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Introduction
Objectives of the project
This project was initiated by the Australasian Therapeutic Communities Association (ATCA) in
recognition of the need to improve the capacity and accountability of therapeutic communities in
Australia, and to demonstrate the effectiveness of the therapeutic community (TC) approach.
The objectives of ATCA in undertaking the project were:
• to develop clear guidelines relating to the future establishment of TCs and/or the expansion of
existing programs;
• to inform funding decisions;
• to provide an agreed model for effective interventions;
• to develop greater transparency in the operation of TC programs;
• to identify current practice in Australia and compare it to international practice; and
• to develop strategies for TCs to implement continuous quality improvement.
The primary objective was to ensure the effectiveness of TCs as a residential treatment option
through a process of ongoing quality assurance. The project was intended to be collaborative,
involving the staff of TCs, their clients and ex-clients.
The specific aims of the project were defined thus:
“to identify and define the essential elements of a therapeutic community model for the
treatment of illicit drug abuse, evaluate the contribution of these elements to the efficacy of the
model, and establish the minimal standards which serve as the bench mark for the delivery of a
Therapeutic Community (TC) treatment”.
The project was funded by the Commonwealth Department of Health and Ageing and commenced
in 2001. The original funding submission identified the end product of the project as a better
practice manual, and identified a number of aspects to be addressed in the manual. These included:
1) a description of program elements;
2) a model/s for routine evaluation of similar services;
3) standards for staff competency and training;
4) standards for the physical environment of TCs;
5) standards for the operational costs of TCs;
6) some matching of program elements to specific client characteristics;
7) some form of industry centred accreditation process; and
8) a description of the unique nature of the TC intervention in the context of the range of accepted
alcohol and other drug interventions.
This report addresses each of these eight aspects in turn.
The original funding submission also identified that a TC is often the last option for treatment
chosen by drug users. This results in a client population with entrenched drug use histories who are
often intransigent and difficult to engage in treatment. Discussion of this aspect is incorporated into
section 8 of this report.
The final section of the report considers additional issues arising from the project.
This main section of the report has been written so it can be read as a stand-alone document. For
further detail, particularly the background to the recommendations, readers are referred to the
extensive appendices.
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Terminology
The stated aim of the project refers to the treatment of illicit drug abuse, but it should be noted that
TCs usually address the behavioural aspects of substance use without distinguishing on the basis of
the nature of substances being used. Consistent with this, the term “substance” is used in this report
as a generalist term that encompasses alcohol and other drugs. However, there are demographic
differences between people who primarily use alcohol, and those who use other drugs. The project
report identifies differences where it is relevant to consideration of the TC approach.
Individual patterns of substance use cover a continuum from occasional use, through frequent and
problematic use, to dependent use. The continuum is reflected in the diversity of terms that are
frequently used to describe substance use: ‘abuse’, ‘misuse’, ‘recreational use’, ‘addiction’ and
‘dependence’. The terms ‘addiction’ and ‘dependence’ are equivalent. ‘Addiction’ is derived from a
sixteenth-century term that designated the state of being bound or given over (e.g. bondage of a
servant to a master) or, figuratively, of being habitually given over to some practice. In the middle
of the twentieth century, with increasing knowledge of pharmacological and social consequences of
substance use, the term ‘dependence’ emerged. Dependence is characterised by particular
physiological, behavioural and cognitive features with the pattern of features varying according to
the pharmacology of the drug(s) involved.
The key elements of dependence are:
• a desire to use drugs;
• drug use taking priority over other activities for the individual;
• a loss of control over use; and
• continued use despite awareness of problems caused or exacerbated by the using behaviour.
It is these aspects that make dependence particularly damaging to both the individual and the
community.
What is better practice?
In order to develop a manual for better practice it is important to understand what is meant by
“better practice”. The term “better practice” implies a process of continual improvement. It entails a
number of dimensions, namely:
• quality assurance;
• evaluation and monitoring; and
• evidence-based best practice.
All of these dimensions are relevant to this project.
Quality assurance refers to the systematic evaluation of the adequacy and appropriateness of
services delivered (Mattick & Grenyer 1990). The first and most traditional aspect of quality
assurance in health service delivery involves the specification of minimum standards that treatment
agencies should attain in meeting the needs of their clientele. Such standards relate to various
aspects of service delivery, including the agency organisation and management, the physical
environment, record management, patient assessment, treatment delivery (but not treatment
content), patient rights, evaluation and staff training and development.
Evaluation is the process of assessing the value of things we do. Program evaluation should
investigate the day to day as well as the overall performance of the program.
Evidence-based practice tends to focus more on treatment content. It has been defined as
“conscientious, explicit and judicious use of current best evidence in making decisions about
individual patients” (Sackett et al 1996) and as an approach that “takes account of evidence at a
population level as well as encompassing interventions concerned with the organisation and
delivery of health care” (Silagy & Haines 1998).
2
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A central tenet of evidence-based practice is that research evidence is a component of the decisionmaking process, but it is not the only component. Other aspects (clinical expertise, patient
preference, needs, priorities and resources) are also important considerations.
In order to identify “best” evidence, and use it judiciously, it is important to critically appraise
research evidence. Critical appraisal means considering research in terms of:
• quality – the methods used to minimise bias in a study design;
• relevance – the outcome measures used and the applicability of the study results to other
treatments, settings, and patients; and
• strength – the magnitude, precision and reproducibility of the intervention effect (National
Health and Medical Research Council 1999).
Randomised controlled trials, conducted with observers, treating personnel and participants blind to
their group allocation, are considered to be the best way of achieving adequate control of bias.
However, in the case of the therapeutic community approach to the treatment of illicit drug use,
randomised trials are problematic and the use of double-blind methods impossible, particularly for
comparisons with other treatment approaches. The use of random allocation is becoming more
common to investigate particular aspects of the therapeutic community approach, or the effect of
different adjunct treatments. Most evidence on the efficacy and effectiveness of therapeutic
communities comes from follow-up studies such as the Drug Abuse Treatment Outcome Study
(DATOS) in the USA and the National Treatment Outcome Research Study (NTORS) in the UK.
Better practice and therapeutic communities
Appropriate research design to control for bias and random error, and critical appraisal of findings
are important, but even before taking these steps, it is critical to define and understand the
intervention that is the subject of inquiry. In clinical trials of pharmaceutical drugs or medical
procedures, definition of the intervention is relatively straightforward and is usually provided by the
pharmacology of the drug or the nature of the procedure. With TC interventions definitions are not
so obvious. This is why a substantial portion of work undertaken for this project relates to
definition of the therapeutic community approach in Australia.
There needs to be a link between treatment elements, treatment experiences and treatment outcomes
to substantiate the contribution of the TC to long-term recoveries (De Leon 2000).
The expansion of TCs to include special populations, such as women with children, adolescents, the
dually diagnosed, and correctional institution inmates has produced a need for modifications and
special services applicable to each client group. At the same time changes in healthcare policy has
created a demand for reducing the cost of treatment. In many instances, TCs have adapted their
treatment model by including outpatient and shorter-term residential agencies ranging from 30 days
to 6 months (Melnick & De Leon 1999).
Reasons for codifying the elements of treatment include the need to:
• indicate the nature and extent of the services offered by a treatment program in order to judge
the cost effectiveness of treatment with respect to the range and amount of services offered;
• determine the extent to which evaluations of program effectiveness generalise from one
program to others;
• make clear the therapeutic approach of the modalities to which clients may be referred, and the
extent to which different agencies offer similar treatment;
• support monitoring of the extent of delivery of program elements for the purposes of quality
assurance;
3

Introduction

•
•
•

4

support program development based on established principles of what works, and a considered
rationale for adaptations of the treatment elements to the unique circumstances of the program;
make explicit the core beliefs and elements of treatment for staff training purposes and so that
staff moving between agencies know the differences in treatment protocols between agencies
with the same generic title;
support process research to improve TC treatment (Melnick & De Leon 1999) – knowing why
and how individuals change in the TC is a prerequisite for introducing changes in treatment to
increase retention and favourable outcomes (De Leon 1995).

Progressing better practice for therapeutic communities

Progressing better practice for therapeutic communities
1.
Description of program elements
Clear definition of treatment interventions is important for a number of reasons. Research into
treatment effectiveness requires an understanding of what is being investigated or compared.
Identification of treatment elements enables a link to be made between those elements, treatment
experiences and treatment outcomes so as to establish the contribution of the intervention to
outcomes. It also provides a degree of transparency for potential clients, staff and referring
organisations or individuals as to the nature of the intervention. For all these reasons, describing the
therapeutic community (TC) approach is a critical starting point to a process of better practice, and
is a major focus of this report.
Table 1, presented over the following four pages, summarises the essential elements of therapeutic
community programs in Australia and New Zealand. This listing of elements was devised taking
into account:
• responses to structured interviews based on the Survey of Essential Elements Questionnaire
(SEEQ);
• a review of published literature; and
• the views of individuals with experience of TCs in Australia and New Zealand, and particularly
peer review and quality assurances processes related to TCs.
The statements of the essential elements are ordered in three broad categories, with subcategories of
related elements:
(A) TC Ethos (reflecting the nature of the TC environment which provides a background context to
intervention);
(i)
Nature of substance abuse and recovery
(ii)
Broad concept of TC approach
(iii) Dimensions of socialisation
(iv)
Psychological/behavioural dimensions
(B) Aspects of program delivery (reflecting the components of intervention experienced by
residents of TCs); and
(i)
Ensuring a safe environment
(ii)
Encouraging community spirit and a sense of belonging
(iii) Program structure
(iv)
Encouraging behavioural change
(v)
Treatment planning
(vi)
Treatment components
(vii) Staffing dimensions
(C) Quality assurance (more routine aspects that are important to ensuring that TCs operate in
accordance with current health care standards).
As noted by Melnick and De Leon (1999), one of the limitations of the SEEQ is the fact that nonTC agencies did not participate in the validating study. Hence it is not possible to determine if the
elements of the SEEQ are unique to TCs. This limitation also applies to this project, although it is
not difficult to identify elements amongst those listed in Table 1 that are clearly equally relevant to
other forms of treatment as they are to TCs. What this listing represents, therefore, is elements that
are consistently identified as being important, but not necessarily unique, to the delivery of the TC
approach.
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Table 1. Essential Elements of TCs:
(A) TC Ethos
(i) Nature of substance abuse and recovery
Substance abuse
• is a complex condition combining social, psychological, behavioural and physiological dimensions;
• is a symptom of underlying social, psychological or behavioural issues which need to be addressed if
recovery is to occur.
Recovery from drug addiction
• requires establishment or renewal of personal values, such as honesty, self-reliance, and responsibility to
self and others;
• involves learning or re-establishing the behavioural skills, attitudes and values associated with community
living;
• involves personal development and lifestyle change consistent with shared community values.
The recovery process of the TC encourages a life-long commitment to personal development.
(ii) Broad concept of TC approach
Therapeutic communities
• focus on the social, psychological and behavioural dimensions that precede and arise from substance
abuse;
• provide a safe, supportive environment for residents to experience and respond to emotions and gain
understanding of issues relating to their drug use.
• provide a combination of therapeutic involvements between residents and staff and among residents
(especially senior and junior residents) and living in a caring and challenging community as the principal
mediums to encourage change and personal development.
Treatment is multidimensional involving therapy, education, values and skills development.
Patterns of drug use can be used to indicate underlying issues but are not the primary focus of treatment.
Discussions and interactions between residents outside of structured program activities are an important
component of therapy.
The self-contained nature of TCs, with residents performing routine chores such as cooking and cleaning, is
important in encouraging residents to become self-sufficient and responsible for themselves and others.
(iii) Dimensions of socialisation
Encouraging a sense of participation in and belonging to the community is critical to the effectiveness of the
TC approach.
Living skills to support recovery develop from commitment to the values shared by the TC community.
Work is used to enhance the sense of community, to build self-esteem and social responsibility, and to
develop communication, organisational and interpersonal skills.
The TC approach involves supporting and acting responsibly towards other individuals and the community.
(iv) Psychological/behavioural dimensions
The TC approach supports the development of individual responsibility for actions and their consequences.
Program fosters the development of supportive relationships between residents to facilitate individual
change.
Peer support and constructive feedback are integral to addressing negative behaviour and attitudes and
affirming positive achievements of residents.
Treatment involves learning and becoming committed to shared community values, including respect for self
and others, honesty, willingness to attempt personal growth, and responsibility to self and others.

6

Progressing better practice for therapeutic communities

Table 1. Essential Elements of TCs continued:
(B) Aspects of program delivery
(i) Ensuring a safe environment
Program involves abstinence from alcohol and other psychoactive drugs (unless authorised).
There are cardinal rules which if violated, can lead to termination from program (ie. no drug use, no
violence, no stealing, no sexual relations with other residents).
There are clear procedures for responding to breaches of community values, with differing levels of response
to reflect the specific circumstances.
Contact outside the TC is monitored or supervised, and restricted, particularly in the early stages of
treatment.
Program includes regular drug screening, including where there are grounds for suspecting possible drug use.
(ii) Encouraging community spirit and a sense of belonging
Meetings
• are scheduled to occur frequently to provide information on arrangements, matters of functional routine,
and special events;
• are convened within the community as needed to address significant issues affecting the community,
particularly those with a potentially negative impact.
In general decision-making processes are consultative, with staff as objective facilitators and the final
decision-maker only where necessary.
Residents
• take responsibility for orienting, guiding and supporting new residents;
• conduct important peer management functions such as preparing work rosters, organising and running
house meetings;
• participate in program rituals and traditions, such as major festivals, birthdays and recovery milestones,
particularly graduation.
Leisure activities, such as organised sport, are encouraged for physical fitness, developing the sense of
community and team work, and to reinforce to residents that it is possible to have fun without drugs.
(iii) Program structure
Residential TC treatment
• is of medium to long duration, with actual length varied according to individual requirements;
• provides a mix of group and one to one counselling based on individual need;
• includes some use of formal instruction methods to present interpersonal skills and recovery oriented
concepts;
• provides information and the opportunity for residents to discuss the prevention and control of health
issues of particular relevance to drug users;
• has distinct stages generally reflecting a focus on assessment/orientation, treatment, extended treatment or
transition, and re-entry, respectively.
There is an initial period in which new clients are assigned to senior residents or staff for introduction to the
program and initial support.
In general
• by the end of assessment/orientation, residents are aware of the rules and procedures of the TC, are
feeling comfortable as a member of the TC, and have committed themselves to the treatment program;
• by the end of the main treatment stage, residents have gained some understanding of the issues underlying
their drug use, are able to emotionally support other residents, and are not behaving in an anti-social
manner;
• the re-entry stage provides increased contact with the wider community, gives residents increased
independence, and focuses on preparing residents to cope with the outside world, including developing
supportive friendship networks and, where appropriate, re-establishing communication with their
immediate families.
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Table 1. Essential elements of TCs continued:
(B) Aspects of program delivery (iii) program structure, continued
Decisions on progression to the next stage of treatment or discharge from the TC involve community
consultation but staff retain ultimate responsibility.
The preparation for re-entry involves greater flexibility in the resident's personal program and increased
attention to relapse prevention, drawing together the skills, insight and behavioural change gained through
treatment, to support maintenance of lifestyle change outside the TC in a self-reliant manner.
(iv) Encouraging behavioural change
Program uses groups to provide encouragement to change behaviour and attitudes.
Residents are encouraged to attempt behaviours and activities, even if they doubt their abilities or the reason
for the behaviours and activities, as a means of developing a more positive attitude through learning by
doing.
Residents are encouraged to experience and appropriately express their emotions.
Treatment encompasses developing a variety of approaches that help avoid the use of drugs, including
recreational activities and relapse prevention methods.
Sanctions issued in response to breaches of community standards, guidelines and values aim to provide a
learning experience, give the opportunity for behaviour to be adjusted, and give clear warning of further
consequences for behaviour that continues to be unacceptable.
The presence in the TC of staff and volunteers with a history of addiction and recovery is encouraged to
provide residents with role models.
Residents are expected to develop capacity to be a positive role model as they progress through the program.
(v) Treatment planning
Individual assessments are undertaken, including background issues, drug use history, physical and mental
health, either prior to or on entry to the TC.
There is a written, agreed upon and periodically updated treatment plan for each resident.
Treatment plans identify goals for each stage, and achievement of these goals is assessed when considering
applications to move between stages.
Program includes a process of setting individual goals that provides positive affirmation of strengths and
capabilities but also acknowledges boundaries to what is achievable.
Planning during the re-entry stage includes establishing links with appropriate aftercare services and support
networks.
Residents who leave without completing the program are assisted with alternative treatment arrangements.
(vi) Treatment components
Program
•
includes opportunities for residents to discuss progress, emotions and experiences in a safe, supportive
environment;
•
emphasises listening, speaking and communication skills;
•
supports the development of personal decision-making skills.
•
identifies and subsequently addresses family issues, with family members and significant others being
engaged in a positive way, where possible.
Residents
•
learn conflict resolution skills through discussion of principles in group sessions and the practical
experience of grievance and mediation procedures within the TC.
•
facilitate some group therapy or educational sessions with the support of staff.
•
perform different tasks and acquire increasing responsibility and privileges as they progress through
the program, with consideration to individual circumstance.

8
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Table1. Essential elements of TCs continued:
(B) Aspects of program delivery, (vi) Treatment components, continued
Selection of job functions takes into account residents’ capacity, developmental and vocational needs and the
demands of their individual treatment plan.
Support is given to residents who wish to seek education or training as part of their treatment program, and
all residents are encouraged to develop a vocational plan, particularly in the latter stages of treatment.
(vii) Staffing dimensions
Through active participation in all aspects of the community, staff ensure the safe environment and positive
functioning of the TC is developed and maintained, encourage resident participation and interaction, and
provide appropriate therapeutic interventions.
Staff may involve themselves in activities such as recreation, meal preparation, dining and chores, on an
equal footing with residents, as a means of emphasising their membership of the community and their
participation as role models.
Interactions between residents and staff in an informal context during daily activities help establish a
relationship that facilitates therapeutic interactions.
Staff serve as role models for shared community values.
Staff offer personal experience as part of the therapeutic interaction.
(C) Quality Assurance
Access to health care is a routine part of the program.
There are documented policies on aspects relevant to quality assurance, such as occupational health and
safety, equal employment opportunity, sexual harassment, confidentiality of residents’ records, staff training
and qualifications etc.
There are written, agreed upon and well known procedures for management of residents’ affairs, such as
admission and discharge, management of residents’ finances, arrangements for outings and visitors,
complaints and appeals procedures.
Residents are given a document clearly identifying their rights, and have these rights explained to them on
entry to the TC.
The right of residents to control the extent of disclosure in group settings of sensitive personal information
that is relevant to treatment is respected.
Residents are informed of the consequences of breaches of rules and guidelines, and reasons for decisions.
Specific processes are available and clearly explained for appeals of decisions and resolution of conflicts.
Residences are inspected at least weekly for cleanliness and completion of tasks, with occasional additional
inspections if needed to respond to issues such as theft or suspected drug use.

The list of elements in the table, while shorter than the SEEQ (79 compared to 139 items), remains
lengthy. A concise definition of the TC approach is desirable to enable quick and accurate
communication of the nature of TC treatment, and shorter sets of statements are needed for research
and monitoring purposes.
The long and complex nature of the list of elements considered essential to the TC approach makes
it difficult to consolidate these into a concise definition. A review of the literature provides little
help, with various descriptions being published, but no clearly accepted, simple definition of a
therapeutic community. The Kennard-Lees Audit Checklist 2, promoted by the UK Association of
Therapeutic Communities (see http://www.therapeuticcommunities.org/klac.htm) provides yet
another list of essential elements. The structure of this checklist is somewhat different to the SEEQ,
9
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perhaps reflecting the influence of the psychiatric model on therapeutic communities in the UK, as
compared to the Alcoholics Anonymous derivation of therapeutic communities in the USA. As with
the SEEQ, and the modified list of essential elements in the table above, the Kennard-Lees Audit
Checklist 2 includes a mix of program structure descriptions, quality assurance issues, and
dimensions of the theory underlying the TC approach. Defining the TC approach is further
complicated by the continuing evolution of TCs as the approach is adapted to a variety of purposes
and settings, including prisons, as adjunct treatments for methadone maintenance, and as day-care
interventions.
While there is a risk of over-simplifying a complex situation, it is possible to identify some features
that have been consistently highlighted in descriptions of TCs and which apply in the varied settings
of TCs.
1.
Residents participate in the management and operation of the community.
2.
The community, through self-help and mutual support, is the principal means for promoting
behavioural change.
3.
There is a focus on social, psychological and behavioural dimensions of substance use, with
the use of the community to heal individuals emotionally, and support the development of
behaviours, attitudes and values of healthy living.
The TC approach is generally delivered in a residential setting but, at least in the USA, this is not
invariably the case. Literature on TCs and the responses to the interviews conducted as part of this
project make it clear that a primary reason for the residential nature of TCs is to ensure a safe,
secure environment. The residential setting, removed from the wider community, provides the
means to keep TCs drug-free, enabling residents to address the issues underlying drug use without
the distractions of drug use and associated problems. The focus on social, psychological and
behavioural dimensions means that TCs are frequently addressing highly emotive aspects of life.
The secure and supportive nature of residential TCs is important for the emotional dimensions to be
managed. When the TC approach is delivered in a non-residential setting, strategies to ensure the
safety and security of the environment include the involvement of family (with access to
appropriate family support sometimes a requirement of non-residential TC treatment) and extended
day-care arrangements. One useful application of the modified essential elements questionnaire
(MEEQ) developed by this project would be in determining the extent to which these elements
could be delivered in a non-residential setting in Australia.
It should be noted that Table 1 contains only the elements of TCs. Turning these elements into a
questionnaire (which we are calling the MEEQ) entails formulating a question, and adding a scale
for rating of responses. The SEEQ asked respondents to rate each of the statements from 1 (very
little importance) to 5 (extremely important). They could also allocate a rating of 0 (objectionable).
The Australian experience of the SEEQ administered in the context of a structured interview
indicated variability in response to this approach. Some respondents appeared to base their rating on
how much importance was placed on a particular element in their experience of a TC. In other
instances the rating seemed to reflect the importance they felt should have been placed on a
particular element. Hence the SEEQ ratings do not necessarily indicate what an individual actually
experienced as a resident of a TC. To gain best use of the MEEQ, or sections of the MEEQ,
attention needs to be given to the way the statements are presented, and what respondents are being
asked to rate, with the approach likely to vary depending on the particular application.
While the MEEQ is in large part derived from the SEEQ, it is a substantially new formulation. If it
is to be used in a similar way to the SEEQ it will require validation. The first step of validation
would be to confirm that the new statements are a valid description of the essential elements of the
TC approach in Australia and New Zealand. Secondly, if the MEEQ is to be administered by
interview, the reliability of the instrument when administered by different interviewers should be
10
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confirmed. Thirdly, the validity of a score calculated from responses should be confirmed. For
example, Melnick and De Leon (1999) calculate total scores for each of the domains and
dimensions of the SEEQ, as well as an overall score. They validated the appropriateness of these
scores by using a statistical measure (such as Cronbach’s alpha, as used by Melnick and De Leon
1999) to indicate the extent to which each of the domains and dimensions were assessing similar
concepts. The validity of the MEEQ would need to be tested in a similar way before it is used
extensively in Australia or elsewhere.
Recommendation 1: That further research be undertaken to validate the modified essential elements
questionnaire (MEEQ) as a description and definition of the components of the therapeutic
community approach. Such research should apply the MEEQ in other settings, such as substitution
treatment and outpatient drug-free treatment, to determine the capacity of the MEEQ to distinguish
TCs from other approaches. Identification of items where differences are strongest would provide
an indication of the unique aspects of the TC approach.
Recommendation 2: Consideration needs to be given to which components of the MEEQ are most
relevant to routine monitoring and quality assurance aspects. Extraction of these components into
much shorter instruments is desirable for efficient application.
Recommendation 3: Using the MEEQ as a research tool, consideration should be given to the
capacity of the essential aspects of the TC approach to be delivered in a non-residential setting, and
whether a non-residential approach is most suited to particular groups of clients.
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2.

Considerations for routine program evaluation

2.1
Principles of evaluation
The purpose of program evaluation is to assess the value of services provided. Program evaluation
should investigate day to day and overall program performance. It determines the extent to which a
program is meeting its goals. Determining the extent to which a program is meeting its goals will
generally entail exploring the relationship between inputs and results, taking into account the initial
status, background factors and contextual conditions.
Program evaluation should be a systematic process, entailing steps of:
• reflecting on current program practice;
• gathering information about current practices and the impacts of such practice;
• analysing the information gathered;
• reaching conclusions on the basis of this analysis; and
• planning, modifying and improving practices on the basis of these conclusions.
The information that should be collected in the context of systematic evaluation includes:
•
inputs – the resources allocated to a program or intervention, such as financial and personnel;
•
processes – the activities carried out in relation to the client, such as the establishment and
review of treatment plans;
•
outputs – measurable items, such as numbers of clients seen, beds provided or programs
delivered; and
•
outcomes – benefits to the client as a result of the inputs, processes and outputs (Success
Works Pty Ltd 2000).
2.2
Evaluating the treatment experience
The elements of the MEEQ, presented in section 1 of this report, provide a description of TC
processes that could provide a basis for this aspect of evaluation activities. An individual’s
treatment experience will be influenced by their engagement and participation in program
processes, not just the availability of the processes within the TC. For evaluation purposes it is not
enough to merely identify the presence or absence of particular TC processes; the extent of client
engagement in these processes needs to be understood.
The value of treatment engagement over length of stay as a measure of the amount of treatment (or
“dose”) received by a client is discussed by Joe and colleagues (1999). They identify treatment
engagement as referring to the degree to which a patient actively participates in the treatment
process. The indicators of treatment engagement they used were the number of individual
counselling sessions, the number of times drugs/addiction or related health topics were discussed
and the number of times other topics were discussed in what they referred to as “session attributes”.
Another possible approach to recording TC processes is offered by Mitchell and Page (1987). They
developed two 5-point scales (see table 2) – a participation scale for completion by TC staff and a
self-disclosure scale for completion by residents. The participation scale measures the extent to
which the resident participates in and takes responsibility for day-to-day housekeeping and
organizational tasks. The self-disclosure scale assesses the extent of the resident’s acceptance of
confrontation, the treatment goals of TCs, and the rejection of a drug-dependent lifestyle.
These scales would need to be tested in an Australian context, and the language would need to be
modified to ensure the jargon used is applicable, and its meaning clear, but nonetheless these scales
represent an approach of potential value. However, the extent to which the scales assess
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participation in other components of TCs, including individual and group therapy, is limited. A
combination of measures such as those used by Joe and colleagues, and these scales (or
appropriately adapted versions) would seem a useful approach to assessing all these aspects of TC
processes.
Participation Scale (completed by staff)
Self-disclosure Scale (completed by residents)
Takes on responsibility; volunteers to be head of Is willing to show his/her real feelings to other
work crew or volunteers for some kind of
members of the family; understands him/herself
authority; handles responsibility.
and trusts the family.
Takes on responsibility for getting things done
Copes to [sic] problems or guilt; does not need
but not necessarily for supervision of people; for to have his/her “covers pulled”.
example, volunteers for a one-person job.
Participates actively in the work functions of the Ambiguous; no longer “on the street” but not
TC but does not try to take on much
really part of the family yet.
responsibility; for example, volunteers to be part
of a work crew.
Participates passively in the work functions of
Is able to accept being confronted by others
the TC; takes part in work functions and other
without outward show of resentment or
activities when told to.
resistance.
Resists participation in TC activities;
His/her head is still “on the street”; resists the
participates reluctantly or only when he/she is
“tools” of the TC; tells war stories a lot.
being watched.
Table 2: Scales for assessing participation in TC processes. [From Mitchell & Page 1987]
A further aspect to the treatment experience is client satisfaction. Consideration needs to be given to
the most appropriate method for collecting information on the extent to which clients are satisfied
with the services they are provided. The most common method that has been employed to assess
client satisfaction is the self-completion questionnaire given to clients prior to or on completion of
their treatment. For example, the Treatment Perceptions Questionnaire (Marsden et al, 2000) based
on earlier work of Atkisson and Greenfeld (1994) is worthy of consideration for use in TCs.
A feature of the TC approach is procedures for conflict resolution, grievances, and expression of
emotions and experiences, all of which would be expected to provide an opportunity for residents to
discuss their satisfaction, or dissatisfaction, with the services provided. The issues raised through
these avenues are likely to differ from issues identified through a systematic approach to collecting
information on the extent of client satisfaction. If conducted effectively, such information can
inform planning processes for the development of more client focussed services.
Combining self-completion methods of assessing client’s satisfaction with face-to-face interviews
and focus or discussion groups that allow greater exploration of clients views on treatment can
overcome one of the difficulties with client satisfaction exercises, which is the tendency for large
proportions of clients to state they are satisfied with just about everything they are provided with.
Aspects of the program worthy of exploration with clients of the program are:
• Waiting time: time to wait to obtain a place in the TC;
• Accessibility: location and layout of the TC;
• Staff accessibility;
• Handling, accuracy and confidentiality of client information, and inter-staff collaboration;
• Staff manner and skill: knowledge and competence, listening and understanding skills,
thoroughness and personal manner; and
• Perceived help with problems, and improvement in well being.
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2.3
Assessing progress during treatment
Knowledge of the effects of TC treatment would be further enhanced by a capacity to determine
change in psychosocial dimensions of clients associated with treatment. As noted by Kressel and
colleagues (2000) the capacity to measure client progress in treatment is critical to investigating and
understanding the elements of effective drug abuse treatment. At present our capacity to measure
the effectiveness of TCs relies on broad indicators of outcome at the completion of treatment, or
some period thereafter. The stage of TC treatment achieved provides another indicator of individual
progress but criteria may vary between TCs and interpreting the stage achieved requires knowledge
of the criteria and processes of each TC. Furthermore, as indicated by Toumbourou and colleagues
(1998), it is probably progress in treatment, rather than time in treatment or absolute stage achieved,
that is predictive of a positive outcome. Hence the capacity to measure progress, and to be able to
combine that data from multiple TCs, is desirable in order to progress the evaluation of TC
effectiveness. Within a TC, comparing information from client satisfaction surveys with
assessments of progress may help to identify barriers to progress, or reasons for positive progress,
making these aspects a potential therapeutic as well as management and research tools.
With a view to measuring client progress in treatment, Kressel, De Leon and colleagues have
developed three instruments – the Client Assessment Inventory (CAI), Client Assessment Summary
(CAS) and the Staff Assessment Summary (SAS) – based on the same theoretical model of the TC
approach that informed the SEEQ. In a structure similar to the SEEQ, these instruments address
four dimensions, and 14 related domains (see Table 3, below).
Dimension
Developmental (refers to the evolution of the
individual in terms of personal growth)

Domains
1. Maturity (self-regulation, social management)
2. Responsibility (accountability, meeting
obligations)
3. Values (integrity, right living)
Socialisation (refers to the evolution of the
4. Drug/Criminal lifestyle (social deviancy)
individual as a prosocial member of the larger 5. Maintains images (social vs antisocial lifestyle)
society)
6. Work attitude (appropriate for the work world)
7. Social skills (ability to relate to people)
Psychological (refers to basic cognitive and
8. Cognitive skills (awareness, judgement, insight,
emotional skills)
reality testing, decision-making, and problemsolving skills)
9. Emotional skills (communication and
management of feeling states)
10. Self-esteem/self-efficacy (sense of well-being)
Community member: refers to the evolution
11. Understands program rules, philosophy and
of the individual’s relationship to the TC,
structure.
with particular reference to the quantity and
12. Community engagement and participation
quality of program engagement and
13. Attachment, investment and stake in the
participation.
community.
14. Role model (lives by example, teaching others)
Table 3: Dimensions and domains of client change in TC treatment. [Adapted from (Kressel et al
2000)]
The CAI is a self-report form that contains 98 items along the 14 scales, one scale for each domain.
The CAS is a brief client self-report form that contains 14 new items, each summarising one of the
14 theoretical domains. The SAS, a short form completed by staff to evaluate their clients’ progress
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in treatment, consists of the same 14 domain summary items in the CAS, enabling the SAS and
CAS ratings to be directly compared.
Kressel and colleagues (2000) validated the three instruments in a study involving 346 residents in
two TCs (USA) in November 1997. The participants were at all stages of treatment: 22.5% at 1-3
months, 27.5% at 4-6 months, 21.1% at 7-9 months and 28.9% at 10 months or more. This enabled
a comparison of ratings across treatment duration. Kressel and colleagues recorded a significant
increase in ratings with increasing time in treatment. The authors state that this indicates the
capacity of the instruments to measure client progress.
The value of these instruments needs to be confirmed with a longitudinal study. It could be that the
changes in ratings recorded by Kressel and colleagues is due to attrition bias, with residents scoring
lower on the instruments being less likely to remain in treatment for longer periods of time. A
longitudinal study that applies the instrument to a cohort of residents as they progress through
treatment would indicate the capacity of the instrument to detect change in the same residents with
time in treatment. The collection of post-treatment outcome data (drug use, criminal behaviour,
employment, social functioning) in the same study would enable the findings of changes during
treatment to be linked to these outcomes.
In terms of practical aspects, the CAI with 98 items is too long for repeated application in either a
routine evaluation or research context. The CAS and SAS at 14 items each are potentially of greater
value. However, the brief question of the CAS and SAS may not always be clearly understood by
respondents. The CAI provides some insight into what is intended by each of the questions of the
SAS and CAS. Prior to embarking on a major longitudinal study using these instruments it would
be essential to pilot the instruments in Australia, and to modify them as necessary, to ensure clarity
and applicability.
2.4
Evaluating treatment outcomes
A 1994 report from the Victorian Department of Community Services and Health identified
outcome as “measurable changes in (or preservation of) the quality of life of clients as a result of
service provision. A quality of life change can be either an increase in a desirable characteristics of
a client (for example, enhanced self-esteem), or a decrease in an undesirable condition (for
example, a reduced risk of child abuse). No change at all (for example, retaining relative selfsufficiency for the elderly at home) can also be a tangible positive outcome” [as cited by (Success
Works Pty Ltd 2000)].
Determination of outcomes to be considered in evaluation processes should take into account the
chronic relapsing nature of substance abuse. The community expectation of “treatment” of drug
dependence is, in general, that it will result in drug users achieving a drug-free lifestyle. The fact
that TCs maintain a drug-free environment is consistent with this expectation, but departure from
the TC exposes clients to the risk of relapse. Providing residents with the skills to return to the
community and maintain a drug-free lifestyle is an important goal of TCs, but outcomes used for
evaluation purposes must reflect the complexities of drug dependence, and recovery processes.
Furthermore, an emphasis solely on abstinence to some extent devalues the other achievements that
can be made through treatment, such as reduced use of illicit drugs, reduced risk of infectious
disease, improved physical and psychological health, reduced criminal behaviour, improved social
functioning and a preparedness to participate in further treatment.
Success Works Pty Ltd, in a report to the Victorian Government (Success Works Pty Ltd 2000),
suggest five areas of outcome for alcohol and other drug treatment services, and a number of
indicators for each. These areas of outcome are worthy of consideration in routine evaluation of
TCs.
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Overarching indicators
•
Client satisfaction
•
Client engagement and retention
•
Re-engagement after relapse
Reduced substance abuse
•
Acknowledgement of the need to change
•
Improved knowledge of harmful effects
•
Knowledge of relapse prevention strategies
•
Effective relapse management
•
Changed behaviour
! Number of drug-free days
! Reduction in usage
! Maintenance of reduced usage
! Controlled usage
! Reduction of polydrug use
Reduced high risk behaviour
•
Increased knowledge of high risk behaviours
•
Increased ability to assess risk
•
Safe practice increased
•
Reduced attempts at self-harm
Improved physical health
•
Acknowledgement of the effect of drug use on health
•
Increased knowledge of physical health
•
Improved self-care
•
Positive changes in physical health status
•
Successful referral for identified health issues and engagement
•
Increased knowledge of available health services
Improved social functioning
•
Client identification of daily living requirements
•
Accommodation
! Food
! Financial support
! Clothing
! Meaningful daily activity
! Employability
•
Improved communication, conflict resolution skills
•
Improved problem-solving, planning and self-advocacy skills
•
Reduced need for criminal activity
•
Compliance with, and progress in, legal requirements
•
Development of a positive social and family network
•
Improved parenting knowledge and practises
Improved emotional and psychological well-being
•
Identification of problematic emotional states contributing to substance abuse, eg. anxiety,
depression, anger, boredom, self-efficacy, locus of control
•
Acknowledgement by client of need to address these issues
•
Agreed action to address identified issues
A further issue that needs consideration is the timeframe for collection of outcome data. The
timeframe must be long enough to capture meaningful change for participants and reflect the full
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extent of the program’s benefit for them. This would generally mean outcome data should be
collected both while clients are resident in a TC, and some time after departure from the protected
environment of the TC. However, the timeframe should not be so long that the program’s influence
is washed out by other factors.
It should also be noted that treatment in the TC is a significant facilitator, but not the only
contributor to recovery. Behavioural change is a complex, continuing interaction of client and
program factors. Outcome measures can be flawed because they are often attributed solely to an
intervention without considering the numerous influences other services provided. Positive
outcomes could also be attributed to natural recovery processes; response biases on self-report
instruments; and other measurement issues. Evaluations lacking a control or comparison group
cannot rule out threats to validity, but the inclusion of control or comparison groups is often beyond
the means of routine evaluation procedures. The risk of bias and confounding can be controlled to a
reasonable extent by a systematic approach to evaluation; the collection of consistent information at
appropriate points before, during and after treatment; and by consideration of the potential for bias
arising from differential withdrawal from treatment.
Recommendation 4: The day to day effectiveness of TCs should be determined by systematic
evaluation activities that consider inputs, processes, outputs, and outcomes.
Recommendation 5: Evaluation activities should be designed with a view to identifying the most
effective elements of the TC approach, taking into account client characteristics and other
variables, so as to support a process of continuous improvement.
Recommendation 6: Data collected on TC processes should incorporate measures of resident
engagement and participation, not just time in treatment.
Recommendation 7: Methods should be developed to enable TCs to routinely assess client
satisfaction with the services provided.
Recommendation 8: Further work should be undertaken to develop appropriate and convenient
instruments for recording TC processes.
Recommendation 9: Outcomes should be determined on a broad range of indicators of substance
use, risk behaviour, physical health, social functioning, emotional and psychological well-being.
The set of outcome indicators developed by Success Works Pty Ltd (2000) are supported as a useful
basis for outcome assessment.
Recommendation 10: Evaluation activities should involve the collection of a consistent set of
indicator data at appropriate points before, during and after treatment.
Recommendation 11: It is recommended that further research be undertaken to develop instruments
that can be used to measure changes in residents’ psychosocial dimensions associated with TC
treatment.
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3.

Standards for staff competency and training

3.1
Blending experiential and professional backgrounds
In the TC area there is ongoing debate regarding the relative roles of professional counsellors and
people with a history of substance abuse. The model of the TC approach from which many
traditional TCs in the USA developed is Synanon. Synanon in turn derived its approach from
Alcoholics Anonymous and placed considerable emphasis on “ex-addicts” as role models and
providers of a life experience approach to counselling. On the other hand TCs in the UK largely
derive from the psychiatric model which places more emphasis on professional staff. Debate in this
area is encapsulated by Broekaert and colleagues (1998) who express the view that growing
emphasis on “professionalism” with its special psychological, educational and social interventions
and tools can tend to diminish, and sometimes undermine, the self-help concept central to the TC
method.
A recent review of residential rehabilitation services in Victoria, including two services stated to be
TCs (Department of Human Services 2000), noted staff at these services had a range of formal
qualifications, from social work to counselling to horticulture and therapeutic massage. It was also
noted that the expertise staff contributed to the services derived from a commitment to ongoing
professional development and personal histories that “contribute an insightful perspective to
treatment”, as well as their formal qualifications. It was commented that some graduates from the
programs are employed at the larger services but that there is an interim period (12 months)
between graduation and employment to facilitate the role transition from client to staff. One of the
services had adopted a scheme to add to the skills of program graduates who become staff. Staff
training was identified as an important element of residential rehabilitation services because the
work is intense, complex and demanding.
A finding of the Victorian review was that clients were appreciative of staff with personal
experience of problematic substance abuse, noting that these staff members easily recognised the
self-deception clients may use and challenged errant behaviours. Staff with personal histories were
also seen as providing strong evidence that recovery is achievable. Similarly, the residents and exresidents interviewed for this project clearly valued the presence of people with a history of
addiction amongst TC staff, with some respondents indicating that they were able to provide a
unique insight, as well as providing a degree of comfort and hope arising from the “living proof”
that recovery is possible. However, it was also stated that all staff, not just those with a personal
history of addiction, were role models. Overall there was strong indication of the need for there to
be a balance of staff, and for staff having skills appropriate to their role in the TC with an
acceptance of the need for those with a personal history of substance use to receive training.
Joe and colleagues (1999) note that a rapport between counsellor and patient is essential for
behavioural patterns to change. They present the counsellor as an important facilitator for drug
recovery, helping the client change views on drug use, addiction and lifestyle. A strong counselling
relationship supports the client’s confidence in treatment; that is, the client comes to believe and
understand that treatment can help change cognitions and behaviours that caused drug use
problems, and build self-confidence to change. Intuitively one would expect that a personal history
of substance abuse would aid in the developing of rapport, and hence therapist effectiveness, but
this is not necessarily the case. In one study, undertaken in the context of outpatient methadone
maintenance treatment, an ex-addict counsellor was found to be less effective than three counsellors
with tertiary qualifications (Mattick et al 1998a). There is no equivalent data available relating
specifically to the TC context. Given the view outlined above that the presence of staff with a
personal history of addiction is valued by residents, the acceptance that such staff should receive
training, and the significant contribution that experiential staff have made historically and continue
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to make to TCs, this is an area worthy of further exploration. In particular it would be useful to give
further consideration to:
•
an appropriate balance of experiential and professionally qualified staff; and
•
the roles undertaken in TCs by people with a personal history of addiction and type of skills
and training needed to enable them to most effectively fulfil these roles.
It is noted that there are nationally agreed competencies for alcohol and other drug workers (see
http://www.cshta.com.au, under training packages – community services). These competencies
relate to the alcohol and other drug field in general, but nonetheless would provide some guidance
as to the type of skills appropriate to all therapeutic community staff, including those with a
personal history of addiction.
3.2
Key areas of competency
The definition of TCs presented in section 1 of this report (see p.10) and the interviews conducted
for this project provide a clear indication of the importance of peer group dynamics to the
therapeutic effectiveness of the TC approach. The involvement of residents in all aspects of TC
operations, and the use of peer support and community pressure to encourage behavioural change
are central to the TC approach, which can be summarised as the community as therapeutic method.
This in turn points to a critical role for staff in establishing and maintaining an environment in
which this can occur. Senior residents make important contributions as role models and in positions
of responsibility within the TC, but given the substantial proportion of residents who leave early in
treatment, the numbers of senior residents will be limited, and the constant turnover of residents is
in itself an issue that must be managed if the therapeutic environment is to be maintained. Hence, it
is critical that staff in TCs have skills, personal attributes and an understanding of group dynamics
to enable this facilitatory function.
In terms of more specific counselling functions, a recent publication of the Western Australian Best
Practice in Alcohol and Other Drug Interventions Working Group (Dale and Marsh 2000) notes that
research demonstrates the fundamental importance of the therapeutic relationship as an avenue to
communicate respect, understanding, warmth, acceptance, commitment to change and a corrective
interpersonal experience. Dale and Marsh (2000) also note that a number of counsellor variables are
important to successful intervention, including the therapeutic relationship, the extent to which
counsellors remain true to the techniques of their therapeutic philosophy and the extent to which
counsellors are judged to be well adjusted, skilled and interested in helping their clients. Other
variables important to successful intervention identified by Dale and Marsh (2000) include: the
maintenance of well organised case notes, frequent consultations, consistently applied program
rules, referral where appropriate, and assisting clients to anticipate and deal with potential problems
before they arise.
In relation to staffing issues the Kennard-Lees Audit Checklist 2, available from the UK
Association of Therapeutic Communities (http://www.therapeuticcommunities.org/klac.htm) notes
the need for:
•
staff to demonstrate personal values compatible with therapeutic community principles and
practices;
•
adequate levels of staff to enable standards to be met; and
•
the presence of sufficient staff with relevant training and expertise in community meetings
and small groups to enable standards to be met.
This checklist refers to the role of staff members in providing an emotionally safe environment for
the work of the TC. Commensurate with this is the need for staff to demonstrate a knowledge and
awareness of group dynamics, and mechanisms used to avoid painful exposure or confrontation by
individuals with psychopathic or personality disorder.
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The above discussion of staff competence and training focuses in particular on counselling and
support services for residents. Another consideration regarding staffing of TCs is activities
involving manual labour and the use of machinery with potential for physical injury. For example,
some TCs are operating farms (for example, this probably explains the horticultural qualifications
noted by the Victorian review), others have accredited training programs, for example enabling
residents to obtain catering industry qualifications. Organised leisure activities are also identified as
important components of the TC approach. Staff supporting these activities need to have
appropriate skills and experience if best use is to be made of these aspects. Ensuring the physical
health of residents requires a capacity to respond to injury or illness, as well as appropriate
knowledge and experience in health issues that are prominent amongst substance users (sexual
health, parenting skills, psychiatric and personality disorders, HIV, hepatitis C and other potential
consequences of injecting drug use). Not all staff need to be expert in all these areas, but a balanced
team, plus linkages with other services, will contribute the appropriate skills.
3.3
Staff support and development
Dale and Marsh (2000) point to the importance of supervision and professional development in any
treatment service as it assists in the maintenance and improvement of counsellors’ standard of
practice. They note that evidence-based practice requires staff to integrate knowledge from the
research and professional field as well as their own experiences, into their clinical practice. This
process requires:
•
a range of learning opportunities both on the job and off site to update skills and knowledge;
•
effective and supportive supervision to build a climate of continuous learning and support;
•
organisational structures which allow for reflective practice to integrate acquired knowledge
and skills into the workplace; and
•
the ability to use both successes and mistakes as learning opportunities.
The Victorian review (Department of Human Services 2000) expressed some concerns over staff
welfare, relating to the ratio of staff to clients and the demanding nature of work at residential
rehabilitation services. The authors noted that staff numbers can be a limiting factor in responding
to unexpected events, and in relation to staff obtaining release to attend professional development
training, and the service’s capacity to provide regular staff supervision.
The demanding nature of TC work was also alluded to in the interviews conducted as part of this
project. This arose particularly in relation to questions about the involvement of staff in recreational
activities, and the issue of staff eating with residents. These sort of approaches were identified as
being important to developing the sense of community, and in providing opportunities for informal
interactions between residents and clients that could aid the therapeutic relationship, but at the same
time it was acknowledged that it was important for staff to have some privacy and a degree of
respite each day.
Dale and Marsh (2000) also touch on stress and burnout as issues of importance to those working in
the alcohol and other drug field. They note the number of different sources of stress in the
workplace, and emphasise that issues affect different people in different ways. Hence it is important
for individuals to be aware of the things that they experience as stressful. Coping strategies
identified included maintaining physical health by eating well, sleeping well, doing exercise;
maintaining emotional health by talking and debriefing; and on a professional level ensuring
adequate support and training via clinical supervision. Burnout, a form of strain, was identified as a
consequence when the experience of stress is intense and prolonged and coping strategies prove
ineffective. Burnout was noted as particularly important in the counselling profession as it seriously
affects the counsellor’s ability to continue to deliver a quality service. In this regard staff with a
personal history of substance abuse may have particular need of support. The nature of their work in
TCs requires them to constantly revisit their personal experiences of substance abuse. In addition
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their motivation for working in a TC may include a strong desire to help others through a similar
recovery process. These aspects can be specific sources of stress that all TC staff and management
should be conscious of, and take steps to address.
Approaches such as performance review, clear policies and procedures relating to staffing matters,
mentoring, and orientation are also important considerations as part of workforce development
strategies.
Recommendation 12: TCs should include amongst their staff a range of skills, experience and
qualifications encompassing psychology, counselling, health and particular practice skills relevant
to the activities undertaken in the TC.
Recommendation 13: It is particularly important that TC staff possess the skills, attributes and
understanding of group dynamics that will enable them to establish and maintain the safe,
supportive environment that is essential to the therapeutic nature of TCs.
Recommendation 14: The presence on staff of people with a personal history of substance abuse is
supported. Such individuals should obtain appropriate training before becoming a member of staff.
Recommendation 15: Further work should be undertaken to identify an appropriate balance
between experiential and professionally qualified staff, and the nature and extent of training that
would enable staff with a personal history of addiction to most effectively apply that experience
within the TC approach.
Recommendation 16: Research should be undertaken in a TC context to identify staff competencies
important to the delivery of effective interventions.
Recommendation 17: TCs should implement a program of staff training and development, drawing
on nationally agreed competencies for alcohol and other drug workers, to foster a culture of
workforce development.
Recommendation 18: TCs should ensure supportive supervision and opportunities for staff to
discuss potentially stressful issues.
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4.
Standards for the physical environment
The Survey of Essential Elements Questionnaire that formed the basis for much of this project, does
not address issues relating to the physical environment. The recent Victorian review of four
residential rehabilitation services (Department of Human Services 2000) did not specifically
address standards, but did comment on some aspects of the physical environment. This review
contrasted the settings of two services, one in the outer suburbs of Melbourne and the other in a
natural bush setting. An identified advantage of the urban setting was that clients had easy access to
family and friends. On the other hand the bush setting of the other facility gave a sense of being
removed from the outside world and offered peace and tranquillity conducive to personal reflection
and behaviour change. The reviewers commented that the two services demonstrate that residential
rehabilitation can occur both in isolated rural and suburban settings.
The Victorian review also commented on the institutional appearance of one of the facilities, also
noting that the service had plans for major renovations. The major shortcoming of the facility that
was identified was a lack of privacy for clients in the family program and little opportunity to
provide a “normal” family setting for these clients.
As therapeutic communities are providers of health and accommodation services, they would be
expected to comply with relevant regulations of the State or Territory in which they are located, as
well as any relevant Federal requirements. Such requirements would relate to issues of fire safety,
sanitation, food preparation, infection control, first aid, privacy, sexual harassment, equal
employment opportunity, and occupational health and safety for both staff and residents. Attention
to occupational health and safety is particularly important in those therapeutic communities with
activities such as farm operations where residents may be undertaking manual labour and operating
machinery. Accreditation processes for general health services, such as CHASP, provide good
guidance on aspects of physical environment standards.
The peer review process described by the existing ATCA Peer Review Manual includes a section
on the physical environment, stating that the standard is for TCs to provide a functional, safe,
healthy and satisfying environment for clients and staff. The aspects addressed for this standard are:
•
the location of the TC;
•
sign posting in the area and on the premises with regards to access;
•
access to buildings from car parks and entrances;
•
the appearance of the grounds and buildings;
•
adequacy of space for client and staff activities;
•
adequacy of lighting, ventilation and heating;
•
whether areas are clean and functional;
•
the existence of a written policy on occupational health and safety;
•
potential safety hazards;
•
adequacy of fire safety procedures;
•
emergency first aid facilities;
•
a policy on smoking, including designated non-smoking areas;
•
adequacy of furniture and equipment;
•
communications system;
•
security provisions;
•
healthy, balanced diet plans; and
•
approach to infectious diseases.
The peer review manual also addresses issues of record management, and rights of clients, which
identifies privacy as one right.
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The UK Kennard-Lees Audit Checklist 2 (see http://www.therapeuticcommunities.org/klac.htm)
includes only brief references to the physical environment. The relevant standards are:
•
There is a room large enough for community meetings, where everyone can see each other;
•
There are adequate facilities for preparing and cooking shared community meals; and
•
There are facilities for creative and action therapies.
Recommendation 19: It is recommended that further work is undertaken to develop guidelines on
standards for the physical environment of TCs, with reference to relevant State, Territory and
Federal regulations, and drawing on requirements for general health and accommodation services
and the existing ATCA peer review manual.
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5.
Standards for operational costs of TCs
Data on the operational costs of TCs were not collected as part of this project, nor were fees
charged to clients discussed. Consideration for operational costs would require consideration of the
standards for the physical environment and staffing requirements, which are also aspects not able to
be considered in detail in this project. However, a number of comments can be made regarding
operational costs on the basis of the review of literature and knowledge of the operations of TCs.
While comparative costing data are not available, it is reasonable to assume that TCs are economic
compared to other types of accommodation services, psychiatric and general hospital facilities, and
particularly correctional facilities. The fact that routine chores and maintenance within TCs are
largely carried out by residents is a major source of economy for TCs.
The trend of increasing professionalism of TC staff is inevitably associated with increases in salary
requirements. The need to maintain staff-resident ratios to support delivery of therapeutic programs
and to ensure safety in the TC makes this an area where economies are difficult to achieve.
An emphasis in modern TCs is reducing the institutional environment, particularly with large
facilities. This can be a significant issue for older facilities with large buildings where renovation to
increase privacy and flexibility of facilities is associated with substantial capital costs.
The Victorian review of residential rehabilitation (Department of Human Services 2000) refers
briefly to client fees. It notes the policy of the Victorian Department of Human Services which
states:
“In the case of residential rehabilitation, it is considered appropriate for a fee to be
charged. For example, the fee might be set at 85% of the single person’s JobStart
Allowance. Where such a fee is applied by any funded agency, a fee relief policy should
be in place to ensure that potential clients who were unable to pay the set fee would not
be denied the opportunity of accessing needed services.”
The report goes on to consider the fee structure for the four services that were reviewed.
Considerable variation in fees was noted, and while the fees were considered to largely be
consistent with the above guidelines, the review recommended that services cease charging
unauthorised fees (the fees referred to appear to be assessment and entry fees).
There is a perception that TCs are an expensive treatment modality, particularly relative to
outpatient modalities such as methadone maintenance. This perception largely arises from the
length of stay considered necessary in order to achieve good outcomes. However, the cost of TCs
needs to be considered relative to the benefits, and particularly the expenditure avoided as a result
of treatment. The few studies that have been undertaken (Anonymous 1990; Flynn et al 1999;
McGeary et al 2000) have found the TC approach to be cost effective in terms of reductions in the
cost of crime, reduced drug use, improved employability, and reductions in the use of other services
for those treated in TCs. This is an aspect that would be worthy of further exploration.
Those studies that have looked at the relative cost benefits of TCs have tended to look at relatively
short periods of time – analyses tend to consider bed-day costs, the cost of a typical treatment
episode, and annual costs, and the savings accrued in that time. However, proponents of the TC
approach point to its focus on lifestyle and behavioural change and suggest that a particular benefit
of the TC approach is enduring behavioural change. This points to the need for cost benefit and cost
effectiveness analyses that consider the longer-term outcomes of TC treatment. An initial approach
to such analyses worth considering is the use of computer modelling, incorporating existing data on
retention rates, criminal activity, imprisonment and drug use, before and after methadone
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maintenance and TC treatment for opioid dependence. This sort of study would provide some
indication of the cost effectiveness of the TC approach, relative to methadone maintenance, pending
the collection of data to provide a more accurate picture.
Recommendation 20: TCs should maintain appropriate financial systems that clearly identify all
costs and income relating to operation of the facility.
Recommendation 21: TCs should be able to provide a clear rationale for fees charged to clients.
Recommendation 22: Fees should be set at a level that does not result in financial hardship for
clients.
Recommendation 23: A full cost benefit analysis of TC treatment should be undertaken, with
alternatives such as substitution treatment, and outpatient drug-free treatment as comparisons.
Cost savings from avoided judicial system, health services and accommodation support utilisation
should be taken into account.
Recommendation 24: Consideration should be given to using existing outcome data for TCs and
methadone maintenance treatment in a modelling approach to estimate relative long-term cost
effectiveness of these approaches for people who are opioid dependent.
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6.
Matching program elements to client characteristics
The TC approach is based on a concept that users of alcohol and other drugs are similar in terms of
the psychological and social issues underlying and arising from drug use. Despite this, individuals
seeking treatment for drug dependence will have different patterns of risk and protective factors,
different psychological and social problems, and varying cultural backgrounds. This indicates a
need for services that are sufficiently varied and flexible to respond to the needs of clients, their
severity of dependence, personal circumstance, motivation and response to interventions. An
individual may require varying combinations of services and treatment components during the
course of treatment and recovery. As treatment progresses needs will change making it necessary to
continually assess, and modify, an individual’s treatment and services plan.
The effectiveness of treatment can be expected to be greater if treatment is responsive to an
individual’s stage of change and personal circumstance. Users whose needs are being met can be
expected to have greater commitment to treatment with consequent improved retention in treatment
and improved outcomes. Evidence from general practice indicates that aspects of the treatment
experience, such as client-centred communication, accessibility and physical facilities, enhance
satisfaction with treatment and lead to better adherence to treatment and improved health outcomes.
In the alcohol and other drugs field, there is evidence that matching clients to treatment services,
such as employment, family or psychiatric, and vocational training, childcare, transport and
housing, have generally resulted in increased retention in treatment.
With accumulating evidence of the potential effectiveness of matching, increasing attention has
been given to developing systematic methods for the matching of clients to treatment. While
matching variables have been identified that relate to specific modalities of treatment and to specific
levels of care, systematic matching approaches remain largely experimental (Gastfriend &
McLellan 1997). In this regard the concept of treatment matching refers more to selection of the
particular treatment modality suitable to individual clients, rather than matching elements of TC
programs to client characteristics. The broader aspect of matching clients to treatment modality is
discussed further in section 9 (The place of TCs in the treatment system).
A major focus of this project was definition of the program elements that characterise the TC
approach. The data collected did not support matching of these program elements to client
characteristics, nor is this an aspect that has been systematically investigated by research. However,
some relevant information can be drawn from the literature review undertaken as part of this
project.
Melnick and colleagues (2001) developed and tested an instrument and decision-tree to provide an
objective clinical assessment for matching clients to treatment in multi-setting TC agencies offering
outpatient and residential treatment programs. The instrument (the Client Matching Protocol) was
developed in consultation with TC staff and clients so as to systematise and make explicit the
commonly used clinical criteria. The matching process incorporates four decision points:
(1) If the pattern of drug use is scored as low risk, outpatient treatment is recommended. High risk
individuals enter into the next assessment point.
(2) If the individual has one year or more of abstinence in the last four, or a drug history of less
than four years, outpatient treatment is recommended. Those not meeting this criterion move to
the next point.
(3) If social factors (drug-free domicile, peer involvement with drugs, criminal behaviour) are
scored as high-risk, residential treatment is recommended. Others are referred to the final
assessment point.
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(4) Individuals who are not habilitated (do not have a high school diploma, technical training or
sufficient work skills and experience to earn a living) are referred to residential treatment.
Others are referred to outpatient treatment.
The validity of this matching process was tested in a study involving 725 adult clients entering nine
TC agencies in the USA. The study found that matched clients showed a significantly higher rate of
positive treatment dispositions (12-month or more retention and treatment completion) than
mismatched clients. At the same time the study found independent effects for external motivation in
the form of legal pressure, and internal motivation as measured by motivation-readiness scales. The
study had limitations (in particular the sample of mismatched clients was small) but suggests that
there are gains to be made through improved matching of clients to services. This was also a very
broad matching process in that it considered only inpatient and outpatient options. Consideration of
the range of services that might be provided as part of a TC program, and to whom, is much more
complex.
The above study also identifies the importance of motivation, referring to both the degree of
intrinsic motivation for behavioural change and external motivators like legal pressure. The
importance of motivation has been identified by others, with Joe and colleagues (1999) finding that
motivation at intake was a strong determinant of therapeutic involvement for clients of drug and
alcohol treatment services. This is significant given a finding that higher degrees of engagement in
TC treatment are associated with improved outcomes (Broome et al 1999).
There is recent literature on TCs that have been modified to suit the needs of particular groups of
clients, such as women with children, and those with dual diagnoses of substance abuse and mental
disorders. Sacks, De Leon and colleagues compared two modified TC programs, one described as
moderate intensity and the other low intensity, with treatment as usual (a mix of services) for
homeless clients with dual diagnoses of mental illness and substance abuse or dependence (De Leon
et al 2000b). Retention rates at 12 months were markedly higher for those in the low intensity
compared to the moderate intensity program (56% compared to 34%). Participants in the moderate
intensity group improved statistically on 7 of 12 outcomes measures across four domains
(frequency of alcohol and drug use, criminality, employment and psychological dysfunction) while
the low intensity group improved statistically on 9 of the 12 outcome measures across all domains.
The treatment as usual group showed significant improvements on three measures in three domains.
This finding indicates the value of adapting TC programs to the needs and capacity of clients.
The importance of addressing any needs that clients may have in addition to their substance abuse is
emphasised by a study looking at substance abusers dually diagnosed with obsessive-compulsive
disorder who were admitted to a long-term TC (Fals-Stewart & Schafer 1992). This study clearly
indicated improved outcomes for those who received a specific intervention for obsessivecompulsive disorder in addition to the standard TC treatment.
Adapting TC services to address cultural issues may also improve outcomes. This is demonstrated
by a study examining a TC program modified to incorporate Alaskan Native cultural lifestyles.
Modifications included spirit groups, cultural awareness activities, urban orientation, and individual
counselling, as well as the employment of additional Alaskan Native counsellors. A significant
increase in retention of Alaskan Natives was associated with these modifications, although the rates
remained below that of other client groups. Addressing the cultural needs of substance users from
Aboriginal and Vietnamese communities in Australia could similarly result in improved treatment
outcomes.
The studies discussed here all address the needs of clearly identified groups of clients – those with
dual diagnoses, and those from a clearly defined cultural background. While significant
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improvements in outcome have been achieved for these specific groups, it remains unclear to what
extent gains could be made by adapting TC programs to less well defined characteristics, such as
motivation, duration of drug use, and individual history of employment, education and criminal
activity. However, this would be a worthwhile area of investigation with a view to supporting
continuous improvement of TCs in Australia. In this context it is also important to give
consideration to the extent to which it is possible to offer multiple variants of the TC program to
meet the needs of particular client groups without adversely impacting on community dynamics.
The capacity to modify the approach may be particularly limited in small TCs where all residents
interact with each other. It may be equally difficult to make certain modifications in large TCs with
established facilities that are not easily adapted to alternative arrangements. This suggests a need to
increase knowledge of the benefits of particular modifications, and hence the value for a TC in
making adjustments to physical living arrangements or program structures to enable those
modifications to be offered.
Recommendation 25: Different ways of modifying TC programs to suit individual needs should be
explored, with assessment of the impact on treatment retention and outcomes as well as community
dynamics. Possible modifications include varying program intensity, incorporating additional
elements to address specific needs, developing introductory programs to help prepare clients for
entry to the TC, varying the timing of different elements of the TC program, and providing more
coordinated aftercare programs.
Recommendation 26: The cultural needs of Aboriginal, Vietnamese and other minority population
groups should be determined, and ways of addressing these needs in the TC context considered.
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7.
Accreditation
A system of accreditation can have advantages for clients, purchasers of services, and service
providers in that accreditation effectively provides a concise statement of what can be complex
standards of service. In an effective system of accreditation, service providers gain a benefit that
comprises an incentive for them to participate. Such benefits may derive from accreditation being a
condition of eligibility for government funding, or membership of a professional association that is
recognised by clients and purchasers of services as indicative of desired standards of care.
Establishing an effective system of accreditation is a complex process and it is important that it is
entered into with a clear sense of the purpose of accreditation. In the case of TCs in Australia, it
should be decided firstly whether there is a need for a system of accreditation that is specific to
TCs, or whether the existing accreditation processes for health services (e.g. Quality Management
Systems) would provide the desired benefits of accreditation.
If it is considered desirable to establish a system of accreditation specifically for TCs, there would
need to be substantial preparatory work to define standards of service that would be established as
conditions of accreditation, processes for assessing TCs against the conditions and deciding whether
to award accreditation. Mechanisms for appeal of decisions would also need to be established. A
complication for a system of accreditation specifically for TCs would be the need to gain national
agreement, taking into account the regulation of health services required by different jurisdictions.
As indicated in the preceding sections, there is currently insufficient information available to form a
view on staffing standards, standards relating to the physical environment, or operational costs and
fees. This project has achieved a degree of definition of the TC approach and the elements of TC
programs, but this is not sufficient information on which to establish a system of accreditation
specific to TCs.
A process for peer review of TCs has been in place in Australia for around 10 years. This peer
review process does not have the rigour required for a system of accreditation (nor does it confer
any of its benefits) but it does provide a mechanism for sharing of information between TCs, and it
does go some way towards promoting quality improvement processes that are specific to the TC
approach. As such it can complement any general health accreditation sought by TCs, and offers an
alternative to the development of accreditation specific to TCs.
Recommendation 27: It would be premature to establish a system of accreditation specific to TCs.
Further work to establish the purposes of such accreditation, conditions of accreditation,
assessment and decision processes would be required before such a move could be considered.
Recommendation 28: The existing process of peer review undertaken by the Australasian
Therapeutic Communities Association should be continued as a means of sharing information and
promoting continuing quality improvement of TCs, pending a decision on the desirability of a
system of accreditation specific to TCs.
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8.
The place of TCs in the treatment system
It is generally agreed that an effective system for treating substance abuse is one that provides a
range of options, encompassing both pharmacological and psychosocial approaches. Diversity of
treatment options enables selection of the approach that suits the needs and circumstances of the
individual at the time of intervention. Changes in need and circumstance over time mean that
different options may be appropriate for a particular individual as they progress in treatment. The
availability of diverse treatment options also provides for transfer to an alternative or subsequent
approach according to an individual’s response to the option initially selected.
There have been very few comparative studies of the outcomes of TC treatment with good control
of bias and confounding factors (see Appendix 3), making it difficult to form an accurate view of
the effectiveness of the TC approach relative to other treatment modalities. Forming a view on the
place of TCs in the treatment system, based on evidence of effectiveness, therefore requires
consideration of the consistency of outcome for the multiple follow-up studies that are available.
As summarised in Appendix 3, available studies indicate that overall levels and frequency of drug
use are significantly reduced by TC treatment, with the reduction still apparent one to two years
after exit. The degree of reduction appears to be at least similar to and possibly more enduring than
the changes achieved with methadone maintenance treatment. Findings in relation to levels of
criminal behaviour are similar. Other aspects of health, particularly psychological symptoms, are
also significantly improved with TC treatment, and there is a trend of increasing participation in
employment and education or training.
There is a strong indication provided by studies that time in treatment is a significant determinant of
treatment outcome. This is a complex issue as time is something of a proxy indicator for
engagement, participation and progress in treatment. However, it can be concluded that stays of at
least three months, and perhaps as long as a year, are necessary for drug users to achieve enduring
changes in drug use and criminal behaviour.
Data from studies indicate that between 30% and 50% of those entering TCs remain in treatment at
around the three month mark. Median or mean lengths of stay reported range from 54 to 100 days.
Hence the majority of those entering TCs do not remain in treatment for the length of time
considered necessary for enduring change. Consistent with this, relapses to substance use are
common following TC treatment, as is also the case for other forms of treatment.
Some strategies, such as preparatory interventions prior to entry, have the potential to improve
retention rates, as do approaches such as providing additional services to meet individual needs, but
perhaps the strongest message from the reported retention rates is that the TC approach does not suit
all people, and individuals are likely to vary in their receptiveness to the approach at different stages
of substance abuse and recovery. This emphasises the importance of linking TCs to other treatment
approaches to ensure there are alternatives available for those who find themselves unable to
complete treatment. It would also be useful to give greater attention to issues of participation and
motivation during treatment, with a view to increasing the average length of stay in TCs, and
therefore potentially improving outcomes on average.
Despite the relatively low retention rates, the evidence of positive outcomes for those who do
remain in TCs for prolonged periods of time support the desirability of the TC approach continuing
to be available for those who prefer and need this treatment modality.
Evidence suggests that TCs are most appropriate for those more severely affected by substance use,
criminal activity and social disadvantage.
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Eland-Goossensen and colleagues (1998) interviewed four groups of heroin users:
•
users (n=81) not in treatment;
•
users (n=90) currently in methadone treatment, either reduction or maintenance programs;
•
a group (n=58) who received inpatient detoxification without progressing to a TC; and
•
those who chose to enter a TC after detoxification (n=81).
The TC group:
•
were younger (mean age 28.4 compared to 33.6 for those not in treatment, 32.0 for methadone
clients, and 29.0 for the group who received detoxification only);
•
had low proportions reporting satisfaction with their living situation (25.9% compared to
59.3%, 53.3% and 32.8%, respectively);
•
had low proportions expressing satisfaction with their spare time activities (8.6% compared to
35.4%, 23.3% and 12.1%, respectively);
•
had higher levels of reported problems with family (46.5% compared to 28.4%, 12.2% and
46.6%, respectively) or partner (27.2% compared to 23.5%, 15.6% and 31.0%, respectively);
•
reported more psychiatric complaints, such as trauma, lifetime and recent tension/fear,
lifetime and recent concentration problems and problems controlling aggression.
Another notable point was that the group of users not in treatment had a relatively low proportion
reporting drug-related problems in the month preceding interview – 67.9% compared 96.7% in the
methadone group, 96.6% in the detoxification only group, and 90.1% in the TC group.
A study by De Leon and colleagues (De Leon et al 1995) looked at the effectiveness of offering a
TC-based day-care program (called “Passages”) as an adjunct to methadone treatment. They found
that the methadone clients who chose to enter “Passages” showed significantly higher levels of
psychological dysfunction, while non-Passages clients participated in risk behaviour more often.
The authors conclude that this suggests that it is the level of internal distress (rather than
dysfunctional behaviour) that is associated with entry into TC treatment. The data reported by
Eland-Goossensen and colleagues is consistent with this conclusion.
The studies reported by Guydish and colleagues (Greenwood et al 2001; Guydish et al 1998;
Guydish et al 1999) and De Leon and colleagues (2000b) demonstrate the effectiveness of the
residential TC approach for those with more severe deterioration, less social stability and at high
risk of relapse. The assessment instrument and decision-tree developed by Melnick and colleagues
(see section 6 above) is consistent in directing those who are more severely affected and with less
developed living skills towards residential, rather than outpatient, TC approaches.
Participation in residential TC treatment requires a capacity to commit both time and energy to the
program. Substance users with family responsibilities and those in employment or education are
likely to find it difficult to create sufficient time to participate. Others will be reluctant to commit
the energy. For these groups alternative treatment modalities are likely to be preferred.
The TC approach is based on a drug-free environment meaning that detoxification is a prerequisite
for entry. For many substance abusers, particularly those who are opioid dependent, completion of
detoxification is difficult. Methadone maintenance and other forms of substitution treatment enable
opioid-dependent clients to enter treatment without undertaking detoxification. Hence for dependent
opioid users substitution treatment may be the preferred option. Some TCs are allowing clients to
enter while still receiving methadone, with detoxification then undertaken as the first phase of TC
treatment. In this way the TC becomes the next stage of treatment once the individual has stabilised
in terms of health and social functioning and is ready to attempt a drug-free lifestyle. Substitution
treatment is only available for opioid dependence. It has limited effect on consumption of drugs in
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addition to opioids, there is no substitution treatment available for those dependent on
amphetamines or cannabis, and substitution treatment is inappropriate for alcohol dependence
(Gowing et al 2001). Hence polydrug users and those dependent on drugs such as amphetamines,
may choose TC treatment because of the limited treatment options available to them. There is a
tendency for polydrug users to be more severely affected by their substance use, meaning that the
TC approach is probably well suited to their situation. However, the selection of a TC as a default
option, because of limited alternatives, by those using drugs other than opioids can be an issue for
TCs as this situation is likely to be associated with reduced commitment to treatment, and hence
reduced therapeutic engagement with consequent reductions in positive outcomes. Given the
importance of maintaining the therapeutic environment, this could in turn impact negatively on
other residents, making this an aspect that staff must be alert to.
Methadone maintenance is highly effective in reducing the health and social consequences of opioid
dependence. Despite its benefits, drug users and the general community remain ambivalent about
methadone. A particular concern is that this treatment maintains opioid dependence, with
methadone being perceived as harder to withdraw from than heroin. Published studies (Sorensen et
al 1984a; Anonymous 1994) and anecdotal reports of experiences with methadone detoxification
within a TC program suggest that this approach is attractive to at least a proportion of people
receiving methadone treatment. Opioid users for whom methadone maintenance is successful are
understandably anxious about ceasing methadone. Having achieved stabilisation in terms of health
and social functioning they are anxious about the possibility of relapsing to heroin use and losing
those gains, they are uncertain about their ability to maintain a drug-free lifestyle, and they are
anxious about the process of withdrawal. Withdrawing from methadone while resident in a TC
offers a safe, supportive environment in which to adjust to being drug-free, reduces the risk of
relapse, and provides the opportunity to address lifestyle and behavioural issues important to
maintaining abstinence. For these reasons it would seem worthwhile to give greater attention to
methadone withdrawal in TCs. Issues that should be explored include modifications to TC
programs to meet the particular needs of residents withdrawing from methadone maintenance.
Given that this group of clients would be expected to have addressed, to some extent, lifestyle and
behavioural issues while receiving methadone maintenance treatment, they may not require the
same length of TC program. Aspects of relapse prevention and vocational planning would be
expected to be of particular interest to this group and might be the particular focus of TC treatment
for methadone clients. Consideration also needs to be given to the way in which people still
receiving methadone are accommodated within the TC, and effective mechanisms for administering
methadone doses, so as to manage the dynamics within the TC community. The potential
advantages arising from increasing the availability of TCs as a transition approach from methadone
maintenance to abstinence are such that it would seem worthwhile to address these issues and seek
to determine the most effective way of linking methadone maintenance and the TC approach.
Recommendation 29: An effective treatment system is one that provides a diversity of options to suit
the differing needs of substance users, and the changing needs of individual users as they progress
through treatment. TCs should continue to be a component of a diverse treatment system.
Recommendation 30: TCs are most appropriate for those more severely affected by substance use,
criminal activity and social disadvantage.
Recommendation 31: Research should be undertaken to explore the effectiveness of approaches
such as preparatory interventions, family involvement and program adaptations, in promoting
increased retention and increased levels of engagement and participation in TC treatment.
Recommendation 32: Research should be undertaken to further explore the effectiveness of
methadone withdrawal within the context of a TC program, and issues relating to this approach.
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9.

