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Abstract
Background
Research on substance abuse treatment services in general reflects substantial attention to the notion of treatment process. Despite the growing popularity of process studies, only a few researchers have used instruments specifically tailored to measure the therapeutic community (TC) treatment process, and even fewer have investigated client attributes in relation to early TC treatment process experiences. The aim of the current study is to address this gap by exploring clients’ early in-treatment experiences and to determine the predictors that are related to the treatment process, using a TC-specific multidimensional instrument.

Methods
Data was gathered among 157 adults in five TCs in Flanders (Belgium). Descriptive statistics were used to explore clients’ early in-treatment experiences and multiple linear regressions were conducted to determine the fixed and dynamic predictors of Community Environment and Personal Development and Change (two indicators of TC treatment process).

Results
Clients reveal a more positive first-month response to TC social processes than to personal-development processes that require self-reflection and insight. The variance in clients’ ratings of Community Environment was primarily due to dynamic client factors, while the variance in clients’ ratings of Personal Development and Change was only related to fixed client factors. Suitability for treatment was the strongest predictor of Community Environment ratings, whereas a judicial referral more strongly predicted Personal Development and Change scores.

Conclusions
Special attention should be devoted to suitability for treatment as part of motivational assessment as this seems to be a very strong predictor of how clients react to the initiation stage of TC treatment. To help improve clients’ (meta-)cognitive skills needed to achieve insight and self-reflection and perhaps speed up the process of recovery, the authors suggest the introduction of (meta-)cognitive training strategies in the pre-program and/or the induction stage of a TC program.


Electronic supplementary material
The online version of this article (doi:10.​1186/​1747-597X-7-43) contains supplementary material, which is available to authorized users.

Keywords
Therapeutic communitiesTreatment processMotivationPsychological distressDemographics
Background
The therapeutic community for addictions (TC), developed in the early 1960s, is a widely used treatment modality for people with severe substance abuse problems. The TC model is based on the view that substance abuse is a disorder that involves the whole person. Therefore, the main goal of TC treatment is to change one’s lifestyle and identity through mutual help and self-help. Unlike other treatment modalities, the social environment itself is the treatment [1].
Since their inception, researchers have evaluated the effectiveness of TC treatment programs, showing a positive correlation between retention, often indicated as the time spent in treatment, and post-treatment substance use and criminal involvement rates [2–6]. Despite these promising results, studies also revealed high dropout rates [7–11], which may differ greatly between TC programs [12, 13]. Since dropout is associated with poor treatment outcomes, and since considerable variations exist between TC treatment programs, researchers aimed to define and measure the TC treatment process [1, 14–18].
Measuring TC treatment process
Analyzing the TC treatment process appeared to be a challenging endeavor. Notably, early research efforts concentrated on the treatment structure – such as the description of programs or of the treatment provided [19, 20] – or on client attributes in relation to retention [15, 21]. During the last decade, new areas of investigation have begun to emerge that focused more on the black box of treatment [22]. In this respect, a limited number of TC studies have investigated hypotheses concerning the sequential links between client attributes (e.g. background variables, motivation and readiness for treatment), treatment engagement (e.g. treatment participation and therapeutic relationship) and retention (e.g. time in treatment) or treatment outcomes [23–27].
Despite the promising accomplishments of these studies for theory and practice, it has been noted that these investigations did not use TC-specific instruments and so did not entirely capture the effective ingredients of the TC process. As a response to this limitation, Phoenix House Foundation, one of the largest TC organizations in the United States, engaged the RAND corporation to identify and operationalize the essential elements of the community-as-treatment process, as described by De Leon [1]. This resulted in an assessment tool called the ‘Dimensions of Change Instrument’ (DCI) [28]. The DCI is a self-report questionnaire that measures the TC treatment process based on two core dimensions of effective agency: (1) Community Environment and (2) Personal Development and Change. The first dimension assesses client’s perception of the environment and the interactions in that environment that provide opportunities for mutual help and self help. The second dimension measures client’s psychological and cognitive skills which are mediated by the interactions in the community environment. The underlying assumption is that the Community Environment facilitates and promotes the interactions of clients and staff, which fosters client’s insight, understanding and change. The degree of Personal Development and Change in turn impacts on the nature and scope of the interactions which – in their turn – can have effects on the Community Environment. In contrast to other treatment process models, Personal Development and Change is not characterized as a proximal outcome but rather as an integral part of the process [28].
Hypotheses concerning client progress and treatment retention have been tested in diverse populations while using the DCI. Findings show constant improvements over time in the client-level treatment process for adult as well as adolescent treatment samples [29]. During the early stages of treatment, adults’ perception of the treatment process and adolescents’ view on personal development and change predict retention in the subsequent stage [30–32].
Examination of the effect of client variables on the TC treatment process revealed higher community environment scores for adult clients who were 25 years or older, female, and had a prior drug treatment experience. Adolescents with two or more arrests in the two years prior to admission had lower scores on both process dimensions [33]. In prison settings, clients who where older or poly-substance users had better community environment scores, while prisoners with children and fewer lifetime arrests had better scores on Personal Development and Change [34].

Fixed and dynamic predictors of TC treatment process
The variables associated with the treatment process in previously mentioned studies are demographic or background variables which are often referred to as fixed client characteristics. Yet other variables that need to be considered as determinants of the treatment process are dynamic client-level variables which describe the changing or client perception variables [35] such as client motivation, treatment readiness and psychological well-being. Empirically, motivation and readiness for treatment have proved to be strong predictors of both clients’ early responses to TC treatment [23, 36] and treatment retention [37]. Moreover, it has been suggested that dynamic variables have a stronger predictive value than socio-demographic or background variables [26, 35]. Also, theoretically it might be assumed that a client’s perception of the TC treatment process is affected by dynamic client factors. For example, we can assume that a client with a low level of motivation or a client who is not ready for a long-term residential treatment will not fully engage in the therapeutic activities, nor will he/she take responsibility for others in the program [1]. Motivation will also determine the degree to which a client recognizes the extent of his/her problems [38] and whether he/she is committed to self-management and a drug-free lifestyle [1]. But also feelings of psychological distress can affect a client’s perception on the TC treatment process. For instance, a hostile client will have issues of trust and greater difficulties connecting with peers, where a depressed client will show a diminished interest in the TC’s daily activities [1].

Aims of this study
Despite the fact that dynamic client variables as well as fixed client variables have been studied amongst substance users in seeking, complying with and remaining in treatment, little still is known about their relationship with the TC treatment process in particular. Yet, finding out how individuals with different needs and experiences react to ‘community as method’ will help identify clients needs and point to those aspects of the TC methodology that could be improved.
Consequently, the overall goal of the present study is to explore in depth the association of these variables with the treatment process as measured by the DCI. First, we will investigate clients’ early perceptions of the TC treatment process, analyzing the mean scores on the eight DCI subscales. Secondly, we will determine the fixed and dynamic predictors related to Community Environment and Personal Development and Change (e.g. two indicators of the treatment process). Finally, analysis should reveal whether or not dynamic client-level variables are better predictors of the treatment process indicators than fixed client variables.


