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OCAINE ADDICTION CONTIN-
ues to be a serious problem

in the United States. The

Office of National Drug
Control Policy estimates that in 1998
there were 3.3 million chronic
cocaine users.! Although several psy-
chological and behavioral approaches
have shown promise,>? treatment for
cocaine addiction has been impeded

by the lack of a generally effective -

pharmacologic agent. Partly because
of this lack, auricular acupuncture as
codified by the National Acupuncture
Detoxification Association (NADA)?
.is now one of the most widely used
treatments for this disorder, with
more than 400 substance abuse clinics

See also Patient Page.
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Context Auricular acupuncture is widely used to treat cocaine addiction in the United
States and Europe. However, evidence from controlled studies regarding this treat-
ment's effectiveness has been inconsistent.

_ Objective To investigate the effectiveness of auricular acupuncture as a treatment

for cocaine addiction.

Design Randomized, controlled, single-blind clinical trial conducted from Novem-
ber 1996 to April 1999.

Setting Six community- -based clinics in'the United States: 3 hospital-affiliated clinics
and 3 methadone maintenance programs.

Patients Six hundred twenty cocaine-dependent adult patients (mean age, 38.8 years;

69.2% men); 412 used cocaine only and 208 used both opiates and cocaine and were
receiving methadone maintenance.

Intervention Patients were randomly a55|gned to receive auricular acupuncture
(n=222), a needle-insertion control condition (n=203), or a relaxation contro! con-
dition (n=195). Treatments were offered 5 times weekly for 8 weeks. Concurrent drug
counseling was also offered to patients in all conditions.

Main Outcome Measures Cocaine use during treatment and at the 3- and 6—month

postrandomization follow-up based on urine toxicology screens, retention in treat-
ment.

Results Intent-to-treat analysis of urine samples show_éd a significant overall reduc-
tion in cocaine use (odds ratio, 1.40; 95% confidence interval, 1.11-1.74; P=.002)
but no differences by treatment condition (P=.90 for acupuncture vs both control
conditions). There were also no differences between the conditions in treatment re-

tention (44%-46% for the full 8 weeks). Counseling sess;ons in all 3 conditions were -
poorly attended.

Conclusions Within the clinical context of this study, acupuncture was not more
effective than a needle insertion or relaxation control in reducing cocaine use. Our
study does not support the use of acupuncture as a stand-alone treatment for cocaine
addiction or in contexts in which patients receive only minimal concurrent psychoso-
cial treatment. Research will be needed to examine acupuncture’s contribution to ad-
diction treatment when provided i in an ancillary role.
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in the United States and Europe pro-
viding this form of treatment.?
Auricular acupuncture is also a treat-
ment component in numerous drug
court programis.

The mechanism by which acupunc-
ture may treat cocaine addiction is un-
clear. Clinical reports suggest that it
has a calming effect upon patients,
decreases craving for cocaine, and pro-
motes retention of patients in psycho-
social treatments.® Research on acu-
puncture for the treatment of cocaine
addiction has shown mixed results:
some studies have found no differ-
ence between the NADA protocol and
needle-insertion control,”*° while oth-
ers have reported promising find-
ings.!*!* The methods used in these
studies have varied, further impeding
inferences concerning efficacy. Given
the widespread use of auricular acu-
puncture in treating cocaine addic-
tion, a multisite study enrolling indi-
viduals who were dependent on cocaine
only (primary cocaine users) and on
opiates and cocaine and who were re-
ceiving methadone maintenance
(methadone-maintained) was war-
ranted. We conducted the study from
November 1996 until April 1999.

To control for various aspects of the
acupuncture treatment context that
might influence outeome, we used 2 ac-
tive control conditions—insertion of
needles into non~NADA-specified
points and a relaxation condition. Be-
cause the investigation of acupunc-
ture is difficult if not impossible to
conduct under double-blind condi-
tions, this study was conducted single-
blind.? In addition, because all of the
treatments tested are to some degree ac-
tive, the study was described to pa-
tients as an investigation of various
 alternative therapies for cocaine addic-
tion, specifically, relaxation and 2 types
of acupuncture.

The primary hypotheses of the study
were as follows: compared with those
in the 2 control conditions, patients as-
signed to the NADA treatment condi-
tion would be more likely to provide
negative urine screens throughout the

“course of the study and at follow-up and
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more likely to complete treatment and
be retained in treatment longer.

METHODS
Participants

Participants were recruited from 6 sites:
412 from the primary sites (Los Ange-
les, Calif: n=148; Miami, Fla: n=159;

San Francisco, Calif: n=105) and 208.

from the methadone-maintained sites
(New Haven, Conn: n=83; Minneapo-
lis, Minn: n=>50; Seattle, Wash: n=75).
The intent-to-treat (1TT) sample com-
prised the 620 patients who were ran-
domized to treatment. This sample size
provided sufficient power (>.80;
a=.03) to detect a small tréeatment-
effect size (.20) among the treatment
conditions on the percentage of urine
screens testing positive for cocaine
throughout the course of the study, al-
lowing for an overall dropout rate of be-
tween 50% (power=.90) and 60%
(power=.82), typical of addiction stud-
ies.!® The research protocol was ap-
proved by the investigational review
boards of each site, and all partici-
pants provided written informed con-
sent to participate in the study.

Entrance and Discontinuation
Criteria ’

To be included in the study, partici-
pants had to be at least 18 years of age,
have been diagnosed with cocaine de-
pendence according to the Structured
Clinical Interview for the Diagnostic and
Statistical Manual of Mental Disorders,

Fourth Edition (SCID),Y" and have evi-

dence of recent cocaine use either by
providing a cocaine-positive urine screen
at or within 2 weeks before screening or
by self-reporting cocaine use in the week
before screening. Exclusion criteria were
as follows: (1) being dependent on any
substance besides opiates, cocaine, or
nicotine; (2) currently receiving treat-
ment for cocaine dependence; (3) cur-
rently taking a prescription benzodiaz-
epine; (4) currently taking any other

- psychotropic medication unless main-

tained on this medication for at least 90
days; (5) currently receiving acupunc-
ture treatment or having had acupunc-
ture in the previous 30 days; and (6)
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being actively suicidal or psychotic. Pa-
tients who failed to attend 3 of the fixst
8 sessions or failed to attend at least 1
session weekly thereafter were discon-
tinued from treatment and coded as
dropouts.

Randomization

Following completion of the screening
and intake interviews, patients were ran-
domized to'1 of the 3 treatment condi-
tions according to a permuted-block,
computer-based randomization proce-
dure that balanced each site’s sample by
sex. Patients were told their treatment as-
signment and attendance require-
ments. Treatments were described with
a standardized script, encouraging pa-
tients to view all of the study treat-
ments as ways to reduce stress, with po-
tential benefits for reducing craving and
subsequent cocaine use. Patients as-
signed to relaxation were also provided
with instruction concerning the relax-
ation protocol. Patients' progress through
the trial is illustrated in FIGURE 1.

Treatment Conditions

The treatments have been described in
detail elsewhere.!! A brief description
of each treatment follows.

NADA Auricular Acupuncture Pro-
tocol. Needles were inserted into the au-
ricles bilaterally at 4 points in or near
the concha, which are commonly used
in addi¢tion treatment: “sympa-
thetic,” “lung,” “liver,” and “shen men.”
The single-use stainless steel needles
(Seirin Co Ltd, Shimizu-City, Japan)
were 0.2 mm wide and 15.0 mm long,
There were several reasons why we used
a 4-needle version of the NADA pro-
tocol instead of the 5-needle version

- that is more widely used in clinical prac-

tice: First, we wanted to avoid over-
stimulating the auricle in the control
condition because of controversies con-
cerning whether effects are due to

. stimulation of specific points or the au-

ricle overall.!® Second, there is a well-
established tradition of using fewer than
5 needles in controlled studies of au-
ricular acupuncture in the addic-
tions."$11141° Third, studies using fewer
than 5 needles have reported effective-

©2002 American Medical Association. All rights reserved.



ness compared with needle-insertion
controls, supporting the validity of the
4-needle protocol.”*419 Fourth, there
is latitude in the number of needles in-
serted—the NADA training manual
states that the NADA protocol in-
volves the insertion of from “3 to 5
needles into the auricle.”®

Auricular Needle-Insertion Con- -
trol Condition. Four needles of the -

same type and size used for the active
acupuncture treatment were inserted

into the helix of the auricles bilater--

ally at 3 regions not commonly used for
addiction treatment.?

Relaxation Control Condition. Pa-
tients viewed commercially available
videos depicting various relaxation
strategies and containing relaxing vi-
sual imagery (eg, nature scenes) and
soft music. :

Treatments in the 3 conditions were
provided for 40 minutes each week-
day for 8 weeks. Patients were encour-
aged to attend treatment daily. Finan-
cial incentives were provided for
attendance. Patients received $2 after
each treatment session and an addi-
tional $10 at the end of each week in
which at least 2 treatments had been re-
ceived and 3 urine samples provided,
Treatments in all 3 conditions were ad-
tninistered by licensed acupuncturists
certified to provide the NADA proto-
col, The acupuncturists were not per-
mitted to converse with patients. Pa-
tients assigned to different treatment
conditions were not treated together.

Adjunctive Psychosocial Treat-
ment. At the primary cocaine sites, pa-
tients were offered weekly individual
counseling sessions according to a treat-
ment manual that was developed for
this study and focused on changing ad-
dictive behaviors.? Patients were not

discharged from the study for nonat--

tendance. Methadone-maintained pa-
tients continued to receive standard
‘methadone maintenance, which in-
cluded drug counseling.

Assessments

All assessments were conducted by re-
search staff blind to patients’ treat-
ment assignment.

©2002 American Medical Association. All rights reserved.
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Figure 1. Participant Flow Diagram

]

620 Patients Eligible

620 Randomized

222 Assignsd to Receive NADA
Auricular Acupuncture

203 Assigned to Receive Needle-
Insertion Control Condition

195 Assigned to Receive-Relaxation
- Control Condition

I

I

No. Foliowed Up With Urine Toxicology

100 at 8 Weeks 93 at 8 Weeks

No. Followed Up With Urine Toxicology

No. Followed Up With Urine Toxicology
86 at 8 Weeks,

93 Lost {o Follow-up

114 at 3 Months 101 at 3 Months 98 at 3 Months
119 at 6 Months 96 at 6 Months 93 at 6 Months
1 : I
122 Withdrew 110 Withdrew . 108 Withdrew .
28 Did Not Attend Minimurn 39 Did Not Attend Minimum 37 Did Not Attend Minimum
Number of Sessions Number of Sessions Number of Sessions

71 Lost to Follow-up

72 Lost to Foliow-up

1

H 93 Completed Trial

|| 85 Completed Tria

{

]

222 Included in Primary Outcorns
Analysis . Analysis

2083 Included in Primary Outcome )

185 Included in Primary Outcome
Analysis

NADA indicates National Acupuncture Detosification Association.

Urine Toxicology. The research pro-

_tocol called for the collection of urine

samples 3 times weekly, Monday,
Wednesday, and Friday. Missed Mon-
day or Wednesday samples were col-
lected, if possible, the following day.
Urine samples were collected from non-
completers at the follow-up points but
not during the 8-week treatment phase
after dropout. The Abbott TDx method
(Abbott Laboratories, Abbott Park, IlI)
was used to test samples for the pres-
ence of cocaine metabolite (benzoylec-

. gonine).? Samples containing at least
g p g

300 ng/ml were considered positive for

cocaine. '
Self-reported Cocaine Use. Amount

(number of so-called dime bags) and fre-

. quency (mumber of days) of cocaine use

and craving for cocaine (scale, 0-10) were
assessed in weekly interviews.
Addiction-Related Problems. The
Addiction Severity Index (ASD* was
administered at entry into the trial, at
the end of the 8-week treatment
phase, and at the 6-month follow-up.
The ASI is a structured interview that
provides composite scores assessing
the severity of 7 addiction-related
problem areas: alcohol, drug, employ-
ment, family, legal, medical, and psy-
chiatric. ’
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Treatment Readiness and Integrity
Readiness for Treatment. The Stages of
Change Readiness and Treatment Ea-
gerness Scale (SOCRATES, Version 8D)®
was administered before and after treat-
ment. The scale is a 19-item question-
naire assessing readiness for treatment.
Patients are asked to circle numbers on
scales from 1 (strongly disagree) to 5
(strongly agree). The readiness compos-
ite score ranged from 11 to 71.
Treatment Received. The Treat-
ment Services Review (TSR)* was ad-
ministered weekly to monitor treat-
ment services received by patients
during the study. The following vari-
ables were created by using atten-
dance records and TSR data: total acu-
puncture sessions, total relaxation
sessions, total on:site drug counseling
sessions, and total off-site Alcoholics
Anonymous, Narcotics Anonymous,
and Cocaine Anonymous meetings.
- Perceived Credibility of Assigned
Treatment. The Treatment Credibil-
ity Scale (TCS)¥ isa 5-item question-
naire that was administered before and
after treatment to assess perceived cred-
ibility of the treatment to which the pa-
tient was assigned. The scale ranges
from 1 (not at all) to 6. (very confi-
dent); items were averaged to provide
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asingle treatment credibility score, with
high scores reflecting high treatment
credibility.

Therapeutic Alliance. Pauent alh-
ance with the acupuncturist-relaxation
trainer was assessed with a modified
therapeutic alliance scale?® adminis-
tered at the end of the first treatment ses-
sion and again in weeks 4 and 8. The 10
itemns were rated on 7-point scales from
1 (never) to 7 (always) and summed
(0=.94). Higher scores reflected greater
therapeutic alliance (range, 10-70).

Acute Subjective Effects of Treat-
ment Sessions. Acute response to treat-
ment sessions was assessed weekly on
5-point scales from 0 (not at ali) to 4
(extreme). The following domains were
included: (1) pain and de gi-associ-
ated sensations (ie, pain in the ears
when the needle was inserted, pain at
needle sites during the session, warmth
in the ears, activity in the ears, and ra-
diating sensations from the ears to the
face, neck, or shoulders), (2) relax-
ation effects relative to presession lev-
els (eg, relaxation, heaviness, warmth,
sleepiness, and looser muscles), and (3)
satisfaction with the session (eg, ses-
sion enjoyment, stress reduction, feel-
ings of happiness and peacefulness, and
increased confidence in acupuncture as
a treatment for cocaine problems). Par-
ticipants were also asked how much
they would be willing to pay for such
a treatment session in the future ($0,
$5, $10, $15, or $20). The day after

treatment, as a measure of the dura- -
tion of tréatment effects, participants-

were asked how long the previous ses-
sion’seffects lasted (0=no effect, 1=less
than 1 hour, 2=2-3 hours, 3 =all after-
noon, and 4=all night). Items in each
category were averaged.

Analytic Strategy for Data

The 3 conditions were compared on time
to dropout with the Kaplan-Meier
method and the log-rank test. Exami-
_ nation of differential retention by treat-
ment condition on pretreatment socio-
demographic and drug use variables and
on perceived treatment credibility, thera-
peuticalliance, and acute effects of treat-
ment was accomplished with a series of
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3 (treatment condition) X 2 (retention
status) analyses of variance on continu-
ous variables and x* analyses by treat-
ment condition and retention status for
categorical variables.

The primary outcome analysis, co-
caine use based on the thrice-weekly
urine samples, was conducted on the
1TT sample. SAS PROC GENMOD (SAS
Institute Inc, Cary, NC; Version 6.12)
was used for the analysis, with each
sample coded as positive (1) or nega-
tive (0). These data were analyzed by us-
ing generalized estimating equations
(GEEs) and the z test, as described by
Liang and Zeger,” with the specifica-
tion of a logit link function, binomial er-

ror, and exchangeable working corre-

lation structure. The GEE approach was
used for the primary analysis because it
is expressly designed to handle re-

peated measures, intracorrelated bi-’

nary data with varying numbers at each

time point. Secondary analyses in-.

cluded analysis of urine data provided
by the subsample of patients who com-
pleted the 8-week treatment phase of the
study (completers). To determine dif-
ferential abstinence status at the comple-
tion of treatment, x* analyses were con-
ducted by treatment condition on rates
of completers whose urine samples were
cocaine-negative in week 8. Changes in
the ASI severity of addiction composite
scores and the SOCRATES readiness for
treatment score were also assessed with

a series of repeated-measures analyses
of variance. .