Other issues

9.1
Selection and induction processes
Admission to a TC generally occurs following a waiting period during which time the prospective
resident will be assessed and their suitability considered against the criteria for the TC. The length
of waiting period will depend on the capacity of the TC, the particular requirements of the potential
resident, and the demand for treatment at the time. During the intervening period the prospective
resident may complete detoxification, or receive some other form of treatment. They may be
expected to contact the TC on a regular basis to confirm their interest in entering the TC.
A longer than desirable waiting time might occur due to the limited availability of TC places in
Australia. With methadone maintenance treatment it is known that rapid commencement of
treatment is associated with increased rates of retention in treatment. It would be of interest to
similarly investigate whether a longer waiting time has an adverse impact on the outcomes of TC
treatment.
Studies by De Leon and colleagues (2000a) and Ravndal and Vaglum (1992) suggest that the
provision of information sessions as preparation for entry into a TC may improve initial retention
rates for TCs indicating some value in exploring the effectiveness of different approaches to the
waiting period. Indeed, it would be useful to document and compare the approaches taken by
different TCs to provide assistance to clients waiting to enter the TC. It would also be useful to
examine the characteristics of all people making contact with TCs, and those who actually enter TC
treatment. It is a possibility that waiting periods and preparatory interventions have the effect of
selecting more motivated clients. It would be important to consider such confounding factors in any
investigation of preparatory interventions.
Recommendation 33: Further research should be undertaken to document admission processes and
any interventions provided to support prospective residents during waiting periods, and to
investigate effects of admission processes and waiting time on treatment outcomes.
9.2
Lifetime treatment experience
Substance dependence is a chronic relapsing condition. In the natural course of dependence there
are usually repeated cycles of cessation and relapse extending over many years and punctuated by
detoxification, drug treatment and often incarceration for drug-related offences.
These cycles of cessation and relapse do not occur in isolation. Individuals can be expected to learn
from their experiences and hence to approach each cycle and each episode of treatment with
additional perspectives, both positive and negative.
In studies of the effectiveness of TC treatment, little attention has been given to the previous
treatment experience of study participants, although it is well known that many substance users (e.g.
tobacco smokers) make multiple attempts before successfully changing their behaviour. Some of
the respondents to the interviews conducted as part of this study referred to a prior unsuccessful
episode of TC treatment as a significant factor leading to an increased level of engagement in a
subsequent attempt.
This suggests that the prior treatment experience of people entering TCs is another area worthy of
further study. Greater knowledge of the effect of prior treatment experience may indicate the stage
of the substance using career at which TC treatment can have greatest impact, as well as the
potential for modifications to TC programs so as to respond to differences in prior treatment
experience.
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Recommendation 34: Further research should be undertaken to explore the effect of prior treatment
experience on engagement and participation in TC treatment, and the outcome of treatment.
9.3
Distinguishing TCs from other residential rehabilitation approaches
This project has sought to define the essential elements of the TC approach, and to summarise
research information on the outcomes of this form of treatment for substance abuse. Much of the
research literature is based on diverse residential rehabilitation approaches, some of which accord
with the definition of a TC reached by this project, and some of which clearly do not. The major
longitudinal studies in particular combine data from many different residential rehabilitation
facilities, only some of which are TCs. This leaves open the question of whether there is any
difference in outcomes for TCs compared to other residential rehabilitation approaches, and hence
whether the unique features of TCs are important contributors to treatment outcome. Answering this
question would require the collection of good process and outcome information for facilities that
meet the definition of a TC as developed by this project, compared to other residential rehabilitation
facilities. Given the diversity of factors that can potentially impact on treatment outcomes, and the
limited range of residential facilities in Australia, it may not be possible to answer this question
from within Australia, but it is worthy of consideration.
Recommendation 35: Research should be undertaken to compare treatment outcomes for
residential rehabilitation facilities that do, and do not, accord with the definition of TC developed
by this project.
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Summary of recommendations
Recommendation 1: That further research be undertaken to validate the modified essential elements
questionnaire (MEEQ) as a description and definition of the components of the therapeutic
community approach. Such research should apply the MEEQ in other settings, such as substitution
treatment and outpatient drug-free treatment, to determine the capacity of the MEEQ to distinguish
TCs from other approaches. Identification of items where differences are strongest would provide
an indication of the unique aspects of the TC approach.
Recommendation 2: Consideration needs to be given to which components of the MEEQ are most
relevant to routine monitoring and quality assurance aspects. Extraction of these components into
much shorter instruments is desirable for efficient application.
Recommendation 3: Using the MEEQ as a research tool, consideration should be given to the
capacity of the essential aspects of the TC approach to be delivered in a non-residential setting, and
whether a non-residential approach is most suited to particular groups of clients.
Recommendation 4: The day to day effectiveness of TCs should be determined by systematic
evaluation activities that consider inputs, processes, outputs, and outcomes.
Recommendation 5: Evaluation activities should be designed with a view to identifying the most
effective elements of the TC approach, taking into account client characteristics and other
variables, so as to support a process of continuous improvement.
Recommendation 6: Data collected on TC processes should incorporate measures of resident
engagement and participation, not just time in treatment.
Recommendation 7: Methods should be developed to enable TCs to routinely assess client
satisfaction with the services provided.
Recommendation 8: Further work should be undertaken to develop appropriate and convenient
instruments for recording TC processes.
Recommendation 9: Outcomes should be determined on a broad range of indicators of substance
use, risk behaviour, physical health, social functioning, emotional and psychological well-being.
The set of outcome indicators developed by Success Works Pty Ltd (2000) are supported as a useful
basis for outcome assessment.
Recommendation 10: Evaluation activities should involve the collection of a consistent set of
indicator data at appropriate points before, during and after treatment.
Recommendation 11: It is recommended that further research be undertaken to develop instruments
that can be used to measure changes in residents’ psychosocial dimensions associated with TC
treatment.
Recommendation 12: TCs should include amongst their staff a range of skills, experience and
qualifications encompassing psychology, counselling, health and particular practice skills relevant
to the activities undertaken in the TC.
Recommendation 13: It is particularly important that TC staff possess the skills, attributes and
understanding of group dynamics that will enable them to establish and maintain the safe,
supportive environment that is essential to the therapeutic nature of TCs.
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Recommendation 14: The presence on staff of people with a personal history of substance abuse is
supported. Such individuals should obtain appropriate training before becoming a member of staff.
Recommendation 15: Further work should be undertaken to identify an appropriate balance
between experiential and professionally qualified staff, and the nature and extent of training that
would enable staff with a personal history of addiction to most effectively apply that experience
within the TC approach.
Recommendation 16: Research should be undertaken in a TC context to identify staff competencies
important to the delivery of effective interventions.
Recommendation 17: TCs should implement a program of staff training and development, drawing
on nationally agreed competencies for alcohol and other drug workers, to foster a culture of
workforce development.
Recommendation 18: TCs should ensure supportive supervision and opportunities for staff to
discuss potentially stressful issues.
Recommendation 19: It is recommended that further work is undertaken to develop guidelines on
standards for the physical environment of TCs, with reference to relevant State, Territory and
Federal regulations, and drawing on requirements for general health and accommodation services
and the existing ATCA peer review manual.
Recommendation 20: TCs should maintain appropriate financial systems that clearly identify all
costs and income relating to operation of the facility.
Recommendation 21: TCs should be able to provide a clear rationale for fees charged to clients.
Recommendation 22: Fees should be set at a level that does not result in financial hardship for
clients.
Recommendation 23: A full cost benefit analysis of TC treatment should be undertaken, with
alternatives such as substitution treatment, and outpatient drug-free treatment as comparisons.
Cost savings from avoided judicial system, health services and accommodation support utilisation
should be taken into account.
Recommendation 24: Consideration should be given to using existing outcome data for TCs and
methadone maintenance treatment in a modelling approach to estimate relative long-term cost
effectiveness of these approaches for people who are opioid dependent.
Recommendation 25: Different ways of modifying TC programs to suit individual needs should be
explored, with assessment of the impact on treatment retention and outcomes as well as community
dynamics. Possible modifications include varying program intensity, incorporating additional
elements to address specific needs, developing introductory programs to help prepare clients for
entry to the TC, varying the timing of different elements of the TC program, and providing more
coordinated aftercare programs.
Recommendation 26: The cultural needs of Aboriginal, Vietnamese and other minority population
groups should be determined, and ways of addressing these needs in the TC context considered.
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Recommendation 27: It would be premature to establish a system of accreditation specific to TCs.
Further work to establish the purposes of such accreditation, conditions of accreditation,
assessment and decision processes would be required before such a move could be considered.
Recommendation 28: The existing process of peer review undertaken by the Australasian
Therapeutic Communities Association should be continued as a means of sharing information and
promoting continuing quality improvement of TCs, pending a decision on the desirability of a
system of accreditation specific to TCs.
Recommendation 29: An effective treatment system is one that provides a diversity of options to suit
the differing needs of substance users, and the changing needs of individual users as they progress
through treatment. TCs should continue to be a component of a diverse treatment system.
Recommendation 30: TCs are most appropriate for those more severely affected by substance use,
criminal activity and social disadvantage.
Recommendation 31: Research should be undertaken to explore the effectiveness of approaches
such as preparatory interventions, family involvement and program adaptations, in promoting
increased retention and increased levels of engagement and participation in TC treatment.
Recommendation 32: Research should be undertaken to further explore the effectiveness of
methadone withdrawal within the context of a TC program, and issues relating to this approach.
Recommendation 33: Further research should be undertaken to document admission processes and
any interventions provided to support prospective residents during waiting periods, and to
investigate effects of admission processes and waiting time on treatment outcomes.
Recommendation 34: Further research should be undertaken to explore the effect of prior treatment
experience on engagement and participation in TC treatment, and the outcome of treatment.
Recommendation 35: Research should be undertaken to compare treatment outcomes for
residential rehabilitation facilities that do, and do not, accord with the definition of TC developed
by this project.
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Appendix 1: What is a therapeutic community?
1.1
History
“…they are called therapeutae and therapeutrides … because they profess an art of
medicine more excellent than that in general use in cities; for that only heals bodies,
but the other heals souls which are under the mastery of terrible and almost incurable
diseases, which pleasures and appetites, fears and griefs, and covetousness, and
follies, and injustices, and all the rest of the innumerable multitude of other passions
and vices, have inflicted upon them…”
Philo Judaeus,
Ca 25 BC-AD 45
Glaser (1981) uses this quotation to support a claim that the healing principle of the
therapeutic community was evident to men 2,000 years ago. The context of the quote is a
description of the activities of a group which dwelt in Egypt ‘beyond’ Lake Mareotis, and
hence in the vicinity of wicked Alexandria. Glaser goes on to state that “the term ‘therapeutic
community’ is most familiar to mental health professionals as denoting a type of residential
treatment for psychiatric patients developed by Maxwell Jones in the middle of the twentieth
century. It is also applied to a form of non-psychiatrically oriented self-help residential
treatment in the addiction field…”
Despite the various origins of application of the term, Glaser notes that a feature of both the
Maxwell Jones and addiction therapeutic communities is that the patients, in collaboration
with the staff, become active participants in their own therapy, that of other patients, and in
the general conduct of the entire community.
Mattick and Hall (1993) also trace the origins of therapeutic communities to the 1940s, and
identify the concept as one of providing a treatment for residents with behavioural disorders
as part of a "community" in which both residents and staff participate in a structured
residential environment.
There is agreement that therapeutic communities as a treatment option for drug users largely
originated with the establishment of Synanon in California in 1958 (Bale et al 1984; Glaser
1981). Synanon was loosely based on the principles of Alcoholics Anonymous (AA) with
recovered addicts as lay therapists, a shift to a residential program, and a shift from a Godcentred theology to a secular ideology (Glaser 1981). Glaser traces Alcoholics Anonymous
further to the Oxford Group Movement, an explicitly religious organisation aimed at the
spiritual rebirth of all humanity that has also been called the First Century Christian
Fellowship and Moral Rearmament. Among the practices of the Oxford Group were “sharing”
(meaning open confession of sins), “guidance” (meaning the acceptance of divine inspiration
as the sole indication of what one should do), “changing” (meaning conversion to the beliefs
of the Oxford Group), “making restitution” (repentance was not enough – the individual must
do something about what he had done to make amends) and the inculcation of “absolute
values” (absolute honesty, absolute purity, absolute unselfishness, and absolute love).
Glaser states that the psychiatric model of Maxwell Jones neither drew upon any of the
historical antecedents of the drug-free therapeutic community, nor contributed to its
development in any significant way, at least in North America. However, Bale and colleagues
(1984) distinguish between TCs based on the Synanon model and those based on the Maxwell
Jones model of therapeutic community treatment of character disorder employing professional
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staff. Maxwell Jones himself describes the evolution of therapeutic communities in the UK as
influenced by a psychiatric base, and in the USA by Alcoholics Anonymous and Synanon
(Jones 1979). He describes the psychiatric model as “democratic” and the Synanon model as
“programmatic” (Jones 1984).
Little has been written about the history of TCs in Australia. It appears to be generally
accepted that the first residential rehabilitation program in Australia that was recognisable as a
TC was WHOS (We Help Ourselves) which was established in New South Wales in 1974. It
seems likely, although not documented, that the evolution of TCs in Australia has been
influenced by both USA and UK models.
The explicit goal of regular participation in AA meetings was maintaining sobriety. In
Synanon and later TCs, the explicit goals were psychological and lifestyle change – a process
which was seen as only beginning with sobriety (De Leon 2000).
In relation to substance use, therapeutic communities were originally developed to treat
“hard-core” heroin dependent criminals. Their scope was subsequently broadened to
individuals severely dependent on any illicit drug or combination of drugs and whose social
adjustment to conventional family and occupational responsibilities is severely compromised
as a result of drug seeking – but who were compromised “before drug seeking entered the
picture”. In this context, the specific substance, or substances, represents “a sociological fact
more than a pharmacological foundation for treatment” (Anonymous 1990).
De Leon (2000) notes the origins of the term “therapeutic community” are unclear. However,
he identifies “therapeutic” as denoting the social and psychological goals, namely changing
the individual’s lifestyle and identity, while “community” denotes the primary method or
approach employed to achieve the goal of individual change. The community is used to heal
individuals emotionally and to train them in the behaviours, attitudes and values of healthy
living.
1.2
Literature descriptions
Latukefu (1987) refers to a 1978 definition of a therapeutic community by the Therapeutic
Communities of America. The key points of this definition are:
•
a primary goal of fostering personal growth;
•
changing an individual's life style through a community of concerned people working
together to help themselves and each other;
•
a highly structured environment with defined boundaries, both moral and ethical;
•
community imposed sanctions and penalties as well as earned advancement of status
and privileges as part of the recovery and growth process;
•
members and staff as facilitators, emphasising personal responsibility for one's own life
and for self-improvement...and sharing...meaningful labor so that there is a true
investment in the community;
•
peer pressure as a catalyst to convert criticism and personal insight into positive change;
•
insight into problems gained through group and individual interaction, but learning
through experience is considered the most potent influence toward achieving lasting
change;
•
the integration of an individual within this community is emphasised and progress is
measured against that community's expectations;
•
it is the community, along with the individual, that accomplishes the process of positive
change in the member; and
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•

authority is both horizontal and vertical, encouraging the concept of sharing
responsibility, and supporting the process of participating in decision making when this
is feasible and consistent with the philosophy and objectives of the Therapeutic
Community.

De Leon states that a therapeutic community is fundamentally a self-help approach. The basic
approach is the use of the peer community amplified with a variety of additional services (De
Leon 2000). De Leon identifies the key distinction of TCs as being the use of community as a
method to promote the health, welfare and growth of the individual. The TC uses community
as a method to help individuals change themselves. Its structure (social organisation), its
people (staff and residents), and its daily regimen of activities (groups, meetings, work,
recreation) are designed to facilitate healing, learning, and change in the individual (De Leon
2000). An earlier, more concise description offered by De Leon (1995) is that a therapeutic
community provides a total environment in which transformations in the drug users’ conduct,
attitudes and emotions are fostered, monitored and mutually reinforced by the daily regimen.
Broekaert and colleagues (1998) identify the following as important aspects of TCs:
• self-help and mutual help
• integration of residents making a sufficiently long stay a necessity
• standards of competence amongst staff (with ex-addicts having an important
contribution)
• sharing of daily life and value system, no violence and drugs, responsible concern, and
structure.
Condelli and colleagues (2000) describe the objective of TC treatment as promoting global
changes in the attitudes, values, behaviours and lifestyles of clients. They identify the
approach as involving creating a community in which members are:
•
confronted by their peers about their irresponsible and destructive behaviour;
•
motivated to accept personal responsibility for their behaviour;
•
encouraged to change themselves through individual and group therapy, work, self-help
groups and other therapeutic activities;
•
provided with role models by both peers and ex-addict staff; and
•
offered educational and vocational training needed to become self-sufficient when they
return to the community.
Another published description of the TC modality is one:
•
relying heavily upon self-help, i.e. peer support and peer confrontation of negative
behaviours that threaten the wellbeing of the community and/or the psychobiosocial
wellbeing of the individual
•
typically involving employing men and women in recovery as substance abuse
counsellors, thereby providing tangible proof that successful recovery is possible;
•
stressing active participation in one’s recovery, ie. the performance of tasks/work that
contribute positively to the quality of life of the community (Carroll et al 2000).
Yet another definition is that TCs are founded on:
•
firm behavioural norms;
•
reality-oriented group and individual psychotherapy;
•
a system of clearly specified rewards and punishments within a communal
economy of housework and other roles;
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•

a series of hierarchical responsibilities, privileges and esteem; and
some degree of potential mobility from client to staff structures (Anonymous
1990).

Bale and collegues (1984) distinguish TCs from other residential settings on these
features:
•
voluntary members sharing a residence in common, where privacy, freedom of
movement, and association with persons outside the community are initially
severely restricted;
•
honesty, candour and responsibility are expected;
•
the focus of the community is on the current behaviour of its members, its effect
on others and the community as a whole, and on the assimilation of new
behaviours;
•
behaviour is influenced through group-controlled sanctions affecting every major
aspect of members’ life (inclusion, exclusion, food, information, movement
restriction, visitors, etc.;
•
both feedback and sanctions occur primarily in group meetings and activities; and
•
new behaviours are also learned through the modelling of older members who
have moved upward through a pyramidal system.
Swindle and colleagues (1995) present residential rehabilitation as based on the principle that
a structured drug-free residential setting provides an appropriate context to address the
underlying causes of addictive behaviour. They describe therapeutic communities as a subset
of residential rehabilitation defined by the emphasis placed on accepting personal
responsibility for decisions and actions, and assigning residents tasks of “everyday living” as
part of their treatment.
Moos and colleagues (1999) distinguish between different models of community
residential facilities as follows:
•
therapeutic community model which reflects principles of personal responsibility
and reliance on the community as a therapeutic agent;
•
psychosocial rehabilitation model which emphasises the development of work and
social skills and ways of managing high-risk situations; and
•
12-step model based on principles primarily drawn from Alcoholics Anonymous.
They also identify undifferentiated services, which they define by limited counselling
services and social activities, and an orientation more toward safety and security than
active treatment.
This discussion of literature descriptions indicates that there is no clearly accepted,
simple definition of a therapeutic community. The variation in emphasis placed on
particular aspects further confuses understanding of exactly what is meant by a
“therapeutic community”. This can result in uncertainty when papers refer to an
intervention being based on the “therapeutic community model”.
1.3
The Survey of Essential Elements Questionnaire (SEEQ)
The Survey of Essential Elements Questionnaire (SEEQ) was developed in the USA by
George De Leon and colleagues (Melnick & De Leon 1999) and attempts to define the
elements of TCs. The dimensions, domains and item sets comprising the SEEQ were drawn
from a theoretical framework of the TC treatment approach. The development of the
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instrument was further informed by a national panel of 12 identified experts in the TC
modality who participated in a modified Delphi survey and provided criterion validity for the
items. This panel consisted of 11 directors of TC agencies, all with extensive experience in
the TC (Melnick & De Leon 1999). The SEEQ was subsequently validated in a survey of 59
directors of agencies.
The SEEQ consists of 139 items organised into six broad (global) dimensions, each of which
is composed of several more narrowly defined domains. These are indicated below, with the
number of items in each domain in brackets.
•

•

•

•

•

•

TC Perspective
! View of the Addictive Disorders (3)
! View of the Addict (3)
! View of Recovery (5)
! Living with Principles (4)
The Agency: Treatment Approach and Structure
! Agency Organisation (7)
! Agency Approach to Treatment (11)
! Staff Roles and Functions (8)
! Client Roles and Functions (6)
! Health Care (2)
Community as Therapeutic Agent
! Peers as Gate Keepers (6)
! Mutual Help (3)
! Enhancement of Community Belonging (9)
! Contact with Outside Community (2)
! Community/Clinical Management: Privileges (2)
! Community/Clinical Management: Sanctions (5)
! Community/Clinical Management: Surveillance (2)
Educational and work activities
! Formal educational elements (4)
! Therapeutic educational elements (6)
! Work as Therapy (7)
Formal Therapeutic Elements
! General Therapeutic Techniques (6)
! Groups as Therapeutic Agents (4)
! Counselling Techniques (8)
! Role of the Family (2)
Process
! Stages of Treatment (3)
! Introductory Period (5)
! Primary Treatment Stage (9)
! Community Re-entry Period (7)

The SEEQ was designed to be self-administered. Respondents have the option of rating items
as “objectionable” (a rating of zero), or can allocate a rating on a likert scale where a score of
1 represents “very little importance” while a score of 5 represents “extremely
important”.(Melnick & De Leon 1999) As such the SEEQ records a respondent’s opinion or
perceptions as to the importance of the 139 statements to the therapeutic community concept.
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The published work of De Leon and colleagues provides background information as to the
concepts underlying the SEEQ.
View of addiction and recovery
De Leon sees the TC treatment approach as grounded in an explicit perspective that consists
of four interrelated views: the drug use disorder, the person, recovery, and right living:
• Drug abuse is a disorder of the whole person.
• The problem is the person, not the drug.
• Substance abusers reveal problems in socialisation, cognitive and emotional skills, and
overall psychological development.
• The view of right living emphasises explicit beliefs and values essential to recovery.
These guide how individuals relate to themselves, peers, significant others, and the larger
society (De Leon 2000).
The TC views drug abuse as a deviant behaviour, reflecting impeded personality development
or chronic deficits in social, educational, and economic skills. Its antecedents lie in
socioeconomic disadvantage, in poor family effectiveness, and in psychological factors. Thus,
the principal aim of the therapeutic community is a global change in lifestyle, consisting of
abstinence from illicit substances, elimination of antisocial activity, development of
employability, prosocial attitudes and values (Melnick & De Leon 1999).
For some misusers, physiological factors may be important, but for most, these remain minor
relative to the social and psychological problems which precede and the behavioural deficits
that accumulate with continued substance misuse. Thus, the problem is the person, not the
drug (De Leon 1995).
Recovery is always the responsibility of the individual, regardless of the etiology of substance
abuse. The process of recovery begins when individuals accept responsibility for their actions
and are accountable for their behaviour (De Leon 2000).
Recovery denotes regaining lost or diminished capability, health or previous level of
functioning. It connotes returning to a state of physical or mental health from a state of
sickness or disease. The TC view of recovery extends much beyond achieving or maintaining
abstinence to encompass lifestyle and identity change (De Leon 2000).
Recovery also involves changing how individuals perceive themselves in the world (De Leon
2000).
Rehabilitation is re-learning or re-establishing the capacity to sustain positive living, as well
as regaining physical and emotional health. Habilitation is learning the behavioural skills,
attitudes and values associated with socialised living for the first time (De Leon 2000).
Consistent with the TC view of the whole person, recovery is seen as multidimensional
learning. In TCs all learning occurs through social interactions, experiences and roles. New
ways of coping with life learned in the TC are threatened by loss of this community after
leaving the TC, increasing the potential for relapse. Thus, sustained recovery requires a
positive social network of others within and beyond the TC, one that can continually affirm
healthy perspectives on self, society and life (De Leon 2000).
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Recovery in the TC unfolds as a developmental process, entailing sequential passage through
stages of incremental learning (De Leon 2000).
Stages of recovery [from De Leon 1996]
Pretreatment
Denial

Active abuse and/or associated problems, with no recognition or acceptance
of the drug problem

Ambivalence

Some recognition of problems, but inconsistent acceptance of the
consequences of continued use on self and others

Motivation (extrinsic)

Some recognition and acceptance of drug use and associated problems, but
these are attributed to external influences and not seen as reasons for seeking
change. External pressures may compel the individual to attempt change.

Motivation (intrinsic)

Individuals are impelled by various “inner reasons” for personal change.
Associated with an acceptance of drug use and associated problems and an
expressed desire to change.

Readiness for change

Willing to seek change options. Intrinsically motivated but have not accepted
the necessity for treatment.

Readiness for treatment

Treatment perceived as the only alternative. Dominant influence usually
intrinsic motivation and unsuccessful past attempts at self change.

Treatment-related stages
De-addiction

Detachment from active drug use: cease ingestion of nonprescribed drugs ;
stop drug-seeking behaviour; cease drug-related thinking; separation from
drug-related people and situations. An active trial-and-error stage of learning
abstinence, often undermined by the thinking, perceptions and feelings of
earlier stages, leading to intermittent reuse of drugs.

Abstinence

Stabilised drug freedom for a continuous period. Focus on recognition of
external cues to drug use and learning behaviours and thinking to resist these.

Continuance

Sobriety plus personal resolve to acquire and maintain the behaviour,
attitudes, and values associated with the drug-free lifestyle. The focus of this
stage is on self-examination and life management.

Integration and identity change

The inter-relation of treatment influences, recovery-stage experiences and
broader life experiences resulting in self-perceived change in social and
personal identity. This stage emerges mainly after separation from treatment
and a sustained period of sobriety in the larger community.

The rehabilitative approach requires multidimensional influences and training, for which the
24-hour residential setting is most suited (Melnick & De Leon 1999).
Four major dimensions reflect the community’s objective view of individual change. The
dimensions of community member and socialisation refer to the social development of the
individual specifically as a member of the TC community and generally as a prosocial
participant in the larger society. The developmental and psychological dimensions refer to the
individual as a unique person, in terms of personal growth, personality, and psychological
function (De Leon 2000).
The community member dimension refers to the evolution of the individual as a member in
the TC community and can be described by the two related domains of affiliation (the
individual’s attachment to the peer community) and the role model (De Leon 2000).
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The socialisation dimension refers to the evolution of the individual as a prosocial member of
the larger society and can be described by three related domains:
• social deviancy
• habilitation
• values of right living (De Leon 2000).
The developmental dimension refers to the evolution of the individual in terms of personal
growth, which can be described in two closely related domains, maturity and responsibility
(De Leon 2000).
The psychological dimension views the individual in terms of general mental and emotional
functions that are basic to all learning and change. This dimension is comprised on three
domains: cognitive skills, emotional skills and psychological well-being (De Leon 2000).
TCs adhere to certain precepts and values as essential to self-help recovery, social learning,
personal growth and healthy living. Some precepts specifically orient the individual to the
priority and meaning of self-help recovery. The view of right living also emphasises explicit
values which guide how individuals relate to themselves, peers, significant others, and the
larger society. These include truth and honesty, the work ethic, learning to learn, personal
accountability, etc. (De Leon 1995).
Treatment approach and structure
The use of any (non-prescribed) substances during treatment can impede the recovery process
of the individual. Moreover, the use of drugs in the drug-free environment of the TC has
potentially corrosive effects on community life. Thus any substance use during residential
treatment is viewed both in terms of its implications for the individual’s recovery and for the
morale and integrity of the community. However, relapse is a reality and has profound
importance in the developmental process of recovery (De Leon 2000).
For those in restrictive settings such as TCs, the trial-and-error process of learning abstinence
can lead to premature dropout in order to use drugs. In less restrictive settings such as
ambulatory treatment, active use may continue while in treatment, although at declining
frequency (De Leon 1996).
Stabilised recovery requires tolerance for cravings. TC staff avoid providing direct relief from
physical discomforts associated with drug abuse withdrawal so as not to inadvertently
strengthen a poor tolerance for discomfort. There is no succour provided for the physical
complaints associated with withdrawal or for craving reactions, beyond that of peer
understanding and encouraging tolerance of these transient states (De Leon 2000).
Basic elements of the community as context are:
• Member roles – learning opportunities through the various social roles individuals
assume as participants in the community;
• Membership feedback – a primary source of instruction and support for individual change
is the membership’s observations and authentic reactions to the individual;
• Membership as role models – each participant strives to be a role model of the change
process; and
• Relationships – in the TC relationships foster the recovery and personal growth in various
ways.
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Although the social organisation of the TC is grounded in self-help concepts, it is managed as
an autocracy. Authority is formally and explicitly defined by community position and job
junction and informally by community status (De Leon 2000).
Practically all TC activities are systematised. Formal policies and procedural maps provide
the ordered steps for executing every activity. Systems are in a constant state of erosion or
breakdown due to resident and staff turnover. Therefore, there are key follow-up and review
activities for maintaining the integrity of TC systems (De Leon 2000).
The major guidelines for excluding clients is risk to the community (De Leon 2000).
In the TC, the daily regimen of structured activities are viewed as methods, designed to
impact both individuals and the general community in specific ways. These methods can be
organised in accordance with their primary purpose:
• community and clinical management
• community enhancement and
• therapeutic-educational change (De Leon 2000).
Insight is understanding of the important relationship between actions, attitudes, and feelings
and the conditions of a person’s life. Although understanding and insight are not necessary to
initiate changes in behaviours and attitudes, they are essential to maintaining them (De Leon
2000).
In the TC view, the main purpose of understanding the past is to improve the present. Past
history involves conditions over which the individual has no control. The individual can,
however, change his or her present reactions to those conditions (De Leon 2000).
Awareness is the basic prerequisite for judgement, reality and insight. Training people to be
aware of themselves, others and their environment is central to the TC approach (De Leon
2000).
Residents in TCs have difficulties experiencing, communicating and coping with feelings. A
basic characteristic underlying the emotional difficulties of residents is a poor tolerance for
discomfort. The TC views the inability to tolerate frustration and discomfort as the underlying
problem in emotional management. Teaching tolerance is central to learning delay of
gratification, impulse control, and effective emotional management (De Leon 2000).
Community as therapeutic agent
Culture and language is a basic element of the community as context – celebrations,
traditions, and rituals are used to enhance community cohesiveness and to reinforce individual
progress (De Leon 2000).
TCs seek to maintain a social and psychological separateness from the settings in which they
are located. In the TC perspective on recovery, it is essential to remove the addict from the
physical, social, and psychological surroundings previously associated with his or her loss of
control and dysfunctional, negative lifestyle. TCs must, for both clinical and political reasons,
simultaneously maintain good relations and a sense of being integrated with the larger
community (De Leon 2000).
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Community and clinical management activities consist of privileges, disciplinary sanctions,
security and surveillance. These activities maintain the physical and psychological safety of
the environment and ensure that resident life is orderly and productive (De Leon 2000).
Community enhancement activities include the four main facility-wide meetings: the morning
meeting, seminars, the house meeting held each day, and the general meeting which is called
when needed. These meetings strengthen the individual’s positive perception of community
and therefore its capability to teach and to heal (De Leon 2000).
A reliable indicator of participation and use of the community is whether members provide as
well as use, peer observation and feedback (De Leon 2000).
A fundamental premise of the TC approach is that individuals change IF they fully participate
in all the roles and activities of community life. Participation signifies more than meeting
community expectations. Individuals change when they are totally involved in the
community. Three levels of involvement (engagement, immersion, and emergence) depict the
process of change as individuals move through the stages of the program (De Leon 2000).
In the TC perspective, self-help is both a philosophy and a requirement for recovery to occur.
Self-help recovery means that individuals make the main contribution to the change process.
In the TC, treatment is not provided to the residents so much as made available to them. The
effectiveness of TC elements as change-inducing agents is dependent upon the individual.
The residents must fully participate in the daily regimen in order to benefit from it (De Leon
2000).
Mutual self-help means that individuals assume responsibility for the recovery of their peers
in order to maintain their own recovery (De Leon 2000).
Educational and work activities
A basic element of the community as context is structure and systems – job functions, chores
and prescribed procedures strengthen self-help and are vehicles for teaching self-development
(De Leon 2000).
The model of De Leon and colleagues presents work in the TC as a fundamental activity used
to mediate socialisation, self-help recovery, and right living. The primary aim of job functions
is to facilitate meaningful personal change in the behaviours, attitudes, and values of
individual workers. The material outcome and even skills developed in the process are
secondary to the intended gains in personal growth (De Leon 2000).
Therapeutic-educational activities consist of encounters, probes, marathons and tutorials (De
Leon 2000).
Formal therapeutic elements
Open communication is basic to the community as context – the public nature of shared
experiences in the community is used for therapeutic purposes for the individual and for
others – but when and how private issues are publicly shared are at the discretion of
individual participants (De Leon 2000).
Internalisation is a psychodynamic concept connoting learning that involves “taking in” the
behaviour and teachings of others. In the TC, internalisation is evident when new learning
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becomes a “natural” part of the individual’s repertoire. The course of internalisation can be
characterised as a gradient that depicts changing levels or stages of internalisation. Four
stages refer to changes during treatment:
• compliance
• conformity
• commitment to program
• commitment to self (De Leon 2000).
Two additional stages, continuance and integration, illustrate the gradient of internalised
changes that extends beyond the treatment situation (De Leon 2000).
Process
In the TC, program stages are prescribed points of expected change. The program stages do
not directly reveal the process of change. Rather they convey the process in terms of
individual movement within the organisational structure and planned activities of the model
(De Leon 2000).
Program stages define concrete points of goal attainment based upon explicit community
expectations. The end points of each stage are well marked in terms of expected behaviours
and attitudes. Achieving the goal of each stage in itself constitutes an explicit social
reinforcement for resident change. Thus, the stage format reframes the long-term objectives of
change into shorter-term goals that can be defined, perceived, and pursued. The stage format
distributes learning and training in manageable increments. It also facilitates staff and peer
assessment of where individuals are in meeting program expectations for change (De Leon
2000).
There are three main program stages:
• induction;
• primary treatment;
• re-entry
plus admission evaluation – a pre-program stage which identifies those who are manifestly
unsuitable for the TC and to prepare others for long-term residential treatment (De Leon
2000).
The induction stages is often defined as the first 30 days of entry. However, full induction into
the program is usually not stable prior to 2-3 months of residency. The primary objective is to
assimilate the individual into the community (De Leon 2000).
The primary objective of stage 2 is to address the broad social and psychological goals of the
TC. It generally consists of three phases, roughly correlating with time in the program, that
are defined by the members’ status in the peer hierarchy (De Leon 2000).
Re-entry aims to facilitate the individual’s separation from the residential community and to
complete his or her successful transition to the larger society (De Leon 2000).
Individuals who complete all stages of the planned duration of treatment are candidates for
program graduation (De Leon 2000).
Aftercare has not been a formal stage of the program in long-term residential TCs. However, a
major but implicit goal of TC treatment is to initiate a continuing treatment or growth process
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well beyond graduation. Thus, aftercare plans are a special activity of the late re-entry phase
(De Leon 2000).
1.4
Modified and traditional therapeutic communities
There is considerable discussion in the literature, particularly from the USA, of traditional and
modified TCs. De Leon (2000) notes that even traditional TCs have evolved in terms of
program duration, with planned stays of 12-18 months now being more typical, rather than
two to three years as was the case early in their development. In contrast, modified TCs have
shorter durations (3, 6 and 12 months) and even TC-oriented day treatment.
For the purposes of the Drug Abuse Reporting Program (DARP) in the USA, the TC modality
was divided into three sub-categories:
•
traditional TCs, defined by a goal of total resocialisation, one to three years duration, and
treatment that included high demands, confrontation and sanctions;
•
modified TCs, characterised by a goal of developing practical skills, six to eight months
duration and moderate treatment demands and sanctions; and
•
short-term TCs, distinguished by a goal of providing skills to allow the client to survive
in society and re-restablish family relationships, three to six months duration, and
treatment demands that were moderate to high.
Melnick and colleagues (2000) used a shortened version of the SEEQ to compare the TCs
participating in the Drug Abuse Treatment Outcome Study (DATOS), based on whether they
identified as being traditional or modern. They identified modified programs as showing:
•
a greater emphasis on professional staff as opposed to recovering paraprofessionals;
•
a corresponding decrease in reliance on community-as-method; and
•
a reduction in group therapy.
The TC approach has also been modified in specific ways to suit certain client groups. For
example, Jainchill and colleagues (2000) identify the primary modifications made to address
the unique needs of adolescents as:
•
shortened recommended lengths of stay;
•
participation of families in the therapeutic process;
•
limited use of peer pressure; and
•
a more vertical authority structure, with adolescent clients having less input than their
adult counterparts in community management.
The authors also indicate that in adolescent programs the role of work is secondary to that of
being a student and obtaining a high school diploma.
TCs are also being modified for dual diagnosis clients, and for delivery within prisons.
As with their community counterparts, TCs within prisons are separated from the general
prison population, recognising that security is a primary goal. In the USA the in-prison
programs differ in how strictly they adhere to traditional TC procedures and philosophies.
Typically the role of peer leaders is limited and there may be greater use of professional staff;
treatment durations tend to be shorter (6-12 months) and emphasise 12-step, self-help
recovery and relapse prevention programming (Hiller et al 1999).
In TCs for dual diagnosis clients, generally less participation in group sessions is expected of
residents and they are required to perform fewer job functions. Symptoms are managed in the
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program through pharmacology and psychological therapy, and groups are facilitated by a
staff member to ensure they are less confrontational and more supportive (Taylor et al 1997).
A somewhat different modification of the TC approach is described by De Leon and
colleagues (1995) as an enhanced day-treatment program (called Passages) based on TC
methods that were suitably adapted for heroin addicts in methadone clinics. The program
operated four days a week, with a weekly evening group meeting. Modifications identified
included greater emphasis on outreach and advocacy, increased flexibility in phase format,
reduction in the intensity of personal and interpersonal interactions, graduated and guided
implementation of all new expectations and greater responsiveness to individual differences.
At the same time Passages, like all TC programs, seeks to develop a culture where clients
learn through a self-help process to foster change in themselves and others.
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Appendix 2: Defining TCs in Australia and New Zealand
2.1
Methods
Given the experience with the SEEQ in the USA, and the validation work, this instrument was
chosen as the basis for defining the therapeutic community approach in Australia. Melnick,
De Leon and colleagues have subsequently published a shorter (27 item) version of the SEEQ
(Melnick et al 2000) by consolidating it to a single statement for each domain of the SEEQ.
This may provide some assistance for future application of the SEEQ in Australia, but the
data collected for this project used the longer 139 item version.
The initial application of the SEEQ as part of this project directly paralleled the work of
Melnick and De Leon (1999). The SEEQ was completed by management of 19 therapeutic
communities in Australia and New Zealand, with the data analysed along similar lines to the
US study of Melnick and De Leon (section 2.2).
It should be emphasised that the USA work and this first Australian survey obtained the views
of therapeutic community management, and reflects management beliefs of what is important.
These data do not indicate the extent to which these elements are implemented in therapeutic
communities or how. Furthermore, De Leon and colleagues do not present the SEEQ in this
way. Rather, they present the SEEQ as a research tool for defining the TC intervention,
thereby providing a basis for investigating, modifying and evaluating practice.
In the second application as part of this project, the SEEQ was completed by selected senior
residents, ex-residents, and senior staff from six therapeutic communities in Australia. This
extended the application of the SEEQ in that this represents the first use of the instrument to
obtain the views of residents and staff rather than a more formal view of managers of TCs. By
administering the instrument in the context of a structured interview in which respondents
were asked to explain their rating of each item, some information was also gained on the
extent to which essential elements are implemented in Australian TCs, and the means of
implementation. It is this information that is a major focus for this report.
Interviews were taped and subsequently transcribed verbatim. The data were analysed
quantitatively in terms of the likert ratings (section 2.2) and qualitatively (section 2.3). In the
tabulation of the likert ratings, the average and standard deviation were calculated from
responses with ratings from 0 to 5. Responses with an interview but no recorded likert scale
rating were classed as “blank”. “Blank” also includes a few responses where an inappropriate
likert score was recorded in the database of responses (i.e. a score greater than 5) and the
correct score has not been able to be determined, but interview information was available.
“Missing” indicates both likert rating and interview were not recorded.
This report places greatest emphasis on the qualitative analysis of the interview transcripts for
several reasons. Firstly, the SEEQ is very long (139 items) and the approach of administering
it as a structured interview magnified the length, and appeared to reduce the attention given
by respondents to the rating. Secondly, the way in which the SEEQ was developed has
resulted in the selection of items that are largely all considered important elements of the TC
approach. This resulted in the majority of ratings being either 4 or 5. This raises the
possibility that respondents in the interviews became accustomed to allocating ratings of 4 or
5. Thirdly, in examining the interview transcripts, there were frequent instances where the
comments provided by respondents gave a different picture to the rating. Because
respondents’ comments provide greater insight than a number we prefer to focus on the
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comments. So for all of these reasons, this report pays little attention to the quantitative
analysis of the likert ratings, with conclusions being drawn primarily from the qualitative
analysis of interview transcripts.
2.2
Overview of TCs, compared to US findings
Melnick and De Leon (1999) in their analysis of 45 agencies, based on the SEEQ, identified
two clusters. The larger (37 agencies) “traditional” cluster was composed mostly of long-term
residential treatment agencies for adult clients. The second, smaller (8 agencies) cluster was
composed entirely of less traditional agencies, such as those modified to include additional
treatment modalities (outpatient and short-term residential agencies) or additional treatment
populations (adolescents in long-term residential treatment). The total score (mean±SD) on
the SEEQ for the traditional program cluster was 650±29.60, and 524.88±73.78 (p<0.001).
Melnick and De Leon noted that the clusters differed least in the dimension TC Perspective,
with non-significant differences in three of the four domains. They concluded that this
indicates a general acceptance of an overall view of the drug abuse and recovery common to
TC-oriented agencies, regardless of the populations served or the treatment modalities
(Melnick & De Leon 1999).
In the other dimensions, much of the difference was due to particular domains within each of
these dimensions. In the dimension of Treatment Approach and Structure, traditional agencies
scored 51% higher than modified agencies on the domain of Client Role and Functions. In the
dimension of Educational and Work Activities traditional agencies score 44% higher on the
domain Work as Therapy. In the dimension of Formal Therapeutic Elements, the traditional
cluster scored 33% higher in Counselling Techniques and 29% higher in Groups as
Therapeutic Agents (Melnick & De Leon 1999).
In the dimension Community as Therapeutic Agent, traditional agencies scored higher by 20%
or more on five of the seven domains, indicating a reduced role of the peer community in the
modified agencies. And finally, in the dimension Process, the domain Stages of Treatment
shows a 33% higher score for the traditional agencies, underscoring the distinctive element of
discrete stages of treatment that unfold in the longer-term residential agencies (Melnick & De
Leon 1999).
Melnick and De Leon (1999) concluded that all agencies subscribe to the same perspective on
the addict, recovery and right-living while the cluster differences appear to reflect a diversity
of beliefs regarding specific elements of treatment found in individual domains. They
summarised these differences as reflecting three main areas: (a) increased reliance on
professional staff as opposed to clients, (b) a corresponding decrease in reliance on
“community as method” and (c) reductions in the group therapeutic activities.
In the survey of 19 therapeutic communities in Australia and New Zealand undertaken for this
project, the SEEQ was found to have adequate internal reliability meaning that it is a valid
tool for defining the therapeutic community approach in Australia. This analysis also
indicated that the 19 therapeutic communities formed two, or perhaps three clusters. The total
score (mean±SD) was 671.33±13.26 for one cluster of six TCs, 605.36±27.27 for a cluster of
11 TCs, and 471.00±22.63 for the remaining two TCs. There were too few TCs in each of
these clusters to make any meaningful comparison similar to that made by Melnick and De
Leon (1999). Furthermore, the similarity of scores for 17 of the 19 TCs suggest that it is
reasonable not to distinguish between TCs in Australia and New Zealand on the basis of the
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SEEQ score (or on the appellation of “traditional” or “modified” used by Melnick and De
Leon).
The TCs that participated in the interview process were amongst the two clusters with the
higher mean scores.
The likert scale ratings from the survey of 19 Australian and New Zealand TCs, and the
interviews of residents, ex-residents and staff, were largely similar to the US data of Melnick
and De Leon but there were some points of difference, as indicated in Table 2.1. It was our
intention to explore these points of difference through qualitative analysis, but there was no
clear association between the statistical differences of the likert ratings and comments by
respondents in relation to these questions. As indicated above (section 2.1) the richness of the
interview information compared to the number of a likert rating is such that we preferred to
place the emphasis on interview comments as a means of determining the essential elements
of TCs in Australia. This is therefore the focus of the remainder of this analysis.
2.3
Analysis of interviews based on the SEEQ
For each question of the SEEQ, the analysis is presented in five parts:
•
the exact wording of the question, as it was administered;
•
the concepts underlying each question, based on the model of De Leon and colleagues;
•
tabulation of the likert ratings, with calculated average and standard deviation;
•
summary of the comments of respondents; and
•
findings, providing a commentary on the responses, including
! clarity of the question (reflecting the ease of understanding by respondents)
! duplication (extent of overlap with other questions)
! the degree of agreement between respondents;
! an overall assessment of the question and responses; and
! a recommendation relating to the value of the question in any similar applications
of this instrument, or derivatives, in Australia.
There were some problems with the taping of interviews with the result that the comments of
some respondents were either missing or incomplete in the transcript. There were also some
questions where the transcript provided no or minimal comments from the respondent. It is
unclear whether this was because the respondent did not provide comments, or comments
were lost due to taping problems. The number of responses with no information on the
reasons for the rating are the first point of the summary section for each question.
The summary of comments identifies the number of respondents who provided unclear or
confused explanations, and the number of respondents who sought clarification of the
question, or who required prompting before providing comments. This is the main
information used to form a view on the clarity or ease of understanding of the question.
Where respondents referred to a previous question, this is identified. As most respondents
allocated ratings of 4 or 5 to most questions, the lower ratings (i.e. 0, 1, 2 or 3) are outliers
and hence of interest to try and understand the reasons for differing views. These responses
are therefore considered in some detail. The final points of the summary attempt to provide an
overview of the comments by those respondents who allocated ratings of 4 or 5. In some
instances, the analysis of comments is presented by TC, as the variability of rating seemed to
reflect differences in TC approach.
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Table 2.1
Mean (± standard deviation) likert rating scores where there was a significant difference (by t-test) between surveys (P<0.05).
Dimension or domain

US Survey

TC Perspective
View of Recovery
View of the addictive disorders

68.7±4.7
24.1±1.5

Community as Therapeutic Agent
Mutual Help
Agency: Treatment Approach &
Structure
Staff roles and functions
Client roles and functions
Community as therapeutic agent
Peers as gate keepers
Enhancement of community
belonging
Contact with outside community
Educational & work activities
Formal educational elements
Work as therapy
Formal therapeutic elements
Counselling techniques

Australian survey of
19 TCs
65.2±10.6
21.5±4.6

13.5±1.7

25.2±6.2

8.5±2.2

Australian survey of
individuals

Residents

Ex-residents

14.7±0.9
Q1: 4.9±0.3

13.7±1.5

13.1±2.5
Q1: 4.0±1.5

Q30: 4.7±0.5

Q30: 5.0±0

22.9±2.5

151.1±13.7

14.2±1.2
158.0±10.7

33.6±5.2
24.7±4.9
129.3±11.8
27.0±3.1
38.9±5.1

36.3±3.4
28.0±3.1
135.9±8.7
28.7±2.3
41.3±3.5

8.6±2.0

9.5±0.8

29.9±7.2

16.4±4.1
33.0±2.7

32.3±6.0

35.5±4.5

17.9±3.1

Senior staff

Q41: 4.9±0.3

91.8±5.3
37.2±3.5
Q108: 4.9±0.4

Q41: 4.6±0.5

9.3±0.9

9.8±0.4

85.4±9.9
34.0±4.9
Q108: 4.0±1.2
Q111: 3.6±1.8

Q111: 4.7±0.7
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Q1: Substance abuse is a disorder of the whole person
SEEQ concept: Antecedents of drug use lie in socioeconomic disadvantage, poor family
effectiveness, and in psychological factors. These social and psychological problems, plus
behavioural deficits that accumulate with continued drug use, are secondary to physiological
factors. Drug abuse is a symptom and not a cause.
Likert responses:
0
1
2
3
1
0
2
3
Average: 4.460; Std Dev: 1.014

4
10

5
34

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

6
5
4

(mainly taping problems)

The respondent who gave a rating of 0 (an ex-resident) stated that substance abuse is a
symptom.
The respondents who gave a rating of 2 were both residents. One said that substance abuse is
a small part of your being, that there are many things that add to substance use. The other
agreed that substance use is only a part of the disorder of the whole person.
Of the 3 who gave ratings of 3, 2 (both ex-residents) did not give clear reasons for the lower
rating. The third, a resident, commented that treatment was initially about addiction and the
drug, but then about recognising other areas around that.
The respondent for whom the likert rating was left blank commented that treatment was
holistic.
The respondents who allocated ratings of 4 or 5 provided comments about treatment being
multidimensional encompassing spiritual, emotional and physical aspects. Some commented
that treatment addressed residents as people, not just drug users, and looked at behaviours, not
specifically drug use.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Meaning somewhat obscure
Some overlap with Q2 & Q3
High. Comments of respondents who allocated low ratings were
consistent with the SEEQ concept.
Statement is about ethos of TCs. Residents generally found
question difficult. More appropriately asked of staff.
Modify to improve clarity, eg. “Substance abuse is a complex
condition combining social, psychological, behavioural and
physiological dimensions.”
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Q2: The treatment problem to be addressed is not the drug, but the person
SEEQ concept: See Q1
Likert responses:
0
1
2
3
0
0
1
0
Average: 4.686; Std Dev: 0.583

4
13

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

9
2

(mainly taping problems)

For 9 respondents there was no information from the interview because of problems with
taping. Two respondents gave unclear reasons for their ratings.
13 referred to their response for Q1
The respondent who gave a rating of 2 (the same respondent to give a rating of 0 to Q1)
commented that the TC worked on underlying issues as to why drug use occurred, looking
from early childhood to the present.
The respondent for whom the likert rating was left blank commented that once someone stops
using drugs there is still the person left, and that treatment placed less emphasis on talking
about drugs, and more on talking about their effect on the person.
Supporting comments from those who allocated ratings of 4 or 5 included statements that in
treatment very little attention was given to drug use, that no distinction was made between
residents on the basis of the primary drug of abuse, that detox was about cessation of drug use
which occurred prior to entry into the TC. It was also stated that TCs address the person
following cessation of drug use, their personal growth, development and behaviour.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Good
Some overlap with Q1 & Q3. Q6 is somewhat similar.
High. Comments of respondents who allocated low ratings were
consistent with the SEEQ concept.
Statement is about ethos of TCs. Residents were able to relate the
concept to what actually happened in TCs.
Modify to improve clarity, eg. “TCs focus on the social,
psychological and behavioural dimensions that precede and arise
from substance abuse.”
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Q3: Substance abuse is a symptom, not the essence of the disorder.
SEEQ concept: See Q1
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.686; Std Dev: 0.510

4
14

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

7
4
4
13

(mainly taping problems)
(“essence” for ¼)
(Q1&2).