Methods
Participants
The study was carried out in the five hierarchical concept-based therapeutic communities for addictions in Flanders, Belgium. The five programs range in capacity from 14 to 30 clients with lengths of stay between 10 and 18 months. The participants were selected from a cohort of 180 substance abusers who started treatment in one of these five long-term residential facilities between March 2009 and April 2011. Eligibility for this study entry required that participants were 18 years of age or older, had no prior experience with TC treatment and had sufficient knowledge of the Dutch language.
Data from 157 respondents (87% of the total study sample) who stayed in treatment long enough to be eligible to complete the first in-treatment assessment (>15 days; see Table 1 for demographic and background characteristics) were used for the present study.Table 1
                          Frequencies and percents of client characteristics
                        


	Characteristics
	n
	(%)

	
                              Gender
                            

	 Male
	132
	(84)

	 Female
	25
	(16)

	
                              Race/ethnicity
                            
	 	 
	 Caucasian
	148
	(97)

	 Other
	9
	(3)

	
                              Marital status
                            

	 Single
	141
	(90)

	 Married
	5
	(3)

	 Divorced
	11
	(7)

	
                              Education level (n = 155)
                            

	 Primary to lower secondary Education
	25
	(16)

	 Vocational certification
	90
	(57)

	 Secondary to higher Education
	42
	(27)

	
                              Primary drug problem
                            

	 Amphetamine
	34
	(22)

	 Cocaine
	29
	(19)

	 Heroin
	61
	(39)

	 Marijuana
	15
	(10)

	 Other
	18
	(11)

	
                              Legal reference
                            

	 Yes
	64
	(41)

	 No
	93
	(59)

	
                              Prior drug treatment
                            

	 Yes
	137
	(86)

	 No
	20
	(13)

	
                              A drug/alcohol abusing parent
                            

	 Yes
	75
	(48)

	 No
	81
	(52)





Procedure
Approximately one to two weeks before entering the TC, participants were asked to take part in a face-to-face interview. Information was gathered about socio-demographic background, physical and psychological health, education, employment, substance abuse history, illegal activities and family/social relationships. In-treatment assessment took place 30 days after the initial interview, gathering information on treatment process variables, psychological well-being, personality disorders and motivation. This particular time frame was chosen to minimize the effect of maturation. More specifically, as two of the five participating TCs have a welcome phase, where clients are prepared for a TC life over a period of one to two months, it is assumed that these clients will have a different perspective on TC treatment than clients who enter a TC program relatively unprepared. To be able to take into account this maturation effect, we decided that baseline data would be gathered at the moment the client decided to enter a TC program. For clients that were in a welcome phase, this moment was set around 10 to 14 days before intake. The unprepared clients – clients who entered a TC after being in a detoxification center or a crisis center, or who came straight from prison – were assessed 1 to 5 days before intake.
While most of the data was gathered by the main researcher, some EuropASI data was also collected with the help of professionals or master students in Educational Sciences, trained in EuropASI interviews. The participants were informed that the data would be processed anonymously and that the overall purpose of the study was to assess those aspects of TC treatment which might be improved. Written informed consent was obtained from each participant prior to the first interview. Ethical approval for the study was granted by the Ethical Review Board of the Faculty of Psychology and Educational Sciences at Ghent University.

Instruments
Client background data, demographic data and the severity of substance use and related problems were obtained with the EuropASI, an adapted and validated version of the Addiction Severity Index (ASI) for the European context [39, 40]. The ASI explores clients’ current and lifetime functioning in seven different areas (medical status; employment and support; drug use; alcohol use; legal status; family and social relationships; and psychiatric status), displaying a multidimensional problem severity profile. An ASI composite score is calculated for each of the seven life domains (range 0–1), with higher scores indicating higher problem severity [41]. In our study, composite scores are based on events that occurred 30 days before entering a detoxification centre and on the client’s perceived need for help at that time. However, for clients who entered the TC following a period of imprisonment or hospitalisation, the composite scores are based on the events that occurred 30 days prior to TC intake.
Treatment motivation was measured with the Circumstances Motivation Readiness and Suitability Scales (CMRS) [15]. This is a self-administered questionnaire with 42 Likert-type items rated on a 5-point scale, which ranges from ‘strongly disagree’ to ‘strongly agree’. The instrument’s first scale, ‘Circumstances’, refers to the external conditions or reasons that influence people to enter or leave treatment. The second scale, ‘Motivation’ (internal pressures), refers to the individual’s inner reasons for change. These reasons can be initiated by feelings of guilt or self-loathing, i.e. negative feelings that are associated with a drug-related lifestyle, or by a belief in one’s own personal growth and the desire for a better life. The third scale, ‘Readiness’, underlines the perceived need for treatment in order to change. The ‘ Suitability’ items examine the individual’s perception of the appropriateness of the treatment modality. This scale determines to what extent clients think the TC treatment matches their needs. The psychometric properties of the Dutch translation were found to be acceptable and in line with the findings of the American studies [42]. The current study obtained Cronbach alpha coefficients ranging from .67 to .83 across the four scales.
Psychological distress was measured with the Brief Symptom Inventory (BSI) [43, 44], derived from the SCL-90-R (Symptom Check List-90-R). This is a 53-item self-report scale used to measure recent psychological complaints (past 7 days) (somatization, obsessive-compulsive behavior, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation and psychoticism). Symptoms are rated on a 5-point Likert scale ranging from ‘Not at all’ to ‘Extremely’ (range 0–4). The higher the score, the greater the level of psychological distress. In this study, we used the Global Severity Index (GSI), an average rating of all 53 items and overall score of psychological functioning (Cronbach Alpha of .95). The cut-off score of the GSI (0.66 for males; 0.71 for females) is used as a general measure of psychopathology.
To measure personality traits the Assessment of DSM-IV Personality Disorders (ADP-IV) questionnaire was used [45]. The ADP-IV is a validated Dutch self-report measure consisting of 94 Likert-type items that allows for a categorical and dimensional assessment of the 12 DSM-IV personality disorders [46, 47]. The dimensional interpretation emphasizes the continuity between normality and pathology of the DSM-IV personality ‘traits’ and is measured on a 7-point Trait (T) scale. The ‘distress’ of the subject or his/her environment as a consequence of having the trait criterion is assessed with a 3-point distress (D) scale. The categorical diagnostic evaluation is based on the following algorithm: ‘T > 4 and D > 1’; an item is scored ‘pathological’ when the trait score is larger than four and the distress score is larger than one. In accordance with the DSM-IV criteria, four or more items need to be scored positive/pathological before a diagnosis of a personality disorder can be made [45].
For the bivariate and multivariate analysis we used the dimensional assessment by summing the ADP-IV trait scores for the 3 clusters. Cluster A represents disorders that are marked as ‘odd or eccentric behavior’: paranoid, schizoid and schizotypical personality disorders. Cluster B refers to those disorders that manifest ‘dramatic, emotional or erratic behavior’, i.e. antisocial, borderline, narcissistic and histrionic personality disorders. Finally, Cluster C corresponds to disorders that are marked as anxious or fearful behavior, i.e. avoidant, dependent and obsessive-compulsive personality disorders. The Cronbach’s alpha coefficients ranged from .85 to .88 across the three clusters.
The treatment process was assessed with the Dimensions of Change Instrument (DCI) (cf. background). It is a 54-item questionnaire that assesses clients perceptions on various components of the TC treatment process. All items are positively worded and ask respondents to indicate their extent of agreement on a 5-point scale (1 = Not at all to 5 = Completely) with higher scores indicating a greater extent of agreement. The instrument consists of eight different subscales [28]. These are: (1) Community Responsibility (CR) – the client personally accepts the rules of conduct; (2) Clarity and Safety (CS) – the client has a good understanding of the goals, structure, patterns of interpersonal interaction and feels safe in the community environment; (3) Group Process (GP) – the client observes the group meetings as helpful and perceives that residents actively participate in group therapy activities; (4) Resident Sharing, Support, and Enthusiasm (RS) – the client perceives residents as being enthusiastically engaged in sharing of personal feelings and being supportive in social interactions; (5) Introspection and Self-Management (IS) - the client engages in personal self-awareness and reflection, and adopts self-management enhancement activities; (6) Positive Self-Attitude and Commitment to Abstinence (PS) – the client admits to feelings of self-efficacy and commitment to achieving abstinence; (7) Problem Recognition (PR) – the client recognizes that his/her personal behavior and attitudes can lead to personal and interpersonal problems; (8) Social Network (SN) – the client believes he or she has a supportive social network outside of the TC community) [31]. The first four subscales are clustered in the Community Environment (CE) summary dimension whereas the latter four are grouped in the ‘Personal Development and Change (PDC) summary dimension.
For the present study, the instrument has been translated into Dutch using back and forward translation. Subscale scores were calculated as the mean of the respective items, while summary scores for the two DCI dimensions represent the mean scores of the respective subscales. The internal consistency of the Dutch version of the DCI shows alpha reliability coefficients of .87 for the Community Environment summary dimension and .82 for the Personal Development and Change summary dimension. For the separate scales the Cronbach’s alpha ranges from .61 to .81.

