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ABSTRACT 

This study was a 4-year longitudinal evaluation of a 

therapeutic community for drug addicted women. Pre-

treatment varieUales of interest included 3 major indices of 

resources that served as predictors of women's response to 

treatment. Psychological measures and a willingness for 

treatment comprised the personal resources index. Early 

family environment factors and current feimily relationship 

measures comprised the family resources index. The third 

index, social resources, included social support networks 

and social adaptation measures, including pre-treatment 

length of drug use, criminal involvement, employment, and 

level of education. In-treatment varieUDles included 4 

psychological status instruments, a social support network 

interview, and a treatment environment scale. All in-

treatment repeated measures were administered at baseline, 

3, 6, 12, and 24 months. Outcome variables included 

retention and post-treatment measures of the 3 resource 

indices. Follow-up interviews were administered at 6, 12, 

and 24 months after termination of treatment. 

Pre-treatment psychological scores predicted their 

respective outcome variaible scores. Pre-treatment scores 

on family relationship varieQsles did not predict post-

treatment scores. Pre-treatment measures of social support 

failed to predict follow-up involvement in social networks. 



However, prior years of drug use. Legal involvement, and 

level of education predicted post-treatment cQsstinence, 

pursuit of continuing education, and involvement in 

aftercare. 

Discussion addresses the problems inherent in field 

research. 



1. INTRODUCTION 

Westermeyer (1992) presented a sobering set of 

predictions regarding drug use patterns for the 1990s. 

These predictions included a high number of at risk 

adolescents, environmental factors that will persist in 

obstructing political and legal measvires to curb drug 

cUouse, and weak social structures that, if not condoning 

substance abuse, weaken other control efforts. Equally 

troubling are results from a 1990 a suirvey of cities around 

the country. They revealed that 69% of female arrestees in 

Phoenix tested positive for drugs, as did 76% in Portland, 

81% in Philadelphia, and 88% in Cleveland (National 

Institute of Justice/Drug Use Forecasting Program) . One 

social consequence of widespread drug use by women is an 

increase in crack beibies, the offspring of women who have 

used crack cocaine during their pregnancies. Widespread 

alarm over the extent of fetal deuaage has resulted in a 

focused attention on addiction in women of childbearing age 

(Chasnoff, 1991). Notwithstamding the grave concern for 

offspring of female drug addicts, women's drug abuse 

problems are a legitimate concern in and of themselves. 

The past 20 years has seen an increased focus on women's 

substance abuse, as reflected in increased public funding 

for treatment progreuss, and research grants designated 

specifically for examining the critical features in drug 
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exeunining the critical features in drug abuse prevention, 

and the course, treatment, and outcomes for addicted women. 

Factors found to be related to successful treatment 

outcome for both male and female drug edausers include 

higher educational level, lower levels of substance eibuse 

before treatment, lower lifetime criminality, higher rates 

of pre-treatment employment (Simpson & Sells, 1982) and 

fewer psychiatric problems (McLellan, Luborsky, & O'Brien, 

1986). Vaillant (1970) commented that those heroin addicts 

who eventually achieved abstinence tended to be more 

depressed and anxious at intake. In contrast, Beckman and 

Bardsley (1986) reported that more depressed patients 

tended to drop out of drug treatment earlier than those who 

were less depressed at admission. Reed (1978) cited a 

Systems Sciences comparative analysis of 24 therapeutic 

communities, in which the authors concluded that arrest 

rates declined as a result of any client contact with 

treatment, no matter how short or of what type. They 

proposed that the arrest reduction may reflect the effect 

of the addict's decision to seek and enter treatment rather 

than the effect of the treatment itself. Thus, motivation 

for treatment may be an important predictor of outcome. 

Another important correlate of positive outcome was 

reported from an ambitious follow-up study involving over 
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2400 sxibjects of 30-day inpatient and outpatient treatment 

(Filstead, Parella, & Ross, 1991). The authors reported a 

strong positive relationship between long-term abstinence 

and the utilization of a support network (usually in the 

form of self-help groups). Generally, the research 

literature has reported single varieOales as possible 

predictors of treatment outcome. 

The study presented here is the product of a NIDA 

funded demonstration project in which drug addicted women 

and their children were admitted to a therapeutic community 

(TC) for an 18- to 24-month treatment stay. The purpose of 

the study was to evaluate a woman-oriented residential 

treatment community within the freunework of a psychosocial 

perspective. The primary design of the study investigated 

the impact on treatment outcome of 3 major categories of 

human resources that clients bring with them into a 

treatment setting. It was anticipated that a better 

understanding of personal, feuaily, and social resources 

would add to our understanding of the change process, and 

potential ways in which drug abusers can contribute to 

their own recovery. 



The Treatment 
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The General Treatment Model 

Before discussing the treatment community as it was 

modified for women, it is important to understand the 

general concept of the Therapeutic Community. The basic 

concept of therapeutic communities has been around for 

hundreds of years in various forms. The predecessors of 

modem TCs were often religious in nature, consisting of 

cloistered tribal communities leading alternative 

lifestyles (De Leon, 1985; Sugarman, 1981). The medical 

model entered the picture in the late 1940s when 

psychiatric TCs were formed within the confines of 

hospitals, first in England and later in the U.S. The 

1960s saw the emergence of TCs for substance cUsuse. 

Synanon, formed in 1958 in California (YeUalonsJcy, 1965), 

was an early prototype of the American genre of TC. 

Estciblished by a recovering alcoholic, Synanon was an 

experiment in alternative lifestyle communities, existing 

apart from conventional medically based forms of treatment 

(Brook & Whitehead, 1980). Originally a grass roots 

experiment, this form of TC beceune the new hope for dealing 

with stibstance cibusers who were often also criminal 

offenders and social misfits. Others have discussed the 

history and various forms of TCs in detail (De Leon, 1974, 
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1985; Sugarmeui, 1981; Zinmer-Hoefler, 1981). 

TCs differ from other forms of substance eUause 

treatment in several ways. First, they are structured as 

self-help organizations, de-emphasizing the traditional 

medical component. Rather them viewing substsmce edsuse as 

a disease, they consider it a symptom of a maladaptive 

lifestyle. This lifestyle is viewed as the result of many 

personality, family, and socioeconomic factors (De Leon, 

1986). The therapeutic goal of TCs is a complete lifestyle 

change for their members, including edsstinence from mood-

altering substances, development of an extended fcimily 

through in-residence community ties, psychological insight 

into past behavior patterns through groups and 

confrontation by peers, and development of positive 

personal and community values (De Leon, 1985). 

A second departure from other forms of treatment is 

the extended length of stay in the treatment community, 

ranging from 12 to 24 months. Since residents are 

essentially rebuilding their lives during, as opposed to 

after, treatment, the time spent in a TC is not a brief 

episode away from their routine lives, followed by a return 

to those lives afterward. Instead, it becomes an important 

learning phase of their lives, in which major changes are 

expected to take place. De Leon (1986) has emphasized the 

focus of TCs on hcUsilitation, rather than rehaibilitation. 



17 

of residents. Physical detoxification is a condition of 

entry; learning to live a drug free life is the central 

focus of treatment. 

Another important distinction between TCs emd other 

drug treatment models is the composition of the treatment 

staff. Notwithstemding small variations in staff mix 

across TCs, the predominant composition is one of 

paraprofessional counselors (usually ex-addicts) and senior 

residents of the commiinity. Occasionally, a Ph.D. 

psychologist will serve as a consulteuit, and some 

facilities may have cm M.O. medical advisor to serve the 

medical needs of their residents. Host TCs, however, 

closely adhere to a psychosocial model of addiction, 

reflected in the background training emd ideologies of the 

staff who run them (De Leon, 1988). A hierarchically 

structured setting is most common, with residents moving up 

through levels from basic interface to role model or 

intern, with increasing staff privileges 

(Sugarman, 1981). 

TC Organizational Changes to AcnoTmnodate Women 

Drug dependent women who have undergone treatment at 

male-oriented residential communities have reported a 

number of problems. Among them are the eQjsence of 

sexuality as a treatment topic and sexual harassment by 
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male staff members (Wasnick, Schaffer, & Schwartz, 1984). 

Group therapy (a core element of treatment) has also been 

reported to offer fewer benefits and more problems for 

women who are integrated into predomincuitly male groups 

(Wedenoja & Reed, 1982). In response to these types of 

problems, the demonstration project in this study was 

designed for, and run almost exclusively by, women. 

The process of redesigning a TC that would better 

facilitate women's recovery included an understanding that 

women's focus in society has historically been one of 

relationships. Gilligan, in her book on the psychological 

and moral development of women (Gilligetn, 1974) proposed 

that a woman's path to maturity differs markedly from that 

of men; women more often have the formation and maintenance 

of relationships as a primary task. Thus, in the TC 

treatment environment, program changes reflected the 

inclusion of the relationship domain in women's lives. For 

example, a pro~feunily hiring policy was adopted so that 

family members worked together, demonstrating reconciled 

family relationships. An emphasis on healthier personal 

interactions was employed. "Since most women could not set 

boundaries for themselves appropriately, they had to leam 

how to do it for themselves and their children," (Arbiter, 

1991). 
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A Description of the Amity Program for Women 

The Amity TC for women is located outside of Tucson, 

Arizona on its own 30-acre portion of a sprawling 90-acre 

ranch property. The term "community" is the philosophical 

foundation of the TC concept. Residents begin their new 

drug-free life from the moment they arrive on the property. 