The respondent who gave a rating of 3 sought explanation from the interviewer before
responding. There was no clear reason given for the lower rating.
The respondent for whom the likert rating was left blank referred to their personal experience
of discussing issues from their childhood through to when they started using drugs.
Supporting comments from respondents who allocated ratings of 4 or 5 included references to
personal experience that taking the drugs away did not solve their problems, and that the
emphasis of the program was on underlying issues rather than drug use per se.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Good, although the word “essence” caused some confusion.
Some overlap with Q1 & Q2.
High.
Respondents clearly related well to the statement based on their
personal experience in TCs. Q5 continues the concept and could
be incorporated.
Modify to improve clarity, eg. “Substance abuse is a symptom of
underlying social, psychological or behavioural issues which need
to be addressed if recovery is to occur.”
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Q4: Immaturity, conduct or character problems and low self esteem are typical
psychological features of substance abusers.
SEEQ concept: Substance abusers reveal problems in socialisation, cognitive and emotional
skills, and overall psychological development. These are both antecedents to drug use, and
consequences of use.
Likert responses:
0
1
2
3
2
2
0
5
Average: 4.118; Std Dev: 1.259

4
17

5
25

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

7
6

(mainly taping problems)

One of the respondents who gave a rating of 0, (a resident) stated that people have different
problems, but accepted that low self-esteem was common amongst drug users. The comments
of the other respondent were lost due to taping problems.
The comments of 1 of the respondents who gave a rating of 1 (a resident) were confused. The
2nd respondent mentioned self-esteem but other comments were lost due to taping problems.
Of the respondents who gave a rating of 3, a staff member expressed a dislike of “boxing
people in”, but identified low self-esteem, immaturity and sometimes conduct disorder as
being issues with some people. A resident said that drugs had affected their maturity and selfesteem. An ex-resident and a resident said they could relate to some of it, but were uncertain
what is typical. An ex-resident said residents were often reminded they were growing up.
The respondent for whom the likert rating was left blank considered this broad generalisation,
but said having trouble dealing with life may be a factor in development of a drug use
problem, and agreed that such problems were typical of drug users.
Those who gave ratings of 4 or 5, noted that group work was used to address self-esteem
while behavioural issues were generally addressed as they arose through community
processes. Particular emphasis was placed on low self-esteem, but family of origin issues and
issues of emotional maturity were also identified, with these being reflected in inappropriate
behavioural responses, particularly during early stages of treatment. Most of the residents and
ex-residents stated that this had been their personal experience.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Good, but several reacted negatively to “immaturity” and the
generalisation of the statement.
Overlap with Q1-3, particularly if wording changed as suggested.
Moderate
Residents largely agreed based on their experience, but were
unsure what is typical. Several wanted to qualify the statement by
noting individual variability.
Delete. The characteristics of substance abusers are not unique to
TCs, and this is covered by Q1-3.
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Q5: Substance abusers are similar in the types of psychological and behavioural
disorders that must be resolved if recovery is to occur.
SEEQ concept: See Q4.
Likert responses:
0
1
2
3
0
1
4
5
Average: 4.137; Std Dev: 1.020

4
18

5
23

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:

7
6

(mainly taping problems)

Those respondents who allocated lower ratings (1 and 2) appeared to be placing greater
emphasis on individual differences, but still acknowledged that there were similarities.
The respondent for whom the likert scale rating was left blank stated that “a lot of the time it
can be … generalised…” but “there are direct issues for each person…”.
The comments provided in interview delivered a strong message of similarities but individual
differences. The similarities were the underlying issues while the differences identified
included background, particular issues, and behaviours. It was also pointed out that the
presence of similarities was what enabled residents to relate to each other, and for group
sessions to be conducted on particular aspects.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Good
Overlap with Q4 & Q3
Moderate
There was generally strong acceptance that there are similarities,
but also individual differences, and for some people these
differences were significant. In effect there are 2 concepts in Q5:
(1) that substance abusers have similar psychological and
behavioural disorders and (2) that these disorders must be resolved
for recovery. The first is similar to Q4. The second is incorporated
into Q3 as reworded.
Delete. Covered by Q3 as reworded.
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Q6: Among substance abusers, the pattern of drug use is less important than the
psychological and behavioural disorders.
SEEQ concept: See Q4
Likert responses:
0
1
2
3
0
0
2
9
Average: 4.220; Std Dev: 0.887

4
15

5
24

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear or confused:
Explanation sought or prompted:

8
8
6

(mainly taping problems)

An ex-resident who gave a rating of 2 said drugs are a symptom of what you are doing to
cope with behavioural or psychological problems. The other (a resident) implied that the
pattern of drug use provides information, presumably of underlying issues.
For 4 respondents who gave a rating of 3, comments were either lost or confused. A staff
member said that the underlying issue was most important, but implied that linking an
individual’s pattern of use with events indicated underlying issues. An ex-resident said the
“reason that people go over there is because of drugs” and gave pattern of use and
psychological and behavioural disorders equal weighting. Two said treatment placed more
emphasis on the psychological and behavioural aspects.
Respondents who gave ratings of 4 or 5, said they were not encouraged to talk about their
drug use and treatment focused on behavioural and psychological aspects. A staff member
said the pattern drug use gives a key to psychological dimensions. It was also commented that
an awareness of patterns of use, could point to the need for specific interventions. One exresident saw patterns of use as particularly relevant to relapse prevention in re-entry. Others
said that while patterns of use differed, the underlying disorders were similar. Because the
pattern of use is the product of psychological and behavioural disorders these needed to be
addressed in order to successfully address the drug use.
A staff member whose likert rating was left blank gave equal rating to patterns of drug use
and behavioural and psychological disorders. Comments of the 2nd respondent were unclear.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Moderate
Overlap with Q2, Q3,Q4 & Q5
Low
Respondents agreed underlying disorders are the key to recovery
and hence the focus of treatment. Patterns of drug use are diverse,
while underlying issues tend to be similar and hence become the
basis for residents to relate to each other. Discussion of patterns of
drug use could create competition between residents, damaging the
cohesiveness and therapeutic value of the community.
Modify to change emphasis, eg. “Patterns of drug use can be used
to indicate underlying issues but are not the primary focus of
treatment.”

62

Appendix 2: Defining TCs in Australia & NZ

Q7: Recovery involves the development of a personal identity and global change in
lifestyle including the conduct, attitudes, and consistent with the concept of Principled
Living.
SEEQ concept: Recovery encompasses lifestyle and identity change. The view of right living
emphasises explicit beliefs and values that guide how individuals relate to themselves, peers,
significant others, and the larger society.
Likert responses:
0
1
2
3
0
1
2
1
Average: 4.627; Std Dev: 0.871

4
7

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

8
9
4

(mainly taping problems)

The respondent (an ex-resident) who gave a rating of 1 did not provide a clear reason.
Comments of the respondent who allocated a rating of 3 were unclear.
A staff member who allocated a rating of 2 accepted that the TC approach was about identity
but said it was often a case of building with what was there. An ex-resident commented that
“principled living” were values that people usually had, but lost because of drug abuse.
The comments of those who allocated ratings of 4 or 5, included: identity was important for
confidence; attitudes, values and principles by which people can live more healthily are a big
part of the TC approach; honesty and trust are particularly important values. It was noted that
residents are informed of the TC rules and principles on entry, that these aspects get addressed
by the community. An ex-resident said that if one person suggested a change of attitude it
would have little impact, but if 5 people are giving that message then it has weight. Through
this peer pressure the values and principles espoused by the TC become a normal part of
living. Respondents were not familiar with the term “principled living”. Two TCs referred to
the “five pillars” (trust, honesty, responsibility, concern and love), but it seems that other TCs
are less specific in their statement of values.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Moderate. Respondents were not familiar with “Principled
Living”.
None
There was agreement that living by a set of values or principles
was important, and encouraged by peer pressure in TCs.
There was agreement on the need for drug users to develop their
sense of identity, and for lifestyle change to avoid relapse, but the
message of “global change” was questioned. Developing what was
present was preferred, rather than a total change.
Modify to remove jargon and improve clarity, eg. “Recovery
involves personal development and lifestyle change consistent
with shared community values.”
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Q8: Abstinence from all psychoactive street drugs and alcohol (not prescribed by an
MD) is a prerequisite for sustained recovery.
SEEQ concept: The use of any substances during treatment can impede the recovery process
of the individual. The use of drugs in the drug-free environment of the TC has potentially
corrosive effects on community life.
Likert responses:
0
1
2
3
3
0
3
4
Average: 4.255; Std Dev: 1.383

4
6

5
35

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:

7

(mainly taping problems)

The lower ratings appear to be attributable to the reference to “sustained recovery”, which
was taken by some to refer to the continued recovery that occurred following graduation from
the TC. On this aspect it was noted by several that there were differing views on the need for
total abstinence. Several commented that this depended on the individual, that for some,
particularly those who had abused alcohol, total abstinence probably was necessary, while
others would be capable of responsible drinking without returning to former drug use habits.
Indeed, one TC allowed drinking privileges. These privileges were open to senior residents
who had completed courses on responsible drinking. However, the privilege of alcohol
consumption was only allowed off-site, during periods of leave from the TC. This
arrangement reflects the reality of alcohol’s place in Australian society, the likelihood of
residents being exposed to alcohol following graduation, and the desirability of controlling
the risks of that exposure.
Most respondents clearly supported the principle of TCs being drug-free, with at least a
period of total abstinence being necessary for clarity of thinking, for the psychological and
behavioural changes that are inherent in the TC approach. One TC admitted people still
receiving prescribed methadone, but preferred the methadone to be ceased prior to the
treatment phase. Most TCs enforced abstinence through urine testing. It was also commented
that lapses, while taken seriously, did not necessarily result in exclusion from the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate. The phrase “sustained recovery” caused some
confusion.
Overlap with Q16.
Almost all respondents accepted the importance of total abstinence
while resident in the TC. Some questioned the need for total
abstinence from alcohol following treatment.
Abstinence was seen as essential to the clarity of thinking required
to address the underlying psychological and behavioural issues.
Recommencement of responsible alcohol consumption, after a
period of abstinence, was seen as feasible for some individuals,
particularly those without a history of alcohol abuse.
Delete (covered by Q16).
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Q9: Recovery involves not only rehabilitation but habilitation for many substance
abusers.
SEEQ concept: Rehabilitation is re-learning or re-establishing the capacity to sustain positive
living, as well as regaining physical and emotional health. Habilitation is learning the
behavioural skills, attitudes and values associated with socialised living for the first time.
Likert responses:
0
1
2
3
0
2
0
3
Average: 4.490; Std Dev: 0.925

4
12

5
34

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

8
4
31

(mainly taping problems)
(“habilitation” unknown to most)

One of the respondents who allocated a rating of 1 (a resident) expressed the view that
everybody knows how to live properly, and rejected the suggestion that some people had to
learn basic living skills from the ground up. The other respondent (also a resident) did not
provide a clear explanation of the low rating.
One of the respondents who allocated a rating of 3 (an ex-resident) commented that it was
relative to the person, their level of education and family structure, and hence attributed only
moderate importance [but was probably reflecting primarily on the concept of habilitation].
The respondent whose likert scale rating was left blank commented that their own experience
was a mixture of rehabilitation and habilitation, and that there were residents who didn’t have
basic living skills.
Most of those respondents who allocated ratings of 4 or 5 agreed that there was variability in
the skill level residents brought with them to the TC. There was also a sense that even those
with a high level of functionality learned something new as a resident. Most commented that
TCs were structured to support the learning of basic living skills – cooking, cleaning, personal
hygiene – as well as communication and behavioural skills that are part of community living.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Poor. Use of the word “habilitation” resulted in confused
responses to this statement.
Overlap with Q13.
Good. There was clear agreement that residents vary in their skill
base, but no matter what their base level of functioning, all
residents had new skills to learn as part of the recovery process.
The need to distinguish between habilitation and rehabilitation is
questionable. The term “habilitation” caused confusion amongst
respondents and rejection of the notion of “habilitation” appeared
to be the basis of variability in ratings.
Modify to remove “habilitation”, eg. “Recovery involves learning
or re-establishing the behavioural skills, attitudes and values
associated with community living”.

65

Appendix 2: Defining TCs in Australia & NZ

Q10: Recovery is a continued process that unfolds in characteristic stages that extend
beyond the TC treatment.
SEEQ concept: A major but implicit goal of TC treatment is to initiate a continuing treatment
or growth process well beyond graduation.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.765; Std Dev: 0.473

4
10

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:

8
3

(mainly taping problems)
(“characteristic stages” caused confusion)

The respondent who allocated a rating of 3 (a resident), commented that while there was a lot
of recovery in the TC, it goes beyond the TC.
The respondent for whom the likert rating scale was left blank, focused on the stages aspect of
the question, and commented on the steps from TC, to halfway house, to the broader
community, and noted the support given to volunteer work as a way of getting involved in the
broader community.
The concept of stages of recovery was the focus of some of the responses, while others talked
about recovery continuing beyond the TC treatment. There was very strong agreement from
all respondents that the TC treatment was only the beginning, and that recovery was a
constant process. It was clear that all TC programs were delivering a message that the TC
teaches the skills, while the post-treatment period was the time for learning how to apply
these skills. Most respondents also identified the staged process of reintegration offered by
TCs, often with the use of a halfway house, with the capacity to return to the TC and the
establishment of contacts, such as Narcotics Anonymous, in the external community for
support. Other comments were that addiction doesn’t happen in five minutes, and neither
would recovery; and that continuous learning was a feature of life.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate. Some confusion about “characteristic stages”.
Some overlap with Q11.
High. There was strong agreement that recovery continues
following TC treatment, as residents learn to apply the skills learnt
in the TC, with the continuing support of the TC and other services
in the community.
While the TCs follow a staged process of re-rentry, usually with
the availability of halfway houses, respondents were not clear
what was meant by “characteristic stages”.
Delete. Rewording to clearly focus on recovery continuing postTC would increase the overlap with Q11. Focusing on recovery
unfolding in characteristic stages would require definition of these
stages, which is not clear.
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Q11: Recovery from drug addiction is a life-long process involving continuing growth.
SEEQ concept: See Q10
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.784; Std Dev: 0.461

4
9

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear or confused:
Explanation sought or prompted:
Referred to previous responses:

9
4
1
11

(mainly taping problems)

(Q10).

The respondent (an ex-resident) who allocated a rating of 3 commented that recovery is not
something that you necessarily struggle with for the rest of your life, but nonetheless agreed
with the concept of life-long continuing growth.
The respondent for whom the likert rating was left blank, referred to the treatment plans and
personal programs residents were encouraged to take out on leaving the TC, which
established a process of continuing development.
There was general agreement from respondents that the TCs were, throughout their programs,
delivering a clear message not to expect recovery to happen immediately, that it is a lifelong
process. It was commented that this was specifically stated in group and individual sessions,
and reinforced through role modelling. Several stated that the TC only provides the building
blocks for ongoing personal growth. It was also stated that continuing growth was a feature of
life, not just addiction. One resident in their second program commented that they did not
have that view in their first program, but experience had caused them to acquire the view.
Another resident also commented that observing people leave, relapse and return reinforced
the view of recovery as a lifelong process.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good.
Moderate overlap with Q10.
High. There was strong agreement that development continues
following graduation from the TC, that the TC provided the skills
for that continuing development which could only occur as those
skills were put into practice.
There was also a sense that people with a history of addiction
would need to be vigilant for the rest of their lives, but that they
could reach a stage where it receded to some extent into the
background.
The words “continuing growth” could be deleted. The meaning of
this is somewhat unclear and this aspect was generally not
addressed by respondents, eg. “The recovery process of the TC
encourages a life-long commitment to personal development.”
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Q12: Living with principles develops from committing oneself to the values shared by
the TC community.
SEEQ concept: TCs adhere to certain precepts and values as essential to self-help recovery,
social learning, personal growth and healthy living. Individuals change IF they fully
participate in all the roles and activities of community life.
Likert responses:
0
1
2
3
0
1
0
2
Average: 4.520; Std Dev: 0.762

4
16

5
31

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

8
3
1

There was some confusion related to the phrase “living with principles”, but most respondents
focused on the aspect of committing to the values of the TC.
For the respondent who allocated a rating of 1, the reason for the low rating was unclear.
For 1 respondent who allocated a rating of 3, there was no information because of taping
problems. A resident commented that the whole community can’t revolve around one person,
and “if you don’t believe in them, then no-one will follow them”.
A resident for whom the likert scale ratings were left blank talked about responsibility to the
program, and gaining more freedom in later stages of the program. An ex-resident referred to
individual contribution and commitment to the community being discussed at community
meetings and groups.
Those who allocated ratings of 4 or 5 referred to responsibilities and doing things for the
group as reflecting “living with principles”. One staff member said there has to be a process
of logical application of values, with consequent understanding of the values. A resident
stated if you were not committed to the rules and guidelines, you would be constantly fighting
against them, hampering learning. Most agreed that principles were clearly documented and
reinforced by other residents and staff, and identified as essential to recovery, with the TC
presenting an opportunity to practice living according to these principles and values.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good. Some confusion about the phrase “living with principles”.
Minor overlap with Q7.
Moderately high. Commitment to the rules was seen as essential.
There was a sense of peer pressure plus formal program elements
translating rules into an understanding of underlying principles
and values. This transition takes time but provides the basis for
living skills to support recovery.
Most respondents focused on commitment to community values
for recovery, rather than “living with principles”.
OK, but could be modified to improve clarity, eg. “Living skills to
support recovery develop from commitment to the values shared
by the TC community.”
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Q13: Living with principles involves social values, such as the work ethic, social
productivity, and community responsibility.
SEEQ concept: The view of right living emphasises explicit beliefs and values essential to
recovery. These guide how individuals relate to themselves, peers, significant others, and the
larger society.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.686; Std Dev: 0.510

4
14

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

9
3
3

(mainly taping problems)
(Q12).

The respondent who allocated a rating of 3 (an ex-resident) said work was part of the
program, but that it was not really pressed. They also talked about community responsibility
being about the residents taking responsibility for themselves, and not leaving it to staff.
The respondent for whom the likert rating was left blank focused on the allocation of
household and community responsibilities as demonstrating the importance of this aspect.
One resident said they were encouraged to work, to take pride in their house, to socialise with
each other. It was also emphasised that work was for the community. Others referred to the
sense of pride that could be gained by proving that you could do something. A staff member
said that these principles were set through rules and guidelines, reinforced through topic
groups. The work program was seen as related to social productivity and community
responsibility. One staff member noted that the work program encompassed residents being
responsible for their day to day existence, but also for dealing with negative attitudes. Several
commented on the processes for responding to people who were not committing themselves
to their responsibilities. One resident said that the system initially “tricks you into a work
ethic … then you start getting a positive feeling from the house…” An ex-resident
commented on the effectiveness of the group approach to conflict resolution, and the
importance of a controlled atmosphere for resolving community issues.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good.
Overlaps questions 7, 9, 12 & 14.
Strong agreement that systems of task allocation and supervision
by other residents instilled a sense of responsibility to the
community. Social responsibility strengthened by group approach
to conflict resolution.
Respondents focused on the concept of community responsibility,
rather than the less concrete concept of social values as a
component of “living with principles”.
Delete. Covered by Q7, 9 & 14 as reworded.
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Q14: Living with principles reflects personal values, such as honesty, self-reliance, and
responsibility to self and significant others.
SEEQ concept: See Q13
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.620; Std Dev: 0.567

4
15

5
33

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

7
8
7

(Q13).

One respondent was not familiar with the term “significant other”. Most respondents focused
on responsibility to the TC, rather than the wider community or their families.
One respondent who allocated a rating of 3 (a resident) commented that learning this aspect
was more subtle, that in surviving addiction you block out the personal values of honesty,
self-reliance and responsibility to others. Regaining these values was an important part of TC
treatment. The comments of the other respondent were unclear due to taping problems.
The respondent for whom the likert rating was left blank commented on the capacity of peer
support to encourage residents to practice principles beneficial to them and the community.
Of those who gave ratings of 4 or 5, honesty was identified as one of the cornerstones of the
TC philosophy and encouraged by peer support mechanisms, rules and guidelines, as well as
individual counselling. One respondent (an ex-resident), while giving a rating of 4,
commented that self-reliance is not altogether a good thing. Others commented that honesty,
self-respect and responsibility were the principles holding the community together. Several
said that on admission many don’t have personal values, don’t think very highly of
themselves, and it takes time to develop these aspects. One resident commented that it is
about working out where you stand yourself, and being able to deal with other people on a
real basis. A staff member identified responsibility to themselves and the community as
giving the residents a real sense of ownership, emphasising that it is their community.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good, although some were confused by “significant others”.
Minimal
Good agreement as to the importance of personal values. Peer
support processes were seen as particularly important to the
restoration or establishment of personal values. Greatest emphasis
was given to honesty.
Q14 is in effect a definition of “living with principles”. In their
comments respondents focused on the mechanisms of TCs in
restoring personal values. The question could be amended to
reflect this. Q15 extends the concept and could be incorporated.
Modify to avoid the term“living with principles”, eg. “Recovery
requires establishment or renewal of personal values, such as
honesty, self-reliance, and responsibility to self and others”.
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Q15: Recovery comes about through the commitment to Principled Living
SEEQ concept: The process of recovery begins when individuals accept responsibility for
their actions and are accountable for their behaviour. Recovery also involves changing how
individuals perceive themselves in the world.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.686; Std Dev: 0.547

4
12

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

10
6
9

(mainly taping problems)
(Q13&14).

An ex-resident who allocated a rating of 3 accepted commitment to honesty and openmindedness as important. The comments of the other respondent were unclear.
The respondent for whom the likert rating was left blank commented on the house principles,
group discussions and personal treatment plans as promoting commitment to principles.
Despite 3 respondents expressing some discomfort with the term “principled living” there was
general agreement that making a commitment to the values of the community was important
to recovery. Most commented that the establishment of personal values and principles was
addressed in various ways, with a heavy emphasis on self-responsibility. Two staff members
said that how well a person does in the program seems to be dependent on how readily they
embrace those principles and values, that people who didn’t comply or believe in the TC’s
principles couldn’t progress. Similarly an ex-resident said that people who weren’t committed
wouldn’t stay long, while a resident said commitment to principles took time to develop. Two
respondents did not give a clear reason for placing importance on principled living – said it
just gave them a good feeling. An ex-resident referred to writing a list of things to commit to
on departure from the TC, mainly to impress the relevant staff member, only to realise it was
an incredible thing to actually stick to those commitments, for their own benefit and not just
to make an impression. One ex-resident noted that, while important, “principled living” was
not the only way that you are going to achieve recovery.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good, but only because preceding questions had explained
“principled living”.
Considerable overlap with Q13 & Q14. See also Q24.
Most respondents saw commitment to principles and values as
important to the process of change, and essential to living skills to
be implemented in the community after discharge from the TC.
Commitment to principles and values was also seen as essential to
the operation of the TC.
Limited value in isolation because of the lack of shared
understanding of what is meant by “Principled Living”.
Delete.
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Q16: Program involves drug free treatment (with the exception of physician prescribed
medication).
SEEQ concept: The use of any substances during treatment can impede the recovery process
of the individual. The use of drugs in the drug-free environment of the TC has potentially
corrosive effects on community life.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.961; Std Dev: 0.196

4
2

5
49

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:

3

The respondent for whom the likert rating was left blank, commented on abstinence being one
of the most strict rules, with prescribed medication dispensed by staff.
The high degree of support for TCs providing drug-free treatment is indicated by the fact that
all respondents allocated ratings of 4 or 5 to this question, 18 without giving any additional
explanation. Several commented on the use of regular urine testing to confirm abstinence.
One staff member noted that everything coming onto the site was searched to make sure it
was a drug-free environment. Most noted that the program encouraged residents not to take
any mood altering chemicals, with medication being prescribed only when necessary for
health problems, and medications such as aspirin being preferred for pain relief. Some noted
that when medication was prescribed, it was dispensed appropriately by staff, although one
staff member commented that there was even debate about prescribed medication. Another
staff member noted that those prescribed medication were encouraged to stick to a treatment
plan. One staff member added the qualification that cigarettes and coffee were allowed, but
that otherwise abstinence from mood altering drugs was fundamental to TCs. Several
commented that breaking the cardinal rule of no drug use was grounds for being discharged
from the TC, although some referred to community processes for responding to an individual
“slip” during leave from the TC. One resident commented “if we are not drug-free then we are
not the same person” while another resident said “we are learning to live drug-free and we
shouldn’t have any medication because that’s just old behaviour … if we’re trying to stay
drug-free and we get pills, that defeats the purpose”. An ex-resident stated that in entering a
drug-free environment “you are coming to a place which is safe for yourself and safe for
others”. One ex-resident referred back to Q8, noting the opportunity of being allowed to drink
alcohol as part of the recovery process.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

High
Some overlap with Q8.
Very high. There was strong support for the necessity for TCs to
be drug-free, with screening procedures to ensure this.
This statement was better accepted than Q8 because it referred
specifically to the period of TC residence.
Modify to improve clarity, eg. “Program involves abstinence from
alcohol and other psychoactive drugs (unless authorised).”
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Q17: There is a planned duration of residential TC treatment of medium to long term
duration, length may vary according to individual requirements.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
2
1
0
3
Average: 4.373; Std Dev: 1.183

4
12

5
33

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

6
2

The respondents who allocated a rating of 0 (both ex-residents) were uncertain in their
response. One said some people finish earlier than others, maybe fitting individual
requirements. The other referred to different length programs being available, with the
duration of treatment being flexible.
The respondent who allocated a rating of 1 (a resident) similarly referred to the duration being
variable. Hence the issue of a planned duration of treatment was not seen as important.
A staff member who allocated a rating of 3 referred to the duration being variable, depending
on age, ability and onset of problems, but noted that there were certain set periods within
phases of the program. For this respondent the rating reflected uncertainty as to how
important the planned duration was. A resident commented on individual differences.
Comments of the 3rd respondent were unclear due to taping problems.
The respondent for whom the likert rating was left blank, said they had planned to stay for
only a short time but found they needed longer, with the duration negotiated with staff.
Most respondents who allocated ratings of 4 and 5 emphasised the flexibility of treatment
duration, depending on the requirements of the individual. Most of the TCs involved had a
minimum duration, but with the capacity for extending treatment as required. Respondents
noted that residents were counselled, and readiness for discharge was often discussed within
the community. Guidelines on duration of stay were reported as loose, allowing for individual
decisions. A resident noted that the longer you are in the TC the better you know what you
need, often extending stays longer than originally anticipated. The minimum duration of stay
was reported as typically 3-6 months, possibly including time in halfway houses.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
None
Good. Respondents referred loose guidelines establishing minimal
periods for the various stages of treatment, with flexibility so that
the actual duration of treatment was varied according to individual
needs.
Respondents placed more emphasis on program variation to meet
individual needs, rather than the existence of a planned duration.
Modify to reduce emphasis on duration being planned, eg.
“Residential TC treatment is of medium to long term duration,
with actual length varied according to individual requirements.”
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Q18: Program adheres to the Clients Bill of Rights as defined in the Therapeutic
Community Certification Manual (or another acknowledged client bill of rights).
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
1
1
Average: 4.588; Std Dev: 1.023

4
7

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

4
3

The respondents who allocated ratings of 0 or 1 (both residents) could not remember seeing a
bill of rights. Similarly an ex-resident who allocated a rating of 2 agreed, when prompted,
they had received a copy on entry to the TC.
The respondent who allocated a rating of 3 (a resident) was aware of sighting a bill of rights
on admission, knew a copy was on a wall in the TC, but considered it only fairly important.
The respondent for whom the likert scale was left blank, referred to signing an agreement on
entering the TC that specified rules and guidelines in the community, and their rights as a
resident.
Most respondents who allocated ratings of 4 or 5 stated that a copy of the bill of rights was
given to all residents on entry to the TC, usually in some form of orientation handbook
retained by residents during their stay. Some also referred to a procedure whereby staff and
the resident assigned as the “buddy” would go through the rules and rights with new residents.
Several commented on the complaints and grievance procedures included in the bill of rights.
However, there was also some confusion of cardinal rules and client rights.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Reasonable despite wording being somewhat specific to USA.
None.
Good – general agreement that the TCs involved in this survey had
in place documentation, given to residents on entry, describing
residents’ rights, including grievance procedures.
The attention given to the “bill of rights” seemed to vary with little
emphasis placed on this document outside of the orientation
period. The ratings of respondents indicate clear agreement that
such a document is important, even if not referred to frequently.
Modify to adjust to Australian context, eg. “Residents are given a
document clearly identifying their rights, and have these rights
explained to them on entry to the TC.”
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Q19: There are cardinal rules which if violated, can lead to termination from the
program (ie. no drug use, no violence or sexual acting out).
SEEQ concept: The major guidelines for excluding clients is risk to the community.
Likert responses:
0
1
2
3
1
0
1
0
Average: 4.784; Std Dev: 0.832

4
3

5
46

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

4
2

The respondent who allocated a rating of 0 (a resident), stated “that is definitely the case in
here. It is pretty self-explanatory”. This reason for the zero rating is unclear.
A resident who allocated a rating of 2 was not clear in their explanation. They knew of the
cardinal rules and had observed residents being discharged for breaking the rules, but noted
that sometimes the rules were broken without the residents involved being discharged. The
respondent seemed to be somewhat confused as to the basis for the differing outcomes.
Those who allocated ratings of 4 or 5, and the respondent for whom the likert rating was left
blank, were definite in their responses that there were cardinal rules the breaking of which
could result in discharge. Most commented that the rules were enforced, with several having
been discharged themselves in the past. Some noted that people who were discharged in this
way were generally asked not to return for a period of time. At the same time it was noted that
there was a degree of consideration of circumstance and the severity of the breach. In these
situations community discussion of the breach could result in the resident involved being
allowed to stay, or being discharged but almost immediately allowed to re-enter the TC (at
orientation level). However, several stated that violence or stealing were generally not
negotiable and would result in discharge. The rule of no drug use on the premises was also
generally strictly enforced. It was emphasised that safety of the residents was paramount and
was the basis of these rules. There was a degree of variability in the cardinal rules emphasised
in the different TCs. One, in a rural setting, included no lighting of fires. Respondents from
another TC referred to the cardinal rule of no knowledge of other people partaking in banned
activities. The issue of sexual relations appeared to be the aspect subject to most debate.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
None
High. All TCs had in place a set of cardinal rules. Enforcement of
the rules was reported as strict, but with some flexibility to
accommodate the circumstances and seriousness of the breach.
Residents were clearly aware of and accepted these rules as
important.
Statement well accepted.
Minor amendments to reflect cardinal rules identified by
respondents: “There are cardinal rules which if violated, can lead
to termination from program (ie. no drug use, no violence, no
stealing, no sexual relations with other residents).”
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Q20: There is a written, agreed upon and periodically updated treatment plan for each
resident.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.686; Std Dev: 0.510

4
14

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

6
4

The resident who allocated a rating of 3 commented on their life never being structured, and
the guidance provided as a TC resident. The reason for the lower rating was unclear.
The resident for whom the likert rating was left blank commented that their treatment plan
was changed after a certain period of time, with subsequent treatment plans identifying
different issues, or the need to continue working on the same issues.
The respondents who allocated ratings of 4 or 5 were in agreement that there were written
treatment plans that were individualised and reviewed on a regular basis, although the terms
used for the plans and the process of review varied between TCs. On the basis of responses, it
appeared that at all TCs treatment plans were reviewed at the end of each treatment stage, but
also on the basis of individual needs. Reviews could be requested by individual residents, but
might also occur if a particular resident was considered to not be progressing satisfactorily. At
one TC, residents set goals with their case worker and presented these to the community as
part of the application and review process. At another TC, a case management system was
used with two different staff members plus the resident being involved in planning and review
processes. At this TC counsellors also maintained treatment plans for each resident. At this
TC reviews of case management plans occurred when residents applied for the next stage of
treatment, and case reviews, typically involving more staff, occurred in response to a
resident’s lack of progress. At a third TC the resident, a peer, a staff member and their current
therapist were involved in the treatment review process. The process was less formalised at
one of the TCs, but nonetheless treatment plans were documented, reviewed and updated.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
None
High. All TCs had a system whereby treatment plans were
prepared, adjusted to suit individual needs, and updated on a
regular basis according to treatment progression and need.
It seemed significant to respondents that review processes
typically involved the resident and one or more staff members and
may involve other residents.
Retain as written.
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Q21: There are written, agreed upon, and well known administrative procedures.
SEEQ concept: Practically all TC activities are systematised. Formal policies and procedural
maps provide the ordered steps for executing every activity. The daily regimen of structured
activities are viewed as methods.
Likert responses:
0
1
2
3
0
0
0
4
Average: 4.627; Std Dev: 0.631

4
11

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

7
8
3
13

(to clarify “administrative procedures”)
(Q1&2).

Some saw “administrative procedures” to be all aspects of the TC, including rules and
processes of progressing through stages, while others referred to preparation of rosters,
processes for obtaining cigarettes, management of finances, admissions and discharges.
One of the respondents (a resident) who gave a rating of 3 stated administrative procedures
are all done by the residents and were not written. However, this respondent seemed to be
referring to day to day operation of the TC.
In general there was agreement that there were written procedures and these were generally
well known. Several respondents referred to the material given to them on admission, with the
signing of a contract indicating acceptance of the procedures. Others referred to the
importance of the “buddy system” for obtaining information on how to go about things. Most
TCs appear to maintain manuals – indeed 1 respondent referred to manuals being a
requirement for accreditation. Others commented on the amount of paperwork, with some
implying that amounts verged on being excessive with the risk of contradictions or
inconsistencies occurring. Some (including the respondent for whom the likert rating was left
blank) commented on there being staff employed to manage administrative aspects.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Moderate – some confusion about what is meant by
“administrative procedures”.
None
High. There was agreement that there were written procedures and
the existence of these procedures were generally known to
respondents
The reference to “administrative procedures” is too vague, making
the intent of this question unclear. The survey does not address
aspects of quality assurance that TCs would be expected to meet,
including policies on occupational health and safety, sexual
harassment, equal employment opportunity, confidentiality of
records etc. Other administrative procedures include management
of residents’ finances, admission and discharge procedures,
arrangements for outings and visitors, complaints and appeals
procedures.
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Recommendation

Split question to separately consider quality assurance issues and
resident procedures, eg. (1) There are documented policies on
aspects relevant to quality assurance, such as occupational health
and safety, equal employment opportunity, sexual harassment,
confidentiality of residents’ records, staff training and
qualifications etc. (2) There are written, agreed upon and well
known procedures for management of residents’ affairs, such as
admission and discharge, management of residents’ finances,
arrangements for outings and visitors, complaints and appeals
procedures.
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Q22: Program includes staff training which all clinical staff must complete.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
0
2
Average: 4.640; Std Dev: 0.851

4
9

5
38

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:

6
1

A resident who allocated a rating of 0 said they wouldn’t know whether staff were required to
complete training, but assumed that they must.
A resident who allocated a rating of 3 was aware that staff had gone to training courses,
another resident was aware that staff all had qualifications, but neither knew the detail of
training arrangements. The resident and ex-resident for whom the likert scale was left blank
made similar comments.
Among those who allocated ratings of 4 or 5, residents and ex-residents, like those
respondents who allocated lower ratings, generally expressed an awareness of staff receiving
some sort of training but few knew the nature of training or whether it was required by the
TC. Nonetheless 30 residents or ex-residents allocated a rating of 4 or 5 to this question,
indicating that they considered staff training important in principle.
Interviews with staff confirmed that all TCs had some sort of training program. One approach
included orientation periods lasting several weeks, during which time new staff would sit in
on group sessions, and be guided through TC procedures by other staff members. One staff
member noted that staff were allocated 3 or 4 days per year for skill development. Some
training was undertaken on site, with different people providing sessions to staff, as well as
staff participating in regular discussions. Another staff member noted that their TC was
supportive of staff completing formal courses, providing time for such activities.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High.
None
Moderate. Most TCs appear to at least have in place an orientation
period for new staff that included observing TC procedures, and
being supported by other staff. The extent to which additional
training is a requirement is unclear, but most TCs appear to
provide organised sessions for staff and at least some are
supportive of staff completing formal qualifications.
Residents and ex-residents were generally not in a position to
comment on this question, but considered it important that staff
received training. The crux of this question appears to be ensuring
that staff have skills appropriate to their role in the TC.
Delete. The issue of ensuring staff skills are commensurate with
their role is more appropriately addressed as a component of
quality assurance, as recommended under Q21.
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Q23: Treatment involves focusing on belonging to the community.
SEEQ concept: Individuals change when they are totally involved in the community.
Likert responses:
0
1
2
3
0
0
1
0
Average: 4.765; Std Dev: 0.551

4
9

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

6
6

A staff member who allocated a rating of 2 referred to residents sharing tasks on a practical
level, with this leading to an emotional level. The reason for the lower rating was not clear.
The respondent for whom the likert rating was left blank commented on the positive
reinforcement from other community members and staff helping to find their good points, and
referred to TC treatment as about being a cooperative member of a group of people.
The respondents who allocated ratings of 4 or 5 referred to the allocation of a buddy, taking
part in community activities, community meetings and feedback sessions as aspects
contributing to a sense of community belonging. Two respondents said the need to interact
with the community was made clear at the outset, with it being suggested that a TC might not
be the right place for those who weren’t willing to interact. Others commented on the
community being the main basis of support and an essential part of the healing process. An
ex-resident said those who were isolated or dominating were pulled up by the community.
Another ex-resident said the community became like a family. Several residents emphasised
the importance of peer support, with one commenting “I couldn’t do it on my own”. It
appeared from 2 comments that the focus on belonging to the community occurred
particularly during the early stages of treatment, with this emphasis reducing with treatment
progression. One resident said treatment doesn’t involve focusing on community belonging,
but being part of the community is the basis for the approach. Another resident placed
importance on focusing on the community so as to be able to work on themselves. An exresident also emphasised the importance of feeling comfortable, of knowing your place in the
world. Community living was also identified as an important step towards being able to live
in general society.
Findings:
Clarity
Duplication
Degree of agreement

Comments

High
Overlaps with questions 59-67 and 119.
Good. The sense of belonging to the community was seen as
important therapeutically for learning to be a cooperative member
of society but residents also identified the importance of safety and
peer support aspects for addressing issues surrounding their drug
use.
There was some divergence from respondents which seemed to
arise from reaction to the word “focusing”. It appeared that
greatest emphasis on the sense of community belonging occurs in
the early stages of treatment. Community as treatment method was
seen as important, but not necessarily the focus of treatment. This
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Recommendation

is something of a prerequisite to questions 12 & 15 – encouraging
a sense of belonging supports commitment to the principles, which
is essential to recovery. Later questions then indicate how this is
achieved, whereas this question is a statement of principle.
Modify to clearly indicate that this is a key principle, eg.
“Encouraging a sense of participation in and belonging to the
community is critical to the effectiveness of the TC approach.”
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Q24: Treatment involves learning and becoming committed to shared community
values.
SEEQ concept: See Q23.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.804; Std Dev: 0.401

4
10

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

9
15

(Q23&15).

One respondent commented that Q24 was a better statement than Q15 which asserted more
strongly that recovery entails commitment to Principled Living. The greater proportion of
respondents allocating a rating of 5 (37 for Q15) suggests a higher degree of acceptance of
this statement.
The respondent for whom the likert rating was left blank commented that people who are
unable to participate with the community eventually will need to leave and find some other
form of rehabilitation.
Mechanisms identified as supporting learning and becoming committed to shared community
values included feedback from peers, agreements to abide by the rules and guidelines,
community responses when values or rules are broken, role modelling by and support from
peers. Several commented that it takes time for people to adapt to this sense of community.
One respondent commented that trusting the process is one of the first commitments people
make, and this was seen as important.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with Q23 and Q15
High. There was strong support for this statement. There was a
clear sense that commitment to the TC approach was essential for
treatment – those who were unable to make that commitment were
unlikely to complete the program. Peer support and feedback,
discussion sessions and formal agreements signed by residents
were all identified as processes encouraging and supporting
commitment to shared community values.
This question was received better than Q15. Some definition of
community values would be helpful.
Modify to define community values, eg. “Treatment involves
learning and becoming committed to shared community values,
including respect for self and others, honesty, willingness to
attempt personal growth, and responsibility to self and others.”
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Q25: Treatment entails participating in the treatment community
SEEQ concept: Individuals change if they fully participate in all the roles and activities of
community life. Participation signifies more than meeting community expectations.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.843; Std Dev: 0.367

4
8

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

8
4
2
3

All respondents indicated that residents were expected and encouraged to participate in all
community activities. This is reflected in the ratings allocated. One staff member noted that
because the community was the treatment, not participating meant residents were putting
themselves outside the treatment. Another staff member commented that TCs were about
“living it rather than talking about it” meaning participation in the community was essential.
An ex-resident said “you get out what you put in”. Several respondents commented on
processes for responding to residents who were not participating in the community. It was
emphasised that people were encouraged, but not forced to participate, with peers being an
important source of encouragement. One staff member noted that residents were encouraged
to participate in small steps; another noted that some activities were optional, but participation
in day to day running of the TC was not. Several respondents noted that responses to nonparticipation depended on the particular circumstances and what the resident was
experiencing at the time, but it was clearly stated that people who consistently did not
participate were unlikely to successfully complete the program and could be discharged.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with Q23 and Q24
High. There was strong agreement that participation in community
activities was important. All TCs encouraged residents to
participate through a mixture of counselling and peer support.
While some allowances were made, continued resistance to
participation would be likely to result in discharge from the TC.
Question well accepted but could be amalgamated with Q23.
Delete. Covered by Q23 as reworded.
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Q26: Treatment involves learning by doing.
SEEQ concept: Job functions, chores and prescribed procedures strengthen self-help and are
vehicles for teaching self-development.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.900; Std Dev: 0.303

4
5

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

11
6

The respondent for whom the likert rating was left blank commented on the TC providing the
opportunity to learn to interact with other people as well as learning basic living skills such as
cooking.
There was clear agreement that the TC programs provided multiple opportunities to learn. The
learning opportunities identified included responsibility for particular community functions;
group processes which helped with learning how to develop self-esteem, confidence and
expression of feelings; peer pressures of the community providing reinforcement and constant
practice until changed behaviour becomes a habit (“fake it till you make it”); and generally
learning to interact with other people. Several respondents stated that it is only by doing that
you can learn. Some also noted that TCs encourage residents to try things they are not used to,
or feel they cannot do, often with the result that they learn new things, and see the value of a
particular activity. One ex-resident commented that they had done some activities previously,
but never drug-free, and placed emphasis on being able to practice life in a safe world. One
resident stated that you couldn’t walk out of a group without absorbing something, even those
reluctant to participate.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Overlap with questions 88 & 91-95.
There was strong agreement that TC programs provide the
opportunity to learn and practice skills through practical tasks and
responsibilities, as well as through group processes and day to day
interactions with other people. This was seen as important by all
respondents.
Question well received but the value of responses was limited by
its general nature. This is more of a statement of principle. Given
the number of subsequent questions addressing work programs in
more detail, this question could be deleted.
Delete.
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Q27: Treatment encompasses learning by watching others.
SEEQ concept: Each participant strives to be a role model of the change process. Mutual
self-help means that individuals assume responsibility for the recovery of their peers in order
to maintain their own recovery.
Likert responses:
0
1
2
3
0
0
2
2
Average: 4.608; Std Dev: 0.750

4
10

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

6
10

An ex-resident who allocated a rating of 2 did not give a clear reason. The other respondent (a
resident) commented that while a lot do try to learn by example, they were encouraged to get
out and do it themselves. This may have been a response to “learning by watching”, and
perhaps previous questions emphasising participation and learning by doing.
The respondents who allocated a rating of 3 (both residents), agreed that watching what others
do, talking to them and sharing the experience was part of the TC process.
The respondent for whom the likert rating was left blank commented that there was a lot of
emphasis on longer-term residents being good role models so that newly arrived residents
could see the rest of the community behaving in a certain way.
Several respondents who allocated ratings of 4 or 5 commented on their personal experience
of watching others, asking questions, and learning from this. Most referred to the importance
of this role modelling, with some discussing their TC’s requirement for higher level residents
to be role models. Several referred to residents being encouraged to select as a role model a
person they would like to emulate. One resident said that seeing other people open up in
group sessions often had a cascade effect. Another said this was why there was so much focus
on groups instead of one on one interactions. A staff member said that people embrace new
ways of doing things as a result of watching how effective they are. A resident said that
seeing what people are doing, and if it is right or wrong, is where personal decisions come
from. Another resident commented that without even knowing it, you get caught up in your
life, work on yourself by watching others. One resident said that the person who is considered
a role model is isolated by this process, but nonetheless allocated a rating of 5.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlaps with questions 35, 37, 47 & 107.
Most respondents identified the importance of learning by
watching others. Role modelling appears to be strongly supported,
and required of higher level residents by TCs.
The process of role modelling described by responses was more
than just learning by watching – it encompassed asking questions
and discussing behaviours and responses. The detail of role
models is more comprehensively covered by later questions.
Delete.
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Q28: Treatment encompasses a multidimensional treatment approach involving
therapy, education, values and skills development.
SEEQ concept: Recovery is seen as multidimensional learning including: evolution of the
individual as a member of the community; socialisation (social deviancy, habilitation, values
of right living); developmental (maturity and responsibility); and psychological (cognitive
skills, emotional skills, and psychological well-being).
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.824; Std Dev: 0.434

4
7

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

10
5

The respondent who allocated a rating of 3 did not give a clear explanation.
The comments of the respondent for whom the likert rating was left blank were not clear.
The remaining respondents clearly identified multiple components of treatment including
therapy, education, basic living skills and socialisation skills arising from one to one
counselling, group sessions and day to day community activities. Several commented that
initial stages focus on particular aspects such as self-awareness, goal setting and anger
management, with other dimensions being introduced as residents progressed. Respondents
from one TC commented on courses available through a learning centre, including computer
studies, art, English, mathematics etc. In another TC residents in later stages of treatment
were able to apply to undertake courses off site. One staff member commented that, while
some residents may have functioned extremely well, all had a number of areas that needed to
be developed, and this was their reason for entering the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
Good. There was general agreement that a holistic approach was
important, covering psychological aspects of addictive behaviours,
socialisation skills, basic living skills as well as educational
opportunities. It appears that all TCs were providing
multidimensional treatment, although the extent to which
educational opportunities could be provided by TCs may vary.
Question was well received.
Question could be simplified, eg. “Treatment is multidimensional
involving therapy, education, values and skill development.”
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Q29: Treatment entails both insight and the appropriate emotional experiences.
SEEQ concept: Insight is understanding of the relationship between actions, attitudes and
feelings and the conditions of a person’s life. Understanding and insight are essential to
maintaining changes in behaviours and attitudes.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.700; Std Dev: 0.463

4
15

5
35

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

11
8
5

The respondent for whom the likert rating was left blank did not provide clear comments.
The remaining respondents stated that these aspects occurred through group sessions and
counselling, and community feedback processes. One ex-resident talked about “a necessary
kind of thawing out”, as feelings come up and “permission is given … for those experiences
to take place”. A resident commented this is not something that is taught, but rather happens
by practising and listening to group discussions. Emphasis was placed by several respondents
on the importance of support and sense of safety provided by the community to experience
and respond to emotions. In general emotional experiences were encouraged – two staff
members commented that insight comes from emotional experiences. Several respondents
commented that insight sometimes comes from other people, perhaps from the pressure of
opinions and viewpoints from several peers. One resident said the emotional experiences of
others can minimise your own, helping in the expression of emotional experiences. Emotional
experiences were also seen as valuable in “breaking down the walls”. Another resident said “it
involves your head and your heart – you have to … commit to the whole experience”.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate – some uncertainty in responses.
None
High. Respondents agreed that insight and emotional experiences
were important and linked. These aspects appear to receive
considerable focus through group and individual counselling,
community processes and interactions. The provision of a safe
environment in which to experience, discuss and share emotions
and experiences was seen as important.
The point about TCs providing a safe, supportive environment is
important, and is not covered by the SEEQ. The concept seems to
be that exploration of emotional experiences will give insight into
reasons for drug use, thereby aiding recovery. It would also be
useful to clarify what is meant by “insight”.
Modify to explain “insight” and emphasise the safe environment
of the TC, eg. “TCs provide a safe, supportive environment for
residents to experience and respond to emotions and gain
understanding of issues relating to their drug use.”
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Q30: Treatment encompasses developing individual responsibility
SEEQ concept: The process of recovery begins when individuals accept responsibility for
their actions and are accountable for their behaviour.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.804; Std Dev: 0.401

4
10

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

12
1

The respondent for whom the likert scale was left blank commented that residents were
obliged to be honest to the community, and were encouraged to take responsibility for
breaches of community rules.
As indicated by the ratings, all respondents considered the development of individual
responsibility to be an important aspect of TC programs. In comments respondents identified
this as encompassing individuals taking responsibility for their own recovery, responsibility
for their feelings, as well as the basic responsibilities for assigned chores. It was also noted
that progression through the program was associated with increasing responsibility for other
people. Community processes for responding to those who did not meet their responsibilities,
or for inappropriate behaviours, were again referred to as a means of promoting the
development of individual responsibility, particularly in terms of developing awareness of the
impact on other people of individual behaviour. Several respondents commented that the
small responsibilities arising from the allocation of routine tasks, or for making your own bed,
an understanding of individual responsibility would grow.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
None
High. There was strong agreement that TCs place considerable
emphasis on the development of individual responsibility. This
was interpreted as individuals being responsible for their own
recovery, for their feelings and behaviour, as well as taking
responsibility for assigned tasks.
Question well received, but of uncertain value because of its
general nature. There are 2 types of responsibility in TCs:
individuals taking responsibility for their actions, and
responsibility for particular functions or tasks within and for the
community. The former, particularly in terms of consequential
thinking, was raised frequently in responses, but not specifically
addressed by questions in the SEEQ. The latter is addressed
through a number of questions about responsibilities of residents.
Modify to focus on individuals taking responsibility for their
actions and the development of consequential thinking, eg. “The
TC approach supports the development of individual responsibility
for actions and their consequences.”
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Q31: Treatment involves caring and sustained responsibility to others.
SEEQ concept: Mutual self-help means that individuals assume responsibility for the
recovery of their peers in order to maintain their own recovery.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.765; Std Dev: 0.428

4
12

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

12
8
1

(“sustained responsibility”)

The respondent for whom the likert rating was left blank referred to the importance of
emotional support, but also being responsible to others by being honest in interactions.
The ratings allocated indicate that all respondents consider caring and taking responsibility for
others to be an important element of the TC approach. Respondents generally focused on the
aspect of caring, more than that of taking responsibility for others. Several respondents
emphasised that a caring atmosphere was essential to the TC. One ex-resident referred to the
sensitive nature of personal information being disclosed by residents, indicating the
importance of a caring atmosphere. The responsibility for others was interpreted more as a
responsibility to the community. There were also comments on the assigned responsibilities
of higher level residents looking after lower level residents, for example during outings, and
also through the “buddy” system. One resident noted that in the process of caring and taking
responsibility for others you are drawn out of yourself and into the community. Several noted
that in the process of caring for others people learned to care about themselves, and gained
further insight into their own issues. Some respondents referred to the expectation that more
senior residents, including those in halfway houses, would give something back to the
community, through supporting others and volunteer work in the community.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
None
High. There was strong agreement that a caring, supportive
environment was central to the TC approach. Comments provided
a clear indication that TCs were teaching residents that supporting
and taking responsibility for others would benefit their own
recovery. Systems of increasing responsibility being allocated to
residents as they progress in treatment provided for the
development of responsibility to others.
Question well received.
Modify to improve clarity, eg. “The TC approach involves
supporting and acting responsibly towards other individuals and
the community.”
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Q32: Treatment involves specialised planning to meet the specific needs of individuals in
treatment.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
1
1
2
Average: 4.627; Std Dev: 0.824

4
8

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13
3
2

(“specialised planning”)

The comments of the respondent who allocated a rating of 1 were partially lost due to taping
problems, but included a comment that there was flexibility in therapy, but not specialised
planning for this.
The respondent who allocated a rating of 2 (an ex-resident) stated “I don’t think that is one of
the most important things” with further explanation lost due to taping problems.
The comments of 1 respondent who allocated a rating of 3 were not recorded. The other (a
resident) referred to the capacity for private therapy, particularly for issues they were reluctant
to reveal to a group, but also noted the benefits of group discussion.
Most other respondents referred to treatment plans identifying individual goals usually being
developed in conjunction with a case worker, and reviewed over the course of treatment.
However, it was also stated that it was important not to single out individuals for different
treatment, and to maintain the sense of group cohesion - several respondents said the needs of
the community came first. Individual needs were generally addressed through one to one
counselling, but sometimes individuals received external assistance (psychological,
psychiatric or educational) with this being more likely to occur in the latter stages of
treatment. A resident noted that the first 30 days focuses on the group situation and being in a
safe environment, with individualised treatment becoming more important in later stages. A
staff member noted that the attention given to individual needs encompassed efforts to ensure
that appropriate connections were in place when residents left the TC. Several respondents
also noted the capacity for adjustment to work programs to suit individual needs and physical
or mental capabilities.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Substantial overlap with questions 20 & 121.
Good. It was generally accepted that treatment plans were
implemented to meet individual needs, possibly including external
assistance, particularly in the later stages of treatment.
There was some discomfort with the term “specialised planning”,
possibly because individual treatment plans are routine, making
the term “specialised” seem inappropriate.
Delete. Covered by Q20.
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Q33: Treatment encompasses developing behavioural alternatives to the use of drugs.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.804; Std Dev: 0.448

4
8

5
42

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

11
3
2

The comments of the resident who allocated a rating of 3 were partially lost due to taping
problems but indicated agreement that developing behavioural alternatives to the use of drugs
received a lot of focus at the TC.
The respondent for whom the likert rating was left blank said they were encouraged to
substitute any behaviour for drugs, with certain actions (such as talking to another person)
being emphasised.
The ratings allocated indicate strong support by respondents that developing alternatives to
the use of drugs is an important aspect of the TC approach. Some respondents saw the term
“behavioural alternatives” as overly restrictive. Indeed, the alternatives identified by
respondents were both behavioural and recreational. Recreational activities within TCs –
sport, yoga, crafts, art, drama, movies (on-site videos and outings to movies), tai chi, walking,
abseiling were all mentioned by respondents – offer different ways to have fun without drugs.
Behavioural alternatives addressed the basic triggers for drug use. Respondents identified two
aspects as being the focus of TC programs – firstly, behavioural alternatives to dealing with
and becoming comfortable with emotions, rather than retreating from them through drug use,
and secondly behavioural strategies for dealing with cravings.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
Good. Providing alternatives to drug use is a major focus of the
TC approach. These encompass alternative behaviours to deal with
and cope with emotions and cravings for drugs, but TCs also give
attention to encouraging residents to experience alternative
recreational activities (sport, art, drama) that can provide drug-free
fun.
There was some suggestion that “behavioural alternatives” was too
restrictive.
Modify to reflect the breadth of possible approaches, eg.
“Treatment encompasses developing a variety of approaches that
help avoid the use of drugs, including recreational activities and
relapse prevention methods.”
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Q34: The primary clinical staff may include ex-addicts rehabilitated in the TC or
similar program.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
2
Average: 4.686; Std Dev: 0.648

4
9

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

16
3

An ex-resident who allocated a rating of 2 said it helped to see someone else go through
addiction and succeed, but considered ex-addicts as staff had only some importance.
A resident who allocated a rating of 3 stated that ex-addict staff members have a lot of insight,
and considered their presence on staff extremely important to the TC. The reason for the
lower rating was unclear. The comments of the other respondent were not clearly recorded.
The respondent for whom the likert rating was left blank said there were staff members with
experience of drug addiction at the TC, but did not indicate how important their presence was.
Some of the respondents who allocated ratings of 4 or 5 stated there were ex-addicts amongst
TC staff without explaining why they considered this important. Those who did provide
explanation placed emphasis on being able to relate to ex-addicts, of knowing they had “been
through it”. An ex-resident indicated that when an ex-addict staff member said the same thing
as other staff, it had more impact. A staff member also commented that ex-addict staff were
able to contribute things that “cleanskin” staff could not. Other respondents commented on
the importance of ex-addict staff as role models, and the sense of comfort from the
demonstration that it was possible to recover from addiction. There were also comments about
the importance of having a balance of staff, a mixture of personnel with and without a history
of addiction. On the basis of responses it appeared that at least one TC had a policy of 50%
ex-addict staff. However, all TCs appeared to require that ex-addicts complete some sort of
training before being employed as staff.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate – the meaning of ex-addicts is unclear. See also Q35.
See Q35.
Moderate. Ex-addict staff were considered to be valuable role
models, and able to provide insight that non-addict staff could
not. Residents may relate better to ex-addict and gain a degree of
comfort and hope from “living proof” that recovery is possible.
Respondents identified the need for there to be a balance of staff,
and for ex-addict staff to have received training. The reference to
“clinical” staff was often rejected by respondents and is unclear.
Delete. Covered by Q35.
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Q35: Staff may include recovering drug addicts to serve as role models for clients.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
3
1
Average: 4.569; Std Dev: 0.806

4
11

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

17
2
17

(Q34).

