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'I have spent a whole lifetime learning to be pretty careful with people, to be sort of 
delicate and gentle, and to treat them as if they were like brittle china that would break 
easily. The first thing that interested me in what was going on here is the evidence that 
indicates that maybe the whole attitude is wrong. What I have read about Synanon, as 
well as what I saw last night and this afternoon, suggests that the whole idea of the 
fragile teacup which might crack or break, the idea that you mustn't say a loud word to 
anybody because it might traumatize him or hurt him, the idea that people cry easily or 
crack or commit suicide or go crazy if you shout at them - that maybe these ideas are 
outdated.' 

'The process here basically poses the question of what people need universally. It seems 
to me that there is a fair amount of evidence that the things that people need as basic 
human beings are few in number. It is not very complicated. They need a feeling of 
protection and safety, to be taken care of when they are young so t.~at they feel safe. 
Second, they need a feeling of belongingness, some kind of a family, clan, or group, or 
something that they feel that they are in and belong to by right. Third they have to have a 
feeling that people have affection for them, that they are worth being loved. And fourth, 
they must experience respect and esteem.' 

'You could say that the kinds of problems we have, the open troubles - not being able to 
resist alcohol, not being able to resist drugs, not being able to resist crime, not being able 
to resist anything - that these are due to the lack of these basic psychological gratificati­
ons. The question is, does Daytop supply these psychological vitamins? My impression as 
I wandered around this place this morning is that it does.· 

'Could it be that Daytop is effective because it provides an environment where these 
feelings are possible? I have a lot of impressions and thoughts rushing in on me. I've 
been asking a thousand questions and ttying out a thousand ideas, but this all seems to be 
part of it Let me say it this way: Do you think that this straight honesty, this bluntness 
that even sounds cruel at times, provides a basis for safety, affection, and respect? It 
hurts, it must hurt' 

'It seems possible that this brutal honesty, rather than being an insult, implies a kind of 
respect. You can take it as you fmd it, as it really is. And this can be a basis for respect 
and friendship.' 

'After you get over the pain, eventually self-knowledge is a very nice thing. It feels good 
to know about something rather than to wonder about, to speculate about it.· 

'It is good to be able to know.' 

Abrabam H. Maslow (1967) 
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CHAPTER 1 

INTRODUCTION 

Therapeutic communities for persons with psychiatric problems have developed since the 
Second World War. It was with the foundation of Daytop Lodge in New York in 1963 
(renamed Daytop Village in 1964) that a treatment setting modelled after Synanon, a 
living and working community of fonner addictS, also received the name 'therapeutic 
community'(Sugannan, 1974). Daniel Casriel, the psychiatrist who had been one of the 
founders of Daytop, identified this fonn of treatment as a process similar to the thera­
peutic communities developed by Jones, with social learning through social interaction as 
its main concept (Casriel, 1963; Jones, 1953). 

Many treatment programs founded in the United States were modelled after Daytop 
Village and Synanon. 1n 1975 the American therapeutic communities for addictS fonned 
an organization: The Therapeutic Communities of America To be able to establish 
minimum standards for staff in therapeutic communities, the following list of 10 compe­
tencies were described in a manual for therapeutic communities, published by the 
Therapeutic Communities of America (Kerr, 1986): 

1. Understanding and promoting self-help and mutual help. 
2. Understanding and practising positive role modelling. 
3. Understanding of social learning versus didactic learning. 
4. Understanding and promoting the concept of 'no we-they dichotomy' 
5. Understanding and promoting upward mobility and the privilege system. 
6. Understanding and practicing the concept of 'acting as if'. 
7. Understanding the relationship between belonging and individuality. 
8. Understanding the need for a belief system within the community. 
9. Ability to maintain accurate records. 

10. Understanding and facilitating group process. 

1n 1980 at the Fifth World Conference of Therapeutic Communities, held in Noordwijker­
hout. the Netherlands, organized by the Therapeutic Community Section of the interna­
tional Council on Alcohol and Addictions, the World Federation of Therapeutic Commun­
ities was founded. One year later the following definition of the therapeutic community 
was adopted after several years of discussion at international conferences: 

The primary goal of a therapeutic community is to foster personal growth. This is 
accomplished by changing an individual's life style through a community of 
concerned people, working together to help themselves and each other. 

The therapeutic community represents a highly structured environment with 
defined boundaries, both moral and ethical. It employs community imposed 
sanctions and penalties as well as earned advancement of status and privileges as 
patt of the recovery and growth process. Being patt of something greater than 
oneself is an especially important factor in facilitating positive growth. 
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People in a therapeutic community are members, as in any family setting, not 
patients, as in an institution. These members play a significant role in managing 
the therapeutic community and acting as positive role models for others to 
emulate. 

Members and staff act as facilitators, emphasizing personal responsibility for one's 
own life and for self-improvement The members are supported by staff as well as 
being serviced by staff, and there is a sharing of meaningful labor so that there is 
a true investment in the community, sometimes for the purpose of the survival. 

Peer pressure is often the catalyst that converts criticism and personal insight into 
positive change. High expectations and high commitment from both members and 
staff support litis positive change. Insight into one's problems is gained through 
group and individual interaction but learning through experience, failing and 
succeeding and experiencing the consequences is considered to be the most potent 
influence toward achieving lasting change. 

The therapeutic community emphasizes the integration of an individual within litis 
community and the progress is measured within the context of that community 
against the community's expectations. It is this community along with the individ­
ual that accomplishes the process of positive change in the member. The tension 
created between the individual and this community eventually resolves in favor of 
the individual, and litis transition is taken as an important measure of readiness to 
move toward integration into the larger society. 

Authority is both horizontal and vertical encouraging the concept of sharing 
responsibility and supporting the process of participating in decision making when 
litis is feasible and consistent with the philosophy and objectives of the therapeutic 
community (Kerr, 1986). 

This definition is largely a description of a therapeutic community, modelled after the 
Synanon Community which was founded in 1958. Although there are similarities with 
therapeutic communities which had been developed in several European cities to serve 
different populations of psychiatric patients, there are clear differences. Whlle most 
therapeutic communities for psychiatric patients modelled after the unit run by Maxwell 
Jones in the Henderson Hospital in England were characterized by a democratic organiz­
ation with the concept that every decision concerning the community should involve 
every individual and should be discussed with everyone present, the American therapeutic 
community for addicts had a hierarchical staff and resident structure with participation of 
the residents in decisions based on the level of their personal growth in the treatment 
program. 

Most therapeutic communities for addicts have a highly structured program. The Synanon 
Daytop Therapeutic Community has become the model for most therapeutic communities 
for drug addicts in many countries in all continents. This model has been called the 
'concept therapeutic community' (Sugarman, 1974; Piperopoulos, 1977; Schaap, 1980). 
Referring to the hierarchical structure of organization, the most prominent difference with 
the therapeutic communities of the Jones model (also referred to as democratic therapeutic 
communities) is the concept therapeutic communities are also called 'hierarchical 
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therapeutic communities" (Schaap, 1987). As no substitute drug treatment was given in 
therapeutic communities for drug addicts, they are also commonly referred to as 'drug­
free' therapeutic communities, to differentiate them from medical model clhtics and 
methadone programs. 

The Emiliehoeve, the community that is the object of this study, was founded in the 
Netherlands as a therapeutic community for drug addicts, htitially modelled after the 
democratic communities for psychiatric (i.e. usually neurotic) patients in the Netherlands 
following the principles and structure of Maxwell Jones. After the staff of the Emiliehoe­
ve had discovered through experience that this system was not suitable for the addicts 
adrniUed, the drug-free hierarchical model of the American therapeutic communities was 
gradually introduced. In the second year of its existence, the Emiliehoeve Therapeutic 
Community had fully adopted the structure and tools of the Synanon/Daytop model. 
However, the philosophy and concepts of this model were introduced already after six 
months. 

The development of the therapeutic cormnunity model, the treatment philosophy, the 
concepts and the structure of the treatment program, the research literature on therapeutic 
communities for addicts will be reviewed in Part I. The characteristics of families of 
addicts are described as well as ways of involving parents and other relatives in the 
treatment program. Starling from the existing main theories of addiction, the treatment 
process of the therapeutic community is placed in a theoretical framework. Early 
traumatization, fear of intimacy and rejection and a negative self-concept are linked with 
the vulnerability for addiction. 

The evolution of the Emiliehoeve program will be described in Part II. From the chaotic 
first months, the Emiliehoeve developed into a structured program modelled after the 
American therapeutic communities. Eight distinct phases have been specified and related 
to the process of treatmenL Hierarchial structure and intimate staff-client relations are 
seen as especially important in differentiating the phases. 

The follow-up study of residents of the Emiliehoeve program is described in Part ill. The 
outcome results of the study are related to client and program characteristics. The 
determinants of success are also analyzed. 

In Part IV a summary of the study is given with discussion and conclusions. The 
hypotheses tested in the study are succinctly presented with the main supporting evidence 
and arguments. A summary in the Dutch language is included along with a complete list 
of references cited in the different chapters. 

Whenever he is used in the text referring to clients or residents it should be read as he or 
she. 
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CHAPTER 2 

THE EVOLUTION OF THERAPEUTIC COMMUNITIES 

During the 1960's Europe was faced with a new problem: a considerable number of 
young people became involved with the use of illegal drugs. Until then drug abuse, 
particularly the use of opiates, was almost entirely confined to a small group of people 
working in the health field such as physicians, nurses and pharmacologists. In most 
European countries the Opium Law had been operative since the 1920's, long before the 
European society had to deal with the effects of drug addiction. As in most European 
countries, drug addiction was seen as a health problem. Drug addicts were referred to 
physicians, psychiatrists, mental hospitals and clinics for alcoholics (Kooyman, 1984a). In 
the mid 1960's the drugs most commonly used by youngsters were cannabis, LSD, 
amphetamines and opium. In most European countries heroin was not introduced before 
the 1970's. In Great Britain heroin was prescribed to adolescent drug addicts by phys­
icians and from 1968, by special clinics linked with psychiatric hospitals or psychiatric 
wards of general hospitals. Actually, this so called British system never was a system; it 
was a result of the British tradition to allow doctors to prescribe drugs to their addicted 
patients. Despite the availability of opiates through physicians, heroin began to be sold on 
the British black market in 1971 (Edwards, !979). 

In the Netherlands, where methadone was introduced in maintenance programs for 
youngsters addicted to opium in 1968, heroin appeared on the black market in 1972 and 
soon replaced amphetamines and opium to become the most popular hard drug. As heroin 
and methadone programs did not cure patients of their addiction, and the traditional 
general and psychiatric hospitals proved to be even less successful in this respect, new 
methods to treat the growing addict population had to be developed. 

The origin of the American therapeutic communities 

The roots of the American therapeutic communities are in Synanon. This self-help 
com111unity was influenced greatly by the Alcoholics Anonymous (AA) movement. The 
founders of AA had strongly been involved with the Oxford Group, a spiritual organiz­
ation which after 1938 became known as the Moral Rearmament Movement. This 
movement had a religious character. It proclaimed, amongst other things, self-examination 
in group meetings (Glaser, 1977). 

The founder of Synanon was Charles Dederich, a former businessman and a former 
member of AA. He changed the AA meetings, which took place in his home. into groups 
in which members confronted each other in a direct, emotional way. He called these 
groups 'games'. The regular participants managed to abstain from alcohol and drugs. 
They decided to start a community where they could live together. In 1958 they founded 
this community in Santa Monica, California and gave it the name Synanon. 

The games became the hean of the community. The acceptance of the expression of 
verbal aggression between group members as a therapeutic element of the games could 
most probably develop because of the absence of professionals. The concept of self-
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reliance described by the American philosopher R.W. Emerson greatly influenced 
Dederich's ideas. His vision was to create a better society. The residents of the Synanon 
community did not want to return to the society which they denounced. Within Synanon 
they created an ideal society. The residents had no private property, worked for seven 
days followed by seven days free time and adopted several other patterns. At any time, 
work could be stopped to have a 'game' to resolve conflicts. There was no money in the 
community. They ran several businesses and fanns. Synanon became a fascinating social 
experiment. However, the experiment itself finally failed, due to a lack of sufficient 
control by the leader. Among others, Dederich ordered couples to change partners and to 
get sterilized and finally allowed physical violence in dealiog with juvenile delinquents 
who were referred to their community. Synanon collapsed but it gave birth to the stormy 
development of the therapeutic communities for addicts (Deitch, et a!., 1979). 

Ex-residents from Synanon established therapeutic communities which, unlike Synanon 
set resident's return to society as the goal. Some of those self-help programs such as. for 
instance, Delancey Street in San Francisco managed to survive without any financial 
support from the government However, more widespread was the application of the 
model by government sponsored organizations. The psychiatrist Daniel Casriel and the 
criminologist Alexander Bassin followed the suggestions of J.L. Moreno - who developed 
psychodrama as a method of groups psychotherapy (1959) - , Carl Rogers - who devel­
oped his 'Rogerian' psychotherapy and was later leading encounter groups - (1970) and 
the sociologist and psychodramatist Lewis Yablonsky (1967) to pay a visit to Synanon. 
The purpose was to set up a treatment center for the growing number of addicts in New 
York Casriel decided to stay for some days in this community. Synanon housed at that 
time more than one hundred ex-addicts, the majority of them being ex-heroin addicts who 
apparently were successfully living together without relapsing. Life in this community had 
little to do with the friendly, understandiog approach practised in most professional 
treatment centers of those days. In the early 1960's this was a unique situation (Casriel, 
1963). 

Rogers had pointed out to Casriel that criticism of others and emotional reactions to one's 
behavior by others in the group were most probably seen by the residents as care and 
concern. After Casriel's return to New York, Daytop Village was founded in 1963. 
Contrary to Synanon, the goal was to restructure the residents' life in such a way that 
they could function again in society without a need for drugs. Daytop Village, and 
Phoenix House, founded some years later, were models for a qnickly growing number of 
therapeutic communities in North America (Broekaert, 1976). In the 1970's and 1980's 
Daytop Village under the leadership of Msgr. O'Brien helped to establish therapeutic 
communities in Europe and South East Asia. 

The development of therapeutic communities 

Professionals from Europe visited the United States. They saw the American therapeutic 
communities and returned with the idea to set up similar centers in their own countries. 
One of them, Ian Christie, found in 1970 in Portsmouth, England, Alpha House. Some 
months later Phoenix House London was founded by Griffith Edwards. Ao American ex­
addict and graduate of Phoenix House New York became its first director. In 1972, the 
'Emiliehoeve' was founded in The Hagne in The Netherlands. Duriog the first months the 
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program followed the concepts of the therapeutic communities that had been developed 
within the psychiatric hospital model of the Henderson Clinic, in which Maxwell Jones 
had departed from the traditional doctor/patient relationship used within psychiatry. 
Although there was some knowledge about the American self-help therapeutic commun­
ities, those models were seen as too authoritarian and too rigid to be applied in the liberal 
society of The Netherlands (Kooyman, 1975a). 