During their stay they are expected to unlearn the deeply 

entrenched street and drug lifestyle from which they have 

come. The treatment goal takes a psychosocial perspective 

in that residents are expected to develop a healthier 

lifestyle built on a strong sense of community, and 

embracing at least the more fundeunental social expectations 

of our larger society. The main treatment objectives for 

all residents at Amity are divided into 14 categories, as 

follows: 

1. Understand drug and alcohol use 
2. Maintain abstinence 
3. Develop positive, supportive relationships 
4. Exeunine feuaily dynamics 
5. Improve intimate relationship 
6. Maintain healthy home life 
7. Reduce incidents of criminal/judicial involvement 
8. Improve personal life skills 
9. Eliminate violent behavior 
10. Identify AIDS risk 
11. Deal with molestation/rape 
12. Reduce suicide potential 
13. Deal with death/grieving issues 
14. Improve self-esteem^ 

^The list of program objectives was obtained in the third year 
of the study when, during the scheduling of an interview, one of 
the researchers noticed it lying on a bed in a resident's room and 

V 



20 

It is importemt to understand the personal and social 

characteristics of the study participants, and the special 

challenges they faced. The women who enrolled in the Amity 

prograun were frequently referred by courts or child 

protective service agencies to drug treatment. The Amity 

program made a special effort to target people from 

minority populations, such as Mexicem-Americans, African 

Americans, and Native Americans. A typical profile of an 

Amity enrollee would be a 30-year old woman with a 10-year 

history of eUsuse of cocaine, heroin, marijuana, and 

alcohol. She has 2-4 children (often with different 

fathers), may have been separated from several or all of 

them repeatedly, due either to severance by the state or to 

cQsandoning them to friends or relatives. She may have 

spent the past 2 years living on the streets, has had 

multiple relationships, is probeUaly divorced or separated, 

or has never legally married. She has been arrested 

several times for shoplifting, burglary, or drug 

possession, and is currently on probation. She does not 

have a high school diploma, euid has worked at odd jobs 

intermittently, as well as collecting federal aid for her 

children. Her physical health is poor due to lack of 

nutrition and proper medical care. She may be only dimly 

asked permission to copy it. 



aware of physical ailments through the fog of drug effects. 

She may also have been hospitalized several times to treat 

wounds incurred during accidents while high on drugs. It 

is not at all uncommon for these women to have scars from 

knife or gunshot wo\mds, and from IV drug injections. 

The majority of these women have rarely, if ever, 

known any kind of steibility and routine. They have lived 

violent lives, experiencing multiple rapes and assault, 

loss of feunily due to cdsandonment, imprisonment, murder, 

suicide, and drug emd alcohol overdoses. A large nximber 

have attempted suicide. When they arrived at the Amity 

ranch they were generally in a state of hopelessness, 

lacking even fundcunental habits of self care and social 

skills. Some reported that they had seldom eaten a meal 

femily-style, with everyone seated at a teible. They had 

lived in cars and on the streets. They had taught their 

children to panhemdle for drug money, and had offered their 

children as collateral for drug debts. They were full of 

sheune and had little real concept of respect for others or 

themselves. What this meemt in terms of treatment and 

evaluation was that they had a great deal to leam, and 

their progress needed to be measured in appropriately small 

increments. Their needs were overwhelmingly large, and 

drug cibstinence was only the beginning. 
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Psychosocial Perspective 

The evaluation of Amity's community for women was set 

within a psychosocial framework, not iinlike the philosophy 

of the TC proponents. The psychosocial approach tends to 

view the individual in a holistic way, interacting with 

her/his environment, amd edsle to actively contribute to the 

recovery process. 

The study of the coiirse amd treatment of substance 

cibuse has evolved beyond a unidimensional disease model 

toward a broader perspective encompassing multiple 

psychological and social contributing factors. Marlatt 

(1985) noted the importance of understanding social and 

interpersonal reactions experienced before, during and 

after participation in an addictive behavior. Strong 

social and cognitive influences have been found in the 

substance use patterns of adolescents (Ellickson & Hays, 

1990; 1991). 

Psychological factors play an active role in the 

course of addiction. Among the multiple psychosocial 

precursors identified are substance eUsuse by other fcimily 

members, current state of need (e.g., the need for self-

esteem, relaxation, well-being, or reduction in amxiety and 

fear), low self-esteem, psychological distress, stressful 

life events, poor relationships with parents, and low 

achievement motivation (Bry, 1982). 
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The psychological emphasis of this study is embedded 

within psychosocial factors that influence an individual's 

ability to benefit from the drug treatment experience. The 

varieU3les of interest are seen as concentric circles of 

influence on behavior, similar to Wurmser's (1978) notion 

of a "topography of causation" in the etiology of 

psychopathology. Referred to here as indices, they include 

personal, family, and social resources. In the scune way 

that stress and coping theorists believe that adaptation is 

influenced by the environmental conditions to which a 

person is exposed, the perspective presented here is based 

on the notion that an individual's relationship with the 

environment is in constant change. The ways in which we 

understand and interact with our developing self, as well 

as our chemging environment, can be conceptualized as 

potential resources during crisis. For exeunple, humans are 

bom with some personality tendancies that predispose them 

to act with varying levels of emotionality, sociedaility, or 

activity level. They also develop values and coping 

strategies from their early feunily environments. And 

finally, their interactions with others at a social level 

contribute fvirther to their eQsility to navigate through 

life. The norm in psychological research is to investigate 

defects in individuals that meUce them behave in certain 

ways. An alternative approach is to either identify 
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potential strengths, or to withhold a value judgment and 

focus on Identifying and redirecting an individual's 

patterns of behavior toward a more adaptive style. 

The 3 categories or indices of resources presented 

here are useful in organizing varieddles by common sources, 

and in reconceptualizing personal emd demographic 

characteristics as potential instruments of change. Thus, 

this study attempted to explain drug treatment outcomes 

partially as functions of individual characteristics that 

were present at Intake. 
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2. METHOD 

Subi ects 

Participants were sampled from the 1991-1994 

residential populations of the Amity Therapeutic Community 

Women's Treatment Prograim. Three criteria for study 

eligibility were that 1) a womeui had at least 1 year of 

drug or alcohol aUsuse, 2) she had one or two children 8 

years or younger, and 3) she had the legal right to 

physical custody of her child or children while in 

treatment. A total of 120 women qualified for the study 

and agreed to be randomly assigned to either 1) a treatment 

group (in which she would have physical custody of her 

child(ren) during treatment, or 2) a control group (in 

which she would have on-site visits with her child (ren), 

but would not have them live with her during her treatment 

stay. A woman's eligibility status was not always valid, 

particularly with respect to her right to custody. As a 

result, some women assigned to have their children with 

them during treatment were either 1) uneUale to gain legal 

custody, 2) decided against having the children join the 

TC, or in some cases 3) had no young children. 

Alternatively, some control women had their children for 

extended stays at the ranch, or on more frequent occasions 

than did the experimental group women. Since child custody 
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was the major determinant of study group assignment, and 

residents actually shared responsiblity for all the 

children, this study does not distinguish between the two 

treatment groups, nor will it address child care issues. 

Procedure 

All new admissions to Amity were urged to participate. 

A baseline battery of questionnaires and interviews was 

administered within a week of arrival. In-treatment 

follow-up data collection was conducted at 3 months, 6 

months, 12 months, 18 months, and, for some, 24 months. 

Post-treatment follow-up data were collected at 6 months, 

12 months, and 24 months after discharge. Locating former 

residents was facilitated by the use of a client locator 

form that all new residents completed at inteUce. The form 

requested information such as neune, address, and phone 

number of probation officers, social work and child 

protective service case managers, and friends or relatives. 

Most interviews were conducted in person, although a few 

former residents were located out of state emd agreed to be 

interviewed by phone. Urine testing was requested during 

follow-up interviews on a voluntary basis. Despite a 

monetary incentive, few participemts agreed to the screen; 

however, those who did all tested negative for drugs or 

alcohol. Forty-eight percent of the sample (57 women) were 
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located and completed at least one followup interview. 

Four cases were removed from the emalysis due to incomplete 

data. The remaining cases included 49 for the first 

follow-up interview, 38 for the second interview, and 21 

for the third interview. Twenty-seven (50.9%) of the final 

53 subjects completed at least 9 months of treatment. 

TeJsle 1 outlines the data collection times and the 

instrroments administered at each time. 

TngtnnnAntg 

Addiction Severity Index fASI). The Fifth Edition 

version of the ASI (McLellan et al, 1985} is a structured 

interview that provides information edaout a substemce 

abuser's life that may have contributed to her/his 

substance cibuse. Seven potential problem areas are 

assessed, including medical, employment/support, alcohol, 

drug, legal, faunily/social, and psychiatric. In this study 

feunily, social emd spouse/partner relationships were 

analyzed separately. 

Family Environment Scale. The Feunily Environment 

Scale (FES; Moos, Insel, and Humphrey, 1974; Moos and Hoos, 

1981) is one of the most widely accepted measures of the 

family climate. It was rationally designed to measure all 

aspects of the family environment judged by a panel of 

experts in social environments to be relevant to 
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individuals' functioning, and instrumental in their 

personal growth. This interface between the family and the 

individual personality makes the FES a desiredsle instrument 

for psychosocial research. Some psychometric properties of 

the FES, such as internal-consistency, test-retest 

relieibility, and discriminant validity have been found to 

be accepteible (Moos & Moos, 1981). The FES consists of 90 

true-false items, orgemized into 10 subscales that 

represent three general domains. The first domain. 

Relationships, is represented by the Cohesion, 

Expressiveness, and Conflict subscales. The second domain. 

Personal Growth, includes the Achievement, Independence, 

Active-Recreational Orientation, Intellectual-Cultural 

Orientation, and Moral-Religious Emphasis subscales. The 

third domain. System Maintenance, includes the Organization 

and Control subscales. Scoring is intended only for the 10 

subscales; neither the 3 domains nor the FES as a whole are 

intended to be scored separately. 

Family Contact. As part of the treatment intake 

questionnaire battery clients were asked a number of 

questions regarding their contact with fsunily-of-origin 

members. The seune (questions were asked again at the 3 

post-treatment follow-up interviews. The Family Contact 

Questionnaire is an unstandardized, informal series of 

questions intended to describe current family 
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Table 1 

Collection Time For Each Research Insfcrmnent 

Instrriment T1 T2 T3 T4 T5 

Addiction Severity Index X 

Feunily Environment Scale X 

Feunily Contact Scale X 

MRS (Motivation, Readiness, X 

and Suitadsility) 

X X 

X X 

X X 

X X 

X X 

X X 

Interview Schedule) 

Beck Depression Inventory X X X 

Beck Hopelessness Scale X X X 

SCL-90-R X X X 

Tennessee Self-Concept X X X 

COPES Treatment Environment X X X 

ASSIS (Arizona Social Support X X X 
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Teible 1 - Con'tinued 

Collec-tion Time For Each Research ingt-nnn«»nfc 

Follow-up Instnunent T1 T2 T3 

Addiction Severity Index X X X 

Fcunily Contact Scale X X X 

Beck Depression Inventory X X X 

Beck Hopelessness Scale X X X 

SCL-90-R X X X 

Tennessee Self-Concept X X X 



relationships. Two varic^sles will be derived from the 

Family Contact Scale - perceived closeness with 

mother/father/sibs and actual contact with them. 