Data-analysis
To verify clients’ early perceptions on the TC treatment process we computed the means and standard deviations for the two DCI summary dimensions and the eight DCI subscales. Multiple linear regressions were used to determine the fixed and dynamic predictors for the two DCI summary dimensions. We first used bivariate analyses, including Pearson product–moment correlations, independent t-tests and one-way ANOVA’s, as appropriate to the level of measurement, to determine any relations between potential predictor variables and the two DCI summary dimensions, or at least one of the dimension’s subscales. These tests were performed on treatment site, client demographics (e.g. age, gender and ethnicity), all important EuropASI items, the EuropASI composite scores, the three ADP-IV clusters, the BSI total average score, and the four scales of the CMRS. To help control for the inflated alpha levels due to multiple testing and to focus results on the larger effect sizes for clinical significance, we only withheld the variables that were associated at the 0.01 level of significance.
Each time, the variables were entered in the regression equation in one single step using the default method. Data analysis was conducted using the SPSS 19.0 statistical program. Visual examination of the standardized residuals (the errors) by the regression standardized predicted values indicate that both, the assumption of linearity and homoscedasiticty, was met; the residual plot was rectangular with concentration of points around zero, respectively. Also the collinearity diagnostics revealed no difficulties. Variance inflation factors (VIF) and tolerance values were within the acceptable ranges; all VIF values were below 10.0 and all tolerance values were above 0.10.


Results
Study sample characteristics
Tables 1 and 2 give an overview of client characteristics for the sample that completed the in-treatment assessment. Due to missing data, the number of residents for whom data is available varied from 155 to 157. When comparing the eligible group on EuropASI variables with the group that left treatment prematurely (n = 23) we only detected three significant differences. Those who left the TC program earlier were more likely to be divorced (21.7% vs 6.5%; χ2 = 6.51, p < 0.05) and more likely to have no diploma or a primary school diploma (39.1% vs 16. 1%; χ2 = 7.35, p < 0.05). Based on the EuropASI composite scores we also found that this group of early dropouts had significantly more (t(178) = −2.66; p < 0.01) psychological problems (M = 0.46; SD = 0.25) than the participants who stayed in treatment longer (M = 0.33; SD = 0.22).Table 2
                          Means and standard deviations of client characteristics
                        


	Characteristics
	M
	SD

	
                              Age
                            
	27
	(5.05)

	
                              EuropASI composite scores*
                            

	Medical disorder
	0.25
	(0.28)

	Employment problems
	0.88
	(0.28)

	Alcohol problems
	0.26
	(0.32)

	Drugs problems
	0.27
	(0.14)

	Legal problems
	0.34
	(0.26)

	Family relationships
	0.28
	(0.25)

	Social relationships
	0.21
	(0.20)

	Psychiatric disturbances
	0.33
	(0.22)

	
                              Personality traits (ADP-IV)
                            

	 Cluster A
	71.66
	(20.80)

	 Cluster B
	117.78
	(27.85)

	 Cluster C
	74.49
	(20,34)

	
                              Psychological distress (BSI)
                            
	0.92
	(0.53)

	
                              CMRS
                            

	 Circumstances
	3.96
	(0.58)

	 Motivation
	4.03
	(0.48)

	 Readiness
	4.31
	(0.49)

	 Suitability
	4.17
	(0.42)


*range 0 – 1: higher score indicating higher problem severity.



Of the 157 residents, 84% were males. The age of the residents ranged from 18 to 45 with a mean age of 27. The majority of the residents were Belgian (97%), single (90%), had a vocational training (57%) and identified heroin (39%) or amphetamine (22%) as their primary drug. About 40% entered treatment with a judicial referral. Of the total sample, 30% scored above the clinical cut-off score (e.g. one or more diagnoses of DSM-IV personality disorders) for cluster B personality disorders, while 14% and 13% scored above the clinical cut-off score for cluster A and C personality disorders, respectively. More than 75% of the study sample reported medium high (between the mean and + 1SD) to high motivational scores (+ 1SD or more above the mean) on the CMRS subscales ‘Circumstances’ (74%) and ‘Readiness’ (81%). Fewer participants scored medium high (between the mean and + 1SD) to high (+ 1SD or more above the mean) on the subscales ‘Suitability’ (59%) and ‘Motivation’ (54%). Finally, 68% of the study sample had a score above the clinical cut-off score (0.66 for males; 0.71 for females) for overall psychological distress.