Maxwell Jones' idea to free the patient from the pathogenic, regtessive atmosphere of the 
mental hospital was not new. As early as in 1800, Pinel in France introduced his 'no 
restraint' therapy. This treatment was based upon no violence, work therapy, providing 
recreational facilities, etc. Conolly started a similar system in England in 1850. In 1895, 
open institutions for juvenile delinquents were founded in England. In Germany, Herman 
Simon, who was inspired by Bleuler in Zurich, developed activation therapy teaching 
patients to accept responsibilities. Most of these innovations were, after some time, 
replaced by a traditional authoritarian system especially under pressure of larger numbers 
of patients and lack of staff (Kooyman, 1978b). Sullivan had stated in 1937 that the 
mental hospital can become a school for personality gtowth rather than a custodian for 
personality failures (Sullivan, 1937). Despite this realistic idealism, the psychiatric 
institutions remained opposed to radical changes. 

During the Second World War, in England, several psychiatrists worked in the Army 
Selection Unit where they were confronted with soldiers returning from the battlefields 
suffering from mental breakdown. These men were sent to the Northfield Hospital where 
each ward was run by a psychiatrist more or less in his own way. One of them, Maxwell 
Jones, stressed the importance of the participation of the patients in decision making. He 
called this way of working 'democratic therapy'. The official goal of the treatment was to 
get the patients better so they could return to the battle field. The doctors, however, sent 
their patients home instead. 

One of the psychiatrists, Bion, was asked to introduce group therapy with the purpose of 
rehabilitating the patients to return to war. Meetiog excessive resistance this project had to 
be stopped after six weeks. The authorities then asked Harold Bridger. an army officer 
and former teacher, to take over the project. He accepted on the condition that he would 
be responsible for the management of the entire hospital. His frrst action was to empty 
one ward, call it 'the club' and have his office next to the main room. Bridger waited in 
his office suggestiog to the patients to create a social club in the empty space. After some 
weeks a social meetiog place for all patients of the hospital developed (Bridger, 1985). 
One of the psychiatrists in the hospital, Tom Main, called it a therapeutic community 
(Clark, 1985). 

Sometime afterward, Jones turned a unit of the Henderson Hospital into a therapeutic 
community with daily meetiogs of staff and patients. In what became the new Maxwell 
Jones model the patient was given an important role in the therapeutic process. The roles 
of staff members as well as of patients were now open for discussion. This took place in 
daily community meetiogs of staff and patients. Jones made five basic assumptions for 
therapeutic communities (Jones, 1953): 

1. a two-way communication at all levels 
2. decision-making at all levels 
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3. shared leadership 
4. consensus in decision-making 
5. social learning by social interaction, here and now 

The environment was considered to be sufficiently therapeutic so that no individual 
treatment plan was made. With only one treatment fonnat, the program became selective, 
leaving the majority of the psychiatric patients in the regression-producing environment of 
the traditional hospital. 

Traditional hospitals cause patients to feel isolated, cast out and hopeless. A major 
purpose of the therapeutic community model was to prevent this by giving people the 
self-worth as a result of their accepting responsibility. However, contrary to the American 
therapeutic communities, the Maxwell Jones model treats the individual as a patient up to 
his discharge without giving him the opportunity to become a staff member himself, if he 
so wishes. 

The Emiliehoeve therapeutic community and its roots 

In the early days of the Emiliehoeve Therapeutic Community, it was found that the 
democratic principles of the Maxwell Jones' model, when applied in the way it had 
developed in the therapeutic communities for psychiatric patients mainly suffering from 
neurotic disorders, could become anti-therapeutic. Patients stayed in a regressed state if 
staff was not applying enough pressure towards making them act responsibly. Staff was 
abdicating power instead of delegating it, and as the group as a whole was made 
responsible for everything, individuals avoided their own responsibilities. 

During the frrst months of the existence of the Emiliehoeve therapeutic community 
decisions were made by staff and residents together in consensus or by a one-man-one­
vote system. In making up the plans for the day, the results of the voting were usually to 
go to the beach, to a coffeeshop, to stay in bed, but generally not to go to work or to 
have a group. Since this was not confronted in this democratic process conflicts were 
avoided. The Emiliehoeve staff had not taken into account the level of growth of the 
residents at that time. As problems were talked about and group sessions run along 
psycho-analytical lines, emotions were not dealt with in the group. This resulted in 
outbursts of violence or other acting out behavior. 

After those chaotic months the staff decided to take a closer look into the American 
programs. Two staff members went to an encounter marathon workshop, run by the first 
director of Phoenix House London who had left Phoenix House and had become involved 
as a therapist in the Human Potential Movement. Encounter groups had been developed 
from the Synanon games and had become the main therapeutic tool of the American 
therapeutic communities. Impressed, the two staff members introduced encounter groups 
in the Emiliehoeve Therapeutic Community immediately after their return from the 
workshop. At the same time the importance of the concepts of honesty and openness were 
emphasized. From that moment on, guilt feelings were treated as a nonnal mechanism; 
something that should be talked about openly to get necessary relief, instead of being 
psychiatrically interpreted as a potential symptom of depression. 
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Gradually, with the help of staff and ex-staff members of Daytop Village and Phoenix 
House, a clear and structured program was developed. The staff overcame the initial resis­
tance towards creating resident departments with a hierarchical structure. The staff 
became aware of the fact that it was important to create conflicts that could be worked 
out emotionally in the encounter groups where no racks existed. New residents were now 
usually seen as unreliable, dishonest, manipulative, egocentric and emotionally a child. 
They noticed that the maturation of this child taking place in the structured therapeutic 
environment, was of vital importance for the character disordered resident with his 
pseudo-adult image. No longer residents were seen as being on a equal level regardless of 
the time they had spent in treatment. 

The development of therapeutic communities for addicts in Europe 

With the help of the Emiliehoeve staff, several other therapeutic communities were 
established in The Netherlands. Among them Breegweestee near Groningen, which in its 
tnrn initiated the change of the neighboring clinic for alcoholics (Hoog-Hullen) into a 
structured therapeutic community (Schaap, 1978). Other therapeutic communities for 
addictS were established in The Netherlands (Parkweg i.e.), as well as in Sweden 
(V allmotorp ), either by starting from medical clinic models or from the Maxwell Jones' 
model. Step by step, they became more structured. since the staff realized that it was 
important for the residents to deal with limits. 

In the beginning the staff of the European therapeutic commurnnes consisted almost 
exclusively of professionals. One reason was that there were no ex-addicts available. 
Another reason was that it took time to convince boards and authorities of the fact that 
recovered addicts could become reliable staff members. European professionals went to 
the United States and Canada to learn from the experience of the North American 
therapeutic communities which are based on the Synanon self-help principles and known 
as concept therapeutic communities. Europeans learned the importance of the using of 
older residents as role models and to introduce encounter and confrontation groups in the 
program. 

Therapeutic commurunes developing in Western Europe in the mid 70's sent staff to 
already existing therapeutic communities. With the help of the Emiliehoeve therapeutic 
community in The Hague and the Essenlaan therapeutic community in Ronerdam, the 
therapeutic communities De Sleutel and De Kiem in Belgium were founded. The Emilie­
hoeve therapeutic community was instrumental in helping the development of many other 
therapeutic communities in Europe. Staff from a therapeutic community in Bern, 
Switzerland called Aebi Hus, visited Emiliehoeve, learned about Synanon and after their 
visit discovered some weeks later that Dr. Karl Deisler - a pediatrician once living near 
Synanon and there doctor for some time - was living some miles from their community. 
Since then he became involved in restrucntring their program. 

Staff from an ambulatoty program in Rome, the Centro Italiano di Solidarieta (C.E.I.S.) 
visited the Emiliehoeve program in 1976. They were brought in contact with Daytop 
Village and started their fast growing movement of therapeutic communities in Italy by 
organizing the Third World Conference of Therapeutic Communities in 1978, a few 
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months before they opened their first t.lJ.erapeutic community. The CEIS program in Rome 
helped to establish therapeutic communities in most regions in Italy and also in Spain. 

Programs sent staff to be trained in the Entiliehoeve therapeutic community. Not only 
Dutch programs, but also programs in Belgium, Sweden, Germany, England, Austria and 
in the beginning of the 1980's from Greece received training. In Norway therapeutic 
communities developed from psychiatric hospitals and in 1982 a concept therapeutic 
community was set up with help of Phoenix House London. That also helped to start a 
Phoenix House in Germany. The therapeutic communities in Germany developed rather 
independently. Even Daytop Germany at its start had not much more in common with the 
Daytop Village Program in New York than its name. In Berlin several forms of thera­
peutic communities were developed by social workers. Other German speaking thera­
peutic communities were established in Switzerland. 

Most of these therapeutic communities are more or less structured according to the 
Daytop and Phoenix House model. In France and Denmark structured therapeutic 
communities hardly developed, or only had a shon existence. In France the American 
therapeutic community model was considered not to fit with the democratic principles of 
most workers in the field. Because of the fact that the French authorities did not suppon 
the development of therapeutic communities. communities for drug addicts of a more or 
less sectarian character could develop, such as the Patriarch communities. that also spread 
into Spain and the south of Belgium. 

Many therapeutic communities applying the hierarchical structure of the American 
therapeutic communities were faced with strong opposition from professionals as well as 
politicians. World War II had made people suspicious of the ntisuse of hierarchical 
structures and critics of the therapeutic communities were afraid of the potential abuse of 
power in the system. Actually there is a real risk of abuse of power in a hierarchical 
structured therapeutic community. lt is irnponant to create control systems reducing this 
possibility. For the programs it was imponant to show that a structure in a therapeutic 
community is a tool and not an ideology and that residents are also trained to cope with 
democratic decision making in the last phase of the program, the re-entry phase. 

Almost all therapeutic communities described above have been in contact with each other 
and were mutually influenced. Separate from this movement, therapeutic communities 
according to the Makarenko model based on a socialistic ideology which considers 
working together as the main therapeutic element. were developed in Eastern Europe and 
in Germany; those therapeutic communities did not call their model 'therapy' (Broekaert. 
1981a). 

In 1977 a treatment facility for drug addicts was set up in Poland within a psychiatric 
hospital; the therapeutic community being pan of this facility was called 'Synanon'. This 
name had been given after a Canadian therapist had visited the program. Although the 
group sessions were similar to encounter groups, the staff had never heard of Dederich. 
From 1978 Monar Centers, self-help agricultural therapeutic communities, were estab­
lished in various places in Poland. Their structure showed remarkable resemblance with 
Synanon in the United States. In Yugoslavia and Czechoslovakia professionals established 
therapeutic communities for alcoholics with a mutual help ideology. 
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The conferences of the World Federation of Therapeutic Cornmunities are important 
occasions to meet and to exchange ideas and experiences. The first European Conference 
of Therapeutic Communities in 1982 was held in Eskilstuna, Sweden. The main theme of 
the Eskilstuna conference in 1982 was the tltird generation of therapeutic communities. 
The second generation of therapeutic communities developed in Europe copying the 
principles of the fust generation. of the Daytop and Phoenix House programs. Third 
generation therapeutic communities were seen as programs which added new therapeutic 
elements to the original concepts. 

The professionals of the European therapeutic commumnes introduced group therapy 
developed from the same belief in the possibilities of human beings to grow and change 
that is basic to the philosophy of the North American therapeutic communities. 
Psychodrama, trans-actional analysis, primal scream groups, the New Identity Process or 
bonding therapy groups and bio-energetic groups were added to the programs. Other 
developments were introduction of family therapy and individual psychotherapy for 
residents in the re-entry phase of the program. Therapeutic communities with vatying 
structures were founded enabling different populations to benefit from a therapeutic 
community program. As each therapeutic community offers just one type of treatment, the 
model cannot be applied for all kinds of people. The challenge of the future is to discover 
which type of therapeutic community model can be best matched to each individual. 

While most therapeutic communities for addicts outside Europe are highly structured with 
hierarchical staff and resident structures many European therapeutic communities use a 
more egalitarian model. The latter are more like the therapeutic communities in the 
psychiatric field having a democratic structure (Jones, 1979 and 1986, Zimmer-Hofler, 
1981). Therapeutic communities of over twenty-five residents have usually adopted the 
hierarchical structure of the American programs. European therapeutic communities are in 
turn, influencing North American therapeutic communities by, for instance, pointing out 
the importance of introducing creativity into the program. Also, they show that residents 
can learn skills, such as gardening, farming and printing during their stay in the program. 
In Europe, as well as in the United States, detoxification centers linked to a therapeutic 
community were established. Also day centers and evening programs were founded based 
on the drug-free therapeutic community concept. Therapeutic communities in Europe have 
started to expa.~d into fields of self-destructive behaviors other than drug addiction. The 
concepts of a hierarchical therapeutic community could be successfully used in the treat­
ment of alcoholics (Schaap, 1987). 
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CHAPTER3 

TREATMENT THEORY AND PHILOSOPHY 

The etiology of addiction 

One of the problems in the treatment of addiction is that one can look at the problem 
from a great variety of viewpoints: as being mainly a problem of biochemical dysfunctio­
ning of the body, a problem of anti-social or deviant behavior of a person, as a result of 
inborn or acquired vulnerability to addiction, as a result of a pathological family interacti­
on, as an illness. Trimbos (1980) pointed out that the many definitions of addiction are 
usually saying more about the viewpoint of the person who made the definition than of 
the phenomenon itself. 

Most theories on addiction are concerned with the etiology. Few describe addiction as a 
system. By describing a possible cause we do not get a definition of addiction. It is like 
describing the condition 'fever' by explaining how a person can get a fever by being 
infected by a virus. having a pneumonia, an infection of the urinary tract, being bitten by 
a malaria mosquito or suffering from a heat stroke. It does not tell us much about the 
fever itself. It tells us only about the many ways in which we can get a fever. Addiction 
in the same way as a fever is a condition that can be caused by many factors which can 
interact and reinforce each other. Addiction is not a disease just as fever is not a disease. 
but rather a symptom of an underlying disturbance. The nature of this disturbance can be 
psychological, interpersonal and/or social. Psychological problems can vary from a 
character disorder to neurotic or psychotic disease. 