Beck Depression Inventory. The Beck Depression 

Inventory (BDI) was derived from clinical observations of 

symptoms and attitudes displayed by depressed psychiatric 

patients (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961}. 

This study used the long form, revised version (Beck, Rush, 

Shaw, & Emery, 1979). The revised version asks respondents 

to refer to the past week in their responses to the items, 

rather than to the current day (the older version format). 

The BDI has been demonstrated to be internally consistent 

and stedsle across many different subject populations, with 

alpha coefficients ranging from .73 to .95 (Beck, Steer, & 

Garbin, 1988). 

Beck Hopelessness Scale. The Beck Hopelessness Scale 

(BHI; Beck & Weissman, 1974) is a 20-item true-false self-

report inventory of items representing negative 

expectancies of the respondent emd her/his future life. 

Internal consistency (KR-20), produced a relieibility 

coefficient of .93. The BHI correlated .60 with the Stuart 

Future Test, and .63 with the pessimism item of the Beck 

Depression Inventory. Study results have indicated that 

the seriousness of suicidal intent is more highly 

correlated with negative expectancies than with depression 
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(MinXoff, Bergman, Beck, & Beck, 1973). A principal-

components factor analysis with varimeuc rotation produced 

three factors, clinically judged to tap affective, 

motivational, emd cognitive aspects. In this study, the 

BHI was used as a reverse score of cognitions amd 

motivational attitudes that are part of eui individual's 

personal resources in dealing with crisis and overcoming 

destructive behavior patterns. 

SCL-90-R. The Symptom Checklist (90), Revised is a 

90-item self-report symptom inventory developed by clinical 

psychometric research. Designed primarily for psychiatric 

and medical patients, it has also proven suiteQ^le for 

respondents within normal symptom remges as well. The 

global severity index of the SCL-90-R was computed and 

analyzed in the present study. RelieUsility coefficient 

alphas range from .77 to .95 (Derogatis, 1977; Edwards et 

al, 1978). High convergent and discriminant validity have 

been demonstrated between the SCL-90-R and the MHPI 

(Derogatis, Rickels & Rock, 1976), and between the SCL-90-R 

and the Middlesex Hospital Questionnaire (Boleoucky & 

Horvath, 1974). The SCL-90-R has been used satisfactorily 

in studies on drug dependent populations (Jacobs et al, 

1981; Roimsaville et al, 1983; Woody et al, 1983). 

Tennessee Self-Concent Scale. The Tennessee (Fitts, 

1964) consists of 100 self-descriptive items, scaled as a 
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5-polnt Likert scale. A high resulting score indicates the 

degree to which a respondent holds a positive self-concept, 

whereas a low score is indicative of low self-concept. 

Although a large number of subscale scores is possible, 

depending upon the scoring method amd form (e.g., physical 

self, moral-ethical self, personal self, family self, 

social self, and general categories, such as identity, 

self-satisfaction, and behavior) the form C total score was 

reported for this study. It is considered by the test 

publishers as the single most importeuit score on the 

measure. Split-half reliedsility of .91-.92 has been 

reported for the Total Score (Nunnelly, 1966; Stanwyck & 

Garrison, 1982), and alpha coefficients average higher than 

.80 (Fitts, 1965; Tzeng, Maxey, Fortier, & Landis, 1985). 

MRS; A Measure of Willingness for Treatment. 

De Leon and Jainchill (1986) developed a 52-item scale 

to measure perceived as willingness of drug addicts for 

treatment. The Circiunsteuices, Motivation, Readiness, and 

SuitaUaility Scale (CMRS) is a 5-point Likert self-report 

scale anchored with strongly agree and strongly disagree. 

Of particular interest to this study are the subscales of 

Motivation (17 items). Readiness (8 items), and Suiteibility 

(16 items), which measure an individual's attitudes toward 

treatment, and perception of the appropriateness of the TC 

treatment model for her/himself. 
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The siibscales of Motivation, Readiness, and 

SuiteOdility were found to be significantly associated with 

length of stay (De Leon & Jainchill, 1986). The authors 

concluded that the way in which clients see themselves emd 

their options during their involvement with treatment is an 

importemt client factor in predicting retention. In turn, 

retention has been shown to be associated with outcome 

(Condelli & Hubbard, 1994; De Leon, Wexler, & Jainchill, 

1982) . In this study the MRS formed a ''willingness'* 

predictor varieUsle as part of a personal resources index. 

It is hypothesized to directly influence treatment 

retention, and to indirectly influence outcome. 

The Circximstances subscale of the CMRS refers to the 

external conditions that drive people to seek treatment, 

but does not necessarily reflect feelings and attitudes 

eQ}out self-change. External pressures include loss of 

social or familial relationships, fear of incarceration, 

consideration of dependent children, or job problems. De 

Leon and Jainchill (1986) did not find a significant 

association between these outside pressures and retention 

in treatment for either men or women. Moreover, the 

population on which the current study is based have already 

experienced many of the losses referred to in the 

Circumstances subscale. Thus, the circumstances subscale 

will not be used in the analysis. 
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rmmniinit'-Y-Oriented Programs Environment: Scale f COPES ̂. 

The COPES (Moos, 1974) is a 100-item self-report 

questionnaire that measures in-treatment attitudes of 

residents toward the therapeutic community, and the degree 

to which a resident has assimilated into the TC 

environment. The development of the COPES was based on the 

premise that the immediate psychosocial environment is a 

critical aspect of a treatment process. In programs such 

as the therapeutic community, the informal, often 

spontaneous approach to treatment results in a lack of 

clarity to outsiders regarding the actual treatment 

process. The COPES is an attempt to obtain client 

evaluations of several important domains of a treatment 

environment. The programs chosen to field test the COPES 

were 21 community-oriented treatment progreuns that included 

all-male, all-female, and mixed gender populations. The 

resulting set of items formed 10 subscales as follows: 1) 

Involvement, 2) Support, 3) Spontaneity, 4) Autonomy, 5) 

Practical Orientation, 6) Personal Problem Orientation, 7) 

Anger and Aggression, 8) Order and Organization, 9) Progreun 

Clarity, and 10) Staff Control. A cluster emalysis of 

treatment environments (Price & Moos, 1^75) found TCs to be 

characterized by relatively high scores on involvement, 

spontaneity, personal problem orientation, and freedom to 

express anger. An example of the emphasis on involvement 
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cem be found in the following items: "Members put a lot of 

energy into what they do around here," and "This is a 

lively place." The spontemeity subscale includes items 

such as "Members are strongly encouraged to express their 

feelings," and "Members say anything they want to the 

staff." 

Internal consistency of the subscales (completed by 

residents, as opposed to staff) averaged .79, and the 

average item-sxibscale correlation was .41. The 10 

subscales form 3 overall domains that include relationship 

dimensions, treatment progreun dimensions, emd system 

maintenance. Repeated measures of the COPES should reflect 

a measure of the successful implementation of the various 

treatment environment components, and an increasingly 

positive attitude of the resident toward the treatment 

community. The COPES was administered within 30 days of 

admission (to measure a baseline attitude), and at 3, 6, 

12, 18 euid 24 months. 

Family resources were not expected to be affected 

during treatment, since there is little or no contact with 

family during a typical TC treatment stay. Family support 

and cohesion, therefore, were not measured for in-treatment 

changes. Additionally, socialization within the larger 

society could not be measured until follow-up. 
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Arizona Social Support Interviev Schedule (ASSIST. 

The ASSIS (Barrera, 1988) contains four separate indices: 

available network size (also referred to as perceived 

network size) and utilized network size (or actual network 

size). The available network was analyzed here, separating 

family members, significant others, and social others in 

the support network for separate analyses. This interview 

was not included in the post-treatment data collections. 

Method of Analysis 

Growth Curve Analysis 

Longitudinal studies involve special complications in 

data collection emd analysis. Attrition is a common threat 

to this study design, and the subsequent missing data 

become a problem for analysis. Often the circtunstances 

under which measurements are teiken are difficult to 

control, such as the number emd timing of observations. A 

further complication is the presence of a special 

population of sxibjects who may be experiencing residual 

withdrawal from drugs, culture shock in the unfeuniliar 

treatment environment, emd ambiguous feelings about their 

level of cooperation (Rezmovic, 1984). Growth cuznre 

analysis is a modeling technique chosen as a way of 
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optimizing the accuracy emd statistical power for repeated 

measures of this kind. 

The repeated measures collected on this population 

reflected missing data due to participants dropping out 

(either temporarily or permainently), or simply failing to 

show up for data collection sessions. Also, the fourth and 

fifth time points were collected after a time interval 

twice as long as for previous time points (6 months versus 

3 months) . This pattern of unequally spaced data 

collection points results in what is commonly )cnown as an 

unbalanced data set. The post-treatment follow-up data 

reflected a similar pattern of absenteeism and unequal 

collection intervals (6, 12, euid 24 months). In order to 

deal with the complexities of emalyzing change in this 

study population, growth curves were derived from variables 

on which repeated measures were obtained. Growth curve 

analysis is a two-stage analytical model that is useful in 

dealing with unbalanced data sets that have missing data. 

The first stage involves regressing a criterion varieJale of 

interest on time, using repeated measiires. When this is 

done by subject, the result is a new set of criterion 

variables - slope (or rate amd direction of change), 

intercept (baseline measure), and error (individual 

variance from the mean). In this way, individual 

differences are preserved in each participant's regression 



equation, rather them being relegated to error variance in 

a group regression, thus increasing statistical power. In 

addition, varying times at which data may be missing for a 

given participant will not necessarily adversely affect 

their regression line, as long as they retain at least 3 

measurement points for a defined period of time under 

analysis (e.g., in-treatment phase, follow-up phase, or 

both). 

In stage two, group methods of analysis can then be 

used with the standardized growth curve pareuaeter rather 

than the raw data being subjected to structural modeling. 

For detailed reviews of growth curve techniques, see Laird 

and Ware (1982), Petrinovich and Wideunan (1984), and Rogosa 

(1982). 