Perceptions of the treatment process
Approximately 15 to 30 days after admission to a TC in Flanders, clients appear to have a slightly more positive attitude towards elements of the Community Environment than towards their own Personal Development and Change process (see Table 3). Within the Community Environment summary dimension we notice the highest average score for the subscale ‘Community Responsibility’, and the lowest average score for the subscale ‘Group Process’. Regarding the Personal Development and Change summary dimension, we found the highest average score for the subscale ‘Positive Self-attitude and Commitment to Abstinence’ and the lowest average score for the subscale ‘Problem Recognition’.Table 3
                          Means and standard deviations of the DCI dimensions and subscales
                        


	DCI
	M
	(SD)

	
                              Community Environment (CE)
                            
	
                              3.80
                            
	
                              (0.48)
                            

	Community responsibility (CR)
	4.09
	(0.66)

	Clarity and Safety (CS)
	4.00
	(0.59)

	Group Process (GP)
	3.55
	(0.63)

	Resident Support, Sharing and Enthusiasm (RS)
	3.82
	(0.56)

	
                              Personal Development and Change (PDC)
                            
	
                              2.98
                            
	
                              (0.44)
                            

	Introspection and Self-Management (IS)
	3.29
	(0.65)

	Positive self-attitude and commitment to abstinence (PS)
	3.61
	(0.66)

	Problem recognition (PR)
	2.84
	(0.85)

	Social Network (SN)
	3.55
	(0.97)




While the mean scores provide an overall picture of the total sample, Figure 1 shows the proportion of clients reporting low scores on the DCI subscales (score < 3). The results are divergent between the subscales, consisting in particular of a large number of subjects with a low score for ‘Problem Recognition’ (66.9%). Also, more than 30% of the clients had a low score on ‘Introspection and Self-management’ (37.6%) and ‘Social Network’ (34.4%). In comparison with the other subscales, relatively few subjects reported low scores on ‘Clarity and Safety’ (7.6 %) ‘Community Responsibility’ (8.9%) and on ‘Resident Sharing, Support and Enthusiasm’ (10.8%).[image: A13011_2012_Article_242_Fig1_HTML.jpg]
Figure 1
                          Proportion of respondents reporting low scores for the eight DCI subscales.
                        





Community Environment: Bivariate analyses
The analyses identified nine client characteristics that were significantly (p < 0.01) associated with the Community Environment summary dimension or at least one of the four Community Environment subscales. These client characteristics were age, heroine use, having a parent with alcohol/drug problems, personality traits ‘odd and eccentric behavior’ (cluster A) and ‘dramatic, emotional or erratic behavior’ (cluster B) (e.g. five fixed client variables), psychological distress, motivation, readiness and suitability (e.g. four dynamic client variables). Independent t-test revealed a significant relationship between the variable ‘heroine use’ and the ‘Clarity and Safety’ subscale (t(153) = −2.43; p < 0.01); clients who indicated heroine as their primary drug use showed higher ‘Clarity and Safety’ scores (M = 3.10, SD = 0.43) than the clients who did not report heroine as their primary drug use (M = 2.90; SD = 0.42). A significant association was also found for the subscale ‘Group Process’ and the variable ‘having a parent with alcohol or drug problems’ (t(153) = −2.65; p < 0.01); clients who reported a drug or alcohol abusing parent showed higher Group Process scores (M = 3.68, SD = 0.64) in comparison to the clients who did not (M = 3.41, SD = 0.60). Pearson product–moment correlations for continuous variables are presented in Table 4. Overall we notice that the personality trait ‘dramatic, emotional or erratic behavior’ (Cluster B) and the four dynamic variables were significantly (p < 0.01) related to the Community Environment dimension and subscales. Odd and eccentric behavior (cluster A) could be linked to the summary dimension and the two subscales ‘Group Process’ and ‘Resident Sharing, Support and Enthusiasm’. Finally, age was only associated with the subscale ‘Group Process’.Table 4
                          Pearson product–moment correlations of selected continuous variables for the DCI dimensions and subscales
                        


	 	CE
	CR
	CS
	GP
	RS
	PDC
	IS
	PS
	PR
	SN

	
                              1. Age
                            
	0.09
	0.37
	−0.01
	0.23*
	−0.00
	-
	-
	-
	-
	-

	
                              2. Odd and eccentric
                            
	−0.22*
	−0.06
	−0.12
	−0.24*
	−0.21*
	−0.22*
	−0.33*
	−0.37*
	−0.29*
	−0.18

	
                              3. Dramatic, emotional or erratic
                            
	−0.29*
	−0.23*
	−0.26*
	−0.23*
	−0.26*
	−0.21*
	−0.45*
	−0.39*
	0.38*
	−0.12

	
                              4. Anxious and fearful
                            
	-
	-
	-
	-
	-
	−0.20
	−0.30*
	−0.39*
	0.20
	−0.07

	
                              5. Psychological distress
                            
	−0.33*
	−0.22*
	−0.26*
	−0.32*
	−0.20
	−0.18
	−0.32*
	−0.47*
	0.35*
	−0.08

	
                              6. Motivation
                            
	0.31*
	0.25*
	0.24*
	0.24*
	0.29*
	0.20
	0.07
	0.14
	0.22*
	0.08

	
                              7. Readiness
                            
	0.42*
	0.33*
	0.33*
	0.32*
	0.34*
	0.29*
	0.20
	0.28*
	0.12
	0.16

	
                              8. Suitability
                            
	0.56*
	0.42*
	0.43*
	0.41*
	0.45*
	0.33*
	0.29*
	0.32*
	0.18
	0.07


*Denotes the variables that correlated at the 0.01 level of significance.




Community Environment: Multivariate analyses
The regression model significantly predicted Community Environment scores (F(8,142) = 13.93; p < 0.01), accounting for 47% of the variance in this dimension. Further examination revealed two fixed client variables (e.g. ‘having a parent with alcohol/drug problems’ and a personality trait of ‘dramatic, emotional or erratic behavior’ (Cluster B)) and two dynamic client variables (e.g. ‘psychological distress’ and ‘Suitability’) as significant predictors. Clients who grew up with an alcohol or drug-abusing parent and clients who reported high levels of treatment suitability reported higher Community Environment scores. On the other hand, clients who revealed higher levels of dramatic, emotional or erratic behavior, or higher levels of psychological distress, reported lower Community Environment scores. The standardized regression coefficients identified ‘Suitability’ (β = 0.53) and ‘psychological distress’ (β = −0.28) as the strongest predictors of the Community Environment dimension after statistically controlling for those variables included in the model (see Table 5).Table 5
                          Multiple linear regression of fixed and dynamic client variables on the two DCI summary dimension
                        


	 	Community environment
	Personal development & change

	Fixed variables
	
                              B
                            
	
                              SE B
                            
	β
	
                              B
                            
	
                              SE B
                            
	β

	 Age
	−0.01
	0.01
	-.07
	-
	-
	-

	 Heroin use
	0.06
	0.06
	.06
	−0.12
	0.07
	-.13

	 Cocaine use
	-
	-
	-
	0.20
	0.09
	
                              .18*
                            

	 Judicial referral
	-
	-
	-
	0.25
	0.07
	
                              .28**
                            

	 Parent with alcohol/drug problems
	0.17
	0.06
	
                              .17**
                            
	-
	-
	-

	 Odd and eccentric (Cluster A)
	0.00
	0.00
	.04
	−0.01
	0.00
	-.07

	 Dramatic, emotional and erratic (cluster B)
	−0.00
	0.00
	
                              -.21*
                            
	−0.01
	0.00
	-.06

	 Anxious or fearfull (cluster C)
	-
	-
	-
	−0.00
	0.00
	.12

	
                              Dynamic variables
                            
	 	 	 	 	 	 
	 Psychological distress
	−0.46
	0.14
	
                              -.28**
                            
	−0.03
	0.11
	-.02

	 Motivation
	0.15
	0.09
	.15
	0.15
	0.09
	.16

	 Readiness
	−0.10
	0.10
	-.10
	0.04
	0.16
	.03

	 Suitability
	0.59
	0.11
	
                              .53**
                            
	0.22
	0.12
	.21


*p < 0.05, **p < 0.01.