Addiction can be considered as a self-administered medication to diminish feelings of 
tension or pain from a large variety of origins. There may exist an underlying psychologi­
cal disorder, such as a schizophrenic or affective psychosis, a borderline syndrome, and so 
on (Kooyman, 1986a). In case of such a severe underlying psychiatric disorder, successful 
treatment in a regular therapeutic conununity for heroin addicts cannot be expected. The 
behavior of such patients is too complicated for the staff and fellow-residents to deal 
with, so their admission usually results in rejection and expulsion from the therapeutic 
conununity (Lakoff, 1978). Most residents of therapeutic communities belong to the 
character disorder type of heroin addicts. The most prevalent lifetinte disorder other than 
substance dependence found in a research in the detoxification center, linked with the 
Emiliehoeve therapeutic community, was the antisocial personality (Hendriks, 1990). 

The many theories on the etiology of addiction can be divided into biological, 
psychoanalytical, behavioristic, system oriented, social and self-medication theories. 

Biological theories 

The biological theories focus on a possible existence of inborn or acquired physiological 
conditions making a person vulnerable for an addiction. The discovery of a hereditary 
component in alcohol addiction supports this theory. It is part of the philosophy of the 
AA, advocating to its members life-long abstinence (Mullan, 1989). Legalization of arr 
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addiction to methadone was based on a biological theory, the metabolic deficiency theory 
of Dole and Nyswander. They based their theory on the fact that they found in their 
methadone maintenance program that when craving for heroin was eliminated by 
methadone, the antisocial acts previously exhibited by their clients disappeared (Dole, 
Nyswander and Warner, 1968). Change of the life-patterns of heroin addicts treated in 
methadone maintenance programs where evaluated later and the potential negative side 
effects of this programs led the inventors of the method ten years later to the following 
conclusion: 

"Perhaps the limitations of medical treatment for complex medical social problems 
were not sufficiently stressed. No medicine can rehabilitate persons. Methadone 
maintenance makes a frrst step possible towards social rehabilitation by stabilizing 
the pharmacological condition of addicts who have been living as criminals on the 
fringe of society. But to succeed in bringing disadvantaged addicts to a productive 
way of life, a treatment program must enable its patients to feel pride and hope to 
accept responsibility", (Dole and Nyswander, 1976; Dole, 1988). 

If addiction would be caused only by biological factors, compulsory detoxification could 
be the answer. The truth is that treatment really starts after detoxification has taken place 
and understanding how to prevent a relapse is more important in treatment of addiction 
than how to detoxify the addict. 

The discovery of endorphines, morphine-like substances in the human body, led to 
speculations that disturbances in the endorphine system could cause a need to consume 
endorphine-like substances when available. Endorphines may play a role in the etiology 
and maintenance of addiction behavior. These endorphines can stimulate seif-injecting 
behavior when the substance is injected in the cerebral fluid. Endorphines can be regarded 
as physiological tranqulllizers (van Ree and Fraenkel, 1987). Opiates can replace 
endorphines at the receptors in the body. When the opiate is no longer administered at the 
opiate receptors, the morphine is not yet replaced by the endorphines that have not been 
produced sufficiently by the body, leading to abstinence symptoms (Noach, 1980). 

Apart from the discovery of the existence of morphine-like substances produced in the 
body, animal behavioral experiments provide lnteresting results that help to understand 
both the etiology and the process of addiction and other deviant behavior in man. Animals 
in laboratory experiments can become addicted to morphine. Rats preferred the drug to 
food (Weeks, 1962). It could be well established that animals do inject themselves with 
the same drugs that humans abuse and not with drugs that humans do not abuse (Griffith 
et a!., 1980). Hathaway found that rats in a more natural environment instead of the small 
box, used in laboratory experiments did not get addicted to morphine when exposed to the 
substance (Hadaway, 1986). 

Rhesus monkeys that had been separated from the mother after birth and were kept 
socially isolated as well as monkeys that had been separated at different intervals from the 
mother, were found to consume more alcohol when exposed to this substance than the 
non-isolated or separated controls (Van der Kolk, 1987). Van der Kolk cites research by 
McKinney who found extreme violent reaction on the administration to isolated monkeys 
that were not present among normal controls. Separation from the mother causes in 
animal as in human beings a panic reaction. It is apparently a painful experience. The 
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separation cry of animals disappears in laboratory experiments after administration of a 
cenain dosage of mOJ:phine which does not effect the general behavior. After administra­
tion of the opiate antagonist naloxone, the separation cry returns. Other substance such as 
valium, barbiturates, amphetamines, alcohol and meprobariate were not able to repress the 
separation cry. Apart from morphine also imipramine and clonidine had a similar effect. It 
is worth mentioning here that clonidine is effective in reducing the abstinence symptoms 
of opiates. When monkeys were given naloxone this increased their attachment behavior. 
VanderKolk (1987) also mentioned that social isolation of animals was found to increase 
the number and activity of the opiate (endorphine) receptors in the brain. The areas with 
the highest density of opiate-receptors are those who in laboratory experiments were 
found to be important to sustain social relationships. The brain circuits involved with 
separation are those connected with the experience of pain. 

Experiments with rhesus monkeys have shown that young animals preferred the fur of an 
artificial mother to an iron mother with a milk bottle (Suomi and Harlow, 1970; Harlow, 
1971). Bowlby, among others, has reported that children in the same way as young 
monkeys showed an increased tendency to cling to the mother when they experience the 
threat of danger. This, as in children, persisted when the mother was brutal, neglectful and 
representing a danger herself (Bowlby, 1984). When monkeys were only isolated duting 
the first few months of their life and were then brought into contact again, they were 
developing normally. When this was not done or was done later in life, they showed 
serious abnormal behavior (Griffin and Harlow, 1966). The abnormal behavior was 
characterized by aggressive behavior to other monkeys and also to their own offspring, 
even trying to kill their babies and unable of normal sexual behavior (Harlow, 1971). 

Suomi (1984) found a critical age as well in relation to both the acute despair reaction 
and the long term effects. He found that monkeys separated 90 days after their birth were 
showing more abnormal behavior than those separated after 30 or 120 days. This seems to 
be a critical period in the development of monkeys, in which they are more vulnerable to 
the effects of separation and subsequent isolation. When the monkey had been separated 
from their mother, but were kept together with their peers, they showed less despair 
behavior. They also were behaving normally after 3 to 4 years. ln stress situations they 
were behaving abnormally again (Suomi and Harlow, 1972). Mason (1967) found in 
studies with chimpanzees that the young ones were playing when the mother was near. 
Being separated they didn't play and back with their mother they clinged to her; the 
longer they had been separated, the more they clinged to the mother. After amphetamines 
had been administered to the young ones -making them physiologically more alert- the 
playing disappeared and the clinging increased, He postulated that the physical contact 
with the mother was probably stimulating the opiate system in the body, thus neutralizing 
the effect of the amphetamines. Playing was stimulating the noradrenergic system in his 
opinion. 

The reason for referring rather extensively to this animal research is that it provides 
evidence that in animals due to traumatic painful experiences a variety of behavioral 
abnormalities occur characterized by anti-social or violent behavior and inability to take 
care of their offspring when they give birth after having been artificially inseminated, 
Drugs with abuse liabilities as well as neurotransmitters play a role in these behavior 
patterns. There seems to be a critical period which could coincide with the myelinization 
of the areas on the brain, related to attachment behavior. Not only a psychological 
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traumatization can occur but also a physiological traumatization that may lead to receptors 
becoming more numerous and hyperactive (Kraemer, 1985). When traumatized monkeys 
are mixed with normal peers they recover from their obvious abnormal behavior. We can 
speak of peer treatment and social learning by social interaction when we look at the 
analogy of treating drug addicts in therapeutic communities. 

Biological theories and research may offer us more insight into the etiology of addiction. 
In people that become addicted a biologically explainable vulnerability may exist through 
early traumatization resulting in abnormal behaviors, one of them being substance abuse 
as an attempt to overcome the handicap. 

Psychodynamic theories 

Early psychoanalytic literature focused on the perceived relationship between drug abuse 
and libido. Freud considered use of narcotics a substitute for sexual satisfaction; his 
followers saw addiction as a result of a disturbed childhood. Parts of the personality had 
not developed normally and got stuck in the 'oral' phase, in the first years of life when 
the mouth was the most important organ and the mother figure was especially important 
as the provider of food (Platt, 1986). Analogical to being fixated at the oral phase, 
persons who inject drugs could be seen as regressed to an even earlier phase in their 
development, the umbilical phase. 

The dependence on the effect of heroin and the involvement of the accompanying 
lifestyle can be regarded as an adaptation to an impaired ego-development. A heroin 
addict of the character disorder type suffers from defects In the pre-genital development 
of the personality. Particularly In the separation{rndividuation stage, the period in which 
feelings of self-esteem, control of impulses and super-ego function are developed, a 
critical period can be found in the family situation. Usually the child received inconsistent 
messages and unclear limits were set to his behavior; the parents were frequently absent 
and often there was a serious emotional deprivation. In this situation the child develops 
guilt feelings and thinks that he caused the loss of affection. As a result, painful effect are 
linked to feelings of hopelessness, being worthless and unlovable. Often an extreme 
separation anxiety develops in the absence of an internalization of positive object relations 
and an impaired super-ego development is unavoidable (Hollidge, 1980). The foundation 
is then set for a serious inhibition for separation from the parent's home in late adoles­
cence. Use of drugs can meet the needs to control this critical phase in life in a narcistic 
way. The need for affection and support from a parent can be met immediately. Accom­
panying feelings of guilt are linked with the notion of not being entitled to good feelings 
and affection. The unavoidable misery linked to drug use is a symbolic solution for this 
internal conflict. The addict is as dependent on the positive experience of the drug use as 
on the accompanying misery (Kooyman, 1985b). Prior to their first drug use, these addicts 
display a behavior which serves as a protection against unconscious, painful feelings. The 
subsequent use of drugs helps them to attain the same goal. 
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The addict is unable - and already was so before his drug use - to ask other people for 
help in a direct way. He controls the situation through manipulative behavior. protecting 
himself against rejection. His behavior is aimed at immediate gratification. Addicts have 
no trust in the future: they have a basic distrust of others as well as an absolute lack of 
self-confidence. Contrary to common belief, addicts do not enjoy the pleasures of life. 
They fear success and tend to behave in a destructive manner. This fear of success in fact 
is based on the fear that success cannot last very long, that it will be taken away. To 
eliminate this fear the addict tends to destroy his success. The addict can he regarded as a 
person who is as unconsciously trying to be an infant again, completely dependent, 
without responsibilities. Regression to a narcissistic state,. characterized by immediate 
gratification of primary needs, is the result of the early childhood experiences in which 
individuation and separation could not develop in an atmosphere of trust and basic 
security (Khantzian, 1980). 

Szasz (1958) offered an explanation for addiction as the result of a counter-phobic 
mechanism by which the addict seems to dramatically and repetitively reenact situations 
of danger in which the ego hopes to achieve mastery. He also suggested the importance 
of the super ego which aims at ritually persecuting the drug user (Szasz, 1975). Wormser 
argued that drug addiction differs from occasional drug use and can be seen as a symptom 
embedded in a overall lifestyle (Wormser, 1972). 

In research conducted by Kaplan and Wogan (1978) using the psychoanalytic concepts, a 
unitary type of addictive personality could not be found applicable to heroin addicts. The 
wide variation in addict character types makes thinking of an 'addict personality' 
according to the authors probably counter productive. Treatment appropriate for one 
character type may be disastrous with another. In their research the super-ego factor, 
related to the family structure, accounted for most of the variation in the addiction of 
heroin users. The role of id and ego factors seemed secondary to that of the super-ego. 

Already in 1933 Rado considered a high level of tension and little tolerance for pain to he 
essential for addicts (Rado, 1933). Casriel, who was his pupil at the Columbia Univer­
sity's Psychoanalytic Clinic for Training and Research (where the Adaptional 
Psychodynamic Theory with its concept of the fight-fight response to a threatening 
situation was developed) considered the addict as pain-dependent. Rather than reacting in 
a fight or flight response the addict reacts by emotionally freezing and remaining in an 
encapsulated position as a response to danger. Casriel was in 1962 one of the founders of 
Daytop Lodge, the first therapeutic community for addicts in the United States sponsored 
by Government Funds. Using his experience at Daytop Casriel developed a new kind of 
psychotherapy, called bonding psychotherapy or the New Identity Process (Casriel, 1972). 
The Adaptional Psychodynamic Theory had departed form Freud's concepts of inborn 
libidinous drives, basically of sexuality and aggression. Aggression was not seen as an 
instinctual drive but rather as a defense against danger, real or imaginal. Casriel defined 
bonding as being emotionally and physically close to another person. He considered 
bonding as a primary biological need, such as food, oxygen and sleep. Fulfilment of these 
needs gives pleasure. Lack of fulfilment results in pain. Also thoughts of fulfilment can 
bring up pleasure and thoughts of lack of fulfilment can bring up pain. Lack of bonding 
makes a person vulnerable to a great variety of psychopathology, one of these is addic­
tion. The therapy developed by Casriel is far different from the traditional psychoanalytic 
therapy. He stressed the importance of showing emotional involvement by the therapist 
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and advocates self-disclosure while in traditional psychoanalysis the therapist is detached, 
benign and objective. Bonding psychotherapy has become a useful treatment method and 
has been successfully introduced in therapeutic community programs. 

Traditional psychoanalysis however has been largely unsuccessful in the treatment of 
addicts. Krystal (1988) describes drug addicts as early traumatized persons. Their 
transference for the therapists is that of an idealized omnipotent mother. They usually 
react at painful clarifications of the therapist by using drugs again. They are not enough 
in contact with their emotions to make traditional psycho-analysis using transference 
phenomena in the therapeutic relation impossible. Braner (1973) recognized the need for 
psychotherapists to become personally involved with addicted individuals to be successful 
in their therapy. Glasser (1965) mentions that without such an involvement there can be 
no basis for any therapeutic relationship. Khantzian (1982) noted that a major appeal of 
opiates is their anti-aggressive action. He suggested that addicts who had been exposed in 
their childhood to physical abuse and violence possessed strong feelings of aggression and 
sadism towards others. Using opiates made it possible to escape from the dysphoria 
associated with anger and rage allowing them to remain calm and relaxed. 