Development of Resource Indices 

Personal Resources 

The innermost level of resources presented in this 

study include 2 distinct constructs. The first is those 

personal characteristics that identify an individual's 

psychological health, and possible comorbid disorders that 

would moderate the process of recovery. Studies conducted 

at the Phoenix House therapeutic community in New York (De 

Leon, 1984) foiind a direct correlation between 
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psychological and social adjustment of its former 

residents. The second construct is an individual's 

attitudes toward entering treatment, including her 

motivation, readiness, and perceived match (or suitedaility) 

with the type of treatment she is entering. 

Psychological Factor. Psychological health was 

represented in this study by the level of depression, 

degree of hopelessness, degree of psychopathology, and 

level of self-esteem measured before, during, and after 

treatment. The psychological repeated measures included 

the Beck Depression Inventory, the Beck Hopelessness Scale, 

the Tennessee Self-Concept Scale, and the SCL-90-R. TeUsle 

2 presents the means and standard deviations for each time 

point. 

First, a growth curve analysis was computed on each 

psychological measure through the completion of treatment. 

Only cases with 3 or more time points were selected for 

this emalysis. The resulting varieUales were a slope, which 

represents an individual's change over time while in 

treatment, emd 8ui intercept varieUale, representing cin 

extimate of em individual's baseline score. TeOsle 3 

presents the means and stemdard deviations of the 

psychological growth curve intercepts emd slopes. Note 

that the follow-up slopes are included. They differ from 

the overall growth curves in that they include both in-
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Table 2 

Means and Standard Deviations for Psychological Measures 

Measure n Mean 

Beck Depression, Time 1 117 15.7 9.9 

Beck Depression, Time 2 89 12.8 9.6 

Beck Depression, Time 3 69 10.6 8.1 

Beck Depression, Time 4 47 10.4 9.5 

Beck Depression, Time 5 15 10.8 9.1 

Beck Depression, Fup 1 53 13.8 10.9 

Beck Depression, Fup 2 42 16.3 14.5 

Beck Depression, Fup 3 22 14.3 10.5 

Tennessee, Time 1 105 321.4 48.0 

Tennessee, Time 2 87 212.1 31.9 

Tennessee, Time 3 69 219.5 27.5 

Tennessee, Time 4 47 224.8 32.9 

Tennessee, Time 5 15 219.5 28.4 

Tennessee, Fup 1 36 349.1 51.8 

Tennessee, Fup 2 30 342.6 50.6 

Tennessee, Fup 3 22 334.2 40.5 

SCL-90-R, Time 1 119 1.261 .740 

SCL-90-R, Time 2 89 1.078 .745 

V 
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TeUale 2 - Continued 

Means and Standard Deviations for Psychological Measures 

Measure n Mean sn 

SCL-90-R, Time 3 69 .813 .666 

SCL-90-R, Time 4 47 .897 .753 

SCL-90-R, Time 5 16 .840 .987 

SCL-90-R, Fup 1 53 .896 .703 

SCL-90-R, Fup 2 41 1.004 .901 

SCL-90-R, Fup 3 22 .944 .688 

Beck Hopelessness, Time 1 87 2.4 2.5 

Beck Hopelessness, Time 2 62 1.7 2.3 

Beck Hopelessness, Time 3 52 1.9 2.7 

Beck Hopelessness, Time 4 42 1.5 2.2 

Beck Hopelessness, Time 5 16 1.7 

00 • 

Beck Hopelessness, Fup 1 52 2.9 3.4 

Beck Hopelessness, Fup 2 42 3.5 3.8 

Beck Hopelessness, Fup 3 23 2.8 2.9 
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Table 3 

Means and Standard Deviations of Psychological Growth Curve 
Vari£Q)les (including follow-up ff-up^ slope factor^ 

VariaUsle Intercept (SB) Slope (SD 

Beck Depression .670 ( .461) -.024 (.055) ** 

Beck Depression F-up -.013 (.097) 

Beck Hopelessness . 114 ( Ill) -.004 (.011) * 

Beck Hopelessness F-up -.023 (.073) * 

Tennessee S-Concept 3.288 ( .503) .024 (.049) ** 

Tennessee F-up -— .050 (.096) ** 

SCL-90-R 1.166 ( .771) -.040 (.078) ** 

SCL-90-R F-up — -.086 (.126) ** 

Note; n-size of all psychological growth curves was 62. 

All intercept values were significant at p=.0001. 

Significance levels for slopes: *e < .05, **e < .01. 
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treatment and 3 follow-up data points. There were no 

statistically significant differences between the overall 

group and the follow-up group regarding inteUce 

psychological measures or slopes for in-treatment data 

points. The Tennessee Self-Concept Scale is the only scale 

that was scored in a positive direction. That is, am 

increase in the score over time indicates an increase in 

self-esteem. All other scales are a measure of negative 

symptoms that were expected to show a decrease over time. 

Next, an exploratory principal factor analysis was 

performed on all slopes and intercepts respectively. In 

the initial factor solution the Beck Hopelessness Scale 

loading was less than .50, and was subsequently removed 

from the factor equation. The absolute values of the 

remaining three scale loadings for the intercepts remged 

.800 to .877. The corresponding scale loadings of the 

slope varieUDles onto a higher order psychological change 

factor ranged from .783 to .916. Pearson correlation 

coefficients eunong the depression, self-concept, and 

psychopathology varieUsles ranged from .635 to .761 and were 

all statistically significemt (ff= .0001). Finally, the 

three variedsle slopes retained from the exploratory 

analysis were entered into a confirmatory principal 

components factor analysis, resulting in a higher order 

psychological change factor. The three varicUale intercepts 

V 
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retained from the exploratory analysis were entered into a 

confirmatory principal components factor emalysis, 

resulting in a higher order factor measuring psychological 

status at intake. Correlations of the three baseline 

varieibles with their higher order factors (intercept or 

slope) rcuiged from .882 to .938. The psychological slope 

factor was then entered into general linear models as both 

a predictor and a criterion variable. The intercept factor 

served as a baseline predictor, and as a controlling factor 

in equations containing its corresponding slope factor. 

Willingness. The second component of the personal 

resources index was termed willingness, represented by the 

Motivation, Readiness, and Suitedsility Scale (De Leon & 

Jainchill, 1986) collected at inteJce only. Each subscale 

mean score was derived from a scale of 1 to 5, representing 

the strength of respondents' agreement with topic 

statements. Mean scores were 4.03 (SD=.55) for motivation, 

4.03 (SD=.71) for readiness, and 3.65 (SD=.58) for 

suitedaility. First, an exploratory principal factor 

analysis was conducted in which lower order factors were 

derived for motivation, readiness, emd suitablity from 

their respective scale item scores. Table 4 shows the 

factor loadings of each item of the MRS onto its respective 

common factor. For the motivation factor, 7 of the 17 

original items had loadings below .500 and were removed 

V 
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Table 4 

Item Loadings on Motivation. Readiness and SuiteUjilitv 

Item Content Motivation Readiness Suitability 

Serious Problem .687 

cause of Problems .676 

stay off Drugs .513 

Don't Like Self .570 

Lost Everything .686 

Life Worse .537 

End Up Dead .706 

Make Changes .522 

Hurt People .743 

Top Priority .539 

Cannot Stop Dmgs .562 

Ready For Treatment .542 

will Do Anything .574 

Need Treatment .801 

will Try Other Treatment .553 

Can't Change on My Own .795 
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Table 4 - Continued 

Item Loadings on Motivation. Readiness and Suitaibilitv 

Item Content Motivation Readiness Suiteibility 

Sever Feunily Ties .542 

Sever Street Ties .544 

Right Approach .749 

Awhile in New Environment .762 

Change of Attitude .747 

Drug Free .602 

Probs. are Serious Enough .653 

Stay Long as Needed .726 

Need Many Changes .526 

Stay away from old Environment .702 

Need Controlled Environment .590 
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from the factor. The remaining loadings varied from .513 to 

.743. For readiness, one item was removed, leaving 7 items 

ranging from .542 to .801. Loadings for suitability (11 of 

the original 16) remged from .526 to .762. All retained 

factor loadings were statistically significant. 

The single factor interpreted as willingness supports 

the results of a previous study in which a similar method 

was used to derive a willingness factor from the MRS with 

data from a homeless drug-using population (Erickson, 

Stevens, McKnight, & Figueredo, 1995). 

Pearson correlation coefficients among the motivation, 

readiness and suiteQsility siibscales ranged from .630 to .767 

and were all statistically significsuit (^.0001). 

Correlations of the subscales with the total MRS scale 

ranged from .882 to .938. 

The MRS willingness factor was then used as a predictor 

variable to test the hypothesis that clients' motivational 

attitudes would moderate their treatment response in a 

positive way. 

Feimilv Resources 

The intermediate level of resources hypothesized to 

influence outcome comprises two domains. The first domain 

is socialization skills and values developmentally (or 

genetically) acquired from the feunily of origin. The second 



domain is the current degree of closeness emd contact with 

feunily members. 

Family Environment Scale fFES). The FES served as the 

source of developmentally derived social skills for the 

first domain of family resources. The FES, administered at 

intake to treatment, is a retrospective report of 

constructs, such as support, cohesion, steUsility, and open 

expression of thoughts and feelings among family members. 

In studies on families of alcoholics in treatment, families 

in which the alcoholic member showed better treatment 

outcome tended to express more concern for one another, to 

encourage individual thinking, to be well-orgemized, emd to 

exhibit less conflict emd control than did faunilies of 

patients whose outcome was less positive (Moos & Moos, 

1981}. This study tested whether the subscales of 

achievement, expressiveness, independence, organization, 

conflict, and control would influence participants' 

progression through treatment and follow-up status. There 

was only one administration of this questionnaire. Each of 

the 6 sxibscales comprised 9 true/false items. Subscale 

scores were ratios (ranging from 0 to 1) of true answers to 

the number of items. The mean scores for each subscale 

were: .39 fSD=. 181 for faunily encouragement toward 

achievement, .29 (SD=.17) for feuaily freedom to express 

their feelings toward one another, .35 fSD=.141 for 
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encouragement: to be independent, .41 fSI>=.21 for 

orgemization, .25 (SD=.17) for conflict, and .26 (SD=.15) 

for control. 