Personal Development and Change: Bivariate analyses
The analyses identified 10 client characteristics that were significantly (p < 0.01) associated with the Personal Development and Change summary dimension or at least one of the four subscales. These client characteristics were heroin use, cocaine use, judicial referral, personality traits (ADP-IV) ‘odd and eccentric behavior’ (cluster A), ‘dramatic, emotional or erratic behavior’ (cluster B) and ‘anxious or fearful behavior’ (Cluster C) (e.g. six fixed client characteristics), and psychological distress, motivation, readiness and suitability (e.g. four dynamic client variables). The ‘Social Network’ subscale was significantly related to heroin use (t(153) = 2.83; p < 0.01) and cocaine use (t(153) = −2.85; p < 0.01); residents who specified heroine as their primary drug use showed lower Social Network scores (M = 3.26, SD = 0.94) than clients who did not (M = 3.70, SD = 0.95). Clients who reported cocaine as their primary drug use revealed higher Social Network Scores (M = 3.99, SD = 0.94) than the clients who did not specify cocaine as a primary drug of use (M = 3.43, SD = 0.95). Judicial referral was significantly related to the Personal Development and Change dimension (t(153) = −2.76; p < 0.01); clients with a judicial referral – as a condition of probation or parole – reported higher scores (M = 3.10, SD = 0.42) on this dimension than clients who entered treatment voluntarily or who entered following advice from family, friends or professionals (M = 2.90, SD = 0.43). Pearson product–moment correlations for continuous variables are presented in Table 4. Interestingly, most of these variables showed a significant association with the subscale ‘Positive Self-Attitude and Commitment to Abstinence’ but none could be related to the subscale ‘Social Network’. Additionally, the subscale ‘Problem Recognition’ was significantly and positively related to two of the psychiatric traits (Clusters A and B) and the variable ‘psychological distress’ indicating higher Problem Recognition scores in clients with more pathological problems.

Personal development and change: multivariate analyses
The regression model significantly predicted Personal Development and Change scores (F(10,142) = 5.74, p < 0.001), accounting for 29% of the variance in this DCI summary dimension. Only two fixed client characteristics (‘cocaine use’ and ‘judicial referral’) were statistically significant. Clients who reported cocaine as their major problem use and clients who entered treatment based on a judicial referral reported higher Personal Development and Change scores. The standardized regression coefficients indicated ‘judicial referral’ (β = 0.28) as the strongest predictor of the Personal Development and Change dimension after statistically controlling for those variables included in the model (see Table 5).


Discussions
Clients’ early perceptions of TC treatment process
Consistent with prior research [31], findings revealed relatively high mean scores (> score 3) on the various subscales of the DCI, indicating that most clients have a positive attitude towards their first month in-treatment experiences. Furthermore, the high mean score on the DCI subscale ‘Community Responsibility’ shows clients’ early adherence to the TC program’s regime, their willingness to uphold the TC standards and ethics, and their belief that all members are equally responsible for the program to work. This finding, which has also been observed in the American DCI studies [28–31], is not surprising considering that the primary objective of the TC’s induction stage is to rapidly assimilate new residents into the community by introducing them to the cardinal rules, community regulations and procedures of the TC program. In theory, it is assumed that clients’ early adherence to the TC program might reduce the change of premature dropout [1].
The low mean score on the subscale ‘Problem Recognition’ and the large proportion of clients that reported low scores on ‘Introspection and Self-Management’ and ‘Social Network’ indicate that many clients have not yet developed a sufficient level of personal awareness and insight. This finding corresponds with the TC developmental view on recovery which states that behavioral and attitude changes mostly precede insight about the self. However, although self-reflection and insight might be less apparent in the early stages of TC treatment, they are crucial in maintaining changes and long-term recovery. Once clients recognize that inner thoughts, perceptions and feelings can cause drug seeking and other self-destructive or self-defeating behaviors, they learn how to deal with life experiences more constructively and eventually develop a sense of self-efficacy [1]. All of these changes should accordingly provide the tools to sustain recovery, even after discharge. Generally, our findings suggest that most clients will require additional interventions or services to attain the level of clinical progress needed to successfully engage in treatment. In particular, early interventions that targeting cognition, such as ‘node-link mapping’, which consists of “drawing spatial-verbal displays to visually represent interrelationships between ideas, feelings, facts and experiences” [48], may be necessary to increase personal development and to speed up the recovery process.
Noteworthy is the observation that in our study sample clients scored higher on Community Environment subscales whereas clients in the American study samples [28–31] scored higher on the Personal Development and Change subscales. Plausible explanations for the diversity in DCI scores might be related to differences in study sample characteristics or variations in program structure. However, comparative studies will be needed to ascertain these hypotheses.

Determinants of Community Environment
Findings from the multivariate regression analysis revealed that while both fixed and dynamic client factors were significantly related to the Community Environment dimension, the strongest predictors were dynamic variables. The most powerful predictor was ‘suitability’. It was shown that clients who reported higher suitability scores also reported higher Community Environment scores. More precisely, clients who display the willingness to free themselves of their drug abuser identity, make changes to their earlier lifestyle and believe that a high-intensity recovery program (such as a long-term residential TC) best fits their needs, also have a more positive perspective on Community Environment during the first month of TC treatment. Several studies have shown that higher levels of motivation can be associated with early engagement in the TC treatment process [23, 26, 27, 36]. However, close examination of the literature reveals that all of these studies on predictors of the TC process focused on motivation and readiness for treatment, rather than on treatment suitability. The main reason for this lies in the way motivation was defined and measured. Some investigators used the short version of the CMRS, which in fact excludes the items from the suitability scale [27]. Others used scales that were developed in accordance with a specific theory [36] or model [26]. Thus, based on the research literature we might conclude that evidence about the potential relationship between clients’ suitability for treatment and the TC treatment process is lacking because it has never been studied in this context before. Nevertheless, given that in our study suitability predicted a large proportion of the variance in Community Environment, while motivation and readiness for treatment were not significantly related, more attention should be given to the suitability scale in future TC treatment process studies.
The suitability-treatment process interaction contains important implications for clinical strategies and treatment policy. Clients who enter TC programs are at different levels of suitability. Treatment providers may use this knowledge to either select clients that are ready for ‘community as method’, use specific strategies to enhance treatment suitability itself, or even redirect clients to other, less demanding treatment programs. Such efforts can strengthen existing programs and also ensure more efficient use of TC resources. Specific interventions that might improve or help maintain perceptions of suitability, are motivational interviewing [49], the implementation of a separate induction or welcome stage [50] and the introduction of the Senior Professor model [51]. Introducing these interventions might be a useful strategy for exploring the individual’s understanding of the active ‘ingredients’ of the TC treatment model in order to identify and resolve discrepancies between what the client perceives and how TCs actually work.
The second strongest predictor of Community Environment process scores was the dynamic variable ‘psychological distress’. It was indicated that clients who reported higher levels of psychological distress in the course of the first month of treatment reported lower Community Environment scores. This finding is not in line with prior studies that found higher participation rates in clients with more severe psychological problems [52, 53]. These researchers have argued that substance abuse treatment programs treat clients with more psychological problems more intensively than they treat clients with less psychological problems. Therefore, clients who have higher needs or feel more distressed will obtain more services. Other studies have shown that the presence of psychological problems does not necessarily lead to premature dropout or poorer engagement [54]. Notwithstanding these positive treatment prognoses, TC providers should try to monitor psychological distress throughout the entire treatment process since this may still present a barrier to change. Eventually, early identification of psychological problems may help clients to overcome obstacles more quickly, which in turn may speed up the recovery process.