Of the respondents who allocated a rating of 2, a resident stated that staff with a history of
addiction are role models in certain aspects. An ex-resident identified the presence of former
addicts as having some importance, but not crucial. They referred to the understanding of
their counsellor, who was not an ex-addict, as demonstrating that personal experience of
addiction was not essential to the effectiveness of staff. A staff member was unable to answer
the question with confidence.
The comments of the respondent who allocated a rating of 3 were unclear due to problems
with taping.
Two respondents were diverted from the question by the differing terminology in questions
34 and 35 – question 34 referred to ex-addicts while question 35 referred to recovering drug
addicts. One respondent (a staff member) objected to the terminology, stating that there came
a time when such labels could be abandoned. Question 34 also specified clinical staff, while
question 35 simply referred to staff. The differing terminology caused some confusion and the
distinction is very unclear.
The respondent for whom the likert rating was left blank agreed that staff with a history of
addiction were definitely a role model for them.
The respondents who allocated ratings of 4 or 5 generally agreed that the presence of exaddicts (or recovering addicts) amongst staff was important. As indicated in responses to
question 34, this was partly for the insight arising from a personal history of addiction and the
sense of hope due to the “living proof” that recovery was possible as well as the role
modelling aspect, which was seen to be a natural consequence of their presence. However, it
was also stated that all staff are role models, not just those with a history of addiction.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Moderate. Respondents questioned the use of “recovering drug
addicts” in this question and “ex-addicts” in Q34.
Overlaps Q34 (ex-addicts as staff) and Q37 (staff as role models).
Despite concerns about wording, there was clear agreement that
staff with a history of addiction are perceived as role models.
There are 2 aspects to this question – “recovering drug addicts” as
staff members and “recovering drug addicts” as role models. The
first aspect is covered to some extent by Q34, except that
“recovering drug addicts” could be employed in capacities other
than treating staff and still be role models for TC residents. Q37
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Recommendation

refers to staff as role models, but not specifically staff who are
“recovering drug addicts”. The responses clearly indicate that
residents do value the positive message provided by a “living
example” that it is possible to recover from addiction. It would
seem to be this role model aspect that needs to be addressed in
particular by this question.
Modify to emphasise the aspect of “recovering drug addicts” as
role models, eg. “The presence in the TC of staff and volunteers
with a history of addiction and recovery is encouraged to provide
residents with role models.”
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Q36: Clinical staff function as rational authorities.
SEEQ concept: Although the social organisation of the TC is grounded in self-help concepts,
it is managed as an autocracy.
Likert responses:
0
1
2
3
1
0
0
3
Average: 4.510; Std Dev: 0.880

4
14

5
33

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

11
5
13

The resident who allocated a rating of 0 focused on the identification of “clinical staff”,
saying that staff cannot be separated into different roles, and all staff may not be clinical.
With this question respondents tended to address one of two aspects: whether staff were
“rational” or whether staff were “authorities”. The phrase “rational authority” appeared to be
the main source of confusion for those respondents who sought clarification before
commenting. The interviewers also varied in the guidance they offered to respondents. This
variability confounds interpretation on the basis of the likert ratings.
For those respondents who addressed the issue of staff being “rational” this was considered to
be important. One resident in reference to processes where people had been asked to leave
said “for the first time … I saw what fair parenting was like…” Another resident referred to
staff as providing an objective view of issues.
In relation to staff being authorities, one respondent used the term disciplinarian and said it
was important that staff lead by example, but in general respondents were much more
comfortable with the term “facilitator” as being more reflective of the way TCs operated.
Indeed, several respondents expressed dislike of the word “authority”. However, it was clear
that staff were the final decision-makers on matters after community discussion had occurred.
One resident commented that staff are only human, and they were subject to high degrees of
stress in their jobs. A staff member noted that, like all members of the community, staff can
be booked for breaches of rules, and their decisions are subject to grievance procedures.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Respondents confused by the term “rational authorities”.
None
Limited. There was acceptance that staff are the ultimate decisionmakers, but there was a sense that the TCs involved resemble a
democracy more than an autocracy. Staff are facilitators of
decision-making processes, not authority figures.
The word “rational” was not well accepted, with “objective” or
“fair” being preferred by respondents.
Modify to clarify that decisions are consultative and remove
“clinical”, eg. “In general decision-making processes are
consultative, with staff as objective facilitators and the final
decision-maker only where necessary.”
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Q37: Clinical staff serve as role models for shared community values.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.627; Std Dev: 0.564

4
15

5
34

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

19
5
4

(“clinical staff”)

The use of the term “clinical staff” was a point of concern. Most respondents were satisfied
with the alternative of “counselling staff”; one respondent objected to staff being split and
categorised in this way.
The comments of the respondents who allocated ratings of 3 were unclear.
The remaining respondents generally agreed that staff were role models for community
values. Several commented that staff also participate in the community and are subject to the
same rules and guidelines, and also have to accept consequences of breaches of those rules
(such as no smoking in common rooms). There was a sense that the capacity of staff to be role
models was enhanced by the nature of their interactions with the residents, the lack of a divide
between residents and staff, and the fact that staff are facilitators of an interactive process
rather than being authoritarian figures. One staff member commented that staff practicing
what they preach was what gave credibility for people to trust the process. Some respondents
also placed emphasis on staff members with a history of addiction as being particularly
powerful role models. Several staff members noted commented that job descriptions, moral or
ethical codes and policy and procedures manuals all required staff to be role models.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
Good. There was strong agreement that staff can and should act as
role models by clearly following the values, rules and guidelines
that residents are subject to.
There was some discomfort with the term “clinical staff”, with the
need for such distinction questioned.
Modify to delete the word “clinical”, eg. “Staff serve as role
models for shared community values”.
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Q38: The most important role of the clinical staff is to facilitate the clients’ commitment
to the shared community values.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
5
Average: 4.396; Std Dev: 0.765

4
16

5
26

Blank
3

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

12
5
2

One staff member for whom the likert rating was left blank noted that staff had a range of
functions and it was inappropriate to separate out “clinical” staff. Another staff member
talked about balancing the needs of the individual and the needs of the community, with the
safety and wellbeing of the community paramount, and was uncertain in their rating. An exresident said staff would often approach a person who seemed not to be committed.
The comments of the respondent who allocated a rating of 2, and 1 of 5 who allocated a rating
of 3, were unclear due to problems with taping. One resident acknowledged this as a function
of staff, but questioned whether it was one of the most important, and another resident was
uncertain. One resident and 1 staff member said it was the role of the community to instil
those values into other residents, with staff as back-up.
Some of the remaining respondents focused on facilitation, and others focused on
commitment to shared community values. A staff member said commitment to community
values was reinforced through individual sessions and group processes. Other respondents
identified community values as being the core of the TC approach. Several respondents were
reluctant to say that commitment to shared community values was the most important role of
staff. One resident referred back to question 37 in commenting that the role of staff was to
provide an objective view. Another resident commented on the efforts of staff to ensure the
community makes as many decisions as possible.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate
Some overlap with Q37, 36 & 24.
Clear agreement of the importance of staff as facilitators.
Commitment to community values was seen as the crux of the TC
approach, but not necessarily the most important role of staff.
Staff as facilitators is covered by Q36 and commitment to
community values is covered by Q24, but neither of these directly
address the role of staff in enabling these aspects to occur.
Modify to better describe the role of staff in maintaining the
therapeutic milieu, eg. “Through active participation in all aspects
of the community, staff ensure the safe environment and positive
functioning of the TC is developed and maintained, encourage
resident participation and interaction, and provide appropriate
therapeutic interventions.”
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Q39: Clinical staff retains ultimate authority for the disposition of clinical status.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
2
3
5
Average: 4.122; Std Dev: 1.269

4
11

5
27

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:

11
14

(“disposition of clinical status”)

A resident for whom the likert rating was left blank noted that all forms require a staff
signature. An ex-resident said ultimately only staff can make any decisions as to who stays
and who goes. A staff member who allocated a rating of 0 said clinical staff can influence,
support and encourage, but moving to the next phase is ultimately the client’s decision.
A staff member who allocated a rating of 1 said residents decide on progression, but staff
have a power of veto. An ex-resident said while staff had the final say, decisions on
progression were consultative.
A resident who allocated a rating of 2 was unsure, “never having seen it tested”. Another
resident said that only in extreme circumstances were decisions on treatment progression
handed over to staff. A staff member said ultimately staff are responsible, but community
members were involved in decisions.
The comments of 2 respondents who allocated a rating of 3 were unclear. A staff member said
there were systems for deciding client status, staff could overrule the process but clients could
also overrule the staff, and if house culture was strong, staff involvement in decisions was not
necessary. An ex-resident said everything was negotiable and occurred through structured
processes. Staff were at the end of the line but were not seen as the ultimate authority. One
resident said it depended on the stage, with staff making decisions in the introductory stage.
The remaining respondents made similar comments. They acknowledged that staff made the
final decision on progression through treatment, and discharges from the TC, but all these
decisions occurred through a consultative process. One ex-resident commented that staff had
a duty of care to the residents, implying that to deliver this staff had to have the final say.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Poor, particularly in relation to “disposition of clinical status”.
None
Limited. The diversity in ratings appears to reflect typical
processes, as opposed to formal decision-making powers. Clearly
staff are ultimately responsible for decisions but these are reached
through consultation.
Clearer, simpler wording required, and there may be a need to
distinguish between decisions on discharge, and decisions on
progression through treatment as processes could be different.
Modify to improve clarity, eg.“Decisions on progression to the
next stage of treatment or discharge from the TC involve
community consultation but staff retain ultimate responsibility.”
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Q40: Staff must provide residents with the reasons and projected consequences
regarding their decisions.
SEEQ concept: Open communication is basic to the community as context. The public nature
of shared experiences in the community is used for therapeutic purposes.
Likert responses:
0
1
2
3
0
1
0
1
Average: 4.600; Std Dev: 0.728

4
14

5
34

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

9
2
2

A resident who allocated a rating of 1 said senior residents “give out more consequences”
than staff. [“Consequences” seemed to be a defined process for responding to breaches.]
A resident who allocated a rating of 3 said residents were always informed of the reasons for
discharges, but decisions were not always explained, usually so that the resident could come
to their own understanding of the reasons.
An ex-resident for whom the likert rating was left blank referred to the “encounter system” as
an opportunity for residents to express their feelings. The other respondent noted that
sometimes staff talked to residents on an individual basis about decisions, but there was also
two way communication between staff and residents.
Those who allocated ratings of 4 or 5 generally agreed that staff gave reasons for decisions,
with most decisions made through a consultative process. Several respondents disliked the
word “must”, indicating that it was not necessarily written into guidelines but was usually the
case. Some respondents noted that in exceptional situations it might not be appropriate to
share reasons with the rest of the community. Several staff members noted that giving
reasons, and clearly identifying consequences, was part of therapy, encouraging residents to
develop basic consequential thinking. One staff member commented it was also about role
modelling, demonstrating transparency and honesty. A resident said warnings were usually
issued before action was taken. Two respondents noted that new residents were given
information about the consequences of breaking the rules and principles of the community.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Some ambiguity.
None
General agreement that staff usually explained decisions, with this
being important to the development of decision-making capacity
by residents. Residents were made aware of potential
consequences on entry to the community, and prior to action.
The word “must” was not fully accepted; explanations do not
always come from staff because of TC structure and processes.
Modify to improve clarity, eg. “Residents are informed of the
consequences of breaches of rules and guidelines, and reasons for
decisions.”
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Q41: Staff provide specific opportunities for grievance procedure initiated by residents.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
1
0
2
Average: 4.640; Std Dev: 0.749

4
10

5
37

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

11
3

The respondent who allocated a rating of 1, was the resident who also gave a rating of 1 to
Q40, again because they considered residents provide more specific grievance opportunities.
A resident who allocated a rating of 3 referred to the encounter system as the process for
responding to complaints. The reason for the lower rating was unclear. The comments of the
other respondent who allocated a rating of 3 was only partially recorded.
A resident for whom the likert rating was left blank, referred to the “communiqué” process for
expressing feelings about any situation. The other, an ex-resident, referred to opportunities
through meetings for residents to talk about their feelings. This respondent had not witnessed
a formal grievance procedure because “there was no need for one”.
Several of the respondents who allocated ratings of 4 or 5 referred to grievance procedures
being part of the information given and explained to all residents during induction.
Respondents from some TCs indicated that issues were usually resolved through community
discussions and group sessions with grievance procedures rarely being required. Respondents
from other TCs referred to grievance procedures being used regularly and even encouraged.
The variability probably derives from what respondents consider to be a “grievance”. Several
TCs have defined processes, referred to in one TC as “encounters” and in another as
“communiques”, through which conflicts and issues were dealt with. These systems appeared
to work well, with respondents indicating that conflicts rarely went further.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Some ambiguity as to whether “grievance” relates to conflict
resolution, or appeals of decisions.
Some overlap with Q40.
Some divergence due to differing interpretations of “grievance”.
All TCs have procedures in place for responding to grievances and
conflicts, generally some sort of mediated discussion. Respondents
indicated being made aware of procedures on admission to the TC,
with information contained in manuals provided to all residents. It
appears rare for formal grievances to progress beyond the point of
mediation.
“Grievance” needs definition.
Modify to improve clarity, eg. “Specific processes are available
and clearly explained for appeals of decisions and resolution of
conflicts.”
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Q42: Clients are stratified by phases of responsibility and clinical status.
SEEQ concept: Program stages define concrete points of goal attainment based upon explicit
community expectations.
Likert responses:
0
1
2
3
0
0
2
4
Average: 4.640; Std Dev: 0.802

4
4

5
40

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:
Referred to previous responses:

16
18
13

(“stratified” & “clinical status”)
(Q1&2).

A senior resident who allocated a rating of 2 said there was not a big distinction. The other,
also a resident, said that different responsibilities came with different stages of the program.
The comments of 2 respondents who allocated a rating of 3 were not taped clearly. A resident
referred to there being senior and normal community responsibilities, with senior
responsibilities being given to those further on in the program. An ex-resident referred to
there being an expectation that people who have been there longer would have more
responsibility.
A staff member for whom the likert rating was left blank questioned the meaning of clinical
status, but agreed that clients were stratified by phases of responsibility and progress with
individual treatment plans. The other respondent referred to those with more experience in the
TC being given more responsibilities.
The majority of those who allocated ratings of 4 or 5 also referred to increasing
responsibilities associated with progress through the program. This was seen by some as a
marker of treatment progress. A staff member referred to people requiring anti-psychotic
medication not being given a lot of responsibility until stabilised, as an example of taking into
account clinical status. Another staff member also referred to responsibilities depending on
people’s abilities. An ex-resident commented on privileges also changing with treatment
progress. One resident said that the levels were goals for people to strive towards, rather than
being hierarchical and authoritarian.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Respondents uncertain of meaning of “stratified” and
“clinical status”.
Substantial overlap with later questions (116-118)
General agreement that as residents progress through treatment,
and those who have stayed longer, more responsibilities and more
privileges are allocated.
The intent behind this question is very unclear.
Delete.
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Q43: Residents acquire increasing responsibility for administrative and maintenance
functions as they progress through the program.
SEEQ concept: See Q42
Likert responses:
0
1
2
3
0
0
2
4
Average: 4.608; Std Dev: 0.802

4
6

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

12
2
8

(Q42).

One resident who allocated a rating of 2 commented on the range of jobs, without giving a
clear reason for the low rating. The other, also a resident, agreed to an extent, and indicated
that allocation of tasks was based on whether residents had proven themselves to be
responsible enough, and was not dependent on the program.
The comments of two respondents who allocated a rating of 3 were not recorded clearly. A
resident said that as you move through the process you get different responsibilities. An exresident said it was really a natural progression.
The respondent for whom the likert rating was left blank referred to their experience of being
allocated increasing responsibility, leading to a role as organiser.
The respondents who allocated ratings of 4 or 5 confirmed that residents received different
tasks and increasing responsibility as they moved through the program. A staff member
referred to more senior residents having more complex task-oriented responsibility. An exresident said the process continues after graduation with continued volunteer work. Another
ex-resident referred to it being part of the structure of working towards goals. A staff member
noted the process was individualised to people’s needs. A resident also referred to the
consideration being given to things individuals can do and their interests.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlap with questions 42, 89, 95, 118 & 128
Good. Respondents confirmed allocation of a variety of tasks with
increasing responsibility associated with progress through
treatment. Higher levels of responsibility entail coordination and
oversight of other residents. Tasks and responsibilities are tailored
to some extent to individual capacity and needs.
More clearly understood than Q42. The reference to administrative
and maintenance functions may have misled some respondents.
The emphasis of responses was on the nature of the responsibility,
not the type of task.
Modify to improve clarity, eg. “Residents perform different tasks
and acquire increasing responsibility and privileges as they
progress through the program, with consideration to individual
circumstance.”
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Q44: Residents take responsibility for orienting and instructing new clients as they
progress through the program.
SEEQ concept: Mutual self-help means that individuals assume responsibility for the
recovery of their peers in order to maintain their own recovery.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.804; Std Dev: 0.401

4
10

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

10
1

(mainly taping problems)
(Q43).

The ratings indicate a high level of agreement on this question. All TCs appeared to use
similar systems of allocating another resident, referred to as a buddy or personal carer, to take
care of new clients. In some cases the “buddy” would share a room with the new resident. The
role identified for the supporter was to take new residents through the rules, the stages of
treatment, make sure they get to the right meetings and groups on time, basically stay with the
new resident until they were comfortable. The “buddy” would then be available to answer
questions, help with completion of forms. One resident referred to a regular “buddy chat”
being scheduled each week. An ex-resident indicated that residents were taught “we help
ourselves by helping each other”. Two residents also referred to supporting and taking
responsibility for each other being the basis of the TC program. A staff member noted that the
responsibilities of buddies was documented. A resident referred to there being a sheet
identifying the steps the “buddy” had to take new residents through, which was completed
and signed off at the end of 2 weeks. Another staff member said it was important because it
was peer based. It was also indicated that the system of peer support extended beyond new
residents – an ex-resident said “there is always someone in the next level who is your sponsor,
and is responsible for your orientation procedure.” Another ex-resident noted that the peer
supporter also receives an “awareness” if the person they are looking after “slips up”.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlap with questions 43, 47 & 122.
High. All TCs appear to have systems of allocating a “buddy” or
“personal carer” to new residents. The focus is on orientation,
explanation of procedures, providing support.
Although no respondents commented on the word “instruction” in
the question, the emphasis of comments was on support and to
some extent providing a role model, rather than instruction. One
respondent noted inconsistent use of the terms “clients” and
“residents”.
Modify to emphasise support role, eg. “Residents take
responsibility for orienting, guiding and supporting new
residents.”
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Q45: Residents conduct important peer management functions (ie. house meetings etc.)
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
1
1
1
Average: 4.725; Std Dev: 0.777

4
5

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

9
13

The ex-resident who allocated a rating of 1 said that technically daily house meetings are to
be staff facilitated but often are not. The implication was that residents worked things out for
themselves, but a staff member was present. This respondent said that residents could be
given more responsibility.
The comments of the respondent who allocated a rating of 2 were not recorded.
The resident who allocated a rating of 3 said it depended on the nature of the meeting whether
or not they were run by residents.
Many of the respondents who allocated ratings of 4 or 5 referred to there being regular
meetings (house meetings, group meetings) without indicating whether these were facilitated
by residents. Others did clearly refer to regular morning meetings being run by residents, and
ad hoc group meetings to discuss work functions or emotional issues being called and run by
residents. A staff member said residents coordinate almost everything except psychoeducational, split group and community group. Another staff member said it was important
for residents to be able to conduct groups and run the house. A third staff member said it gave
them a sense of ownership, a sense of responsibility. Several respondents said it was residents
that really run the facility. The comments give a picture of staff being present but only
speaking or taking a leading role when necessary.
Findings:
Clarity

Duplication
Degree of agreement

Comments
Recommendation

Good in that respondents did not seek explanation of the
question, but the way the question was presented led respondents
to focus on the issue of house meetings, without necessarily
addressing whether they were conducted by residents.
None
Moderate. Respondents focused particularly on the frequency
and nature of meetings, rather than residents roles in these
activities. However, it is clear from this and previous questions
that TCs are largely run by residents, with staff facilitating,
guiding and supporting, rather than taking a coordinating role.
Responses might be different with greater clarification as to what
is meant by peer management functions.
Modify to improve clarity, eg. “Residents conduct important peer
management functions such as preparing work rosters,
organising and running house meetings.”
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Q46: Residents facilitate some groups or seminars while staff monitor.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
2
1
1
Average: 4.353; Std Dev: 1.128

4
15

5
31

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

14
6
2

(“essence” for ¼)

The staff member who allocated a rating of 0 simply said “No”.
An ex-resident who allocated a rating of 1 said they had facilitated groups, that staff would
normally be present, and it would be something the resident was interested in doing. The
other respondent, a resident, referred to it happening once or twice, up to the resident.
The resident who allocated a rating of 2, agreed this happened, but “not very much”.
The staff member who allocated a rating of 3 said residents could be asked to take groups, but
had the right to refuse, to ask for help or debriefing.
The respondent for whom the likert rating was left blank said that open discussion occurred in
groups, but staff were always present as facilitators.
Respondents who allocated ratings of 4 or 5 referred to residents managing some groups,
usually with staff looking on. An ex-resident said some groups were run completely by senior
residents. A resident referred to there usually being a staff member present. Two respondents
said facilitation by residents occurred when staff were not available. A staff member noted
that residents have the right to ask for support, feedback, debriefing, training, and to say no to
the request to facilitate a group. An ex-resident said it was not staff but the interaction that
“makes a group”. An ex-resident said staff were always present in therapy groups. A resident
commented that for groups on major issues, such as residents leaving, physical fights or
threats, staff must be called to sit in. One staff member referred to getting people to teach
others as a good way of aiding their learning.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate.
Similar issue to Q45.
Moderate. There was agreement that residents facilitate group
meetings related to community organisation and discussion of
issues. Residents facilitating group therapy or educational sessions
appears less common. Staff would generally, but not always, be
present, depending on the issue.
There would be value in distinguishing between organisational and
therapy or educational sessions. The former is covered by Q45.
Modify to focus on therapy or educational sessions, eg. “Residents
facilitate some group therapy or educational sessions with the
support of staff.”
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Q47: Residents act as role models for more junior clients.
SEEQ concept: Each participant strives to be a role model of the change process.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.863; Std Dev: 0.348

4
7

5
44

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

16
1
9

The consistency of the ratings indicate a high level of agreement on this question. Several
residents referred to the expectation that senior residents would be positive role models, and
said that this was an essential part of the process. One resident said it was something that just
happens, that you immediately look up to someone who has been in the program longer. They
noted the potential for this to have a negative aspect if the more senior person was having
difficulties or acting out, but such behaviour was usually pulled up quickly by other senior
residents. Another resident referred to misbehaviour by senior residents being viewed as a
more serious issue. A staff member referred to juniors being disappointed if a senior resident
was seen to have erred in some way. Respondents also referred to the capacity for role
modelling as necessary for progression in the program. A staff member commented that
newer residents identify more readily with other people in treatment. Another staff member
said role modelling was not just about more junior residents, but their peers as well. A
resident said it was very important to look further up the program and see relatively functional
people.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High.
Some overlap with questions 27 & 53.
Strong agreement as to the importance of role modelling, with
the development of the capacity to be a positive role model being
part of the progression through the program.
Question well accepted.
Wording could be improved, eg. “Residents are expected to
develop capacity to be a positive role model as they progress
through the program”.
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Q48: Program provides regular physical examinations.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
5
Average: 4.588; Std Dev: 0.753

4
8

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

11
1

The resident who allocated a rating of 2 said they did not receive regular physical
examinations, but could see a doctor for sickness.
The comments of one respondent who allocated a rating of 3 were not recorded fully. A
resident said there was an examination and blood tests on admission, and appointments could
be made with a doctor who visited once a week. Two residents noted it was up to the residents
to arrange to seek the doctor. Another resident referred to blood being taken now and then,
and liver counts, but this appeared to be dependent on individual need.
The respondent for whom the likert rating was left blank also referred to residents being able
to make an appointment to visit a GP.
The respondents who allocated ratings of 4 and 5 made similar comments. It appears routine
at all TCs involved in the survey for new residents to have a general check and pathology
(including hepatitis C) on entry. An ex-resident referred to testing for AIDS possibly
occurring later in treatment depending on the emotional state of the resident. In all TCs
residents have access to medical care as needed. Several respondents referred to their TC
being visited regularly by a doctor (from once to three times a week, probably depending on
the number of residents), with additional care being provided by registered nurses on staff,
and through accessing medical services off-site. One resident referred to there being a general
check-up and pathology every 3 months, but most respondents identified it as being on
request. A staff member indicated that those with health issues would have regular checks.
Dental care, sexual health and psychiatric assessments were identified as being priorities early
in treatment.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High, but “regular physical examinations” is too restrictive.
None
It was clear that in all TCs residents receive physical examinations
on entry, and subsequent medical care is provided on request and
according to the health status of the individual. The combination
of regular visits by doctors, registered nurses on staff and
appointments with off-site health care providers ensure the
availability of medical care.
The lower ratings were due to respondents identifying that medical
care was provided as needed, not as regular physical examinations.
Modify to broaden scope of question. “Access to health care is a
routine part of the program.”
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Q49: Program provides health education training in both prevention and control of
threatening diseases.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
1
2
Average: 4.608; Std Dev: 0.918

4
8

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
For this question, responses are presented by TC, rather than by groups of ratings, because
there seems to be some variability in approach taken by the different TCs.
For the first TC, there was no information from 2 interviews; 7 respondents allocated ratings
of 4 or 5, and a staff member allocated a rating of 3. Respondents indicated that there were
occasional groups, run by people external to the TC, on hepatitis C, AIDS and safe sex
practices. One resident referred to being involved with the hepatitis A and B inoculation
program. The staff member who allocated a rating of 3 indicated that these sessions ideally
happened monthly, but also “as needed”.
For the 2nd TC, there was no or limited information from 2 interviews; all respondents
allocated ratings of 5. Respondents indicated that this TC runs weekly health education
groups (a staff member indicated these occurred in the first 6 to 8 weeks of treatment), usually
with the nurse but sometimes outsourced, covering infection control, STDs, HIV, Hep C.
For the 3rd TC, there was no or limited information from 2 interviews, and the meaning of 2
was unclear; 7 respondents allocated ratings of 4 or 5, and a resident allocated a rating of 3.
The provision of health education appeared to be less formalised. Respondents referred to
having discussions in groups, but one resident said “I haven’t seen it for a while” and another
said the women had such sessions, but not the men. An ex-resident referred to people
diagnosed with conditions such as hepatitis C being given information. However, a staff
member from this TC said that the nurse usually runs a workshop, about 4 weeks into
treatment, on sexually transmitted diseases, HIV/AIDS, and prevention.
For the 4th TC, 6 respondents allocated ratings of 5, and 2 residents gave ratings of 0 and 2.
The resident who allocated a rating of 0 said “No, we don’t”. The resident who allocated a
rating of 2 said “there’s not really much health education”. A staff member said “there used to
be a HepC module but in reality the clients knew a lot anyway”, and indicated that health
oriented information continued to be provided through discussions involving the nurse, and
distribution of written material. An ex-resident said they had talks on HepC, a resident
referred to issues being discussed in groups, and awareness of aspects such as hygiene in the
kitchen, and another staff member said that their relapse prevention and specific programs
were “pretty comprehensive”.
For the 5th TC, there was no information from 3 interviews; all respondents allocated ratings
of 4 or 5. A resident said they had a weekly group on a range of health issues. An ex-resident
said there was access to this group for “most of my entire year”. Another resident referred to
needing to complete a certain number of these groups in order to move up within the program.
A staff member referred to it as a 12 week health education program.
For the 6th TC, there was no or limited information from 3 interviews; the meaning of 3
respondents was unclear. All respondents allocated ratings of 5. From the responses that were
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clear, it would seem that sessions on basic issues such as hepatitis C, HIV and harm
minimisation were provided, but not as an ongoing program.
For the final TC, the likert rating was left blank for one respondent, and 3 allocated ratings of
5. All referred to there being regular groups (2 respondents said they were fortnightly) on
sexual health.
Findings:
Clarity

Duplication
Degree of agreement

Comments
Recommendation

Respondents did not seek explanation of the question, but seem to
have been interpreting the question differently. The extent of
emphasis placed on the word “training” may have been a factor.
None
The TCs seemed to differ in the extent to which they offered a
formal program of health education, and the duration of such
programs. However, all clearly covered issues of sexual health and
blood-borne viruses in one way or another.
Some clarification of the question is desirable.
Modify to improve clarity, eg. “Program provides information and
the opportunity for residents to discuss the prevention and control
of health issues of particular relevance to drug users.”
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Q50: Program uses groups to provide “positive persuasion” to change behaviour and
attitudes.
SEEQ concept: Meetings strengthen the individual’s positive perception of community and
therefore its capability to teach and to heal. The public nature of shared experiences in the
community is used for therapeutic purposes for the individual and for others.
Likert responses:
0
1
2
3
0
1
0
1
Average: 4.706; Std Dev: 0.701

4
9

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

11
4

The meaning of the resident who allocated a rating of 1 was not clear.
The resident who allocated a rating of 3 said “we can give feedback and stuff but it’s up to
you to change …”
The ex-resident for whom the likert rating was left blank said the behaviour of the entire
community was always to encourage people, especially those new to the TC. They considered
this to have a lasting effect.
The respondents who allocated ratings of 4 or 5 also predominantly commented on “positive
persuasion” being integral to TCs. A resident referred to being encouraged to support other
residents, to look on the good side, and to support others around damaging behaviours. A staff
member commented on peer persuasion having a very important role. Others referred to group
processes being fundamentally about behaviour change, attitude and anger. One resident said
“it’s all about encouragement coming from here … that’s quite a silly question.” A staff
member referred to “positives listing” at weekly community groups as a reward system. A
resident commented that even the booking system becomes a positive thing, with things such
as a weekend out providing inducement. The emphasis was all on providing feedback in a
caring, supportive and constructive way – several respondents referred to groups including
suggestions on how to modify negative behaviours. A staff member referred to the process of
“split groups”, called when someone decided they wanted to leave, and the very powerful
process of other residents working with them, offering support, encouraging them to stay a bit
longer to work through the issue.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Some overlap with questions 52, 55, 57 & 102.
High. General agreement that providing feedback in a caring,
supportive and constructive way so as to give positive persuasion
for behaviour and attitude change is integral to the TC approach.
Concept well accepted by most respondents. Use of the word
“encouragement” instead of “positive persuasion” would
strengthen sense of self-help.
Modify to reinforce self-help, eg. “Program uses groups to provide
encouragement to change behaviour and attitudes.”
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Q51: Program employs different methods of resolving situation by grievance procedure
using peer groups when community values are breached.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.804; Std Dev: 0.401

4
10

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

10
11
3

The ratings suggest strong agreement with the question, yet there were a high proportion of
comments for which the meaning was unclear. This suggests a degree of confusion as to
exactly what information is being sought by this question, or it may indicate that respondents
are not familiar with all the different methods for resolving issues. Most respondents referred
to group, house and community meetings as forums in which issues could be discussed.
Several also referred to the capacity to call a group at any time in response to issues. Some
respondents referred to different levels of response, with residents encouraged to resolve
issues firstly on a one-on-one basis, possibly with a more senior resident present, and maybe
acting as a mediator. Only when that failed would staff or the full community become
involved. One ex-resident referred to a better response when issues were first raised by peers,
rather than staff. Formal grievance procedures, as with Q41, were seen as a last resort, and
rarely needed.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Poor
Overlaps with Q74; similar to Q41.
General agreement that there were different methods for resolving
situations, but respondents frequently could not clearly articulate
them. The clear responses that were obtained indicated stages of
response, beginning with an individual approach, through
processes of mediation by more senior residents, group discussion,
mediation by staff, community discussion, and finally formal
grievance processes.
It is clear from responses to Q51 and Q41 that conflicts and issues
are primarily addressed by community discussion processes. Q51
was not well understood, but was better received because it does
not refer to staff providing the processes. The suggested rewording
of Q41 focuses on appeals of decisions and conflict resolution.
Responding to breaches of community values should be clearly
made the focus of this question. The aspect of decisions being
consultative is covered by Q36 & 39 as reworded.
Modify to focus on procedures for responding to breaches of
community values, eg. “There are clear procedures for responding
to breaches of community values, with differing levels of response
to reflect the specific circumstances.”
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Q52: Peers provide supportive feedback, such as reinforcement, instruction and
suggestions for changing behaviour and attitudes.
SEEQ concept: See Q50
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.780; Std Dev: 0.465

4
9

5
40

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

9
5
6

The ex-resident who allocated a rating of 3 indicated that supportive feedback was of
moderate importance: “… your mum can tell you but you’ve still got to learn it for yourself.”
A staff member for whom the likert rating was left blank said “you should ask the peers” but
agreed that this was done through community discussion in varying levels. An ex-resident for
whom the likert rating was also left blank referred to groups in which each resident, once a
fortnight, talked about what they were experiencing, and others reflected on the progress they
had observed. Other respondents also referred to similar processes.
Comments provided by those who allocated ratings of 4 or 5 were similar to those provided in
response to Q50. The different types of groups and meetings were mentioned, and several
referred to the supportive environment being integral to TCs, that the nature of TCs was
giving support, guidance and insight. A number of respondents also referred to supportive
feedback occurring all the time – in work groups, within the house, informal and formal
discussion situations. The involvement of peers was seen as critical. An ex-resident said “a
therapy group is not a proper therapy group unless it’s happening with the residents.” One
staff member referred to the importance of “open, honest feedback”, which could be very
confronting. A resident referred to feedback not always being positive.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Moderate overlap with Q50
General agreement that open, honest feedback and peer support
were integral to the nature of TCs, and that feedback occurred
informally through all activities of the TC, as well as through
formal group processes set up to provide feedback.
Respondents commented on the aspect of supportive feedback by
peers without addressing the specific approaches of reinforcement,
instruction, and suggestions for change. The intent in identifying
these specific approaches is unclear, and to some extent distracts
from the key concept of support and feedback from peers.
Modify to focus on peer support and feedback, eg. “Peer support
and constructive feedback are integral to addressing negative
behaviour and attitudes and affirming positive achievements of
residents."
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Q53: Program fosters the development of personal relationships to facilitate individual
change.
SEEQ concept: Rehabilitation encompasses a dimension of socialisation which refers to the
social development of the individual specifically as a member of the TC community and
generally as a prosocial participant in the larger society.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.784; Std Dev: 0.461

4
9

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13
1
4

(“personal relationship”)

The resident who allocated a rating of 3 referred to the concept of “plugging in”, whereby
people may be perceived to become too dependent on one person. The risk of this is that if
that if one person leaves or is discharged, the other may also be influenced to leave. Hence,
this respondent referred to there being encouragement to get close, but not very personal
relationships.
The respondent for whom the likert rating was left blank referred to residents being
encouraged to get to know each other, but not to form segregated groups.
The comments of most of the respondents who allocated ratings of 4 or 5 focused on the
establishment of supportive relationships, usually with the peer group, as a means of
facilitating change but also leading to the development of a support network to continue
following departure from the TC. A staff member referred to peers having bookings with each
other during the week, and the use of peer support group to encourage supportive
relationships. An ex-resident referred to the community addressing those who tended to
isolate themselves. Several also emphasised the development of trust and sharing. A resident
referred to the buddy system as another approach, with it being the buddy’s job to stimulate
the intimacy process. Two staff members referred to change all occurring within the
framework of relationships. Another staff member commented that residents were more likely
to listen to comments about behaviour if it came from someone “who they feel has invested in
them”.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High, but the term “personal relationships” can be interpreted as
indicating a sexual relationship, which is not permitted in TCs.
Overlap with Q52
General agreement that supportive relationships are important to
encourage change and continue into the post-TC phase.
Question could be deleted as this aspect is largely covered by the
new wording of Q52. However, given how integral peer support is
to the TC approach additional emphasis is justified.
Modify to clarify nature of “personal relationships”, eg. “Program
fosters the development of supportive relationships between
residents to facilitate individual change.”
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Q54: Clients confront the negative behaviour and attitudes of each other and the
community.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.902; Std Dev: 0.300

4
5

5
46

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:
Referred to previous responses:

19
1
3

(“confront”)
(Q51&52).

The ratings indicate a high level of agreement, and a high level of importance placed on this
aspect. This was supported by the comments made by respondents. It was noted that residents
were encouraged to confront each other on negative behaviour. Several respondents said that
this mostly occurred through group sessions, as people were more comfortable about
confrontation with others present, but approaching another resident quickly following
negative behaviours was also encouraged. One resident commented that this is the main way
people learn that what they do affects others. A staff member similarly said that if negative or
dysfunctional attitudes are not addressed, that will hold back the person’s progress. Several
respondents indicated there was some ambivalence about confrontation – “people hate it, but
they love it”. One ex-resident said “I could have slipped through a gentle program, but I was
confronted on a regular daily basis … it was the only way that … worked for me”. Others
referred to there being an accumulation before confrontation occurred.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High.
Overlap with questions 50, 51 & 52.
Very strong agreement that confrontation was encouraged and
occurred, mainly through group processes, and was essential to
help people gain insight into the negative impact their behaviour
could have on other people.
Question well accepted. Concept has been incorporated in the
suggested rewording of Q52.
Delete.
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Q55: Clients provide affirmation of positive behaviours of others in the community.
SEEQ concept: Mutual self-help means that individuals assume responsibility for the
recovery of their peers in order to maintain their own recovery.
Likert responses:
0
1
2
3
0
0
2
0
Average: 4.745; Std Dev: 0.659

4
7

5
42

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

16
1

One resident who allocated a rating of 2, said it was extremely important to be acknowledged
for the things that residents were doing well, and noted that there were positive
acknowledgements every night with the evening meal. The reason for the low rating was
unclear. The comments of the other resident who allocated a rating of 2 were not recorded.
The respondent for whom the likert rating was left blank said this was encouraged by the rules
and guidelines of the community, and frequently occurred in groups as well as on the spot.
Those who allocated ratings of 4 or 5 made similar comments about systems of positive
affirmations at community meetings, and specific group sessions. One resident said it was
important to let people know they are getting somewhere, and referred to addicts not having
very high self-esteem. Several respondents referred to previous questions about feedback,
noting that this was both positive and negative. Another resident said “It seems everyone
jumps on you when you’ve done something wrong but there’s not enough positive
affirmation” – a rating of 5 was recorded, with the reason for the high rating but negative
comment being unclear. The use of awards and celebratory rituals to mark particular
achievements were also noted by some respondents.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High.
Overlap with Q52, 63, 65 & 97
High. General agreement as to the importance of positive
feedback. Clearly all TCs have systems for encouraging
affirmation of positive achievements.
Question well received. Concept has been incorporated in the
suggested rewording of Q52.
Delete
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Q56: Much of the help received by the clients is informal and carried out by the
residents themselves in their daily interactions.
SEEQ concept: See Q55
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.804; Std Dev: 0.401

4
10

5
41

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

19
6
3
13

(“informal” & “much of the help”)
(Q1&2).

One respondent interpreted the question as relating to residents’ capacity to undertake the
various day to day chores of the TC.
The high ratings allocated to this question indicate the placing of a high level of importance
on this aspect. This was also reflected in the comments that were provided. One resident said
that the basis of the program was that residents help each other, with staff facilitating that.
Several commented that because they lived in the community 24 hours a day, a lot of
discussion happened outside of program time, with a more relaxed kind of relationship in
these informal settings. Others agreed that the main impetus to change and the main support
of the community comes from the residents themselves. A staff member commented that it is
the actual living it and doing it that is the basis of the real recovery. An ex-resident said they
were encouraged to sort out any problems in the community first, not to take them to staff,
and that this encouraged the establishment of relationships with people they trusted. Another
staff member considered it important that people learn to do things and talk about their
problems at the same time, to learn that the world does not have to stop because they have a
problem. An ex-resident made a similar comment about learning to cope and deal with things,
and be able to talk with someone about something that’s bothering you.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate – some confusion about the meaning of “help” and
“informal”
Overlap with Q52, 53 & 101.
High. General agreement that substantial discussion of issues
occurred outside the formal program setting, with considerable
value placed on this.
The word “help” is too vague. The possibility of informal
interactions as a component of peer support is a unique feature of
the TC approach.
Modify to improve clarity, eg. “Discussions and interactions
between residents outside of structured program activities are an
important component of therapy.”
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Q57: There are therapeutic group activities in which clients help each other.
SEEQ concept: See Q55
Likert responses:
0
1
2
3
0
0
1
1
Average: 4.686; Std Dev: 0.616

4
11

5
38

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

11
12
2

(“group activities”)

The respondents who allocated ratings of 2 or 3 did not provide clear explanations.
The ex-resident for whom the likert rating was left blank referred to residents encouraging
each other in the context of sport or games and having fun.
Those who allocated ratings of 4 or 5, and who provided clear comments, referred to being
encouraged to talk to other people in the group and come up with solutions, to supporting
each other in group sessions. A resident said “in all of our group activities we help each
other”; other residents and staff made similar comments. Some referred to activities such as
art and drama classes as particularly interactive. Others referred to the team work associated
with functional activities. An ex-resident talked about the importance of recreational activities
establishing a bond through working on a common goal. Another ex-resident gave an example
of rock climbing as an activity that was frightening, new to some, and that required the
development of trust in each other.
Findings:
Clarity

Duplication
Degree of agreement

Comments
Recommendation

Poor – respondents were unclear whether “therapeutic group
activities” meant group therapy or activities undertaken as a group
that had a therapeutic objective.
Considerable overlap with previous questions.
Moderate. Many responses were not clear, but there was general
agreement from other respondents that interaction and cooperative
effort was encouraged no matter what the activity.
Value of this question on its own is doubtful.
Delete.
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Q58: In the process of living in the community clients will become aware of the
therapeutic goals of fellow residents and try to assist them to achieve these goals.
SEEQ concept: See Q55
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.686; Std Dev: 0.547

4
12

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

10
2
1
13

(“therapeutic goals”)
(Q1&2).

One resident who allocated a rating of 3 said this was extremely important and referred to
gathering an understanding of other people during group sessions, and how to help them
along the way. The reason for the lower rating was unclear. The other respondent, an exresident, said they were quite private with certain things, that others were aware only of those
issues they were willing to talk about.
The respondent for whom the likert rating was left blank said “everyone is aware of what kind
of goals are on someone’s treatment plan” with residents encouraged to help one another on
particular issues.
The majority of respondents referred to processes in the TC whereby peers are involved in
establishing treatment plans and reviewing progress, and where treatment plans are read out to
the community or to therapy groups. Community support relates to assessment of the goals
identified, as well as to progress in achieving those goals. A staff member referred to the
achievement of a community solution relying on everyone knowing what they are doing and
why. A number of residents referred to the openness of TCs with regards to treatment plans,
although it was clear that this openness came from residents, not staff, disclosing the content
of plans. One staff member noted it is “about encouraging the individual to own it and talk
about it in the appropriate venue”. In terms of helping others, one resident said a factor was
“how much energy people have to give to others when they are using a lot on working on
themselves”.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
Substantial overlap with previous questions about development of
individual treatment plans, peer support and feedback.
High – general agreement that TCs have both formal and informal
processes for group involvement in development and review of
treatment plans and progress, and that residents are encouraged to
assist others to achieve their goals.
The value of this question is doubtful given its substantial overlap
with previous questions.
Delete.
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Q59: The evaluations of client progress reflects their commitment to community values.
SEEQ concept: A reliable indicator of participation and use of the community is whether
members provide as well as use, peer observation and feedback.
Likert responses:
0
1
2
3
0
0
1
2
Average: 4.540; Std Dev: 0.676

4
16

5
31

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

18
9
2

The resident who allocated a rating of 2 said this had some importance. They referred to the
possibility of a resident being intensely committed to community values, while their own
program was “in a mess”.
One resident who allocated a rating of 3 provided an unclear explanation. The comments of
the other, a resident, were not fully recorded, but included “it comes back … to the
individual”.
There was no response recorded for one respondent where the likert rating was left blank. The
meaning of the other respondent was unclear.
Of those who allocated ratings of 4 or 5, a staff member said progress would also be in terms
of residents working within rules and guidelines. An ex-resident (who expressed some
uncertainty) said there was a relationship between the way the community looks at the
progress of the individual and how that relates to their values and their sense of value in the
community. A resident said it was in their behaviour and what they need to do in the TC. A
staff member said that, consideration would be given to how well they are connected and
engaged in the community and the values embraced by the community. Two staff members
and 2 residents noted that demonstrating commitment was necessary to continue moving up
the program. An ex-resident referred to time out for residents to think about their commitment
to the TC. A resident said that when moving between phases, aspects considered were selfaccountability, holding others accountable, house safety and job function. A staff member
said it was commitment to the community and to the values of the community that determined
movement between phases, and not just clinical progress. Several also referred to the
involvement of other residents in decisions on movement between phases.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate – the variability in responses may reflect uncertainty of
the meaning of “community values”, as in earlier questions.
None
There was some agreement that commitment to the community
was necessary for progression in treatment, but this was not
necessarily explicitly addressed in evaluations.
Value of question uncertain.
Delete
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Q60: Staff and residents may eat together in the same dining room, depending on
statutory regulations.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
3
2
4
6
Average: 3.843; Std Dev: 1.488

4
12

5
24

Blank
1

Missing
0

Total
52

Summary of comments:
Responses are presented by TC because there seems to be some variability in approach.
For the first TC, there was no information from 2 interviews; the ratings allocated were 1x0;
1x1; 2x2; 1x3; 2x4. Respondents indicated staff and residents could eat together but generally
didn’t, other than a communal dinner on Sunday. A staff member said they had a free choice,
but commented that a separate eating space was important to provide staff with a break.
The ratings allocated by respondents from the 2nd TC were 3x3; 1x4; 4x5. One respondent
sought explanation of “statutory regulations”. Respondents referred to a community barbecue
on Wednesdays (lunch) attended by staff, to some extent Saturday lunch. At other times it
appeared that staff did not generally eat with residents, although it was possible.
For the 3rd TC, the ratings were 4x4; 4x5. The meaning of 1 respondent was unclear, and there
was no information from 1. Respondents said it was standard for staff to eat with residents.
The ratings for the 4th TC were 2x4; 6x5. There was no information from 6 interviews, with
most respondents giving a simple “yes” answer.
For the 5th TC, the ratings were 1x0 (with no information from the interview); 1x1; 1x2; 1x3;
1x4; 3x5. The meaning of the comments from 1 respondent were unclear. Most respondents
indicated that staff sometimes eat with residents, but not very often.
For the 6th TC, the ratings were 1x3; 2x4; 5x5. There was no information from 2 interviews.
Respondents indicated that staff attended a community meal once a week (Tuesday night) and
could choose to have lunch with residents, but that this depended on their workload.
For the 7th TC, the ratings were 1x0, 2x5, and one likert ratings was left blank. Respondents
indicated there was a weekly community meal attended by staff. One respondent sought an
explanation of “statutory regulations” before providing comments.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Respondents were distracted by the reference to statutory
regulations, and why they might affect staff eating with residents.
None
Low with variability between TCs.
Respondents tended to focus on whether or not staff ate with
residents, rather than the purpose of such interactions.
Modify to provide rationale, eg. “Staff may involve themselves in
activities such as recreation, meal preparation, dining and chores,
on an equal footing with residents, as a means of emphasising their
membership of the community and their participation as role
models.”
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Q61: Meetings are held daily that serve to inform clients.
SEEQ concept: Meetings strengthen the individual’s positive perception of community and
therefore its capability to teach and to heal.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.863; Std Dev: 0.348

4
7

5
44

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

12
1
1

(most simply said “yes”)
(purpose of daily meetings)

The high ratings allocated to this question indicate the high level of agreement for all TCs,
although there was some variability in the arrangements for the different TCs. However, it
was clear that all TCs hold meetings, usually every day except Sunday, either in the morning
or in the evening, to briefly cover the issues of the current or following day, schedules, any
changes to arrangements, matters of functional routine.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Substantial overlap with questions 62 & 63.
High. Respondents indicate that all TCs hold daily meetings
(except Sundays) to inform residents of matters relating to
functional routine.
The question was clear, but given the number of meetings that
occur in TCs it would be useful to clarify the type of daily meeting
that is being referred to.
Modify to improve clarity, eg. “Meetings are scheduled to occur
frequently to provide information on arrangements, matters of
functional routine, and special events.”
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Q62: Meetings are held daily in which community business either is or can be
transacted.
SEEQ concept: See Q61.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.882; Std Dev: 0.325

4
6

5
45

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

18
1
1
8

(most simply said “yes”)
(purpose of daily meetings)
(Q61).

The high ratings allocated to this question indicate a high degree of agreement. Most
respondents referred to the daily morning or evening meeting as the time when business
issues would be raised. Some referred to business matters being able to be raised in any
meeting, or for specific meetings to be called as needed.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High
Substantial overlap with Q61
High. Respondents indicate that all TCs hold daily meetings at
which business matters can be discussed.
This question was more specific than Q61 but it remains unclear
what is meant by “community business” and how this relates to
therapeutic value of the TC approach.
Delete. Covered by Q61 as reworded.
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Q63: General meetings are convened as needed to address negative (or extraordinary
positive) behaviour, attitudes or incidents at the facility.
SEEQ concept: The public nature of shared experiences in the community is used for
therapeutic purposes for the individual and for others.
Likert responses:
0
1
2
3
1
0
0
0
Average: 4.784; Std Dev: 0.757

4
6

5
44

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

18
3

The staff member who allocated a rating of 0 said meetings could be called anytime and
referred to positive and negative issues that could be addressed. The reason for the low rating
was unclear (and it seemed inconsistent with the comments).
The majority of respondents agreed that major incidents that could negatively affect the
community would result in an immediate convening of a community meeting. Such incidents
would include someone leaving the community or the breaking of a cardinal rule. The
convening of meetings for positive events was seen as rare – several respondents said they
had never seen this occur. However, as indicated in responses to previous questions, positive
events are acknowledged in the various forums that occur on a daily basis. Hence it is not that
positive events don’t get acknowledged, just that it would be rare to call a community meeting
for that purpose.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Some overlap with previous questions
High. General agreement that meetings of various types could be,
and were, called in response to incidents with a potential negative
impact. Meetings were generally not called specifically for
positive events, but these were acknowledged routinely.
Q61 as reworded now addresses scheduled meetings for routine
matters. The remaining distinct issue from this question is the
capacity to call meetings as required to address significant issues
affecting the community, usually in a negative way.
Modify to specifically identify the capacity to convene ad hoc
meetings, eg. “Meetings are convened within the community as
needed to address significant issues affecting the community,
particularly those with a potentially negative impact.”
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Q64: There are daily or frequent seminars that convene the entire facility to provide
information on recovery and principled living.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
2
1
0
4
Average: 4.420; Std Dev: 1.214

4
7

5
36

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13
5
3

A resident who allocated a rating of 0 said this was not done in the entire faculty but in
smaller groups - only specific problems would be addressed at a meeting of the whole
community. The other resident who allocated a rating of 0 only said “yes”, leaving the reason
for the low rating unclear.
There was no information from the interview for the respondent who allocated a rating of 1.
A resident who allocated a rating of 3 referred to topic groups being held three times a week.
Another resident said it was very rare to receive therapy as a whole community, and that
while there were weekly community meetings, these were not therapeutically focused.
Another resident was uncertain in their response, but implied that these issues would not
usually be addressed at meetings of the whole community. There was no information from the
interview of the other respondent.
Many of the respondents who allocated ratings of 4 or 5 referred to various group sessions,
without making clear the extent to which they involved the whole community and addressed
issues of recovery and principled living. A staff member referred to there being regular
induction groups which explained TCs, but these were not held every day (and probably
didn’t involve the whole community). Respondents from one TC referred to concept groups
held every evening which talked about the principles of TCs. A staff member at that TC also
talked about marathons which were whole day meetings going into the reasons behind the TC
approach. A resident at another TC said daily seminars were not held in that particular way,
but referred to there being many other approaches that did address such issues.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good, but some confusion about the meaning of “seminars” and
“entire facility”.
Overlaps with questions 80, 85 & 104.
Low. In general the view of respondents was that these sort of
issues would be addressed in small groups, not meetings of the
whole community.
Responses indicate that this sort of approach is not a feature of
Australian TCs.
Delete
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Q65: Residents participate in program rituals and traditions, such as celebrations,
graduations etc.
SEEQ concept: See Q61
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.900; Std Dev: 0.303

4
5

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:

9

The high ratings allocated to this question indicate the very high level of agreement that
rituals and traditions are observed in TCs and are considered important. Events noted as being
celebrated included major festivals such as Easter and Christmas, birthdays, as well as
significant milestones such as periods of “clean” time, progression between phases, and
graduation from the community. Most respondents reported graduations as being particularly
important. Major celebrations were noted as often involving family and friends as well as
staff and residents. Means of celebration included cake, cards and acclaim at community
meetings. Days out from the community were also mentioned as a means of celebration, and
graduations were often reasons for special community dinners. Several respondents noted the
significance of graduations that occurred soon after their entry into the TC because of the
message they sent that recovery was possible and maybe not so far away after all.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
None
Very high. Almost unanimous agreement that rituals and traditions
occur frequently in all TCs, and are considered important by
respondents.
Question well received.
Modify to indicate the full range of events that are celebrated, eg.
“Residents participate in program rituals and traditions, such as
major festivals, birthdays and recovery milestones, particularly
graduation.”
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Q66: Residents and staff participate together in some leisure activities, such as
organised sports, etc.
SEEQ concept: See Q61.
Likert responses:
0
1
2
3
1
1
0
10
Average: 4.196; Std Dev: 1.096

4
12

5
27

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

13
1

The resident who allocated a rating of 0 said “no, not regularly”.
The ex-resident who allocated a rating of 1 said that apart from a staff member who was the
recreation officer, most staff rarely participated in leisure activity with residents.
Of those who allocated a rating of 3, there was no information from the interview for 2, and
the meaning of 1 was unclear. Two residents said staff went on outings, but usually in a
carer’s role, and didn’t usually participate in sport. Two staff members and a resident said it
happened, but not very often. Another staff member said it comes down to the individual. An
ex-resident said it was a nice touch but not essential.
Respondents who allocated ratings of 4 or 5 similarly commented that the participation of
staff in leisure activities is limited, but does happen occasionally. Individual staff at some TCs
were involved in touch footy and, at one TC, dragon boating. Staff attendance at outings was
also noted. Respondents from 2 TCs referred to recreation days held every six months that
involved staff and residents. At 2 TCs staff involvement in sport and outings seemed more
common – these were the same TCs that also encouraged staff to eat meals with residents.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
None
Moderate. There was variation between TCs as to the extent of
staff involvement in leisure activities. In general it appeared to be
left to individual staff to determine whether they wanted to
participate. Staff involvement in outings was more common, but
typically in a carer’s role. Some TCs appeared to have a policy of
encouraging staff participation in leisure activities.
Leisure activities were clearly valued by residents, but respondents
did not regard the participation of staff as essential. Presumably
the reasons for organising leisure activities are to enhance physical
fitness, the sense of community and team work, and to reintroduce
residents to drug-free recreational activities.
Modify to explain the purpose of leisure activities and remove the
reference to staff involvement, eg. “Leisure activities, such as
organised sport, are encouraged for physical fitness, developing
the sense of community and team work, and to reinforce the
message to residents that it is possible to have fun without drugs.”
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Q67: Problem solving in the community is a combined responsibility of the residents and
the staff.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
0
Average: 4.804; Std Dev: 0.530

4
7

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

16
2
5

The ex-resident who allocated a rating of 2 said there was lip service paid to this, and that the
community wasn’t involved any more than could be or should be.
However, the majority of respondents allocated ratings of 4 or 5, and indicated that most
things were decided at community level. Several commented that residents were encouraged
to work things out, with staff involved only when this wasn’t possible, or on major issues. A
resident noted that it was important that residents learn to solve their own problems. A staff
member referred to the wealth of information and knowledge held by residents and said it was
important to maximise the use of an ability. An ex-resident referred to new residents needing
to be “spoon-fed”, but indicated that later in the program residents needed to feel alive,
worthy, and to receive the respect of being involved in decisions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Considerable overlap with previous questions on grievance
procedures, staff and resident roles.
High. General agreement that residents were encouraged to solve
problems themselves, with staff involved when this wasn’t
possible or on major issues, although final responsibility rests with
staff.
There was no real new information that wasn’t raised in earlier
questions. Concept covered by questions 36 as reworded.
Delete
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Q68: The program monitors or supervises contact with individuals outside the TC.
SEEQ concept: It is essential to remove the addict from the physical, social, and
psychological surroundings previously associated with his or her loss of control and
dysfunctional, negative lifestyle.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.765; Std Dev: 0.428

4
12

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

14
4

The high ratings allocated to this question indicate a high level of agreement with the
question. The comments provided indicated that all TCs restrict contact with people outside
the TC, including mail, phone calls, visits, and leave from the TC. In all cases restrictions
were greatest in the early stages of treatment, and were gradually eased with progress through
the stages of treatment. Monitoring and support was provided by senior residents as well as
staff. Several respondents referred to the “house” as well as staff approving contact plans. The
majority of respondents clearly accepted these restrictions as necessary to protect the safety of
the TC. A number of respondents also noted that there were clear restrictions on contact with
known drug users. Several also referred to the use of urine and breath tests to confirm
abstinence after leave from the TC. It was indicated that there is a degree of flexibility, with
children or the primary carer of children noted as a contact that was generally allowed, even
in the early stages.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Moderate. A few respondents expressed some uncertainty about
the meaning of the question.
Overlap with Q69
High. Clearly all TCs restrict and monitor external contact, with
restrictions gradually easing with treatment progress.
Question was well received.
Modify to amalgamate with Q69, eg. “Contact outside the TC is
monitored or supervised, and restricted, particularly in the early
stages of treatment.”
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Q69: Unsupervised contact with people outside the community (with the exception of
family or outside ancillary treatment facilities) is related to clinical progress.
SEEQ concept: See Q68
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.725; Std Dev: 0.532

4
10

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

17
6
2
6

(purpose of daily meetings)
(Q68).