The second domain of family resources degree of 

closeness emd contact with family members, reported by 

particpants at inteUce. For this domain items from two 

instruments formed a family relationship factor. The first 

item was selected from the Addiction Severity Index (ASI) 

family and social relationships subscale. The question was 

answered at admission to treatment and again during follow-

up interviews. The item asked with which fcimily members in 

a list of four had the participant maintained a close, long-

lasting relationship. The four dichotomized options were 

summed and averaged across the number of existing family 

members for each case. The result was a ratio of closeness 

to the number of fcunily members possible. 

Fami ly  Contact Questionnaire. The second instrument 

used in the feunily relationship factor was the Feunily 

Contact questionnaire. It meastires current perceived 

support from, and closeness with, family members. The 

Family Contact Questionnaire was administered at admission 

to treatment, emd again, at follow-up. The selected items 

were submitted to an exploratoiry principal factor analysis. 

Only items with factor loadings greater them .50 were 

retained for a subsequent confirmatory principal components 



analysis. Initial factor loadings onto the feunily 

relationship factor are presented in Teible 5. Four items 

referring to desire for contact and closeness with father 

were removed, due to factor loading of less than .50. The 

remaining items were then loaded onto a higher order factor 

representing closeness and contact with feunily. The ASI 

fcimily varieJsle correlated with the feunily factor with a 

coefficient of .65. 

ASSIS. The last component in the feunily relationship 

domain of the feunily index was obtained from the Arizona 

Social Support Interview Schedule (ASSIS). The ASSIS 

measures specific types of client support, including 

emotional, instrumental, finemcial, and advice. The item 

responses from this interview reflected overall perceived 

support, and were divided into feunily eind social support 

categories for separate analysis. The feunily variables 

referred to both spouse and members of a woman's feunily of 

origin. An exploratory factor analysis was conducted in 

which the ASSIS family varie^sle was included in the feunily 

factor equation described eUaove. Due to the scattered 

nature of missing data, the addition of the ASSIS feunily 

variable to the feunily factor reduced its sample size (and 

consequently it's relieJaility). Therefore, the ASSIS family 

varieUsle was retained as a separate predictor variable. 

Each subscale mean (see TeUale 6) represents the average 
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Table 5 

Factor Pattern of Painllv Relationship Scale Items 

Item Factor Loading 

ASI Fauttily VarisOale .647 

Contact w/parents .652 

Phone contact w/parents .695 

Closeness w/father .560 

Closeness w/mother .824 

Shared values w/mother .750 

Note; n = 81. 
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Table 6 

Means and Standard Deviations of ASSIS Va^iabieg 
For All Time Points 

Variable n Mean SD 

Social Network, T1 90 3.63 3.08 

T2 76 6.33 2.95 

T3 53 5.81 2.97 

T4 29 7.31 3.15 

T5 9 7.00 4.06 

Social Slope — 0.293** .37 

Spouse or S/0, T1 90 .54 .72 

T2 76 .20 .43 

T3 53 .36 .56 

T4 29 .28 .53 

T5 9 .33 .50 

Spouse Slope — -0.02* .06 

Fsunily Network, T1 90 2.00 1.51 

T2 76 1.80 1.37 

T3 53 1.77 1.88 

T4 29 1.38 1.32 

T5 9 1.22 .83 

Feimily Slope — 0.08* .20 

Note: Significance levels: *e < .05, **e < .01.follow-up. 
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number of people in the respondent's network category at the 

time of the interview. The exception is the spouse or 

significant other. The meem score represents the presence 

of the spouse or s/o in the respondent's network of 

supportive others. 

Individual regressions were computed on all the ASSIS 

subscale scores. After removal of those cases with fewer 

than 3 data points, the resulting sample size was 42. The 

resulting slope means and standard deviations are included 

with the svibscale means in Table 6. As shown in the table, 

social networks expanded during treatment, emd feunily 

members and spouses became less a part of women's support 

systems. 

Social Resources 

The outermost circle of resources that clients bring 

with them to treatment refers to the quality of their 

interface with society at large. It is precisely the social 

adjustment of prospective TC clients that becomes the 

primary focus of attention in the TC model. Individuals who 

enter treatment are distinguished along dimensions of social 

deficits, rather than drug use patterns. 

Because social habilitation is the central component of 

treatment, an index of social resources is important to 

measure at baseline, during the treatment stay, and at 
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Social Network. A social network is defined here as 

those persons (other than family members) with whom an 

individual interacts, emd from whom they receive needed 

support in daily living, as well as during crisis. Although 

social institutions, such as church, social orgeuiizations, 

neighborhood groups, and public service providers, (e.g., 

medical care, financial aid, job training, mental health 

counseling) are all possible sources of social support, this 

study focused on individuals with whom a participant could 

recall interacting on a regular basis. Also included were 

social relationships in which the participant was the 

provider of support, indicating some experience with support 

reciprocity. 

Social support variables were drawn from items on the 

AST and the ASSIS. As in the case of the ASSIS feimily 

variadale, the ASSIS social varieUale was submitted to 

individual regression analysis. Social network scores on 

the ASSIS are included in TeQile 6. 

Social Adaptation. Existing socialization skills is 

the second domain of the social resources index. One 

indicator of social adaptation is paid employment. 

Employment provides income that allows a woman to be 

responsible for dependents. She is also required to be in a 

committed, responsible relationship with em employer and 

fellow employees. She is expected to arrive at work on 

V 
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time, dress appropriately, and consistently demonstrate job 

skills and a productive work style. Most jobs also entail 

interaction with the piiblic, which requires courtesy and 

patience. Employment, therefore, served as an indicator 

varieUsle of social adaptation. Since employment is also a 

goal of TC residents following their treatment, it was 

included as an outcome varicQ^le. Employment was defined as 

nximber of months in a minimxim of half-time, legal, paid 

employment. Minimum recorded length of time in employment 

was 6 months. Jobs held during prison or other controlled 

environment settings were excluded from emalysis. 

The second positive indicator of social adaptation was 

years of education. A high school diploma opens more 

employment doors and provides individuals deprived in other 

areas with a sense of accomplishment, an experience of 

success, and stronger basic skills in areas such as written 

and oral communications or mathematics. Moreover, 

persistence in striving for a high school diploma entails 

the commitment of time and involvement in conventional and 

socially approved activities that may be jeopardized by 

delinquent conduct. Even when high school students do not 

adhere to prescribed social norms, the academic environment 

exposes them to those nozn&s, and offers them an environment 

in which to practice them. Therefore, years of education 
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was included in this study as em indicator of social 

adaptation. 

Negative measures of social adaptation included the 

extent of previous involvement with the criminal justice 

system (measured by number of criminal convictions) and the 

number of years of past drug or alcohol use. Both of these 

factors indicate women's level of involvement in activities 

antithetical to social adjustment. 

In-Treatment Measures 

In-treatment repeated measiires included the 

psychological status factor and the ASSIS social network 

subscales discussed previously. An additional construct on 

which repeated measures were obtained was the Community-

Oriented Programs Environment Scale, or COPES. 

The COPES 

The COPES self-report questionnaire (Moos, 1974) 

measures in-treatment attitudes of residents toward the 

therapeutic community emd the degree to which a resident has 

assimilated into the TC environment. The development of the 

COPES was based on the premise that the immediate 

psychosocial environment is a critical aspect of a treatment 

process. A cluster analysis of treatment environments 

(Price & Moos, 1975) found TCs to be characterized by 
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relatively high scores on involvement, spontemeity, personal 

problem orientation, emd freedom to express anger. The 

COPES was administered to residents periodically throughout 

their treatment stay as a means of obtaining their 

perceptions of the quality and predominant characteristics 

of the treatment program, as well as an assessment of their 

evolving relationships with other residents. A growth curve 

was derived from the repeated measures on each of the 4 

scales determined to be most characteristic of TCs. The 

resulting slopes represent the direction and degree of 

change in resident responses to the COPES over time. The 

overall mean scores on each of the 4 subscales provided a 

general client-originated description of the treatment 

environment. Since the progreun orgemizers and staff were 

reluctant to provide the research staff with a written 

description of the orgemization and general treatment plan 

for residents, it was decided that the COPES was the best 

opportunity to understand the nature of the treatment 

process (and its impact on residents). The magnitude of the 

growth curve slopes would indicate either a resident's 

changing attitudes or actual chamges occurring in the 

treatment protocol. The overall mean of the slopes is the 

best estimate of common attitudes held by the group. 

In summary, the in-treatment constructs -

psychological, social, and treatment environment - were all 
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siibmitted to individual regression (or growth ctirve) 

analysis, resulting in single measures of cheuige suitable 

for later analysis in general linear models as both 

predictor and outcome variables. 

Study Hypotheses 

In-treatment Changes 

The treatment tenure for a TC resident involves 

isolation from the larger community and a process of 

socialization within the TC commiinity. For the residents, 

freedom from drugs and alcohol (and the life patterns that 

accompany them) is expected to be the outcome of a process 

of hcibilitation. The primary tool of the TC is group 

process, occurring within the context of the daily routine 

of encounter groups, educational seminars, marathons, and 

informal sharing. The expected changes include the 

development of self-confidence, the resolution of 

intrapsychic conflict, and the development of social skills 

that will aid in maintaining healthy suppozrt networks, 

interfacing successfully with social institutions, and 

coping with daily hassles. Figure 1 illustrates the 

theoretical model being tested in this study. 
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In the present study the three constructs measured 

during the active treatment phase were 1) women's 

psychological status, 2} their evolving social network 

within the treatment environment, and 3) their perception of 

the treatment environment, including client involvement in 

activities, spontaneity, personal problem orientation, and 

the expression of anger by clients. 

Variables such as self-esteem and symptoms of 

psychological distress may fluctuate during treatment as the 

result of resolving some problems emd revealing others. 

However, at the very least, an evaluator should expect to 

find the retention of personal strengths at the end of 

treatment, if not measureJale improvements. In the event 

that the treatment did not positively impact psychological 

health, it is important to demonstrate that there was no 

negative impact. Therefore, one hypothesis is that the 

factor reflecting psychological status would show 

improvement over the course of treatment. 