One of the psychodynamic views on addiction is the self-esteem theory. In this theory 
developed from Adler's individual psychology. self-esteem is seen as the major 
psychodynamic mechanism underlying all drug use and abuse. It postulates that all 
behavior is medicated by the individual" s attempt to protect the • self' within the social 
environment. Self-esteem develops slowly during the socialization process. The foundation 
is developed early in life and is present at the time the prototype of the personality is 
formed. This does not mean that self-esteem cannot be changed positively or negatively 
later. since the individual is very much responsive to social pressure. Self-esteem develops 
through exponential behavior involved in mastery of situations and achieving one's goals. 
Low self-esteem may result from setting goals to high or from not achieving realistic 
goals. because there is a lack of confidence in the ability to attain them. The latter may 
happen when a parent or significant other does everything for the child. never allowing 
him of her to develop talents for mastery (Steffenhagen. 1980). 

Low self-esteem may result from an overprotective mother, taking away all responsibility 
for the child's behavior. Approval and rewards are seen coming only from superior per­
formance, leading to the setting of high goals and to develop compensatory safegnards, 
such as, "If I had not had a headache, drunk, used drugs, I would have done better on my 
exam." Low self-esteem may also develop in a situation where a child gets no attention of 
the parents as may be the case in an impoverished environment with neglecting parents. A 
person who developed low self-esteem feels a need to protect this poor self-image, 
through compensatory mechanisms which creates further problems in interpersonal 
relations, adding to the feelings of inferiority. A person with low self-esteem will respond 
more negative to stress than a person with high self-esteem. To cope with oversized goals 
and low self-esteem, the individual may turn to drug abuse. 
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Behavioral or conditioning theories 

Behavioral and emotional responses can be learned and unlearned. Reactions to behavior 
can reinforce the behavior or have a punishing character. Important in this view is to 
question what is reinforcing the addictive behavior. In therapies the goal is unlearning the 
addictive behavior and replacing it by other behavior. Both classical and operant condi­
tioning factors play according to Wilder (1973) a central role in the process of addiction 
and relapse. Two definitions, pharmacologic reinforcement and direct reinforcement are 
central in Wilder's theory. He was convinced that narcotic-induced euphoria and fear of 
aversive withdrawal states were not sufficient to account for addiction. There is an 
interaction with other sources of reinforcement and he called this direct (not through the 
drug) reinforcement. The fact that there is a rapid tolerance for the euphoric effect of the 
drug -the addict only wants to feel normal- and that fear of abstinence is not totally 
realistic, especially as many heroin addicts experienced rather painless withdrawal by 
methadone substitution, support his view that there are other factors conditioning the use 
of drugs. Another fact supporting his theory is the onset of withdrawal symptoms in 
addicts when after detoxification they returned to environments where they had previously 
used. 

In the view of behavior therapists, attitudes and social norms are regarded as the main 
determinants of the intention to produce a certain type of behavior. In the therapy it is 
explained to the client that he is responsible for his own behavior (Stoop et al., !987). 
The goal of the therapy is unlearning the choice of addictive behavior in a certain 
situation associated with drug or alcohol use and replace this by other behavior. 

System oriented theories 

Addiction can be seen as a result of a pathological equilibrium in a relationship or in a 
family system. In a relationship the addict creates a possibility for the partner to be the 
strongest of the two. In a family system the addict distracts the attention from other 
problems and keeps the family together being a common focus of their attention. 

With adolescent drug addicts there seems to be a 'leaving home' problem. Intense fear of 
separation occurs from both sides as the child attempts to maintain close ties with the 
family as well as prepares to leave the parental home. Drug addiction is a solution for 
getting a pseudo-independence, a pseudo-individuation (Stanton and Todd. 1982). Van der 
Kolk (1992) states that early traumatization by parents leads to a "negative bonding". 
Parents stay the most important persons when the children grow up. The children do not 
develop normal peer relationships and they have difficulties to leave the parental home. 
Addiction has been found to be associated with early childhood separation and 
overprotection by the parents (Tennant and Bernardi, 1988) and emotional rejection 
during childhood (Kaplan, Martin and Robbins, 1984). Both over-involved, as well as 
detached neglectful parents have been found in families with addicted children (Kaufman 
and Kaufman, 1979; Steffenhagen, 1980). Parents rarely award acceptable behavior of the 
addict, while giving strong negative attention to negative behavior (Reilly, 1976). A lack 
of boundaries is found between generations (Alexander and Dibb, 1975; Klagsburn and 
David, 1977). Parents often give inconsistent or double messages to their children and do 
not set clear limits to negative behavior. 
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In the families of most male heroin addicts is an overprotective pennissive mother in 
combination with a passive, emotionally absent father (Fon, 1954; Rose, Bat\jes and 
Leukefeld, 1984). Stanton and Todd (1982) described a pathological homeostasis in the 
families of addicts. Often drug addicts who have been successfully treated for their 
addiction relapse and return to their parents home when a crisis in the family has occurred 
(Stanton and Todd, 1982). Cancrini et a!., (1985) constructed typologies of families of 
drug addicts (see Part I Chapter 6). Family and partner relation therapy of addicts are 
based on the systems theory of addiction. 

Social theories 

Drug abuse can be seen as a result of a dysfunctioning society. People use drugs to 
escape from the pressure of society or as a protest against the norms in the society. Drug 
users are stigmatized and eliminated from society. They are used as scapegoats by the 
persons who are adapted to the society for things that go wrong. Some advocates of the 
social theory argue not to treat any individual drugs addict as this would not change the 
real cause of addiction: the dysfunctioning society. They argue that treatment would only 
stigmatize people who are not abnormal nor patients. Zinberg (1984) stated that addiction 
and controlled use are interrelated. Rituals and sanctions modulated the interaction. The 
social environment plays an important role in leading to addiction. His view is supported 
by the fact that most of the American Vietnam veterans who had been addicted to heroin 
in Vietnam, could stop their use without problem as soon as they had returned home. 

Biernacki (1986) places the social theory within the framework of social identity and 
other cognitive processes that fix the addict to the social environment and provide others 
the potentials and obstacles for recovery. He studies the process of natural recovery from 
heroin addiction and found that addicts who had identified with the identity of a junky 
were less likely to recover from their addiction without professional help than addicts who 
still had other identities in jobs, relationships or social roles. 

The self-medication theory and other psychiatric theories 

Addicts can be regarded as psychiatric patients. When they use alcohol or drugs their 
symptoms are diminished. Symptoms of depression or schizophrenia disappear through 
the drugs taken. This theory can explain that after detoxification psychiatric syndromes 
may appear. In the third edition of the Diagnostic and Statistic Manual of Menta! 
Disorders (DSM III), published by the American Psychiatric Association, a division is 
made berween substance abuse and substance dependence, the symptoms are described on 
strict criteria (DSM III, A.P.A., 1980). A revised description was published in the DSM 
III-R (A.P.A., 1987) while the fourth DSM version is currently being developed. 

The psychiatric theories are largely descriptive. McLellan developed an instrument to 
measure the severity of the addiction complex, the Addiction Severity Index (McLellan et 
a!., 1980, Hendriks, 1990). In research using this instrument with dimensions along seven 
categories (medical, employment, alcohol use, drug use, legal, family/social and psychia­
tric status) an absence of a relationship berween severity of the abuse and severity of 
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concomitant problems called into question the view of addiction as a progressive disease 
as described by Jellinek (1960). 

The tendency of relapse after prolonged periods of abstinence had led to the concept that 
addiction is a lifelong chronic disease as charaCterized by Alcoholic Anonymous: once an 
addict, always an addict. As a consequence of this concept of addiction, as a chronically 
relapsing disease, Marlatt (1985) developed a relapse prevention prograzn. However, 
maturing out of heroin addiction, when drugs cease to have their adaptive function 
necessary in earlier years, is also described (Winick, 1962; Biernacki, 1986; Swierstra, 
1986). In a follow-up study Vaillant (1973) found that after 20 years 35 to 42% depend­
ing on the defmition had achieved stable abstinence. However, in a study by Harrington 
and Cox (1979) following up a cohort of 51 addicts, one was found drug-free or absti­
nent, so far this sample the maturation theory does not hold. 

The adaptation-disease debate 

From the multiplicity of theories it is difficult to conclude that addiction is a disease and 
therefore a medical problem. Critical attention to the disease model has been recently 
intensified in the debate of the adaptation model versus the disease model. From the 
1930's, research and treatment of alcoholism had been dominated by the disease concept, 
which thanks to the efforts of Alcoholic Anonymous, gradually replaced the moralistic 
view of alcohol addiction. It was Jellinek who described alcoholism as a progressive 
disease with different phases (Jellinek, 1960). 

In the disease model persons can become susceptible to drug addiction. The susceptibility 
is generally attributed to a genetic or metabolic defect or to psychological damage occur­
ring in childhood. When a susceptible person is exposed to the substance and environ­
mental stress, drug addiction a likely to result, leading to problematic behavior. In the 
1960's the disease concept began to be criticized and addiction was regarded more and 
more as being initially as a behavior problem (Schippers, 1984). In the opinion of Schaap 
(1987) much of this criticism has to do with a narrow somatic definition of the medical 
model and alcoholism. Van Dijk (1976) responded to the criticism by describing the 
criteria of the illness. He describes the diagnosis, the etiology, the prognoses, the therapy 
and prevention of the disease. 

The view on alcoholism and other addiction as a disease has been beneficial for the 
addict in facilitating treatment, as well as neutralizing the view that the addict is funda­
mentally immoral and of weak will. On the other hand it provides the addict an excuse 
for his self-destructive behavior and may reinforce the attitude that he is not responsible 
for his situation. The disease model has provided justification for violent police and 
military actions against drug traffickers in a war that seems to have no results at all. Des­
cribing addiction in medical terms or in classification systems as the DSM ill is not based 
on etiological theories and do not give therapists guidelines for treatment The descrip­
tions may be only part of the problem. Instead of labelling an addict as a patient, Trimbos 
(1980) speaks of risk taking deviant behavior. Schippers (1984) speaks of lifestyle 
problems. 
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The addiction problems are not solved by prescribing the drugs to addicts as practiced in 
'low threshold' methadone programs, which do not put a demand to stop taking drugs 
(Driessen, 1987). Even prescribing heroin as was done in Great Britain did not stop 
addicts from continuing taking additional drugs (Denham, 1978). Clients of the Amster­
dam methadone program had started to use the money they had collected by stealing or 
prostitution to buy other kinds of drugs such as cocaine (Kooyman, 1984a, 1986). Jansen 
and Swierstra (1983) found in a research among heroin addicts in the Netherlands that 
more than half of the addicts in their sample had been involved in criminal behavior 
before they started to use drugs. The use of heroin seems to fit into a particular lifestyle 
(Van de Wijngaan, 1987). 

Alexander (1987) described addiction as a way of coping with difficulties. In his adaptive 
model the persons at risk of addiction are those who have failed to achieve the generally 
recognized levels of self-reliance, competence, social acceptance and self-confidence, that 
are the basic expectations of adulthood. They have failed to grow up. Addiction provides 
some kind of identity and purpose in life, while they have no alternative. Rather than 
seeing drug addiction as a cause of many problems in the adaptive model it is seen as the 
result of many problems in the same way as one can consider gambling, criminality, 
excessive use of food, television and sex as being the result of an inability to cope with 
the problems of life. In the disease model, susceptibility suggest a passive vulnerability to 
addiction. In the adaptive model the addiction is seen as a choice in searching an 
organizing principle in life when normal motivation is derailed. Supporting the adaptive 
model is the fact that exposure to drugs does not necessarily result in addiction. The 
adaptive theory does, however, not explain the progressive self-destructive nature of 
severe addiction (Alexander and Hadaway, 1982). 

Another view to look at addiction rather than to cope with stress is the sensation seeking 
theory (Zuckerman, 1970, 1986; Platt, 1975). This theory can explain why some people 
use drugs, but not sufficiently why they cannot stop this behavior. From an adaptive point 
of view punitive measures directed at both traffickers and users are counter productive. 
Successfully prohibiting the drugs would only force t.!Je addicts to choose another 
substitute adaptation. Punitive treatment of addicts can only exacerbate their sense of 
failure, and is therefore likely to increase their need for addiction. 

Interactive models 

Not one of the above described theories can fully explain the existence of addiction. They 
can however explain part of it; all views are valid in a way, they focus on different 
factors, which can to a larger or lesser degree play a part in the origin of addiction in a 
certain person. These factors are also interacting. An interactive model of drug-depend­
ence was developed by the World Health Organization working groups on "Nomenclature 
and Classification of Drug- and Alcohol Related Problems" (Edwards, Arif and Hodgson. 
1981). In this model dependence is considered as a psycho-physiological-social syndrome, 
determined by a complex system of reinforcements. It cannot only explain how a person 
can become an addict but also points at the factors that keep the addict in his addicted 
position. 
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Van Dijk (1979, 1980) gave an excellent description of the forces keeping a person 
addicted. In addiction considered by him as an autonomous, self-continuing harmful 
process, there are factors operating as vicious circles: the phannacological, the psycho­
logical, the social and the cerebra-disintegrative circle. He initially used this concept for 
alcohol addiction, but later transformed the principle to other addictions. The phannaco­
logical vicious circle means that as a result of stopping to use the substance, abstinence 
symptoms may occur. These symptoms disappear when the addict uses again. There is 
also a psychological vicious circle. Feelings of shame and guilt on being an addict may 
lead to continue the use in order to diminish these feelings. Then there is a social vicious 
circle. The addictive behavior leads to conflicts. Society stigmatizes and isolates the 
addict; subcultures develop and this makes it dlfficult to escape from the addict-identity 
the user finally assumes. The cerebra-disintegrative vicious circle is especially apparent in 
alcohol addiction; excessive use can impair the integrative and regulating functions and 
because of this, the individual has less resistance to his craving to use again. The concept 
of the vicious circles helps us to understand what keeps the a<!dict addicted. For the 
treatment of addiction this is of even greater i111portance than its etiology. 

Using drugs or alcohol dependently is described by Uchtenhagen and Zimmer-Hofler 
(1981) as being caused by a disturbed balance between the following factors: 

1. outside pressure 
2. support from the environment 
3. the autonomy of the individual 

When one of these factors dominates the others or if one of these factors is not sufficient­
ly present, the individual experiences stress. 

The use of a drug can temporarily diminish these feelings of stress. The addict has found 
a surrogate solution for his problems. He feels good despite the threatening, boring or 
painful experience of personal. interpersonal or social origin. He got trapped in the 
vicious circles of the addiction: his only remaining problem is how to get hold of the drug 
in order to feel good or just feel normal. Provided the drug is easily obtainable and its use 
does not cause additional problems such as a poor physical condition, lack of money, or 
the threat of being arrested, a motivation to stop using the drug will generally not occur. 