Completeness of Data

The ITT sample provided an average of

2.38 (SD, 0.80) urine samples weekly
while participants were in treatment.
The treatment completers provided an

average of 2.53 (SD, 0.49) urine samples

weekly. At the 3-month follow-up, a
urine sample was provided by 80.3%
(224/279) of the completers and 26.1%
(89/341) of the dropouts. At the
6-month follow-up, a urine sample was
provided by 74.5% (208/279) of the
completers and 29.3% (100/341) of the
dropouts. For pretreatment ASI sever-
ity of drug problems (ts0=0.038,
P=.97), there was no significant differ-
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ence between patients who did and did
not provide a follow-up urine screen.
Posttreatment ASI data were provided
by 94.3% (263/279) of the compléters
and 41.6% (142/341) of the dropouts;
6-month ASI data were provided by
82.4% (230/279) of the completers and
33.7% (115/341) of the dropouts.

RESULTS
Patient Characteristics

~ The mean age of the ITT sample was

38.80 (SD, 7.60) years. There were 429
(69.2%) men and 190 (30.6%) women,
and there was 1 (0.2%) transgendered
person. The sample included 179
(28.9%) whites; 372 (60.2%) blacks; 45
(7.3%) Hispanics; and 22 (3.6%) who
identified themselves as “other” minor-
ity. Seventy-four (11.9%) had not gradu-
ated from high school and 468 (75.5%)
were not employed full-time. Patientshad
used cocaine for an average of 10.94(SD,
7.10) years. There were no significant dif-
ferences among the sites or treatment
conditions on any pretreatment demmo-
graphicvariable. TABLE 1 provides demo-
graphic data by treatment condition.

Checks on Integrity of

the Treatment Conditions

Amount of Assigned Treatment Re-
ceived. Attendance at assigned treat-
ment did not differ significantly across
treatment conditions.. For the ITT
sample, the mean (SD) number of treat-
ment sessions attended was as fol-
lows: auricular acupuncture, 15.44
(10.48), needle-insertion control con-
dition, 15.73 (9.54), and relaxation con-
trol condition, 14.53 (9.42). For the -
completed sample, the number of ses-
sions attended was as follows: auricu-
lar acupuncture, 23.38 (7.08), needle-
insertion control condition, 21.73
(7.15), and relaxation control condi-
tion, 20.70 (6.73). Receipt of assigned
treatment was generally equ1valent
across conditions.

. Amount of Adjunctive Psychoso-
cial Treatment Received by Treat-
ment Completers. Overall, attendance
at psychosocial treatment sessions was
poor. Less than 20% of patients re-

“ported having an interaction with a coun-
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selor each week of the study. More than
50% reported attending less than 1 coun-
seling session each month. Attendance
at Alcoholics Anonymous, Narcotics
Anonymous, and Cocaine Anonymous
meetings was also poor across condi-
tions. Thirty-eight percent of the pa-
tients attended no self-help meetings at
all while in the study; less than 20% at-
tended such meetings weekly. There
were no significant differences by treat-
ment condition on receipt of adjunc-
tive psychiosocial services (TABLE 2).

Treatment Credibility and Thera- -
peutic Alliance. There was no signifi-

~ cant difference by treatment condi-
tion on either treatment credibility
(Fr400=0.749, P=.47) or therapeutic al-
liance (F24.‘97= 14’34’, P= .24). Patients in
each condition found the treatments to
be credible and reported a positive
therapeutic alliance with the treat-
ment provider. S
Acute Effects of Treatment Ses-

sions. Relaxation-control patients re- .

ported significantly more relaxation ef-
fects following their treatment session
than did either needle-insertion con-
trol patients (P=.001) or those as-

signed to acupuncture ‘(P<.001;‘

Fi545=27.104, P<.001). There were no
significant differences between the 3
treatment conditions on ratings of sat-
isfaction with sessions, duration of
treatment effects, or willingness to pay
for future sessions. Comparisons be-
tween the 2 needle-insertion condi-
tions revealed no significant differ-
ences on ratings of pain or de gi
sensations. Table 2 presents mean
scores of measures designed to check
the integrity of the treatment condi-
tions for the ITT sample.

Retenﬁon

Of the 620 patients who were ran-
domly assigned to treatment condi-
tions, 279 (45%) were retained for
the full 8-week trial. Methadone-
maintained cocaine users were signifi-
cantly more likely to complete treat-
ment (63%) than were primary cocaine
users (36%; %, =40.888, P=.001). How-
ever, there was no significant differ-
ence in the completion rate by treat-

©2002 American Medical Association. All rights reserved.

ment condition collapsed across sites:
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auricular acupuncture, 100 out of 222
patients (45.0%); needle-insertion con-

‘trol condition, 93 out of 203 patients

(45.8%); relaxation control condi-
tion, 86 out of 195 patients (44.1%).
There was no significant difference in
the mean (SD) number of weeks pa-
tients were retained in treatment: au-
ricular acupuncture, 4.87 (3.19);

- needle-insertion control condition, 4.84

(3.28); relaxation control condition,
4,70 (3.28) (log-rank(1)=0.13,P=.72).
TABLE 3 provides completion rates by
treatment condition and site.

There were no significant differ-
ences on any pretreatment variable by
treatment condition. However, there
were differences by retention status. Pa-
tients who completed treatment were

Table 1. Summary Statistics of Intent-to-Treat Sample by Treatment Condition*

Acupuncture Needle Control Relaxation Control
(n=222) (n = 203) {n=195)

Age, mean (SD), y 38 (7.6) 39 (7.7) 39 (7.5)
Sex, % male - 70.3 70.9 66.2 -
Race, % '

White 33.8 25.2 27.3

Black 57.7 62.4 60.8

Hispanic 5.4 8.4 8.2

Cther 3.2 4.0 3.6
Employed full time, % 12.5 16.2 8.8
Antisocial personality, % 164 14.8 171
Drug use, mean {SD)

Years of cocaine use 10.24 (7.35) 11.69 (6.98) 10.96 (6.88)

“Bags” used weekly 28.8 (103.19) 26.23 (60.50) 31.70 (96.80)

Days used weekly 3.67 (2.37) 3.54 (2.34) 3.31(2.21)

ASI drug composite score 0.24 {0.09) 0.23 (0.10) 0.27 {0.09)
Route of administration, % )

Intravenous 16.5 16.5 16.9

Smoke 74.0 725 70.8

Intranasal 8.2 . 80 9.2

*There were no significant differences between assigned treatment conditions on any assessed pretreatment variable.
AS! indicates Addiction Severity Index (drug composite score range, 0-1). i

Table 2. Comparability of Conditions During Treatment* -

Acupuncture  Needle Control = Relaxation Control
" (n=222) {n =203} {n = 195)

Sessions attended 1544 (10.48).  15.73 (9.54) 14,53 (8.42) -

Treatment credibility (scale 1-6) 4.22 (1.15) 4.26 (1.25) 4.10 (1.35)

Treatment readiness - 47.48 (8.94) 47 .64 {8.48) 47.07 (8.95)
(possible range, 11-71) c

Therapeutic aliance ’ 56.04 (10.70) 55.02 (11.95) 57.13(10.21)
(possible range, 10-70) o .

Acute effects (scale, 0-4) - . -
Relaxation effectt . 1.62(0.68) - 1.65 (0.70) 2.11{0.73)
Satisfaction 2.08 (0.75) 2.19{0.80) 2.45(0.78)
Willingness to pay 2.06 (1.28) 2.28 (1.27) 2.27 (1.34)
Effect duration 2.20 (1.11) 2.18 (1.03) 2.28(1.06)
Pain 1.00 {0.61) - 0.95 (0.64)
de g 0.93 (0.67) 1.01 (0.76)

Other treatment received _ ' B i :
Drug counseling sessions attended 3.62 (6.87) 4.12 (6.75) 3.02 (4.14)
AA/NA/CA meetings attended 4.33 (7.28) 5.21 (13.46) 4.79 (8.66)

*All data are presented as mean (SD). AA indicates Alcoholics Anonymous; NA, Narcotics Anonymous; and CA, Co-
caine Anonymaus. Ellipses indicate that data were not computed.

+Relaxation control participants reported significantly mors relaxation effects following their treatment session than did °
either needie-insertion control participants (P = .001) or patients assigned to acupuncture (P-= .001; Fases = 27.104,
P = .001). There were no other differences betwsen treatrnent conditions.

- 25
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significantly older (dropped mean [SD]:
38 [7.6]; retained: 40 [7.5] years;
ts1e=3.58, P<.001), less likely tobe em-
ployed full-time (dropped: 15.1%; re-
tained: 8.19%; x3=5.784, P=.01), more se-
verely addicted as measured by the ASI
drug problems composite score
(dropped mean [SD]: 0.23 [0.09]; re-
tained: 0.24 [0.10]; tgo=1.984, P=.048),
more likely to use cocaine intrave-
nously (59%) or intranasally (54%) than
by smoking (41%; x3=11.91, P=.003), .
and less motivated for treatment as mea-

sured by the SOCRATES (dropped mean
[SD1: 48.29 [9.20]; retained: 46.32
18.13]; teps=2.768, P=.006). There was
no significant interaction between type
of cocaine abuser (methadone or pri-
mary) and treatment retention on any
of these variables.

- Cocaine Use During Treatment
and at Follow-up :
Asa condition for entry, all patients had
to have used cocaine within 2 weeks of
screening; thus, there were no pretreat-
“
Table 3. Patients Randomly Assigned and Retained by Treatment Condition and Site*

Acupuncture Needie Control
(n = 222) {n =203} .

Relaxation Control
{n =195)

I 1 10 1
Dropped Completed Dropped Completed Dropped Completed
Patiénts by Site, No. (%) '

Los Angeles (n = 148) 40 (83.3) 8(16.7) 37(725) 14275 37(75.5) 12{(24.5)
Migmi {n = 159) 33(61.1) 21(38.9) 28(53.8) .24(46.2) 26(49.1) 27(50.9
Minneapolis (n = 50) 10 (65.6) 8444 11(67.9) 8421 4308 9(69.2)
New Haven {n = 83) 11(29.7) 26(70.3) 7{(30.4) 16(69.6) 9(38.1) 14(60.9)
San Francisco (n = 105) 20(50.0) 20(50.0) 20(B2.5) 12{37.5) 23(69.7) 10(30.3)
Seattle (n =75} 8(32.0) 17(68.0) 7{26.9) 19(73.1) 10(41.7) 14{48.3)
. Patients by Setting, No. (%)
Methadone {n = 208) 29(36.3) - 51(63.8) 25(36.8) 43{63.2) 23(38.3) 37(61.7)
Prirrzary Zc;g)aine 93 (65.5) 49(34.5) 85(63.0) 50(37.00 86(63.7) 49(36.3)
= ;
Total (n = 620) 122(55) 100{@5) 110(542) ©3(45.8) 109(55.9 86 (44.1)

*There were no sngnlﬁcant differences in retention by treatment condition across sites. However, methadone-
maintained cocaine users were signift cantly mare ||kely 10 be retained in treatment (63%), regardless of thelr as-
signed treatment condiition, than were primary cocaine users (36%; x§ = 40.888, = .001).

e R e
Table 4. Percentage of Urine Scréens Testing Positive for Cocaine Metabohte by Treatment
Condition and Site Durmg the 8-Week Treatment Phase™

Acupuncture Needle Controt
(n=222) v {n=203)

Relaxation Control
{n = 195)

f | 1T
Dropped Completed Dropped Completed
" Screens by Site, % (SD)

Los Angeles (n = 148)  71.9(35.3) 80.8(31.4) 52.8 (426) 347 (42.4) 66.1(42.2) 43.7 (39.9)
Miami (n = 159) 79.8 (35.7) 85.6 (23.8) 72.7 (41.5) 76.5(31.6) 74.4(36.8) 752(36 3)
Minneapolis (0 = 50)  91.7 (18.0) 80.3(21.4) 88.7 (22.4) 80.4(32.8) 46.9(35.1) 74.3(33.1)
New Haven (n = 83)  89.3(11.7) 77.9(29.2) 78.0(27.1) 86.3(24.1) 89.2{19.2) 62.3(31.9
San(Fraqcci)%)co 67.7 (37.9) 52.0(367) 73.6(31.9) 72.0(30.7) 72.1(36.7) 53.3(42.6)
n =
Seattle (0 = 75) 95.2 (0.4) 71.4(27.1) 69.7(37.2) 46.9(30.9) 67.3(43.8) 70.0(33.7)
' " Screens by Setting, % (SD) -
Methadone {n = 208) - 91.8(13.5) 76.1 (27.1) 80.1{28.6) 67.8(33.9) 91.9(13.5) 76.1(27.1)
Prinzaryi?g)aine 73.2(35.9) 62.9(36.9) 65.3(39.8) 63.7 (37.5) 70.3(38.3) 63.0(40.2)
. : >
Total Patients : .
{n = 620} 780(32 7) 69.6(32.8) 69.3(37.5) 65.6(35.7) 70.4(37. s) 652(369) .

*There were no significant differences in percentage of urine samples testing posttive for cocaine metabolite by treat-
ment condition or site. Overall, methadone-maintained patients provided a significantly higher mean (SD) percent-

age of cocaine-positive urine screens during treatment (74.9% [30.4%]) compared with primary cacaine users 67.1%
{38.0%); Fise0 = 5.309, P =.02).
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1
Dropped Completed

ment differences among the treatment
conditions on cocaine use before en-
try into treatment. TABLE 4 presents
percentage of cocaine urine screens test-
ing positive for cocaine metabolite by
treatment condition and site during the
8-week treatment phase. Overall,
methadone-maintained patients pro-
vided a significantly higher percent-
age of cocaine-positive urine screens
(74.9% [30.4%]) compared with pri-
mary cocaine users (67.1% [38.0%];
Fi550=5.309, P=.02). There were no
other differences between these 2 pa-
tient groups. Because there were no
treatment X site or treatment X patient-
group interactions, all subsequent out-
come analyses are presented collapsed
across site and patient group.

As a primary test of treatment effec-
tiveness, GEE was conducted on the
urine samples by comparing acupunc-
ture to each of the control conditions in
separate analyses, with and without fol-
low-ups, on both the ITT sample and
treatment completers. Because these
analyses revealed no significant differ-
ences between acupuncture and either
of the control conditions, we presentan
overall analysis comparing acupunc-
ture with both control conditions, in-
cluding the 2 follow-ups. This analysis
revealed that collapsed across groups,
there was a significant decline in cocaine-
positive urine samples (z=-3.0,P=.002),
with an overall odds ratio for a negative
cocaine urine screen of 1.40 (95% con-
fidenceinterval, 1.11-1.74). However, the
difference between acupuncture and the
2 control conditions was not significant
(z=0.005, P=.90). FIGURE 2 presents
urine toxicology results for the ITT
sample by treatment condition during the
coutse of the 8-week trial and at the 2
follow-up points. -

For the patients who completed the
study, we performed an analysis on the
percentage of urine samples testing
positive during treatment. This test also
revealed no significant differences by
treatment condition (auricular acu-
puncture mean [SD], 69.65% [32.80%],
needle-insertion control condition,
65.61% [35.73%], and relaxation con-
trol condition, 65.23% [36.93%];

©2002 American Medical Association. All rights reserved.



F);76=0.466, P=.63). There were no
significant correlations between the

‘number of treatment sessions at-
tended and the percentage of urine
screens positive for cocaine, either
overall (r[279]=0.008, P=.90) or by
treatment group (auricular acupunc-
ture: r[100]=-0.02, P=.90; needle-
insertion control condition: r{93]=0.10,
P=.35; and relaxation control condi-
tion: r[86]=-0.09, P=.43).