A resident who allocated a rating of 3 said it depended on stage in the program, the reason for
contact, and the issues being worked on at that stage of treatment. The comments of the other
respondent were unclear.
The respondent for whom the likert rating was left blank said that outings definitely related to
progress, how the person feels on return from an outing, and while they are on the outing.
The respondents who allocated ratings of 4 or 5 referred to unsupervised outings not
occurring until near the end of the program. Even then, an outing plan would need to be
approved, detailing the intended contacts, destination, and activities, and outcomes would be
confirmed following the outing.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate. The detailed nature of the question appeared to be the
basis of the confusion.
High degree of overlap with Q68.
High. General agreement that external contact privileges are
graded, with residents nearing the end of the program having the
most freedom.
Question not as well understood as Q68.
Delete. Concept is covered by Q68.
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Q70: Privileges are related to progress in program.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
1
Average: 4.647; Std Dev: 0.627

4
13

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

18
4
4

The ex-resident who allocated a rating of 2 implied that it was not automatic that more senior
residents got more privileges, although they noted that more senior residents were supposed to
be more responsible.
The meaning of the comments provided by the respondent who allocated a rating of 3 was
unclear.
The majority of respondents allocated ratings of 4 or 5, and clearly indicated that both
responsibilities and privileges gradually increased with progress through the program. Some
aspects, such as being able to drive a vehicle, were seen as both a responsibility and a
privilege. The types of privileges identified included phone calls, visitors, going for walks
outside the TC, outings, and greater freedom within the TC including working for money.
These privileges were seen as positive rewards, and also a reflection of needing more
independence, rather than protection, in later stages of the program.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High
Overlap with questions 43 & 69.
High. General agreement that both responsibilities and privileges
increase with progression through the program.
Question was well accepted but does substantially repeat earlier
questions, and responses indicate that privileges do not receive as
much emphasis as responsibilities, and at times the two aspects are
intertwined.
Delete. Concept amalgamated into Q43, as reworded.
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Q71: Phase advancement is based on clinical progress.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
0
3
Average: 4.588; Std Dev: 1.004

4
6

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

18
6
3
4

(“phase advancement” & “clinical”)

The staff member who allocated a rating of 0 said it is based on the client, how they think
they should progress.
The respondent who allocated a rating of 1 simply said they had answered this question.
There was no information from the interviews for 2 respondents who allocated a rating of 3.
The 3rd, a staff member, said it was not necessarily the case, that assessments were very
individual and considered how people would cope with the next phase.
Comments of respondents who allocated ratings of 4 or 5 included that movement between
phases required that residents be seen to at least be making some headway with their goals. A
staff member noted that there needed to be a formal applications process, with assessment of
appropriate progress by both residents and staff. Other respondents also referred to residents
needing to prove that they were ready for the next phase. As with earlier questions, it was
noted that peers were involved in decisions, it was not just staff deciding who would progress
to the next level. A staff member said that both treatment and functioning viewpoints were
considered. Another staff member made similar comments in referring to interactions with the
rest of the community also being taken into account, not just clinical progress. Other staff
members noted that there were certain requirements for the end of each stage and residents
could be held back at that stage if these requirements were not met.
Findings:
Clarity

Duplication
Degree of agreement
Comments

Recommendation

Moderate. The term “clinical” is not clearly defined in this
context, and was the subject of some resentment. Several
respondents were also uncertain as to the meaning of “phase
advancement”.
Overlap with questions 39 & 117.
Moderate. Agreement that clinical progress is considered in
decisions on phase advancement, but it is not the only basis.
The emphasis placed on clinical progress is not an accurate
reflection of the decision-making processes described by
respondents.
Delete. Phase advancement processes are covered adequately by
questions 39 & 117.
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Q72: Program contains a written set of norms governing client behaviour.
SEEQ concept: See Q21.
Likert responses:
0
1
2
3
0
0
2
0
Average: 4.765; Std Dev: 0.651

4
6

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

9
2
1
2

The comments of a resident who allocated a rating of 2 were only partially recorded. The
implication of what was recorded was that not all norms were written, although the
respondent did refer to the cardinal rules. The other respondent, a resident, also referred to the
cardinal rules but said there was not much else that was written down, it was something you
just get taught.
The majority of respondents allocated ratings of 4 or 5 and generally referred to rules and
guidelines issued to new residents, and discussed with their buddy. Several noted that they
were required to sign a contract stating that they had read, understood and would abide by the
guidelines. Other respondents referred to cardinal rules, bill of rights, house rules and job
descriptions as other written documents that indicated expectations. Others referred to the
community booking system and general processes as giving an indication of what behaviours
were accepted. An ex-resident said that most of the time the expectation of behaviour was
verbalised.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate – some respondents were unsure what was meant by
“norms”, and “client behaviour” is somewhat broad in its meaning.
Considerable overlap with previous questions about treatment
processes and cardinal rules.
High. General agreement that new residents received written rules
and regulations and discussed these with their “buddy”, as well as
signing an agreement to abide by them.
The responses did not add any new information above what was
covered with earlier questions.
Delete
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Q73: Behavioural contracts or learning experiences are used to correct infractions of
written rules.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.765; Std Dev: 0.473

4
10

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

16
2
5

The resident who allocated a rating of 3 said that contracts could be issues if a particular
behaviour continued. Learning experiences or “bookings” were also used as ways of
reviewing and infraction and learning from that. The reason for the low rating was unclear.
The ex-resident for whom the likert rating was left blank referred to behaviour management
plans and action plans as means of addressed undesired behaviours.
The respondents who allocated ratings of 4 or 5 made similar comments, with the approaches
identified as being used including contracts, consequences, awarenesses, behaviour
management plants and action plans. The comments of respondents indicated that these were
used to address lack of progress, or particular problem issues, and as a way of clearly
identifying consequences, including discharge from the TC, if the behaviour continued. A
staff member identified behaviour contracts as generally being a last ditch effort, and were a
way of letting the community and all staff know the situation. The same respondent said that
when “consequences” were given, there was always an attempt to make them salient to the
issue so that there is some learning and not just blind punishment. Other respondents
identified that contracts were usually a community decision. Another staff member referred to
the possibility of contracts being used to address self-injurious behaviour in which case they
might be known only to staff, and not to the full community. An ex-resident noted that it is
important to have sanctions and structure to the program. Consequences included losing a
level, losing privileges, being put on probation, being put in “limbo” (time out from the
community), with discharge being a last resort. An ex-resident identified the aim of this being
to develop consequential thinking. Some respondents referred to the contract being written by
the resident concerned.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Moderate. Some respondents were confused by the wording.
Overlap with questions 40, 51 (as reworded), 74, 75 & 76.
High. All TCs had systems of sanctions to respond to infractions,
with variation according to the seriousness of the infraction. The
clear aim is to provide a learning experience, to give the
opportunity for behaviour to be adjusted, and to give clear warning
of further consequences for continued behaviour.
The reference to “written” rules is inappropriate as aside from the
cardinal rules, there is much that is not clearly written. The process
of responding to breaches is covered by questions 40 & 51, but the
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Recommendation

aim of issuing sanctions is a novel aspect of this question. The
value of specifying the nature of sanctions is unclear; a more
general statement is to be preferred.
Modify to emphasise the use of sanctions to encourage change, eg.
“Sanctions issued in response to breaches of community standards,
guidelines and values aim to provide a learning experience, give
the opportunity for behaviour to be adjusted, and give clear
warning of further consequences for behaviour that continues to be
unacceptable.”
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Q74: Program provides sanctions for violating behaviour rules.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.784; Std Dev: 0.415

4
11

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

16
1
4
4

(“sanctions” & “behaviour rules”)

The high rating allocated to this question indicates a high degree of agreement with the
question. The comments provided by respondents were similar to those elicited by Q73.
Respondents referred to “consequences” and systems of “awareness”, with discharge from the
community being the ultimate sanction for serious breaches of cardinal rules, or for continued
infractions. There were some additional comments about the use of warnings and “strikes”
(whereby the consequence escalated with each infringement), as well as restrictions (also
escalating in severity with repeated infringements). Again the emphasis was on providing
learning experiences rather than punishment, and aiming to make people aware of the impact
of their behaviour on others.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Moderate. Some respondents were confused by the wording.
Overlaps questions 40, 51, 73, 75 & 76.
High. All TCs had systems of sanctions to respond to infractions,
with variation according to the seriousness of the infraction.
Largely duplicates earlier questions.
Delete.
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Q75: Disciplinary actions are designed as learning experiences.
SEEQ concept: Awareness is the basic prerequisite for judgement, reality and insight.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.843; Std Dev: 0.367

4
8

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

12
6
2

The high ratings allocated to this question indicated a high degree of agreement with the
statement. Several respondents said that the consequences were designed to relate to the
problem behaviour as much as possible to ensure that it was a learning experience,
particularly with regards to gaining insight into the reasons for the behaviour and how to
change it. A consequence of this was that there was not necessarily consistent consequences
for particular types of infraction – it depended on the individual concerned as well as the
nature of the infraction. Several residents referred to it feeling like punishment at the time,
with realisation of the rationale coming later. A staff member said that even being asked to
leave can be a learning experience as it does not exclude them from coming back. Another
noted that by explaining the reasons for discharge, the whole community learnt when such
action was taken. Several did not like the word “discipline” – “consequences” and
“awarenesses” are words commonly used in the TCs reflecting the aims of the actions.
Several respondents sad that these actions were important to learning. A staff member noted
the importance of having the action follow soon after the behaviour, as well as being related
to it. Another staff member said the action needs to be thoroughly explained, and to have a
very strict timeframe.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Overlaps questions 40, 51, 74 & 76.
High. General agreement that “disciplinary actions” are tailored as
much as possible to the individual and the circumstances so as to
promote learning rather than punishment.
This is an important issue, but could be incorporated into previous
questions.
Delete. Covered by Q73 as reworded.
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Q76: The choice of disciplinary actions depends upon clinical considerations.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
0
4
Average: 4.569; Std Dev: 0.900

4
9

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

12
8
7
2

The resident who allocated a rating of 0 said “it depends on the individual’s behaviour”.
Of those who allocated a rating of 3, an ex-resident said “you have to take each individual to
their own circumstances”. Two residents said it depended on the stage of the program
individuals were in, implying more leniency in early stages of treatment. The comments of
another resident were not fully taped, but included an indication that there was some leniency
possible.
The ex-resident for whom the likert rating was left blank, referred to people with conditions
such as depression being given extra time to work on particular aspects.
The respondents who allocated ratings of 4 or 5 made similar comments about individual
circumstances being taken into account, including stage in the program. A staff member said
clinical considerations were taken into account, unless cardinal rules were broken.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate. Some uncertainty about the meaning of “clinical
considerations”
Overlaps questions 40, 51, 74 & 75.
Moderate. Agreement that there was capacity for some flexibility
to take into account individual abilities and circumstances,
provided the safety of the TC is not threatened.
This question did not elicit anything additional to previous ones.
Concept of tailoring the response to the specific circumstances is
covered by Q51 as reworded.
Delete.
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Q77: Program includes regular drug screening (ie. random urine analysis) as well as
tests for probable cause.
SEEQ concept: Maintain the physical and psychological safety of the environment.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.882; Std Dev: 0.382

4
4

5
46

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:
Referred to previous responses:

16 (most simply said “yes”)
5 (“probable cause”)
1

The resident who allocated a rating of 3 said that every week residents are selected randomly
for urine tests, with samples provided under supervision. The reason for the lower rating was
unclear.
The majority of respondents who allocated ratings of 4 or 5 simply agreed with the statement,
or mentioned that urine tests were routinely conducted 2 or 3 times a week, usually randomly.
Several respondents indicated that urine tests were required following an off property
excursion, and several referred to urine tests being required at entry. One staff member
indicated that staff were also required to have urine tests. It was also mentioned by several
respondents that urine tests may be required if behaviour or other signs suggested the
possibility of drug use. One resident referred to urine tests ensuring safety. An ex-resident
referred to bags being checked for contraband as well, while a resident and a staff member
commented on breath tests being used as well as urine tests.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good. Most ignored “probable cause” but when prompted several
did not know what it meant.
Minimal
High. All TCs clearly have a policy of testing new residents,
regular random urine screening, testing following time off site, and
testing if there is any suspicion of drug use. Most accepted the
testing as important to ensuring the safety of the TC.
Question was well received but could be made more general to
reflect the possibility of alternative screening methods, and could
be worded more clearly.
Modify to improve clarity, eg. “Program includes regular drug
screening, including where there are grounds for suspecting
possible drug use.”
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Q78: There are periodic “House Runs” or thorough inspections of the premises.
SEEQ concept: Maintain the physical and psychological safety of the environment and
ensure that resident life is orderly and productive.
Likert responses:
0
1
2
3
4
4
1
0
Average: 4.040; Std Dev: 1.665

4
9

5
32

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

15 (simple “yes” and taping problems)
2
7 (purpose of “House Runs”)

An ex-resident who allocated a rating of 0 said this was not the way the community works. A
resident said there were room inspections for general tidiness, but otherwise checks happened
only if there was an issue such as stealing. Another resident from the same TC also said
thorough inspections only happened on suspicion of drugs. The comments of the 4th
respondent were not clearly taped.
An ex-resident who allocated a rating of 1 after being prompted by the interviewer to think
about searching for drugs, said this was of little importance. A staff member from the same
TC said they don’t ever look for drugs on the premises. An ex-resident asked whether this
related to drugs, then said the program was based more on honesty and inspections related to
cleanliness. A resident who allocated a rating of 1 also noted the TC’s emphasis on honesty.
A senior resident who allocated a rating of 2 said there was a reasonably thorough house
inspection every week, but not to look for drugs.
Those respondents who allocated ratings of 4 or 5 indicated that there were weekly
inspections to check for cleanliness and upkeep. Respondents from one TC used the term
“chore check” for daily inspections to ensure completion of assigned tasks. Two residents
indicated that inspections only occurred when necessary, such as when things go missing or
there is a suspicion of drugs in the house. Another resident was prompted by the interviewer
to think about checks of “how people are going” and said this occurred during lunches.
Respondents from 1 TC all allocated a rating of 5, with the house runs referred to occurring
every 2 hours to check the whereabouts of all residents.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Response depended on assumed purpose of inspections.
Low
Low because of varying interpretation. Searches for drugs or
stolen goods appear to be rare; house inspections for cleanliness
and completion of chores occur at least weekly; in some TCs
checks of the whereabouts of all residents occurred 2 hourly.
Question needs to specify the purpose of inspections.
Modify to specify the purpose of house inspections, eg.
“Residences are inspected at least weekly for cleanliness and
completion of tasks, with occasional additional inspections if
needed to respond to issues such as theft or suspected drug use.”
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Q79: The daily activities include both therapeutic and educational/vocational goals
SEEQ concept: The daily regimen of structured activities are viewed as methods, designed to
impact both individuals and the general community in specific ways.
Likert responses:
0
1
2
3
0
0
0
10
Average: 4.314; Std Dev: 0.787

4
15

5
26

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

9
9
2 (“eduational/vocational”)
4

The respondents who allocated a rating of 3 focused on the vocational aspect. All stated that
daily activities were therapeutic, educational in terms of learning about addiction and
integration back into society, but not specifically vocational in the sense of planning for a job.
However, vocational activities did occur more frequently in the later stages of programs.
The respondents who allocated ratings of 4 or 5 made similar comments. Most referred to the
variety of activities undertaken, with many of the skills developed by group sessions and the
work program being indirectly relevant to future employment. Several respondents referred to
more senior residents having weekly sessions on vocational goals. Respondents from one TC
referred to a TAFE outreach course that provides an introduction to tertiary education, and
some TCs also supported the development of formal qualifications as a result of the work
program (eg. Chef).
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlaps Q28, and questions about different types of activities.
High. General agreement that there is a daily program covering
various topics, but primarily related to the nature of addiction and
skills to support reintegration into society. While having some
relevance to employment, specific vocational activities are
generally restricted to weekly sessions in the latter stages of
programs.
The question could be seeking to confirm whether there is a
structured daily program of activities, or whether the activities are
a blend of therapeutic and educational or vocational elements. The
former can be assumed from the nature of responses; the latter is
covered by a number of questions about therapeutic, educational
and vocational elements. The question is devalued by its very
general nature.
Delete
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Q80: Educational seminars are held on various topics of concern to clients (ie. gender,
health issues such as HIV, etc).
SEEQ concept: Therapeutic-educational activities consist of encounters, probes, marathons
and tutorials.
Likert responses:
0
1
2
3
1
0
0
5
Average: 4.490; Std Dev: 0.925

4
11

5
34

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

6
3
6 (Q79)

The respondent who allocated a rating of 0 simply said “no”.
Most respondents talked about group sessions weekly or fortnightly covering gender issues,
sexual health, hepatitis C, HIV, infection control, anger management, relapse prevention.
Formal educational seminars were generally not provided, although there appeared to be some
opportunity for attendance at external courses.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Overlaps Q79, and Q49 as reworded.
High. General agreement that topics of concern are covered
through group processes, with formal educational seminars not
being provided.
The desired emphasis of this question is uncertain. As it stands,
respondents focus on the issues of sexual health and gender issues.
Q49 as reworded encompasses the concept, particularly if “health”
is interpreted in the broadest sense. Furthermore, respondents
indicated that formal educational sessions were not typically the
approach of Australian TCs.
Delete

141

Appendix 2: Defining TCs in Australia & NZ

Q81: The program includes academic training or tutoring services for those who need it.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
10
1
1
1
Average: 3.700; Std Dev: 2.023

4
6

5
31

Blank
2

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

6
1
1
4

For 1 of the respondents who allocated a rating of 0 there was no or limited information from
the interview. A resident and an ex-resident thought it was available but hadn’t seen it; 7
respondents said such services weren’t provided. The staff member who allocated a rating of
1 said in a minimal way by teaching work habits.
The resident who allocated a rating of 2 referred to tutors in art and other topics, but not
academic training.
The staff member who allocated a rating of 3, said people with literacy skills deficits might
access specific training, but such services were not generally included in the program.
The two respondents for whom the likert scale was left blank thought that if you wanted to
pursue training you would be able to.
The respondents who allocated ratings of 4 or 5, referred to residents having access to
external classes in later stages of the program, and to weekly literacy courses as part of the
program. Some also mentioned residents being helped to work out what they wanted to do
and apply for courses. The emphasis was on individual needs, and resident choice as to
whether they undertook formal courses. One TC appears to have a more developed program,
through a learning centre, covering basic English, maths and computing, with more formal
courses again being possible in later stages of treatment. Respondents from another TC
referred to TAFE kitchen courses being conducted on site, with the possibility of additional
horticultural and driving courses. One staff member and an ex-resident indicated that
residents were discouraged from taking courses early in treatment as it was seen as a
distraction from the program.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Overlap with questions 82 & 130.
High. Most TCs do not include academic training as part of the
program, and tutoring services are limited. However, those who
wish to pursue such courses are helped to do so in the latter stages
of the program.
Does not appear to be a core element of Australian TCs.
Delete.
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Q82: The program may include vocational training and/or experience.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
5
3
1
5
Average: 3.840; Std Dev: 1.707

4
8

5
28

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

16
3
6

For 2 respondents who allocated a rating of 0 there was no information from the interview due
to taping problems. An ex-resident said the program developed basic living skills, but
vocational training was not an emphasis. Two residents simply said “no”.
A staff member who allocated a rating of 1 said they did not focus on vocational issues, and
provided only initial vocational training. A resident indicated that in the transition phase they
developed a plan as to the sort of job they might pursue, but not vocational training. Another
resident just said it doesn’t happen.
A resident who allocated a rating of 2 said that in some cases this may happen.
The respondents who allocated a rating of 3 indicated that there was some vocational training
in the later stages of the program.
The respondents who allocated a rating of 4 or 5 indicated that some vocational training was
available for those who wanted it. Respondents from one TC referred to a weekly job skills
group for senior residents. Several said that the living skills and work program of the TC
provided some vocational experience. One resident referred to certificates provided for
working in the kitchen and medical office of the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlaps questions 81 & 130.
High. General agreement that TCs do not provide vocational
training, but do support residents in pursuing it in the later stages
of treatment.
It appears that formal educational courses and vocational training
are not a high priority in Australian TCs. This may reflect the
limitations of shorter duration programs, and a view that recovery
comes first. Hence, what attention is given to these aspects comes
late in the program. However, TCs do not ignore educational and
vocational aspects, support individuals who wish to undertake
training, and encourage residents to plan for employment.
Modify to reflect the lower priority of academic and vocational
training, eg. “Support is given to residents who wish to seek
education or training as part of their treatment program, and all
residents are encouraged to develop a vocational plan, particularly
in the latter stages of treatment.”
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Q83: Listening, speaking and communication skills are emphasised.
SEEQ concept: The behavioural skills, attitudes and values associated with socialised living
are emphasised.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.922; Std Dev: 0.272

4
4

5
47

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

11
3

The high ratings allocated to this question indicate a high level of agreement. Comments
provided indicate the importance placed on these aspects. Communication skills are addressed
through specific groups, but it was also noted that the group discussion process itself
encouraged the development of communication skills. Several respondents referred to the
peer support process as also emphasising the skills of listening and speaking to each other.
Several respondents specifically stated that these were fundamental aspects of developing
interpersonal relationships. Communication and assertion skills were aspects identified as
being addressed from the very beginning of programs.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

High
None
High. General agreement that communication skills are essential,
and are a major focus of the TC approach.
This question was well received and responded to.
Retain unchanged.
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Q84: Program includes training in personal decision-making skills.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
1
0
4
Average: 4.569; Std Dev: 0.806

4
10

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

5
3

The ex-resident who allocated a rating of 1 said “only because you are forced to make
decisions”.
The comments of one respondent who allocated a rating of 3 were lost in taping. A resident
said there wasn’t a specific topic on decision-making, but things such as goals and looking at
choices were indirectly relevant. Another resident said they were encouraged to make their
own decisions. A staff member said decision-making was included in the stress management
component.
Some of the respondents who allocated ratings of 4 or 5 said there was no formal training in
personal decision-making, others said there was. Several referred to assertiveness, goal
setting, choices, and problem solving as being components of decision-making skills. Several
indicated that there was more about decision-making in later parts of the program, in
preparation for leaving. A common comment was that the TC approach encouraged
experiential learning, and learning to make decisions was part of that, particularly as
responsibilities increased. The emphasis on consequential thinking that is encouraged by the
TC approach was also identified as important to decision-making.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
None
High. General agreement that there is not formal training called
“decision-making”, but various groups cover skills that are
relevant to decision-making processes, and the TC approach
provides experiential learning of decision-making and
consequential thinking.
The word “training” appears to have caused respondents to
consider specific courses addressing training. This was the aspect
on which respondents differed in their views. However, there was
agreement that the development of decision-making skills was
important.
Modify to place the emphasis on the skill rather than formal
training, eg. “Program elements support the development of
personal decision-making skills”.
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Q85: Regular seminars are held to help residents balance the emotional and cognitive
experiences of the TC program.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
1
0
6
Average: 4.440; Std Dev: 0.861

4
12

5
31

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

12
2
4 (“cognitive”; general uncertainty)

The comments of the respondent who allocated a rating of 1 were lost in taping.
The comments of the respondents who allocated a rating of 3, 4 or 5 were similar. Most
referred to community meetings and group processes as providing opportunities for
discussing progress, emotions, and experiences in the TC, together with the general support
mechanisms within the TCs. The opportunity to discuss TC experiences appeared to be
provided most intensively in the early stages of treatment. Most respondents said seminars did
not happen – the interpretation of seminar appeared to be that of a more formal presentation,
whereas group sessions are more informal discussions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate. Uncertainty about meaning of “cognitive experiences”,
and the overall statement.
None
Moderate. Agreement that there were processes to help residents
balance the emotional and cognitive experiences (with a particular
emphasis on emotional reactions), but these processes were not in
the form of seminars.
The word “seminar” has a particular meaning that does not reflect
Australian TC practices.
Modify to remove reference to “seminars”, and clarify what is
meant by “balance the emotional and cognitive experiences” eg.
“Program includes opportunities for residents to discuss progress,
emotions and experiences in a safe, supportive environment.”
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Q86: Clients are taught to control their emotions and release them in appropriate
contexts, such as group, etc.
SEEQ concept: Residents in TCs have difficulties experiencing, communicating and coping
with feelings.
Likert responses:
0
1
2
3
1
0
1
1
Average: 4.647; Std Dev: 0.890

4
8

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

18 (taping problems; simple “yes” answers)
2

The resident who allocated a rating of 0 said residents were taught to express and release their
emotions, not control them. The ex-resident who allocated a rating of 2 made similar
comments. Similarly the resident who allocated a rating of 3 said residents were taught to
restrict volatile emotions, and to control behavioural outcomes, but not to control emotions.
The ex-resident for whom the likert rating was left blank similarly referred to being taught to
control the physical behaviour and to express emotions in a positive way.
The respondents who allocated ratings of 4 or 5 referred to groups on anger management,
conflict resolution and assertion. They generally agreed that emotional regulation was a major
part of the educational component of the program. They also emphasised it was about
recognising emotions, the validity of emotions, and how to react to them appropriately.
Several emphasised the importance of being able to express and release emotions
appropriately.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High
None
High. General agreement that learning to express and release
emotions appropriately was a major component of TC programs.
The concept of “controlling emotions” was rejected. Rather it was
emphasised that TCs taught residents to restrict behavioural
outcomes of emotions.
Modify to reduce emphasis on “control”, eg. “Residents are
encouraged to experience and appropriately express their
emotions.”
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Q87: Clients learn conflict resolution skills.
SEEQ concept: Teaching tolerance is central to learning delay of gratification, impulse
control and effective emotional management.
Likert responses:
0
1
2
3
0
1
0
1
Average: 4.784; Std Dev: 0.673

4
5

5
44

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

13 (taping problems; simple “yes” answers)
1
7

The ex-resident who allocated a rating of 1 said there wasn’t a formal process, but residents
learn by doing and the grievance process. They would have liked to have more instruction in
this area.
The resident who allocated a rating of 3 simply said “yes”.
The respondents who allocated ratings of 4 or 5 referred to groups on anger management and
conflict resolution, and put emphasis on putting those skills into practice through mediation
and conflict resolution procedures within the TC. One resident also referred to watching how
the staff handled conflict in groups.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
None
High. General agreement that conflict resolution was discussed in
topic groups and put into practice in grievance and mediation
procedures within the community.
The question was well received, but it might be useful to explore
the relative importance placed on group processes versus the
practical experience of grievance and mediation procedures for
learning conflict resolution skills.
Modify to indicate processes by which this occurs, eg. “Residents
learn conflict resolution skills through discussion of principles in
group sessions and the practical experience of grievance and
mediation procedures within the TC.”
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Q88: Work is utilised as part of an educational and skill training process.
SEEQ concept: Job functions, chores and prescribed procedures strengthen self-help and are
vehicles for teaching self-development.
Likert responses:
0
1
2
3
0
0
1
2
Average: 4.588; Std Dev: 0.669

4
14

5
34

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

14 (taping problems, and simple “yes” reply)
1
2

The resident who allocated a rating of 2 said it was pretty basic, and the only thing you learn
is how to apply yourself to work.
The comments of both respondents who allocated a rating of 3 were incompletely taped.
The ex-resident for whom the likert rating was left blank referred to the work program
providing life experience, but not certified training in the sense of preparing for a job.
Many of the respondents who allocated ratings of 4 or 5 described the work program
requirements. Several commented that it was more about the work ethic than specific skills.
Others noted that work required practice in negotiation, team work and delegation. A staff
members said that coordinating positions were created as learning experiences, and were often
given to people who were considered likely to benefit most from them. A staff member from
another TC talked about putting a person with particular skills together with another that
wants to develop that skill so that one learns to teach, the other learns the skill, and in this
way best use is made of the skill set of residents. A staff member from a 3rd TC referred to
work assignments being fairly random, but sometimes residents were deliberately placed
where they didn’t know anything. One ex-resident described the experience of being required
to use their existing skills in a work group, in part to learn how to share. An ex-resident noted
that it can vary depending on what you offer, that work can sometimes be seen as punishment,
as patronising for some people, and possibly resented. Another ex-resident referred to the
work program as not being formally educational, but providing the means of feeling good
about your achievements, being proud of what you have done, as well as skill training.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Moderate. Some confusion as to meaning.
Overlaps with questions 26 & 91-95.
Good. All TCs have a work program. There was general
agreement that the work program focused on development of
general skills of negotiation, team work, delegation and
coordination, rather than specific task skills. Emphasis was also
placed on the development of a work ethic.
The interesting aspect of responses was not the existence of the
work program but the reasoning behind work allocations. This
aspect is addressed by Q90. The responses emphasise that it is not
the particular skill of the job, but the general skills of team work,
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Recommendation

communication and coordination, and the satisfaction of
performing a role, that is important. These aspects are addressed
by Q91 and Q92.
Delete. Covered by Q90 and 91 as reworded.
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Q89: There is a phase structure consisting of different levels of resident job functions.
SEEQ concept: Authority is formally and explicitly defined by community position and job
function and informally by community status.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.667; Std Dev: 0.554

4
13

5
36

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

10 (taping problems)
13

An ex-resident who allocated a rating of 3 said “there is, but it is not that strict”. A resident
said that as you reach different levels in the program you have more choice, but there is a set
number of job allocations. They also referred to there being different levels of responsibility.
The respondents who allocated ratings of 4 or 5 agreed that as residents progress through the
program jobs are more complex and require more responsibility, with senior residents having
coordinating and oversighting functions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Overlaps questions 42, 43, 116, 117 & 118.
High. All TCs appear to have a system of gradual increase in
responsibility and job complexity as residents progress through the
program.
The question did not elicit significant additional information
compared to the earlier questions.
Delete. Covered by Q43 as reworded.

151

Appendix 2: Defining TCs in Australia & NZ

Q90: When assigning job functions clinical program should be taken into consideration.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
1
Average: 4.667; Std Dev: 0.622

4
12

5
37

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

12
10
1
3

The resident who allocated a rating of 2 gave a somewhat confused response; the reason for
the lower rating was not clear.
The meaning of the comments provided by the resident who allocated a rating of 3 was not
clear.
The respondents who allocated ratings of 4 or 5 interpreted the question in several ways.
Some took this to mean that the clinical capacity of the resident was taken into account, and
talked about responsibility and job complexity gradually increasing with progress through the
program. Some also talked about taking into account physical or cognitive limitations that
might restrict residents from undertaking certain tasks. The second interpretation of the
question was whether consideration was given to clinical needs of individual residents, so that
a person who needed to develop literacy skills might be allocated office work for this purpose.
The third interpretation was consideration of the timing of residents’ clinical program, and
allocating tasks that would fit around those commitments. This diversity of interpretation
makes it difficult to analyse the responses, but it would appear that all TCs do give some
consideration to individual circumstances and individual needs when allocating job functions.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

Poor. Question was interpreted in several different ways.
Substantial overlap with earlier questions.
Poor, due to differing interpretations.
A lot of uncertainty may be attributable to the term “clinical
program”, with this being a source of confusion in previous
questions. Responses to Q88 about the reasoning behind work
allocations are also relevant and provide an indication of
developmental needs being taken into account.
Modify to improve clarity, eg. “Selection of job functions takes
into account residents’ capacity, developmental and vocational
needs and the demands of their individual treatment plan.”
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Q91: Work is utilised as part of the therapeutic program (ie. to build self-esteem and
social responsibility).
SEEQ concept: The material outcome of work and even skills developed in the process are
secondary to the intended gains in personal growth.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.745; Std Dev: 0.483

4
11

5
39

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

15 (taping problems; simple “yes” answer)
3
2
4

The high ratings allocated to this question indicate a high level of agreement with the
statement. However, the nature of the comments suggest that many respondents, particularly
residents, may not have a clear vision of how the work is utilised as part of the therapeutic
program. Several just mentioned the work program and the increasing levels of responsibility.
Some talked about responsibility to the community, work as a way of giving back to the
community. Some talked about the sense of contribution and satisfaction from seeing a task
completed, or from positive reactions to a meal. A staff member referred to the importance of
short term achievable goals; another referred to the work positions being created with therapy
in mind. Others referred to observing the development of communication skills, and the
establishment of a daily routine.
Findings:
Clarity

Duplication
Degree of agreement

Comments

Recommendation

Very few respondents sought explanation of the question, but the
responses suggest that many were not comfortable with the
question.
Overlaps questions 26, 88 & 92-95.
Agreement that the satisfaction of completing tasks does build
self-esteem, as well as providing a way to give back to the
community.
This question did not elicit the reasoning behind the work
program. The issues of giving back to the community, developing
a work ethic, the satisfaction of completing a task, and the
communication and organisational skills required of working in a
team need to be identified.
Modify to emphasise the reasons for a work program, eg. “Work is
used to enhance the sense of community, to build self-esteem and
social responsibility, and to develop communication,
organisational and interpersonal skills.”
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Q92: Work is used to help develop interpersonal skills (ie. coping with criticism,
authority).
SEEQ concept: The primary aim of job functions is to facilitate meaningful person change in
the behaviours, attitudes and values of individual workers.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.745; Std Dev: 0.440

4
13

5
38

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Explanation sought or prompted:
Referred to previous responses:

17
1
2

The high ratings allocated to this question indicate a high level of agreement. Most
respondents talked about the issues of receiving criticism and dealing with issues of authority
because of the bracketed prompts. Many agreed that people with a history of addiction tend to
have issues with authority and hence this was identified as an important issue, with this being
addressed both through the requirement to accept the authority of other residents (possibly
younger) as well as themselves being placed in a position of authority. Learning to cooperate
as a member of a team, developing trust, and sometimes receiving criticism were also
identified as skills developed through the work program. Group therapy and conflict
resolution processes were referred to as mechanisms for responding to difficulties arising
from work programs. An ex-resident referred to the development of communication skills as
also being important.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlaps questions 26, 88, 91 & 93-95.
High. General agreement that the work program helps people deal
with issues of authority, both in terms of being the subject of
authority and being in a position of authority.
The bracketed suggestions are somewhat negative. Respondents
accepted these as important, but previous questions on aspects of
work elicited more positive aspects of communication and
organisational skills.
Delete. Covered by Q91 as reworded.
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Q93: Work is used to develop a cooperative attitude.
SEEQ concept: See Q92
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.720; Std Dev: 0.497

4
12

5
37

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

16
1

The majority of respondents indicated that work was undertaken in teams of 2 or more people,
requiring cooperation. A resident said that when the whole community was directly affected,
it would help people lift to do a job. Several respondents referred to consequences of nonperformance being applied to the whole team, not just to 1 non-performing member. This
team responsibility was seen as giving the incentive to work cooperatively. A staff member
referred to meetings of “departments” on a weekly or as needs basis, to problem solve, talk
about how to work effectively as a team. An ex-resident referred to being expected to treat
other members of the team with respect, even those you may not like. A resident talked about
getting out and doing things being better, particularly in the early stages, than sitting around
thinking about their situation, and said this was the best way to get to know people.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
Overlaps questions 26, 88, 91, 92, 94 & 95.
High. All TCs appear to use work teams to encourage a
cooperative approach. At least some TCs further support this by
applying consequences for non-performance to the whole team,
and not individual members of the team.
This question elicited information about work program processes
not obtained from earlier questions. Respondents accepted and
appeared to appreciate the team approach.
Delete. Covered by Q91 as reworded.
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Q94: Work is used to reinforce the values of the community.
SEEQ concept: See Q92.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.735; Std Dev: 0.491

4
11

5
37

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13
8
2

The meaning of the comments provided by the respondent who allocated a rating of 3 was
unclear.
One respondent for whom the likert rating was left blank was unable to answer the question.
The other referred to having pride in the place where you live and work as creating a greater
sense of fulfilment.
In general respondents found this question difficult to respond to. Several referred to the sense
of cohesion from working cooperatively, being encouraged to give back to the community.
Several also referred to the development of self-esteem and respect. It remains unclear how
work is used to reinforce the values of the community.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

Poor
Overlaps questions 26, 88, 91-93 & 95.
There was agreement that work does reinforce the values of the
community, but no clear explanation as to how this is achieved.
The general nature of the question limits the value gained from
responses.
Delete. Covered by Q91 as reworded.
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Q95: Clients perform all chores, such as cooking, cleaning and home maintenance
functions.
SEEQ concept: See Q92
Likert responses:
0
1
2
3
1
0
0
0
Average: 4.804; Std Dev: 0.749

4
5

5
45

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

10 (simple “yes” response)
4

The high ratings allocated to this question indicate the high level of agreement with the
question, which is supported by the comments. Respondents indicated that maintenance
functions requiring trade certification (eg. electrical, plumbing) would use external tradesmen,
but otherwise residents undertook all chores. Several commented that their TC could not
afford to operate any other way. Others referred to the importance of developing a sense of
responsibility towards your home environment, and the sense of cooperation developed
through the work program.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High
Overlaps questions 26, 88, 89, & 91-94.
Very high. Clearly in all TCs residents undertake as many tasks as
possible.
The performance of the chores is supposed to be less important
than the personal skills gained from work, and yet this question
focuses on the nature of the work.
Modify to make more general and to reflect the purpose of
residents undertaking most routine tasks, eg. “The self-contained
nature of TCs, with residents performing routine chores such as
cooking and cleaning, is important in encouraging residents to
become self-sufficient and responsible for themselves and others.”
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Q96: Clients are encouraged to “act as if” as a means of developing a more positive
attitude.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
4
7
Average: 4.020; Std Dev: 1.191

4
15

5
23

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

7
1
6

The resident who allocated a rating of 0 reacted negatively to the suggestion of pretence,
saying it was preferable to drop the façade in the program, to not pretend but to be yourself.
The resident who allocated a rating of 1 referred to an alternative motto of “fake it till you
make it”, and said this was not used much. There was also something of a negative reaction to
the sense of pretending, and a preference for honesty.
The comments of 2 respondents who allocated a rating of 2 were lost due to taping problems.
An ex-resident talked about projecting a sense of confidence and said that in a way you were
encouraged to act as if you were confident, but said it was also important to share the fact that
you are not feeling as confident as you are presenting. In reference to the phrase “fake it till
you make it”, this respondent said that in the short term it has some importance, but in the
longer term the acting could be detrimental. Another ex-resident also referred to “fake it till
you make it”, and said it was not commonly used and was not fundamental to the TC
approach.
The comments of 1 respondent who allocated a rating of 3 were lost due to taping problems.
The meaning of the comments provided by another respondent were unclear. A resident
supported the concept of “fake it till you make it”, but wasn’t familiar with “act as if”, and
didn’t give a clear reason for the lower rating. Another resident also referred to “fake it till
you make it”, and added “if you act negative, you won’t get positive”. A 3rd resident said the
approach wasn’t used very much, but they were encouraged to go about their normal
functioning even if they didn’t feel like it. The comments of a staff member were only
partially taped, but indicated that this approach was only sometimes used if a person was
unable to develop a positive attitude. Another staff member put the emphasis on the word
“encourage”.
The comments of respondents who allocated ratings of 4 or 5 were similar to those presented
above. An ex-resident and a resident referred to the phrase “fake it till you make it”. A staff
member also referred to this expression, but said they preferred not to use it and instead talked
about encouraging residents to practice behaviours “and act as if” until it becomes more
comfortable. A resident also referred to “fake it till you make it” not coming up much. Two
ex-residents said that whether or not you believe that something may be of therapeutic value,
you are urged to try it. A staff member also talked about the attitudinal shift coming later, and
a resident said “you don’t know unless you try”. However, an ex-resident said that if people
are not coping they are encouraged to talk about it, not to “act as if”, that this “defeats the
whole purpose”. Another ex-resident said “if you look at the negatives you normally only get
that and if you look at the positives, even out of negatives, you can get positives”. A staff
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member disliked the term “act”, and said clients were encouraged to try. Furthermore, “if you
are going to act and walk out, then you have learnt nothing. If you have a go with a cynical
attitude, … then there is [something to work with] … and they are not acting.” Similarly a
resident said “we’re not encouraged to fake it” and another staff member said residents were
asked to maintain a certain behaviour, and also objected to the phrase “act as if”. A resident
said they had never heard the phrase, and were put off by the terminology, but supported the
concept. Another comment from a staff member in support of “act as if” was that clients are
encouraged to do the behaviour, perhaps before they even understand the reason for it, and see
what happens.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Low. Many respondents were unclear as to the meaning of “act as
if”.
None
Apparently low, but much of the diversity of opinion seemed to be
relating to the catchphrases (either “act as if” or “fake it till you
make it”) and possible implications of these. Underneath this
diversity there was agreement of the importance of encouraging
residents to think positively, and encouraging them to attempt
particular behaviours, or daily tasks, even if they could not see the
reason for this at the time.
Snappy catchphrases such as “act as if” and “fake it till you make
it” may be useful prompts to remind people of strategies, but they
do not in themselves convey clear meaning, and can be bemusing
to people outside of the TC culture and unfamiliar with the full
meaning.
Modify to remove jargon and improve clarity, eg. “Residents are
encouraged to attempt behaviours and activities, even if they doubt
their abilities or the reason for the behaviours and activities, as a
means of developing a more positive attitude through learning by
doing.”
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Q97: Positive performance of clients is reinforced with praise.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
2
Average: 4.706; Std Dev: 0.642

4
8

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

13 (taping problems; simple “yes” answers)
1
4

The resident who allocated a rating of 2 said it was extremely important – the reason for the
low rating was unclear.
The 2 residents who allocated a rating of 3 said this happened sometimes.
Respondents who allocated a rating of 4 or 5 generally agreed that praise was given for
positive performance. Group sessions, house and community meetings, one to one counselling
sessions, and general interactions with peers and other community members as being times
when positive feedback may be given. All acknowledged the importance of positive feedback.
Positive performance was identified as including the achievements of an individual in
working hard to overcome an issue, completion of tasks, and recognition of being team
players. Positive feedback was considered to be provided on a daily basis, with residents
encouraged to support other residents in this way.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High.
Overlaps questions 50, 52 & 55.
High. All TCs encourage residents to support each other through
positive feedback, and have mechanisms for recognising
achievements and contributions.
The concept was well received, but the overlap with earlier
questions is probably unnecessary.
Delete. Sufficiently covered by Q52 as reworded.
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Q98: Different methods are used to counter effects of negative behaviour such as
confrontation, mediation.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.745; Std Dev: 0.523

4
9

5
40

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Referred to previous responses:

15 (taping problems; simple “yes” answers)
8

A resident who allocated a rating of 3 said it depended on the nature of the person and the
behaviour. Outright lying might be confronted directly, but more subtle methods might be
used with other situations. Another resident said they avoided confrontation, and preferred the
term “challenging” because it had a more questioning connotation.
The respondents who allocated ratings of 4 or 5 generally agreed with the statement, and
agreed it was important. The approaches of confrontation (privately by another resident or in
a group setting), assertion, mediation, conflict resolution and grievances were mentioned. A
resident said confrontation in a TC was more a kind of concern, and gentle encouragement.
An ex-resident said “if it was just bad boy slap on the wrist then you’d get nowhere; you’ve
got to try everything you can”. A resident referred to exploring the situation, and only moving
to more strict procedures when initial approaches did not work.
Findings:
Clarity
Duplication

Degree of agreement

Comments

Recommendation

High
Substantial overlap with earlier questions on behaviour change and
consequences of breaches of rules (questions 50-52, 54, 63, 7375).
High. General agreement that a diversity of approaches were used.
Also a general emphasis that it is a positive form of confrontation
that is used.
Question reasonably well received, but the sense of many different
methods is provided by the number of previous questions about
responses to negative behaviour.
Delete. Covered by earlier questions.

161

Appendix 2: Defining TCs in Australia & NZ

Q99: Constructive criticism or feedback focuses upon behaviour, not the individual.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.804; Std Dev: 0.491

4
6

5
43

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

8
4
1

The meaning of the comments provided by a resident who allocated a rating of 3 was unclear.
Another resident said at times it turns into a bit of an attack.
The respondents who allocated ratings of 4 or 5 said there was a constant message given of
talking about the behaviours, not the person. The phrases used were “principles before
personalities” and “it’s not the person, it’s the behaviour”. An ex-resident referred to topic
groups on constructive support; others referred to being encouraged to give constructive
feedback. One resident said the staff definitely do focus on behaviour, that clients sometimes
“put personality before principle”. Several other respondents also noted that the ideal of
putting principles before personalities didn’t happen all the time. An ex-resident noted that if
a person is being attacked, staff or senior residents would usually intervene. A staff member
said the work “criticism” has negative connotations, and preferred “open, honest feedback”.
Similarly “confront” was considered hard – the respondent emphasised a message of “if I
didn’t care about you, I wouldn’t let you know, your behaviour affects me and
others”…Another staff member referred to talking specifically about the behaviour, and what
message it was conveying, what help they needed to get through the process. Other
respondents talked about the importance of giving credit to the positives as well as identifying
the negatives. A staff member noted the low self-esteem that is common amongst residents,
and the fact that they are a stigmatised sector of the general community, requiring a careful
approach. One ex-resident questioned the feasibility of separating the behaviour and the
individual. They accepted that this was the rationale of the TC, but preferred to emphasise the
strategy of encouraging positive behaviour and discouraging negative behaviour.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Overlaps questions 50, 52 & 54.
High. General agreement that there was strong encouragement to
address the behaviour, not the individual (“principles before
personality”) in giving constructive feedback. It was
acknowledged that this did not always happen, but when personal
attacks occurred, staff or senior residents would usually intervene.
In effect this question describes a technique for constructive
feedback. While it elicited some interesting responses that
provided insight into TC approaches, it is the aspect of
constructive feedback, not the technique, that is essential to TCs.
Delete. Sufficiently covered by Q52 as reworded.
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Q100: Self-help techniques are taught throughout the program and accelerated before
re-entry.
SEEQ concept: Self-help recovery means that individuals make the main contribution to the
change process.
Likert responses:
0
1
2
3
1
1
0
0
Average: 4.686; Std Dev: 0.927

4
7

5
42

Blank
1

Missing
0

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

9
5
5

The resident who allocated a rating of 0 initially said “we’re told before we come in what the
rules are … what’s expected of us”. When the interviewer said that self-help techniques meant
things like relaxation, meditation, things you can do yourself, the respondent said they didn’t
get anything like that.
The ex-resident who allocated a rating of 1 asked the meaning of “self-help techniques” and
“accelerated before re-entry”, and couldn’t think of anything like this.
The ex-resident for whom the likert rating was left blank referred to the treatment plan and
personal program being taken to the halfway house as well.
The responses of those who allocated ratings of 4 or 5 were varied with some expressing
uncertainty at to what was meant by self-help techniques. The reference to re-entry in the
question caused respondents to focus particularly on this phase, and not on the program
overall. For residents who had not reached re-entry, this aspect of the question was difficult to
address. Comments included that self-help is the basis of the program, that the TC approach is
about ways of supporting each other. An ex-resident said that this was accelerated in the
outings process before you leave, and the support is continued through to the halfway house.
A resident referred to constantly being taught plans for managing anxiety, depression, and
relapse with relapse prevention in particular accelerating in transition phase. A staff member
disagreed that self-help techniques were accelerated before re-entry – they said it becomes a
bit habitual, that it is more a case of reinforcing rather than accelerating.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Low. Many respondents were uncertain of the meaning of “selfhelp techniques”.
Minimal.
High ratings but mixed comments. There is clearly a process of
bringing lessons together for re-entry, but not necessarily
accelerated teaching of self-help techniques. There was no clear
agreement as to the nature of self-help techniques taught.
The reference to re-entry makes this question unsuitable to ask of
residents still in treatment. Exactly what self-help techniques are is
unclear. These two aspects appear to be the reason for this
question eliciting very limited information. The emphasis provided
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Recommendation

by the underlying concept, extracted from the writings of De Leon
et al, is that self-help means the individual makes the main
contribution to the change process. The full set of questions that
comprises the SEEQ depict a process of gaining insight into the
reasons for drug use, developing consequential thinking, and
learning and practicing a set of skills and behavioural alternatives
that provide a basis for change to a drug-free lifestyle. If an
individual is to remain drug-free away from the TC, all of these
aspects need to be drawn together. Self-help in that sense would
seem to be having the insight to recognise for yourself situations
that might trigger drug use, and then drawing on the skills
provided by the TC to avoid or work through the situation. In
effect this describes relapse prevention, which is consistent with
the comments in response to this and other questions, about
relapse prevention becoming more intense in preparation for reentry. If this argument is accepted, then the emphasis of this
question should be on drawing together the skills, insight and
behavioural change gained through treatment, to support relapse
prevention and self-reliance following departure from the TC.
Modify to improve clarity, eg. “The preparation for re-entry
involves greater flexibility in the resident's personal program and
increased attention to relapse prevention, drawing together the
skills, insight and behavioural change gained through treatment, to
support maintenance of lifestyle change outside the TC in a selfreliant manner.”
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Q101: Peer feedback occurs more frequently than staff counselling.
SEEQ concept: Mutual self-help means that individuals assume responsibility for the
recovery of their peers in order to maintain their own recovery.
Likert responses:
0
1
2
3
1
0
0
0
Average: 4.740; Std Dev: 0.777

4
8

5
41

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

18 (taping problems; simple “yes” answers)
7

The meaning of the comments provided by the respondent who allocated a rating of 0 was
unclear.
The majority of respondents simply stated that they were with their peers 24 hours a day,
whereas formal staff counselling was one hour a week, perhaps every 2 weeks, so that there
was much more opportunity for peer feedback. Several also noted that they were encouraged
to use their peers rather than staff. A resident said that staff counselling sessions were great
for putting things into perspective, while peer feedback was good for bouncing ideas.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Some overlap with previous questions about feedback (Q52-58).
High. General agreement that peer feedback occurs more
frequently because it was residential treatment with greater
opportunity for peer feedback.
The question was received positively, but the need to specify the
relative frequency of peer feedback and staff counselling is
questionable. Q52 as reworded covers the aspect of peer feedback,
but does not encompass the combination of peer and staff
interactions that is a feature of TCs.
Replace with a statement that encompasses the diversity of
interactions that occur in a TC, eg. “The TC provides a
combination of therapeutic involvements between residents and
staff and among residents (especially senior and junior residents)
and living in a caring and challenging community as the principal
mediums to encourage change and personal development.”
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Q102: Use of groups to address negative behaviour and attitudes.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.860; Std Dev: 0.351

4
7

5
43

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

11 (taping problems; simple “yes” answers)
1
2
9

The high ratings allocated to this question indicate the high degree of agreement with the
statement. One of the respondents who clarified the question before providing comments
asked whether this meant the group situation or the group as in learning, and the comments of
other respondents also varied to some extent with some referring to the calling of group
meetings to address negative behaviours (meaning the community processes for issuing
“consequences”, and the grievance, conflict resolution, mediation processes) while others (a
minority) referred to group therapy sessions such anger management which offered alternative
behavioural responses to deal with emotions. Several respondents emphasised the importance
of using group processes to address negative behaviours because of the sense of safety and
reduced confrontation.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Substantial overlap with previous questions on responses to
negative behaviour and attitudes, and use of groups.
High. General agreement that group processes, both meetings and
therapy sessions, were the main approach to negative behaviours
and emotions.
The intent of this question is unclear. The aspects of responding to
negative behaviour and the use of groups are covered by other
questions.
Delete. Sufficiently covered by previous questions.
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Q103: Use of periodic treatment planning (staff led groups) that meet to uncover
important and sensitive biographical material as a part of treatment planning.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
1
3
Average: 4.620; Std Dev: 0.945

4
5

5
40

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

13 (taping problems)
4
23 (“biographical material”)
1

The ex-resident who allocated a rating of 0 said biographical information was discussed with
a counsellor in the development of an individual treatment plan, but was not done in a group.
The ex-resident who allocated a rating of 2 also said that this was done more one on one with
the counsellor.
The comments of one respondent who allocated a rating of 3 were not fully taped. The
meaning of the comments of another was unclear. A resident referred to morning meeting, but
said everyone’s privacy is respected.
The ex-resident for whom the likert rating was left blank referred to group discussions on the
“addiction time line” which was about people’s using history and behaviour.
Of those who allocated ratings of 4 or 5, several said there were weekly staff meetings that
looked at individual treatment plans, or referred to case management and case review
processes as the context in which these issues would be considered. The comments of several
respondents indicated that issues of family background and values were addressed more in the
second, more intensive phase of the program. A resident said that if someone wants to
disclose a past event in group sessions these would be addressed, but deeper issues tended to
be covered one on one. Others referred to the initial assessment and development of a
treatment plan as the point where information relating to a person’s past was considered.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor – the question is too long and complex. The explanations of
the interviewers varied, emphasising the lack of clear meaning.
Overlap with previous questions on treatment plans, case
management and case review processes.
Clear indication that sensitive background information was
generally only discussed with counsellors, unless individuals
choose to disclose issues in group settings.
The issue of how sensitive personal information is considered is
relevant, but this question does not clearly elicit this.
Modify to focus on approaches to sensitive personal information,
eg. “The right of residents to control the extent of disclosure in
group settings of sensitive personal information that is relevant to
treatment is respected.”
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Q104: Program uses didactic tutorial groups to teach interpersonal skills and recovery
oriented concepts.
SEEQ concept: Not clearly stated by De Leon et al. The dictionary definition of didactic is
“Adapted or tending to teach; containing rules or precepts; in the manner of a teacher.”
Likert responses:
0
1
2
3
7
2
2
5
Average: 3.620; Std Dev: 1.806

4
10

5
24

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13 (taping problems)
8
19 (“didactic”

The respondents who allocated a rating of 0 all indicated formal “stand-up” teaching was rare.
The meaning of the comments provided by one respondent who allocated a rating of 1 was
unclear. The other respondent, a resident, said they didn’t get lectured.
A resident who allocated a rating of 2 said they had some teaching sessions, but generally
there was the opportunity for feedback and discussion. Another resident, said “we do that”.
Of the respondents who allocated a rating of 3, an ex-resident said there was a balance
between approaches. A resident said it was sort of incorporated in groups, and 2 residents
indicated there was not a lot of direct teaching. An ex-resident said groups start but don’t end
that way.
The ex-resident for whom the likert rating was left blank said often a staff member would talk
about a particular subject, then individuals would talk about their experiences.
Of the respondents who allocated ratings of 4 or 5, a resident said they didn’t like the word
“didactic”. A staff member said there was a range of topic groups. Another staff member said
there were at least two formal occasions each week. Respondents from 1 TC all referred to
groups in the initial phase of treatment (“safety net”) as being didactic to provide the
information base for later stages. One staff member noted that usually those didactic groups
ended in discussion to personalise the information. A resident said interaction was important
to keep people engaged. Several respondents said that sessions usually ended with discussion.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Most respondents were unfamiliar with “didactic”.
None
Moderate. Despite the range of ratings, there was a clear indication
that there is some formal presentation of skills and concepts, but
typically such sessions also incorporated discussion, and general
group sessions were more common.
The question elicited information not gained from other questions,
but the word “didactic” was not understood.
Modify to remove “didactic”, eg. “Program includes some use of
formal instruction methods to present interpersonal skills and
recovery oriented concepts.”
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Q105: Periodic use of the whole community and retreats to develop insight and
emotional breakthrough.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
10
1
5
1
Average: 3.347; Std Dev: 1.995

4
10

5
22

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

8
2
17 (“retreats”)

All the respondents who allocated a rating of 0 indicated that their TC did not have retreats,
and did not use the whole community to address emotional issues. There was some indication
of community outings, but these were not intended to achieve emotional breakthrough.
The resident who allocated a rating of 1 said they didn’t really do that sort of thing.
Two residents who allocated a rating of 2 said their TC does have camps occasionally (once a
year) but neither had experienced one. Another resident said therapeutic approaches occurred
in group sessions, but not meetings of the whole community. Another resident described the
question as bizarre, and then referred to an annual outing involving the whole community. An
ex-resident said there was no whole community therapy “unless you have a bust”.
The staff member who allocated a rating of 3 indicated that these sort of issues were
addressed through group sessions, not on a whole community basis.
Of the respondents who allocated ratings of 4 or 5, several agreed that this happened,
particularly when there was a crisis, but gave no further information. Several referred to
camps and outings, and some referred to community discussions. Others indicated that
“retreats” were more likely to happen on a house basis (ie. not the whole community) when
there was a particular issue affecting the house. For most TCs major outings appeared to be
only occasional, such as once a year, but on the basis of responses one TC used regular
courses of adventure based learning. The physical challenges of these courses were seen by
some to be therapeutically significant. An ex-resident referred to whole community
discussions of particular issues, but said they didn’t have specific retreats.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Low. Respondents were unfamiliar with this use of “retreat” and
uncomfortable with “emotional breakthrough”.
Some overlap with previous questions on community meetings.
Across all ratings, there was clear agreement that psychological
and emotional aspects were not addressed in forums involving the
whole community. Respondents reported occasional outings
involving the whole community, and “houses” going into “retreat”
to address a major issue, but clearly therapy is typically conducted
in small group settings.
The intent of the question is unclear, and interpretation variable.
Delete. Covered to some extent by Q63.
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Q106: Counsellors more often interact informally than formally with residents.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
1
7
Average: 4.320; Std Dev: 1.133

4
8

5
32

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

17
6
4

The residents who allocated a rating of 0 or 1 said there was no or very little informal
interaction. There was no interview information for the respondent who gave a rating of 2.
The comments of 3 respondents who allocated a rating of 3 were lost due to taping problems,
and the meaning of the comments of 1 was unclear. An ex-resident said you were taught to
just interact as humans. A resident said informal interactions were more frequent because you
didn’t have a booking with all the counsellors each week. Another resident said they didn’t
spend a lot of time talking to counsellors outside the morning meeting, or one to one sessions.
The ex-resident for whom the likert rating was left blank said a lot of interactions occur on a
fairly relaxed basis.
Of the residents who allocated a rating of 4 or 5, several said there were many informal
interactions each day, but only 1 formal session a week or fortnight, but an ex-resident said
there was more time with the counsellor in the one hour of formal therapy than in the rest of
the week. A staff member had difficulty applying the terms formal and informal. An exresident also sought a definition, then said there was more counselling that was formal. Two
residents referred to staff coming for “chats”. An ex-resident said staff are approachable
anytime; a resident said the extent of informal interaction varies according to the individual
and an ex-resident said it depended on the staff. A resident said the value of the informal
interaction was that it resulted in residents being comfortable with staff, having trust in them,
which maybe made formal interactions more meaningful. An ex-resident said when caught off
your guard, “that’s when you’re real”.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Low. Respondents were uncertain of the meaning of “formal” and
“informal” interactions.
Overlaps questions 56, 60, 66 & 108.
Clearly counsellors have an informal relationship with residents,
and contact is more frequent outside of formal sessions. However,
most therapy appear to occur formally.
For this question to be of value, there needs to be greater clarity as
to what is meant by formal and informal interactions and the
purpose of these interactions (therapy or relationship building).
Modify to improve clarity, eg. “Interactions between residents and
staff in an informal context during daily activities help establish a
relationship that facilitates therapeutic interactions.”