Determinants of psychological development and change
With respect to the second DCI dimension, Personal Development and Change, the results indicated fixed variables as significant predictors. The strongest predictor was judicial referral. It was shown that clients who were referred to treatment by the criminal justice system – as a condition of probation or parole – reported higher Personal Development and Change scores than clients who entered treatment voluntarily or who entered following advice from family, friends or professionals. Although a judicial referral can be viewed as an external motivation to enter treatment, it does not explain the higher Personal Development and Change scores. In a sense, our results contradict earlier research findings, particularly those studies that found poorer levels of internal motivation and engagement in criminal justice clients than in non-criminal justice clients [55, 56]. What might be the cause for higher Personal Development and Change scores in our study is the threat and fear for imprisonment combined with the chance to change their life courses. For instance, in a qualitative study by Colman, De Wree & De Ruyver [57] on the application of alternative sanctions for drug offenders, participants reported a positive reassessment of life and improved personal insight due to a judicial intervention. In particular, the combination of substance abuse treatment and a judicial referral was highly appreciated by most of the interviewees [57]. Although the findings in our study could be viewed as an indication that judicial referral to TC treatment does not necessarily mean poorer treatment prognoses, socially desirable answers might also have caused higher Development and Change scores.
Previous findings have considerable implications for TC treatment in general. Clients’ suitability for treatment and their ability to connect with others in the program are necessary requirements for TC treatment to be successful. Also, meta-cognitive abilities such as insight and self-reflection are considered prerequisites for lasting recovery. Although the TC environment is specifically developed to stimulate incremental multidimensional learning, the effects only start to occur after the third month of treatment [58]. Building on the empirical evidence that most clients leave treatment within these first three months [7, 9], it seems important that the recovery process is stimulated earlier in the TC treatment process. Therefore, it seems essential to establish a profile of clients’ suitability, psychological well-being and personality features already at intake and to keep monitoring further developments, even beyond treatment completion. Also, the implementation of cognitive learning strategies at the beginning of treatment could help improve clients’ (meta-)cognitive functions and eventually speed up the recovery process.

Limitations of the study
The present study has some limitations. First, all data was self-reported and as such were subject to the limitations of self-report data in general. Second, our study was a cross-sectional study and thus only provided a snapshot of the association between client characteristics and the treatment process. To better distinguish whether motivation or treatment distress precede or follow changes in the treatment process, a longitudinal study is needed. Third, the sample size was relatively small which may have increased the risk for type II errors. It should be noted that due to limited variation in some of the independent variables (i.e. race, gender, marital status, prior drug treatment, EuropASI composite scores), the effects may not have been detected at a level that reached statistical significance. However, when comparing the subject’s background characteristics with the characteristics of another study [59], we found them to be very similar. This indicates that the results may be generalized, at least for Flemish TC residents. We would like to emphasize that we have dealt with personality traits (Cluster A, B ad C) as conditions that are stable over time. We are aware of recent empirical studies that have indicated that the stability of the disorder constructs is considerably lower than implied by the DSM-IV. We know that normal and pathological personality traits may change across the lifespan, but given the use of the ADP-IV as a measure of DSM-IV personality disorders, we considered personality traits as fixed variables in this study. Finally, it should be noted that while evidence exists for the eight DCI subscales [28, 60], we only performed regression analyses on the two summary dimensions which appeared to have a higher degree of internal consistency.


Conclusions
The present study is the first to explore the relationship between both fixed and dynamic client factors and the TC treatment process, using a multidimensional, TC-specific instrument. We found that during the first month of treatment, dynamic client variables more strongly affected clients’ perceptions of the TC environment than fixed client variables. Clients’ views on Personal Development and Change was solely related to fixed client characteristics. The results suggest the need for a greater attention to clients’ psychological well-being, the presence of personality disorders (especially ‘Cluster B’) and intergenerational drug/alcohol use in order to enhance clients’ early engagement in the TC environment. Special attention should be devoted to treatment suitability as part of the motivational assessment as this seems to be a very strong predictor of how clients react to the initiation stage of TC treatment. Given that the overall ratings of clients on Personal Development and Change are low, the authors suggest the introduction of (meta-)cognitive training strategies in the pre-program stage and/or the induction stage of TC programs. These strategies could help improve clients’ meta-cognitive skills needed to achieve insight and self-reflection and perhaps speed up the process of recovery.

Acknowledgments
We would like to thank the Flemish TC programs ‘De Kiem’, ‘Katarsis’, ‘De Sleutel’ and ‘De Spiegel’, and in particular its residents, who participated in this study.

References
1.
De Leon G: The therapeutic community: theory, model and method. 2000, Springer, Publishing Company, Inc, New York

2.
Bale RN, Van Stone WW, Kuldau JM, Engelsing TMJ, Elashoff RM, Zarcone VP: Therapeutic communities vs. methadone-maintenance: prospective controlled study of narcotic addiction treatment: design and one year follow-up. Arch Gen Psychiatry. 1980, 37: 179-193. 10.1001/archpsyc.1980.01780150069008.CrossRefPubMed

3.
Inciardi JA, Martin SS, Butzin CA: Five-year outcomes of therapeutic community treatment of drug-involved offenders after release from prison. Crim & Del. 2004, 50: 88-107. 10.1177/0011128703258874.CrossRef

4.
Messina N, Wish E, Nemes S: Predictors of treatment outcomes in men and women admitted to a therapeutic community. Am J Drug Alcohol Ab. 2000, 26: 207-227. 10.1081/ADA-100100601.CrossRef

5.
Ogborne AC, Melotte C: An evaluation of a therapeutic community for former drug users. Brit J Addict. 1977, 72: 75-82. 10.1111/j.1360-0443.1977.tb03968.x.CrossRef