These analyses were repeated con-
trolling for race and sex and again
yielded no significant differences by
treatment condition: Similar analyses
on self-reported amount, frequency of
use, and craving for cocaine also yielded
no significant differences by treat-
ment condition. Collapsed across treat-
ment conditions, the frequency of co-
caine use decreased significantly from
a mean {SD) of 14.46 (9.48) days dur-
ing the month before participants en-
tered the study to 6.43 (9.08) days dur-
ing the month before the 6-month
follow—up (F12_33= 167.77, P=001).

Abstinence Rates at Treatment
Completion and Follow-up. There were
no significant differences among the con-
ditions on the percentage of patients not
using cocaine by treatment completion
or by either of the 2 follow-ups. Rates of
abstinence during the final week of treat-
ment by treatment condition were as fol-
lows: auricular acupuncture, 23.4% (22/
94), needle-insertion control condition,
31.0% (27/87), and relaxation control

condition, 28.8% (21/73; x}=1.393,

P=.50). Abstinence rates at the 3-month
follow-up were as follows: auricular acu-
punctute, 39.5% (45/114), needle-
insertion control condition, 39.6%

(40/101), and relaxation control condi-

tion, 29.6% (29/98; x3=2.874, P=.24).
Abstinence rates at the 6-month fol-

low-up were as follows: auricular:

acupuncture, 43.7% (52/119), needle-
insertion control condition, 46.9%
(45/96), and relaxation control condi-
tion, 35.5% (33/93; x3=2.689, P=.26).

Severity of Addiction-Related
Problems and Treatment Readiness
There were main effects for time for se-

verity of drug problems (Fy3g3= 200.105,

©2002 American Medical Association. All rights reserved.
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Figure 2. Percentage of Cocaine-Positive Urine Screens by Treatment Condition
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Overall decrease, odds ratio, 1.40 (95% confidence interval, 1.11-1.74; P=.002). The comparison of acu-

puncture and the control groups was not significant.

P=.001), psychiatric severity
(F13.0¢=20.098, P<.001), legal prob-
lems (Fi40=22.006, P=.001), family
problems (Fi3,=17.275, P<.001),and
alcohol problems (F;;43=15.606,
P=.001). Severity of drug, psychiatric,
legal; family, and alcohol problems de-
creased significantly from pretreat-
ment to posttreatment, with improve-
ments maintained at follow-up. No

_ significant improvements were found

in medical or employment problems or
in readiness for treatment. No signifi-
cant treatment condition X time inter-
actions were found onany adchcnon se-
verity measure.’

COMMENT

This study did not confirm our initial hy-
potheses. There were no differences by

treatment condition in cocaine use as-
sessed by urine samples or self-report.
Throughout the study, there were mod-
est reductions in cocaine use by pa-
tients in all 3. conditions. Secondary
analyses revealed no significant differ-
ences among the treatments on any out-
come measure. Relative to patients in the
2 control conditions, patients receiving
NADA acupuncture were not retained in
treatment longer. Overall rates of co-
caine use were comparable to those in
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the first 8 weeks of studies of pharma-
cotherapies in methadone-maintained
subpopulations,® as well as psychothera-

“pies in primary cocaine-addicted sub-

populations.? In the addictions, precise
comparison with previous acupunc-

~ ture studies is impeded by varying treat-

ment periods, ancillary counseling con-
ditions, and outcome measures.
However, our results are consistent with
findings from a large-scale controlled .
clinical trial® of acupuncture for co-
caine addiction in residential and day
treatment settings, which also found no
difference between the NADA protocol

" and concurrent controls.

This multisite study was expressly de-

“signed to optimize methodologic rigor™-2

andincluded several design features that
strengthened its internal validity: (1) ob-
jective assessment of the primary out-
come variable, cocaine use; (2) the use
of 2 active control conditions; (3) checks
on treatment credibility; (4) assess-
ment of patient-treater alliance; (5) pro-
vision of treatments by certified NADA-
trained acupuncturists; (6) sufficient
statistical power to detect a small differ-
ence in outcome among the 3 condi-
tions; and (7) pretreatment and post-
treatment assessment conducted by blind
raters. We found no patient bias in fa-
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vor of any of the treatments—treéat-
ment credibility was equivalent among
conditions, as was patient alliance with
the treatment provider. Attendance re-
cords indicated that, on average, pa-
tients in all 3 conditions received com-
parable treatinent. Across conditions, and
regardless of dropout status, patients re-
ceived aclinically appropriate amount of
treatment, averaging between 2 and 3
treatments weekly.

We must also note several limita-
tions in this study. Systematic con-
trolled research on a widely used pro-
cedural treatment, particularly one
whose origins reside outside of a West-

-ern biomedical framework, often re-
‘quires a number of standardizations and
alterations that may result in devia-
tions from clinical practice. Our study
included the following: use of a 4-needle
treatment, while the standard NADA
treatment typically involves 5; treat-
ment of research patients in small
groups or possibly alone, whereas in
NADA clinics patients are more often
“treated in larger groups; and noninte-

gration of the study treatments within -

a comprehensive treatinent program, as
is recommended in the NADA litera-
ture, In designing this study, we re-
garded these changes as constituting a
reasonable compromise among a num-
ber of concerns: the rieed for standard-
ization of the treatment conditions, the.
need for gaining an-estimate of the ef-
fectiveness of acupuncture treatments

before undertaking more complex in- -

vestigations examining the interac-
tion between acupuncture and a vari-
ety of psychosocial treatments, and
given that, as far as we are aware, no
_ study comparing the 5-needle NADA
protocol with a 5-needle control has
found a difference between the 2 pro-
tocols, the need to adequately differ-
entiate the experimental and control
needle-insertion conditions while stiil
maintaining the integrity of the experi-
" mental treatment. We recognize that
any of the alterations noted above could
have diminished the internal and ex-
" ternal validity of the study. Each beto-
kens an important area of research
whose findings would strengthen the

62 JAMA, January 2, 2002~-Vol 287, No. 1 (Reprinted) .

design of clinical trials of acupunctute
and would close the gap between re-
search and clinical practice in this area.

Our study used a research design
nearly equivalent to that of a previous,
smaller study conducted at the Yale site'
in which the same 4-needle version of the
NADA protocol delivered for 8 weeks
was found to be superior to the 2 con-
trol conditions in reducing cocaine use
in cocaine-dependent, methadone-
maintained patients. In that study, 54%
of NADA acupuncture completers pro-
vided cocaine-negative urine samples in
the last week of the study compared with
23% of acupuncture completers in this
study. Patients in the 2 studies assigned
to the NADA protocol received approxi-
mately the same amount of reatment: 3.5
and 3.0 treatments weekly in the former
and current study, respectively. This re-
sult raises the question of how to inter-
pret the Yale findings relative to those of
this study, including lack of replication
at the Yale site. The findings from these

_ 2 studies alone do not yield a definitive

answer. Their design was similar, but
there were some differences that may
have influenced outcome.® In our study,
standard care included drug counsel-

" ing as delivered by the methadone pro-

gram. In the Yale study, standard care
also included individual counseling and
a once-weekly group therapy session.
Another difference is that our study in-
cluded monetary incentives in the form
of cash payments for attendance. Re-
warding attendance, rather than absti-
nence, may have fostered retention of
more severely addicted, unmotivated pa-
tients, which may have biased findings.

Differences in treatment context may:

have contributed to divergent out-
comes between the 2 studies, but itisalso
possible that our larger study simply pro-
vided a better estimate of acupuncture’s
“true” treatment effect compared with
that of the 2 control conditions.

In conclusion, within the clinical
context of this study, we did not find
acupuncture more effective than a
needle insertion or relaxation control
in reducing cocaine use. Qur study
therefore does not support the use of
actpuncture as a stand-alone treat-
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ment for cocaine addiction or when pa-
tients receive only minimal concur-
rent psychosocial treatments. Research
will be needed to examine the contri-
bution of acupuncture when provided
in an ancillary role.
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N 1997, THE MOST RECENT YEAR FOR
which data are available, treatment
programadmissionsfor opioid depen-
dence surpassed admissions for co-
caine abuse in the United States.! Asheroin
use resurfaces, evaluation and improve-
ment of the treatment of opioid abuse are
increasingly urgent needs. Methadone
maintenance treatment (MMT) has been
shown to improve life functioning and de-
crease heroin use; criminal behavior; drug
use practices, such as needlesharing, that
increase human immunodeficiency virus
(HIV)risk; and HIV infection.* However,
variationsin efficacy have beenreported,
and high illicit drug use rates in those un-
dergoing treatment have been observed.*
Mostdataabout MMT efficacy are from
program evaluation efforts, including the
Drug Abuse Reporting Project,® the Treat-
ment Outcomme Prospective Study,” and
anationwide study completed by the De-
partment of Veterans Affairs 2 all of which
reported reduction in drug use and crimi-
nality following treatment.

See also pp 1337 and 1343 and
Patient Page.

Context Despite evidence that methadone maintenance treatment (MMT) is effec-
tive for opioid dependence, it remains a controversial therapy because of its indefinite
provision of a dependence-producing medication.

Objective To compare outcomes of patients with opicid dependence treated with

MMT vs an alternative treatment, psychosocially enriched 180-day methadone-
assisted detoxification.

Design Randomized controlled trial conducted from May 1995 to April 1999.
Setting Research clinic in an established drug treatment service.

Patients Of 858 volunteers screened, 179 adults with diagnosed opioid depen-
dence were randomized into the study; 154 completed 12 weeks of follow-up.

Interventions Patients were randomized to MMT (n = 91), which required 2 hours
of psychosocial therapy per week during the first 6 months; or detoxification (n = 88),
which required 3 hours of psychosocial therapy per week, 14 education sessions, and

1 hour of cocaine group therapy, if appropriate, for 6 months, and 6 months of (non-
methadone) aftercare services.

Main Outcome Measures Treatment retention, heroin and cocaine abstinence (by
self-report and monthly urinalysis), human immunodeficiency virus (HIV) risk behav-
iors (Risk of AIDS Behavior scale score), and function in 5 problem areas: employ-

ment, family, psychiatric, legal, and alcohol use (Addiction Severity Index), compared
by intervention group.

Results Methadone maintenance therapy resulted in greater treatment retention (me-
dian, 438.5 vs 174.0 days) and lower heroin use rates than did detoxification. Co-
caine use was more closely related to study dropout in detoxification than in MMT.
Methadone maintenance therapy resulted in a lower rate of drug-related {(mean [SD]
at 12 months, 2.17 [3.88] vs 3.73 [6.86]) but not sex-related HIV risk behaviors and
in a lower severity score for legal status (mean [SD] at 12 months, 0.05 [0.13] vs 0.13
[0.19D). There were no differences between groups in employment or family func-
tioning or alcohol use. In both groups, monthly heroin use rates were 50% or greater,
but days of use per month dropped markedly from baseline.

Conclusions Our results confirm the usefulness of MMT in reducing heroin use and
HIV risk behaviors. llicit opioid use continued in both groups, but frequency was re-
duced. Results do not provide support for diverting resources from MMT into long-
term detoxification.
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METHADONE MAINTENANCE VS 180-DAY DETOXIFICATION

Despite such evidence that MMT is a
useful treatment for opioid dependence,
itremains controversial because of the in-
definite provision of a dependence-
producing medication. An effective alter-
native treatment that did not involve in-
definite opioid use would be a valuable
addition to the limited array of options
available to treat heroin dependence.

Short-term methadone detoxifica-
tion treatment, usuaily 21 days in du-
ration, was proposed as an alternative to
MMT but had poor retention and high
relapse rates.®!! Long-term detoxifica-
tion (up to 180 days) was approved in
1989 as a treatment option for opioid-
dependent individuals who either donot
meet the federal guidelines for MMT or
who reject this treatment.'?

Figure 1. Patient Flow Diagram
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The present study was done to de-
termine whether 180-day methadone-
assisted detoxification (M180), when
enriched with intensive psychosocial
services and aftercare, could provide an
efficacious alternative to MMT. Data in-
dicate that psychosocial services in-
crease methadone treatment effi-
cacy.>!* We reasoned that adding such
services to M180 would provide a rea-
sonable alternative to MMT.

1f M180 exceeded or matched MMT
in efficacy, it might provide a viable alter-
native treatment. On the other hand, if
M180 did not equal MMT in efficacy, this
study would provide additional and con-
vincing evidence for the value of MMT.

METHODS
Participants

The study was publicized by notices,
word-of-mouth, and written informa-
tion. Participants met Diagnostic and Sta-
tistical Manual of Mental Disorders, Re-
vised Third Edition (DSM-III-R) criteria
for a diagnosis of opioid dependence and
had an initial urine screening test re-
sult positive for an opioid other than
methadone and negative for metha-
done. Potential participants were ex-
cluded if they had medical conditions
that contraindicated methadone treat-
ment or a psychiatric condition that in-
terfered with treatment, were enrolled
in substance abuse treatment, had been
in a methadone treatment program
within the previous week or were in the
follow-up phase of a previous metha-
done detoxification research protocol,
could not be expected to remain in the
study for 12 months, did not have signs
of opioid withdrawal on 3 occasions, or
were younger than 18 years. Women of
childbearing age were required to be
practicing birth control. A pregnancy test
was administered, and those pregnant
or breastfeeding were excluded. Partici-
pant disposition from initial contact to
trial completion is shown in FIGURE 1.

The research took place at the San
Francisco Veterans Affairs Medical Cen-
ter, San Francisco, Calif. Veterans were
not eligible because MMT is available
on request for clinically appropriate vet-
erans at the same site. The study was

approved by the University of Califor-
nia, San Francisco, Committee on Hu-
man Research.

Assessments

Participants were assessed at baseline and
monthly for 12 months. A urine speci-
men was collected at each assessment.

During the first 6 months, urine
samples were collected weekly from
participants in both study groups. In the
second 6 months, 1 urine specimen was
collected monthly in the M180 group
and weekly in the MMT group. The dif-
ferential collection of urine specimens
during the second 6 months in the 2
groups reflected the anticipated diffi-
culty of obtaining weekly urine speci-
mens from participants in the M180
group, who no longer had the incen-
tive of methadone to encourage them
to return to the clinic. In both groups
during both 6-month blocks, 1 urine
sample per month from each partici-
pant was selected for data analysis.

Urine specimens were analyzed by
enzyme-multiplied immunoassay tech-
nique for the presence of cocaine,
heroin, amphetamines, barbiturates,
benzodiazepines, tetrahydrocannabi-
nol, and methadone.

Outcome Measures

Opioid use was coded as negative if the
participant indicated no illicit opioid use
in the last 30 days and the urine screen-
ing test result was negative for opioids
other than methadone. Cocaine use was
coded as negative if the participant in-
dicated no cocaine use in the last 30 days
and the urine screening test result was
negative for cocaine.

The Addiction Severity Index (ASD®*
assesses functioning in employment, drug
use, alcohol use, legal, family, and psy-
chiatric problemareas. It was administered
monthly by research interviewers.

The computerized Diagnostic Inter-
view Schedule'®'® was administered at
baseline. We obtained DSM-III-R life-
time diagnoses for alcohol and drug
abuse or dependence disorders, post-
traumatic stress disorder, major de-
pressive disorder, dysthymic disor-
der, and antisocial personality disorder.

©2000 American Medical Association. AH rights reserved.

34



The Risk of ATDS Behavior (RAB) scale™
assessesdrug use and sexual behaviors that
increase risk for HIV infection over a
6-month period. It was administered at
enrollment and 6 and 12 months.

The Treatment Services Review
(TSR)* is a structured interview that
provides information on the type and
number of services received in each ASI
problem area. We developed 2 parallel
forms, 1 for services received from the
research program (in-program) or from
an outside provider (out-of-program).
The TSR was scored by summing the
number of services received in-pro-
gram and out-of-program separately.