170

Appendix 2: Defining TCs in Australia & NZ

Q107: Counsellors serve as role models for residents.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.860; Std Dev: 0.351

4
7

5
43

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

21 (simple “yes” answer; taping problems)
1
14

The high ratings allocated to this question indicate a high level of agreement with the
statement. Most respondents simply agreed without giving additional explanation, but those
comments that were provided indicate that greater emphasis was placed on the counsellors
with a history of addiction in terms of role models. In relation to staff without a history of
addiction, a resident said “…they are part of the community, but they go home at night … I
see them more in their role as counsellors … they… have to be fairly private”. Another
resident said “it is a bit hard to … open up and trust somebody that you don’t respect”.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

High
Overlaps questions 34, 35 & 37.
High. General agreement that counsellors were role models,
particularly those with a history of addiction.
At least in Australian TCs the distinction between clinical staff
and counsellors is artificial and not well accepted by respondents.
A single question about staff as role models would be sufficient,
although it is interesting that residents take more notice of staff
with a history of addiction.
Delete. Covered by question 37 as reworded.
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Q108: Much of the counsellor’s influence is exerted outside the formal counselling
situation.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
1
8
Average: 4.240; Std Dev: 1.135

4
10

5
29

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

15
7
5 (Q106)

The resident who allocated a rating of 0 simply said “no”.
The ex-resident who allocated a rating of 1 said that their experience was that most of the
counsellor’s influence came through the one to one therapy.
The meaning of the comments provided by the ex-resident who allocated a rating of 2 was
unclear.
Of the respondents who allocated a rating of 3, and who provided substantial comments, a
resident said that a lot of the counsellor’s influence was in small chats during outings and
around the TC, but a lot of influence is also exerted in the formal sessions. Another resident
said that even when informally chatting, counsellors are still functioning in their job and in
their role. A 3rd resident placed more emphasis on peer group situations. Three residents
referred to being able to talk to counsellors both formally and informally.
Of the respondents who allocated a rating of 4 or 5, three noted that most of the interaction,
and hence most of the opportunity for influence, was informal. A staff member said their
interaction with clients gave an opportunity to observe progress that was as important as
formulation of goals in formal sessions. An ex-resident said that counsellors facilitate the
community process by keeping support alive. A resident referred to the staff helping residents
express their situation in community meetings. Two residents and an ex-resident talked about
informal interactions helping them to relate to their counsellor. Six respondents placed
emphasis on role modelling, and staff as mentors outside of the formal setting. One resident
said they didn’t understand the question, but still allocated a rating of 5. A resident and an exresident referred to the spontaneity of TC interactions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate. Some respondents were uncertain about what is meant
by the “formal counselling situation.”
Substantial overlap with Q106
Moderate. There was clear agreement that interactions occur
outside of the formal counselling setting, and that influence is
exerted through these interactions, but there was some disparity in
views as to the extent of influence informal interactions have.
The value of informal interactions may lie more in supporting the
therapeutic relationship between counsellor and client.
Delete. Covered by Q106 as reworded.
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Q109: Counsellors’ function as a role model is of equal or greater importance than their
formal therapeutic capacity.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
2
4
Average: 4.420; Std Dev: 0.810

4
15

5
29

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

12
7
1

A resident who allocated a rating of 2 considered that 60% of counsellors influence would be
in therapeutic capacity, and 40% role model. There was no information from the interview of
the other respondent due to taping problems.
There was no information from the interview of one respondent who allocated a rating of 3
due to taping problems. A resident said “I don’t like these questions”, then agreed the two
aspects were of equal importance. Another resident also agreed to equal importance, and
added “you can’t be saying one thing and not doing it”. The other respondent, a resident, also
agreed the two aspects were of equal importance, as did the respondent for whom the likert
rating was left blank.
The respondents who allocated ratings of 4 or 5 acknowledged the importance of positive role
modelling by counsellors, particularly in terms of the extent to which residents related to
counsellors, and listened to their advice. A staff member said role modelling is just as
important as credentials or experience. However, some respondents said the importance of
role modelling versus therapeutic capacity depended on individual residents, and staff. A
number of respondents in this group stated that there needed to be a balance, that role
modelling was of equal importance to therapeutic capacity. One resident said the question was
difficult to answer.
Findings:
Clarity

Duplication
Degree of agreement
Comments

Recommendation

Some confusion in that respondents were asked to rate the
importance of a question asking whether one aspect was of equal
or greater importance than another.
Substantial overlap with previous question about staff as role
models.
General agreement that role modelling is equally important, but
probably not more important than, therapeutic capacity.
Respondents found it difficult to compare the importance of the
two aspects. The focus on the comparison reduced the information
gained about factors influencing the counsellor-client relationship.
Delete
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Q110: Staff counsellors meet individually with residents on a regular basis.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
3
2
4
Average: 4.320; Std Dev: 1.168

4
8

5
33

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

6 (simple “yes” responses)
8

The respondents who allocated ratings of 1, 2 or 3 came almost entirely from 2 TCs. In these
TCs, it appeared from responses, that “private therapy” only occurs in the later stages of the
program. In the early stages therapy is delivered almost entirely through group sessions,
although individual attention was given as needed, particularly for crisis intervention.
Respondents from the other TCs largely indicated that individual counselling sessions usually
occurred on a weekly basis, sometimes more frequently, sometimes less frequently if the
availability of counsellors was limited. Sessions more frequently than weekly usually
occurred at the request of residents. A number of respondents indicated that counsellors were
available and it was usually up to the residents to request sessions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
Covered to large extent by earlier question
Moderate. Residents in all TCs indicated they were able to request
time with a counsellor, In 2 TCs the emphasis in the early stages
of the program was on group therapy, with no scheduled regular
appointment with counsellors. The other TCs all appeared to
operate a system of weekly appointments.
The relative merits of scheduled versus appointments on request
would be worth exploring.
Modify to provide for flexibility of approach, eg. “Program
provides a mix of group and one to one counselling based on
individual need.”
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Q111: Staff counselling techniques sometimes include didactic instruction.
SEEQ concept: See Q104
Likert responses:
0
1
2
3
3
1
3
5
Average: 4.060; Std Dev: 1.449

4
9

5
29

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

19 (taping problems; simple “yes” or “no”)
12
3 (“didactic”)

Although only 3 respondents sought an explanation or were prompted, the nature of the
responses suggested that many did not understand the question. Some may also have been
losing concentration and starting to hurry to get the interview finished as several responses
did not seem to reflect the question asked.
A resident who allocated a rating of 0 said “I don’t know”. The other 2 respondents simply
said “no”.
The meaning of the comments provided by the resident who allocated a rating of 1 was
unclear.
The meaning of the comments provided by 2 respondents who allocated a rating of 2 was
unclear. The 3rd respondent, a resident, said “No, sometimes we just talk”.
The comments provided by the remaining respondents indicated that counsellors used a lot of
different techniques, that didactic instruction was sometimes used, but probably infrequently.
A staff member who allocated a rating of 5 said “I certainly hope not, I would not think that
was useful”.
Findings:
Clarity
Duplication
Degree of agreement
Comments

Recommendation

The nature of the comments suggested that the question was not
well understood.
Some overlap with previous question about didactic approaches.
Responses were confused, but it appears that a didactic approach is
rarely used in a counselling context.
Residents are probably not well placed to answer questions such as
this about counselling techniques. The value of identifying specific
counselling techniques (of which there are many) as essential to
the TC approach is doubtful.
Delete.
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Q112: Staff counselling techniques sometimes include personal sharing of experiences
and feelings.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
1
1
0
Average: 4.540; Std Dev: 1.014

4
11

5
36

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

17 (taping problems; minimal answers)
4
1

The resident who allocated a rating of 0 simply said “No”.
The staff member who allocated a rating of 1 said disclosure has a potential to be dangerous,
particularly if it is about someone else.
The resident who allocated a rating of 2 did not provide a clear reason.
The respondents who allocated a rating of 4 or 5 generally commented that there was some
sharing of experiences, and this was appreciated, particularly from counsellors with a personal
history of addiction. A staff member said it was important to share personal feelings and
experiences given the importance of role modelling. Another staff member said it was about
being transparent, letting people know who you are, and that this was part of what they tried
to teach people. Several commented that such sharing aided in the relationship with the
counsellor, particularly in the development of trust. One resident said that talking to someone
with a similar experience meant you felt less isolated. However, several indicated that there
was a limit to the sharing, that there needed to be boundaries and some protection of
counsellor privacy, and also a choice of time and place for such disclosure to occur. One
resident indicated that sharing of experiences was more likely to occur in the one to one
sessions, rather than group settings.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Relates to some extent to issues of role modelling, and presence of
ex-addicts amongst staff.
High. General agreement that sharing of personal experiences did
occur, but this needed to be at the discretion of staff, with
awareness of appropriate boundaries. There was also agreement
that such disclosure aided in the counsellor-client relationship, and
was particularly valued by residents when the disclosures related
to recovery from addiction.
The sharing of personal experience is clearly an element of the TC
approach, and valued by residents.
Modify to improve clarity, eg. “Staff offer personal experience as
part of the therapeutic interaction.”
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Q113: Staff counselling techniques include redirecting clients to peers.
SEEQ concept: Mutual self-help means that individuals assume responsibility for the
recovery of their peers in order to maintain their own recovery.
Likert responses:
0
1
2
3
0
0
0
3
Average: 4.740; Std Dev: 0.565

4
7

5
40

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

17
2
2
1

A resident who allocated a rating of 3 said this was extremely important; that peers could help
with a lot of things and that this peer support was encouraged. Another resident also referred
to talking to peers for help. A 3rd resident said that the support from peers was different to
getting counselling, and while residents were redirected to peers this was not necessarily in
the counselling arena.
Of the respondents who allocated a rating of 4 or 5, a resident said they were encouraged to
seek support from the community, and then take the issue back to the case worker. Several
residents said that staff would sometimes refer them to other residents who had dealt with
similar issues, or encourage them to talk about issues in group sessions. A staff member
referred to using the community to facilitate individual sessions. Similarly an ex-resident
emphasised that staff are facilitators, and that people were urged to get around the
community. One staff member said it was important that residents get a lot of their needs met
in peer relationships as opposed to developing dependent relationships with their therapist.
Another staff member referred to the development of negotiation skills as a result of dealing
with enquiries from other residents. Several respondents referred more to issues of conflict
resolution, with TC processes encouraging resolution as much as possible in the community
before being taken to staff. There was some indication of boundaries to the issues that staff
referred back to the community – one resident referred to very personal issues being dealt
with by staff.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good (but some confusion about the meaning of “redirected”)
Some overlap with previous questions about peer feedback
High agreement that residents were encouraged to talk to their
peers, and for as many issues as possible to be resolved in the
community. In the context of counselling there is clearly
considerable referral to the community, through peer support and
group therapy processes, but some discretion about what issues are
discussed outside the counselling context.
Some additional information elicited but the emphasis placed on
peer feedback and support by previous questions is probably
sufficient.
Delete. Covered by previous questions.
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Q114: Family issues are included in the treatment plan.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
4
Average: 4.740; Std Dev: 0.600

4
5

5
41

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

21 (Simple “yes” answers; taping problems)
4
1

Of the respondents who allocated a rating of 3, a staff member simply said “yes”, while a
resident added “if required”. An ex-resident indicated that the first part of the program
focused on basic recovery, while more emotional issues such as those associated with family,
were addressed later in the program. A resident said that if there are those issues they should
be dealt with and this was encouraged.
The respondents who allocated a rating of 4 or 5 gave similar comments. Several respondents
referred to family issues being important because often these were a contributing factor to
drug use. In this regard it appeared that family issues were identified in the early stages of
treatment, but otherwise, as indicated by a staff member, these were an important orientation
for the latter part of treatment. Several residents referred to there being opportunities for
family issues to be discussed in group sessions, but it would seem that such issues were more
commonly addressed in one to one sessions. Several referred to family members going to the
TC for counselling, and respondents from one TC indicated the use of a specialist family
counsellor. Others indicated that family issues might encompass looking at the impact of the
family background, accepting not seeing their family again, or trying to achieve a
reconciliation. Either way residents needed to learn to cope with these issues.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
High. General agreement that family issues were addressed,
initially by identifying these as a possible factor in drug use, but
subsequently in more detail, including family counselling where
this was acceptable to all parties and appropriate.
This question elicited some additional information.
Modify to add detail and incorporate Q115, eg. “Program
identifies and subsequently addresses family issues, with family
members and significant others being engaged in a positive way,
where possible.”
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Q115: Where appropriate, the family is utilised as a therapeutic or behaviour
management agent.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
4
2
0
6
Average: 3.958; Std Dev: 1.557

4
10

5
26

Blank
2

Missing
2

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

10
4
10
1

(“behaviour management”)

One resident who allocated a rating of 0 said they didn’t think this occurred. Another resident,
when told the question meant bringing the family in for counselling, said this did not happen.
A 3rd resident referred to families being able to visit at the request of the resident, although
there was no pressure for this to occur. This respondent also noted that in some cases
residents were better off not spending time with their family. A 4th resident said they had
never known the family to be used in this way.
A staff member who allocated a rating of 1 (from the same TC as 2 residents who allocated
ratings of 0) said they did not bring families in for counselling. Another staff member (also
from the same TC) said they have consultation with families who were prepared to turn up at
parents and friends meetings once a month, and some advice was offered to these families,
but there was not a strong systematic approach to use of family as a management tool.
An ex-resident who allocated a rating of 3 said there was therapeutic value in having contact
with family, there might be outings with family later in treatment, and family members might
visit but generally there was not family counselling. A resident from the TC also said there
was no family counselling, but issues raised by contact with family were subsequently
addressed. One resident referred to family involvement in counselling happening where
appropriate, but not a lot. Another resident said it was stressed that residents needed to be on
top of things first before having contact with family. One resident simply said “yes” and a
staff member said the key word was “appropriate”.
Of the respondents who allocated ratings of 4 or 5, a resident said that where appropriate
residents could have bookings with their parents or partners. Another resident said they had
seen it happen, and a staff member said they supported contact with the family in the second
part of the program, if the family was not too destructive. Another resident referred to
working through issues with family contacts and visits. A staff member said whenever both
sides are in agreement, to work with mutually agreed goals. Another staff member said it was
important to resolve or find peace with some family issues as this was an integral part of
getting better. A 3rd staff member referred to the monthly family and supporters group being
provided with an explanation of the TC approach and trying to get residents to talk to their
family. This respondent said that family involvement was really what kept people in the TC,
and there was a need to assist in repairing the damage to families. Other respondents also
referred to the need to re-build relationships, or to prepare for moving back home.
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Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Most were confused by and several specifically rejected the
term “behaviour management agent”.
Some overlap with Q114.
Despite the disparity of ratings, there was an indication that
contact with families was encouraged where appropriate, and some
information might be given to families, but family counselling per
se appears to occur only occasionally and only if all parties are
willing.
The intent of the question is unclear.
Delete. Covered by Q114.
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Q116: The program is designed as 3 main stages, orientation/induction, primary
treatment, and reentry, with sub-phases in each stage.
SEEQ concept: Program stages are prescribed points of expected change.
Likert responses:
0
1
2
3
0
0
0
3
Average: 4.860; Std Dev: 0.495

4
1

5
46

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:

22 (simple “yes” answers; taping problems)

The high ratings allocated to this question indicate a high level of agreement with the
statement. All respondents indicated a clear understanding of the stages in place in their TC.
Respondents did not consistently identify clear sub-phases suggesting that these may not be
defined in Australian TCs but all identified 3 or 4 stages to treatment. In all cases the first
stage was orientation and induction, the second stage was primary treatment. There was some
variability from there, with some TCs having a transition phase as the latter part of stage 2,
followed by re-entry as stage 3. In other TCs it was simply induction, treatment and re-entry
as the 3 stages. Others separated the transition phase from treatment, as an extended treatment
approach, with re-entry or integration as a 4th stage.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Good
None
High. All TCs appear to have a 3 or 4 stage system with various
terms used, but following the principles of (1) assessment and
settling in the TC, (2) treatment, (3) extended treatment or
transition, and (4) re-entry (which may entail moving to a halfway
house). Some respondents indicated the existence of sub-phases,
but it appears that these are not as clear-cut.
The specification of the number of stages is not particularly
helpful. It would seem more relevant to simply identify that there
are stages following the principles above.
Modify to increase generalisation, eg. “Program has distinct stages
generally reflecting a focus on assessment/orientation, treatment,
extended treatment or transition, and re-entry, respectively.”
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Q117: There are phase specific goals that residents are expected to meet.
SEEQ concept: Program stages define concrete points of goal attainment based upon explicit
community expectations.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.860; Std Dev: 0.351

4
7

5
43

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

15 (simple “yes” answers’; taping problems]
4
1
5

The high ratings allocated to this question indicate substantial agreement with the statement.
This was supported by the comments of respondents which generally referred to goals being
defined in the treatment planning process, and with the extent of achievement of those goals
discussed as part of the process of assessing applications to move to the next level of the
program. One resident summarised the phase specific goals as being expected by the end of
orientation/induction to know all the rules and not act in an anti-social manner, by the end of
stage two to be functional, and able to emotionally support people, and by the end of stage
three able to cope with the outside world. Other respondents made similar questions, but none
put it quite so concisely. One resident preferred the word “encouraged” in place of “expected”
but nonetheless indicated that if the goals were not met, a resident could be held back from
progressing to the next level.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with question 71.
High. General agreement that in all TCs, as part of treatment
planning processes, goals are set for each level, and achievement
of these goals is assessed as part of the process of considering
applications to move between levels.
There was some unique information elicited by this question.
Modify to include a sense of the process, eg. “Treatment plans
identify goals for each stage, and achievement of these goals is
assessed when considering applications to move between stages.”
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Q118: There is a programmatic or planned sequence of increasing responsibility for
residents as clinical goals are met.
SEEQ concept: The end points of each stage are well marked in terms of expected
behaviours and attitudes.
Likert responses:
0
1
2
3
2
0
0
1
Average: 4.600; Std Dev: 1.050

4
8

5
39

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

18 (simple “yes” answers’; taping problems)
2
1
11

The resident who allocated a rating of 0 sought an explanation of the question. When told by
the interviewer that it meant there was a “planned sequence of increasing responsibility”, they
replied “no”. A staff member from the same TC who also allocated a rating of 0 said there
was a definite programmatic and planned sequence of increasing responsibility, but this was
not based on achieving clinical goals.
The meaning of the comments provided by the ex-resident who allocated a rating of 3 was not
clear.
The majority of respondents who allocated ratings of 4 or 5 simply agreed with the statement,
and referred back to previous questions.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderately high
Substantial overlap with questions 42, 43, 89 & 90.
High. Clear agreement that responsibility increased with
progression through the program. While the general type of
responsibility may have been planned, there was not a clear sense
of specific tasks or responsibilities being scheduled. Rather it is
more a matter of consideration as part of individual treatment
plans.
This question is too similar to earlier questions and did not elicit
any additional information.
Delete. Covered by Q43 as reworded.
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Q119: The goals of orientation/induction centre upon assimilating the resident into the
community.
SEEQ concept: No additional information from De Leon et al.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.840; Std Dev: 0.422

4
6

5
43

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

11 (taping problems)
2
2

The resident who allocated a rating of 3 said this wasn’t their experience. They referred to the
orientation/induction phase as leading up to treatment, that new residents were “thrown” into
the house, but didn’t see assimilation as being a goal.
The majority of the respondents who allocated ratings of 4 or 5 referred to the “buddy
system” and provision of written and verbal information about the TC as being the processes
of induction. The aspects of being welcomed to the community, and being provided with
gentle support, and the absence of consequences during the first few weeks of treatment were
identified by a number of respondents as occurring during this initial phase. Respondents
identified as important that residents begin to feel safe and a part of the community, while the
community also gets the feel for them, and both form a view as to the appropriateness of TC
treatment for that individual. Issues of behaviour were also identified by some respondents,
and whether the new resident would accept and comply with the rules and guidelines of the
TC. The words “settling in” and “feeling comfortable” were used more frequently than
“assimilation”.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Responses overlapped previous questions about orientation
processes.
High. General agreement that the focus of orientation was settling
the person in and making them feel comfortable with the TC.
There was also a sense of checking that the TC approach was
appropriate to the individual, both from their perspective and the
community’s.
Respondents tended to focus on the processes of
orientation/induction rather than the goal. Assimilation may not be
the right word – it would seem that the goals relate more to
awareness of the rules and procedures of the TC, acceptance of
these, and commitment to the treatment program.
Modify to generalise and change “assimilating”, eg. “In general,
by the end of assessment/orientation, residents are aware of the
rules and procedures of the TC, are feeling comfortable as a
member of the TC, and have committed themselves to the
treatment program.”
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Q120: There is a psychosocial evaluation for the individual at the time of entry into the
program.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
2
1
Average: 4.620; Std Dev: 0.967

4
6

5
40

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

9 (taping problems)
4
6 (“psychosocial evaluation”)

The staff member who allocated a rating of 0 said there was a basic assessment process but
did not consider it a full psychosocial evaluation. They said they were still looking for an
appropriate tool for this.
A resident who allocated a rating of 2 said there was an assessment but not encompassing
mental and emotional issues. A staff member said there was an assessment prior to entry, and
later in the program, implying that there was not an assessment at the time of entry.
The resident who allocated a rating of 3 referred to their experience of a telephone assessment
prior to entry, and a further assessment on entry.
The ex-resident for whom the rating was left blank referred to being assessed by a staff
member from the TC while in detox, prior to entry to the TC. This assessment included
questions about their drug and alcohol use.
Respondents who allocated ratings of 4 or 5 generally agreed that there was some sort of
assessment on admission, usually with a case worker. A staff member indicated that this was
more detailed than occurred in a pre-admission interview, and included background material
and drug history. Residents tended to be uncertain as to the meaning of “psychosocial
evaluation” and whether this meant the assessment undertaken on admission. Several
respondents referred to assessments by a psychologist and a psychiatrist. On the basis of
responses, it would appear that some TCs rely on pre-entry assessments, sometimes done by
other organisations, and did not have any detailed assessments on entry to the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Poor. Residents in particular were uncertain about the meaning of
“psychosocial”.
None
Clearly assessments are undertaken, including background issues
and drug use history, either prior to or on entry to the TC. Whether
these assessments comprise a “psychosocial evaluation” is unclear.
The terminology is confusing. The question did elicit some
additional information and hence is worth retaining.
Modify to improve clarity, eg. “Individual assessments are
undertaken, including background issues, drug use history,
physical and mental health, either prior to or on entry to the TC.”
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Q121: An individualised treatment plan is developed following the initial evaluation and
then revised periodically throughout treatment.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
0
Average: 4.860; Std Dev: 0.495

4
4

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

13 (minimal answers; taping problems)
3
1
8

The ex-resident who allocated a rating of 2 had no clear memory of this happening, but
referred to a process of developing an individual training plan after committing to treatment,
some time after entry.
The majority of respondents allocated ratings of 4 or 5 and agreed that an initial treatment
plan was developed shortly after entry and regularly revised, usually as part of assessments
for progression to the next level. Reviews may also occur if there was little progress evident.
One staff member noted that reviews were important as additional issues frequently emerged
during treatment.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
Overlaps with questions 20 & 32.
High. General agreement that individual treatment plans were
developed shortly after entry, and revised or at least reviewed
regularly during treatment.
This question did not elicit new information.
Delete. Covered by Q20.
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Q122: There is an initial period in which new clients are assigned to senior residents or
staff for introduction to the program and initial support.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
0
Average: 4.840; Std Dev: 0.510

4
5

5
44

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

13 (simple “yes” answer’ taping problems)
3
10

The comments of the staff member who allocated a rating of 2 were not fully recorded but
included a comment that new clients were assigned a level 1 resident (ie. not a senior
resident) because they are considered to be more in touch with what it feels like being new.
They also noted that new clients also had their therapist for initial support.
The majority of respondents allocated ratings of 4 or 5 and referred to the “buddy system”,
usually without any clarifying information. On the basis of responses it appears that all TCs
have a buddy system, but with some variability in the duration of the buddy arrangement and
the seniority of the buddy. A staff member from 1 TC said that new clients were assigned to a
roommate who was either in the later part of the 1st program, or the 2nd program, and hence
much more senior and more stable than the new client. Another staff member from the same
TC said new residents were usually paired with an older resident, and staff were available for
added support. Respondents from the 2nd TC said their buddy system lasted for the duration of
the TC stay, not just for the initial period, but the seniority of the buddy was unclear. Buddies
at the 3rd TC were again level 1, not senior residents, but it was noted that the senior resident
in the house was available in the event of problems or questions, with a staff buddy system for
further support. At this TC the buddy system was in place for the first 48 hours. The 4th TC
similarly assigned peers as buddies, but also assigned sponsors, who were more senior.
Respondents from the 5th TC did not provide detailed information but referred to a personal
carer program. Respondents from the remaining 2 TCs also referred to a buddy system and
assigned counsellors without providing detail of the system of introduction and support.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

High
Substantial overlap with Q44
All TCs clearly have a system of assigned “buddies” to support
new residents, but there was some variability as to the seniority of
these “buddies” and additional support mechanisms for issues not
able to be handled by the buddies.
The question did elicit some information that was additional to
that gained from Q44 which focused specifically on the provision
of support by residents.
Retain without change.
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Q123: A major goal of the primary treatment stage is psychological growth.
SEEQ concept: The objective of primary treatment is to address the broad social and
psychological goals of the TC.
Likert responses:
0
1
2
3
1
0
0
0
Average: 4.760; Std Dev: 0.771

4
7

5
42

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

23 (minimal response; taping problems)
5
10 (“primary treatment” “psychological growth”)

The resident who allocated a rating of 0 said the primary treatment was more the physical
grounding, creating a safe place to start from. However, like a lot of respondents they seemed
to be interpreting “primary treatment” as meaning the first stage of treatment. In other
interviews the interviewer corrected this confusion and respondents then changed their
responses. However, even once it was clarified which phase of treatment was being referred
to, responses were confused. This largely seemed to reflect what was meant by psychological
growth. A staff member talked about this being effected through individual counselling, and
the development and management of goals, with a particular focus on dealing with feelings. A
resident referred to the 2nd stage of treatment going more into the reasoning behind reactions –
anger, deprivation etc. An ex-resident, after clarification of the question, said this phase of
treatment addressed changing behaviours and changing your thought processes. A staff
member said it was the stage in which residents used many of the general skills learnt in the
earlier (more didactic) phase of treatment, with quite intense split group or focus group
sessions. One staff member said “psychological growth is such a broad thing…”
Findings:
Clarity

Duplication
Degree of agreement

Comments
Recommendation

Poor. Respondents were confused by the term “primary treatment”
and how this related to their terminology of treatment stages, and
were uncertain of the meaning of “psychological growth”.
Minimal
There was an indication that the second stage of TC programs,
which equate to the phase termed “primary treatment”, was the
stage in which more in-depth treatment was commenced. The
confusion of terminology did not help, but respondents did not
seem comfortable with referring to psychological growth as a
major goal of this stage.
As worded this question did not elicit useful information.
Modify to indicate general aim of primary treatment, consistent
with Q119, eg. “In general, by the end of the main treatment stage,
residents have gained some understanding of the issues underlying
their drug use, are able to emotionally support other residents, and
are not behaving in an anti-social manner.”
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Q124: A main goal of the primary treatment stage is building a sense of ownership or
belonging in the community.
SEEQ concept: A fundamental premise of the TC approach is that individuals change IF they
fully participate in all the roles and activities of community life.
Likert responses:
0
1
2
3
1
0
2
2
Average: 4.540; Std Dev: 0.994

4
8

5
37

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

13 (minimal answers)
4
1 (“main goal”)

The staff member who allocated a rating of 0 indicated that building a sense of ownership
and/or belonging should occur at an earlier stage and not wait until the primary treatment
stage.
A resident who allocated a rating of 2 questioned this as a “main goal” and again said that the
building of ownership and belonging started earlier and was a goal for the whole program.
Similarly an ex-resident said the ownership or belonging was part of the induction and
orientation phase, and should be passed by the time primary treatment was reached.
An ex-resident who allocated a rating of 3 said that happened earlier on. A staff member said
it was hugely important without giving a clear reason for the lower rating.
Of those who allocated ratings of 4 or 5, a resident identified participating in groups and the
program as providing the sense of belonging and ownership. Another resident indicated it
happened, but was unable to say how. A staff member identified the fact that the residents
themselves ran the community (under staff guidance) and the relationships developed in the
houses as contributing to ownership and belonging. Several residents attributed ownership
and belonging to the responsibilities allocated to residents. Others identified the need to
commit to the process. Several again identified the sense of ownership and belonging as
happening before the primary treatment phase, but nonetheless considered it sufficiently
important to allocate a high rating.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Overlap with questions 23-25, 65 & 119.
General agreement as to the importance of a sense of belonging
(more than ownership) but a clear sense that building the sense of
belonging and ownership commenced well before the primary
treatment phase. Certainly the responsibilities and activities of the
primary treatment phase were seen as enhancing ownership and
belonging but this was not necessarily seen as a main goal of the
primary treatment phase.
The importance of a sense of belonging, and approaches to
encourage this, are covered by other questions.
Delete.
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Q125: A main goal of the primary treatment stage is reinforcing abstinence from drugs.
SEEQ concept: Stabilised recovery requires tolerance for cravings.
Likert responses:
0
1
2
3
1
0
1
3
Average: 4.571; Std Dev: 0.957

4
7

5
37

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

17 (taping problems; minimal responses)
2
1

The resident who allocated a rating of 0 didn’t think this was a goal, and gave a view that it
would be possible to drink after leaving the program.
The comments of the 3 respondents who allocated a rating of 3 were not fully recorded.
The staff member and ex-resident for whom the likert ratings were left blank referred to
treatment being more about the reasons why people had been using drugs and relapse
prevention strategies.
The respondents who allocated ratings of 4 or 5 generally acknowledged that their program
required total abstinence. Several referred this being reinforced by the meetings, group
discussions, and support from peers and counsellors, but it was also noted that this was not
specific to the primary treatment stage. Several also referred to specific relapse prevention
programs occurring in the latter stages of primary treatment. One resident also referred to NA
and AA being more enforced at this stage. There was an indication from the comments of
several respondents that the focus was not on abstinence per se, but the issues underlying drug
use, that the main goal was the emotional issues, and what strategies to follow if faced with
the possibility of drug use. One resident also noted that the program was realistic and
acknowledged that abstinence might not always be maintained, and therefore also looked at
how to use supports when drug use had occurred. Similarly a staff member noted that
abstinence was the ultimate goal, but harm reduction was also addressed.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with previous questions about abstinence as a
principle of TCs
General agreement that abstinence was important, and that TCs
were abstinence based programs. It was indicated that the
emphasis was on understanding and managing the issues
underlying drug use, with increased attention given to relapse
prevention in the latter stages of treatment.
Question did not elicit new information.
Delete. Covered by Q123 as reworded.
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Q126: Program encompasses clients developing a realistic view of their capabilities and
prospects.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.720; Std Dev: 0.497

4
12

5
37

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

10 (taping problems; minimal responses)
3
2 (“encompasses”)
1

The high ratings allocated to this question indicate a high level of agreement. The comments
provided by respondents give an indication of the balance that needs to be achieved in TC
programs between providing positive support and encouragement, and restoring self-esteem,
but at the same time ensuring that residents do not set themselves up for failure through
unrealistic goals and expectations. A staff member commented that it is important to work
with clients on developing a realistic outlook, rather than the role of denial and fantasy that
they are used to. A resident similarly commented that residents views of themselves can be
pretty warped. Many respondents referred to processes of goal setting as part of the TC
program, usually with an emphasis on small achievable goals, and with group discussion
addressing the feasibility of the goals. Aspects of self-awareness, accepting themselves, not
trying to be something that they are not, showing that they have strengths, capabilities and
prospects, removing the obstacles, but at the same time being aware of boundaries, were all
identified by respondents as components of this.
Findings:
Clarity
Duplication
Degree of agreement

Comments

Recommendation

Moderate – the meaning of the question did not appear to be
quickly recognised by respondents.
Minimal
General agreement of the importance of a process of goal setting
that reflected an awareness of strengths and capabilities, but at
the same time incorporated boundaries of what was achievable.
The question does not have the tone of needing to achieve a
balance between positive affirmation and reality that came
through from responses.
Modify to emphasise the need for balance between restoring selfesteem, building confidence, and protecting against overconfidence, eg. “Program includes a process of setting individual
goals that provides positive affirmation of strengths and
capabilities but also acknowledges boundaries to what is
achievable.”
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Q127: Program involves adhering to rules and accepting behavioural disciplinary
contracts.
SEEQ concept: Disciplinary sanctions, security and surveillance maintain the physical and
psychological safety of the environment and ensure that resident life is orderly and
productive.
Likert responses:
0
1
2
3
0
0
1
1
Average: 4.840; Std Dev: 0.548

4
3

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

17 (minimal responses)
1
11

The resident who allocated a rating of 2 said “it’s basically the rules and guidelines the whole
way through”. The reason for the low rating was unclear.
The ex-resident who allocated a rating of 3 referred to the cardinal rules, and said they didn’t
subscribe to written contracts, that it was just word of mouth.
The respondents who allocated ratings of 4 or 5 referred to the need to adhere to rules and
guidelines, and the use of disciplinary contracts for persistent breaches of rules. Residents
who did not accept the consequences of breaching the rules would ultimately be asked to
leave. It was indicated that all residents were made aware of the rules, and consequences of
breaches, on entry to the TC. Several respondents referred to being asked to sign an
agreement to abide by these arrangements.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

High
Substantial overlap with earlier questions about rules and
guidelines, and consequences of breaches.
General agreement that residents were expected to adhere to rules
and guidelines, and to accept consequences of breaches.
Question did not elicit any new information.
Delete.
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Q128: Program involves increasing privileges and more responsible job functions.
SEEQ concept: See Q42
Likert responses:
0
1
2
3
0
0
2
0
Average: 4.796; Std Dev: 0.645

4
4

5
43

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

15 (minimal responses)
6
18

The ex-resident who allocated a rating of 2 agreed there were increasing responsibilities, but
placed less emphasis on privileges. The meaning of the comments provided by the resident
who allocated a rating of 2 was unclear.
The staff member for whom the likert rating was left blank expressed a dislike for the word
“privileges” and expressed concern about the level of responsibility given to relatively new
residents. The other respondent for whom the likert rating was left blank simply agreed that
there were increasing responsibilities.
The respondents who allocated ratings of 4 or 5 generally agreed that this was the case and
referred back to previous responses for the detail.
Findings:
Clarity
Duplication
Degree of agreement
Comments
Recommendation

High
Substantial overlap with earlier questions.
General agreement that there was increasing responsibility and, to
some extent, increasing privileges.
Question did not elicit any new information.
Delete.
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Q129: Program involves developing a commitment to the shared values and goals of the
community.
SEEQ concept: See Q12
Likert responses:
0
1
2
3
0
0
0
1
Average: 4.900; Std Dev: 0.364

4
3

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

16
6
14

The responses to this question were limited, with comments indicating definite signs of
interview fatigue. Many simply identified having discussed this aspect several times
previously in the interview.
Those who provided comments placed importance on the sense of community, the shared
values and goals as the basis of “norms” for rules and guidelines, and the commitment to
support and act appropriately with each other. The sense of living within and participating in
the community was seen as important to recovery. Several commented that recovery did not
occur without commitment to the community and its values.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Substantial overlap with a number of earlier questions
Strong agreement that this question duplicated a number of earlier
questions! However, there was also agreement that a commitment
to the community and its values was important to recovery, and
was the basis of the TC approach.
This question did not elicit any information that was additional to
that obtained through earlier questions.
Delete

194

Appendix 2: Defining TCs in Australia & NZ

Q130: Program includes focus on clients becoming more employable.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
2
1
5
5
Average: 4.100; Std Dev: 1.403

4
6

5
31

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

8
3
1
1

A resident who allocated a rating of 0 said “not much in phase 1”. Another resident said this
wasn’t a focus of the program.
An ex-resident who allocated a rating of 1 said this was of very little importance.
A resident who allocated a rating of 2 said that jobs come in somewhere down the line, but
was not a focus of the TC program. A staff member said the first focus was recovery, which
would increase employability in the long run. A resident said there was not enough focus on
employment, partly because of resources. Another resident said employability was of some
importance, but this was not the reason for being in a TC. Another resident said that the
program was more about gaining skills to help you on that path.
The comments of those who allocated a rating of 3 were similar. A resident said
employability was not pushed. An ex-resident said “as we become more healthy as
individuals perhaps we will become more employable”. A staff member referred to the TC
supporting development of a work ethic, but said employability was not a major focus. A
resident said “a little bit, not much”. Another resident said there was some attention to
employment towards the end of the program.
The respondents who allocated ratings of 4 or 5 identified the development of a work ethic,
the job skills gained whilst in the TC, and some attention to aspects such as preparation of
resumes and identification of individual skills as factors contributing to increased
employability. However, several said that employability was not a focus of the TC program.
Respondents from 2 TCs were something of an exception and it would appear that these TCs
had a greater focus on the development of vocational skills, including maths, English and
computer skills.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with earlier questions about vocational skills
Moderate. Most respondents indicated that employability was not
a focus of the TC programs – the emphasis was on recovery first.
However 2 TCs appear to have a stronger vocational element.
The responses elicited by the question were similar to those
elicited by earlier questions about vocational training.
Delete.
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Q131: Program encompasses the development of autonomous decision making skills.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
2
Average: 4.660; Std Dev: 0.557

4
13

5
35

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

10
2
10 (“autonomous”)

An ex-resident who allocated a rating of 3 said this occurred through residents being allowed
to plan their own outings etc. A resident considered it of moderate importance because it was
still about getting feedback from the community.
The respondents who allocated ratings of 4 or 5 referred to the various responsibilities
assigned to residents requiring decisions, as well as topic groups in decision making and
problem solving. An ex-resident referred to teaching about asserting your needs and
expressing your feelings also being about coming to decisions. Several respondents were
uncomfortable with the word “autonomous” noting that decision making is sometimes
assisted by others, although it was also noted that it was important to become self-reliant.
Two staff members referred to the importance of learning to ask for help. Respondents
preferred “independent” to “autonomous”. Several also commented that from the beginning of
the program, residents were encouraged to think for themselves
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Moderate. There was uncertainty as to the meaning of
“autonomous” and a preference for “independent”.
Overlaps Q84.
High. General agreement that TCs placed emphasis on
encouraging residents to think for themselves, and to develop
decision-making skills through specific topic groups and through
assigned responsibilities within the TC. It was also noted that an
important part of decision-making was learning to seek help.
This question elicited a slightly different perspective from
responses but the aspect of decision-making is covered by Q84.
Delete.
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Q132: The main goal of re-entry is the preparation for and transition to life outside the
TC.
SEEQ concept: Re-entry aims to facilitate the individual’s separation from the residential
community and to complete their successful transition to the larger society.
Likert responses:
0
1
2
3
0
1
0
0
Average: 4.860; Std Dev: 0.606

4
3

5
46

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:

9
1

The resident who allocated a rating of 1 said “I have to leave this group now and that’s just
starting up and it doesn’t deal with a lot of that…”
However, the majority of respondents allocated ratings of 4 or 5. The ratings were supported
by comments about the program providing a process that gradually increased exposure to the
larger society. This entailed increasing the attention given to financial issues, relapse
prevention, and consideration of work and living arrangements. In addition during re-entry the
number of outings was increased, overnight stays were undertaken usually at a halfway house,
and an exit plan developed. Several respondents referred to the possibility of continuing to
live in the TC, but working outside, then moving to also live outside but still return to the TC
for support. It was indicated that the emphasis was on getting people ready and getting them
connected to the services needed outside the TC. Two staff members commented that the
whole program was about returning to society and should be started from the beginning.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with earlier questions about program stages.
High. General agreement that the re-entry phase increased contact
with the wider community, increased independence, and focused
on a process of planning and gradual movement into the external
community.
The question elicited some additional insight into how the aspects
come together for re-entry.
Modify to provide a general sense of the goals of re-entry,
consistent with Q117, eg. “In general the re-entry stage provides
increased contact with the wider community, gives residents
increased independence, and focuses on preparing residents to
cope with the outside world, including developing supportive
friendship networks and, where appropriate, re-establishing
communication with their immediate families.”
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Q133: A major goal of re-entry in a TC is encouraging a sense of individuality or
selfhood.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
1
3
Average: 4.673; Std Dev: 0.689

4
7

5
38

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

12
5
1
3

A staff member for whom the likert rating was left blank was reluctant to respond to questions
about major and main goals, and to differentiate between individuality and independence.
They said the TC encouraged a sense of individuality from the beginning, not just at re-entry.
The ex-resident who allocated a rating of 2 similarly disagreed with this being a major goal
for re-entry. They said the major goals of re-entry were about developing good support
systems and being self-reliant.
An ex-resident who allocated a rating of 3, said this wasn’t stressed. A resident said they were
encouraged to be themselves, but were also encouraged to think of themselves as part of a
group. Another resident talked about individuals being able to choose and plan their own
outings.
Several of the respondents who allocated ratings of 4 or 5 agreed that a sense of individuality
or selfhood was important, but several questioned this as a major goal of re-entry, indicating
that it was encouraged throughout the program. An ex-resident said you don’t really go to the
re-entry stage until you have a sense of who you are. However, several respondents referred to
the re-entry stage allowing a degree of relaxation, of having more freedom to be who you are.
One ex-resident referred to it as “living your way into the outside world”. A staff member
said the main focus was the network of support, that while a sense of self-hood and
individuality was a goal, it was also about friendships.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
Despite the mixed ratings, respondents were generally in
agreement that a sense of individuality and selfhood was
developed throughout the program, and not specifically a major
goal of re-entry. The focus of re-entry was seen more as
establishing support networks and becoming self-reliant.
The intent of this question is very unclear.
Delete.

198

Appendix 2: Defining TCs in Australia & NZ

Q134: A main goal of re-entry is the development of a network of positive support
systems.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
1
0
0
0
Average: 4.820; Std Dev: 0.748

4
4

5
45

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

7
1
5

The staff member who allocated a rating of 0 said it was too late to establish support networks
in re-entry – they should already be in place, with re-entry demonstrating the use of these
networks.
The high ratings allocated by the remaining respondents indicates a high level of agreement
with this statement, although several others also referred to the support networks being
discussed earlier in the program. The mechanisms referred to for developing support networks
included contacts and outings with families, friends and ex-residents as well as attendance at
NA meetings and overnight stays at a halfway house. Several indicated that the development
of a support network was encouraged, first inside the TC and subsequently in the general
community. One resident said that outings were not allowed until residents had begun to work
on support. Others referred to being encouraged to pursue personal hobbies and to be socially
active in the community in that way.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
Minimal
High. General agreement that the establishment of a support
network was encouraged, with this being commenced early in the
treatment program with utilisation and development occurring in
the re-entry phase.
The concept of a support network was well accepted, but not
necessarily limited to re-entry phase.
Delete. Covered by Q132 as reworded.
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Q135: The re-entry program involves increased individual decision making.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
0
0
0
0
Average: 4.837; Std Dev: 0.373

4
8

5
41

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Referred to previous responses:

13 (minimal responses)
1
3

The high ratings allocated to this question indicate a high degree of agreement. In comments
respondents referred to getting more responsibility and more independence. One aspect noted
was again having control of their own money and having to make decisions on how to spend
it. Another aspect was organising outings and dealing with whatever came up during outings.
The re-entry phase was also identified as a time of quite major personal decisions regarding
where they were going to live, whether they were going to return to an existing relationship or
the family home, what their source of income would be, possible employment etc. Several
respondents noted that re-entry was about people making decisions for themselves, as they
would have to once they left the TC, although it was noted that they were encouraged to use
the support of peers and staff to help reflect on their decisions. One resident commented that
staff were very active in asking what had been done, and offering ways and ideas, but clearly
leaving the actual decisions to the individual residents. One staff member noted that decision
making skills should be developed throughout the program, but it would seem that re-entry is
the time when these skills are really being put into practice.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Substantial overlap with questions 131 & 132.
High. General agreement that the greater freedom and
responsibility of re-entry phase, as well as the requirement to plan
for life after the TC, required considerable individual decisionmaking.
Many of the comments were elicited by earlier questions.
Delete. Covered by Q132 as reworded.
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Q136: The re-entry program utilises “live out” or “working out” status.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
3
0
0
3
Average: 4.520; Std Dev: 1.266

4
3

5
41

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:
Referred to previous responses:

9
3
9
1

An ex-resident who allocated a rating of 0 said, apart from overnight stays as an outing,
people did not leave the community to work or live out. A staff member said people did live
in and work out and cited a case of this occurring for a couple of months, albeit while the
resident was waiting for transitional housing to become available. The reason for the low
rating was unclear. The 3rd respondent sought an explanation of the question, then said “no”.
A resident who allocated a rating of 3 questioned the meaning of “live in work out” status,
then referred to halfway house arrangements, and was unsure about the possibility of
“working out”. A staff member said people were able to spend a number of nights outside the
TC when in the transition phase, but “live out” and “working out” status were not embraced at
this point. Another staff member said this was possible at the halfway house but not the main
facility.
Respondents who allocated ratings of 4 or 5 referred mainly to outings with overnight stays,
with “working out” becoming possible from halfway house arrangements. Several
respondents noted that halfway houses were facilities for “living out” but returning to the TC
for the day program. The varying terminology made responses somewhat confusing, but it did
appear that at least one TC had arrangements for clients to live and/or work outside the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Low. Respondents appeared unfamiliar with the terminology.
None
Responses were somewhat confused, but it appears that in general
TCs in Australia do not use “live out” or “work out” arrangements,
other than the arrangements offered by halfway houses. Such
arrangements may occur but would seem to be exceptions
reflecting individual circumstance.
The question elicited some additional information, but this would
not appear to be an essential element of TCs in Australia.
Delete.
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Q137: The re-entry program involves monitored or supervised work, training or
education outside of agency facility.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
5
3
2
5
Average: 3.820; Std Dev: 1.734

4
6

5
29

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

9
1
3

Two residents who allocated a rating of 0 said they did not know of this happening. Two
residents said there was some volunteer work, but not formal training. A staff member said
“no”.
An ex-resident who allocated a rating of 1 said education was encouraged, but considered this
of very little importance. A resident said it was not important in their TC. Another ex-resident
said it was not really the case (all 3 of these respondents were from the same TC).
Both ex-residents who allocated a rating of 2 said such activities were not monitored or
supervised, but they did talk about them on their return to the TC, and participation was
encouraged.
The meaning of comments provided by a resident who allocated a rating of 3 was unclear. A
resident said you were encouraged to work after a certain amount of time but this was not a
major focus. Another resident said it was not supervised and there was not a lot of emphasis
on monitoring – it was up to residents to give feedback on what they were doing. A 3rd
resident said it depended on the individual. A 4th resident simply said “yes”.
The respondents who allocated ratings of 4 or 5 said it was only after a period of time that
people would give back to the community by working in a volunteer capacity, but the initial
focus was recovery without additional stress. It was indicated that people in halfway houses
were expected to pursue personal development plans such as looking for a job, working or
heading towards study, particularly in the latter stages of the period in a halfway house. Again
these respondents emphasised that activities were not specifically monitored or supervised,
but would be discussed with staff and peers. One resident said full-time study was not allowed
because it took the focus off being able to support the community.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

High
Some overlap with earlier questions about vocational training.
High. General agreement that there was not a program of
monitored work, training or education. Residents in halfway
houses were expected to pursue a program of personal
development, particularly in the latter stages, and this usually
including returning to the TC as a volunteer worker.
This question did not elicit much new information.
Delete. Not a major focus of Australian TCs.
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Q138: The agency offers aftercare services following discharge.
SEEQ concept: A major but implicit goal of TC treatment is to initiate a continuing treatment
or growth process well beyond graduation.
Likert responses:
0
1
2
3
2
1
2
3
Average: 4.400; Std Dev: 1.294

4
4

5
38

Blank
1

Missing
1

Total
52

Summary of comments:
No or limited information from interview:
Meaning unclear:
Explanation sought or prompted:

6
2
9 (“discharge” vs “graduation” or completion)

A resident who allocated a rating of 0 said the TC was in the processing of establishing an
aftercare program. Another resident, and the resident who allocated a rating of 1, said there
was referral to other services, but not aftercare by the TC.
A staff member who allocated a rating of 2 said there was a graduates’ group and graduates
were always able to contact the TC, but not a formal program. Another staff member referred
to graduates being able to book time with counsellors, but not formal aftercare.
A resident who allocated a rating of 3 gave only limited comments. An ex-resident was with
the TC that was in the process of employing an aftercare worker. A resident said aftercare was
available but was uncertain whether it was used.
Respondents who allocated ratings of 4 or 5 referred to staff associated with transition to
halfway house arrangements, and also being linked to outside counsellors. Respondents from
some TCs referred to “out clients” programs of counselling, and being able to return to the TC
for services, or to talk to community and staff. At least one TC runs a formal graduates’ group
and several have outreach services. Several respondents questioned the use of the word
“discharge” as this generally refers to residents who are asked to leave for breaches of rules,
as opposed to graduation which usually referred to completion of the program. It seemed from
responses that those who were discharged would generally be referred to other counselling
services, rather than continuing to access services through the TC.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Some confusion from differing uses of terminology.
None
It is clear that residents who leave the TC are not left to find their
own way, but the extent of formal aftercare varied. Some TCs had
a graduates’ group and outreach, others offered a period of
counselling and support, while others were simply there if needed.
Question elicited information not covered by other questions.
Modify to indicate aftercare in general terms for those who
graduate, and those discharged without completing the program,
eg. “(1) Planning during the re-entry stage includes establishing
links with appropriate aftercare services and support networks. (2)
Residents who leave without completion of the program are
assisted with alternative treatment arrangements.”
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Q139: The agency offers services to help clients locate jobs and/or housing.
SEEQ concept: Not clearly stated by De Leon et al.
Likert responses:
0
1
2
3
3
3
1
5
Average: 4.041; Std Dev: 1.541

4
7

5
30

Blank
2

Missing
1

Total
52

Summary of comments:
No or limited information from interview:

4

A staff member for whom the likert rating was left blank said they did not directly offer
housing or jobs but brought in another service that could. An ex-resident made a similar
comment.
A resident who allocated a rating of 0 said “not really” and suggested this was an area of
need. Another resident referred to the TC having secured funding for additional housing, but
at the moment such services were not offered. A 3rd resident said they were referred to other
services, mostly for housing.
A resident who allocated a rating of 1 wasn’t aware of the TC helping to locate jobs or
housing (apart from the halfway or three quarter houses). Another resident said the TC didn’t
do this, but resources were available to senior residents. A staff member said they referred on
to other agencies.
A resident who allocated a rating of 2 said they did help with housing, but was unsure about
jobs.
Respondents who allocated ratings of 3, 4 or 5 made similar comments about residents being
referred to other agencies for assistance in housing and jobs. These respondents generally
indicated that TC staff helped by directing residents towards these services, and guiding the
completion of forms or preparation of resumes. These respondents also noted the availability
of halfway houses for interim accommodation. The comments of several respondents
indicated that at least some TCs had good networking with other agencies to ensure the
provision of these services.
Findings:
Clarity
Duplication
Degree of agreement

Comments
Recommendation

Good
None
The lower ratings predominantly came from residents who may
not have reached the stage of considering housing and jobs and
hence may not have been familiar with the support provided by
the TC. The comments of other respondents suggest that TCs use
networks of appropriate agencies to which they refer residents,
and support the process as necessary.
The question elicited additional information but is probably not
one that is appropriate to ask of current residents.
Delete. Covered by Q138 as reworded.
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2.4
Discussion of Australian experience of the SEEQ
The SEEQ was far too long for administration in the context of a structured interview. The
quality of the responses clearly suffered, particularly in the latter stages, as a result of both
interviewer and interviewee fatigue.
The rating system was problematic. Interviewees were asked to rate the importance of each
statement, but there seemed to be variability as to whether they rated the importance placed
on an aspect by the TC, or their opinion of how important a particular aspect should be.
The process of development of the SEEQ was such that the majority of respondents allocated
ratings of 4 or 5 to the majority of questions. There was a sense, in analysing the responses,
that allocating a high rating became automatic. A shorter questionnaire with wording to
encourage diversity of ratings may have elicited quite a different pattern of scores.
Overall the value of the likert ratings is dubious, as discussed in section 4.1, although it is
possible to identify questions that were not well accepted on the basis of the number of low
ratings.
The arrangement of the questions of the SEEQ into global dimensions and domains has been
validated with the use of a statistical measure to determine the appropriateness of grouping
the statements in this way. However, the arrangement has resulted in a number of elements
being covered multiple times. This degree of duplication added to interviewer fatigue and
devalued the questionnaire.
Another aspect that caused some difficulty in the analysis of the responses to the SEEQ was
the use of jargon both in the questions of the SEEQ and by interviewees. Sometimes the
jargon used was universally understood, but much of the time it seemed to be specific to the
USA or Australian context, and even to specific TCs. It has been noted that proverbs, slogans
and folk-sayings promoted group identity, facilitate cohesion and define the group’s
behaviour code (Bassin, 1984). Hence,within TCs the use of jargon and sayings would
contribute to the therapeutic intervention. However, in the context of an assessment cutting
across a range of TCs that needs to be understood by players outside of TCs, the use of jargon
was unhelpful and at times devalued the responses.
Overall the SEEQ has some value as a research tool, specifically for defining components of
the TC approach, but an alternative instrument is needed for ongoing research and program
evaluation purposes in Australasian TCs.
The following sections of this report seek to define the essential elements of Australasian
TCs, drawing on the questions of the SEEQ and the qualitative analysis of responses from
interviews.
2.5
Suggested modifications to the SEEQ
Based on the responses to interviews, we recommend a number of modifications to the SEEQ.
These recommendations are summarised in Table 2.2, which is presented over the following
12 pages.
In recommending these modifications, we are seeking to define the essential elements of TCs
in Australia, but we were also looking to reduce the length of the instrument. Hence, wherever
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there is overlap between items we have looked to delete one or more of the overlapping items.
Some of the duplication of items in the SEEQ is derived from the global dimension and
domain structure, with some items being relevant to more than one domain. Our efforts to
reduce overlap have negated that structure.
We also had in mind the possibility of future applications of this instrument for research and
evaluation activities. In such applications we felt it would be useful to have the items
structured according to the TC ethos, program delivery, and quality assurance, so that it
would be possible to select some or all of the items depending on the particular application.
This established three broad categories, within which we grouped similar items. The far right
column of Table 2.2, “New group” indicates the category and sub-category where each of the
retained, modified questions have been placed.
The consolidated version of the items comprising the modified essential elements
questionnaire (the MEEQ) is presented in the main section of this report (pp6-9).
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Domain
description
View of the Addictive
Disorders

Global
dimension

Table 2.2: Summary of suggested modifications to SEEQ
Question
No
1

Substance abuse is a disorder of the whole person.

2

The treatment problem to be addressed is not the drug, but
the person.
Substance abuse is a symptom, not the essence of the
disorder.

3

View of Recovery

View of the Addict

4

TC Perspective

Question

5

6

Recommendation

Modify to improve clarity

Substance abuse is a complex condition combining social,
psychological, behavioural and physiological dimensions.
Modify to improve clarity
TCs focus on the social, psychological and behavioural dimensions
that precede and arise from substance abuse.
Modify to improve clarity and incorporate Substance abuse is a symptom of underlying social, psychological or
Q5.
behavioural issues which need to be addressed if recovery is to
occur.
Delete. Sufficiently covered by questions
1-3.

Immaturity, conduct or character problems and low self
esteem are typical psychological features of substance
abusers.
Substance abusers are similar in the types of psychological Delete. Covered by Q3 as reworded.
and behavioural disorders that must be resolved if recovery is
to occur.
Among substance abusers, the pattern of drug use is less
Modify to change emphasis.
important than the psychological and behavioural disorders.

A(i)
A(ii)
A(i)

A(ii)

Recovery involves personal development and lifestyle change
consistent with shared community values.

A(i)

Recovery involves learning or re-establishing the behavioural skills,
attitudes and values associated with community living.

A(i)

Modify to delete "continuing growth", the The recovery process of the TC encourages a life-long commitment
meaning of which is unclear.
to personal development.

A(i)

Recovery involves the development of a personal identity and Modify to remove jargon and improve
global change in lifestyle including the conduct, attitudes, and clarity.
values consistent with the concept of Principled Living.

8

Abstinence from all psychoactive street drugs and alcohol (not Delete. Covered by Q16.
prescribed by an MD) is a prerequisite for sustained recovery.

9

Recovery involves not only rehabilitation but habilitation for
many substance abusers.
Recovery is a continuing process that unfolds in characteristic
stages that extend beyond the TC treatment.
Recovery from drug addiction is a life-long process involving
continuing growth.

11

New group

Patterns of drug use can be used to indicate underlying issues but
are not the primary focus of treatment.

7

10

Suggested wording

Modify to remove "habilitation".
Delete. Covered by Q11.

Domain
description

Global
dimension

Question
No

Living with Principles

TC Perspective cont.

Suggested wording

New group

Living skills to support recovery develop from commitment to the
values shared by the TC community.

A(iii)

14

Modify to combine with Q15 and avoid
Living with principles reflects personal values, such as
honesty, self-reliance, and responsibility to self and significant the term "living with principles".
others.

Recovery requires establishment or renewal of personal values,
such as honesty, self-reliance, and responsibility to self and others.

A(i)

15

Recovery comes about through the commitment to Principled Delete. Covered by Q14 as reworded.
Living.
Program involves drug free treatment (with the exception of Modify to improve clarity.
physician prescribed medication).
Modify to reduce emphasis on duration
There is a planned duration of residential TC treatment of
medium to long term duration, length may vary according to being planned.
individual requirements.
Program adheres to the Clients Bill of Rights as defined in the Modify to adjust to Australian context.
Therapeutic Community Certification Manual (or another
acknowledged client bill of rights).
There are cardinal rules which if violated, can lead to
OK. Minor changes to reflect cardinal
termination from program. (i.e., no drug use, no violence or rules identified by respondents.
sexual acting out.)
There is a written, agreed upon and periodically updated
OK
treatment plan for each resident.
There are written, agreed upon, and well known administrative "Administrative procedures" is too vague.
procedures.
Split question to separately consider
quality assurance issues and resident
procedures

Program involves abstinence from alcohol and other psychoactive
drugs (unless authorised).
Residential TC treatment is of medium to long term duration, with
actual length varied according to individual requirements.

B(i)

13

16
17

18

Agency Organisation

Recommendation

Living with principles develops from committing oneself to the OK, but could be modified to improve
values shared by the TC community.
clarity.
Living with principles involves social values, such as the work Delete. Covered by Q7, 9 & 14.
ethic, social productivity, and community responsibility.

12

The Agency: Treatment Approach and Structure

Question

19

20
21

B(iii)

Residents are given a document clearly identifying their rights, and
have these rights explained to them on entry to the TC.

C

There are cardinal rules which if violated, can lead to termination
from program (ie. no drug use, no violence, no stealing, no sexual
relations with other residents).
There is a written, agreed upon and periodically updated treatment
plan for each resident.
[i]There are documented policies on aspects relevant to quality
assurance, such as occupational health and safety, equal
employment opportunity, sexual harassment, confidentiality of
residents' records, staff training and qualifications etc. [ii] There are
written, agreed upon and well known procedures for management of
residents’ affairs, such as admission and discharge, management of
residents' finances, arrangements for outings and visitors,
complaints and appeals procedures.

B(i)

B(v)
C

Domain
description

Recommendation

Program includes staff training which all clinical staff must
complete.