6.
Wilson S, Mandelbrote B: Reconviction rates of drug dependent patients treated in a residential therapeutic community. 10 year follow-up. Br Med J. 1985, 291: 105-105.CrossRef

7.
De Leon G, Swartz S: The therapeutic community: what are the retention rates?. Am J Drug Alcohol Ab. 1984, 10: 267-284. 10.3109/00952998409002785.CrossRef

8.
Stark MJ: Dropping out of substance abuse treatment: a clinically oriented review. Clin Psychol Rev. 1992, 12: 93-116. 10.1016/0272-7358(92)90092-M.CrossRef

9.
Poulopoulos C, Tsiboukli A: Socio-demographic differences, patterns of use and drop-out from Greek drug-free treatment programmes. Drug-Educ Prev Polic. 1999, 6: 99-110. 10.1080/09687639997322.CrossRef

10.
López-Goñi JJ, Fernández-Montalvo J, Illescas C, Landa N, Lorea I: Determining socio-demographic predictors of treatment dropout: results in a therapeutic community. Int J Soc Welfare. 2008, 17: 374-378. 10.1111/j.1468-2397.2008.00584.x.CrossRef

11.
Drake S, Campell G, Popple G: Retention, early dropout and treatment completion among therapeutic community admissions. Drug Alcohol Rev. 2012, 31: 64-71. 10.1111/j.1465-3362.2011.00298.x.CrossRef

12.
Simpson DD, Joe GW, Broome KM, Hiller ML, Knight K, Rowan-Szal GA: Program diversity and treatment retention rates in the Drug Abuse Treatment Outcome Study (DATOS). Psychol Addic Behav. 2007, 11: 279-293.CrossRef

13.
Etheridge RM, Hubbard RL, Anderson J, Craddock SG, Flynn PM: Treatment structure and program services in the Drug Abuse Treatment Outcome Study (DATOS). Psychol Addic Behav. 2007, 11: 244-260.CrossRef

14.
Holland S: Residential Drug Free Programs for Substance Abusers: The Effect of Planned Duration on Treatment. 1982, Gateway Foundation, Chicago

15.
De Leon G, Jainchill N: Circumstance, motivation, readiness and suitability as correlates of treatment tenure. J Psychoactive Drugs. 1986, 18: 203-208. 10.1080/02791072.1986.10472348.CrossRefPubMed

16.
Melnick G, De Leon G: Clarifying the nature of the therapeutic community: a survey of essential elements. J Subst Abuse Treat. 1999, 16: 307-313. 10.1016/S0740-5472(98)00036-1.CrossRefPubMed

17.
Kressel D, De Leon G, Palij M, Rubin G: Measuring client clinical progress in therapeutic community treatment: the therapeutic community client assessment inventory, client assessment summary, and staff assessment summary. J Subst Abuse Treat. 2000, 19: 267-272. 10.1016/S0740-5472(00)00108-2.CrossRefPubMed

18.
Orlando M, Wenzel SL, Ebener P, Edwards MC, Mandell W: The dimensions of change in therapeutic community treatment instrument. Psych Assessment. 2006, 18: 118-122.CrossRef

19.
De Leon G: Residential therapeutic communities in the mainstream: diversity and issues. J Psychoactive Drugs. 1995, 27: 3-15. 10.1080/02791072.1995.10471668.CrossRefPubMed

20.
McLellan AT, Alterman AI, Cacciola J, Metzger D, O’Brien CP: A new measure of substance abuse treatment: initial studies of the treatment services review. J Nervous and Mental Disease. 1992, 180: 101-110. 10.1097/00005053-199202000-00007.CrossRef

21.
De Leon G, Melnick G, Schoket D, Jainchill N: Is the therapeutic community culturally relevant? Findings on race/ethnic differences in retention in treatment. J Psychoactive Drugs. 1993, 25: 77-86. 10.1080/02791072.1993.10472594.CrossRefPubMed

22.
Simpson DD: Modeling treatment process and outcomes. Addiction. 2001, 96: 207-211. 10.1046/j.1360-0443.2001.9622073.x.CrossRefPubMed

23.
Hiller ML, Knight K, Leukefeld C, Simpson DD: Motivation as a predictor of therapeutic engagement in mandated residential substance abuse treatment. Criminal Justice Behav. 2002, 29: 56-75. 10.1177/0093854802029001004.CrossRef

24.
Broome KM, Simpson DD, Joe GW: Patient and program attributes related to treatment process indicators in DATOS. Drug Alcohol Depen. 1999, 57: 127-135. 10.1016/S0376-8716(99)00080-0.CrossRef

25.
Broome KM, Joe GW, Simpson DD: Engagement models for adolescents in DATOS-A. J Adolescent Res. 2001, 16: 608-623. 10.1177/0743558401166005.CrossRef

26.
Welsh WN, McGrain PN: Predictors of therapeutic engagement in prison-based drug treatment. Drug Alcohol Depen. 2008, 96: 271-280. 10.1016/j.drugalcdep.2008.03.019.CrossRef

27.
Melnick G, De Leon G, Thomas G, Kressel D, Wexler HK: Treatment process in prison therapeutic communities: motivation, participation and outcome. Am J Drugs Alcohol Ab. 2001, 27: 633-650. 10.1081/ADA-100107660.CrossRef

28.
Orlando M, Wenzel SL, Ebener P, Edwards MC, Mandell W, Becker K: The dimensions of change in therapeutic community treatment instrument. Psych. Assessment. 2006, 18: 118-122.CrossRef

29.
Paddock SM, Edelen MO, Wenzel SL, Ebener P, Mandell W, Dahl J: Measuring changes in client-level treatment process in the therapeutic community with the dimensions of change instrument. Am J Drugs Alcohol Ab. 2007, 33: 537-546. 10.1080/00952990701407439.CrossRef

30.
Edelen MO, Tucker JS, Wenzel SL, Paddock S: Treatment process in the therapeutic community: associations with retention and outcomes among adolescent residential clients. J Subst Abuse Treat. 2007, 32: 415-421. 10.1016/j.jsat.2006.10.006.CrossRefPubMed

31.
Mandell W, Edelen MO, Wenzel SL, Dahl J, Ebener P: Do Dimensions of TC Treatment predict retention and outcomes?. J Subst Abuse Treat. 2008, 35: 223-231. 10.1016/j.jsat.2007.10.004.PubMedCentralCrossRefPubMed

32.
Miles JNV, Wenzel S, Mandell W: The relationship between the dimensions of change instrument and retention in therapeutic community treatment: the moderating influence of time in treatment. Am J Drugs Alcohol Ab. 2007, 34: 667-672.CrossRef

33.
Chan KS, Wenzel S, Orlando M, Montagnet C, Mandell W, Becker K, Ebener P: How important are client characteristics to understanding treatment process in the therapeutic community?. Am J Drug Alcohol Ab. 2004, 30: 871-891. 10.1081/ADA-200037556.CrossRef