Enrollment

Individuals who met screening criteria,
gave written informed consent, and com-
pleted enrollment procedures were fur-
ther evaluated by medical history and
physical examination. If eligibility cri-
teria were met, participants completed
a baseline assessment. They then came
to the clinic on the day before the ad-
mission day to provide a urine speci-
men. Those who returned the follow-

ing day in opioid withdrawal were -

stratified by sex and ethnicity, ran-
domly assigned from stratified blocks to
either M180 or MMT, and began treat-
ment. The randomization assignments
were generated via computer software by
the project statistician using varying
block sizes known only to the statisti-
cian and were kept in sealed envelopes.

Participants in both groups were re-
quired to attend an HIV risk reduc-
tion education class and a session de-
scribing the program. They were given
a detailed community resource manual
and appropriate referrals,

Follow-up

Research interviewers located and as-
sessed participants. Individuals who
missed appointments were contacted by
telephone and mail. When necessary, in-
terviewers used contact information to
find participants and interview them in
the community. Interviews took 35 to 90
minutes to complete. Respondents were
paid $15 for each of the first 5 inter-
views, $35 for assessments occurring in

METHADONE MAINTENANCE VS 180-DAY DETOXIFICATION

months 6 through 11, and $50 for the
12-month interview. If participants com-
pleted all assessments for months 6
through 11, a $50 bonus was givenat 12
months; thus, participants could earn
$100 for the final interview. To in-
crease the probability of locating partici-
pants, participants were paid $20 for veri-
fied changes in locator information.

Treatment

In both groups, the initial methadone
dosage was 30 mg/d, increased to 80
mg/d within the first 3 treatment weeks.
The maximum methadone dosage was
100 mg/d, reached by day 44. Participants
could be evaluated for an increase in
methadone dosage atany time if the cur-
rent dosage was less than 100 mg/d or
foralower dosage if the participant had
consistent opioid-free urine screening

testresults. Methadone dosages were ad-

justed based on test results. Breath tests
for alcohol content were conducted if al-
cohol intoxication was suspected.

Dosing occurred 7 days a week, with
take-home medication provided on
holidays. Participants who missed
medication for 3 consecutive days were
reevaluated before restarting treat-
ment. Participants who missed medi-
cation for 7 consecutive days were dis-
charged from treatment.

Counselors

Counselors had master’s degrees in
social work or behavioral sciences and
a minimum of 4 years of counseling
experience and were supervised by a
psychiatrist and psychologist. The
same staff treated patients in both
groups. Assessments were conducted
by research interviewers.

Early Discharge

Early discharge occurred if a partici-
pant violated program rules (eg, crimi-
nal behavior on hospital grounds),
failed to attend treatment program ac-
tivities, requested discharge or trans-
fer, or was incarcerated.

Methadone Maintenance

In the MMT group, participants were eli-
gible for 14 months of methadone main-

©2000 American Medical Association. All rights reserved.
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tenance, followed by a 2-month detoxi-
fication. Fourteen months of main-
tenance were provided toassess the effects
of maintenance (atmonth 12) before the
potential psychological effects of impend-
ing detoxification. Participants were re-
quired to attend 1 hour per week of sub-
stance abuse group therapy for the first
6 months of maintenance and 1 hour per
monthofindividual therapy. After the first
6months, group attendance was optional.
Participants who failed to comply with
reatmentrequirements were discharged.

Twenty-four MMT participants were
discharged for failure to attend clinic or
comply with program rules. Eleven were
jailed, 1 elected a self-taper, and 1 trans-
terred to another program. Of the 24 dis-
charges, 15 applied for and were read-
mitted at least once.

180-Day Methadone Detoxification

In M180, participants were eligible for
14 months of substance abuse treat-
ment. During months 1 through 6, 120
days of induction or maintenance were
followed by 60 days of dosage reduc-
tion. During the first 6 months of treat-
ment, participants were required to at-
tend 2 hours per week of substance
abuse group therapy, 1 hour per week
of cocaine group therapy if cocaine was
noted on their admission urine screen-
ing test result and 2 subsequent screen-
ing test results (continued attendance
was required until urine specimens
tested cocaine-free for a month), a se-
ries of 14 weekly 1-hour substance
abuse education classes, and weekly in-
dividual therapy sessions.

During months 7 through 14, par-
ticipants were offered 8 months of af-
tercare (nonmethadone) treatment that
included weekly individual and group
psychotherapy and liaison services with
the criminal justice system, medical
clinics, and social service agencies.

Forty M180 participants were dis-
charged for failure to attend clinic or
comply with program rules. Ten were
jailed and 6 transferred. Most discharges
were participants who failed to appear
for the last few detoxification doses.

Participants who failed to comply
with treatment recommendations or re-
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quested early detoxification were not
eligible to restart methadone treat-
ment. However, they were eligible to re-
ceive nonmethadone substance abuse
treatment, and 14 did so.

Statistical Methods

Sample size was based on a type 1 er-
ror rate of .03, a type Il error rate of .20,
‘nondirectional testing, and effect sizes
found in relevant literature and pilot
data. Analyses were based on an intent-
to-treat model with all collected data
used in analyses—complete-case-only
analyses were not used.

Treatment retention was the num-
ber of days between study enrollment
and the last day a participant received
any psychosocial service. Heroin and
cocaine use was measured by self-
report of abstinence or use, with absti-
nence confirmed by the monthly uri-
nalysis screening tests. For participants
who had provided more than 1 urine
specimen per month, the specimen col-
lected nearest to the interview (within
4 days before or after the scheduled
monthly assessment) was tested.

The RABsubscalescores assessing HIV-
related drug and sexual risk behaviors
over the past 6 months served as measures
of HIV risk behaviors. The number of
times a participant reported using aneedle
to inject drugs in the week before the as-
sessment was used as a second indicator
of drug-related HIV risk behavior. Psy-
chosocial functioning was determined by
ASI composite scoresin 5 problem areas:
psychiatric, family, legal, employment,
and alcohol use. Treatmentservicesused,
both in-program and out-of-program,
were assessed using the TSR.

Retention in treatment was tested us-
ing Kaplan-Meier survival estimates and
a Wilcoxon signed rank test to com-
pare the groups. For all other hypoth-
eses, a treatment group by assessment
generalized linear model was the pro-
totypical model. While all partici-
pants were scheduled for monthly as-
sessments, the actual time they were
interviewed varied around the sched-
uled date by 7 days. In the data-
analysis models, the assessment point
(days from enrollment) was treated as

1306 JAMA, March 8, 2000—Vol 283, No. 10

a continuous time-varying covariate.
Study participants dropped out of treat-
ment and from assessment interviews
over time. The resulting missing data
were not imputed; rather, the models
used all observed data at each assess-
ment for parameter estimation. Tests
were based on the marginal effects us-
ing the generalized estimating equa-
tion approach® with a 1-step autore-
gressive covariance structure. SAS,
version 6.12, GENMOD procedure
(SAS Institutes, Cary, NC) was used to
estimate and test all models. For mod-
els with a dichotomous outcome (eg,

drug use), a binomial distribution with
logit link function was used; for counts,
a Poisson distribution with log-link
function was used (a = .05 for all tests).

RESULTS

Demographic, Drug Use, and
Diagnostic Characteristics

As shown in TABLE 1, there were no sig-
nificant differences between groups at
baseline for demographic, drug use, di-
agnostic, HIV-risk, or psychosocial
functioning variables, with 1 excep-

tion: alcohol abuse or dependence (x*,
5.54; P = .02).

Table 1. Demographic Characteristics, Drug Use, and Lifetime Psychiatric Diagnosis

by Treatment Condition®

Treatment Group

1

180-d Methadone
Methadone-Assisted Maintenance
Detoxification Treatment
Characteristic or Diagnosis {n = 88) (n=91)
Demographic Characteristics
Age, mean (SD), vy 394 (7.91) 39.4 (8.57)
Men 53 (60) 52 (87)
Race/ethnicity
White 46 (52) 46 (50)
African American 23 (26) 31 (34)
Hispanic 15 (17} 8(9
Other 4 (5) 6(7)
High schoot education 63 (78) 64 (70)
Empiloyed 42 (48) 42 (46)
Married 18 (20) 1921
Living situation
With family or friends 74 (84) 76 (84)
Alone 10 (11) 9 (10)
No stable living arrangements 4 (5) 4(4)
Controlled environment 0 22
Drug Use
Heroin use
Years, mean (8D} 15.7 (9.26) 16.6 (9.42}
Grams/wk 8.8{4.73) 7.2 (8.65)
Lifetime incarceration, mo 54.8 (66.59) 54.0 (74.52)
llegat income in past 30 d, mean (SD}, $ 1696 (2276) 1353 (1659)
Employment income in past 30 d, mean (SD), $ 926 {1299) 786 (1210)
Diagnosis
Posttraumatic disorder 26 {30) 27 {30)
Major depression 23 (26) 16 {18)
Dysthymic disorder 1001 {10
Antisocial personality disorder 32 (36) 32 (35)
Alcohol abuse or dependence 61 (69) 47 {B2)t
Cocaine abuse or dependence 44 (50) 45 (49)
Nicotine dependence 62{70) 72{79)

*Data are presented as number (percentage) unless otherwise indicated.

P =02

©2000 American Medical Association. All rights reserved.
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The M180 participants were more
likely to be diagnosed as having an al-
cohol abuse or dependence disorder. Al-
cohol disorder was not a significant pre-
dictor of any outcome variable. Com-
parison of baseline values of outcome
measures among participants who
dropped out before the final assess-
ment vs those who remained pro-
duced only 1 significant difference:
dropouts had lower mean RAB drug risk
scores (P = .05).

Across groups, cocaine use at enroll-
ment was nonsignificantly related to less
time in treatment (P = .09). Also, the
greater the percentage of cocaine posi-
tive assessments, the fewer the days in
treatment (P = .02), an association that
was significantly stronger in the M180
(r = 0.35; P<<.001) than in the MMT
group (r = 0.06; P = .59).

Methadone Dose
During Treatment

To compute the average methadone dose
received by each participant, we excluded
dosesbefore day 17 (the induction phase)
and, for the M180 group, doses received
after day 120 (the taper phase). Also ex-
cluded were doses taken under an early
taper (eg, a taper due torule violations)
and clinic-withheld doses. We assumed
that unobserved dosessuch as take-home
or hospital inpatient doses were taken
asscheduled. Eightindividualswho par-
ticipated only in the induction phase (4
in each group) were omitted. Mean
methadone dose in the 2 groups did not
differ (M180 group [n = 84], mean [SD],
85.3{12.01] mg/d; MMT group [n = 87],
mean [SD],86.3 [12.88] mg/d; t;49, 0.52;
P =.60).

The number of services used in each
group was computed to deterinine
whether, as planned, M180 partici-
pants did receive more in-program ser-
vices than MMT participants during the
first 6 months of the study. As shown
in FIGURE 2, group, assessment, and
group-by-assessment effects for the TSR
in-program score were all statistically sig-
nificant. The significant interaction re-
flected the fact that the M180 group used
more services during months 1 through
4 than the MMT group, and fewer dur-

METHADONE MAINTENANCE VS 180-DAY DETOXIFICATION

ing months 5 through 12. Assessment
and group-by-assessment effects were
significant for out-of-program scores, but
the group main effect was not. Partici-
pants in the 2 groups did not differ mark-
edly in out-of-program services during
the first 5 months of the study, but be-
ginning at month 6, the M180 partici-
pants reported more use of out-of-
program services.

Retention

As shown in FIGURE 3, group time in
treatment differed. The MMT partici-
pants remained in treatment longer
{median days, 438.5; 95% confidence
interval [C1], 413-441) than the M180
participants (mnedian days, 174.0; 95%
CI, 161-181).

The 2 conditions also differed in the
proportion of participants available at
each monthly assessment (Wilcoxon x2,
8.58; P = .01). Sample size available at
each monthly assessment declined over
time to a low at the month 11 assess-
ment (75/91 MMT [82.4%] and 52/88
M180 participants [59.1%]). At the
month 12 assessment, there were 77
MMT and and 57 M180 participants.

At each time point (t) there was no
correlation between the results of the
urine screening test for heroin and the
probability of the participant being
present for assessment (t + 1). There
was a negative relationship between the
proportion of heroin-positive urine
screening test results and the number
of days in treatment (r, 0.10; P<.001)
that, while statistically significant, ex-
plained so little of the variance that it
was unimportant for clinical pur-
poses. Given the consistently high lev-
els of continued heroin use and the lack
of a lag-1 correlation between heroin
use and the probability of dropout, we
treated the missing data as random in
the sense that they were not related to
the unobserved outcome variable.

Hlicit Opioids

Neither group nor assessment effect was
significant for opioid use. Group-by-
assessment interaction reached the
P<C.05level of significance. As FIGURE 4
shows, participants in the 2 treatment

©2000 American Medical Association. All rights reserved.
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groups differed little until month 5,
when use rates for the M180 group in-
creased markedly and remained greater
than that of the MMT group until month
12. Reanalyzing these data under the as-
sumption that the missing data were
drug-positive did not produce any im-
portant differences from the analysis that

Figure 2. Mean TSR In-Program and
Out-of-Program Scale Scores by Treatment
Group Across Assessments

Mean Total TSR In-Program
Score by Group and Assessment
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- -~ MMT

Mean TSR Score
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h
‘
|
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Monthly Assessment

o4
N A

TSR indicates Treatrment Services Review; M180, 180-
day methadone-assisted detoxification; and MMT,
methadone maintenance treatment. Robust param-
eter estimates (P value) for in-program: group, -0.32
(<.001); assessment, ~0.006 (<.001); and group by
assessment, 0.003 (<.001). Robust parameter esti-
mates (P value) for out-of-program: group, 0.07 {.62);
assessment, 0.003 (.001); and group by assessment,
~0.003 (.01).

Figure 3. Survival Function by Treatment
Group
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Proportion of study participants in treatment by group
over time. M180 indicates 180-day methadone-
assisted detoxification, MMT, methadone mainte-
nance treatment. For significant differences between
conditions, Wilcoxon x?;, 85.0 (P<C.001).
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did not impute heroin use. Tilicit opi-
oid use rates were greater than 50% for
both groups at any assessment.

As a second index of heroin use, we
analyzed days of heroin use in the pre-

Figure 4. Proportion of Participants Using
Heroin and Mean Days of Heroin Use in
Previous 30 Days

Heroin Use in Previous 30 Days

Mean Days Used

0.4+

0.2

Proportion of Patients Using Heroin

T T
0123 45 6 7 8 9 101112
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M180 indicates 180-day methadone-assisted detoxi-
fication; MMT, methadone maintenance treatment.
Robust parameter estimates (P value, <.001 for all es-
timates): group, ~0.15; assessment, —0.005; and group
by assessment, 0.003.

vious month, as reported on the ASL
Effects for assessment, group, and
group-by-assessment were signifi-
cant. Heroin use in both groups mark-
edly decreased from baseline, but the
decrease was greater in the MMT group
during the last 6 months of treatment
(Figure 4).

HIV Risk Behaviors

The RAB drug-risk subscale scores in-
dicated a significant group by assess-
ment interaction; at months 6 and 12,
the level of HIV drug-risk behavior re-
ported by MMT participants was lower
than that reported by M180 partici-
pants. Group and assessment main ef-
fects were not significant. There were
no significant effects on the RAB sex-
risk behaviors scale (TABLE 2).

For the number of times participants
reported injecting heroin in the week be-
fore each assessment, neither the main
effects for group or assessment were sig-
nificant, but the group-by-assessment in-
teraction was significant and favored less
needle use in the MMT group during
months 6 through 12.

Psychosocial Functioning

No significant effects for group-by-
assessment were found for the ASI psy-
chiatric and family composite scores,
which were uniformly low across time,

or the employment composite score,
which was uniformly high. The ASI le-
gal composite score was uniformly low
with a mean of 0.20 or less at all assess-
ments. There were no significant assess-
ment or group main effects for legal com-
posite scores, but the assessment-by-
group interaction was significant. From
6 months on, the M180 participants re-
ported significantly higher legal com-
posite scores than did the MMT partici-
pants, although the magnitude of
differences and the low absolute level
suggest that the finding may be of little
clinical importance.