Another expected finding in evaluating a therapeutic 

commiinity is a measuredale improvement in the clients' 

attitudes toward other clients, and their perception of the 

treatment community as one of positive interactions and 

mutual support. In this study the growth curves 

representing women's attitudes toward treatment were 

hypothesized to reflect positive change over time. 
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Similarly, the community's emphasis on developing a cohesive 

social structure was expected to be reflected in positive 

increases in residents' social support interview (ASSIS) 

scores by the end of their treatment tenure. 

Pre-Treatment Variables as Predictors 

The three indices of resources women brought with them 

into treatment are conceptualized as potential strengths 

that would have allowed them to benefit optimally from the 

treatment experience. The following hypotheses were tested 

for pre-treatment varieUsles. 

Pre-treatment psychological status was hypothesized to 

affect the in-treatment measures of social support amd 

assimilation into the treatment community. That is, those 

individuals who were less depressed and anxious, with higher 

initial self-esteem were expected to show more positive 

change in the COPES and ASSIS measxires throughout treatment. 

The degree of motivation, readiness emd suitaQsility 

(MRS) reported by residents at intake was hypothesized to 

positively influence their progress in developing an in-

treatment social network, reflected in the ASSIS social 

network scores and in the COPES. The MRS was also 

hypothesized to predict longer treatment retention. 

Early feunily encouragement toward achievement, 

expressiveness, and an appreciation of order emd control 



(represented by the FES scores) were hypothesized to impact 

the treatment experience in that residents would be more 

likely to strive toward creating a predictsUale environment 

in which they would feel some safety emd freedom to express 

their emotions. 

Family contact, support, emd closeness were 

hypothesized to buffer the stress involved in discontinuing 

drug use and learning new coping styles. Additionally, pre-

treatment family ties were hypothesized to increase the 

probability that those ties would be availedale after 

treatment to provide support in esteUslishing a role in the 

commimity. In other words, family support was expected to 

predict a similar positive family support system after 

treatment. 

When asked eibout pre-treatment social suppoirt, 

residents were asked to neune only those individuals with 

whom they believed they had experienced a supportive 

relationship, aside from the issue of drug or alcohol use. 

Women seemed well aware of the qualitative difference 

between drug associates emd true friends. Some experience 

with reciprocal friendships was hypothesized to improve 

women's chances of integrating into the TC community, emd to 

facilitate their edaility to ask for, emd receive, help and 

support from others. The emphasis was not on whether women 

would maintain the seme relationships from their pre-
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treatment lifestyle, but rather on whether women had some 

skills in interacting successfully with others. Thus, early 

experience with a social network was also expected to 

positively impact their post-treatment social support 

scores. 

Pre-treatment indicators of social adaptation (both 

positive and negative) included level of education, years of 

drug use, and involvement with the criminal justice system. 

As discussed earlier, level of education seems to have a 

consistent, positive relationship with drug addicts' 

persistence in treatment, as well as their post-treatment 

outcome. Therefore, years of education was hypothesized to 

predict a) more positive change in the COPES treatment 

environment score, emd b) longer retention in treatment. 

Moreover, a higher level of education was hypothesized to 

facilitate socially adaptive behaviors after treatment, such 

as job eligibility. Years of drug use emd number of 

criminal convictions were hypothesized to be negatively 

associated with outcome. Past research has shown that, in 

general, those with more extensive pre-treatment drug and 

criminal involvement are more likely to return to some level 

of those activities after treatment (Simpson & Sells, 1982) . 
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Retention 

Retention has been found to be a potent indicator of 

improved post-treatment status for substance sdjusers. Clear 

evidence has accumulated in the research literature that the 

success of former drug treatment patients to maintain 

productive drug-free lives is directly related to the time 

spent in treatment (Barr & Antes, 1981; De Leon, 1984; De 

Leon, 1986; Simpson & Sells, 1982). In this study factors 

hypothesized to directly influence retention included pre-

treatment psychological status. Retention was also 

hypothesized to be indirectly influenced by social varicibles 

and by motivation and willingness to enter treatment 

(measured by the willingness factor), the development of a 

social network (measured by the ASSIS slope), a positive 

attitude within the treatment environment (measured by the 

COPES) , and the extent of fauaily support reported by clients 

at intake. 

Follow-up Methods 

Subjects 

A total of 53 Amity residents participated in follow-up 

interviews. A comparison between follow-up participemts and 

those not followed up revealed only 2 areas of difference. 

First, the follow-up women were significantly less likely to 
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have been convicted of child abuse or neglect (^.048). 

Second, follow-up women's primary drugs of choice differed 

somewhat, in that they were less likely to use 

metheunpheteunines, (4%, vs. 14% for nonfollow-ups), less 

likely to be alcoholic (14%, vs. 41% for nonfollow-ups), emd 

more likely to use cocaine (52%, vs. 31% for nonfollow-ups). 

Tsdsle 7 presents demographic and personal characteristics. 

There were no differences across the two groups in any of 

the variables listed in Tcdsle 7, including years of drug use 

or length of treatment stay. There were also no significant 

differences between those who were amd were not followed up 

after treatment in their scores for psychological status 

from baseline throughout treatment, for feunily resource 

measurs, for COPES treatment environment evaluations, or for 

ASSIS social support chemges. 

Follow-up Variables 

Psvcholoaical VarizJjles. New growth curves were 

computed on follow-up subjects. The new growth curve 

statistics included all data points from baseline through 

the 3 follow-up points. Missing data in the psychological 

varieJsles prevented the computation of a psychological 

factor on the smaller sample size of the follow-up subjects. 

Therefore, the slopes and intercepts for each separate 

psychological measure were used in general linear models. 
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TaUale 7 

Personal and Demographic Characteristics of Study Women 

Variedale Percent 

Ethnicity 

Caucasiem 40.0 

Hispanic 26.7 

African American 24.2 

Age 

Native American 8.3 

< = 2 0  4 . 1  

21-25 21.5 

26-30 39.7 

31-35 26.4 

> 35 8.3 

Years of Education 

< 1 2  4 7 . 1  

High School 33.9 

Some College 14.9 

Bachelors or Higher 4.1 
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TsQ>le 7 - Con'tinued 

Personal and Demographic Characteristics of Study Women 

Varisdale Percent 

Marital 

Never Married 48.3 

Divorced 20.8 

Harried 16.7 

Separated 10.0 

Past Employment 

Unemployed 49.6 

Full Time 19.0 

Part Time 15.7 

In a Contr'd environment 9.9 

HomemaXer 3.3 

Time in Longest Job 

< 6 months 79.0 

1 year 13.0 

2 years 3.3 

3 years 2.5 

4 years 1.7 

5 years 0.8 

On Public Assisteuice at Intake 32.2 
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Tedsle 7 - Continued 

Personal and Demographic Characteristics of Study Women 

Variable Percent 

Sxibstance Use 

Age of First Substance Use 

0 - 1 2  2 8 . 3  

1 3 - 1 5  3 1 . 3  

1 5 - 1 8  3 4 . 3  

1 9 - 2 5  1 2 . 1  

26 - 30 6.1 

Years of Drug/Alcohol Use 

At least 5 years 81.8 

At least 10 years 61.2 

At least 20 years 14.0 

Drug Use is Intravenous 43.0 

Primary Drug 

Cocaine 39.7 

Alcohol 23.1 

Heroin 15.7 

Amphetaunines 9.9 

Marijuana 2.5 

Opiates 1.7 

N 
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TeJ3le 7 - continued 

Personal and Demographic Characteristics of Study Women 

Variedale Percent 

Live with 1 or More Drug Users 37.5 

Mother Abused Drugs or Alcohol 46.1 

Father Abused Drugs or Alcohol 73.0 

Sister Abused Drugs or Alcohol 60.0 

Brother Abused Drugs or Alcohol 70.0 

Criminal Justice 

Court Ordered to Treatment 58.7 

Months of Previous Incarceration 

1-6 months 31.4 

7-12 months 15.7 

13 or more months 19.8 

Number of Previous Convictions 

0 21.5 

1-3 48.7 

4-10 21.5 

10-20 8.3 

44-50 1.7 

V 



71 

TeUole 7 - Continued 

Personal and Demographic Characteristics of Study Women 

Variedsle Percent 

Types of Criminal Convictions 

Drug Charge 68.0 

Shoplifting 33.0 

Prostitution 23.8 

DUI 23.3 

Assault 22.4 

Probation Violation 21.7 

Contempt of Court 20.2 

Child Abuse or Neglect 20.2 

Burglary 16.7 

Forgery 13.3 

Weapons 8.3 

Robbery 5.8 

Homicide 2.6 

On Probation or Parole 57.9 

Phvsicallv Assaulted 

At least once 79.0 

Over 10 times 56.2 

Over 300 times 32.4 

Over 2000 times 9.5 

V 
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TaUjle 7 - Continued 

Personal and Demographic Characteristics of Study Women 

Variable Percent 

Experienced Multiple Rapes 65.0 

Been Forcefully Robbed 35.0 

Medical 

5 or More Previous Hospitalizations 

for a Medical Problem 21.5 

Current Medical Problems 32.5 

Previous Suicide Attempt 42.5 

Previous Psychiatric Hospitalization 19.3 

Retention in Treatment 

1 month (Stayed at least) 94.3 

3 months 82.1 

4 months 78.9 

6 months 70.7 

9 months 58.5 

12 months 49.6 

18 months 25.2 

24 months or longer 4.1 



Family Relationship Factor. The Family Contact Scale 

was administered at each of the three follow-up interviews. 

Items from the 12-month and the 24-month interviews loaded 

onto higher order family relationship factors. The 6-month 

family contact items did not have sufficiently high factor 

loadings to construct a factor. Therefore, only 12- and 24-

month factors were created. For the 12-month feunily 

relationship factor, vari2d3les included desire to see 

parents, closeness to and common values with mother, and 

desire to see siblings. Factor loadings for the 12-month 

factor ranged from .060 to .876. For the 24-month family 

relationship factor, variables included contact with 

parents, phone contact with parents, closeness to father, 

and closeness to and shared values with mother. Factor 

loadings ranged from .639 to .894. The post-treatment 

feunily relationship varieible from the ASI did not correlate 

adequately with the post-treatment family relationship 

factor, and was eliminated from the post-treatment analysis. 

The follow-ups did not differ from the total sample in 

their scores on the COPES or the ASSIS social growth curves. 