Negative and positive motivation 

In most cases external factors will lead to a decision to ask for help. Very often however, 
the addict will end up in playing a game with the physician or the social worker in order 
to continue his addiction. If external factors are a real burden, the addict may ask to be 
admitted to a treatment center. This can be called a negative motivation. We can consider 
the admission as a first necessary step to treatment, a step that is not easy to take. 
Stopping the use is only a first step into treatment (Kooyman, 1985b). A positive motiv­
ation 'the wish never to return to drug use' usually develops not earlier than after a few 
months of treatment (Kooyman, 1975c). 
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Concepts used in the therapeutic communities 

The tilerapeutic communities have developed from experience and have made their clients 
active members in the therapy of themselves and other fellow-residents. Botil tile 
tilerapeutic communities for addicts, originating from the self-help movement in tile 
U.S.A. and the tilerapeutic communities for psychiatric patients, that have developed in 
Europe after World War II, have in common that tiley are a reaction to tile punitive care, 
custody and control mentality of treatment institutions (Bratter, 1985; Goffroan, 1961 and 
Szasz, 1970). The therapeutic communities for psychiatric patients and tile therapeutic 
communities for addicts have originally developed independently of each other. ln tile 
European therapeutic communities based on egalitarian and democratic principles 
described by Jones, the patients were given respect and power by the professionals, who 
stepped down from tileir thrones and shared their opinions with the patients -called 
residents now- in open discussions. What happened during the day was reviewed in group 
meetings. The main tilerapeutic element became learning by feedback on actions called 
social learning in social interaction (Jones, 1953, 1983, 1984). 

The therapeutic communities of tile Jones' model proved to be largely ineffective in 
treating addicts (Kooyman, l975a,d; Kooyman and Braner, 1980; Schaap, 1977, 1987). 
The democratic structure requires functioning on a more or less adult level; most addicts 
who are admitted to therapeutic communities are not capable of doing so. Moreover 
inability to function on an adult level may well be a cause for their addiction. 

ln the U.S.A. treatment of heroin addiction had been not very successful until the 
emergence of Synanon in 1958 and was dominated by the psychoanalytic approach. 
According to Braner (1985), Mowrer was one of the first authors rejecting the 
psychodynamic model. He believed that behavior should be considered as a manifestation 
of irresponsibility rather that a disease and concluded that psychodynamic therapy was 
'non-tilerapeutic'. Psychoanalysis subtly relieves tile patient of tileir responsibility for tileir 
acts and behavior. ln Synanon the addicts were given the opposite message tilat they were 
tilemse1ves responsible for their problems: "Nobody else than you yourself put tilat needle 
in your arm" (Braner et al., 1985a). ln tile American self-help therapeutic communities 
tile addicts were given respect and power by not treating them as criminals or patients but 
as persons that had been stupid to choose for addictive behavior, and telliug them that 
tiley could act responsibly and take an active role in their rehabilitation, helping them­
selves as well as others. They became the only treatment organization were former clients 
were expected to be able to become staff members and even the directors of tile organiz­
ation. 

Tile concepts of Synanon 

Some months before Charles Dederich had founded Synanon, a community of AA­
members and ex-drug addicts. The AA-movement had formally excluded drug addicts 
from their membership. ln the AA-groups held in his home Dederich had developed a 
technique which was called tile Game, a leaderless grouP"meeting where it was safe to 
say anything witilout editing. The group centered on one person at a time for about 
twenty minutes and then moved on. The norm was to attack aggressively a person who 
was on the 'hot seat' and not to defend tllis person, to break all contracts; i.e. tacit or 
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deliberate collusions with someone to conceal material during the game. The composition 
of the group was continually shifted to maximize variety input (Deitch and Zweben, 
1979). 

Dederich, a great charismatic and qualified leader had broad philosophical interests 
(Freud, Thoreau, Bhudda, St Thomas, Plato, Emerson). Ralph Waldo Emerson was often 
cited ("There is a right way to do everything, even if it is just boiling an egg") and his 
essay on Self Reliance was for Synanon members obliged literature as well as his essay 
on Power (Patton, 1973). In Synanon the following ideology was developed: Addicts are 
irresponsible individuals. They used drugs or alcohol to escape from the frustrations and 
tensions of daily life. To be successfully treated, a re-education is necessary to learn new 
values and attitudes. This ideology was based on: 

. the belief that each individual had a potential to grow 
- the necessity for each person to develop his creative potential 
. the notion that a person has to take the decision to grow and change himself; 

others can only assist by being a role-model, by showing concern and involve­
ment 

- the goal to live together is happiness (Broekaen, 1976). 

In later years Synan on called itself a religion, mainly to qualify for tax exemption. 
Before this was established the Synanon prayer was written: 

"Please let me first and always examine myself, let me be honest and truthful, let 
me seek and assume responsibility, let me understand rather than be understood, 
let me trust and have faith in myself and my fellow man, let me love rather than 
be loved and let me give rather than receive." (Garfield, 1978). 

The game remained the main tool to help the individual change. It was also a place were 
interpersonal conflicts could be worked out in the openness (Simon, 1974). Self-disclosure 
was stimulated: make your life public. The basic philosophy of the game found its source 
in the AA's 4th step: to take a fearless and searching look at oneself (Deitch and Zweben, 
1979). The game has developed within Synanon from ag,oressive attacks on negative 
behavior to discussions with a lot of humor and exaggerations to break through a 
participants defense. The games were 'played' in a more relaxed atmosphere, although 
there were still periods of attacks and confrontation (Broekaen, 1976). 

Kahlil Gibran was one of the philosophers that influenced Synanon. A passage frum his 
book 'The Prophet' was frequently quoted: "And a single leaf turns not yellow but with 
the silent knowledge of the whole tree." The sociologist Yablonsky. who is also a 
psychodrama therapist, spent some time in Synanon and wrote a book about it 'The 
Tunnel Back' (Yablonsky, 1965). Maslow, the humanistic psychologist who developed the 
concepts of levels of personal needs and self-actualization visited Synanon several times 
in the early sixties and sent some manuscripts to the founder, which were used as material 
for discussions in seminars at Synanon. The visit of Casriel, who also wrote a book about 
Synanon, 'So fair a house', led him to structure Daytop Village in New York, a thera­
peutic community in New York, modelled after Synanon (Casriel, 1963). Two ex­
Synanon members, David Deitch and Ron Brancato became directors in Daytop Village 
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after the program's chaotic first year; they succeeded to set up a therapeutic community 
led by para-professionals with Synanon's self-help philosophy. 

The concepts of the self-help therapeutic communities 

The self-help therapeutic communities in America developed concepts that had their 
origin in Synanon. These concepts are known to all older residents and staff. They are 
discussed in seminars for all residents and taught to newcomers. They represent the 
cornerstones of the treatment philosophy. These basic concepts provide a set of guiding 
principles for the therapeutic community program. The main concepts will be described 
here. 

The choice 

To come to a therapeutic community the addict has to make a choice. This choice may be 
between serving time in prison or entering a therapeutic community. Tne choices are open 
and the resident can leave at any moment. Before entering the therapeutic community 
usually an interview led by a staff member is set up and attended by other staff and some 
of the community residents. Before the interview the resident may have been seated on a 
prospect chair in front of a wall with the written philosophy of the therapeutic commun­
ity. The newcomer is asked why he wants to stop using dope. His behavior using dope is 
labelled as stupid. Usually the person is asked to make some investment to show his 
sincerity to enter the therapeutic community. He may be told to ask for help as loud as he 
can. The interview is a psychological preparation for the step the addict is going to take 
of entering in a culture almost totally oriented towards changing his values, attitudes, 
behavior patterns and his self-image (Sugarman, 1974). 

An important element of this interview is that most of the persons interviewing him are 
former addicts. They are not punishing him for his addiction or showing pity for him; 
they force the addict to take a look at how he acts and at the consequences of his actions. 
When the prospect can convince the interviewers that he needs help, he is accepted and 
will be hugged by everyone. 

A:n addict is an emotionally immature person and has to grow up 

Addicts are seen as immature, irresponsible individuals, unable to postpone the gratifica­
tion of their needs. They can learn in the therapeutic community to use their potentials to 
grow and develop, emotionally, physically, spiritually, intellectually, sexually and to use 
their creativity. 

An addict can help himself lJy helping others 

In being a role model for newcomers, the resident reinforces his positive behavior. He 
needs the support of his peers to change; "You alone can do it but you cannot do it 
alone." 
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Honesty pays 

In having no secrets from the other members and sharing all his thoughts. the resident can 
mirror himself in the eyes of others. Honesty is rewarded by the members of the 
community. When you know about negative behavior of yourself or of other persons, and 
you keep silent, it is regarded as a negative contract with yourself or with other persons. 
A person who is not honest is not free, he is accumulating guilt feelings that in tmn may 
lead to drug use. Tnis is summarized by the principle of truth which is used in the 
Emiliehoeve Therapeutic Community. 

Guilt sharing 

Guilt feelings not shared may be a reason to act out negatively in a self-destructive way. 
Contrary to some psychiatric theories, in the therapeutic community guilt is not seen as a 
symptom of depression but as a natural alarm that should not be denied or rationalized 
away. Hiding anything may bring up guilt feelings that may result in leaving the 
community. When all thoughts and feelings ar.e communicated, the person becomes a free 
individual. 

In the early Christian communities the members were supposed to openly confess their 
ntistakes in the presence of their fellow community members. This was called 'exhomolo­
gesis', openness about what happens with you in front of everybody (Glaser, 1977: 
Broekaert, 1990). In the Christian church the confession in front of all the members has 
become confession to a priest, in the Protestant Church in prayer to God. This confession 
of what you did wrong produces a great feeling of relief. In our modern society as 
opposed to printitive societies where open confession to the tribe-members is seen as 
curative, this opportunity to get relief has almost disappeared. In the therapeutic commun­
ity confessing what you did wrong 'copping to guilt' is a major healing element in the 
treannent process. It can take place during morning meetings when questions have been 
raised on who was responsible for something which went wrong, or during an encounter 
group or at special sessions of the whole community in which the staff invites the 
residents to share guilt feelings, named 'copping sessions'. 

The destructive process of not sharing guilt feelings is illustrated by the concept of the 
guilt circle (Fig. !.3.1). The guilt circle can be explained as follows: A person does 
something negative. He feels guilty, denies the feeling, finds excuses and rationalizes the 
feeling away, but this is not working. He is going to show positive behavior as a 
compensation, but he remains tense and gets afraid people may find out what he did 
wrong. He starts to distrust other persons and assumes that they are angry at him. He 
feels bad about himself, and gets depressed. Vague feelings of guilt appear no longer 
related to a specific negative behavior. This becomes unbearable so something negative is 
done to be able to attribute these vague guilt feelings to something obvious. Than the 
circle may start again. The only way to stop this, is sharing the guilt feelings by confes­
sion of the negative behavior and face the possible consequences. 
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Fig. L3.1: The guilt circle 
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After negative acting out the defense mechanisms such as rationalization, compensation and denial are used 
unsuccessfully, leading to fear, distrust and depressivity with vague unconnected guilt feelings resulting in new 
acting out behavior. 

Addicts have been denying guilt feelings for a long period. When they allowed them­
selves to feel guilty of something negative, the residents of the therapeutic community 
become overwhelmed by guilt feelings of negative behavior in the past. These can be 
dealt with in the groups. The confessing of guilt in the presence of others may be an 
Important connecting factor in the community (Cassuto, 1981). 

100% perfonnance 

In contrast with the junky lifestyle, the resident in the therapeutic community is expected 
to be clean; not only in not using drugs, but also in keeping the house clean and taking 
good care of his personal belongings. He is expected to be exactly on time and high 
demands are placed on the quality of his work. These high demands teach the resident to 
cope with feelings of frustration and depart from the laissez-faire lifestyle he was used to. 
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Assuming responsibility 

The resident is made aware that he is responsible for his actions. He is ultimately 
responsible for his addiction. Nobody else put the needle in his arm but he himself. In the 
therapeutic community he is made aware of the impact of his behavior, he is shown the 
consequences of his acts and is told to be responsible to himself and society (Braner and 
Hammerschlag, 1975). 

Act as if 

Residents are simply told to act as if they are responsible and by acting they become so. 
They are told to act as if they are not afraid to do something and by doing so, they loose 
their fear. Act as if you are full of energy, as if you are understanding the values of the 
therapeutic community, act as if you are the person you want to be: by doing it you will 
gradually come to think and feel the way you are acting and thus become that kind of a 
person you want to be. The act-as-if concept is also important by giving information to 
newcomers. The older member of the community doesn't have to be as positive as he 
comes across to the new member (Sugarman, 1974). 

This act-as-if rule is explicitly not valid during the encounter groups, except maybe in the 
way of acting as if you are not afraid to confront somebody else's behavior in doing so. 
In analogy of changing how you feel by changing your thoughts which is one of the 
principles of Rational Emotive Therapy: one can change how to feel by changing his 
behavior (Ellis and Grieger, 1977). 

Showing concern 

Residents are expected to show concern for other residents and for what they are doing in 
the community. It should not be mistaken for being kind and helpful, taking away the 
responsibility for someone's acts (sympathy kills the dope fiend). Out of concern you can 
angrily tell a person what you think of him and confront the person on his destructive 
behavior. This is called 'responsible concern' (Ottenberg, 1978: Waldorf. 1971). The new 
member has to learn to understand this expression of 'tough love' (Cassuto, 1981). He 
learns that angry confrontation is not a rejection of them as a person, but a way of 
showing concern with their negative behavior. 

Keeping the environment drug-free and violence-free 

The addict enters in a community with a few cardinal rules: no use of drugs, alcohol or 
any other mind-altering substances and no violence or threats of violence. The resident 
cannot act out in taking drugs or alcohol or using violence. The drug-free treatment is 
directed at the problems that are the reason for the abuse and they can only be dealt with 
in an effective way as the use of the addicting substance has been stopped. This can be 
done in a separate detoxification center, applying methadone or other chemicals to 
alleviate withdrawal symptoms or without these drugs (cold turkey). This can also take 
place within the therapeutic community itself (Kooyman, 1980). 
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Violating a cardinal rule in the therapeutic community means expulsion. This does not 
mean for always. Within a week, the person may be re-admitted after being thoroughly 
interviewed on his commitment In an environment where acting out in a negative way it 
is not possible, the resident learns in a positive way to respond to stress. This can be 
described as follows (see Fig. !.3.2 to Fig. 13.5). 

Fig. :1.3.2: 

Fig. :1.3.3: 

X feels good, uses D (heroin), does not feel the painful problem, does not 
solve the problem, also does not move away from the problem. 

" X 

X still feels reasonably well. He gets substitute drugs (methadone), does not 
feel the painful problem, still does not solve the problem, nor is moving 
away from it 

.. 
X 

M 
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Fig. !.3.4: X stopped using, does not feel well, is confronted with the painful prob­
lems. 