Cocaine Use

Statistically significant differences were
found for assessment and assessment
by group. During months 4 through 7
and 9 through 12, M180 participants
had lower cocaine use rates than MMT
participants. Main effects for group were
not significant. Interpretation of these
data was confounded by differences be-
tween the 2 groups in the strength of
the relationship between days in treat-
ment and cocaine use, with cocaine us-
ers more likely to drop out of M180
than MMT.

There is little basis for assuming that
amissing assessment should be counted
as positive for cocaine for all missing
participants. To examine the stability

Table 2. AS! Compbsite Scores and Risk of AIDS Behavior Scale at Enrollment, 6 Months, and 12 Months by Treatment Group®

Mean (SD)} Scores
' Enroliment At 6 Months At 12 Months I
I M180 MMT ‘ M180 MMT I ! M180 MMT ‘
Variable {n =88) (n=91) (n = 60) (n=77) (n=57) n=77)
ASt Composite Scores
Medical 0.17 (0.277) 0.22 (0.336) 0.11(0.254) 0.19 (0.293) 0.14 {0.292) 0.20 {0.31)
Employment 0.77 (0.227) 0.81 (0.254) 0.79 (0.248) 0.82 (0.257) 0.76 (0.251) 0.77 (0.262)
Alcohol use 0.09 (0.145) 0.09 (0.161) 0.08 (0.137) 0.10 {0.197) 0.05 (0.099) 0.11 (0.208)
Drug use 0.37{0.092) 0.37 (0.088) 0.27 (0.146) 0.25 (0.135) 0.17 (0.145) 0.18 (0.151)
Legal status 0.19(0.213) 0.20 (0.202) 0.16 (0.200) 0.08 (0.167) 0.13(0.193) 0.05 {0.130)
Family or social status ~-0.03 (0.192) -0.06 (0.178) -0.12 (0.1584) ~0.09 (0.184) 0.14 {0.086) 0.15(0.113)
Psychiatric 0.15 {0.179) 0.15 (0.171) 0.15 {0.222) 0.15 (0.194) 0.11 (0.205) 0.15 {0.189)
Risk of AIDS Behavior
Injection risk 6.00 (6.4306) 6.51 (6.694) 4,07 (6.792) 3.04 (4.352) 3.73 (6.868) 2.17 (3.881)
Sexual risk 4.26 (2.871) 5.00 (3.670) 3.69 (3.070) 4,31 (3.320) 3.055 (2.683) 3.185 (2.739)

*AS indicates Addiction Severity Index; AIDS, acquired immunodeficiency syndrome; M180, 180-day methadone-assisted detoxification: and MMT, methadone maintenance treat-
ment. Enroliment N ranges from 86 to 88 for M180 and from 86 to 81 for MMT; 6-month N ranges from 54 to 60 for M180 and from 68 to 77 for MMT.
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of differences between group and co-
caine use given the missing assess-
ment data, we reestimated the statisti-
cal model by setting the missing
assessments to cocaine-positive use un-
der 3 assumptions: positive enroll-
ment cocaine test, more than half of as-
sessments cocaine-positive, and any
assessment cocaine-positive. Under all
3 assumptions, the difference be-
tween the groups was no longer sig-
nificant, suggesting that the differ-
ence initially observed resulted from the
higher probability of cocaine users
dropping out of M180 than MMT. At
each assessment, only 30% to 50% of
participants assessed in either group
were abstinent from cocaine.

Alcohol Use

The average ASI alcohol use composite
score was low. On a scale from 0 to 1,
with 1 the most problematic, mean scores
were 0.11 orless at all assessments, There
were no significant effects.

COMMENT

Methadone maintenance was found to
increase retention and be more effec-
tive in decreasing heroin use than
M180. Methadone maintenance treat-
ment resulted in a lower level of drug-
use HIV risk behavior and lower ASI le-
gal composite scores scores during the
second 6 months of the assessment pe-
riod, when provision of methadone to
M180 participants had ended. The ASI
psychiatric, family, employment, and
alcohol use composite scores and the
RAB HIV-related sex behavior sub-
scale score were not affected. Heroin
and cocaine use rates were high in both
groups over the entire 12-month pe-
riod. There was evidence that partici-
pants using cocaine were more likely
to drop out of M180 than MMT.

The rate of continued usé of heroin
in both groups is of concern. Metha-
done dosages were adequate by cur-
rent practice standards. Dosages could
reach 100 mg/d if warranted and aver-
aged well over 80 mg/d. Too low a
methadone dose, therefore, does not ap-
pear to be the reason for the failure of
either treatment to markedly curtail

METHADONE MAINTENANCE VS 180-DAY DETOXIFICATION

heroin use. Persistent use may reflect the
participants’ goals when they entered
treatment—only 50% of the sample re-
ported to us that they had a goal of to-
tal abstinence from illicit opioids.

The dropout rate from M180 was
high throughout the course of the study.
This may reflect more stringent require-
ments about attendance at psychoso-
cial treatment than in the MMT group.
An acceleration in dropout occurred at
around 120 days, the point at which
methadone dosage began to be de-
creased in this group.

The M180 group received psycho-
social treatment for continued co-
caine use; nevertheless, this group failed
to suppress cocaine use rates. Psycho-
social treatments have been shown to
be effective in reducing cocaine use. >
However, successful treatments were
manualized and adapted from psycho-
therapeutic interventions, rather than
the generic drug counseling provided
by drug counselors in the present study.

Methadone maintenance treatment
was more successful in retaining co-
caine users in the treatment system than
M180; however, it did not appear to af-
fect the level of cocaine use because the
2 groups did not differ under several rea-
sonable assumptions about cocaine use
in participants with missing data.

Neither treatment had a marked ef-
fect on psychosocial functioning. It may
be that the psychosocial services pro-
vided were inappropriate. For ex-
ample, while most patients were mar-
ginally employed, no vocational
rehabilitation services were available.

This study has implications for the
treatment of opioid dependence. First,
improvement is needed. That 50% of
participants used an illicit opioid at least
once a month is not encouraging. Given
that methadone doses were adequate,
failure may rest in the realm of psycho-
social treatment. Neither program in
this study provided extensive legal, em-
ployment, family, or psychiatric ser-
vices. Participants showed little change
in these areas. A cost-effectiveness study
of the benefits of adding these services
to methadone treatment is needed. Sec-
ond, cocaine use remains a problem in

©2000 American Medical Association. All rights reserved.
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methadone maintenance programs.
While a pharmacological treatment for
cocaine dependence has not emerged,
there is considerable evidence that co-
caine use is responsive to a variety of
psychological interventions, includ-
ing group drug counseling,” group-
administered cognitive behavior
therapy,” individual relapse preven-
tion interventions,” and contingency
management.”” Such specific, promis-
ing interventions need to be inte-
grated into methadone treatment pro-
grams for cocaine users.

The generalizability of the resultsin
the current study is limited in that the
study represents only 1 clinical trial.
The participants were a small subset of
those who originally contacted the
project and may differ from other
methadone majntenance patients in un-
known ways. However, the current
study does not provide support for di-
verting resources from methadone
maintenance to long-term detoxifica-
tion, no matter how ideologically at-
tractive the notion of a time-limited
treatment for opioid abusers is.

Funding/Support: This work was supported by Na-
tional Institute on Drug Abuse grant 2P50 DA09253.
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My task which I am trying to achieve is by the power
of the written word, to make you hear, to make you
feel—it is, before all, to make you see. That—and no
more, and it is everything.
—]Joseph Conrad (1857-1924)
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SUMMARY. Homeless adults with both a serious mental illness and
substance dependence (N = 276) were randomly assigned to: (1) a so-
cial model residential program providing integrated mental health
and substance abuse treatment; (2) 4 community-based nonresiden-
tial program using the same social model approach; or (3) a control
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group receiving no intervention but free 1o access other community
services. Interventions were designed to provide 3 months of inten-
sive treatment, followed by 3 months of nonresidential maintenance.
Subjects completed baseline interviews prior to randomization and
reinterviews 3, 6, and 9 months later, Results showed that, while sub-
stance use, mental health, and housing outcomes improved from
baseline, subjects assigned to treatment conditions differed little
from control subjects. Examination of the relationship between
length of treatment exposure and outcomes suggested that residential
treatment had positive effects on outcomes at 3 months, but that
these effects were eroded by 6 months. [Article copies available from
The Haworth Document Delivery Service: 1.800-342-9678.]

INTRODUCTION

_ Following the movement in the 1960s and *70s to deinstitutionalize
seriously mentally ill patients from long-term state hospital care, and in
concert with the growth of the homeless population in the *80s and '90s, a
new population of dually diagnosed individuals-those with both serious
mental illness and substance dependence-has increasingly concerned pro-
viders in both mental health and substance abuse treatment settings. The
. literature indicates that these dually diagnosed individuals are at high risk
of becoming homeless or relying on marginal housing arrangements. ! In-
deed, studies of homeless pe?uiaiicms suggest that about 1 in 5 homeless
adults have dual diagnoses.10 '

This new population poses difficult challenges for already strained public
treatment and social welfare systems. Public mental health and substance
abuse treatment have historically been delivered through separate funding
streams and institutional settings, and the dually diagnosed present a clini-
cal picture that exceeds the expertise and signals a poor prognosis in either
of these separate systems.38.11-14 While coordinating care across the two
systems is theoretically possible, in practice differing treatment philoso-
phies and barriers to clients presented by fragmented care have deterred
the development of viable linkages between systems to better serve the
needs of the dually diagnosed.'>!3 Treatment success for many dually
diagnosed individuals may also be impeded by overarching needs for
basic necessities such as stable housing, food, and clothing.

Such gaps in care for the dually diagnosed have stimulated the develop-
ment of a number of pilot and demonstration treatment programs over the
past several years. These have in common an integrated approach for reat-
ing the dually diagnosed that combines elements of traditional mental health
care and substance abuse rehabilitation.!216-22 While these programs vary
in their conceptual orientations, settings, service components, and intensi-
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ty, most attempt to strike a balance between the typically nurturant and
supportive approaches characterizing community-based treatment for the
seriously mentally ill, and the more demanding and confrontational ap-
proach characterizing substance abuse therapeutic communities. Drug-
free goals are modified to encourage appropriate use of psychotherapeutic
medications. The few programs described in the literature that include a
focus on persons who are both dually diagnosed and homeless have also
emphasized the importance of assertive case management to assist clients
in obtaining housing, income assistance, primary health care, and other
needed social or educational services. }

Although these emerging models of integrated treatment for dually diag-
nosed individuals are promising, the evaluation of such interventions to
date has been greatly limited by small sample sizes, serious sample attri-
tion, limited follow-up periods, and narrowly defined outcomes. For ex-
ample, studies by Kofoed, Kania, Walsh, et al,,'0 Hellerstein and Mee-
han,!7 Ries and Ellingson, Drake, McHugo, and Noordsy,?? and
Hoffman, DiRito, and McGill® all presented outcomes of treatment for
dually diagnosed samples using post-assessment only designs, and none had
sample sizes greater than 32. The most rigorous test of a treatment program
for the dually diagnosed to date has recently been reported by Blankertz
and Cnaan?! who studied 84 subjects using a quasi-experimental design in
which two treatment programs for the dually diagnosed were compared.
The main outcomes that have been examired in these studies are retention
in the gr@gmlév”@ or abstinence rates during or shortly following the
treatment #022 No studies in the literature to date have included an exper-
imental design that randomizes subjects to conditions.

This report presents treatment outcome results of a research demonstra-
tion project focusing on dually diagnosed and homeless adults. The dem-
onstration interventions were based on a social model recovery approach
which combined elements of substance abuse recovery and mental illness
management, The goal of this social model approach is to assist clients in
developing an independent life in the community through abstinence from
alcohol and street drugs and by eshancing their social and vocational abili-
ties. The program philosophy is that this goal is best achieved in smali,
structured, therapeutic environments in which clients learn by interaction
with one another, with staff, and with the surrounding community. Prin-
ciples of this philosophy are that: (1) abstinence is prerequisite for effec-
tive program participation; (2) a program environment that is designed and
maintained to dignify both clients and staff is an essential aspect of the
treatment process; (3) a structured schedule of activities is needed to devel-
op new behavior patterns; (4) a well-trained staff should provide compre-
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hensive therapeutic services; (5) a strong, long-term case management
effort is essential; (6) participation in self-help groups is an essential and
ongoing aspect of recovery; and (7) each client should be respected and
valued as someone with an important contribution to make to the commu-
nity and society as a whole.

}
DEMONSTRATION INTERVENTIONS

To evaluate this intervention approach, we studied 276 homeless and
dually diagnosed individuals who were randomly assigned to one of three
conditions; a social model residential treatment program; a nonresidential
program using the same social model approach; and a control group.

The residential treatment program was in existence prior to the initia-
tion of the research demonstration. As part of this demonstration, treat-
ment slots were made available to research participants without the usual
2- 1o 3-month waiting period that had effectively served as a barrier to
homeless persons. The nonresidential program was newly implernented as
part of the demonstration, and was modeled after the residential program,
so that the programs operated under the same philosophy and ‘were de-
signed to have many common service elements, Common activities in-
cluded: (1) curriculum-based groups focused on substance abuse and men-
tal health education and rehabilitation; (2) 12-step programs including
participation in community-based AA or NA’meetings; (3) process-ori-
ented groups 1o facilitate discussion of issues of importance 10 the clients:
(4) individual counseling and case-management; (5) psychiatric consulta-
tion and ongoing medications management; and (6) general community
activities including doing chores, helping with meal preparation, partici-
pating in sports and recreational activities, and personal time.

While the residential program was by definition a 24 hour, 7 day per
week program, the nonresidential program operated in the afternoon and
evening (1:00 pm to 9:00 pm) five days a week. Differences between the
programs in the schedule of activities, emphasis on case management, ex-
pectations, and program rules were necessary to adapt the residential mod-
el to a nonresidential setting. For example, abstinence from drugs or alco-
hol was a requirement for remaining in the residential community and a
single infraction confirmed with drug testing resulted in expulsion from
the program. In the nonresidential setting, clients were not allowed to attend
the program on any day that they were discemibly intoxicated on alcohol
or drugs, but staff continued to work with these clients to engage them in
the program and encourage their sobriety, irrespective of number of re-
lapses. In addition, nonresidential clients received much more case man-
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agement assistance from program staff than did residential clients, given
their often pressing needs for shelter, meals, transportation, and income
assistance.

Both interventions were designed to consist of a 3-month intensive phase.
Successful completion of this first phase was followed by another period
of 3 months during which both residential and nonresidential graduates
were encouraged to continue to participate in program activities in the
nonresidential setting. After the second three-month period (Phase 2),
those who wished could continue to engage in program activities of their
choosing, Upon completion of Phase 1, clients were invited toreside in a
lightly supervised sober-living residence sponsored by the program and
operated along an Oxford House model, Residents of the sober-living houses
could remain as long as they wished as long as they were able to pay their
share of the rent, remain sober, and get along reasonably well with other
residents. Those who preferred other living arrangements were assisted in
locating permanent hmsin§. Further descriptions of the intervention can
be found in McGlynn et al.*¢ and Stecher et 21,2

Those who were assigned to the control group received no special inter-
vention, but were free to access other available community services (such as
homeless shelters, a mental health clinic, a day socialization center, and AA
groups). While both a public mental health clinic and a nonprofit substance
abuse treatment facility serving homeless individuals were located in the
commurity, clients who were dually diagnosed were known 1o be shunned by
these programs.