Socialization variaibles, including substemce use, criminal 

involvement, work, euid education were analyzed at each of 

the three follow-up points (6, 12 and 24 months) . 
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Outcome Hypotheses 

A fundeunental premise of the therapeutic community 

model is that siibstance eibuse is but a symptom of a more 

pervasive condition of psychological dysfunction and social 

deficits. Drug abuse is viewed more as a social response, 

rather than as a psychological disturbance. Thus, the 

primary aim of treatment is to foster social adjustment in 

its residents. Maintaining abstinence from mood-altering 

substances becomes a prerequisite to attaining social 

adjustment. Additionally, graduating residents are expected 

to show reduced involvement with the criminal justice 

system, to pursue (or complete) formal education, and to 

obtain steady, legal employment. Employment for these women 

was a more challenging goal, since the majority of them 

either had custody of children diiring and after treatment, 

or were undergoing the legal process of reunification with 

children through the local child protective services. Their 

childcare responsibilities, coupled with readily availeOsle 

federal aid, relieved many women from the immediate 

necessity of seeking gainful employment. 

Improved family and social relationships were expected 

results of the socialization training women received during 

their treatment stay, although it is not clear whether, 

according to the TC treatment model, these improved 

relationships are assigned to co-vary with, or to facilitate 
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the outcome measures of positive social behaviors. 

Social relationships within the treatment environment, 

in particular, were expected to have a strong impact on 

socialization outcome. For exeunple, women who learned to 

accept the support of others and to reciprocate that support 

should have acquired an importemt tool for aftercare. It 

was hypothesized that women who remained actively emd 

positively involved in treatment (measured by the ASSIS 

social scale, the COPES treatment environment scale, euid 

length of stay) would be more likely to tremsfer that 

involvement to aftercare activities, and thus do better in 

other outcome socialization areas, such as achieving long-

term eU3stinence and reduced criminal involvement. 

Consistently improved psychological status was expected 

to be more difficult for these women, since they would 

clearly struggle with living adjustments during the early 

phases of re-entry into the community. Other study results 

have indicated that female drug addicts did not recover from 

their depressive symptoms as guiclcly as did their male 

counterparts (Griffin, Weiss, Mirin, & Lange, 1989). It was 

hypothesized, however, that by the second year after leaving 

treatment women would report a greater sense of self-esteem, 

less depression and hopelessness, and fewer symptoms of 

psychological distress. 
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Siibiect Personal and Demographic Characteristics 

The women who entered treatment were of several 

ethnicities, with 40% being Caucasian eind 60% being one or 

another of the minorities (see Teible 1, p.67). Their 

average age was 29 to 30 years old, the majority had less 

than 12 years of formal education, emd over half had at 

least 10 years of drug use. Only 17% of the women were 

currently married. Seventy-nine percent of the women 

reported that their longest time at a job had been less than 

6 months. The most common drug of choice was cocaine, with 

alcohol second. Almost 59% of the women were court 

stipulated to treatment, and almost 80% had at leas-t one 

previous criminal conviction. Over half of the women stayed 

in treatment at least 9 months. 

Intake Psychological Status 

The four instruments measuring psychological status 

before, during, and after treatment included the Beck 

Depression Inventory, the Tennessee Self-Concept Scale, the 

Beck Hopelessness Scale, and the SCL-90-R. TeQsle 2 shows 

the means and standard deviations of the measures for each 

time point. The average scores of the baseline 

psychological measures are worth noting. The women's 
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average sumned score for all 22 items on the Beck Depression 

Inventory at intake was 16.8 (SI^=10.7), indicating mild to 

moderate depression (Beck & Beeunesderfer, 1974). The 

average score on the SCL-90-R (1.26, SD=.74) is just below 

that of the psychiatric inpatient cohort (M=1.30, SD=.82) on 

which norms were established (Derogatis, 1983), indicating a 

noteJ3le level of global anxiety and/or symptoms of 

psychopathology. The Tennessee Self-Concept Scale Intake 

summed average score (I{=321, SD=48) falls close to that of 

the psychiatric inpatient sample (M=323, SD=44.5^ tested by 

the authors of the measure (Roid & Fitts, 1988). 

In-Treatment Changes 

COPES. The first question to smswer is whether changes 

occurred in residents' relationship to the treatment 

environment over the course of their treatment stay. The 

COPES intercept beta weights (representing baseline scores) 

were .48 on the anger scale, .44 on the spontaneity scale, 

.51 on the personal problem orientation scale, emd .67 on 

the involvement scale. The slopes, however, were not 

significantly eibove zero, indicating that there was no 

significant change in these evaluations over the course of 

treatment. Overall, the residents viewed the treatment 

environment in a positive way, amd continued to report 

similar ratings, despite the normal flux that occiirs in 
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treatment organizations over tine, particularly one 

undergoing developmental phases as was Amity's Women's 

Program. 

The next question to be addressed was whether 

residents' personal, feunily, and social resources at intake 

were associated with their attitudes toward the treatment 

environment. Since treatment attitudes did not change 

appreciably during their stay, the COPES intercept (or 

baseline measure) served as a dependent variable, which was 

regressed on the psychological factor intercept, the family 

factor, and each of the social varieibles, including prior 

socialization indicators emd social network varieibles. 

Tadsle 8 shows the beta weights and significetnce levels of 

those varieJsles that were found to be associated with 

treatment environment evaluations. In spite of the fact 

that the involvement scale of the COPES showed the highest 

rating by residents, no predictive variedsle was associated 

with women's perception of high involvement in the TC 

community. The COPES subscale referring to residents' 

freedom to express anger (their third highest rating of the 

four subscales) was predicted by their reports of early 

feunily encouragement toward achievement, but not toward open 

expression of feelings. This would be reasonaible if 

feuailies modeled achievement within an aggressive framework. 

The COPES personal problem orientation score was predicted 
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Pre-treatment Variables Associated with Treatment 
Environment Evaluations fCOPES scores^ 
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COPES Var. Indep. Var. b weight E= 

Encouraged to FES-Achievement 13.30 .0008** 

Express Anger 

Personal Problem Education 4.15 .050 

Orientation No. of Friends 4.84 .034* 

FES-Express iveness 7.87 .008** 

Spontaneity in Years of Drug Use 4.89 .033* 

Treatment FES-Independence 5.18 .029* 

Length-of Stay FES-lndependence 3.40 .069 

No. of Convictions 9.93 .005** 

Years of Drug Use 4.47 .037* 

Note; Significemce levels: *B < .05, **B <.01. 
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by the level of education, the number of reported friends 

prior to treatment, emd by early family expression of 

feelings. Those women more likely to openly discuss 

personal issues may have had better verbal skills, more 

practice through prior friendships, and more confidence from 

feunily modeling. The women's view that the treatment 

community was characterized by spontemeity was associated 

with the number of years they had used drugs emd early 

feunily emphasis on independence. No personal resource 

varieU:>les (psychological and willingness factors) were 

associated with the in-treatment perceptions of the 

treatment environment (COPES measure). 

Psvcholoaical Factor. The psychological factor slope 

showed a significant increase over the cotirse of treatment, 

indicating an improvement in residents' psychological 

symptoms. Multiple regression analysis revealed only one 

indicator of this outcome. The strength of overall family 

cohesion prior to treatment predicted a greater improvement 

in psychological status, £(4,54) 6.78, p^.Oll. 

Willingness for treatment did not affect psychological 

growth, nor did the residents' attitudes toward treatment, 

their strength of feunily contact at inteJce, or previous 

social indicators. 

Social Support Growth. The growth curve representing 

changes in social support during treatment showed a 
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significantly positive slope (£=.0001), indicating an 

increase in supportive relationships with peers during 

treatment. Contrary to expectations, growth in social 

support was not statistically associated with psychological 

changes. Moreover, no pre-treatment variables in the 

personal, feunily, or social indices were found to be 

associated with in-treatment social network changes. 

Retention Rates. Retention, or length of stay 

(detailed in Table 7) was predicted by number of convictions 

and years of drug use, indicating that a more extensive 

criminal and drug use history resulted in a longer stay in 

the treatment commxinity. Early feunily encouragement toward 

independence also weeJcly predicted length of stay. The 

study hypotheses that willingness for treatment, family and 

social support, and prior social adaptation factors (e.g, 

employment) would impact retention in treatment were not 

supported by the study results. 

Pre-treatment vs. Post-treatment Resources 

One hypothesis was that pre-treatment levels of 

personal, feunily and social resources would partially 

explain outcome scores on these varieQ>les. 

Personal Resources Index. All 4 psychological baseline 

measures, or intercepts (depression, hopelessness, self-

concept, and psychopathology) predicted the degree of change 
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through follow-up with p values <=.0006. The Beck 

Hopelessness Scale slope was the only psychological variedsle 

that was associated with length of treatment stay, £(5,6) = 

2.65, p=.038. That is, as time in treatment increased, 

hopelessness decreased. 

FamiiY Resources Index. At 6 months post-treatment 

contact with family members was lower than pre-treatment; 

however, reported feelings of closeness were higher. The 

highest scoring items reflected a moderate desire for 

contact with feunily that was not different from pre-

treatment levels. The ASI question regarding whether or not 

subjects felt their family relationships had improved showed 

em overall vastly improved feeling of closeness with feunily. 

Despite this finding, overall family relationships did not 

show any statistically significant improvement over the 24-

months of follow-up on emy other measure, including 

increased contact or desire for contact. Baseline family 

resources were hypothesized to predict the status of feunily 

relationships at follow-up. The two constructs involved in 

this hypothesis were the FES subscales, describing early 

family values, and the feunily relationship factor, 

describing current closeness and contact with family. Both 

feunily resource constructs, when entered into a general 

linear model as independent variables, did not predict 

follow-up family relationships. Furthermore, retention in 
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treatment did not predict variance in follow-up family 

relationship scores. 

Social Resources Index. The social index of resoiirces 

at baseline included the ASSIS social support system 

measure, and indicators of social adaptation, including 

previous years of drug and alcohol eibuse, time spent 

incarcerated in jail or prison, ntimber of criminal 

convictions, length of time in legal employment, and years 

of education. Teible 9 displays, the outcomes for each of the 

3 follow-up time points. 