0 
t .. 

X 

Fig. L3.5: X is in a drug-free therapeutic community and learns with the help of a 
fellow resident Y to deal with the painful problem. 

P =problem 
X= addict 
D =drug 
M = substitute drug 
Y = fellow resident 

0 
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The addiction is a symptom for underlying problems 

Addiction is seen as the result of a problem. It may have started as an attempt to solve a 
problem, but in time it became a problem in itself. When the symptom of the addictive 
behavior is stopped, the resident learns to find out what have been the function of his 
addiction, what was the pain or the fear of pain, that had to be anaesthetized. 

Mandatory active participation in tile therapeutic program 

The program cannot be consumed in a passive way. The addict has to take an active 
position in the community; it is "grow or go" (Jongsma, 1981). The therapeutic program 
is principally the same for everybody. The resident cannot refuse to take part in any 
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group acttv1ttes. After the resident has learned to understand the program, its values 
become internalized and the resident starts to feel responsible for the rules, norms and 
values of the therapeutic community. In doing so, the resident himself becomes a role­
model for newer residents. 

The above described concepts are the most important concepts used in the therapeutic 
communities for addicts. They are often in an implicit way part of the philosophy of the 
program. 

The theoretical implications of the therapeutic community model 

A great advantage of the concepts of the self-help therapeutic communities is that they 
are easy for the residents to understand. Most therapeutic communities adopted the 
philosophy written by Richard Beauvais when stayed in Daytop Village as the philosophy 
of their program: 

"We are here because there is no refuge fmally from ourselves. Until a person 
cottfronts himself in the eyes and the heart of others, he is running. Until he trusts 
them to share his secrets, he has no safety from them. Afraid to be known, he can 
neither know himself nor any other; he will be alone. Where else but in our 
common ground can we fmd such a mirror? Here together, a person can at last 
appear clearly to himself. Not as the giant of his dreams, nor the dwarf of his 
fears, but as a man, pan of a whole, with his share in its purpose. In this ground 
he can take root and grow. Not alone anymore as in death, but alive to ourselves 
and to others." 

Having a philosophy in itself that is discussed by residents and staff members, is in itself 
an element of great therapeutic value (Ottenberg, 1991). 

The relationship between the tlleories on addiction and the treatment in therapeutic 
communities 

How does the treatment in these therapeutic communities relate to the existing theories on 
addiction? First of all a failure to differentiate clearly between use of drugs and addiction 
has created confusion in etiological discussions. Use becomes addiction as a person has 
lost control on the drug. Instead the drug has taken control on his life. The addict is no 
longer free to use or not to use. Not using becomes an unbearable situation and using 
becomes an obsession. 

Addiction is a self-continuing harmful process resulting from adaptive behavior that went 
out of control becoming in itself. Why it seems to be self-continuing can be illustrated by 
the effect of the vicious circles of different factors. Using Van Dijk's concept of the 
vicious circles of addiction, the following circles can be drawn (Van Dijk, 1980): 
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Fig. 1.3.6: The vicious circles of addiction 

Drug 

Addiction 

Society 

Psyche 

Primary 
social system 

33 

The addict gets trapped in a system of vicious circles each of them may play a more or 
less apparent role. As long as the drug is readily available and no additional secondary 
problems occur, such as bad health, lack of money, threat of being arrested, family 
pressure to stop, the addict usually is not showing any motivation to stop, because when 
he stops the following effects can be seen: 

I. In the pharmacological circle a discontinuation of the use causes an effect that 
is opposite to the desired effects of the drug: by starting to use again thus 
annoying, undesired effect disappears. 

2. In the psychological circles the addict feels guilty because of his drug abuse. 
The unpleasant guilt feelings disappear, when he uses the drugs again. Also the 
negative feelings which were repressed by the use and which were the very 
reasons for using initially return even more intensely than before. They disap­
pear when the addict resumes his use. 

3. In the primary systems circle: The addiction serves to sustain a pathological bal­
ance. In a family the addict serves as a scape-goat. The addiction problem 
distracts the attention from existing problems in the family. When the addict 
stops using, the other existing problems become apparent, resulting in the re­
assumption of the scape-goat role by the addict. In a relationship a person may 
be unable to cope with a strong parmer and get his or her self-esteem boosted 
by staying with a weak addicted person. In a group of addicts somebody who 
wants to stop is discouraged as this may bring up the other persons guilt 
feelings in relation to their own use. 
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4. In the social circle: society stigmatizes the addict; this stigmatization leads to re­
jection and isolation of the addict This makes the integration in society of the 
addict difficult, after he has stopped his use. The addict feels only accepted in 
the addicts world. Outside of this world he is seen as: once an addict, always an 
addict 

5. In the cerebra-ego weakening vicious circle the excessive use may have a da­
maging effect on cerebral functions~ that regulate and integrate the behavior. 
The outcome is weakening of the ego-strength. The individual psychological 
power to regulate and control the use is reduced. This is especially the case 
when drugs have a harmful effect on the brain as is the case in heavy alcohol 
consumption. Due to the loss of ego-strength. the motives to use can be 
decreasingly successful resisted. 

To successfully stop the addiction all of these vicious circles and not only some of them 
have to be eliminated. This can be done in the 24-hour drug-free environment of the 
therapeutic community (Kooyman. 1986a). By offering a drug-free environment without 
the distribution of psychopharmacaceutical drugs, the pharmacological vicious circle is 
excluded. The influence of the primary system to which the addict belonged is excluded 
by removing him from this system. This in itself has consequences for that system. When 
the addict is expected to return to this system or at least to have contact with it -as is the 
case with partners. parents or other family members- it is necessary to involve this system 
into the therapy, in the hope they will be able to cope with a recovered addict after his 
discharge from the therapeutic community. The social vicious circle is excluded by 
removing the addict temporary from society. In the new society of the therapeutic 
community the resident is longer isolated for having been addicted, instead of he becomes 
actively involved in this micro-society. It is a challenge for therapeutic community 
programs to educate society on the possibility to treat addicts successfully. In this way 
they can change the assumption: "once an addict, always an addict" By excluding four of 
the five vicious circles, the focus during the time the addict spends in the therapeutic 
community is on the psychological factors that play a role in the relapse into drug abuse. 
Due to strict social control within the therapeutic community, drug- or alcohol-use is 
impossible in the house, so if a person resumes the old habit, he has to leave. 

The focus on the individual: the psychological vicious circle 

In the treatment the focus is on the individual and on his interaction with other members 
of the community. Now we have the situation that the addictive behavior~ the symptom, 
has been stopped. Let us now look into the theories on etiology of addiction described 
earlier in respect to what happens to the individual during his stay in the therapeutic 
community. The same factors that may have led to addiction as a response to cope with 
the situation may cause a relapse into addiction after the addictive behavior has been 
stopped for a certain period. 

So why do people use drugs in such a way that they become dependent on the d..rug? Are 
the theories describing potential etiological factors that play a role in the development of 
a state that we call addiction applicable to the therapy of the therapeutic community? 
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Tl!e !Jiological theories on addiction and the resident in the therapeutic community 

A person that gets addicted may be biologically more vulnerable than others. This 
vulnerability may be inborn or acquired through traumatic experiences in early childhood. 
People who become addicts may have a decreased tolerance to pain. The therapeutic 
community program offers no substitute drugs. Substitution of one addiction for another 
addiction keeps a person dependent not only from a chemical but also from providers of 
these chemicals, what is contradictory to the goal of the program. 

In the program, especially in groups, the residents learn to experience painful emotions. 
They learn to express them rather than hide them. It is unknown if through these 
emotional groups for instance in the new identity process developed by Casriel, biochemi­
cal reconstruction of damaged patterns occur. In emotional groups, closeness of other 
persons both physical and psychological brings up pain from the past which was stored 
away. This is according to Casriel, pain of early deprivation, of being rejected as a small 
child. A biochemical dysfunction as a result of early traumatization may partly explain the 
avoidance of physical contact and fear of intimacy seen by addicts. The addict in this way 
avoids rejection and the accompanying pain (Kooyman, 1991). 

Now we also see the opposite way of behavior, a tendency by addicts to seek painf'Jl 
experiences, as if, in a neurotic way, trying to master the painful situation. In this way 
they follow the pattern of persons that were severely traumatized who show a tendency to 
repeat in different ways the traumatic situation. In real life this rarely seems to be a self­
healing therapeutic activity. However, in therapies who use techniques to express 
emotions as Casriers New Identity Process, or Janov's primal scream therapy, screaming 
is used as a tool to express emotions while emotionally reliving traumatic events of the 
past (Casriel, 1972; Janov, 1970). Also, other therapies go back to the traumatic situation 
such as for instance psychodrama (Moreno, 1959), hypnotherapy (Van der Hart, 1988) 
and sessions using LSD or Pentothal to break through the individuals defenses against 
painful memories (Bastiaans, 1986). These therapeutic interventions seem to work with 
traumatized people. An unanswered question is if they do work at a biochemical level in 
the body. If they do, the therapies used in therapeutic communities such as encounter 
groups may do so too. As sufficient research is still lacking, this is, however, highly 
speculative. 

Psychodynamic theories on addiction and the resident of the therapeutic community 

The therapy in the therapeutic community can be looked upon from psycho-analytical 
theories. The therapy differs in many ways from the traditional analytic therapy. For 
instance, the person first has to change his behavior, than experience the emotions that 
accompany this change and then he has to learn to understand what is happening. In 
psycho-analysis it is usually the other way round. The therapist in the therapeutic 
community is emotionally involved and expresses his emotions, not stopped by the 
concepts of transference or counter-transference. Inborn negative instincts are denied, 
negative behavior is seen as reactive to situations. A person is not seen as born bad and is 
expected to be able to grow up to self-actualization by developing his potentials. 
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As in analytic therapy, in the therapeutic process defenses are appearing as a reaction to 
the pressure of the therapeutic system. When a resident is under pressure of the treatment 
program, acting out behavior usually appears. This behavior can be understood as an 
extemalization of internal conflicts, and seen as originally adequate but after the person 
has grown up as a defective way of expression, as a defense and compensation. An 
example is a person hurting the persons he is interested in; evidently anticipating that 
these persons ntight not be interested in him and therefore preventing himself from getting 
into a sitnation where rejection could take place (Uchtenhagen, 1985b). 

Most of the addicts adntitted to a therapeutic community are of the character disorder 
type. Before they used their first drug, the displayed behavior served as a protection 
against often unconscious, painful feelings. Taking drugs helps to attain the same goal: 
the drug use can be described as acting out behavior. It is part of an already existing 
defense mechanism. The most important defense mechanism of the character disordered 
person is projection. Negative feelings of the addict are projected to other persons. Acting 
out described as an externalization of internal conflicts, can be seen as a defense. This 
defense can originate from a defective way of expressing or facing the inner conflicts due 
to the inability to endure the accompanying emotional stress (Kooyman, 1985a). 

Acting out behavior is characterized by the absence of direct emotional response. Anger is 
not shown directly to the person provoking the emotion. Love is not shown directly 
either. Instead the emotion is acted out to other persons or objects, while different 
emotions may be directed at the person provoking the emotion. For instance, to a person 
that provokes love, fear or anger is shown. To a person that provokes anger, love may be 
shown or no emotional response at all, while the anger gets directed to other persons or 
objects. Acting out can be seen as a conflict, as avoiding behavior, as an expression of an 
inner conflict or as a compensation protecting narcistic vuinerability by narcistic upgrad­
ing (in community terms building up a big image). Acting out behavior can be regarded 
as a defense against being hun. A major fear is the pain of being rejected (Kooyman, 
1986a). The person often, however, provokes the rejection by his own behavior. When he 
provokes the rejection in a clear way himself the rejection becomes bearable (Kooyman, 
1985a). 

The therapeutic environment of the therapeutic community provokes acting out behavior 
but also sets limits to acting out behavior. A therapeutic setting can provoke acting out 
behavior to an uncontrollable extent as was the case in the early months of the existence 
of the Emiliehoeve therapeutic community (see part IT). The most important issue is to 
fmd a balance in an environment that offers enough pressure to provoke acting-out and at 
the same time provides enough structure that sets limits preventing uncontrollable acting 
out behavior. In order to grow the resident has to drop his defense mechanisms. The 
residents in the therapeutic community call these defenses 'images, hiding the real self. 
When the defenses are removed the resident feels vulnerable and may think of running 
away from the pressure. Usually after some weeks to several months a regression takes 
place: 25 to 35 year old residents regress to function at the age-level in which all went 
wrong. They behave like teenagers and act out their authority conflicts with staff and 
older residents. In the therapeutic community they grow up again in a healthy way to be 
able to leave their new home, hopefully for good, as grown up adults. 
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Residents have almost without exception a low self-esteem. Alexander Bassin (1980), one 
of the founders of Daytop described addicts as follows: "Addicts are persons with a low 
self-esteem they have a failure identity and are unable to sustain prolonged emotional 
relationships." Addicts have not only failed in their relationship, in their education or jobs, 
but when they enter the therapeutic community, also as an addict. Asking for help is the 
very thing an addict avoids to do and entering a therapeutic community can be considered 
as zero, although he may hide this idea of himself in his behavior. The very reaction of 
the interviewers at his admission in the therapeutic community that he was stupid to use 
drugs or alcohol, already increases his feelings of self-esteem. In this way the message is 
given that he is able to act different and that apparently he has a choice (Sugarman, 
1974). The punishment in jail or the treatment as a patient in a hospital had only led to a 
further decrease of his feelings of self-worth. If he would have been a hopeless case, he 
would not have been called 'stupid'. By acting as if he is not afraid to do things and by 
assuming responsibility in the daily life of the therapeutic community, after having 
accomplished tasks he thought being unable to carry out, the addicts' self-esteem grows. 

Preston and Viney (1984) found that residents in treatment in therapeutic communities in 
Australia for 10 months or more had higher self-esteem than residents in treatment for 
shorter periods. In research among residents and ex-residents of the therapeutic commun­
ity Daytop Village, Biase found a low score on a self-esteem measurement list in most of 
the new residents. The self esteem increased during the program with most of the 
residents and remalned at a higher level after discharge. Those who did not show an 
increase of their self esteem during their stay in the program, had a much higher chance 
to relapse. This was found among the ex-residents who were seen in the follow-up study 
after discharge (Biase & Sullivan, 1985). Another interesting fmding was that residents 
who had followed school education during their stay in the therapeutic community, were 
doing better on the self-esteem score t.'l)an those who did not receive this education during 
their treatment in the therapeutic community. 