23

Treatment involves focusing on belonging to the community. Modify to indicate this is a statement of
principle, with later questions addressing
how this is achieved.
Treatment involves learning and becoming committed to
Modify to define community values.
shared community values.

24

25

Agency Approach to Treatment

The Agency: Treatment Approach and Structure cont.

Question

22

Agency
Organisation
cont.

Global
dimension

Question
No

26
27
28

29

30

31
32
33

Treatment entails participating in the treatment community.
Treatment involves learning by doing.
Treatment encompasses learning by watching others.
Treatment encompasses a multidimensional treatment
approach involving therapy, education, values and skills
development.
Treatment entails both insight and the appropriate emotional
experiences.

Suggested wording

Delete. Ensuring staff skills are
commensurate with their role is more
appropriately addressed as a component
of quality assurance, as recommended
under Q21.

Delete. Covered by Q23 as reworded.
Delete.
Delete.
Simplify wording.

Encouraging a sense of participation in and belonging to the
community is critical to the effectiveness of the TC approach.

A(iii)

Treatment involves learning and becoming committed to shared
community values, including respect for self and others, honesty,
willingness to attempt personal growth, and responsibility to self and
others.

A(iv)

Treatment is multidimensional involving therapy, education, values
and skills development.

A(ii)

Modify to explain "insight" and emphasise TCs provide a safe, supportive environment for residents to
the safe environment of TCs.
experience and respond to emotions and gain understanding of
issues relating to their drug use.
The TC approach supports the development of individual
Treatment encompasses developing individual responsibility. Modify to focus on individuals taking
responsibility for actions and their consequences.
responsibility for their actions and
developing consequential thinking.
Treatment involves caring and sustained responsibility to
others.
Treatment involves specialised planning to meet the specific
needs of individuals in treatment.
Treatment encompasses developing behavioural alternatives
to the use of drugs.

New group

Modify to improve clarity.

A(ii)

A(iv)

The TC approach involves supporting and acting responsibly
towards other individuals and the community.

A(iii)

Treatment encompasses developing a variety of approaches that
help avoid the use of drugs, including recreational activities and
relapse prevention methods.

B(iv)

Delete. Covered by Q20.
Modify to reflect the breadth of possible
approaches.

Domain
description

Global
dimension

Question
No
34
35

Staff Roles and Functions

37
38

39

40
41
42
43

Client Roles and Functions

The Agency: Treatment Approach and Structure cont.

36

44
45
46
47

Question

Recommendation

Suggested wording

The primary clinical staff may include ex-addicts rehabilitated Delete. Covered by Q35.
in the TC or similar program.
Staff may include recovering drug addicts to serve as role
Modify to emphasise role model aspect. The presence in the TC of staff and volunteers with a history of
models for clients.
addiction and recovery is encouraged to provide residents with role
models.
Clinical staff function as rational authorities.
Modify to clarify that decisions are
In general decision-making processes are consultative, with staff as
consultative, and remove "clinical".
objective facilitators and the final decision-maker only where
necessary.
Clinical staff serve as role models for shared community
Modify to delete the word "clinical"
Staff serve as role models for shared community values.
values.
The most important role of the clinical staff is to facilitate the Modify to better describe the role of staff Through active participation in all aspects of the community, staff
clients' commitment to the shared community values.
in maintaining the TC milieu.
ensure the safe environment and positive functioning of the TC is
developed and maintained, encourage resident participation and
interaction, and provide appropriate therapeutic interventions.
Clinical staff retain ultimate authority for the disposition of
Modify to improve clarity.
Decisions on progression to the next stage of treatment or discharge
client status.
from the TC involve community consultation but staff retain ultimate
responsibility.
Staff must provide residents with the reasons and projected Modify to improve clarity
Residents are informed of the consequences of breaches of rules
consequences regarding their decisions.
and guidelines, and reasons for decisions.
Staff provide specific opportunities for grievance procedures Modify to improve clarity.
Specific processes are available and clearly explained for appeals of
initiated by residents.
decisions and resolution of conflicts.
Clients are stratified by phases of responsibility and clinical Delete
status.
Residents perform different tasks and acquire increasing
Residents acquire increasing responsibility for administrative Modify to improve clarity.
responsibility and privileges as they progress through the program,
and maintenance functions as they progress through the
with consideration to individual circumstance.
program.
Residents take responsibility for orienting and instructing new Modify to emphasise support role.
Residents take responsibility for orienting, guiding and supporting
clients as they progress through the program.
new residents.
Residents conduct important peer management functions (i.e., Modify to improve clarity.
Residents conduct important peer management functions such as
house meetings, etc.)
preparing work rosters, organising and running house meetings.
Residents facilitate some groups or seminars while staff
monitor.
Residents act as role models for more junior clients.

Modify to focus on therapy or educational Residents facilitate some group therapy or educational sessions with
sessions.
the support of staff.
Wording could be improved.
Residents are expected to develop capacity to be a positive role
model as they progress through the program.

New group

B(iv)

B(ii)

B(vii)
B(vii)

B(iii)

C
C

B(vi)

B(ii)
B(ii)
B(vi)
B(iv)

Domain
description
Health Care

Global
dimension
Agency
approach cont.

Question
No

Program provides regular physical examinations.

49

Program provides health education training in both prevention Modify to improve clarity.
and control of threatening diseases.

Peers as Gate Keepers

51

52

53
54
55
56

Mutual Help

Recommendation

48

50

Community as Therapeutic Agent

Question

57
58

Modify to broaden scope of question.

Suggested wording

Access to health care is a routine part of the program.

Program provides information and the opportunity for residents to
discuss the prevention and control of health issues of particular
relevance to drug users.
Program uses groups to provide "positive persuasion" to
OK, but "encouragement" provides more Program uses groups to provide encouragement to change
behaviour and attitudes.
change behaviour and attitudes.
of a sense of self-help than "positive
persuasion".
There are clear procedures for responding to breaches of
Program employs different methods of resolving situations by Modify to focus on procedures for
community values, with differing levels of response to reflect the
responding to breaches of community
grievance procedure using peer groups when community
values. Consultative aspects covered by specific circumstances.
values are breached.
Q36 & 39.
Peer support and constructive feedback are integral to addressing
Peers provide supportive feedback, such as reinforcement, Modify to focus on peer support and
feedback.
negative behaviour and attitudes and affirming positive
instruction and suggestions for changing behaviour and
achievements of residents.
attitudes.
Program fosters the development of personal relationships to Modify to clarify nature of "personal
Program fosters the development of supportive relationships
facilitate individual change.
relationships".
between residents to facilitate individual change.
Clients confront the negative behaviour and attitudes of each Delete - incorporated into Q52.
other and the community.
Clients provide affirmation of positive behaviours of others in Delete - incorporated into Q52.
the community.
Modify to improve clarity.
Discussions and interactions between residents outside of structured
Much of the help received by the clients is informal and
program activities are an important component of therapy.
carried out by the residents themselves in their daily
interactions.
There are therapeutic group activities in which clients help
Delete
each other.
In the process of living in the community clients will become Delete
aware of the therapeutic goals of fellow residents and try to
assist them to achieve these goals.

New group

C
B(iii)

B(iv)

B(i)

A(iv)

A(iv)

A(ii)

Domain
description

Global
dimension

Question
No
59

Enhancement of Community Belonging

Recommendation

The evaluations of client progress reflect their commitment to Delete
community values.
Staff and residents may eat together in the same dining room, Modify to provide rationale.
depending on statutory regulations.

New group

Staff may involve themselves in activities such as recreation, meal
preparation, dining and chores, on an equal footing with residents,
as a means of emphasising their membership of the community, and
their participation as role models.
Meetings are scheduled to occur frequently to provide information on
arrangements, matters of functional routine, and special events.

B(vii)

Meetings are held daily that serve to inform clients.

62

Meetings are held daily in which community business either is Delete
or can be transacted.
Modify to specifically identify the capacity Meetings are convened within the community as needed to address
General meetings are convened as needed to address
to convene ad hoc meetings.
significant issues affecting the community, particularly those with a
negative (or extraordinary positive) behaviour, attitudes or
potentially negative impact.
incidents at the facility.
There are daily or frequent seminars that convene the entire Delete - not a feature of Australian TCs.
facility to provide information on recovery and principled living.

63

64

Modify to improve clarity.

Suggested wording

61

B(ii)

B(ii)

65

Residents participate in program rituals and traditions, such as Modify to indicate the full range of events Residents participate in program rituals and traditions, such as major
celebrations, graduations etc.
that are celebrated.
festivals, birthdays and recovery milestones, particularly graduation.

B(ii)

66

Residents and staff participate together in some leisure
activities, such as organised sports, etc.

Leisure activities, such as organised sport, are encouraged for
Modify to introduce a sense of the
purpose of leisure activities and remove physical fitness, developing the sense of community and team work,
and to reinforce the message to residents that it is possible to have
the reference to staff involvement.
fun without drugs.
Problem solving in the community is a combined responsibility Delete. Covered by Q36.
of the residents and the staff.
The program monitors or supervises contact with individuals Modify to amalgamate with Q69.
Contact outside the TC is monitored or supervised, and restricted,
outside the TC.
particularly in the early stages of treatment.
Unsupervised contact with people outside the community (with Delete - clinical reference was not well
the exception of family or outside ancillary treatment facilities) understood and concept is covered by
Q68.
is related to clinical progress.

B(ii)

67
68

Contact with
Outside
Community

Community as Therapeutic Agent cont.

60

Question

69

B(i)

Domain
description
Formal educational elements

Community/Clinical
Management:
Surveillance

Community/Clinical Management:
Sanctions

Community/Clinical
Management:
Privileges

Global
dimension
Community as Therapeutic Agent cont.
Educational and Work Activities

Question
No

Question

Recommendation

70

Privileges are related to progress in program.

Delete. Concept amalgamated into Q43
as reworded.

71

Phase advancement is based on clinical progress.

Delete. Covered by Q39 & 117.

72

Program contains a written set of norms governing client
behaviour.
Behavioural contracts or learning experiences are used to
correct infractions of written rules.

Delete

73

74
75
76
77

Program provides sanctions for violating behaviour rules.
Disciplinary actions are designed as learning experiences.
The choice of disciplinary actions depends upon clinical
considerations.
Program includes regular drug screening (i.e., random urine
analysis) as well as tests for probable cause.

B(iv)

Modify to improve clarity.

Program includes regular drug screening, including where there are
grounds for suspecting possible drug use.

B(i)

Modify to specify the purpose of house
inspections.

Residences are inspected at least weekly for cleanliness and
completion of tasks, with occasional additional inspections if needed
to respond to issues such as theft or suspected drug use.

C

Support is given to residents who wish to seek education or training
as part of their treatment program, and all residents are encouraged
to develop a vocational plan, particularly in the latter stages of
treatment.

B(vi)

There are periodic "House Runs" or thorough inspections of
the premises.

79

The daily activities include both therapeutic and
Delete. Covered by Q28.
educational/vocational goals.
Educational seminars are held on various topics of concern to Delete. Covered by Q49 as reworded.
clients (i.e., gender, health issues such as HIV, etc.)

81
82

The program includes academic training or tutoring services
for those who need it.
The program may include vocational training and/or
experience.

New group

Modify to emphasise the use of sanctions Sanctions issued in response to breaches of community standards,
to encourage change.
guidelines and values aim to provide a learning experience, give the
opportunity for behaviour to be adjusted, and give clear warning of
further consequences for behaviour that continues to be
unacceptable.
Delete
Delete. Covered by Q73 as reworded.
Delete. Covered by Q51.

78

80

Suggested wording

Delete - not core element of Australian
TCs
Modify to reflect the lower priority of
academic and vocational training.

Domain
description
Therapeutic educational elements

Question

Recommendation

Suggested wording

New group

83

Listening, speaking and communication skills are emphasised. OK

Listening, speaking and communication skills are emphasised.

B(vi)

84

Program includes training in personal decision-making skills. Modify to place the emphasis on the skill
rather than formal training.
Regular seminars are held to help residents balance the
Modify to remove reference to
emotional and cognitive experiences of the TC program.
“seminars”, and clarify what is meant by
"balance the emotional and cognitive
experience".
Clients are taught to control their emotions and release them Modify to reduce emphasis on control,
in appropriate contexts, such as group, etc.
and teaching.
Clients learn conflict resolution skills.
Modify to indicate processes by which
this occurs.

Program elements support the development of personal decisionmaking skills.
Program includes opportunities for residents to discuss progress,
emotions and experiences in a safe, supportive environment.

B(vi)

Residents are encouraged to experience and appropriately express
their emotions.
Residents learn conflict resolution skills through discussion of
principles in group sessions and the practical experience of
grievance and mediation procedures within the TC.

B(iv)

Selection of job functions takes into account residents’ capacity,
developmental and vocational needs and the demands of their
individual treatment plan.
Work is used to enhance the sense of community, to build selfesteem and social responsibility, and to develop communication,
organisational and interpersonal skills.

B(vi)

85

86
87

88
89
90

Work as Therapy

Global
dimension
Educational and Work Activities cont.

Question
No

Work is utilised as part of an educational and skill training
Delete. Covered by later questions.
process.
There is a phase structure consisting of different levels of
Delete - covered by Q43 as reworded.
resident job functions.
When assigning job functions clinical program should be taken Modify to improve clarity.
into consideration.

91

Work is utilised as part of the therapeutic program (i.e., to
build self-esteem and social responsibility.)

Modify to emphasise the reasons for a
work program.

92

Work is used to help develop interpersonal skills (i.e., coping
with criticism, authority.)
Work is used to develop a cooperative attitude.
Work is used to reinforce the values of the community.
Clients perform all chores, such as cooking, cleaning and
home maintenance functions.

Delete. Covered by Q91 as reworded.

93
94
95

Delete. Covered by Q91 as reworded.
Delete. Covered by Q91 as reworded.
Make more general to reflect the central The self-contained nature of TCs, with residents performing routine
purpose of such tasks.
chores such as cooking and cleaning, is important in encouraging
residents to become self-sufficient and responsible for themselves
and others.

B(vi)

B(vi)

A(iii)

A(ii)

Domain
description
General Therapeutic Techniques
Groups as Therapeutic Agents
Counselling
Techniques

Global
dimension
Formal Therapeutic Elements

Question
No

Question

Recommendation

96

Clients are encouraged to "act as if" as a means of developing Modify to remove jargon and improve
a more positive attitude.
clarity.

97

Positive performance of clients is reinforced with praise.
Different methods are used to counter effects of negative
behaviour such as confrontation, mediation.
Constructive criticism or feedback focuses upon behaviour,
not the individual.
Self-help techniques are taught throughout the program and
accelerated before re-entry.

98
99
100

Suggested wording

New group

Residents are encouraged to attempt behaviours and activities, even
if they doubt their abilities or the reason for the behaviours and
activities, as a means of developing a more positive attitude through
learning by doing.

B(iv)

The preparation for re-entry involves greater flexibility in the
resident's personal program and increased attention to relapse
prevention, drawing together the skills, insight and behavioural
change gained through treatment, to support maintenance of
lifestyle change outside the TC in a self-reliant manner.

B(iii)

Delete. Covered by Q52 as reworded.
Delete. Covered by earlier questions.
Delete. Covered by Q52 as reworded.
Modify to improve clarity.

101

Peer feedback occurs more frequently than staff counselling. Replace with a statement that reflects the The TC provides a combination of therapeutic involvements between
diversity of itneractions in a TC.
residents and staff and among residents (especially senior and
junior residents) and living in a caring and challenging community as
the principal mediums to encourage change and personal
development.

102

Use of groups to address negative behaviour and attitudes.

Delete. Sufficiently covered by previous
questions.

103

Use of periodic treatment planning (staff led groups) that meet
to uncover important and sensitive biographical material as a
part of treatment planning.
Program uses didactic tutorial groups to teach interpersonal
skills and recovery oriented concepts.
Periodic use of the whole community and retreats to develop
insight and emotional breakthrough.

Modify to focus on approaches to
sensitive personal information.

106

Counsellors more often interact informally than formally with
residents.

Modify to improve clarity.

107

Counsellors serve as role models for residents.
Much of the counsellors' influence is exerted outside the
formal counselling situation.

Delete. Covered by Q37 as reworded.
Delete. Covered by Q106 as reworded.

104
105

108

Modify to remove “didactic”.

The right of residents to control the extent of disclosure in group
settings of sensitive personal information that is relevant to
treatment is respected.
Program includes some use of formal instruction methods to present
interpersonal skills and recovery oriented concepts.

A(ii)

C

B(iii)

Delete. Sufficiently covered by Q63.
Interactions between residents and staff in an informal context
during daily activities help establish a relationship that facilitates
therapeutic interactions.

B(vii)

Domain
description
Counselling Techniques cont.

109
110
111
112
113
114

Role of the
Family

Global
dimension
Formal Therapeutic Elements cont.

Question
No

115

Introductory Period

Process

Stages of Treatment

116

117

Question

Counsellors' function as a role model is of equal or greater
importance than their formal therapeutic capacity.
Staff counsellors meet individually with residents on a regular
basis.
Staff counselling techniques sometimes include didactic
instruction.
Staff counselling techniques sometimes include personal
sharing of experiences and feelings.
Staff counselling techniques include redirecting clients to
peers.
Family issues are included in the treatment plan.

Recommendation

Suggested wording

New group

Modify to provide for flexibility of
approach.
Delete.

Program provides a mix of group and one to one counselling based
on individual need.

B(iii)

Modify to improve clarity.

Staff offer personal experience as part of the therapeutic interaction.

B(vii)

Program identifies and subsequently addresses family issues, with
family members and significant others being engaged in a positive
way, where possible.

B(vi)

Program has distinct stages generally reflecting a focus on
assessment/orientation, treatment, extended treatment or transition,
and re-entry, respectively.
Treatment plans identify goals for each stage and achievement of
these goals is assessed when considering applications to move
between stages.

B(iii)

In general, by the end of assessment/orientation, residents are
aware of the rules and procedures of the TC, are feeling comfortable
as a member of the TC, and have committed themselves to the
treatment program.
Individual assessments are undertaken, including background
issues, drug use history, physical and mental health, either prior to
or on entry to the TC.

B(iii)

Delete.

Delete. Covered by previous questions.
Modify to add detail and incorporate
Q115.

Where appropriate, the family is utilised as a therapeutic or Delete. Covered by Q114
behaviour management agent.
Modify to increase generalisation.
The program is designed as 3 main stages,
orientation/induction, primary treatment, and re-entry, with sub
phases in each stage.
There are phase specific goals that residents are expected to Modify to include a sense of the process.
meet.

118

There is a programmatic or planned sequence of increasing
responsibility for residents as clinical goals are met.

119

The goals of orientation/induction centre upon assimilating the Modify to generalise and change
resident into the community.
“assimilating”.

120

There is a psychosocial evaluation for the individual at the
time of entry into program.

Modify to improve clarity

121

An individualised treatment plan is developed following the
initial evaluation and then revised periodically throughout
treatment.

Delete. Covered by Q20.

B(v)

Delete. Covered by Q43 as reworded.

B(v)

Domain
description
Introductory Period
cont.

Global
dimension

Question
No
122

123

124
125

Primary Treatment Stage

Process cont.

126

127
128
129
130
131
132

Question

Recommendation

There is an initial period in which new clients are assigned to OK
senior residents or staff for introduction to the program and
initial support.
A major goal of the primary treatment stage is psychological Modify to indicate general aim of primary
growth.
treatment, consistent with Q119.

A main goal of the primary treatment stage is building a sense
of ownership or belonging in the community.
A main goal of the primary treatment stage is reinforcing
abstinence from drugs.
Program encompasses clients developing a realistic view of
their capabilities and prospects.

Suggested wording

New group

There is an initial period in which new clients are assigned to senior
residents or staff for introduction to the program and initial support.

B(iii)

In general, by the end of the main treatment stage, residents have
gained some understanding of the issues underlying their drug use,
are able to emotionally support other residents, and are not
behaving in an anti-social manner.

B(iii)

Program includes a process of setting individual goals that provides
positive affirmation of strengths and capabilities but also
acknowledges boundaries to what is achievable.

B(v)

In general the re-entry stage provides increased contact with the
wider community, gives residents increased independence, and
focuses on preparing residents to cope with the outside world,
including developing supportive friendship networks and, where
appropriate, re-establishing communication with their immediate
families.

B(iii)

Delete. Covered by previous questions.
Delete. Covered by Q123 as reworded.

Modify to emphasise the need for
balance between restoring self-esteem,
building confidence, and protecting
against over-confidence.
Program involves adhering to rules and accepting behavioural Delete. Covered by previous questions.
disciplinary contracts.
Program involves increasing privileges and more responsible Delete. Covered by previous questions.
job functions.
Program involves developing a commitment to the shared
Delete. Covered by previous questions.
values and goals of the community.
Program includes focus on clients becoming more
Delete. Not a specific focus of Australian
employable.
TCs.
Program encompasses the development of autonomous
Delete. Covered by Q84.
decision making skills.
The main goal of re-entry is the preparation for and transition Modify to provide a general sense of the
to life outside the TC.
goals of re-entry, consistent with Q117.

Domain
description

Global
dimension

Question
No
133

Community Re-entry Period

Process cont.

134
135
136
137
138

139

Question

A major goal of re-entry in a TC is encouraging a sense of
individuality or selfhood.
A main goal of re-entry is the development of a network of
positive support systems.
The re-entry program involves increased individual decision
making.
The re-entry program utilises "live out" or "working out" status.

Recommendation

New group

[i] Planning during the re-entry stage includes establishing links with
appropriate aftercare services and support networks. [ii] Residents
who leave without completion of the program are assisted with
alternative treatment arrangements.

B(v)

Delete.
Delete. Covered by Q132 as reworded.
Delete. Covered by Q132 as reworded.

Delete. Not a major element of Australian
TCs.
The re-entry program involves monitored or supervised work, Delete. Not a major focus of Australian
training, or education outside of agency facility.
TCs.
The agency offers aftercare services following discharge.
Modify to indicate aftercare in general
terms both for those who graduate, and
those who are discharged without
completing the program.
The agency offers services to help clients locate jobs and/or
housing.

Suggested wording

Delete. Covered by Q138 as reworded.

Appendix 3: Research evidence on effectiveness of TCs

Appendix 3: Summary of research evidence on effectiveness of therapeutic
communities
Published literature reviewed in this section was identified using electronic searches of
Medline, EMBASE, CINAHL and PsycINFO, using the following simple search strategy:
1. therapeutic communit$.tw,ab (where $ is a wild card enabling identification of
“community” or “communities” in the abstract or as a text-word)
2. explode substance-related disorders or drug dependence (the exact term was varied to
suit the subject headings of the particular database)
3. (1 AND 2).
Only those studies that contained information on treatment outcomes with a comparison of
participant status before and after treatment, or with a comparison of TC treatment with some
other modality were included in this review.
It is notable that there have been very few controlled studies of TCs, and almost none that
have randomly allocated participants to a TC or other mainstream treatment approach. The
study by Bale and colleagues (study (7) below) provides one reason why this is the case –
randomisation is not well accepted by staff or potential clients of TCs and is very difficult to
achieve.
A study by Nuttbrock, Rahav and colleagues (Nuttbrock et al 1998; Nuttbrock et al 1997;
Rahav et al 1995), despite being a randomised controlled trial, is significantly confounded
and has not been included in this compilation of outcome data. This trial compared two
treatment modalities for homeless, mentally ill, chemically-abusing men – a therapeutic
community and a community residence. The community residence is described as a “low
expectations environment”, allowing for a great deal of personal freedom and gentle
counselling. The community residence staff provide housing, assistance and training in the
activities of daily living and the monitoring of medication compliance and day-program
attendance. The psychiatric component of treatment is satisfied at a separate day program
(Rahav et al 1995). Hence it remains somewhat vague as to what the TC is being compared
with. A more substantial concern within this trial is that 24% of those assigned to the TC and
20% of those assigned to the community residence were rejected by the facility (the reasons
for rejection are not reported). A further 27% and 40%, respectively, dropped out prior to
admission. These aspects introduce substantial risk of selection and attrition bias and
confound the randomisation process.
3.1
Description of outcome studies
In this section studies are listed either according to the study name, or the name(s) of the
principal investigator(s). The dates in each of the headings indicate the time period of
recruitment of subjects into the study, and/or data collection, where known. If this was not
reported, the date of publication of the main report is used.
(1) Drug Abuse Reporting Program (DARP), 1969-73
This major longitudinal study collected data on 44,000 clients between 1969 and 1973 from
52 programs in the USA and Puerto Rico. It investigated the outcome for people who entered
therapeutic communities, outpatient drug-free programs, methadone programs and
detoxification programs (Sells et al 1976). Simpson and Sells (1983) provide an overview of
data for three independent samples, from 34 treatment agencies, including a total of 4627
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interviews conducted five to seven years after admission to DARP and, on average, more than
four years after termination from treatment.
(2) De Leon and colleagues, 1970-75
This was a follow-up study (De Leon et al 1982) of two cohorts from the 1970-71 and 197475 residential populations of Phoenix House in the USA. Samples were randomly drawn with
deliberate overrepresentation of those who dropped out without graduating but nonetheless
remained in treatment for a long period of time. The authors note that this strategy tends to
overestimate the absolute percentage of successes (as defined for the study), but not the
relationship between time in treatment and success or improvement. The 1970-71 cohort
consisted of 202 dropouts (all male) and 105 graduates (60 male, 45 female). The 1974 cohort
consisted of 371 dropouts and 53 graduates, both male and female. Heroin or other opioids
were the primary drug used for 88.4% of the 1970-71 cohort and 52.7% of the 1974 cohort.
The completed interview rates were 84% for the 1970-71 cohort and 75% for the 1974 cohort
(72.3% of dropouts and 96.0% of graduates). The study used composite indices of criminality,
drug use and employment to describe client status on a four-point scale. Success was defined
as an absence of crime and drug use through all years of follow-up; improvement represented
a positive change over pre-treatment status.
(3) Wilson and Mandelbrote, 1971-73
This longitudinal study followed residents of the Ley Community, a TC in Oxford, UK. The
61 people admitted in 1971-73 were divided into three groups: short stay (under one month),
medium stay (under six months) and long stay (over six months). The groups were similar in
terms of demographic characteristics, history of criminality, and drug use. Participants were
followed up two years (Wilson & Mandelbrote 1978) and 10 years (Wilson & Mandelbrote
1985) after discharge. Residents in the Ley Community were reported as mostly having a
history of injecting opioid use and several criminal convictions.
(4)

Sheffet and colleagues, 1971-75

This study (Sheffet et al 1980) looked at outcomes for 3942 clients of the Newark drug
treatment system during February 1971 to September 1975, and a comparison no-treatment
group (n=215). The Newark drug treatment system comprised an intake unit, a central
registry, an inpatient detoxification unit, three TCs, outpatient methadone maintenance and
two outpatient drug-free treatment programs. Of the total sample, 76% were male; 25.7%
aged under 20 years; 21.2% unemployed; 18.9% married; 47.0% had been using drugs for
less than five years; 39.1% had no convictions; 40.3% entered treatment because of legal
pressure; 51.0% had no previous treatment experience. Pre-treatment psychosocial
information was collected for 526 entering TCs, 275 entering outpatient drug-free and 140
methadone clients. Post-treatment questionnaires were administered to 208 program graduates
(86% of those eligible) and 232 dropouts (64% of those eligible).
In this study outcomes for graduates and dropouts were analysed separately. Graduates were
defined by certification of the specific program attended. For methadone maintenance any
person in treatment for 18 months or longer was considered a graduate. This definition makes
the meaning of graduate and dropout unclear and potentially different for the various
treatment programs. Furthermore results were reported differently for dropouts (changes in
outcome indicators pre- to post-treatment) and graduates (absolute proportions of
participants). This confounds these data, which are not included in this review.
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(5)

Coombs 1972-73

This was a follow-up study of 265 individuals treated at two Los Angeles TCs during 1972
and 1973. The cohort had an average age of 24 years, and an average of 7½ years of illicit
drug users. Participants were generally polydrug users, but 57.3% reported heroin as their
primary drug, 25.0% barbiturates, and 15.0% amphetamines; 68.3% were coerced into
treatment by criminal justice officials. One program was long-term (10-12 months) and the
other short term (3 months). Only those with at least 14 days in the program were included in
the follow-up study. Participants were interviewed at entry, and 11-18 months after leaving
the TC. Overall 208/265 (78.5%) were located and interviewed at follow-up, but only 58.5%
of those who left treatment early.
(6) Treatment Outcome Prospective Study (TOPS), 1979-81
This second major longitudinal study recruited 11,750 clients from 41 programs between
1979 and 1981 in the USA and followed them for up to five years. It compared the long-term
outcome of clients who passed through therapeutic communities, methadone maintenance and
outpatient drug-free programs (Hubbard et al 1984). Fourteen of the treatment centres
participating in the TOPS were therapeutic communities. The majority of residents in these
therapeutic communities were males with a broad range of problems. Over three years of data
collection, the proportion of heroin users decreased while the proportion of polydrug users
increased. At the same time, the proportion of non-narcotic users increased from 20% to 30%.
By comparison with the DARP, which had 23% of therapeutic community residents reporting
daily heroin use before entry to treatment, only 6% of those participating in the TOPS
reported daily use. Overall, in comparison to the other two treatments being studied in the
TOPS, residents in therapeutic communities tended to be polydrug users, more involved
criminally and to have been heavy drinkers (Hubbard et al 1984).
(7) Bale and colleagues, 1980
This prospective study commenced as a randomised controlled trial, but random allocation
became compromised to the point that analysis was by multivariate statistical analysis based
on five comparison groups:
(i)
a no-treatment control group who underwent detoxification only (n=224);
(ii)
a non-Veterans Administration treatment group who entered a variety of
residential and outpatient treatment programs during the study period (n=112);
(iii) a short-term therapeutic community (less than 7 weeks) group (n=75);
(iv)
a long-term therapeutic community (more than 7 weeks) group (n=75); and
(v)
a methadone maintenance group (n=59).
The study involved three TCs associated with the Veterans Administration Medical Center in
Palo Alto. One TC (Family) was described as traditional and based on the Synanon model;
two (Quadrants and Satori) were considered modified, with Sartori based on the Maxwell
Jones model having an emphasis on individual therapy. Only veterans (predominantly men)
were eligible for admission and all subjects were heroin dependent. Subjects were followed
up 6, 12 and 24 months after admission. The follow-up contact rate at one year was 93%
comprising from the five groups 41%, 21%, 14%, 14% and 11%, respectively (Bale et al
1980; Bale et al 1984).
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(8)

Samaritan Village, 1980-92

A program of methadone to abstinence was tried by the Samaritan Village Inc in the USA
(Anonymous 1994). This involved methadone detoxification lasting 3-4 months, with
simultaneous TC services. During the period January 1980 to June 1992 there were 1548
admissions (1470 clients) to the program with 84.1% referred from methadone maintenance.
No further details of the participants were reported and there was no comparison data for
clients not participating in the maintenance to abstinence program.
(9)

Sorensen and colleagues, 1981-84

This study followed a cohort of patients on methadone maintenance who chose to enter a TC
in San Francisco, USA, as part of a maintenance to abstinence program (Sorensen et al
1984a). The study involved analysis of data from three months prior to entering the study, the
period while they were in the TC, and follow-up interviews approximately six months after
separation from the TC. The 32 patients who entered the study were compared with 55 who
chose not to participate. Those who entered the TC were younger (average 31 compared to 34
years), started using heroin earlier (average of 18 compared to 20 years) and were less likely
to be working (22% compared to 55%). The 55 who did not enter the TC gave a variety of
reasons including family or work commitments; preference to get off methadone some other
way; or not interested in tapering off methadone (26%). About half (44%) of those who
entered the TC were on probation or parole and 31% had a court case pending. Most (82%)
reported using some illicit drugs in the week prior to admission to the TC. On average they
were on a methadone dose of 36.5mg and had been on methadone maintenance for 26.8
months. About half (53%) were in the 2nd, 3rd or 4th episode of methadone maintenance, and
54% had been in a TC before.
The first 30 days in the TC were probationary – study participants were either escorted to the
methadone clinic each day, or received delivered methadone doses (Sorensen et al 1984b).
The timing of dose reductions was coordinated with each participant’s treatment and external
events. In general dose reduction occurred at around 5-10mg/month. A methadone group met
once a week in the TC for those currently on methadone and those who had tapered off while
in the TC.
Final follow-up interviews occurred at 4-24 months after termination, with a mean of 12
months.
(10) De Leon and colleagues, 1984-86
This was a study of a “Senior Professor” intervention, in which the most experienced clinical
and managerial staff in a TC program were used to conduct program induction seminars
during the first weeks of induction (De Leon et al 2000a). Two cohorts of clients received the
intervention, with clients admitted during the preceding eight weeks, who did not receive the
intervention, acting as a comparison group. The seminars were provided in a residential
induction facility, which served as an assessment and orientation centre for all new
admissions to a traditional model TC in New York. The “Senior Professor” intervention
comprised three seminars per week, each lasting approximately one and a half hours, on
topics related to self-esteem, self-help and recovery concepts, the TC philosophy and
expectations, TC retention and success rates. The seminars were delivered in a classroom
setting but with considerable interaction between the seminar leader and participants. Clients
in the first cohort (n=239) could attend a maximum of 16 seminars, while the second cohort
received a maximum of 11 seminars. The control cohorts comprised a total of 243 admissions.
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The most frequently reported primary drug for participants overall was cocaine (57.2%)
followed by opiates (16.6%) and marijuana (17.6%). Most (82.9%) entered treatment
voluntarily.
(11) Ravndal and Vaglum, 1986-88
This study followed a cohort of 200 substance abusers who consecutively applied for
treatment at Phoenix House in Oslo, Norway, described as a hierarchical TC. The mean age of
study participants was 27.5±4.7 years, 31% were female, and the average duration of drug use
was 10.4±4.6 years. Most used several substances (but not cocaine). In the six months prior to
treatment, 78% reported using opiates, 70% amphetamines. Most (93%) were not employed,
only 18% were married or in a de facto relationship, and 66% had been sentenced or in
prison. Of the 200 subjects, 144 entered the TC.
As part of the study depression was assessed by the MCMI Dysthymia Scale and the SCL-90
Depression Scale. Participants who fulfilled the criteria of depression on both scales at entry
to treatment comprised the “depressive group”. Of the 144 participants, 99 (69%) were in the
depressive group – 82% of women and 63% of men fell into this group. The depressive group
has significantly more substance abuse problems before treatment, more family background
problems, and had spent less time in prison. One analysis (Ravndal & Vaglum 1994)
compared outcomes for the “depressive”, compared to the “non-depressive” group.
In a second component of this study, Ravndal and Vaglum (1998) attempted to follow-up the
full cohort of 200 at five years after application for treatment. Of the cohort 24 (12.4%) had
died and 139 (79%) were interviewed. The follow-up addressed the whole year prior to
interview. The study defined “light use” as no use or use of some substances 2-3 times yearly,
“moderate use” as a few times a month or less, and “heavy use” as some times a week, daily
or almost daily. A rating scale was used to assess social function. This scale had a range of 15, which optimal social condition (own dwelling or living at home, in work/school or parttime work, earning own living or on benefits, no treatment, no contact with drug-abusing
milieu) rating 5 points. Of 29 participants who had completed the 1½ year treatment program
26 were interviewed and 2 were deceased. For the analysis those who did not enter the TC
and those who dropped out from treatment were combined into a single group of noncompleters.
(12) Burling and colleagues, 1988-89
This study examined outcomes for a program specific to homeless military veterans in
California, USA, that combined cognitive-behavioural and TC procedures (Burling et al
1994). The study followed a cohort of 110 clients of the program admitted during 1988-89;
107 were male; mean age 38.5±6.62; 4.9% were in an ongoing relationship; 87.25% had a
prior history of hospitalisation for substance abuse, psychiatric disorders, or both; 80.39% had
previously been charged with or arrested for a crime, 26.45% for a violent crime; 66.67% had
been incarcerated. The treatment program took about 6 months to complete. Follow-up
interviews at 3 months, and either 6, 9 or 12 months after treatment were completed for 70%
and 71.82%, respectively, with 60% contacted at both points.
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(13) Fernandez-Hermida and colleagues, 1986-1996
This study evaluated outcomes for 554 clients of the Proyecto Hombre Asturias program, in
Spain, who began treatment between 1988 and 1996 (Fernandez-Hermida et al 2002). This
program has three phases:
•
reception, which is outpatient-based, lasting 10-15 months. Clients attend the centre
Monday to Friday for 4-7 hours a day, accompanied by a responsible member of their
family. The focus is on resolution of family and interpersonal conflicts.
•
TC phase, which may be non-residential lasting 6-7 months, or residential lasting 9
months. If non-residential, clients attend the centre every day from 10am to 5pm. The
basic criterion for non-residential treatment is the existence of stable family or social
support.
•
reinsertion phase lasting 7-12 months, in which the intensity of treatment is reduced
progressively. The focus is on social, family and employment reintegration.
The mean duration of stay for participants in this study was 33 months.
The study looked only at those subjects who commenced the second phase of treatment. This
introduces a degree of selection bias in that this would select the more motivated clients.
There were 263 who completed the full program, and 291 non-completers. Follow-up contact
was attempted for all completers and a random selection of 100 non-completers. Data was
obtained for 194 completers and 55 non-completers. The average time between leaving
treatment and interview was 1,211 days for completers (range 73-2,875) and 1,538 days for
non-completers (range 1-3,181).
The mean age on entry to treatment was 26 years; 80% were male; 65% single; 58.9%
unemployed; 55.9% relying on illegal activities for income; 98% used heroin, 43% cocaine,
60% cannabis, and 21% alcohol. On average subjects had been dependent on each of these
drugs for more than four years; 36.8% had no previous treatment experience.
(14) McCusker and colleagues, 1990-92
McCusker and colleagues undertook two randomised controlled trials at two separate
facilities, one described as a traditional TC, and the other a modified TC incorporating relapse
prevention and health education components (McCusker et al 1995; McCusker et al 1996;
McCusker et al 1997b; McCusker et al 1997a). At the traditional TC, study participants were
allocated to either a 6- or a 12-month program. At the modified TC participants were
allocated to either a 3- or a 6-month program.
Study participants (n=628) represented 85% of all those admitted between September 1990
and September 1992. Data collection interviews were undertaken within 2 weeks of
admission (baseline), within 2 weeks of exit (exit), and between 2 and 6 months after exit
(follow-up). Admission and exit interviews were completed for 66% of participants. Followup interviews were obtained for 84% of participants in the traditional TC program and 74%
for the modified TC.
Around two-thirds of participants were male; half were aged between 25 and 34; two-thirds
had two or more prior treatment episodes; most reported heroin and/or cocaine as the primary
drug used.

224

Appendix 3: Research evidence on effectiveness of TCs

Participants in the 3-month modified TC program were more likely to have injected drugs, to
have used heroin or cocaine, and to have been free-living during the 90 days before
admission. Compared with the modified TC cohort, participants in the traditional TC cohort
were less likely to be free-living prior to admission, to have previous drug treatment, to inject
drugs, or to use heroin or cocaine (McCusker et al 1997b).
(15) Hughes and colleagues, 1990-92
Participants in this study were women admitted to a long-term TC (projected length of stay
around 18 months) between April 1990 and October 1992, who met DSM-III-R criteria for
cocaine abuse or dependence, and with one or two children aged 10 years of younger (Hughes
et al 1995). Within one week of admission, study participants were randomly assigned to the
standard condition, in which children were placed or remained in the best available care, or
demonstration condition, in which one or two children could live in the TC with their mother.
In all other respects the treatment conditions for the standard and demonstration groups were
equivalent.
The study involved 53 participants, 22 in the standard and 31 in the demonstration group.
Mean age was 26.7 in the standard and 27.8 in the demonstration group; participants had a
mean of 3.0 and 3.3 children, respectively, while 23% and 19%, respectively, had no previous
treatment experience.
There were some delays, generally related to custody and other issues, in having children
admitted to the TC. Mother and child were living together in the TC within 16 days of the
mother’s admission for 58% of women in the demonstration group, and within one month for
81%.
(16) Martin and colleagues, 1990-94
In this study (Inciardi et al 1997; Martin et al 1995) 1002 prison inmates eligible for parole or
work release were interviewed just prior to leaving prison. Of these, 457 were interviewed six
months after release (Martin et al 1995) and 448 were re-interviewed at 18 months (Inciardi et
al 1997). Outcomes at follow-up were compared for four groups defined by the treatment
received:
(a) None other than HIV/AIDS prevention education (a comparison group, n=180)
(b) Prison-based TC (KEY) only (n=37);
(c) Work release TC (CREST) followed by aftercare (n=179);
(d) Prison-based TC (KEY) followed by work release TC (CREST) and aftercare (n=43).
(17) Drug Abuse Treatment Outcome Study (DATOS), 1991-93
The primary goal of this study was to determine the effectiveness of treatment as it is being
delivered in the USA at the time. Admission data was collected on approximately 10,000
clients in 96 programs in 11 cities in the USA. Follow-up data was obtained around 1 year
after treatment for around 3000 clients in four modalities:
•
outpatient drug-free treatment;
•
short-term inpatient treatment;
•
outpatient methadone maintenance treatment; and
•
long-term residential treatment (Hser et al 1998; Joe et al 1999).
The long-term residential treatment modality included traditional TCs and other long-term
residential programs that had a 6-month or longer planned duration of in-residence status.
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Hser and colleagues analysed outcomes for 2966 randomly selected clients who had been
interviewed at intake and 1-year follow-up as part of DATOS. Subjects who stayed longer in
treatment were over-sampled. In this cohort, residential clients were the youngest but were
most likely to be involved with the criminal justice system, and least likely to be employed.
Of those followed up at 1 year who had received residential treatment, 61.1% were dependent
on cocaine only, and 19.4% on cocaine and heroin (Hser et al 1998).
A further analysis by Melnick and colleagues (Melnick et al 2000) considered outcomes for
traditional and modified TCs participating in DATOS.
(18) Ravndal and Vaglum, 1992
With waiting lists becoming increasingly common, this observational study looked at the
effect of intake procedures on clients admitted, and retained in treatment (Ravndal & Vaglum
1992). The study was undertaken at Phoenix House, Oslo (Norway), a hierarchical TC. The
total treatment program was scheduled for 1½ years, with the first year an inpatient program.
The study involved 200 substance abusers with a mean age of 27.5±4.7 years, 31% female,
and an average of 10.4 years of drug use. In the 6 months prior to intake, 78% reported using
opiates. Participants were divided into two groups based on geography: the intake group
comprised those living in Oslo or nearby (n=147), and the non-intake group comprised those
living at least 100km outside Oslo (n=35).
The intake group attended an information group twice and, if they decided to continue,
underwent an intake interview and attended a group meeting for one hour each week until
space became available at the facility. Some training in coping skills was also provided during
the waiting period.
The non-intake group travelled to Oslo for information and the intake interview, then returned
home until offered a place.
(19) Fals-Stewart and Schafer, 1992
This study involved 60 substance abusers dually diagnosed with obsessive-compulsive
disorder and admitted to a long-term (18-24 month program) TC. One month after intake,
following a diagnostic interview, participants were randomly assigned to one of three
treatment conditions:
(a) individual behaviour therapy sessions three times weekly for six weeks, as well as the
standard TC program;
(b) standard TC program;
(c) individual one-hour relaxation sessions three times weekly for six weeks.
None of the participants reported that they had received any treatment for their obsessivecompulsive disorder after discharge from the program.
The primary drugs of abuse reported by participants were cocaine (39%), alcohol (28%) and
heroin (25%); average duration of drug use 110.8±39.9 months; 74.2% male; mean age
32.8±6.9.
Participants were interviewed at intake, on completion of the 6-week treatment course, and 12
months after discharge from the TC.
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(20) Guydish and colleagues, 1992-94
The rationale behind expanding the TC approach to a day care setting is the capacity to
expand treatment in a cost-effective way. This was the basis of a randomised controlled trial
undertaken by Guydish and colleagues (Guydish et al 1998; Guydish et al 1999) comparing a
therapeutic community approach delivered on a day care basis or a residential basis. The day
care group attended seven days a week for the first month, then five days a week, meals
included. An aspect of difference was the degree of tolerance of drug use – temporary lapses
were tolerated for the day care but not the residential program. Only those clients who
remained in treatment for at least two weeks were included in the study – 40.5% of eligible
clients dropped out during the first few days after admission. Furthermore, 73% of all
admissions were excluded from the study as they were court mandated to residential treatment
(36%), homeless (25%) or considered unsuitable for random assignment (11%). The high
drop-out and exclusion rates raise questions about the extent to which the findings of this
study can be generalised to all clients of therapeutic communities. During the waiting period,
clients assigned to day treatment dropped out at a higher rate than those assigned to
residential treatment (55% compared to 42%) suggesting a preference for residential treatment
that may have influenced treatment compliance. The main analyses for the study were based
on 261 who completed two weeks of treatment: 114 in the day care group and 147 in the
residential group. The day-care and residential groups were similar demographically but
differed at baseline on four of ten outcome measures: the residential group had greater alcohol
problem severity, higher scores on the Beck Depression Index, more psychiatric symptoms
and lower levels of social support. Cocaine was the drg of choice for 68% of those followedup, followed by heroin (14%) and alcohol (10%). Follow-up rates were higher for the daycare group (but the difference was not statistically significant), probably because research
interviewers were co-located with the day-care program.
(21) District of Columbia Treatment Initiative, 1992-94
In the District of Columbia Treatment Initiative (Nemes et al 1998), 412 clients (around half
were crack users, with heroin and cocaine the next most commonly used drugs) were
randomly assigned to two therapeutic community programs. One (the “standard” program)
involved 10 months of inpatient treatment followed by two months outpatient; the other (the
enhanced program) involved six months inpatient followed by six months outpatient. There
were some differences between the programs – staff:client ratios, behaviour management
programs, counselling services and frequency of attendance were all higher in the enhanced
program during the outpatient phase. Of those who entered the study, 380 (93%) were reinterviewed for the follow-up study.
In a further analysis Messina et al (Messina et al 2001)looked at outcomes in relation to the
delivery of nine types of services:
• individual treatment;
• group treatment;
• medical contact;
• medicine administration;
• recreational activities;
• vocational education;
• self-help group;
• HIV education/counselling; and
• outside medical referral.
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This analysis was based on those clients who remained in treatment for at least 60 days, and
looked at high versus low levels of services, with high levels defined as being above the
median number of services, while low levels were equal to or less than the median.
(22) Jainchill, Hawke, De Leon and colleagues, 1992-94
In this longitudinal study, data were collected on 938 adolescents admitted to six TCs across
nine sites in USA and Canada from April 1992 to April 1994. Follow-up status was obtained
for 557 (64%), with 485 completed follow-up interviews available for analysis (Jainchill et al
2000). All interviews addressed the 12-month period from the day of separation from
treatment. In interview clients retrospectively traced their drug use and criminal activity
monthly. The mean time from treatment to interview was 431 days, with 76% interviewed
within 18 months of leaving treatment. Of those who completed a post-treatment follow-up
interview, 46% reported marijuana as their primary drug of abuse, followed by alcohol (22%)
but levels of use of other drugs, including crack/cocaine and hallucinogens was also relatively
common. Most (58%) had been referred to treatment by the criminal justice system. Of the
sample, 216 (23%) were identified as amphetamine users, with 123 considered regular users
(using weekly or more frequently). Virtually all (99.5%) of the amphetamine group were
polydrug users, compared to 53.1% of the non-amphetamine group. Of the 485 re-interviewed
one year after separation from treatment, 136 were amphetamine users. A secondary study
based on the sample compared the characteristics of amphetamine users with non-users. It
was found that amphetamine users had more psychopathology, more extensive drug use and
criminal histories, and engaged in more HIV-risk behaviours than non-users (Hawke et al
2000).
(23) De Leon and colleagues, 1994
This study assessed the impact of a modified, day-care TC-based approach on clients in
methadone treatment. Participants (n=115) chose to enter the TC program (called Passages)
and were compared with a group receiving standard methadone treatment (n=212).
Participants were interviewed at baseline and six months later. There were some differences
in the groups: Passages clients had been in methadone longer, scored higher on both
motivation and treatment readiness, were more likely to be female, less likely to be employed,
and registered lower scores on several measures of high risk behaviour and poorer scores on
virtually all measures of psychological status (De Leon et al 1995).
(24) Condelli and colleagues, 1994-95
This study (Condelli et al 2000) reports data on 1573 adults accepted for admission to the
New Jersey Substance Abuse Treatment Centre. Clients accepted for this program were not
solely alcohol users, did not have a court case pending, did not have medical or psychiatric
problems that could not be accommodated, were not being prescribed major tranquillisers;
and had not been treated at the campus in the prior six months.
Clients were stratified and randomly allocated (depending on bed availability) to one of six
treatment programs, four of which were therapeutic communities and two residential chemical
dependency programs. On the basis of a description by Condelli and colleagues (2000) the
residential chemical dependency programs appear to be based on 12-step principles.
The four TCs were:
• 6-10 month program for men and women;
• 12-month modified for women only;
228

Appendix 3: Research evidence on effectiveness of TCs

• 3- and 9-month programs for Spanish-speaking men and women.
The two chemical dependency programs were:
• 28-day for men and women;
• 28-day modified for women only.
The report focuses on the number who refused the treatment to which they were allocated and
attrition from treatment in the first 25 days.
(25) Moos and colleagues, 1994-95
In this study 2822 patients were assessed on entry to 88 community residential facilities
across USA that were contracted to the Department of Veterans Affairs. Follow-up interviews
were completed about 12 months after discharge for 2376 patients (86% of 2757 still alive).
Those followed up were almost all men (99%). Only 9% were currently married; 65% had
only substance use disorder diagnoses, 35% had both substance use and psychiatric
diagnoses; 37% had had inpatient substance abuse at psychiatric treatment in the year prior to
the current episode of care. The 88 facilities were defined, on the basis of managers’
responses to survey instruments, as therapeutic community (n=25), psychosocial
rehabilitation (n=21), 12-step (n=19) or undifferentiated (n=23). (See section 3.2 for further
detail on this distinction.) Residents in the four models of care had similar levels of
participation in self-help groups, but residents in therapeutic communities had significantly
higher levels of participation in counselling sessions and social activities. The development of
supportive relationships with other residents was most marked for TCs, and was significantly
greater in TCs compared to 12-step or undifferentiated programs. (The development of
supportive relationships was rated by staff.)
(26) National Treatment Outcome Research Study (NTORS), 1995
This UK study began in 1995 and continued to follow clients until 2001. It is a prospective
longitudinal study of 1075 clients recruited from 54 treatment programs in four types of
setting (Stewart et al 2002):
• inpatient up to three months including withdrawal (8 programs, n=122);
• residential rehabilitation (15 agencies, including 12-step, therapeutic communities,
Christian and general houses; n=286);
• outpatient methadone maintenance treatment (n=458); and
• outpatient methadone reduction (n=209).
The majority of subjects in the study (85%) had used heroin in the 90 days prior to entering
treatment, while the use of benzodiazepines (60%) and stimulants (cocaine and
amphetamines, 54%) was also common (Gossop et al 1998).
At one year 818 (76%) were contacted with outcome data obtained for 769 (72%) and followup interviews for 753 (including 75 from residential programs). The mean frequency of heroin
use for the 90 days prior to treatment intake was 64 days for those subjects not contacted at
one year, compared to 55 days for the subjects who were contacted. This suggests the
possibility of some bias, with those subjects with more severe dependence not being contacted
at follow-up.
In one analysis 286 subjects treated in 15 residential rehabilitation programs were compared
with 122 treated in 8 short-term inpatient programs (Gossop et al 1999). Almost all (97%)
subjects in this analysis had been using illicit opiates, stimulants and/or benzodiazepines prior

229

Appendix 3: Research evidence on effectiveness of TCs

to entry into the study, with heroin used by 76% during the three months prior to treatment.
The average (±SD) duration of heroin use was 9.4±5.8 years. In addition 68% had used
stimulants (36% crack, 23% cocaine, 31% amphetamines), 39% non-prescribed methadone,
and 57% non-prescribed benzodiazepines. Drug injecting during the prior three months was
reported by 63%; 33% reported selling drugs; and 51% reported acquisitive crime during this
period. Those who entered the residential rehabilitation programs were less likely to have
used heroin, more likely to have used stimulants and been drinking excessively.
(27) Sacks, De Leon and colleagues, 1995-97
This study involved 342 clients, all with dual diagnoses of mental illness and substance abuse
or dependence and who met the New York City criterion of homelessness, referred from
homeless shelters and psychiatric facilities. Study participants were sequentially assigned, as
places became available, to two modified TC programs (n1=183, n2=93) or, if no places were
available, to a treatment as usual group (n=66). The two TC programs were described as
moderate to low intensity. The moderate intensity program differed from usual TC programs
in having increased flexibility, less intensity and greater individualisation. The low intensity
program placed even fewer demands on participants and was still more flexible. Both TC
programs were scheduled to be one year in duration, and still relied on peer self-help and the
community as the context and the agent for change (De Leon et al 2000b). The treatment as
usual group received a variety of treatment and non-treatment options that are typically
presented to this client group when discharged from shelters and psychiatric facilities.
Participants in the study were followed up 12 months and, on average, more than two years
post-baseline. The follow-up rates for the three groups (moderate intensity, low intensity and
treatment as usual) were 65%, 70% and 73% at 12 months, and 81%, 85% and 80%,
respectively at the second interview. There were no significant differences in the
demographics of the three groups as baseline. The study was also the basis of a cost analysis
based on 218 participants who completed 6- and 12-month follow-up interviews (McGeary et
al 2000).
(28) Carroll and colleagues, 1996-98
This study (Carroll et al 2000) assessed the effectiveness of a specialty nursing home run as a
TC for people diagnosed with AIDS and substance abuse/dependence. A total of 79 residents
were administered the Tennessee Self-Concept Scale (TSCS), which assesses psychological
adjustment, at initial testing (about 2 weeks after admission) and 8 months later, and assessed
on specific physical health indicators and other treatment outcomes. Only 1 resident was
employed at time of admission and only 14% had a “significant other”. The majority (88.5%)
had been diagnosed with HIV for more than 2 years. Heroin was the primary drug for 52%,
and crack for 39%. Most used by either injection (42%) or smoking. The majority (72%) had
been mandated to treatment.
(29) Carroll and McGinley, 1997
This was a follow-up study of 83 graduates from four TC programs at two inner city sites in
New York, USA (Carroll & McGinley 2000). The 83 graduates were volunteers from a
sample of 119 (70%) eligible graduates. The study is biased in that it focuses on graduates –
there is no information on the pool of total admissions from which the sample of 119
graduates was selected. It is also confounded by the lack of consistent pre- and postintervention data and by reliance on self-report without corroborating objective outcome
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information. Nonetheless it gives an indication of best possible outcomes for a group of drug
users with well-established and severe problems.
In terms of drug use at admission the majority of graduate respondents reported that crack
(52%) was their primary drug, followed by heroin (26.5%) and noncrack cocaine (10%). Only
7% reported alcohol as their primary drug. Only one of the graduate respondents was
employed at the time of admission. 71% had a previous treatment episode. Twenty percent of
referrals to the program were mandated by criminal justice services.
The graduates involved in the study took an average of 17.8 months (SD=7.7) to complete the
intensive residential phase of TC treatment. 59 (71%) also attended continuing care for an
average of 4.2 months (SD=1.4). At the time of the study, an average of 11.7 months
(SD=4.1) had elapsed since graduate respondents had completed continuing care and/or
intensive residential treatment.
(30) Taylor and colleagues, 1997
This study analysed 183 consecutive admissions to a modified TC for homeless, mentally ill,
chemically dependent men in New York City (Taylor et al 1997). The participants had a mean
age of 35±7.3; 8(4%) were married or cohabiting; 121 (66%) had schizophrenia, 61 (33%) an
affective disorder; 140 (77%) had been arrested for one or more crimes, 82 (45%) had been
arrested at least once for a violent crime; 76 (42%) had no history of criminal convictions, 46
(25%) had one conviction, 61 (33%) had multiple convictions. The study focused on social
functioning, with five items being assessed on a likert-type scale (0-4 with 0 being “poor” and
4 “excellent”). Scores were added to yield a total social adjustment score. The TC was
modified in that less group participation was expected of residents, they were required to
perform fewer job functions, their psychiatric symptoms were managed with pharmacologic
and psychotherapeutic interventions, and group sessions were facilitated by staff members to
ensure they were less confrontational and more supportive. Treatment was scheduled for six
months.
(31) Mattick and colleagues, 1997-98
This study followed a cohort of 56 residents entering the Woolshed, a TC in South Australia,
in 1997-1998 (Mattick et al 1998b). Participants were assessed at entry to treatment (n=56),
on separation from the TC (n=34), and 3 months later (n=23). The low follow-up rates on exit
from the TC (61%) and at follow-up (41%) exposes this study to significant risk of bias, as
participants with good outcomes are more likely to be contactable and complete follow-up
interviews.
Of the 56 participants, 70% were male, their mean age was 28±6.9, and 70% were
unemployed in the 3 months prior to entering the TC. Forty-one percent of the sample had
prior TC treatment experience.
Polydrug use was the norm amongst this group, with a median of 5 classes of drug used in the
month prior to entering treatment. Participants most commonly reported using cannabis
(91%), alcohol (82%), amphetamine (46%), heroin (43%, with 38% of these being daily
users), tranquillisers (43%), other opiates (36%) and hallucinogens (21%).
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(32) The Buttery, 1997-2001
This study (Didcott & Evans, unpublished data, provided as a personal communication, 2002)
involved 178 clients admitted to the Buttery between 1 June 1997 and 11 February 2001 for
whom drug use and other data was collected on admission. A follow-up phone interview was
attempted for 98 clients who had signed an agreement to participate in the study, had
completed the first part of the program (at least 10 weeks) and had departed from the program
between 12 and 18 months before follow-up was attempted. Of the 98 eligible clients, 67
(68%) were successfully contacted. The data collected at entry related to the three months
prior to TC treatment, while the follow-up interview considered the year following cessation
of treatment. Aspects addressed were:
•
principal drug of concern;
•
drug use;
•
risk behaviour;
•
quality of life;
•
criminal activity; and
•
physical and psychological health, as assessed by the SF-36.
As with other studies of this nature, the selection procedures for this study are likely to have
selected a sample that might be expected to achieve better outcomes. Nonetheless it is useful
as an indication of the outcomes that can be achieved by those clients who remain in TC
treatment for 10 weeks or longer. The fact that this data was collected recently in Australia
also adds to its value.
(33) Department of Human Services, Victoria, 1998-99
As part of an evaluation of residential rehabilitation, this study collected baseline and followup data on clients of four services (Department of Human Services Victoria 2000). Two
services were described as TCs with the community as the catalyst for change being a
fundamental element of the programs. Another service emphasised the provision of a “safe,
harmonious family style environment where residents can receive assistance to deal with their
drug, alcohol and associated problems”. Data collection used the Opiate Treatment Index
(OTI). Baseline data was collected on 69 clients in treatment. Follow-up data was collected
three to four months later and involved 30 (44%) of the original sample. Of these, 14 were
still in treatment.
(34) Keen and colleagues, 1998-99
This study (Keen et al 2001) involved retrospective review of clinical and residential record
data for 138 patients admitted to a TC in the UK between 1 February 1998 and 28 February
1999. For 85% heroin was the main drug of abuse but 87% regularly abused more than one
drug. Of the sample, 65.9% were regular injectors and high levels of risk-taking behaviour
were reported. Fifty (36%) were still opiate dependent at admission and were provided with a
medical detoxification using methadone tapered over 7-10 days after admission. The length of
time for which individuals had been dependent on their main drug of abuse ranged from 1.3 to
20.1 years with a mean of 8 years. The study assessed the length of stay and reason for
departure, and considered factors associated with treatment outcome.
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3.2

Outcomes of treatment

3.2.1 Retention in treatment
Concern has been expressed over many years regarding high rates of drop-out from
therapeutic communities, particularly early in treatment. De Leon and Schwarz (1984), from a
survey of all admissions during 1979 to seven long-term therapeutic communities in the USA,
found that 12-month retention rates ranged from four to 21%. All seven therapeutic
communities had similar patterns of retention: dropout was highest in the first 14 days, then
declined. Over 40% of those entering had dropped out by the end of the first month. Statistics
reported by five Australian therapeutic communities in the 1980s showed dropout rates during
the first 35 days ranging from 39% to 64% (Latukefu 1987).
The studies reviewed here show similar patterns of drop-out, as summarised in the table
below.
Study No* and
reference
(4) Sheffet et al
1980

Retention data

(6) Hubbard et al
1984
(7) Bale et al
1980; Bale et al
1984
(8) Anonymous
1994

44% in residential drug-free treatment at end
3 months.
181/363 (49.9%) assigned to TC entered and
stayed ≥1 week. Median weeks 6.0
(Quadrants), 10.4 (Family), 11.5 (Sartori)
558/1523 (36.6%) progressed to main
treatment phase after mean 123.5 days. 75.5%
remained ≥30 days. 136 (9.4%) graduated.
80% stayed >4 weeks. 17/32 completed detox
in the TC. 14 stayed ≥1 month after detox.
76.5% exposed to “Senior Professor”, 62.1%
not exposed, in treatment ≥30 days (p<0.001).
No significant differences at 180 and 365
days.
70% “depressive”, 71% “non-depressive”
dropped out from first year.
Median length of stay 74.5 days. 26.36%
completed all 3 phases of program. 39.45%
did not complete 1st phase.
56% & 30% completed the 3- & 6-month
modified TC, and 33% & 21% completed the
6- & 12-month traditional TC programs.
Median days in the programs were 79, 90, 94
& 129, respectively.