RESEARCH METHODS
Community Setting and Research Participants

The study focused on homeless persons in the Westside area of Los
Angeles County, a predominantly residential urban area that includes the
two beach communities of Santa Monica and Venice, and contains a large
concentration of homeless persons. While several agencies provide food,
shelter and a variety of social services to homeless persons in this commu-
nity, the cost of housing is generally high, access to moderately priced
housing is intensely competitive, and there is substantial community resis-
tance to the development of facilities that serve the homeless. As a result,
transitional and low-income housing is very scarce, and emergency shelter
facilities are able to house only about one quarter of the homeless (about
15% of men and 45% of women) on any given night28 Prior to this
research demonstration, there were no programs on the Westside that were
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specifically designed to address the problems and needs of homeless and
dually diagnosed individuals,

Participants were recruited from existing community agencies serving
the homeless, including shelters, day centers, a substance abuse program,
and a mental health clinic. Potential participants were either individually
referred from an agency to research staff, or research staff visited agencies
and directly approached their clients. Those who agreed to be interviewed
by research staff participated in a brief screening interview which estab-
lished whether or not participants met criteria for homelessness (either
literally homeless or lived in two or more dependent housing situations in
the past 6 months), and screened for symptoms of serious mental illness
and a history of probléms with alcohol or drugs. Those who met criteria at
this stage were asked to participate in a structured diagnostic interview
administered by nonclinician interviewers (the Diagnostic Interview Sched-
ule, Version III-R) to confirm diagnoses. Those meeting lifetime DSM III-R
criteria for schizophrenia or major affective disorder, and also criteria for
substance dependence (with some substance abuse or dependence prob-
lems in the past year) were eligible for the study. Of those who participated
in the initial screening interview (N = 1112), 64% met initial eligibility
criteria, Among screener eligibles (N = 717), 81% completed the diagnos-
tic interview. Of those completing the diagnostic interview {(N=3583),83%
(N = 484) were fully eligible for study participation.

Among persons determined to be eligible, 57% (N = 276) agreed to
participate in the study and be randomly assigned to conditions. After
completing baseline interviews, these subjects were randomly assigned to
nonresidential treatment (N = 144), residential treatment (N =67), or the
control group (N = 65). Probability of assignment to the nonresidential
group was set at twice that of the other groups because we expected a
higher degree of variability in exposure to treatment for those assigned to
this intervention, and would therefore need a relatively larger sample size
to detect a reatment effect. Random assignment was made within two
blocking variables, gender and primary type of mental disorder {schizo-
phrenia versus affective). Study participants were asked to complete fol-
low-up interviews at 3 months, 6 months, and 9 months following their
baseline interviews. The 3-month interview occurred around the time of
completing treatment Phase | (among those who stayed in treatment).
Participants were sought for follow-up interviews during a Z-month win-
dow of time spanning their scheduled follow-up date whether or not they
were in treatment. Those who were not found for ope follow-up interview
were again sought for subsequent interviews, Participants were paid 32 for
completing the initial screening interview, and $10 for completing each of
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the diagnostic interview, baseline interview, and follow-up interviews.
Those who called in to schedule an appointment for their follow-up inter-
views {using a toll-free number) were given an additional $2.

Measures

The evaluation of the treatment interventions focused on the three ma-
jor outcome domdins: substance use, severity of mental illness symptoms,
and housing status. Questions regarding substance use asked about fre-
quency {(and in the case of alcohol, quantity) of use of different categories of
drugs in the past 30 days. Four measures of substance use were constructed:
(1) number of days consumed any alcohol in the past 30; (2) number of
days used any illicit-drugs in the past 30; (3) a quantity index reflecting 3
levels of alcohol use in the past 30 days: abstinence, low guantity con-
sumption (less than 3 oz. absolute alcohol or 5 drinks on any day), and
high quantity consumption (at least 3 oz. absolute alcohol or § drinks on at
least one day), based on a measure developed by Pollich and colleagues;7
and (4) a drug use index weighting frequency of use by the severity of the
drug used, as suggested by Phin?® and modified by Bray and col-
leagues.?® Mental illness symptom questions referred to the past 7 days,
and covered dimensions of éegrassim, anxiety, psychoticism, anger/hos-
tility, taken from the SCL-90,°%32 with mania and self-esteem scales in-
cluded from the Psychiatric Epidemiologic Research Interview (PERI).3?
Internal reliability of each of these scales was high (Cronbach’s alphas ranged
from .60 for mania to .82 for self-esteem). The depression and anxiety scales
were combined into one because of lack of discriminant validity between the
separate scales, and the resulting scales adequately reflect discrete dimen-
sions, with interscale correlations ranging from 0 to .5, To assess recent
housing and homelessness patterns, the interview asked subjects to pro-
vide a history of their living arrangements over the past 60 days, which
were classified into the following categories: on the streets {including
abandoned buildings, parked cars, bus depots, parks); independent hous-
ing (own house, apartment, room, boarding house, group home); and
dependent housing (emergency shelters, health and correctional facilities,
doubled up with family or friends). The housing status measures we used
in analyses of outcomes were the percentage of nights in the past 60 that
respondents spent on streets and the percentage of nights spent in indepen-
dent housing, with the percentage of nights spent in dependent housing as
the omitted category.

Prognostic and history variables measured at baseline that were consid-
ered as covariates in analyses of outcomes included demographic character-
istics (gender, age, race, marital status, veteran status, educational level),
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primary thought versus mood disorder, number of symptoms of alcohol
dependence in the past year, number of symptoms of drug disorder in the
past year, presence of antisocial personality, number of years homeless,
satisfaction with physical health, prior hospitalization for psychiatric prob-
lems, and prior substance abuse treatment. In addition, other history vari-
ables were considered as covariates for specific outcome domains, For sub-
stance use oulcomes, we examined the number of years subjects had regularly
used alcohol to the point of getting high or drunk, number of years they
had used any other drugs regularly, ever had alcohol DT, ever overdosed
on drugs (all taken from The Addiction Severity Index,34 and the Alcohol
Dependence ScaleS). For housing outcomes, we included age at which
subjects first became homeless. For mental health symptom outcomes, we
considered age of first major symptom of schizophrenia or affective disor-
der, and the presence of episodes of schizophrenia, major depression, and
mania in the past year. I :

The study also assessed out-of-program treatment received by both the
experimental treatment and control groups at baseline and in each follow-
up period. Measures used in analyses to control for out-of-program treat-
ment exposure included: (1) the log of days of attendance at AA (12-step)
meetings in the past 30 days (not counted if the client was active in the
experimental treatment interventions during the past month, since atten-
dance at AA meetings was a component of the intervention); (2) any use of
prescribed psychotherapeutic medications in the past 30 days; (3) any inpa-
tient or outpatient treatment for a mental health problem in the past 30 days;
and (4) any formal treatment (residential or nonresidential) for a substance
abuse problem in the past 30 days.

- Analysis

Two sets of analyses were conducted to examine the effects of treatment
on outcomes, testing whether: (1) outcomes differ across subjects assigned
to nonresidential vs. residential treatment groups; and (2) outcomes differ
between those assigned to treatment vs. control groups (with residential
and nonresidential conditions combined). General linear regression mod-
els were used to examine treatment effects, with the difference score
between baseline and follow-up outcome measures constituting the depen-
dent variable, and treatment assignment as the independent variable, Be-
cause we did not adjust the variances for our stratified random design
effect that resulted from blocking prior to randomization, our regression
coefficient tests are conservative. Separate analyses were performed for
each baseline to follow-up difference score (i.e., baseline to 3 months,
baseline to 6 months, baseline 10 9 months) and for each of the 11 outcome
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measures. Difference scores were constructed so that, across all outcome
measures, a positive score indicated improvement in functioning, while a
negative score indicated decline in functioning, Unadjusted regression
models included only treatraent assignment as a predictor of outcome
difference scores, while adjusted regression models included both treat-
ment assignment and relevant baseline covariates as predictors. Given our
relatively small sample size, a parsimonious covariate selection procedure
was required to deal with the large number of potential covariates. Rele-
vant covariates to include in the models were thus selected using back-
wards stepwise linear regression to identify those significantly associated
with the outcome domain irrespective of group assignment. The stepwise
selection procedure was used within each outcome domain (such as sub-
stance use), and covariates which were consistently significant for out-
comes within this domain were selected. The set of selected covariates was
therefore identical for each outcome within a domain but differed across
domains. . ‘

A final set of regression analyses tested whether level of treatment
exposure predicted outcomes at each of the follow-up periods, with expo-
sure measured as the log number of days subjects participated in the
treatment program. Because exposure to treatment was self-selected, each
of these models included baseline covariates to control as much as pos-
sible for self-selection biases. Indicators of out-of-program exposure to
substance use and mental health services were then added to the models to

control for potential contamination of the treatment versus control group
comparisons.

RESULTS
Study Sample and Attrition

The characteristics of the 276 persons who completed a baseline inter-
view and were randomly assigned to one of the three study conditions are
shown in Table 1, The large majority were unmarried males in their 30s
and 40s with at least a high school degree. The sample was nearly equal in
the distribution of primary schizophrenia versus major affective disorder.
Both drug and alcobol dependence were highly prevalent, with many indi-
viduals reporting problems across multiple substances. In the past month,
53% of the sample had used cocaine, 47% used marijuana, 24% used
sedatives, 9% used opiates, 8% used amphetamines, 6% used hallucino-
gens, and 3% used barbiturates and inhalants. While the three study
groups were closely comparable at baseline in most characteristics that
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TABLE 1. Characteristics of Sample by Treaiment Group Assignment,

Nonrasidential Residential Controls Total
Treatmant  Treatment
{N =144} {N=87)  (N=65) {N = 276)

% Male 83 81 . 88 84
Moan Age {in years) a7 38 a7 37
Racs

% White 56 §7 85 §8

% Black 30 81 21 28

% Other 14 12 14 14
Marital Status** '

" % Cunrently married 5 15 0 6

% Praviously marred 47 48 Q 40 45

% Nover married 48 38 & 48
*% Vetaran 34 a3 40 35
Education

% < High School 29 27 25 28

% High School 29 3’ 41 34

% Some College 42 a4 34 38
Mean Years Homeless 48 37 5.1 4.7
Msan no. of nights slepton 49 49 51 49
streat of past 60

_Mental Disorder

% Schizaphrania only 7 8 8 7

% Major affectiva only 56 €0 48 55

% Both a7 34 4“4 38
Alcohol Disordacin pastyear 79 76 B0 79

Mean no. symptoms 38 34 38 3.7
Drug Disorder in past year 74 72 ] 72

Mean no. symptoms 38 42 as 3s

*Significant difersace among groups at p < .08
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were examined, there was a significant difference across groups in their
marital status. We note that only this 1 significant difference was found
among 15 variables tested that included 4 not shown in Table 1: presence
of antisocial personality, satisfaction with physical health status, prior hospi-
talizations for psychiatric problems, and prior treatment for substance abuse
problems. This high degree of similarity across groups provides assurance
that randomization procedures were appropriately implemented and re-
sulted in comparable groups.

Rates of completed follow-up interviews among the 276 study partici-
pants were 79% for the 3-month follow-up, 76% for the §-month follow-
up, 70% for the 9-month follow-up, and 58% completed all three follow-
ups. Follow-up completion rates were not different across the three treatment
conditions, except at the 9-month follow-up, where the completion rate
among those assigned to the control group (57%) was significantly lower
than among those assigned to nonresidential treatment (76%). .

While this is a relatively low level of attrition for a longitudinal study of
homeléss persons, we were concemed that it had the potential to introduce
bias into the findings, if factors associated with study attrition differed
across groups. To determine whether differential attrition was a concern,
we tested whether the three treatment groups remained comparable at each
of the follow-up periods with respect to the fifteen baseline variables
described above, These analyses showed that the three study groups dif-
fered in satisfaction with physical health status at the three-month follow-
up; the residential and nonresidential groups differed in marital status at
six months; and the control group differed from both the residential and
nonresidential groups in marital status at nine months. Considering that
multiple tests were conducted, this relatively small number of significant

results suggests that the study groups were largely comparable at each of
the follow-up timepoints. \

Nonresidential and Residential Treatment Dutcomes

No significant differences were found between nonresidential and resi-
dential treatment groups at any of the three follow-up periods for any of
the outcomes examined, with the exception of time spent in independent
housing at the 3-month follow-up (see Table 2). Those assigned to nonres-
idential treatment were more likely to have increased the amount of time
they spent in independent housing at 3 months following baseline, relative
to those in residential treatment. This finding is expected because the
3-month follow-up was scheduled immediately after the first phase of treat-
ment completion, and subjects in residential treatment were by definition
not independently housed. While Table 2 provides adjusted mean differ-
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ences in scores between baseline and follow-up measures, controlling for
relevant baseline covariates, results were similar for analyses of unad-
justed means, Table 2 also shows that both nonresidential and residential
treatment groups reported significant improvement in many outcomies
from baseline to follow-up assessments, especially for measures-of substance
use, symptoms of depression/anxiety, self-esteem, and indicators of housing
status. No improvement was evidenced in measures of psychotic symptoms,
mania, or anger/hostility.

We then combined residential and nonresidential treatment assignment
groups and compared the outcomes of those assigned to treatment to those
assigned to the no-treatment control group, In spite of significant improve-
ments between baseline and follow-up assessments across most outcome
measures in the treatment groups, there were few significant differences
between the treatment and control groups in outcomes (see Table 3). The
only outcome measure for which treatment groups displayed a significant-
ly greater improvement than the control group was days of alcohol use at
~the 3-month follow-up. For many outcomes, the control group, like the
treatment groups, showed improvements from baseline to follow-up as-
sessments. Unadjusted mean comparisons gave similar results to the ad-
justed mean comparisons shown here,

Exposure to Treatment and Its Relationship to Outcomes

Although both the nonresidential and residential programs made efforts
1o engage ail subjects assigned to treatment, 40% of those assigned to either
program never attended, with no difference in nonattendance rates between
the nonresidential and residential programs. Among those who attended,
retention was higher in the residential than the nonresidential program. In
the residential program, 49% of those assigned stayed in the program for
at least two weeks, and 24% successfully completed Phase 1. In the non-
residential program, only 36% of those assigned attended as much as 2
weeks of the program over the study period (10 program days), and only
8% successfully completed Phase 1.

Results of analyses examining changes in outcomes between baseline
and follow-up as a function of log days of residential and nonresidential
program exposure, controlling for treatment group assignment and relevant .
baseline covariates, are shown in Table 4. Significant treatment exposure
effects were found for residential treatment across substance use and hous-
ing outcomes at the 3-month follow-up, indicating that longer retention in
residential treatment was associated with better outcomes. However, these
positive effects of residential treatment éxposure found at 3 months were
not maintained at the 6- and 9-month follow-ups, with the exception of
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TABLE 4. Relationship of treatment exposure to changes in substance use,
mental health, and housing patterns.

Regrassion Coafficients for Significant Effects of Treatment
Exposura o Differances in Outcomes Batween
Haseline and Followsup Assassments!
Samonth Follow-up H-moath Follow-up G-moath Follow-Up

Norres. Ras, Nonwes. - Res. Nones,  Fes.
days days  days days days days

Substance Use in Past 30 Days
Days used alcohol 173 148
Leval alcohed use 0.8
Days used drugs s
Saverity drug use

‘Current Mental Health Symptoms
Dagvession and anuiety
Pycholic symploms

" Anger and hostiity
Mania
Sailasteen

Housing Status in Past 60 days
% lima on sireals 003
%, fmme in independent housing g.08

 Hegression coalficients are shown fur veatment axposure alfects hat wers sigrificant predictoes of
ilsames, controlling for reament assignmentand tassling covadatas, All othier raamant sXposure
coulficinnts ware nonsignificant,

improvements in independent housing at 6 months. Days of nonresidential
treatment participation had less discemible effect on outcomes, showing
only one significant association with days of aicohol use at 6 months, and
no significant association with outcomes at 3 or 9 months.

When indicators of out-of-program treatment were added to these re-
gression models to control for possible contamination of the experimental
wreatment effect through use of other substance abuse and mental health
related services (see Table 5), further significant effects of exposure o
nonresidential and residential treatment emerged. Exposure to nonresiden-
tial treatment, in addition to predicting improved substance use outcomes
at 6 months, was also associated with improvements in depression/anxiety
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128 The Effectiveness of Social Interventions for Homeless Substance Abusers

at 3 months. Exposure to residential treatment, in addition to having posi-
tive effects on substance use and housing outcomes 4t 3 months, was also
associated with improvements in two measures of mental health status at 3
months (depression/anxiety, anger/hostility). The effect of nonresidential
‘treatment on housing status at 6 months, however, was reduced to nonsig-
‘nificance.