34.
Chan KS, Wenzel S, Mandell W, Orlando M, Ebener P: Are prison characteristics associated with therapeutic community treatment process?. Am J Drugs Alcohol Ab. 2007, 33: 267-279. 10.1080/00952990601175003.CrossRef

35.
Condelli WS, De Leon G: Fixed and dynamic predictors of client retention in therapeutic communities. J Subst Abuse Treat. 1993, 35: 11-16.CrossRef

36.
Klag SML, Creed P, O’Callaghan F: Early motivation, well-being, and treatment engagement of chronic substance users undergoing treatment in a therapeutic community setting. Subst Use Misuse. 2010, 45: 1112-1130. 10.3109/10826080903499562.CrossRefPubMed

37.
Melnick G, De Leon G, Hawke J, Jainchill N, Kressel D: Motivation and Readiness for therapeutic community treatment among adolescents and adult substance abusers. Am J Drugs Alcohol Ab. 1997, 23: 485-506. 10.3109/00952999709016891.CrossRef

38.
Prochaska JO, DiClemente CC, Norcross JC: In search of how people change: applications to addictive behaviors. Am Psychol. 1992, 47: 1102-1114.CrossRefPubMed

39.
Mc Lellan AT, Kushner H, Metzger D, Peters R, Smith I, Grissom G, Pettinati H, Argeriou M: The fifth edition of the Addiction Severity Index. J Subst Abuse Treat. 1992, 9: 199-213. 10.1016/0740-5472(92)90062-S.CrossRef

40.
Kokkevi A, Hartgers C, EuropASI: European adaptation of a multidimensional assessment instrument for drug and alcohol. Eur Addict Res. 1995, 1: 208-210. 10.1159/000259089.CrossRef

41.
Koeter M, Hartgers C: European Addiction Severity Index: Preliminary procedure for the computation of the EuropASI composite scores. 1997, Amsterdam Institute for Research Addiction, Amsterdam

42.
Soyez V, De Leon G, Rosseel Y, Broekaert E: Motivation and readiness for therapeutic community treatment: psychometric evaluation of the Dutch translation of the Circumstances, Motivation, Readiness and Suitability scales. J Subst Abuse Treat. 2006, 30: 297-308. 10.1016/j.jsat.2006.02.007.CrossRefPubMed

43.
De Beurs E: Brief Symptom Inventory, handleiding. 2006, PITS BV, Leiden

44.
Derogatis LR, Melisaratos N: The brief symptom inventory: an introductory report. Psychol Med. 1983, 13: 595-605. 10.1017/S0033291700048017.CrossRefPubMed

45.
Schotte C, De Doncker D: ADP-IV Questionnaire: Manual and norms. 1996, University Hospital Antwerp, Antwerp

46.
Schotte CKW, De Doncker D, Van Kerckhoven C, Vertommen H, Cosyns P: Self-report Assessment of the DSM-IV personality disorders: measurement of trait and distress characteristics. The ADP-IV. Psychol Med. 1998, 28: 1179-1188. 10.1017/S0033291798007041.CrossRefPubMed

47.
Schotte CKW, De Doncker D, Dmitruk D, De Valck E, Van Mulders I, Onderzoek naar de begripsvaliditeit van de ADP-IV: Bevindingen betreffende discriminante validiteit, convergentie met de semi-gestructureerde interviewmethode en therapeutische bruikbaarheid. Tijdschrift Klinische Psychol. 2002, 32: 187-205.

48.
Dees SM, Dansereau DF, Simpson DD: A visual representation system for drug abuse counselors. J Subst Abuse Treat. 1994, 11: 517-523. 10.1016/0740-5472(94)90003-5.CrossRefPubMed

49.
Miller WR, Rollnick S: Motivational interviewing: Preparing people for change. 1991, Guilford Press, New York

50.
Harrison SR, Toriello P, Pavluck A, Ellis R, Pedersen E, Gaiennie R, Kissinger P: The impact of a brief induction on short-term continuation in a therapeutic community. Am J Drugs Alcohol Ab. 2007, 33: 147-153. 10.1080/00952990601091135.CrossRef

51.
De Leon G, Hawke J, Jainchill N, Melnick G: Therapeutic communities. Enhancing retention in treatment using “Senior Professor’ staff. J Subst Abuse Treat. 2000, 19: 375-382. 10.1016/S0740-5472(00)00124-0.CrossRefPubMed

52.
Alterman AI, McLellan T, Shifman RB: Do substance abuse patients with more psychopathology receive more treatment?. J Nervous and Mental Disease. 1993, 181: 576-582. 10.1097/00005053-199309000-00009.CrossRef

53.
Moos RH, King JK: Participation in community residential treatment and substance abuse patients’ outcomes at discharge. J Subst Abuse Treat. 1997, 14: 71-80. 10.1016/S0740-5472(96)00189-4.CrossRefPubMed

54.
Hawkins EJ, Baer JS, Kivlahan DR: Concurrent monitoring of psychological distress and satisfaction measures as predictors of addiction treatment retention. J Subst Abuse Treat. 2008, 35: 207-216. 10.1016/j.jsat.2007.10.001.CrossRefPubMed

55.
Farabee D, Nelson R, Spence R: Psychosocial profiles of criminal justice- and noncriminal justice-referred substance abusers in treatment. Crim Justice Behav. 20: 336-346.

56.
Marshall GN, Yih-Ing H: Characteristics of criminal justice and noncriminal justice clients receiving treatment for substance abuse. Add Behav. 2002, 27: 179-192. 10.1016/S0306-4603(00)00176-3.CrossRef

57.
Colman C, De Wree E, De Ruyter B: Alternatieve maatregelen: keerpunten voor druggebruikers. Actualia strafrecht en criminologie: update in de criminologie V. Edited by: Pauwels L, Vermeulen G. 2010, Maklu, Antwerpen, 287-312. 1

58.
Simpson DD, Joe GW, Broom KM, Hiller ML, Knight K, Rowan-Szal GA: Program diversity and treatment retention rates in the Drug Abuse Treatment Outcome Study (DATOS). Psychol of Addictive Behav. 1997, 11: 297-293.

59.
Soyez V, De Leon G, Broekaert E, Rosseel Y: The impact of social network intervention on retention in Belgian therapeutic communities: a Quasi-experimental study. Addiction. 2006, 101: 1027-1034. 10.1111/j.1360-0443.2006.01441.x.CrossRefPubMed

60.
Edelen MO, Miles JNV, Osilla KC, Wenzel SL: Further validity evidence for the dimensions of change in therapeutic community treatment instrument. Am J Drugs Alcohol Ab. 2008, 34: 285-292. 10.1080/00952990802013482.CrossRef



Competing interests
The authors declare that they do not have any competing interests.

Authors’ contributions
IG conceived this study and was responsible for the research design, the data collection and statistical analysis and the manufacture of the manuscript. WV helped with the statistical analysis and with the draft of the manuscript. SV assisted with the manufacture of the manuscript and EB participated in the design and helped with the draft of the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A13011_2012_Article_242_Fig1_HTML.jpg





OEBPS/contact.gif