(9) Sorensen et al
1984a
(10) De Leon et
al 2000a

(11) Ravndal &
Vaglum 1994
(12) Burling et al
1994
(14) (McCusker
et al 1995)

Retention rates for the 3 TCs were 63.8%,
50.9% and 39.6% at 12 weeks and 22.0%,
16.1% and 8.5% at 52 weeks.

Comparison (if any)
and comment
At 12 weeks 44.5% and
34.2% remained in the
outpatient drug-free
programs and 88.2% in
methadone. At 52
weeks rates were 4.4%,
5.1% and 64.6%.
65% in methadone
treatment at 3 months.
Retention rate for
methadone 74.5% for
1st year.
Methadone to
abstinence program in
TC.
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Study No* and
reference
(15) (Hughes et
al 1995)

(17) Melnick et
al 2000
(18) Ravndal &
Vaglum 1992

(20) Guydish et
al 1998
(21) Nemes et al
1998
(22) Hawke et al
2000
(23) De Leon et
al 1995
(24) Condelli et
al 2000
(25) Moos et al
1999

(26) Gossop et al
1999
(27) De Leon et
al 2000b
(30) Taylor et al
1997

Retention data
Rates, demonstration compared to standard,
were 77% & 45% at 3 months, 65% & 18% at
6 months, 29% & 5% at 12 months. Length of
stay was 300.4±242.3 vs 101.9±93.7.
90-day retention 50% in traditional and 48%
in modified TCs. At 6 months 28% and 23%,
respectively.
70.1% intake group, 71.4% non-intake
entered TC. Median waiting time 8.8±11.6 &
12±19.9 weeks, respectively. 33/102 (32.4%)
intake, 4/26 (15.4%) non-intake completed
Phase I.
34% day-care, 29% residential completed 6
months. Mean days to drop-out 102±6.5 daycare, 109.8±53 residential.
33% “standard”, 39% “enhanced” completed
both phases of treatment.
31% graduated or completed residential
phase.
The Passages retention rate at 6 months was
47%.
6.5% refused admission to allocated program;
60% of those admitted retained 25 days.
Length of stay in TCs 54±49.9 days (n=712),
79.5±61.2 psychosocial rehabilitation
(n=404), 53.9±45.3 12-step (n=758),
55.5±43.3 undifferentiated (n=502). 62.4%,
55.0%, 61.7% & 44.6%, respectively,
completed program.
40% stayed 90 days in longer-term, 64%
stayed 28 days in shorter-term residential
rehabilitation.
56% low intensity, 34% moderate intensity
retained 12 months.

Mean time in program 4.1±3.5 months (of
scheduled 6 months). No association between
criminality and time in program.
(31) Mattick et al 75% chose 3-month program and stayed for
1998b
mean 76±36.4 days. Others chose 8-week
program and stayed for mean 61±35.7 days.
(34) Keen et al
25% completed ≥90 days. Mean length of
2001
stay 80.2 days (95% CI 61.8-98.6).
* See section 3.1 for details of the studies.

Comparison (if any)
and comment

Scores for rapport with
counsellor, commitment
to treatment similar.

Adolescents.

20% stayed 28 days in
short-term inpatient
programs.
Homeless, dual
diagnosis clients;
modified TC.
Homeless, dual
diagnosis clients;
modified TC.

De Leon (2000) concludes that retention is more likely to be a problem in those communities
that adopt a rigid, confrontational style as part of their program. This probably holds true no
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matter what model therapeutic communities follow. This is supported by the finding by
Melnick and colleagues (2000) that traditional and modified TCs participating in DATOS had
similar retention rates and similar scores for rapport with counsellor and commitment to
treatment (see study (17) in the table above).
The concern with low retention rates, relates to evidence that outcomes are best for those who
complete the planned duration of treatment. (See also section 5.3.2.) Gossop and colleagues
(1999) note that the finding of a critical time in treatment cannot be interpreted as
demonstrating that particular times in treatment are sufficient for clinical improvement.
Rather time in treatment is a proxy indicator of other factors, such as motivation, engagement
and participation in treatment. In considering dropout rates, it should be noted that most
admissions are only moderately motivated and ready for treatment, and high levels of
motivation are associated with higher retention rates (De Leon 1996). For some drug users,
more than one treatment episode may be necessary before they become engaged in and
committed to treatment. In this sense it is encouraging to note the finding that approximately
one-third of dropouts seek readmission to the same or another TC (De Leon 2000).
Overall, 83% of therapeutic community residents in the DARP study said that they would
recommend a therapeutic community to another person with a drug problem, if they were
asked, as did a similar proportion of those who were maintained on methadone (Simpson &
Lloyd 1979). This supports the acceptability of the TC approach to at least some drug users.
Ravndal and Vaglum (1992) reported that those who entered the TC were more often infected
with HIV, used amphetamines more frequently and used alcohol less frequently than those
who did not enter. TCs may be less attractive to those who are opioid dependent where
methadone maintenance appears to be a preferred option. However, the methadone to
abstinence program reported by Sorenson et al (1984a) indicates that, for a proportion of
people seeking to withdraw following methadone maintenance, it is feasible for this to occur
within a TC program. The impact on retention of incorporating detoxification into the first
stage of TC treatment is difficult to gauge. The two studies of this approach (5 and 6 in the
table) did not include comparison groups, but the retention rates of 75.5% and 80% at one
month look promising.
The long-term nature of TCs makes this approach difficult for people who are employed or
have family commitments. In general long-term residential treatment is considered more
likely to appeal to, and benefit, those drug users who have been severely damaged by their
drug use or through social disadvantage (Anonymous 1990). This is supported by several
studies including DATOS and the Woolshed evaluation (Mattick et al 1998b).
Preparing clients for entry to the TC may also be helpful. The “Senior Professor" approach of
De Leon and colleagues (study 10 in the table) significantly increased retention at 30 days;
the intake process used by Ravndal and Vaglum (study 11 in the table) had no effect on the
proportions entering the TC, but may have increased the proportion completing one year of
treatment (Phase 1). The difference in completion rates was not statistically significant, but
this may have been due to the small size of the non-intake group. It may also be that the
difference in completion rates is due to the longer waiting time for the non-intake group,
which may have had the effect of selecting more motivated clients. The “Senior Professor”
intervention had no significant effect on retention at 180 and 365 days, suggesting that other
factors may be relevant for prolonged retention. It is also of interest to note that the effects of
the “Senior Professor” intervention was most marked with participants rated as having the
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lowest motivation levels, although in both experimental and control cohort clients with low
motivation were the least likely to remain in treatment (De Leon et al 2000a).
3.2.2 Drug use or health status
Effect of treatment on drug use
A consistent finding of all studies is that treatment results in significant reductions in use of
alcohol and other drugs. The reduction is most marked during and immediately after
treatment, but there is an effect that lasts for at least one to two years. (In the summary below,
the numbers identify the studies for which descriptions are provided in section 5.1).
(1)

DARP

In the two months prior to treatment entry, 70% of study participants reported using opioid
drugs (primarily heroin) daily. At follow-up, 35% reported using opioids daily during one or
more months of the first year after DARP, declining to 17% in the year before the final
follow-up interview. In the first year after DARP treatment 21% reported using no illicit
drugs at all and another 16% reported using only marijuana (Simpson & Sells 1983).
(2)

De Leon and colleagues, 1970-75

At entry to treatment participants in this study scored 96.8 (dropouts) and 89.0 (graduates) on
an index of drug use. At 1 year post-treatment the indices were 43.6 and 8.2 respectively (De
Leon et al 1982).
(3) Wilson and Mandelbrote, 1971-73
At the 10-year follow-up, 60/61 subjects were traced; 6/60 had died, 4/21 in the short stay
group, all of which were drug-related deaths. 1/20 in the medium stay group had died of
natural causes, and 1/20 in the long stay group had committed suicide, with this said to be
unrelated to drugs (Wilson & Mandelbrote 1985).
(5)

Coombs, 1972-73

At follow-up, 9 (4.3%) were refraining totally from drug and alcohol use, with all these being
graduates of the long-term program. Some illegal drug use was reported by 58.5%, while
41.5% were extensively involved. For the long-term program, 18.4% of graduates and 46.4%
of “splitees” reported opiate use post-treatment, compared to 49.5% and 63.6%, respectively,
from the short-term program (Coombs 1981).
(6)

TOPS

Over 20% of clients who remained in residential treatment for 13 weeks or less and one-third
of clients in treatment for more than 13 weeks reported no weekly use of any substance in the
year after treatment. Another one-third reported weekly use of cannabis and/or alcohol only
(Hubbard et al 1984).
(7) Bale and colleagues, 1980
The proportions reporting no heroin use in the three months prior to the two-year follow-up
interview were 40.0% for Family, 48.1% Quadrants, 35.4% Satori, and 33.3% for the group
receiving withdrawal only. These proportions were not significantly different, but outcomes
were better for those retained in treatment for more than 50 days (Bale et al 1984).
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(9) Sorensen and colleagues, 1981-84
At follow-up 7 participants admitted using illicit drugs, compared to 20 at entry (significant
difference). Seven subjects with drug-positive urine samples were all in the group that had
completed detoxification (Sorensen et al 1987).
(10) Ravndal and Vaglum, 1986-88
Five years after application for TC treatment, of those followed-up, 10% reported no use,
10% light use, 25% moderate use and 56% reported heavy use or were deceased (deaths were
mostly drug-related; subjects who broke all appointments for interview were also placed in
the heavy use group.) Overall, 36% of those who completed the TC program, compared to
17% of non-completers, had a good outcome (no or light use) at the 5-year follow-up. Two of
29 completers (7%) compared to 22/171 (13%) non-completers were dead at follow-up
(Ravndal & Vaglum 1998).
(12) Burling and colleagues, 1988-89
Of those followed up, 51.95% were abstinent at 3 months, and 63.29% at 6-12 months.
Assuming a worst case scenario for those not contacted, these rates drop to 36% and 46%,
respectively (Burling et al 1994).
(13) Fernandez-Hermida and colleagues, 1988-96
Pre-treatment 100% of participants reported drug use (Fernandez-Hermida et al 2002). This
reduced to 22.1% at follow-up. Similarly alcohol abuse/dependence reduced from 20.8% to
10.3%. Outcomes were better for those who completed the program with 10.3% of completers
compared to 63.6% of non-completers relapsing to drug use. The mean time without using
drugs from leaving the program until relapse was 14.5 months in completers and 8 months in
non-completers. The average amount of alcohol consumed per week was also lower for
completers (3.36 units) compared to non-completers (5.45 units).
(14) McCusker and colleagues, 1990-92
At follow-up (2-6 months after exit from treatment) rates of drug use were 44% in the
modified TC cohort and 50% in the traditional TC cohort, with no differences within the
cohorts by the duration of program participants had been allocated to (Hughes et al 1995).
(16) Martin and colleagues, 1990-94
At 18-month follow-up, the proportion drug-free since release by self-report and urinalysis
(with figures controlled for other group differences) were (a) comparison 16%, (b) KEY only
22%, (c) CREST only 31%, (d) KEY and CREST 47%, with the rates for (c) and (d)
significantly higher than the comparison group (a), with p<0.05 (Inciardi et al 1997).
(18) Fals-Stewart and Schafer, 1992
At 12-month follow-up (a) 11/19 (58%) who received behaviour therapy, (b) 6/20 (30%) in
the standard TC program, and (c) 5/18 (27%) who received relaxation therapy were abstinent
(Fals-Stewart & Schafer 1992).
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(21) District of Columbia Treatment Initiative, 1992-94
Those who completed 12 months of treatment were significantly less likely to test positive for
cocaine at the six-month follow-up (P<0.01) compared to those who completed only the
inpatient, or neither, component.
(22) Jainchill, Hawke, De Leon and colleagues, 1992-94
For those who completed treatment, the percentage reporting any drug use reduced from 80%
in the year pre-treatment to 60% in the post-treatment year and those reporting any use of
alcohol reduced from 77% for 57%. For non-completers, reductions in the percentage
reporting post-treatment use of marijuana, heroin/opiates, or any drug, did not reach statistical
significance. For those who completed treatment there were significant reductions in the
frequency of drug use in all categories except heroin and tranquillisers, both of which were
used infrequently before treatment. For non-completers there were significant reductions in
the frequency of use of all drugs, except heroin which showed an increase (from a mean of
0.2±0.7months pre-treatment to 1.4±2.2 months post-treatment). Overall, at follow-up one
year after separation from treatment, participants reported 7.61±5.01 months of regular drug
use in the year before treatment, compared to 4.46±4.61 months in the year after treatment, a
significant difference with p<0.001 (Hawke et al 2000).
(25) Moos and colleagues, 1994-95
12-step (n=758) Undifferentiated
Psychosocial
rehabilitation
(n=502)
(n=404)
Subjects abstinent from substance use
Intake
5.8%
6.7%
6.6%
7.0%
Follow-up
40.5%
39.4%
37.9%
32.2%
Subjects reporting no substance use problems
Intake
3.7%
5.7%
3.6%
8.2%
Follow-up
32.6%
34.9%
34.0%
26.1%
Subjects with clinically significant distress (depression, anxiety, suicidal thought, panic)
Intake
53.1%
46.3%
49.5%
48.0%
Follow-up
31.0%
30.9%
28.8%
39.2%
Subjects with clinically significant psychiatric symptoms (paranoid ideation, psychoticism)
Intake
45.5%
37.4%
38.3%
40.2%
Follow-up
29.1%
27.0%
27.6%
34.5%
[Based on Moos et al 1999]
Outcome

TC (n=712)

(26) NTORS
In the subsample of NTORS clients treated in short-term inpatient or residential rehabilitation
programs, the proportion reporting use of any illicit drug (excluding cannabis) in the 90 days
prior to interview reduced from 97.5% at intake to 63.3% at one year follow-up. In terms of
specific drugs, heroin use reduced from 74.5% at intake to 49.5%, other opiates from 78.2%
to 50.5%, and stimulants from 70.5% to 32.4%. Again in the 90 days prior to interview, the
proportion reporting having injected drugs reduced from 60.7% at intake to 32.7% at one-year
follow-up, sharing of injecting equipment was reported by 18.9% at intake compared to 6.9%
at follow-up. The proportion who reported drinking heavily also reduced, from 33.1% to
17.1%.
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(31) Mattick and colleagues, 1997-98
Drug class

Tobacco
Cannabis
Alcohol
Amphetamine
Heroin
Sedatives/tranquillisers
Other opiates
Hallucinogens
Cocaine
Barbiturates
Inhalants

Baseline (n=56)
% using
Median
units#/day
98
25
91
5
82
6
46
0.75
43
0.63
43
2.5
36
0.18
21
0.09
7
0.15
4
0.22
2%
0.04

Exit (n=34)
% using
Median
units#/day
97
20*
6
0.04*
3
0.42*
0
Nil
3
0.04*
0
Nil
3
0.14ns
0
Nil
0
Nil
0
Nil
0%
Nil

Follow-up (n=23)
% using
Median
units#/day
96
15*
26
0.5*
39
0.42*
22
0.11*
17
1.25ns
13
0.11ns
4
0.43ns
0
Nil
4
0.21ns
0
Nil
0%
Nil

As indicated in the table above, the evaluation of the Woolshed by Mattick and colleagues
(1998b) recorded reductions in the proportion of participants using alcohol and other drugs, as
well as reductions in the amounts being used, at exit from the program and at follow-up 3
months later, compared to baseline levels on entry to the program. Drug use was higher at
follow-up compared to exit, indicating a degree of relapse, but levels had not returned to those
reported on entry to treatment.
In the table all data is based on the month prior to interview. In the columns marked with #,
the units were cigarettes (tobacco); joints or bongs (cannabis); standard drinks (alcohol); hits
or snorts (amphetamine); hits or smokes or snorts or doses (heroin, other opiates and cocaine);
pills (sedatives or tranquillisers and barbiturates); tabs or trips (hallucinogens); sniffs
(inhalants). An * indicates p≤0.05, ns indicates p≥0.05 for t-tests between baseline and exit,
and baseline and follow-up.
(32) The Buttery, 1997-2001
Baseline and follow-up data on drug use was available for 65 former residents of the Buttery.
Of these, 20 (31%) reported using alcohol or other drugs (compared to 100% at entry to the
TC). Problem use of alcohol or other drugs was reported by 8/65 (12%) at follow-up,
compared to 100% at entry to the TC.
Effect of TCs on drug use, compared to other modalities or no treatment
Relatively few studies compare outcomes for clients of TCs compared to other modalities.
However, the comparisons that are available indicate that for those who stay in TCs for
around two months or more, the outcomes in terms of reduced drug use are good relative to
other modalities, or no treatment.
(1)

DARP

Overall post-treatment outcomes were not significantly different for methadone maintenance,
therapeutic communities or outpatient drug-free treatment, but outcomes for all three
modalities were significantly more favourable than detoxification or intake-only groups
(Simpson & Sells 1983).
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(6)

TOPS

Residential clients were most likely to reduce use of their primary drug during treatment –
99% of those reporting more than minimal drug use in the year before treatment reported at
least some reduction in the first three months, with 95% of these reporting a “large”
reduction. In comparison 90% of methadone clients and 45% of outpatient drug-free clients
reported reductions in the first three months of treatment.
(7)

Bale and colleagues, 1980

At the 12-month follow-up the proportions reporting heroin use in the month prior to
interview were 52.0% for TC clients, 46.6% for methadone clients, and 65.5% for the group
who received detoxification only (Bale et al 1980). Furthermore, 11 of 166 (6.6%) of the
withdrawal-only group had died during the two-year follow-up compared to three of 181
(1.7%) in TCs, with all of these having stayed less than 50 days.
(17) DATOS
The “average” patient in residential programs reduced heroin use by 72% and reduced cocaine
use by 70% from admission to 1-year follow-up. In the other modalities percentages for
heroin and cocaine, respectively, were 55% and 70% in short-term inpatient programs, 73%
and 54% in outpatient methadone treatment, and 50% and 61% in outpatient drug-free
treatment (Hser et al 1998).
(23) De Leon and colleagues, 1994
Passages clients improved significantly more over time than non-Passages clients on overall
cocaine use, overall heroin use and injection of cocaine/heroin. Passages clients retained for
six months improved significantly in risk behaviour and psychological status. Improvements
in criminality came close to achieving statistical significance. Dropouts did not register
significant improvement in any domain (De Leon et al 1995).
The table below indicates the proportion of clients in each group with positive urine tests.
Passages
Non-Passages
Retained (n=47)
Drop-outs (n=56)
Total (n=105)
(n=201)
Initial
6-month Initial 6-month Initial
6-month Initial 6-month
Cocaine
44.7
19.1
50.0
46.4
47.6
34.3
44.3
41.8
Heroin
46.8
21.3
46.4
28.6
46.7
26.7
56.2
45.8
The proportion of clients using cocaine decreased significantly only for the retained Passages
group. All groups showed significant reductions in heroin use, but the decrease was greatest
for those who remained in Passages.
Participants in the Passages group scored worse than the non-Passages comparison group on
nearly all psychological scales. Passages clients who remained in the program decreased their
level of dysfunction to that of the non-Passages clients after six months.
(26) NTORS
From the full NTORS cohort of 1075 drug users, 112 (15%) reported having taken an
overdose during the 3 months before starting treatment (Stewart et al 2002). A greater
proportion of clients who entered residential treatment reported an overdose (22%) compared
to clients who entered methadone programs (11%, p<0.001). At follow-up one year after
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treatment entry, the proportion of clients reporting an overdose during the previous 3 months
was 5.7%, significantly lower than at entry (p<0.001). The rate of overdose was reduced both
among clients treated in residential programs (22% to 7%, p<0.001) and methadone programs
(11% to 5%, p<0.001). Clients reporting overdose at 1 year (poor outcome group, n=43) were
compared to those who had reported taking an overdose before treatment entry but not at
follow-up (improved outcome group, n=93). Those in the improved group reported
significantly reduced rates of injection, from 91% at intake to 42% at one year (p<0.001). In
contrast, injecting in the poor outcome group had increased from 84% at intake to 93% at one
year (not significant).
(29) Carroll and McGinley, 1997
More than 70% of the graduates involved in this study reported daily or near daily use on
admission (Carroll & McGinley 2000). None reported using drugs during the 30 days prior to
follow-up, aside from one reported instance of alcohol consumption.
Effect of treatment on other aspects of health
Some studies included data on aspects of physical and mental health, other than drug use.
These data also consistently indicate significant improvements in health status associated with
TC treatment.
(6)

TOPS

After three months of treatment, recovery from depression was reported by 50% of residential
clients, 39% of methadone and 35% of outpatient drug-free clients. Reports of suicidal
thoughts or attempts fell from about 40% before to 20% after treatment (Hubbard et al 1984).
(11) Ravndal and Vaglum, 1986-88
For the 36 participants who completed one year of inpatient treatment and were interviewed,
the mean SCL-90 depression score decreased from 1.73±0.8 at entry to 0.72±0.4 (p<0.001)
and the mean Dysthymia score decreased from 83±22 to 69±18 at follow-up (p<0.01). Of the
36 completers, 7 (19%) met the criteria for “depressive” at one year, compared to 69% of the
overall sample on entry to the TC (Ravndal & Vaglum 1994). This is consistent with other
studies which have found a marked improvement in depression associated with a period of
treatment for substance abuse, without any prescription of anti-depressant medication
(Rounsaville et al 1982).
(12) Burling and colleagues, 1988-89
Compared to admission, participant self-ratings at 3 and 6-12 months indicated a lower degree
of being troubled by serious depression, serious anxiety and trouble understanding,
concentrating and remembering (Burling et al 1994).
(14) McCusker and colleagues, 1990-92
In terms of psychosocial indicators at admission compared to exit, McCusker and colleagues
reported significant improvements in depression, self-esteeem, and self-efficacy, for both
modified and traditional TC programs (Hughes et al 1995).
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(16) Martin and colleagues, 1990-94
For the prisoners who participated in this study, the probability of reporting always using a
condom at six-month follow-up was (a) 0.18 (b) 0.35 (c) 0.26 (d) 0.38, with (b) and (d)
significantly greater than (a), and where (a) received HIV/AIDS prevention education only,
(b) received TC treatment only in prison, (c) received outreach treatment only, and (d)
received both prison TC and outreach treatment. This suggests that the HIV/AIDS prevention
education delivered in the context of the prison TC program is having greater impact.
(19) Fals-Stewart and Schafer, 1992
Mean (±SD) scores on the NIMH Obsessive-Compulsive Scale are indicated in the table
below.
Pre-treatment
Post-treatment
Follow-up
(a) n=19
14.2±3.6
8.1±3.1
7.1±2.5
(b) n=20
13.9±3.5
13.6±3.2
10.1±2.7
(c) n=18
13.8±3.5
13.0±3.6
9.9±2.2
where group (a) received behaviour therapy, (b) standard TC program only and (c) relaxation
sessions (Fals-Stewart & Schafer 1992).
(28) Carroll and colleagues, 1996-98
For residents with valid TSCS scores, there was a significant improvement in scores over 8
months of treatment. However, scores remained in a range which reflected an abnormal
degree of emotional distress and dysfunction. There were also significant gains in body
weight and significant increases in the CD-4 T-cell counts (Carroll et al 2000).
(29) Carroll and McGinley, 1997
Graduates reported engaging in less negative behaviour (unsafe sex; multiple sex partners;
violent behaviour) at follow-up compared to admission. Graduates also described themselves
in more positive tones at follow-up compared to admission, in relation to physical health, self
confidence, and family relations.
(31) Mattick and colleagues, 1997-98
At baseline, the mean score received by the sample on the HIV Risk-taking Behaviour Scale
(HRBS) was 9±6.1 (n=56), which corresponds to “above average” risk of either contracting or
transmitting HIV and other blood borne viruses (Mattick et al 1998b). At exit from the TC the
score had reduced to 0.76±1.9 (n=34), and at follow-up it was 5±4.6 (n=23), with both these
scores significantly below baseline (p≤0.05).
The Woolshed study also assessed physical health (using the health scale of the OTI) and
psychological functioning (the GHQ). At baseline the mean health score was 22±7.5 (n=56),
reducing to 8±7 (n=34) at exit and 11±7.5 (n=23) at follow-up, where a score of 22 indicates
“high” levels of overall poor health. The mean GHQ scores at the same points were 19±5.7,
3±4.9 and 8±9.3, respectively, with higher scores indicating higher levels of anxiety, somatic
symptoms, social dysfunction and depression. The health and GHQ scores at exit (for n=34)
and follow-up (n=23) were all significantly lower than baseline (p<0.05).
Health was also assessed using the SF-36 health survey, in which a score of 0 equals the worst
possible health state and 100 the best possible. At baseline, subjects’ scores on every scale
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were worse than the population norms for South Australia in 1995., and were also worse than
scores for clients entering a methadone program in Adelaide in 1996, suggesting significant
impairment over and above that seen in clients entering methadone treatment (Mattick et al
1998b). At exit from the Woolshed, study participants recorded significant improvements
across all eight scales of the SF-36 compared to baseline. The mean scores for each scale were
in line with the age and sex standardised population norms for South Australia in 1995.
Although the improvement in SF-36 means scores was not as great at 3-month follow-up as
that observed at exit, the participants interviewed still maintained significantly improved
outcomes in comparison to initial entry into the program.
(32) The Buttery, 1997-2001
Of the former residents of the Buttery for whom baseline and follow-up data was available,
23/49 (47%) reported collective use of injecting equipments prior to entering the TC, 33/49
(67%) reported instances of unsafe sex, and 39/48 (81%) reported operating machinery while
possibly affected by alcohol or other drugs. At follow-up, 12 months or more after leaving the
TC, these risk behaviours were reported by 4/49 (8%), 19/49 (39%) and 7/48 (14.6%),
respectively.
The SF-36 scores for these former residents of the Buttery followed a similar pattern to those
reported by Mattick and colleagues for residents of the Woolshed (see study (31) above). At
baseline, scores for seven of the eight scales of the SF-36 were below the norms for the New
South Wales population (the exception was the mean score for physical functioning). There
was a significant improvement in mean scores from baseline to follow-up for six of the eight
scales (the exceptions were physical functioning where mean scores were already high, and
role functioning, emotional, which showed an improvement but not to the point of statistical
significance). Despite the improvement, most scores remained somewhat below the New
South Wales norms.
(33) Department of Human Services, Victoria, 1998-99
The measure of HIV risk improved from 9.4 initially to 6.3 at follow-up. For those still in
treatment the score was 4.6, for those not in treatment it was 6.9. Physical health also
improved from a score of 22 at baseline to 15 at follow-up, 14.7 for those still in treatment
and 12.7 for those who had left. Psychological adjustment improved from a score of 16.9 at
baseline to 8.9 at follow-up, 8.6 for those still in treatment and 7.1 for those not in treatment.
These data suggest either that those who leave treatment have better physical health and
psychological adjustment, or an improvement in these aspects is associated with departure
from treatment (Department of Human Services Victoria 2000).
3.2.3 Criminal behaviour
Data on criminal behaviour following treatment were limited compared to the data on drug
use and health status. However, the available data again consistently indicates a significant
reduction in criminal behaviour associated with TC treatment, and outcomes for those who
stay in TCs for around two months or more that are good relative to other modalities or no
treatment.
(2)

De Leon and colleagues, 1970-75

In the two cohorts combined, the pre-treatment index of criminal activity was 97.4 for
dropouts and 94.4 for graduates (De Leon et al 1982). At 1 year post-treatment the indices
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were 40.9 and 4.2, respectively, indicating substantial decreases in criminal activity following
treatment, even for those who did not complete the program.
(3)

Wilson and Mandelbrote, 1971-73

The long-stay group (n=21) had a pre-admission conviction rate of 60%, which was
significantly reduced to 10% at the 2-year follow-up, and rose only slightly to 15% at the 10year follow-up. The conviction rate of the medium-stay group (n=20) was reduced from 70%
before treatment to 45% at the 2-year follow-up, and returned to 70% at the 10-year followup. The conviction rate of the short-stay group (n=20) was 57% before treatment and at the 2year follow-up, and rose to 85% at the 10-year follow-up (Wilson & Mandelbrote 1978;
Wilson & Mandelbrote 1985).
(5)

Coombs 1972-73

For the sample overall, arrests declined from 1.78 to 1.32 per year, with drug-related arrests
going from 1.14 per year to 0.69 per year. The arrest rate among graduates declined by 0.75
arrests per year, but increased 0.25 per year for “splitees” (Coombs 1981).
(6)

TOPS

Amongst the group of clients who received residential treatment 62% reported a predatory
illegal act in the year before treatment, compared to about 40% for the whole sample.
Cessation of such acts during treatment was reported by 97% of residential clients. Only 30%
of long-term (>13 weeks) clients reported illegal acts in the year after treatment (Hubbard et
al 1984).
(7) Bale and colleagues, 1980
At the 12-month follow-up, the proportions reporting being arrested during the year were
54.5% for the no-treatment group, 46.0% for the TC group and 49.2% for the methadone
group. Convictions were reported by 38.0%, 30.0% and 22.0%, respectively, and 21.1%,
12.7% and 10.2%, respectively, were in gaol at the end of the year. There was no significant
difference between the TC and methadone groups, but both had significantly better outcomes
than the no-treatment group (Bale et al 1980). In the analysis by TC, the proportion reporting
no convictions at the two-year follow-up were 44% for Family, 32.5% for Quadrants and
59.5% for Satori, compared to 31.3% for the withdrawal only group. The Family and Satori
results were significantly different from the withdrawal only group. Outcomes were better for
those clients retained in treatment for more than 50 days (Bale et al 1984).
(13) Fernandez-Hermida and colleagues, 1988-96
Pre-treatment 65.4% had been charged or arrested and 26.9% imprisoned. At follow-up the
equivalent rates were 8% and 6.4%. (The time periods involved are not clear.) At follow-up
8/194 (4.1%) of completers and 12/55 (21.8%) of non-completers reported being arrested and
6/194 (3.1%) of completers and 10/55 (18.2%) of non-completers reported being convicted.
(16) Martin and colleagues, 1990-94
At 18-month follow-up the proportions arrest-free, controlling for other group differences,
were (a) comparison 46%, (b) KEY only 43%, (c) CREST only 57%, (d) KEY and CREST
77%, with (c) and (d) significantly less than the comparison group with p<0.05 (Inciardi et al
1997). Hiller and colleagues (Hiller et al 1999) report similar findings, with 30% of parolees
who completed in-prison TC and aftercare TC rearrested for a new offence during 13-23
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months of follow-up, compared to 36% who completed only the in-prison TC and 42% of an
untreated matched group of parolees.
(21) District of Columbia Treatment Initiative, 1992-94
Regardless of the program type, those who completed 12 months of treatment were
significantly less likely to be rearrested after treatment (P<0.01) compared to those who
completed only the inpatient program, or neither component.
(22) Jainchill, Hawke, De Leon and colleagues, 1992-94
For those who completed treatment the proportion reporting any criminal involvement
reduced from 98% in the year pre-treatment to 68% in the post-treatment year (Jainchill et al
2000). Arrests reduced from 78% to 24%. For non-completers there was a smaller but still
significant reduction in criminal activity. Arrests reduced from 76% to 46%.
(25) Moos and colleagues, 1994-95
12-step (n=758) Undifferentiated
Psychosocial
rehabilitation
(n=502)
(n=404)
Participants reporting being arrested in last year
Intake
40.9%
31.7%
38.0%
39.8%
Follow-up
27.3%
22.6%
21.7%
32.7%
[Based on Moos et al 1999]

Outcome

TC (n=712)

(29) Carroll and McGinley, 1997
Of the graduates involved in this study, more than 17% reported criminal activity in the 30
days prior to admission (Carroll & McGinley 2000). At follow-up none reported any criminal
activity in the prior 30 days, although around 5% reported they had been arrested and
incarcerated in the prior 6 months.
(31) Mattick and colleagues, 1997-98
The majority (77%) of participants in this study reported committing some form of crime in
the month preceding entry to the TC, and 23% were facing charges (Mattick et al 1998b). The
most common type of crime was selling illicit drugs (52%), with property crime committed
by 43%. Ten subjects (17.9%) had committed a violent crime in that period. At exit from the
Woolshed only one participant (3%) reported committing crime in the month prior to exit
(social security fraud). At 3-month follow-up there was also only one participant (4%) who
reported committing crime in the month preceding interview, in this case property crime.
(32) The Buttery, 1997-2001
For the former residents for whom both baseline and follow-up data were available, at entry to
the TC, 34/35 (97%) reported involvement in criminal activity, and 23/35 (66%) reported
being charged with a criminal offence. At follow-up these rates had dropped to 5/35 (14%)
and 2/35 (6%), respectively.
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(33) Department of Human Services, Victoria, 1998-99
On criminal activity the score at baseline was 2.3, decreasing to 0.4 at follow-up, 0.2 for those
still in treatment and 0.7 for those not in treatment (Department of Human Services Victoria
2000).
3.2.4 Dimensions of social functioning
The effect of TC treatment on social dimensions is more difficult to determine, in part
because of the variability of outcome measures investigated by the different studies. In
addition aspects such as employment are influenced by social and economic conditions in the
region and timeframe of the study, making comparisons across studies difficult. However, the
studies reviewed appear to show a clear trend towards improved social functioning and
increased participation in either education or employment associated with TC treatment.
There are insufficient comparisons with other treatment modalities to form a view of the
relative effectiveness of TCs in this regard.
(2)

De Leon and colleagues, 1970-75

In the two cohorts combined, the index of employment indicated that pre-treatment 66.2% of
graduates and 54.5% of dropouts were in employment for less than one-quarter of their
employable time (De Leon et al 1982). At 1 year post-treatment, these proportions decreased
to 2.7% and 27.6%, respectively.
(5)

Coombs, 1972-73

For the total cohort, 80% were unemployed in the year prior to admission, compared to 45.4%
at follow-up. Graduates of the long-term program were employed 86.3%, compared to 55.6%
for graduates of the short-term program. “Splitees” from the long-term program worked
43.0% of the time, compared to 37.3% among short-term “splitees” (Coombs 1981).
(6)

TOPS

For clients who remained in residential treatment for more than three months, the proportion
who worked full-time for 40 or more weeks increased from 12.4% before to 24.8% after
treatment (Hubbard et al 1984).
(7)

Bale and colleagues, 1980

In this study the proportions working or attending school were 38.4% for the no-treatment
group, 50.7% for the TC group, and 50.9% for the methadone group (Bale et al 1980). In the
comparison of TCs, the proportions working or attending school at the two-year follow-up
were 48.0% for Family, 46.8% for Quadrants and 51.9% for Satoria, compared to 34.0% for
the withdrawal only group (Bale et al 1984).
(9)

Sorensen and colleagues, 1981-84

At follow-up 19 participants said their living situation was better, 3 said it was the same, and
4 said it was worse than the period prior to entering the TC. Twelve participants were either
working or in full-time educational programs (compared to 7 at treatment entry). There were
significant improvements recorded in family life/living situation, employment/education, and
overall functioning, with the improvement greatest for those who had detoxified.
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(11) Ravndal and Vaglum, 1986-88
Based on the year prior to the 5-year follow-up interview, those who completed TC treatment
scored significantly higher, a of mean 2.4, on social functioning than those who did not enter
or did not complete TC treatment, a mean score of 1.8 (Ravndal & Vaglum 1998).
(12) Burling and colleagues, 1988-89
A criterion for entry to this program was being homeless or at risk of becoming homeless. Of
those followed up, 70.13% were housed at 3 months and 88.61% at 6-12 months. There were
no differences in the reported number of close relationships at follow-up compared to
admission (Burling et al 1994).
(13) Fernandez-Hermida and colleagues, 1988-96
Pre-treatment 11.9% had stable employment. This rose to 63.9% post-treatment. At follow-up
134/194 (69%) of completers and 25/55 (45.5%) of non-completers reported “always
working”. An improved family situation at follow-up was reported by 156/194 (80.4%) of
completers and 35/55 (63.6%) reported an improved family situation at follow-up (FernandezHermida et al 2002).
(20) Guydish and colleagues, 1992-94
At six months, residential clients showed significantly greater improvement on social
problems (P<0.05) and psychiatric symptoms (P<0.01), but all other outcomes were similar
(Guydish et al 1998). This suggests that, at least for the population that participated in this
trial, day care treatment may be equally as effective as residential treatment. However, the
authors note that the apparent advantages of residential treatment, in terms of psychiatric
symptoms and social problems, may have effects on relapse, treatment recidivism or other
outcomes not measured in this study. They also suggest, as has been concluded by others, that
more intensive treatments may produce greater benefits for clients with more severe
deterioration and less social stability. In a further analysis (Greenwood et al 2001), it was
found that day clients were more likely to relapse six months post-admission with this
difference no longer apparent at 12 and 18 months. Hence, the authors suggest that a
residential- compared to a day-treatment setting may reduce the risk of relapse during the
initial months of treatment. In fact, while relapse outcomes among day-treatment clients did
not significantly change over time, relapse among residential clients was significantly more
likely at 12 and 18 months compared to 6-month outcomes. Thus it appears that the protective
effect of residential treatment dissipates over time.
(21) District of Columbia Treatment Initiative, 1992-94
Those in the “standard” program were more likely to be employed six months after discharge,
possibly reflecting additional vocational services in the longer inpatient program.
(22) Jainchill, Hawke, De Leon and colleagues, 1992-94
In a subsample of adolescents interviewed one year after separation from TC treatment,
Hawke et al (2000) found significant declines in the amount of unprotected sexual intercourse
and the amount of sexual activity engaged in while intoxicated, but no significant change in
sexual activity with casual sex partners.
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(25) Moos and colleagues, 1994-95
Outcome

TC (n=712)

Psychosocial
12-step (n=758) Undifferentiated
rehabilitation
(n=502)
(n=404)
Participants employed full- or part-time
Intake
12.7%
14.9%
16.0%
21.3%
Follow-up
38.1%
39.3%
43.1%
38.5%
[Based on Moos et al 1999]
(28) Carroll and colleagues, 1996-98
The number of participants reporting having supportive family relationships improved from
75 to 81% (Carroll et al 2000)
(29) Carroll and McGinley, 1997
At admission to treatment only one of the graduates involved in the study was employed,
more than 36% reported being homeless, and less than 10% of those with children reported
living with them (Carroll & McGinley 2000). At follow-up more than 40% reported a range
of full-time employment, homelessness had virtually disappeared and more than 25% of those
with children reported living with them.
(30) Taylor and colleagues, 1997
A significant improvement was reported in social adjustment from a mean score of 8.3±3.7 at
baseline to 9.2±3.03 at 2 months. There was no association between criminality status and
change in the social functioning score (Taylor et al 1997).
(31) Mattick and colleagues
The mean score obtained by study participants on the Social Scale of the Opiate Treatment
Index (OTI) at entry to the TC was 24±8.23 (for n=56), which corresponds to “above
average” in terms of levels of social dysfunction encompassing aspects such as employment,
residential stability, inter-personal conflict, social support and drug-culture involvement. On
exit from the TC (n=34), the score had improved to 17±4.3, while at follow-up (n=23) the
mean score was 16±5.8 (both significantly different from baseline with p≤0.05.
(32) The Buttery, 1997-2001
At entry, 20/33 (61%) stated they were “not satisfied”, and none said they were “very
satisfied” with their personal relationships. At follow-up, 3/33 (9%) of this group were “not
satisfied” and 6/33 (18%) were “very satisfied” with their personal relationships.
(33) Department of Human Services, Victoria, 1998-99
Change in the measure of social functioning was marginal – from 19 at baseline to 14 at
follow-up, 13.9 for those still in treatment and 13 for those who had left treatment
(Department of Human Services Victoria 2000).
3.3
Factors affecting outcomes
A number of factors have been found to be associated with improved treatment outcomes
including:
•
being drug-free on entry to a TC;
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•
•
•
•

longer duration of treatment (but with participation, engagement and progress in
treatment and not just the length of time being important factors);
completion of the scheduled treatment program;
family involvement, including enabling children to stay in the TC with their mother;
and
provision of additional services, particularly to meet specific needs such as psychiatric
comorbidity and cultural dimensions.

3.3.1 Completion of the scheduled program
Keen et al (2001) defined successes as patients who left the program because they had
completed their treatment or as planned departures or transfers. Those who left as unplanned
departures or were evicted were considered as failures. Overall 94 (68.1%) were considered
failures and 18 (13.0%) successes (data was unavailable for 26). Those who were already
drug free on admission were more likely to be successes (P=0.048).
3.3.2 Time in treatment
Burling and colleagues (1994) reported that those with more positive outcomes stayed in
treatment longer. Wilson and Mandelbrote (1985) found that those who stayed longer in
treatment had significantly fewer convictions after discharge.
Bale and colleagues (1980) noted that for the subjects treated in a therapeutic community, the
length of time spent in treatment was strongly related to better outcomes at follow-up. In
addition, the numbers who actually chose to enter these communities, and the retention rates
of those who did, were lowest for the therapeutic community that had a confrontational
treatment style along with rigid goals for all residents.
In the DARP study the outcome for clients in both methadone and therapeutic communities
improved with length of time in the program, although those in therapeutic communities
overall required at least three months residence before any improvement was evident at
follow-up compared with at least 12 months of methadone maintenance (Simpson 1979).
Completing treatment substantially improved a client’s outcome at follow-up for residents in
therapeutic communities. Simpson and Sells (1983), in an analysis of DARP data, combined
drug use and criminal behaviour into a measure of “favourable outcome”. When analysed in
terms of the length of time in treatment, significantly higher proportions achieved favourable
outcomes with durations of 90 days or more in TCs.
In DATOS, reductions in drug use were greatest for long-term residential and outpatient drugfree clients treated for three months or more, and for outpatient methadone clients still in
treatment at follow-up (Success Works Pty Ltd 2000).
Simpson and colleagues (1979), from a follow-up study of people involved in DARP,
identified three factors as predictive of treatment outcome: less social deviance in treatment; a
long time in treatment (more than three months in a single episode); and more favourable
grounds for terminating treatment. Nemes and colleagues (1998) also identify age and time
spent in treatment as important predictors of outcome, with older clients tending to stay in
therapeutic community treatment longer when compared to other treatment modalities.
McCusker and colleagues found that planned duration was not associated with any of the
outcomes (McCusker et al 1995; McCusker et al 1996). However, for participants in the
modified TC, a longer actual length of stay was associated with greater improvements in the
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mood variables; lower rates of drug use at follow-up; and among those using drugs at followup, a longer time from exit to first drug use (McCusker et al 1996). McCusker and colleagues
(1997b) also noted that, on average, clients who stayed in treatment at least 80 days benefited
from continuing in treatment for up to 6 months, but not beyond. Those admitted to programs
of longer planned duration who dropped out of treatment early had worse outcomes than those
who dropped out of shorter programs.
Toumbourou and Hamilton (1993), from a review of literature, concluded that time in
treatment emerges consistently as the most important predictor of outcomes. However, they
noted that the link between treatment duration and outcomes was unclear. To explore this
aspect further, Toumbourou and colleagues (1998) examined treatment outcomes for a sample
of ex-residents of Odyssey House, Victoria. They found that the level attained during
treatment and the time spent in treatment both had a linear relationship to improved outcomes,
but the treatment level attained was a better predictor of outcomes at treatment exit. This
indicates that it is treatment progress, rather than simply time spent in treatment, that is the
best predictor of treatment outcomes. At the time of interview for this study (an average of 5.6
years after first entry to treatment), 25% of those interviewed had not relapsed. The median
time drug-free after exit from treatment to either relapse or interview increased with the
treatment level attained. The median time drug-free was almost two years for graduates,
around six months for levels three and four, two months for level two and less than a week for
those leaving prior to attaining level two. As with other studies, dropout was common in the
early stages of treatment: 19% reached induction only, 45% reached pre-treatment, 10% level
one, 8% level two, 8% level three, 5% level four and 5% graduated from the program
(Toumbourou et al 1998).
Of people who had spent at least 90 days at Karralika, a therapeutic community in the
Australian Capital Territory, 65% returned to problematic drug use after leaving the program.
Those who stayed in treatment longer tended to achieve better outcomes: of those who spent
less than 270 days at Karralika, 77.5% returned to problematic drug use compared to 46.4%
of those who remained for 270 days or more. Similarly 76% of those who attained only low
treatment levels reverted to problematic drug use, compared to 58% of those who attained
upper levels or graduated from treatment (Latukefu 1987). Similarly Nemes and colleagues
(1998) comment that 75% of therapeutic community graduates followed up after treatment
remained drug-free.
De Leon and colleagues (1982) found a direct relationship between success status and timein-program for those who dropped out without graduating from the program. Across all
follow-up years, “best success rates” (meaning no occurrence of a crime or drug use index
across all months of observation) were zero among those who dropped out within 1 month,
12% in the 4-6 month group, 32% in the 8-10 month group, 38% in the 12-14 month group,
and 57% in the 20-26 month group.
Guydish and colleagues (1999), in a comparison of day-care and residential TC programs,
reported that, for most outcomes, change occurred in the first six months after admission and
was maintained to 18 months. Exceptions were the employment composite and the Beck
Depression Inventory, both of which showed improvement after six months. Those remaining
in either treatment for at least six months had better outcomes than those in treatment for less
than six months.
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Looking at the subsample of NTORS subjects treated in short-term inpatient or residential
rehabilitation programs, Gossop and colleagues (1999) found that the odds of abstinence from
all the target drugs at follow-up were about five times greater for those who remained in
treatment for identified critical times (28 days for inpatient treatment or shorter-term
residential rehabilitation, and 90 days for longer-term residential rehabilitation). The odds of
using heroin was five times less, stimulants three times less, injecting drug use halved,
acquisitive crime halved, and drug selling three times lower for those who remained in
treatment for the critical times.
Bleiberg and colleagues (1994) report on a Veterans Administration (USA) TC that was
changed from a 6-month to a 1-month program by Federal decision. They reviewed outcomes
for two samples of Black males who entered treatment under legal pressure, with one sample
having graduated from the six-month program, and the other from the one-month program.
The two groups were similar on pre-admission demographics, but at follow-up one year or
more post-discharge, 16/22 in the 6-month group, compared to 9/22 in the 1-month group
were able to be contacted and interviewed. Of the 37 subjects for whom outcome was known,
there were 10 successes and 10 failures in the 6-month group, compared to 4 successes and 13
failures in the 1-month group. If those unable to be interviewed were assumed to be failures,
the difference becomes even greater.
3.3.3 Motivation and participation in treatment
Broome and colleagues (1999) note that positive outcomes are the final element in a series of
recovery-related events and experiences. Patient success at any point in the series depends, in
part, on success in earlier stages. Engagement activities early in treatment exert an important
influence on whether a patient stays. Patients who become actively involved in the program
and commit themselves to recovery during the early part of treatment have a better chance of
completion. Patient behaviours, such as counselling session attendance, reflect engagement in
program protocols and index the amount of contact with staff. Perceptual measures (eg.
rapport with counselling staff, serve as cognitive indicators of “therapeutic involvement”.
Confidence in and commitment to treatment also represent therapeutic involvement. Patients
expressing greater intrinsic motivation to attend the program participate to a greater extent
and hold more positive views of the treatment experience. During treatment, patients who
attend more counselling sessions, or receive additional services generally have more positive
ratings of their treatment experiences, and subsequently better outcomes. Personal levels of
motivation and involvement are likely to depend not only on individual experiences, but also
on how well program staff and resources can respond to patient needs. Understanding patient
responses to treatment requires not only consideration of a program’s intended operation, but
also its actual operation and the day-to-day experiences of participants. Social factors also
have an impact on treatment involvement. A strong recovery-oriented environment is viewed
as a powerful influence on adopting a patient role and becoming committed to treatment.
Broome and colleagues (1999), looked at patient involvement criteria, patient treatment
experience, patient background and program environment measures for a subset of
participants in DATOS. They found that patients expressing greater confidence and
commitment after three months of treatment generally began with higher motivation at intake,
had formed better rapport with counsellors, and attended counselling sessions more
frequently. In addition, overall levels of patient involvement (as indicated by confidence and
commitment) varied across programs; those programs with higher average involvement by
patients used more social and public health services, maintained more consistent attendance at
counselling sessions, and served patients who collectively had more similar kinds of needs.
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Patient differences within programs were much greater than between programs, especially for
treatment commitment measures. This suggests patient attributes and experience exert
important influences on their confidence and commitment to treatment, while program-level
factors represent significant but secondary influences. Treatment readiness was the most
notable and consistent predictor among the background measures, and rapport with
counsellors was the major during-treatment predictor. In long-term residential care, programs
whose patients missed more counselling sessions and meetings had lower average patient
ratings of confidence and commitment.
3.3.4 Other factors
Broekart and colleagues (1998) identify time in treatment as the most important program
variable determining a successful treatment outcome, but also found family involvement to be
an important factor influencing time in treatment.
Keen and colleagues (2001) found that success or failure was not associated with gender, age
at admission, length of time addicted, age of first addiction, mode of administration of drugs,
or being in receipt of a methadone prescription.
In the District of Columbia Initiative (Messina et al 2001), the only inpatient service related
to treatment completion was vocational education, with those receiving high levels more
likely to complete than those receiving low levels (45% vs 35%, p<0.05). Those who received
either high or low levels of outside medical referrals were more likely to have negative
urinalyses than those who were not referred for outside help (74% vs 71% vs 57%). Clients
who received higher levels of inpatient group treatment (70% vs 59%, p<0.05) and inpatient
vocational education (71% vs 59%, p<0.05) were more likely to be employed at follow-up.
Clients who received higher levels of inpatient group treatment (57% vs 47%, p<0.05),
inpatient vocational education (61% vs 44%), and self-help group (58% vs 47%) were more
likely to have not been arrested post-treatment. However, when the analysis was restricted
only to those who completed treatment, only the total number of service units received
remained significantly associated with reductions in post-discharge arrests (p<0.01).
Hawke and colleagues (2000) found that adolescent amphetamine users stayed in TCs for
significantly shorter periods than those who used alcohol or other drugs, as indicated in the
table below.
Duration of stay
< 90 days
90-179 days
180 days or more

Amphetamine-users (%)
39.8
24.5
35.6

Non-amphetamine users (%)
36.6
16.1
47.3

However, this difference is confounded to some extent as 69.9% of amphetamine-users
compared to 80.3% of non-users were legally mandated to treatment.
The study by Fals-Stewart and Schafer (1992) indicates that integrated treatment of obsessivecompulsive disorder and substance abuse can result in:
•
longer time in treatment;
•
greater reduction in obsessive-compulsive symptoms;
•
greater proportion abstinent at one year;
•
among those who relapsed, longer periods of abstinence.
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Fisher and colleagues (1996) modified a TC program to incorporate Alaskan Native cultural
lifestyles. Modifications included (1) spirit groups, (2) cultural awareness activities, (3) urban
orientation, and (4) individual counselling. Additional Alaskan Native counsellors were hired.
Retention of Alaskan Natives remained below that of other clients, but significantly improved
with the program. This finding indicates that improvements can be achieved with attention to
the cultural needs of minority groups.
Significantly lower retention rates have been reported for females compared to males. One
issue impacting on the retention of women is responsibility for children. The study by Hughes
and colleagues (1995) indicates that enabling children to live in the TC with their mother
significantly improves retention rates for women with children aged 10 or less, but an
approach of this has significant implications for TCs in terms of physical arrangements for
accommodating children as well as providing them with appropriate care and activities during
the day.
3.4
Cost assessments
There has been few studies of the costs of TC treatment, and no full cost-effectiveness
studies. All available published studies come from the USA. These show that TC treatment
returns significant cost savings arising from reduced costs of crime, and use of health
services, but more detailed studies are required to form a view on cost benefit and cost
effectiveness of the TC approach.
“Most evaluations of TCs indicate that they are cost effective or cost beneficial, or both.” One
study using the DARP database found that TCs generally produced greater differentials than
methadone or outpatient non-methadone treatment in terms of legitimate income and
employment status after treatment compared to before. However, methadone is decidedly
more cost effective because it is cheaper (Anonymous 1990).
Flynn and colleagues (1999) looked at the cost of long-term residential and outpatient drugfree treatments for 502 cocaine-dependent patients participating in DATOS. Cocainedependent patients treated in both modalities had reductions in costs of crime from before to
after treatment. Long-term residential patients had the highest levels and costs of crime before
treatment, had the greatest amount of crime cost reductions in the year after treatment, and
yielded the greatest net benefits. Cost-benefit ratios for both treatment modalities provided
evidence of significant returns on treatment investment for cocaine addiction.
Flynn and colleagues (1999), using data from DATOS, estimated the average cost of longterm residential treatment to be US$72 per day, the average treatment episode to be 153 days,
and the average cost per episode of US$11,016. The equivalent figures for outpatient drugfree treatment were US$9,158 and US$1422, respectively. For long-term residential
treatment, the cost of crime to society during the year before treatment, depending on the
method of estimation for missing data, ranged from US$18,244 to US$33,609. In-treatment
costs of crime were negligible to US$2984, and after-treatment costs of crime ranged from
US$4489 to US$6932. Reductions in the costs of crime from before to after treatment ranged
from 75 to 79%. For outpatient drug-free treatment, costs of crime to society during the year
before treatment ranged from US$3126 to US$9259, again dependent on the method used to
allow for missing data. In-treatment costs were negligible to US$1261, and average aftertreatment costs were US$2376 to US$5631. Reductions in costs of crime from before to after
treatment ranged from 24 to 39%. Long-term residential treatment programs typically treat

253

Appendix 3: Research evidence on effectiveness of TCs

the more seriously impaired patients who require more resources and who generate more
crime costs.
De Leon and colleagues (2000b) analysed changes in a range of outcome indicators at 12
months and more than two years from baseline for homeless, dual diagnosis clients assigned
to moderate or low intensity modified TC programs, or treatment as usual (a mix of treatment
and non-treatment services). They reported that participants in the moderate intensity TC
improved statistically on 7 of 12 outcome measures across four domains (frequency of
alcohol and drug use, criminality, employment and psychological dysfunction). The low
intensity TC group improved statistically on 9 of the 12 outcome measures across all
domains, including all measures of alcohol and drug use and criminality. The treatment-asusual group showed significant improvements on three measures in three domains (illegal
drug use, crime, and a measure of psychological dysfunction). Completers of both TC
programs showed significantly greater improvements than dropouts and a subgroup of
treatment-as-usual clients with high exposure (more than eight months) to other treatment
approaches.
For an analysis of costs, McGeary and colleagues (2000) defined “completers” as participants
retained in the TC for one year, and “separators” as participants who left treatment earlier and
often against staff recommendations. They estimated the economic cost of the modified TC
programs at US$28,801 per client per year, equating to US$554 per week or US$79 per day.
These costs included buildings and facilities costs. It should be noted that the reduced
demands on clients and greater intervention by staff would be expected to result in higher
operating costs for this modified program compared to other TC programs. The average
length of stay for completers was 348.69±27.98 and 126.18±100.09 days for separators. The
main purpose of the cost analysis was to compare the use of other services, including
emergency room visits, detoxification, other types of drug treatment and psychiatric services.
The estimated cost of other services was US$1986 per modified TC completer, US$22,048
per modified TC separator, and US$29,795 per treatment-as-usual client (for whom all
services were “other”). Including the modified TC episode, the total cost per client of services
during the 12-month follow-up period was US$29,581 for modified TC completers,
US$32,034 for modified TC separators and US$29,795 for treatment as usual. These costs do
not include housing assistance, which would markedly increase costs for separators and
treatment-as-usual groups. This analysis suggests the costs to health and social support
systems are similar for the three groups. While a cost-benefit analysis was not included in the
study, the significantly better outcomes for participants in both TC programs, but particularly
the low intensity program, would be expected to result in marked costs benefits over the
treatment as usual group.
3.5
Conclusion
There have been very few comparative studies of the outcomes of TC treatment with good
control of bias and confounding factors, making it difficult to form an accurate view of the
effectiveness of this approach relative to other treatment modalities. Furthermore, the major
longitudinal studies, such as DARP, DATOS and NTORS, combine TCs with other
residential rehabilitation approaches further limiting the data available specific to the
effectiveness of TCs. However, it is possible to make a reasonably well-informed assessment
of TC effectiveness by looking at the consistency of outcome for the multiple follow-up
studies that are available.
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Appendix 3: Research evidence on effectiveness of TCs

There is a long-standing view that three months or more in treatment is necessary for
enduring behavioural change. The studies reviewed here indicate that between 30% and 50%
of those entering TCs remain in treatment at around the three month mark. Median or mean
lengths of stay reported range from 54 to 100 days. Hence the majority of those entering TCs
do not remain in treatment for the length of time considered necessary for enduring change.
Some strategies, such as preparatory interventions prior to entry, have the potential to
improve retention rates, as do approaches such as providing additional services to meet
individual needs, but perhaps the strongest message from the reported retention rates is that
the TC approach does not suit all people, and individuals are likely to vary in their
receptiveness to the approach at different stages of substance abuse and recovery. This
emphasises the importance of linking TCs to other treatment approaches to ensure there are
alternatives available for those who find themselves unable to complete treatment.
As with other forms of treatment, relapse to substance use is common following TC
treatment. Nonetheless, overall levels and frequency of drug use are significantly reduced by
TC treatment, with the reduction still apparent one to two years after exit. The degree of
reduction is at least similar to and possibly more enduring than the changes achieved with
methadone maintenance treatment. Findings in relation to levels of criminal behaviour are
similar. Other aspects of health, particularly psychological symptoms, are also significantly
improved with TC treatment, and there is a trend of increasing participation in employment
and education or training. These reported areas of significant improvement indicate the
benefits that can be gained by those who respond positively to the TC approach and justify the
continued availability of this approach as part of a treatment system.
There is a strong indication provided by the studies reviewed that time in treatment is a
significant determinant of treatment outcome, but this is a complex issue with time being
something of a proxy indicator for engagement, participation and progress in treatment.
Nonetheless the evidence from the studies reviewed here is consistent with the accepted
benchmark of at least three months in treatment before enduring behaviour change is likely to
be seen. Given that time is a proxy for other factors, it would be useful to give greater
attention to issues of participation and motivation during treatment, with a view to increasing
the average length of stay in TCs, and therefore potentially improving outcomes on average.
Other factors worthy of consideration include involvement of the family, childcare,
comorbidity (particularly psychiatric conditions), and cultural issues. Information on the cost
effectiveness of the TC approach is particularly lacking.
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