These analyses also showed that indicators of out-of-program treatment
were sometimes significantly associated with outcomes. Of particular in-
terest is the association of attendance at AA meetings with improvements
in substance use outcomes at all three follow-up periods, and also with im-
provements in mental health symptoms (depression/anxiety, anger/hostility,
and self-esteem) at the 3-month follow-up. Use of psychotherapeutic me-
dications was generally not associated with outcomes, except for a negative
association with psychotic symptoms at 3 months, perhaps reflecting a
reverse causal association {that is, those with increasing levels of psychot-
ic symptoms being more likely to get and use medications). Out-of-pro-
gram mental health treatment was associated with some positive outcomes
(improvements in psychotic symptoms at 3 months and substance use at 9
months), but was also related to lower self-esteem at 3 and 9 months.
Out-of-program substance abuse {reatment had no-discernible association
with outcomes, except for an association with increased psychotic symp-
toms at 3 months that is not readily interpretable.

DISCUSSION

The most rigorous test of the effectiveness of a treatment intervention is
the experimental design, in which subjects are randomly assigned to treat-
ment and control groups, and the outcomes of all persons assigned are
compared between groups. Using this evaluation standard, we found fittle
discernible effect of intensive integrated treatment on substance use, men-
tal health, or housing outcomes among dually diagnosed and homeless
adults. On only one measure, frequency of alcohol use, did the treatment
groups show more improvement than the control group. And this positive
effect, while significant at the end of the 3-month intensive phase of
treatment, was not detectable at the 6- or 9-month follow-ups. Because our
sample sizes were adequate for detecting medium-sized effects (0.5), the
absence of detectable treatment effects cannot be attributed to insufficient
statistical power.

Previous studies of integrated treatment miezventwns for dually diag-
nosed individuals have reported positive outcomes with much smaller sam-
ple sizes, but have not employed experimental designs, and often excluded
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from analysis persons who dropped out of treatment early. Both of these
design weaknesses are likely to have biased results towards finding positive
effects of treatrnent. In the case of nonexperimental pre- and post-treatment
comparisons, simple regression (o the mean could explain improvements
from before to after treatment, particularly if subjects are selected into
treatment during a period of acule problems with substance abuse and/or
mental illness. Such regression to the mean could explain why, in the
present study, the control as well as the treatment groups showed improve-
ments in many outcomes from baseline to follow-up assessinents. Another
possible explanation for improvements in the control as well as the treat-
ment groups is that the control group was “contaminated” by its exposure
1o other types of mental health, substance abuse, and homeless services.
This explanation suggests that the improvements in the treatment groups
from baseline to follow-up assessments are truly positive outcomes of
treatment rather than regressions to a mean level of functioning, but that
the control group also improved as a result of the variety of services that it
received and therefore masked the differences between the treatment and
control conditions. Perhaps those assigned to the control conditions were
nonethéless stimulated by the research protocol to seek help for their
substance abuse and mental health problems. In analyses designed to
partial out the contaminating effects of use of services received outside of
the experimental treatment interventions, significant treatment exposure
effects were found, but these were largelyrestricted to a positive impact of
residential treatment on substance use and mental health at the 3-month
follow-up (occurring at the end of the intensive treatment period). These
results suggest that residential treatment effects were real, but short-lived,
and that regression to the mean may explain apparent pre-post improve-
ments in outcomes over the longer period of evaluation,

While it is common in treatment evaluation studies to exclude from
analysis subjects who drop out of treatment early, this practice can serious-
ly bias results if, as many clinicians believe, those clients who are more
likely to have poor outcomes anyway are also most likely to drop out of
treatment and those who have a good prognosis most likely to stay in, For
this reason, we included in our -analyses all persons who agreed to be
assigned {o either a treatment or control group. Conceptually, one can think
of this as a test of the effectiveness of the programs” “intention” to provide
treatment {0 a targeted group of individuals. This is the most rigorous and
appropriate test of treatment because it avoids biases introduced by selective
treatment retention. At the same time, it raises concemns that high rates of
early drop-out from both treatment programs may have diluted real treat-
ment effects among those who had more exposure to the interventions.
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When we analyzed the relationship of days of treatment exposure to out-
comes, a consistent effect of residential treatment on improved outcomes
at 3 months did, in fact, emerge. Because we had comprehensively as-
sessed variables that might be expecied to predict outcomes at baseline,
and included these as covariates in our models, we can cautiously assert
that exposure 10 a 3-month intensive social model residential treatment
intervention improved outcomes over what would have been expected in
this dually diagnosed and homeless population, but only for a short period
of time. ~ :

One issue that merits special attention with this population is the limited
extent to which newly emerging programs specifically designed for the
dually diagnosed appear 10 have been successful in engaging them in sus-
tained treatment efforts. Among studies reporting any information about
treatment drop-outs, most report high rates of early program attrition: 66%
dropped out of a once-a-week VA outpatient group within 2 months in
Kofoed and colleagues’ pilot study; 9 fivé out of ten clients dropped out of
another weekly outpatient group within 1 year as reporied by Hellerstein
and Meehan;!/ Blankertz and Cnaan? give drop-out rates of 43% and
106% among homeless dually diagnosed clients within the first 2 months
of a structured residence program and modified therapeutic community,
respectively. Drop-out rates in the present demonstration were also high.
Among those who attended at least once, drop-out rates in the first wo
weeks were 18% and 40% in the residential and nonresidential groups,
respectively. If those who agreed to participate in the demonstration but
never entered treatment are included, these early drop-out rates increase to
51% and 64%. While some treatment attrition is to be expected, particular-
ly for programs demanding sobriety of substance abusers, the dually diag-
nosed seem particularly difficult to engage in treatment even when it is
specially targeted to their cororbid disorders.

In hindsight, we speculate that engagement and retention of this popu-
lation could have been improved by restructuring the intervention in two
ways. First, an extended and low-demand first phase of entry into the
program may have boosted participation. It is our impression that some
individuals who were not quite “ready” to commit themselves o treat-
ment at the time they eniered the demonstration would over time have.
become involved given a more flexible and low-demand option for engag-
ing. This idea has been articulated by others!%3% as a model in which
clients progress, or regress if neécessary, through different phases of treat-
ment, with engagement and persuasion as the first phases (for example,
through mental health treatment settings where abstinence is a goal but not
a requirement), followed by more active treatment and relapse prevention
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{with higher expectations for abstinence and a focus on skills to maintain
abstinence).

Second, we think that our treatment approach underestimated the pri-
macy of housing and income needs in this population, and the difficulties
involved in assisting clients with such needs even with intensive case
management. This was particularly a problem for clients in the nonresi-
dential program, who usually required immediate efforts to secure tempo--
rary shelter and apply for disability and/or welfare income assistance.
Because housing of any type was difficult to access in this community
{including emergency or transitional housing as well as permanent hous-
ing), program staff were often frustrated in their efforts. We believe that
low-demand but highly supervised transitional housing linked to the non-
residential program would have increased its effectiveness in engaging
and retaining clients. Expanded affordable permanent housing options for
both residential and nonresidential clients upon completion of the initial
intensive phase of treatment might have facilitated continued treatment
involvement and gains in sobriety. Although a project-sponsored sober-
living house and apartments were available, the financial feasibility of this
option was dependent upon all residents contributing their share to the
monthly rent, and upon fully occupied dwellings (2 residents per bedroom).
The sober living homes failed to attract and maintain many treatment
graduates because of their expense {only those who had qualified for and
received SSI could afford the rent), the inability of some clients to live
cooperatively and in close quarters with others, and the requirement that
residents remain abstinent. In addition to the universal need, in our target
population, for very low- or no-cost housing options, a range of housing
environments in addition to sober-living homes such as single apartments,
supervised community support residences or half-way houses, and moder-
ately “wet” transitional housing would have better served the range of
residential needs that existed. :

Our experience has also led us to question the appropriateness of apply-
ing relatively short-term treatment models to the joint problems of serious
mental iliness and substance dependence. Serious mental iliness is by defi-
nition the presence of a persistent and often lifelong disorder characterized
by acute exacerbations and serious functional impairment. The natural
course of substance addiction is also typically prolonged or chronic, char-
acterized by multiple episodes of remittance and relapse among treated
populations. Given this reality, it is perhaps not surprising that a relatively
short-term intervention would have little detectable and lasting impact.
What may be needed to stabilize and maximize the functioning of dually
diagnosed individuals is a model of care that is very long-term and contin-
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uous, such as that described by Drake, McHugo, and Noordsy?? who
report high rates of abstinence among 18 individuals who were treated
continuously in an mtegrated dual diagnosis program over a penod of four
years. In this regard, an interesting finding from our swdy is that those
subjects who attended AA meetings, beyond participation in the exper-
imental treatment interventions, had better substance use outcomes over
the course of the 9-month evaluation. This finding must be interpreted
cautiously because it is possible to explain as an individual selection effect
(that is, individuals who have better outcomes are more likely (o attend
AA meetings) and cannot conclusively be attributed to the efficacy of AA
involvement. Nonetheless AA groups do have the advantage of providing
a continuously available~even lifelong-source of support for this popula-
tion, unlike formal treatment programs. While long-term support for sobri-
ety may increase positive outcomes among the homeless dually diagnosed,
we think it unlikely that any program, formal or self-heip, is likely to

produce long-lasting benefits unless issues of housing and income support
are also resolved for this population.
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RESEARCH AND PRACTICE

- ATTACHMENT 6

Housing First, Consumer Choice, and Harm Reduction
for Homeless Individuals With a Dual Diagnosis

| sam Tsemberis, PhD, Leyla Guicur, PhD, and Maria Nakae, BA

Current rates of homelessness in New York City

" are the highest ever documented." A small per-

centage of this population remains chronically
homeless, either living on the streets or other
public places or intermittently using emergency
rooms, shelters, jails, and other short-term ser-
vices, but never successfully ending their home-
lessriess? Members of this chronically homeless
group typically have a history of mental ilness,
compounded by substance use disorders.*>% Al
though much is known about the chronically
homeless, these individuals continue to elude
existing program efforts.

The predominant service delivery model de-
. signed to address the needs of this chronically
homeless population, called the Contirmuum of
Care, consists of several program components.

It begins with outreach, includes treatment and

transitional housing, and ends with permanent
supportive housing. The purpose of outreach
and transitional residential programs is to en-
hance dlients’ “housing readiness” by encourag-
ing the sobriety and compliance with psychiat-
tic treatment considered essential for successful
transition to permanent housing. This approach
assumes that individuals with severe psyctiiatric
disabilities cannof maintain independent hous-

* ing before their clinical status is stabilized. Fur-
thermore, the model presurnes that the skills a
client needs for independent living can be
learned in transitional congregate living. Re-
search in psychiatric rehabilitation indicates,
however, that the most effective place to teach
a person the skills required for a particular en-
vironment is within that actual setting.’

Consumers’ perception of the Continuum of
Care offers another divergent perspective. Con-
sumers experience the Continuum as a series
of hurdles—specifically, ones that many of them
are unable or unwilling to overcome, Con-
sumers who are homeless regard housing as an

. immediate need, yet access to housing is not
made available unless they first complete treat-
ment. By leveraging housing on participation
and treatment, continuum program require-
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months for 24 months.

or psychiatric symptoms.

 —

‘ments are incompatible with consumers’ priori-
ties and restrict the access of consumers who
are unable or unwilling to comply with pro-
gram terms.

- In addition, most consurners prefer to live in
a place of their own rather than in congregéte
'specialized housing with treatment services on-
site.3® Most programs have rules that restrict
clients’ choices and that when violated are used
as grounds for discharging the consumer from

.the program. For example, despite having at-

tained permanent housing, clients who relapse
and begin to drink mild or moderate amounts
of alcohol, may be evicted if the program has
strict rules about sobriety maintenance. The
chronically homeless population is character-
ized by its frequent inability to gain access to
existing housing programs. Individuals in this
group often have multiple disabling conditions,
especially psychiatric conditions and substance
abuse.” Most programs are poorly equipped to
treat peoplé with dual diagnoses, let alone pre-

pared to address their housing needs.” Treat- -

ment requires time and commitment and is
often not available if a program is under pres-
sure to move clients along a continuum.”
The loss of control over one’s life resulting
from housing instability, frequent psychiatric
hospitalizations, and intermittent substance
abuse treatment leaves some consumers mis-
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Objectives. We examined the longitudinal effects of a Housing First program for home,;_—1
less, mentally ill individuals’ on those individuais’ consumer choice, housing stability,
substance use, treatment utifization, and psychiatric symptoms.

Methods. Two hundred twenty-five parlicipants were randomly assigned to receive
housing contingent on treatment and sobriety (control) or to receive immediate hous-
ing without treatment prerequisites (experimental). Interviews were conducted every 6

-Results. The experimental group obtained housing earlier, remained stably housed,
and reported higher perceived choice. Utilization of substance abuse treatment was
significantly higher for the control group, but no differences were found in substance use

Conclusions. Participants in the Housing ﬁr_st program were able to obtain and main-
tain independent housing without compromising psychiatric or substance abuse symp-
toms. (Am J Public Health, 2004;94.651-656)

trustful of the mental heaith system and unwill-
ing to comply with demanids set by providers.”
Others prefer the relative independence of life
on the streets to a fragmented treatment system
that inadequately treats multiple diagnoses or
addresses housing needs.™" Paradoxically, con-

sumers’ reluctance to use raditional mental

health and substance abuse services as a condi-
tion of housing only confirms providers’ per-
ceptions that these individuals are “resistant” to
treatment, not willing to be helped, and cer-
tainly not ready for housing.®® '

The Housing First model was developed by

- Pathways to Housing to meet the housing and

treatment needs of this chronically homeless
population. The program is based on the belief
that housing is a basic right and on a theoreti-
cal foundation that includes psychiatric rehabili-
tation and values consurner choice.” Pathways
is designed to address the needs of consumers
from the consumer’s perspective.’® Pathways
encouragés consumers to define their own

needs and goals and, if the consumer so wishes,

immediately provides an apartment of the con-
sumers’ own without any prerequisites for psy-
chiatric treatment or sobriety. In addition to an
apartment, consumers are offered treatment,
support, and other services by the program’s
Assertive Community Treatment (ACT) team.
ACT is a well defined community based inter-

Tsemberis et al. | Peer Reviewed | Research and Practice | 651



disciplinary team of professionals that includes
social workers, nurses, psychiatrists, and voca-
tional and substance abuse counselors who are
available to assist consumers 7 days a week 24
hours a day. The Pathways program has made
two modifications to the standard ACT model:

~ anurse practitioner was included to address
the considerable number of health problems,
and a housing specialist was added to coordi-
nate the housing services. Although housing
and treatment are closely linked, they are con-
sidered separate domains, and consumersin
the program may accept housing and refuse
clinical services altogether without conse- -
quences for their housing status. There are 2
program requirements: tenants must pay 30%
of their income (usually Supplemental Security
Income [SS1]) toward the rent by participating
in a money management program, and tenants
must meet with a staff member a minimum of
twice a month. These requirements are applied
flexibly to suit consumers’ needs.®* ‘

Consistent with the principles of consumer
choice, Pathways uses a harm-reduction ap-
proach in its clinical services to address alcohol
abuse, drug abuse, and psychiatric symptoms
or crises. At its core, harm reduction is a prag-
matic approach that aims to reduce the adverse
consequences of drug abuse and psychiatric
symptoms.?? It recognizes that consurners can
be at different stages of recovery and that effec-
tive interventions should be individually tai-
lored to each consumer’s stage.?® Consumers
are allowed to make choices—to use alcohol or
not, to take medication or not—and regardless
of their choices they are not treated adversely,
their housing status is not threatened, and help
continues to be available to them.

Continuum of Care supportive housing pro-’
grams subscribe to the abstinence--sobriety
model based on the belief that without strict
adherence to treatment and sobriety, housing
stability is not possible. But studies examining

the model’s effectiveness report only modest re- .

sults in achieving housing stability for individu-
. als who are chronically homeless and mentally
il.2* Alternatively, the approach used by the
Pathways program assumes that if individuals

with psychiatric symptoms can survive on the

streets then they can manage their own apart-
‘ments. The program posits that providing a per-
son with housing first creates a foundation on
which the process of recovery can begin. Hav-
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ing a place of one’s own may—in and of itself—
serve as a motivator for consumers to refrain
from drug and alcohol abuse.