Previous levels of criminal involvement did not predict 

24-month post-treatment number of convictions. Previous 

number of convictions did, however, predict 12-month 

abstinence, F(4,33) = 4.09, j^.051. That is, those 

residents with the highest number of previous convictions 

tended to report continuous edastinence at the 12-month 

follow-up interview. For 24-month interviewees this effect 

was even stronger, Z(4,16) = 10.56, E=.005. In addition, 

the longer a woman's previous drug use history, the more 

likely she was to associate with recovering peers at 24 

months post-treatment, £(4,17) = 5.29, and the more 

likely she was to fae involved in a twelve-step recovery 

group at 24 months, F(4,17) = 6.36, ̂ .038. 

Women's status regarding probation, parole, or court 

stipulation to treatment did not influence any of the 
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Outcome Levels of Social Constructs for Each Follow-up 
fF-up) Time Point fin Percent^ 

Vari2U3le F-up 1 F-up 2 F-up 3 

6 mos. Abstinent 56.0 60. 9 67.0 

IV Drug Use 15.1 26. 3 22.7 

Incarceration 32.0 30. 8 31.8 

Convictions 26.0 18. 9 19.1 

Full or P-Time Work 57.1 53. 9 22.7 

Formal Educ. Enroll 8.2 13. 2 22.7 

Trade School 50.0 53. 0 27.3 

Aftercare and Social Support 

Amity Group 34.7 23. 1 0.0 

Twelve Step Group 30.6 28. 2 31.8 

Other Support 22.4 30. 8 45.5 

Have Recovering Fmds Hissing 61. 5 31.8 

See Using Friends 40.8 48. 7 22.7 
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TaUDle 9 - Continued 

Outcome Levels of Social Constructs for Each Follow-up 
fF-up) Time Point fin Percent^ 

Variable F-up 1 F-up 2 F-up 3 

Have Relationships Improved? 

Partner 47.2(N=36) 46.7(M=30) 35.7(N=14) 

Children 71.4 60.5 63.6 

Friends 59.2 47.4 50.0 

At least 1 Feua. Mbr. 89.8 92.1 95.5 

Note. Seunple sizes: F-upl = 49, F-up2 = 38, F-up3 = 22. 

S 



outcome variables. Previous level o£ education predicted 

whether or not a womem was enrolled in, or had recently 

completed further formal education at the 24-month 

interview, F(4,13) = 13.75, ̂ .003. Those with more 

education prior to treatment tended to pursue further 

education after treatment. 

Length of treatment stay was hypothesized to predict 

social outcomes. The outcome variaibles listed in Tcible 9 

were entered into a general linear model with length of 

stay. Results revealed that time in treatment was 

associated with months of trade school training after 

treatment, £(3, 29) = 2.11, £=.044, amd with a woman's 

likelihood of associating with recovering peers, F(4, 34) = 

28.77, £=.0004. For the 24-month interviewees only, length 

of stay was negatively associated with a woman's probsJsility 

of entering another drug treatment program later, F(3, 29) = 

-2.08, e=.047. 

Post-treatment aftercare and social support (listed in 

Table 9) were hypothesized to be positively impacted by the 

length of time in treatment, and the advantage of 

estcdalishing interpersonal ties with other recovering 

addicts. The attendemce at support groups was recorded as 

yes if a womaui attended at least once a month. A linear 

analysis of support variables revealed no statistically 

significant association with the time spent in treatment. 
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Discussion 

This research tested the effect of 3 indices of hunem 

resources on the treatment response of women who underwent 

treatment in a therapeutic community. Of the original 120 

participants, 53 (44.2%) women participated in follow-up. 

Preliminary analyses revealed there was little difference 

between the original and the follow-up group. The only 

noteworthy differences were that the follow-up women were 

less likely to have been convicted of child eUause or 

neglect. They were also more likely to be cocaine users and 

less likely to be alcoholic. 

Intake psychological meas\ires indicated that the women 

experienced significant levels of distress at entry to 

treatment. Their attitudes toward the treatment 

environment, on a scale of 0 to 1, averaged .50, suggesting 

that the program was accepteOile. Their attitudes, however, 

did not change throughout their 18- to 24-month stay. This 

finding was surprising, since the treatment program 

experienced frequent staff turnover and program changes 

during its early development. It also contrasts with 

previous findings that the COPES scores tend to change in 

concert with the particular treatment level TC residents are 

in and the length of their stay (De Leon, 1985). No 

personal resources (psychological or motivation and 

readiness) varicdsles predicted women's attitudes toward 
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treatment. No current feimily closeness or support variables 

were predictive of treatment attitudes. However, early 

feunily encouragement toward achievement, expressiveness, and 

independence did positively influence women's scores 

regarding perceptions of spontaneity, personal problem 

orientation, and freedom to express emger. These feunily 

values may have been transformed into active coping 

strategies in the treatment commimity. Pre-treatment social 

indicators of positive in-treatment coping included 

education level, years of drug use, and number of friends. 

These findings for education amd previous experience with 

friendships support the study hypotheses that previous 

social and educational backgrounds would serve as strengths 

during treatment. The finding that women with higher COPES 

scores (or more positive views of the treatment environment) 

during treatment also had a longer drug use history suggests 

that they may have been more ready for treatment, 

particularly since age did not explain this association. If 

this is true, however, it is surprising that the willingness 

factor was not similarly predictive for these women. 

Women's psychological distress was significantly 

reduced throughout treatment. The only clear predictor of 

this finding was the strength of feunily cohesion prior to 

treatment. This supports the hypothesis that feunily 

resources may be important factors in promoting 
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psychological health during drug treatment. Social support 

networks showed significant growth during treatment. 

Contrary to expectations, however, there was no association 

between expemding support networks amd psychological 

improvement. One possible explanation for this finding is 

that women's increased support by peers occurred 

concurrently with the fluctuations of psychological distress 

and resolution as emotional difficulties were revealed in 

groups, and gradually resolved. The TC appeared to be a 

unique environment for the social support developed by these 

women; no pre-treatment variables, including demographics, 

were found to be associated with it. In a sense, this 

finding may speak for the ability of TCs to foster new 

commonalities and kinship eunong a group of individuals with 

a wide variety of previous life experiences and coping 

deficits. 

The hypothesis that pre-treatment levels of 

psychological health would pairtially predict outcome 

psychological status was supported by the study results. 

The significance of this finding for drug treatment design 

lies in the importance of identifying psychological 

strengths at intake, so that they may be developed emd 

utilized during the treatment process. 

At 6 months post-treatment, contact with family members 

was lower than pre-treatment levels, and desire to see 
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feunily members was no different than before treatment. At 

the same time, however, the women reported feeling closer to 

family than before treatment. A possible explanation for 

this is that their experience diiring treatment of TC family 

ties enriched their conceptualization of feunily and may have 

resulted in a new optimism toward the family. Similarly, 

one would expect that some conflictual family issues may 

have been resolved in women's minds during treatment, 

allowing a more forgiving or receptive attitude toward 

fsunily members. Nonetheless, the reality was that contact 

was not a part of this new belief in feuaily closeness. It 

is impossible to know without further study whether this is 

a healthy sign or not. Clearly, many, if not most, of these 

women ceune from highly dysfxinctional homes. Their lack of 

contact with family after treatment may have been deliberate 

disengagement from an unhealthy environment. No variable 

analyzed in the present study was found to be associated 

with this finding. Women's lack of contact, combined with a 

positive feeling of closeness with feunily, may encourage 

them to continue to explore close relationships in a 

healthier way. 

Social resources prior to treatment were expected to 

provide some framework within which residents could 

integrate the TC community experience. More important to 

this study, they were expected to partially predict women's 



transition from the TC social commiinity to the larger 

societal community, including involvement in aftercare 

support. Rather than the more proximal indicator of 

treatment retention, it was pre-treatment negative social 

indicators (i.e., years of drug use, number of convictions) 

that partially determined whether women would participate in 

aftercare groups and form alliemces with recovering peers. 

The fact that this finding applied only to the 24-month 

interviewees may explain the higher level of abstinence in 

this last group of women. As shown in TeQile 10, although 

they continued to struggle with criminality, over half of 

them maintained eibstinence and some pursued either formal 

education or enrolled in trade school prograuns. 

The retention rates of the Amity women are worth 

noting. The 6-month retention rate of 71% is impressively 

high, in comparison to other therapeutic communities, which 

have averaged 25 to 30% (De Leon & Schwartz, 1984; Pompi & 

Resnick, 1987). The first 12 women who entered the study 

had been in the TC for varying lengths of time before the 

study began. After eliminating these women from analyses 

for retention, the 6-month retention rate was 67%, still a 

significantly high rate. There are no clear explanations 

for this finding, in comparison to that of other TCs. An 

interesting hypothesis, however, is that women at Amity 

responded positively to an all-female environment with a 
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family orientation, including children. This finding alone 

is worth further investigation for future research. 

Taken as a whole, the outcome findings suggest that the 

women in this study who persisted in their recovery tended 

to have a longer history of drug problems. The findings did 

not indicate that they were in more psychological distress. 

Although they were not measuraUsly influenced by court 

stipulation to treatment or probation, they were more likely 

to be abstinent with higher numbers of past criminal 

convictions. This may simply be em artifact of the number 

of years of involvement in a lifestyle that crosses legal 

boundaries. 

Conclusion 

The special difficulties inherent in evaluating 

therapeutic communities for drug abuse were prominent in the 

present study. The reluctance of an anti-estsiblishment 

organization to allow "scientists" to invade their privacy 

plagued the researchers throughout the 4-year evaluation. 

Moreover, the researchers were inexperienced in fully 

understcinding how to successfully engage the organization in 

its own evaluation. This lack of understanding prevented 

the optimal coordination of all concerned in obtaining the 

information so crucial to a successful outcome. By the 

conclusion of the study, however, many barriers had fallen 
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between the research and the clinical ceunps. The 

compromises to the quality of the study emd the needs of the 

women in treatment only serve to accentuate the importance 

of thorough planning as the first stage of a progreua 

evaluation. It is this researcher's belief that a 

successful evaluation is the result of coordination and the 

combined efforts of all steikeholders involved. The central 

component in drug abuse treatment evaluation is the 

treatment process itself. This study was unaQsle to open the 

legendary black box of the TC treatment. Future research 

will need to focus on progreuD and treatment variables that 

can better predict retention and outcome from therapeutic 

commxuiities. 
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