The behavioristic theories on addiction and the resident in the therapeutic 
community 

The therapeutic community is a place were addictive behavior is unlearned and other 
behavior is learned. The members of the community are reinforcing positive behavior. 
Being responsible for your own behavior is one of the basic concepts for behavior therapy 
with addicts as well as for the treatment in the therapeutic community. "Going through 
the emotions a.11.d act as if' can be explained as a behavior therapy technique. There is a 
continuous reinforcement of positive behavior. Negative 'junky' behavior is heavily 
confronted. The residents are doing many things they are afraid to do. By doing it anyway 
they overcome their fear. 

System oriented theories on addiction and the resident in the therapeutic community 

The therapeutic community is a new primary system. Therapeutic communities provide a 
substitute family to a population whose previous experiences with family life have often 
been unsatisfactory. Dederich, founder of Synanon, conceptualized the process as one in 
which the addict was reborn and was going through an accelerated maturation. The 24-
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hour support system made the stopping of maladaptive defenses and their replacement by 
more positive coping patterns possible (Deitch and Zweben. 1979). 

A major difference between Synanon and the therapeutic communities modeled after 
Synanon is the decision in 1968 to make Synanon a community for life to cope with the 
relapse problem. while other therapeutic communities continued to view the re-entry into 
society as an achievable goal. Most residents are going after discharge to live on their 
own or with a friend at least in North American and North West European therapeutic 
communities. The therapeutic conmmnity is a place were the residents stays between 
staying at or in frequent contact with his family of origin and his staying on his own. As 
the family or partner may play a negative role in whether or not consciously continuing 
the addiction, the contacts with family members, partners and friends are usually not 
allowed in the first months of the program. As the admission is affecting the system from 
where the addict comes to the community, the relatives and partners are, when they are 
allowed to have contacts again with the resident after the initial period, involved in the 
treatment and if possible from the start Preferably the contact with the parents, partners 
or other family members starts before the admission of the resident to the therapeutic 
community. In a later chapter is described how parents, partners and other relatives can 
become part of the treatment progntm of the therapeutic community. 

The substitute family offers a safe place to grow up and to learn from mistakes; mistakes 
are important. Residents have to learn that making a mistake is not a disaster, as they may 
have thought as a child. There are clear limits set in the therapeutic community to 
negative acting out behavior. There are strong authority figures, a strong father figure is 
usually present. Positive behavior is rewarded. Negative behavior is punished. In the new 
family the addict learns to respect himself and other people. He also learns to give and 
receive love and affection. 

The social theories on addiction and the resident of the therapeutic community 

Addicts are in a therapeutic community in an environment very different from the places 
where they used to stay when they were using drugs or alcohol. The house in which they 
are residents is kept very clean. No reminders of the drug or alcohol culture are around. 
The residents themselves are stripped from reminders of the drug sub-culture. The long 
hair is cut, the junky clothes are burned or thrown away and replaced by tidy. nice 
looking clothes, sometimes after an initial period in the community in which they have to 
wear overalls. 

From the therapeutic community they pay visits to the 'world outside', to concerts, to 
museums, to sport events, to theatres. They are educated on the good and interesting 
things of society in seminars. In the last phase of their stay in the therapeutic community 
they are usually encouraged to join a club or society outside the therapeutic community to 
stimulate socialization with persons from outside the therapeutic community. From a 
participant in the drug scene they have become a responsible member of the therapeutic 
community. In the re-entry progntm their therapeutic community identity has to be 
changed in a personal one, no longer related to addiction. 
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The therapeutic environment 

The treatment in a 24-hollt setting meant that it takes place within a social system. 
Roughly there can be found two basically different perceptions. One is that in-patient 
treatment settings are total institutions with all possible disadvantages. This perception is 
described, among others, by Goffman in his book, 'Asylums' (Goffman, 1961). The other 
perception is using the community as a therapeutic instrument. In the first view the 
environment is perceived to make the patient worse, while in the second view the 
perception is that the environment can make the patient get better. In a good climate with 
open communication the environment can become therapeutic: social learning can take 
place through confrontation, structuring, involvement and validation, factors described by 
Gunderson which have to be present in a therapeutic environment that is good enough 
(Gunderson, 1983). 

The staff plays an important role in keeping the environment therapeutic (J ongerius, 
1989). Already in 1954 describing the mental hospital, Stanton and Schwartz (1954) 
emphasized that staff conflicts have a negative effect on the climate and as a result also 
on the individual treatment of the patient. A good safe climate is important to a thera­
peutic community. To get a safe environment a therapeutic community needs structure 
with a tradition of norms. In a new program these norms have to be made clear by the 
staff. In older therapeutic communities things happen because they have become a 
tradition. In a new therapeutic community norms such as being in time for meals and 
meetings, knocking at the doors of staff offices, have not yet become pan of a tradition 
and have to be structured by the staff. In existing therapeutic communities the residents 
learn these norms very quickly as newcomers and things happen in a certain way because 
they always happen in a certain way. Starting a new therapeutic community is easier 
when a tight structure is introduced by the staff rather than when it is left to the residents 
to develop norms over a long period of time. 

The setting 

The building of a therapeutic community is not unimportant. To be able to create a group 
feeling a large common room has to be available where residents and staff can meet. 
Privacy should be rrinimal for residents dllting their stay in the therapeutic community to 
prevent them from isolating themselves. The sleeping rooms should be for minimal three 
persons. In a bedroom for two persons~ pairing off and making negative contracts 
becomes easier. In the re-entry phase, the residents should preferably be assigned single 
rooms. 

A reception desk at the entrance of the therapeutic community where visitors can be 
received is important. The area around the building should allow some space for residents 
to walk around or to be engaged in sports. The borders of the premises must be clearly 
indicated so that it is obvious when one has left the premises. 
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The therapeutic process in the therapeutic community 

The resident in the therapeutic community is an active participant in his recovery. The 
group process is a basic element in the therapy. Group therapy was found to be much 
more effective in the treatment of persons addicted to alcohol or drugs (Kooyman and 
Esseveld. 1984). Within the therapeutic community the main therapeutic element is the 
encounter group. These meetings can be considered as an intensive form of group 
psychotherapy. Addicts do have a low self-esteem, do not develop trust in themselves and 
do not trust other persons. They are afraid to be rejected and manipulate people to avoid 
being rejected. They are not capable of sustaining emotional relationships. These 
characteristics make addicts not the most suitable people for individual psychotherapy. In 
fact individual therapy is usually failing, unless there are factors that help to control the 
abuse outside the sessions. 

The therapist who is having extensive experience in working with this category~ is aware 
of the games addicts play with the therapist, resulting in no changes taking place, 
especially when the therapy is non·directive. The main therapeutic difficulty is the lack of 
trust the addict has in other persons: "other people may hurt you and they can hurt you 
more when you have developed affection for them". Group therapy has the advantage that 
trust in the group can be gradually built At the start the addict may trust only some of 
the group members. Slowly he is going to trust others. It helps when he can identify with 
group members as they have been addicted too. Identification helps to generate trust. In 
the groups the old games cannot be played, the participants confront manipulative 
behavior and stop these games being expens in this behavior. The new member does trust 
heavy confrontation more than he trusts a friendly understanding attitude. When a person 
who has a very negative picture of himself is met with friendliness and affection, this 
usually is very scary for the new resident and often a reason to brake of the contact and 
leave the program. Being too friendly too early to an addict who comes for treatment, is 
more dangerous than a strong confronting approach (Kooyman and Brauer, 1980). 

Yalom described the curative factors of group therapy (Yalom, 1975). As group therapy is 
a main therapeutic element in the therapeutic communities, the curative factors of group 
therapies are present in therapeutic communities (Hollidge, 1980): 

1. The instilling of hope 
Upon admission in a therapeutic community, the resident sometimes suffers 
from conscious feeling of hopelessness and worthlessness. He has failed in 
everything, even as an addict In a therapeutic community the resident is 
explained that he can change. Such a change is not possible without causing 
conflicts; if there is no conflict, there is no stimulus to change. 
It is very difficult to instill hope for a positive change in individual or in group 
therapy on an out-patient basis, since the client is reinforced outside the sessions 
in his continuing failure. In the climate of a therapeutic community. where no­
one is ever seen as hopeless and the person in question is stimulated to use his 
existing potential, it is possible to eliminate the feelings of hopelessness and 
worthlessness; someone in the group calling you a stupid fool at least does not 
make you feel a hopeless case. 
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2. Feelings of togetherness 
Confrontation with the problems of fellow residents makes the residents' 
problems no longer unique. Recognition of the other's simation develops 
confidence and trust. Contrary to the simation in individual or group therapy, 
the client of a therapeutic community does not feel alienated from his social 
life. 

3. Altruism 
Most addicts believe that they are of no value to others. By helping others, their 
feelings of self-esteem are reinforced. 

4. Socialization 
Instead of the manipulative behavior that the addict displayed to others in order 
to satisfy hls own needs, the resident learns new communicative skills. He 
learns to ask for help in a direct way. 

5. Development of interpersonal sldlls and sharing information 
The resident learns to express and to accept criticism. Through exchanging 
experiences he gets the necessary insight into his own behavior. In this way 
reality-testing is improved. 

6. Group cohesion 
New residents may see the therapeutic· community as the bad object and 
consequently isolate themselves for fear of rejection. Confrontation of this gives 
insight into this behavior. Feelings of belonging to the group have to be 
developed in order to eliminate underlying feelings of not being accepted. 

7. Re-living situations from the family of origin 
A therapeutic community serves as a new family in which positive expectations 
can be experienced. 

8. Identification 
When the frrst positive relationship with fellow-residents have been developed, 
a clearly different identification can emerge from that which was developed 
towards his parents. The old identity is left behind and positive introjections 
occur producing an increase of self-esteem, insight and trust. 

Different from out-patient group therapy, where the above described therapeutic factors 
also can occur, these elements are part of a larger therapeutic environment, being continu­
ously present. 

Bonding therapy: its potential use in therapeutic communities 

There is one specific area which is problematic for most addicts that is not dealt with 
sufficiently in the traditional therapeutic community, the emotional and physical closeness 
to others. Most addicts avoid intimacy. Physical closeness with a partner is often only 
associated with sex. When this fear of closeness is not dealt with in the therapeutic 
community, the ex-addict may be able to become social responsible, a hard worker if not 
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a workaholic, but unable to sustain a stable relationship with a partner. Casriel (1972) 
stated that bonding, a state of being emotionally and physically close to another person is 
a biological need and that fulfilment of this need is necessa.ry for having a happy life. He 
described two opposite reactions to bonding of persons who had not learned as a child 
that they did not have to pay a price to get bonding, that it was just unconditionally 
available, that of an acceptor and that of a rejector. 

The acceptor is paying any price for affection, he does a lot to get it, he suffers it or 
undergoes even humiliation to get any affection or bonding. He is afraid to be left alone, 
not able to express anger, when he gets affection without having to suffer he does not 
accept it, he is pain dependenL Used to paying a price for getting affection, affection just 
received for free is not trusted and ran away from. The rejector has learned that the price 
for affection is too high and has decided that he does not need anybody's affection, he 
cannot ask for help, he does not show his needs, he learns to rely on himself, he feels 
safer when is alone, he cannot express fear or pain; he freezes. encapsulating his 
emotions. Most addicts have developed a rejector's identity, they don't show their needs 
to other persons, they rather take drugs or alcohol instead. 

In the bonding therapy groups, which Casriel called the 'New Identity Process', the 
participants learn to overcome their fear for closeness, for bonding. The experience of 
human closeness in the group brings up the pain of what has been denied to them as a 
child. Once the old painful situation of the past have been emotionally worked through, 
the participant can enjoy emotional and physical closeness (Casriel, 1971). In the 
Emiliehoeve Therapeutic Community bonding-groups have become an integral part of the 
program. They seem to add an important often missing element to the therapeutic factors 
in the therapeutic community. 

The therapeutic community itself is the therapy 

In the environ;nent of the therapeutic community the resident learns to be able to respond 
to stress in a positive way. He looses his fear of failure and that in itself releases inner 
stress. The feeling of stress is experienced by expecting a stressful situation more than 
being active in a stressful situation itself. An actor experiences more stress before the 
onset of tl1e performance than during the performance itself. This is also the case with 
sportsmen before the start of a race. The resident learns to actively cope with stress and 
crisis situations instead of relieving the stress by taking alcohol or drugs or other acting 
out behavior. 

As a result the self-esteem has been increased and the fear of rejection has been dimin­
ished. Through the experience in the therapeutic com111unity, the addict is able to live a 
life without dependence on chemical substances to relieve stress. When we consider that 
large therapeutic communities. housing more than one hundred residents in a system with 
only a handful of staff members are having success with most residents that stay long 
enough to be affected, we must realize that the therapeutic effect is not the input of the 
staff. The staff often hardly know the names of the residents, the main therapeutic 
element is the structure and the philosophy of the community itself. The staff members 
are usually ex-addicts who have graduated from the program and do have a positive effect 
on the residents as role-models. The therapy is the therapeutic community itself. 
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The therapeutic factors of the therapeutic community for addicts 

What is therapeutic in the therapeutic community? 

The therapeutic community offers a 24-hour thug-free environment. Using the different 
theoretical concepts described in this chapter as a frame of reference the therapeutic 
characteristics of the therapeutic community for addicts can be summarized as follows: 

1. The substitute family 
It serves as a substitute family offering the resident a possibility of growing up 
in a safe environment 

2. The consistent philosophy 
A consistent philosophy supported by all members that can easily be understood 
and explained. 

3. The therapeutic structure 
The environment is having a clear structure where no double messages are 
given. This structure is offering safety and security to the resident. There are 
few but clear rules. The environment is offering enough pressure to learn, but 
also enough structure to prevent chaos to develop without becoming over­
organized. Mistakes must be able to be made; a therapeutic community with too 
many rules is dead. The resident can move in the structure of the therapeutic 
community to positions of increasing responsibilities at different levels of their 
development. 

4. The balance between democracy. therapy and autonomy 
In the community must be a balance between democracy, therapy and autonomy 
of the individual. Democracy in society is meant to be a way of delegating 
power to all persons, to make decisions possible by a majority and to solve 
conflicts. A therapeutic community delegating all power to the residents who 
are in a majority compared with the staff, can become anti-therapeutic and used 
as a collective defense against therapy and a way of avoiding conflicts. That is 
illustrated in the first months of existence of the Emiliehoeve Therapeutic 
Community (Kooyman. 1975a). The therapy in the therapeutic community is 
obligatory. The resident cannot choose whether or not to take part. The auton­
omy of the individual is limited being part of a group. 