The purpose of this study was to compare
the effectiveness of the Housing First model
with that of programs that used the Continuum
of Care model for individuals who are chroni-
cally homeless and mentally il

We tested the following hypotheses: (1) the
experimental (Housing First) group would re-
port greater consumer choice over time than
the control (Continuum of Care) group; (2) the
experimental group would (a) exhibit lower
rates of homelessness than the control group
and (b) achieve and sustain greater residential
stability than the control group; (3) the experi-
mental group would exhibit rates of substance
use similar to or lower than those of the conirol
group; (4) the experimental group would partic-
ipate in fewer substance-abuse treatments over
time than the control group (i.e., because sub-
stance abuse treatment is not a precondition for
the Housing First model, it is expected that
there will be a lower rate of service utilization
for the experimental group); and (5) the experi-
mental group would exhibit rates of psychiatric

~ symptoms similar to or lower than those of the

control group.
METHODS

Participants
The 225 participants were randomized into
2 groups. One hundred twenty-six participants

(56%) were assigned to the control group—and -

entered programs that followed the Continuum
of Care model—and 99 (449%) were assigned to
the experimental group and to a program that
used the Housing First médel. The control
group was intentionally oversampled, anticipat-
ing that a higher number of control group par-

“ticipants may remain homeless and prove more
. difficult to.locate for follow up interviews. The

sample comprised 2 subgroups: an original -
street sample of 157 participants who met eligi-
bility criteria, and a second group of 68 indi-

- viduals recruited from 2 state psychiatric hospi-

tals. To meet eligibility criteria, the first group
had to have spent 15 of the past 30 days on
the street or in other public places (shelters
were not included), exhibited a history of
homelessness over the past 6 months, and had
an Axis I diagnosis® of severe mental illness.

68

Diagnoses were based on previous records
from service providers or, in cases in which rec-
ords were unavailable, on an interview with an
independent psychiatrist. Although a diagnosis
or history of alcohol or substance abuse disor-
ders was not an eligibility criterion, according
to dinical records 90% of all the participants
also had a diagnosis or history of alcohol or
substance abuse disorders. The street sample
was recruited through service agency staff re-
ferral of eligible clients who were interested in
study participation. The second group met the
same eniry criteria for homelessness and men-
tal illness immediately before hospitalization as
did the street sample. :
Because of administrative problems, 12 par-
ticipants in the experimental condition were
not assigned a Pathways apartment, and 7 con-
trol participants were erroneously assigned a

. Pathways apartment. Excluding these 19 partic-

ipants reduced the number of control partici-
pants to 119 (58%) and the number of experi-
mental participants to 87 (42%).

As can be seen in Table 1, the final sample
consisted of 162 (79%) men and 44 (21%)
women whose average age was 41.3 years.
More than half of the participants (n=110,
53%) were diagnosed with a psychotic disor-
der. Seventeen percent (n=35) had become
homeless before the age of 18 years. The
longest period ever homeless, on average, was
4.5 years. Fifty-one percent (n=114) of the par-
ticipants were literally homeless (staying in the
streets or public spaces) at the time of the base-
line interview. Another 36% entered the study
from psychiatric institutions but had been
homeless before hospitalization. Afier random-
ization, there were no sigunificant differences be-
tween groups for baseline demographic charac-
teristics such as gender, age, education, race,
diagnosis, or amount of time homeless.

Procedures

. After completing their baseline interviews,
participants were interviewed every 6 months.
Interviewers were blind to participants’ assign-
ment for baseline interviews but not for follow-
up interviews. Data for the complete 24-month
period were colletted between December
1997 and January 2001. During each interim
period, 5-minute telephone calls were con-
ducted primarily to maintain contact with par-
ticipants and establish their whereabouts. Par-
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TABLE 1—Participant Characteristics at
Baseline {(n=206)
No. (%)
Study group
Experimental 87 (42)
Control 119 (58}
Gender
Female 44 (21)
Male 162 (79)
Age.y
18-30 39(19)
31-40 59 (29)
41-50 62 (30)
51-60 36(17)
>61 - 1008
Education
8th grade or less 21 (10)
Some bigh school 66 (32)
Finished high schoot 34(17)
Completed general equivalency 16(8)
diploma
Vocational/trade/business school 5(2)
Some college 49 (24)
Callege degree 10 (5)
Graduate degree 4(2)
Race/ethnicity -
White {not Hispanic) 55 (27)
Black (not Hispanic) 84 {41)
Hispanic 30(15)
Mixed/other/unknown 37{18)
Diagnosis
Psychotic 110 (53)
Mood-depressive 29 (14)
Mood-bipolar - 29(14)
QOther . 10)
Unknown 28(14)
Residence at baseline
Streets/subways/parks/abandoned 114 (51)
building/drop-in centers S
Shelter/safe haven 13(6)
Psychiatric hospital 80 (36)
Other 18(8).

ticipants were paid for all interviews. Six-month
interviews were conducted in a variety of loca-
tions, including the research office, the partici-
pant’s apartment/residential location, or a pub-
lic place such as a cafe or restaurant. When it
was not possible for interviews to be conducted
face-to-face (e.g, the participant had moved out
of state), interviews were conducted by tele-
phone. For participants in psychiatric hospitals
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and correctional facilities, research interviewers
made onsite visits. The questions asked during
each interview period remained the same. The
follow-up rates by time period were as follows:

- 88% at 6 months, 87% at 12 months, 84% at

18 months, and 78% at 24 months. These fol-
low-up rates do not include individuals who
were missing at certain time points but who
were located subsequently and for whom resi-
dential data was collected at a later point. Thus,

' the follow-up rates reported here are based on

conservative calculations.

Measures

A modified version of Consumer Choice, a‘
iG-_item, 5-point scale developed by Srebnik,
Livingston, Gordon, and King?® was used to
determine (1) how important it was for the par-
ticipant to have choice at baseline and (2) how
much choice the participant actually had, at
subsequent time points, in their location, heigh-
bors and housemates, visitors, and so forth.

‘We measured residential status with a 6-
month residential follow-back calendar devel- -
oped by New Hampshire Dartmouth Research
Center?” The interviewer assessed the partici-
pant’s location for each day during the past 6
months on a day-by-day basis. From this infor-
mation, we calculated the proportion of time
spent homeless as well as the proportion of
time spent ini stable housing. .

Following the interview, the interviewer
coded the participant’s residential location ac-
cording to several distinct residential categories.
For the purpose- of analyses, homelessness was
considered as living on the streets, in public

* places, or in sheltertype accommodations. Resi-
- dential stability was defined as residing in one's

own apartment; or having a room or studio
apartment in a supportive housing program, a
group home, a boarding home, or a long-term
transitional housing program; or living long-
term with parents, friends, or other family =
members. The number of days spent in any of

.the locations categorized as “homeless” or “sta- -
bly housed” was summed and divided by the -

total number of days of residency reported at -
the interview. ’
We measured alcoho! and drug use with the
Drug and Alcohol Follow-Back Calendar?8®
Participants reported the number of drinks
consumed each day, as well as the number of
days that selected drugs were used during a
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6-month period. We used an alcohol use vari-
able (measuring the total number of drinks)
and a drug use variable (measuring the total
number of days of drug use) for each 6-month .
period in the analyses.

We measured substance abuse treatment
service utilization with & modified shorter ver-
sion of the Treatment Services Tnventory® In
the interview, participants were asked whether
they received any substance abuse treatment
during the past 2 weeks. Drug and alcohol
treatment services use was indicated by an av-
erage of 7 itemns including questions asking
whether the participant had received treatment
in a detoxification program or other program;
consulted with a counselor to talk about sub-
stance problerns; or attennded Alecholics Anon-
ymous, Narcotics Anonymous, or any other
self-help group.

Psychiétric sympioms were measured with
the Colorado Symptom Index,* a 15-item
questionnaire including items assessing psy-
chotic symptoms as well as symptoms related
to mood and suicidality.

" Data Analysis

Repeated-measures analysis of variance
{ANOVA) was used to examine group differ-
ences, during the 2-year follow-up period, for
hypothesis 1 (consumer choice), hypothesis 2
(housing stability assessed as 2 separate out-
comes: proportion of time stably housed and
proportion of time homeless), and hypothesis 3

{substance abuse assessed as 2 separate out-

comes: alcohol abuse and-drug abuse). In cases
in which repeated-measures ANOVAs yielded
significant results, ¢ tests were conducted to
compare group differences at each time point.
Group differences were then plotted and
graphed for the 2 groups across time.

To appropriately examine differences in sub-
stance abuse treatment services use, hypothesis
4 was tested with a subsample.of participants
who were not on the streets but who were in
some type of sexvice-related program: namely,
ex'pelimental participants who were currently
housed by the Housing First program and con-
trol participants who were housed by one of
the Continuum of Care programs. Control par-
ticipants were included in this analysis if they
reported that they lived most recently in one of
the following places at the time of the inter-
view: shelters, supportive housing programs,
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drop-n centers, safe havens, detoxification facil-
ities, crisis housing, intermediate care, boarding

houses, transitional housing, group homes, alco-

hol/drug-free facilities, and treatment/recovery
programs. Because participants’ residential sta-
tus changed from one time point to the next,

" the subsample also changed; we therefore had
to conduct sépamte ttests for each time point.
Because there were 5 time points, we used a
Bonferroni adjusted o of .025 to account for
Type I error.

Power Analysis

To retain 80% power to detect an effect that

explains 4% of the variance in the context of
an equation (with 5 covariates) that explains
25% of the variance, we needed to retain 68%
of the original sample; moreover, power for re-
peated-measures analyses would be higher*?
Our retention rates were substantially above
this figure, so we did not anticipate any prob-
lemns in the power to detect group differences.

RESULTS

Consumer Choice

Results from repeated-measures ANOVA
showed that there was a significant time x
group status effect, indicating that participants
in the experimental condition perceived their
choices to be more numerous than did partici-
pants in the control condition (F,,,2=8.91, '
P<.001 ). Additionally, the experimental

.-
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group’s perceptions were more stable than
were those of the control group. As can be seen
from Figure 1, subsequent univariate analyses

showed significant differences at 6, 12, 18, and -

24 months, with the experimental group re-
porting significantly more choice than the con-
trol group.

Residential Stability

" Repeated-measures ANOVA results showed
a significant Time x Group status effect. Partici-
pants in the experimental condition had signifi-
cantly faster decreases in homeless status and
increases in stably-housed status relative to par-
ticipants in the control condition (F, ,=10.1,
P<L001; F, 15,=277, P<.001). As can be seen
from Figures 2 and 3, subsequent univariate
analyses showed significant differences at 6, 12,
18, and 24 months, with the experimental
group reporting less time spent homeless and
more time spent stably housed compared with
the control group. ' .

Substance Use

Repeated-measures analyses showed no sig-
nificant differences in either alcohol or drug
use between the 2 groups by time condition
(F456=1.1, P=35 for alcohol use; F, ;5=.98,
P=.42 for drug use).

Substance Abuse Treatment Utilization
Five ¢ tests were conducted with an adjusted
o leve] of .025. As can be seen from Figure 4,
" these univariate analyses showed significant dif-

M SCEEEEEEE R *

- — @ -~ Experimentat
———g—— Control

Basefine 6

much cheice participants actually have.

Months

Note. At baseline, participants were asked how much choice they would /ike fo have. Subsequent time-points assess how

12 18 24
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FIGURE 1—Consumer choice in housing: baseline-24 months.
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ferences at 6, 18, and 24 months (P<.025)
and at 12 months (P<.05), with the Contin-
uum group reporting significantly higher use of
substance abuse treatment programs than the
Housing First group. In addition, a decrease in
service use occurred among the Housing First
group and an increase occurred among the
Continuum group over time.

Psychiatric Symptoms

Repeated-measures analyses showed no
significant differences psychiatric symptoms
between the 2 groups by time condition
(F137=-348, P=285).

DISCUSSION

Our resulis attest to the effectiveness of using
the Housing First approach in engaging, hous-
ing, and keeping housed individuals who are
chronically homeless and dually diagnosed. The
Housing First program sustained an approxi-
mately 80% housing retention rate, a rate that
presents a profound challenge to clinjcal as-
sumptions held by many Continuum of Care
supportive housing providers who regard the
chronically homeless as “not housing ready.”
More important, the residential stability

“achieved by the experimental group challenges

long-held (but previously untested) clinical as-
sumptions regarding the correlation between
mental iliness and the ability to maintain an
apartment of ane’s own. Given that all study
participants had been diagnosed with a serious
mental illness, the residential stability demon-
strated by residents in the Housing First pro- .
gram—which has one of the highest indepen-

- dent housing rates for any formerly homeless

population—indicates that a person’s psychiatric
diagnosis is not related to his or her ability to
obtain or to maintain independent housing.
Thus, there is no ernpirical support for the prac-
tice of requiring individuals to participate in psy-
chiatric treatment or attain sobriety before
being housed. : -

Participants’ ratings of perceived choice—
one of the fidelity dimensions of the Housing
First program—show that tenants at Pathways
experience significantly higher levels of control
and autonomy in the program. This experience
may contribute to their success in maintaining
housing and to most consumers’ choice to par-
ticipate in treatment offered by the ACT team

American Journal of Public Health | April 2004, Vol 94, No..4
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- after they were housed. In addition, contrary
to the fears of many providers and policymak-
ers, housing consumers without requiring so-
briety as a precondition did not increase the
use of aleohol or drugs among the experimen-
tal group compared with the control group.
Providing housing first may motivate con-
sumers to address their addictions to keep

their housing, so that providing housing before

April 2004, Vol 94, No. 4 | American Journal of Public Health

FIGURE 3—Proportion of time stably housed: baseline~24 months.

freatment, may better initiate and sustain the -
‘Tecovery process.

Our findings indicate that ACT programs
that combine a consumer-driven philosophy
with integrated dual diagnosis treatment based.
on a harm-reduction approach positively affect

. residential stability and do not increase sub-

stance use or psychiafric symptoms. In addition,
because the ACT teams were providing ser-
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vices directly, substance abuse treatment ser-
vices use was significantly lower for Housing
First residents than for Continuum of Care resi-
dents. Because treatment for substance abuse is

" required, along with sobriety, by the Contin-

uum of Care model, it is not surprising that in-
dividuals in the control group show greater use
of treatment services. However, despite the
control group’s higher use of services, their lev-

-els of alcohol or drug use were not different

from those of the experimental group. This dis-
connect between drug freatment services use
and levels of drug use suggests that the control

. group may be using treatment facilities as’

short-term housing, :

One limitation of the study is that self-
reports-of the use of alcohol and drugs and -
treatment services can be susceptible to re-
porting bias. Several studies have shown that
among people who are homeless and dually

_ diagnosed, there is a high rate of discrepancy

between self-reports and client observation for
substance use and for utilization of substance
abuse treatment services.**** Memory error,
nondisclosure, social desirability concerns, and
intentional misrepresentation can lead to re-
porting errors. Powerful systemic reasons for
underreporting also exist. For example, partici-
pants enrolled in Continuum of Care residen-
tial programs, for which sobriety is mandatory,
may be inclined to underreport the amount of
drugs and alcohol consumed out of fear that
such information may reach a caseworker or
staff member and lead to the loss of their
housing. Errors in self-reporting could be re-
duced if other measures (e.g, case manager’s
reports, laboratory drug tests) could be incor-
porated into a multiple-measure data report.
In conclusion, the outcomes achieved pro-
vide grounds for the rejection of the erroneous
assumptions-underlying the ubiquitous Contin-
uum of Care model, the elimination of treat-
ment requirements as a precondition for hous-

. ing, and the support of initiatives adopting a

Housing First approach to end homelessness
and increase integration into the community
for individuals with psychiatric disabilities living
on our streets. #
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