whether
to admit the person for inpatient care.
Interventions may be applied to prevent
unnecessary admission and to enhance
decision making. In this manner, quality
of care may affect disposition. Further-
more, high-quality care focused on facili-
tating appropriate disposition may also
change patient functioning. In this paper,
disposition and functioning outcomes of
the psychiatric emergency services evalua-
tion are examined in relation to three
dimensions of quality of care.

Methods

Data on 583 cases in seven California
county general hospital psychiatric emer-
gency services were gathered from inde-
pendent observation of each assessment,
patient records, and the psychiatric emer-
gency services staff clinician’s responses to
a brief questionnaire. Subjects were cho-
sen consecutively on entry to the psychiat-
ric emergency services, and observations
were completed around the clock. Mental
health professionals experienced in assess-

ing severely mentally ill patients used
structured instruments for observation
and chart review.

Outcome Measures

The first outcome measure was the
disposition decision after the initial evalu-
ation, that is, the decision to either release
or retain, whether in the psychiatric
emergency services (for further observa-
tion) or in an inpatient unit. The second
outcome measure was the clinician’s rat-
ing of the client’s psychosocial functioning
at exit from the psychiatric emergency
services using the Global Assessment
Scale.2 Change in Global Assessment
Scale score is logically the difference
between the scale score assigned by
psychiatric emergency services staff on
first seeing the patient and the score
assigned by a psychiatric emergency ser-
vices clinician as the patient is discharged
up to 24 hours later. We estimated the
change in this scale score as the amount of
variance in the score at exit not explained
by the score at entry. Thus, for control
purposes, Global Assessment Scale scores
were also obtained from clinician ratings
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