5. Social learning through social interaction 
Learning takes place as social learning through social interaction (Jones, 1953). 
The resident cannot isolate himself in the therapeutic community. He has to be 
actively involved and receives continuously comments on his behavior and 
attitudes. Older residents serve as role-models for the younger ones (Combenon, 
1986). The resident learns to function in different social roles. Through feed­
back he gains insight into his own behavior. He learns to make choices and 
accepts the consequences of these choices. 
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6. Learning through crisis 
Learning is fostered by experiencing crisis situations. It can be understood by 
Erikson's theory of social learning. He regards maturation as undergoing series 
of crisis leading to disorganization, followed by reintegration at a higher level, 
after the crisis situation has been mastered (Erikson, 1963). 

7. The therapeutic impact of all activities in the community 
Everything what is happening in the therapeutic community is therapy. The 
members have to prepare the food, work in departments and experience func­
tioning in different roles. 

8. The responsibility of the resident for his behavior 
The resident is not regarded as a patient As described by Parsons (1951), the 
following elements can be attributed to the role of a patient: 
a. the patient is relieved from normal role obligations; 
b. the patient is not regarded as responsible for his situation; 
c. the patient is expected to see his situation as undesired and to leave the role 

of the patient as soon as this is seen medically justified; 
d. the patient is obliged to seek help. 
The frrst t\VO elements are not attributed to the resident in the therapeutic com­
munity. They are told that they should not play the victim or blame the failure 
to achieve desired goals in life on their addiction while blaming others or 
society for their situation. Instead they are told they behaved childishly and 
stupid and irresponsible. The resident is labelled as a person who need help and 
who has to learn to ask for help. Also the resident is seen as being able to help 
his fellow-residents. 

9. Increase of self-esteem bY accomplishment 
By overcoming step by step the fear of failing to accomplish things, by acting 
'as-if', he is not afraid, the low self-esteem of the resident is increased. This is 
also the effect of being engaged in creative activities and education classes in 
the therapeutic community. An increased self-esteem in itself diminishes the 
fear of failure and of rejection. In helping other persons the resident realizes 
that he is of value to others which reinforces his self-esteem. 

10./nternalization of a positive value-system 
A positive value-system is imposed and internalized. The resident learns to be 
honest, to confront and criticize negative and self-destructive behavior and 
artitude and to see a problem as a challenge. 

1 L Confrontation 
The confrontation and pressure put on newly admitted persons should be of a 
limited character to avoid pushing them out of the therapeutic community. The 
life in the therapeutic community itself is for a new resident already a lot of 
pressure to take. When the resident starts to develop in the therapeutic process, 
trust in the program appears to grow and the resident drops his defenses. In this 
frighterting situation, experienced as a crisis, the resident is ready to change his 
behavior and attitudes. The resident learns to verbalize his inner conflicts and to 
face the emotional stress linked with feelings of guilt and incapacity. The basic 
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fear of annihilation disappears and the person is able to discard his defense 
completely. Now he takes the step to ditect emotional confrontation of other 
persons instead of showing acting-out behavior. As he learns that fellow­
residents appreciate the new behavior, the fear of rejection is disappearing. He 
learns that it is not necessary to be perfect to get loved as he might have 
thought as a child. In fact, the opposite seems to be the case. As Shostrum 
wrote: "We seem to assume that the more perfect we appear, the more flawless, 
the more we will be loved. Actually, the reverse is more apt to be true. The 
more willing we are to admit our weaknesses as human beings. the more 
lovable we are." (Shostrum, 1967). The resident learns that confrontation is not 
ditected at the person but at his behavior. 

12. Positive peer pressure 
In the same way peer-pressure may have been a factor leading a person to use 
drugs in the first place, positive peer-pressure makes a person decide to abstain 
from taking drugs of alcohol and inside the cowmunity to develop positive 
behavior. Residents in the therapeutic community are confronted on negative 
behavior by peers. Individuals further in the process serve as role models. The 
resident is made to feel that it is his responsibility to observe and criticize or 
conunent on every other resident behavior and attitudes. This is a complete 
departure from the code of the streets where addicts will not disclose to the 
police or any official the activities of another addict. Playing the victim is not 
rewarded and manipulative behavior is quickly discovered and sharply 
denounced. 

13. Learning to understand and express emotions 
In encounter groups and other therapeutic group meetings, the resident is 
encouraged to express his emotions. Usually screaming is used as a tool to 
express emotions in a clear way. The addict lea.."'D.s to overcome his fear for 
expressing his anger, fear and pain, emotions that are no longer defended 
against in acting-out behavior. Finally, he may learn to experience positive 
emotions such as pleasure and love. which are usually still more difficult to 
express than negative ones. 

14. Changing negative attitudes to life into positive ones. 
Most addicts have negative views on themselves in relation to other persons, 
such as 'Tm not lovable", "I don't need other people", "I don't have the right to 
exist". That last attitude is vety common among addicts, although they realize 
often only duting therapy groups that they have such an attitude towards life. 
The negative attitudes developed in early childhood. It helped to survive when 
they were small children, but it became a great handicap when they grew older. 
It takes time to change negative attitudes about oneself. Groups such as The 
New Identity Process -in which false identities are replaced by real identities­
can help to overcome this handicap of having ones own negative self-fulf'Illing 
prophecy on life (Casriel, 1972). 

15. Improvement of the relationship with the family of origin 
The relationship with parents and other relatives are renewed with the help of 
staff members from the moment contact is allowed after an initial period of no 
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contact. In that first period, patents went to patent groups sometimes already 
before admission. In some cases family therapy is added to the treatment in the 
therapeutic community. In therapy groups in the therapeutic community 'unfini­
shed business' with patents can be emotionally worked through with the patents 
only symbolically present (empty chairs, role-played by other residents or by 
staff members). This can be done in encounter groups (Kooyman and Esseveld, 
1984), in psychodrama groups (Yablonsky, 1990), Pesso psychotherapy groups 
(Jongsma, 1981) or New Identity Process Groups (Casriel, 1980, Maertens, 
1986). 

In conclusion: the fifteen therapeutic factors of a therapeutic community ate all essential 
for the therapeutic process. If any of these therapeutic principles ate not present, the 
treatment will be less effective. 
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CHAPTER4 

TREATMENT GOALS, TOOLS AND TECHNIQUES 

The ultimate goal of treatment in a therapeutic community is not only to enable an addict 
to live a life independent of drug taking or other self destructive addictive behavior. It is 
not only the disappearance of negative symptom behavior. The goal is also to enhance a 
positive lifestyle to learn the resident of the progra:n to be able to cope with stress in a 
constructive way, to change a negative self-concept into a positive one. to learn to sustain 
fulfilling and intimate relationships with other persons and last but not least, to be able to 
enjoy life. 

The goal of treatment in a therapeutic community goes beyond the treatment of the 
individual's behavior; this behavior is considered as a symptom of underlying problems. 
Only after the use of drugs has stopped do the problems appear. In a therapeutic com­
munity the individual is taught to regain feelings of trust in himself and in others. The 
final goal is not neutral, but positive. The resident of a therapeutic community is taught to 
deal with stress and conflicts in a constructive way. He is also taught that asking for help 
does not mean being helpless. Therapeutic Community treatment aims at social, intellec­
tual physical and creative development of the resident. In this process it is important that 
the resident learns to discover the limits of his capacities, to learn that he is not the giant 
of his dreams, nor the dwarf of his fears and that this is allright (Kooyman, 1986). 

The ideal graduate of a therapeutic community program is no longer dependent of drugs 
and/or alcohol use, he or she is no longer dependent of the treatment program or any 
professional help, he or she doesn't need to use any mind-altering chemicals and there is 
no need for any psychiatric treatment or any treatment related with his or her formal 
addiction; he or she is not involved in criminal behavior. He or she has a positive self­
concept and is emotionally open, able to give and receive love, able to handle conflicts 
and painful experiences, able to ask for help, to show his or her needs to other persons. 
He or she is self-confident and feels responsible for his or her own life. He or she has 
developed his or her social creative, intellectual, physical and sexual abilities. He or she 
has learned to be honest, to set limits and to know the limits of his or her capacities. He 
or she is functioning on a social level acceptable for him- or herself. He or she has 
developed a critical attitude towards him- or herself. the therapeutic program and society. 
The graduate should be able to function on the same emotional and social level as staff 
members of the therapeutic program. The graduate is able to seek responsibilities, to 
engage in rewarding relationships with other persons, to handle and enjoy intimacy and to 
feel and express emotions (Kooyman, 1983). 

This shows that the treatment goal is not only to stop the acting out behavior, the use of 
drugs, alcohol or other mind-altering drugs, the use of violence or threat with violence. 
The treatment goal lies beyond these symptoms. In faet, stopping this acting out behavior 
is a cardinal rule inside the therapeutic community. The therapeutic community is a drug­
free and violence-free environment where the resident can learn to cope with the stress of 
the life in the therapeutic community without the possibility to act-out this stress in 
destructive behavior. This has to be learned step by step. The first step is to learn to get 
used to a regular day and night structure, to assume responsibilities in cartying out 
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various tasks. The resident then has to learn to handle the upcoming emotions in his or 
her contacts with other members of the community, the fear, the anger and the underlying 
pain. He or she is confronted with his or her 'image' behavior, the defence mechanism to 
avoid painful emotions. The resident learns to understand his fear of rejection and to 
change negative self-concept such as: I have no right to exist, I have no right to be happy, 
I am not good enough, into positive attitudes: I have the right to exist, to be happy; I am 
not perfect, but I am good enough. By learning through experience in the structured thera­
peutic program the resident learns to emotionally work through the traumatic past, to take 
risks in the present and to acquire a positive view on the future. 

The ultimate treatment goal of a drug free therapeutic community is further reaching than 
society expects them to do~ to treat addiction problems. However the implicit treatment 
philosophy is that a person who has been addicted has to change a negative self-concept 
into a positive one, to learn to cope with stress in a positive way and to be able to enjoy 
life in order to minimize the danger of a relapse into the self destructive behavior of the 
past. 

Basic rules 

In most therapeutic communities there are only a few basic rules: 

- no use of drugs, alcohol or other mind altering substances; 
- no use of violence or threats of violence and usually no sex between residents. 

Breaking a basic rule by using drugs or alcohol or using violence mear1s immediate 
expulsion from the therapeutic community. It is important to stress that no discussion is 
possible on these consequences. The resident may enter again but not without being 
seriously questioned about his commitments. 

During the first months after the start of the Emiliehoeve therapeutic community these 
rules were not clearly explained to the residents. There was no rule on sex, but alcohol or 
drugs should not be used and violence was not tolerated. Many times in these first months 
of the Emiliehoeve these rules were broken. Then long discussions followed usually with 
the result that the resident who broke the rules would get another chance. After a half 
year the rules were made clear and the sanction was immediate expulsion. Since then 
nobody ever used drugs or alcohol in the house which before had happened frequently. 
This was verified by weekly urine controls on randomiy chosen days. In the Emiliehoeve 
violence was only used by residents on rare occasions. Combenon reponed that in the 
therapeutic community Colemine there has been no act of violence during l3 consecutive 
years. Clear basic rules are necessary for creating a safe and secure enviroP..ment 
(Combenon, 1986). 

As to the sex-rule, a rule is necessary to avoid powergames and abuse, but prohibition 
during all phases of the program is counter-productive. Also in this respect the experience 
of the Emiliehoeve is of interest. At the onset of the program there was no rule on sex. 
The residents were having sex as they had done before admission. As soon as girls were 
admitted the boys became their protectors. Sex was used to feel good, to manipulate and 
to get status. When a resident fell in love he or she had sex with another resident to fmd 
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out how the object of their love would respond. Usually the response was to have sex 
with somebody else. After about a year, and after long discussions in the group - the 
democratic type of structure was still operative - the residents came to the conclusion that 
sex was abused and could better be banned. There carne a no-sex between residents rule, 
until a person graduated from the program. Sex with friends outside was possible during 
weekends after the first phases of the program. There were residents frequently breaking 
the no-sex rule. Sometimes the staff reacted by transferring a resident to another thera­
peutic community. A resident was rarely expelled from the community. After some years 
sex between residents was made possible. It had to be preceded by a request. If the 
concerned residents were supposed to be responsible enough and had been in the 
therapeutic community for a certain period (three to six months) the request was granted. 
It was no longer acting out and it could be openly questioned by fellow residents in 
groups. Since this policy was implemented, the sex rule was rarely broken, while requests 
for having sex~ which could take place in a separate building on the premises, were also 
rare. 

As soon as a resident is in the community, limits are set to acting~out behavior. Drug or 
alcohol use are not possible and violence is not tolerated. This generates stress dealt with 
mainly in the encounter groups. Apart from expressing his emotions in these groups, there 
is no other way to fmd a relief from the stress apart from running away. Although a new 
resident may be well prepared in the induction program, the therapeutic community is a 
stressful environment and many (15 up to 30%) new residents leave in the first weeks of 
their stay. The sooner they get used to ventilating their emotions in the encounter groups, 
the better. 

The community as an environment to practice direct communication 

The therapeutic process in the therapeutic community is based on improving communica­
tion. Isolation from contact with other persons is not possible. The communication is 
schematically improved as shown in Fig. L4.L In this figure one can see how indirect 
communication shown in actingwout behavior is dealt with by limit sitting, verbal 
reprimands and confrontation to create awareness. Avoidance of communication, shown 
by 'acting-in' behavior, withdrawal and emotional control is dealt with in groups focusing 
on expressing emotions and changing attitudes. For instance, an in the New Identity 
Process groups grown awareness of what is being avoided is increased. Finally one-way 
communications demonstrated in fight or flight behavior not open to others is dealt with 
in groups in which a person learns to solve a conflict by a two-way communication using 
questions and responses. In this way the resident learns to cope with conflicts in a 
constructive way and to resident learns to work emotionally through interpersonal 
conflicts with the help of other group members. In this way he improves his relations 
with other people. Since there is in a community immediate response to actingwout 
behavior, severe destructive behavior such as auto-mutilation, suicide attempts, destroying 
furniture, rarely occurs. Setting limits to acting-out behavior, combined with group 
sessions in which emotions can be ventilated and also directed to persons that provoked 
the emotions, offers the opponunity to develop strategies to cope with conflicts instead of 
avoiding them. 
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Fig. 1.4.1: Communication problems, type of behavior, form of therapy and goal of 
therapy 
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The therapeutic triangle and circle 

The Synanon-Daytop type of therapeutic community offers on one hand a hierarchical 
structure of resident and staff positions in which the daily activities are taking place and 
on the other hand groups in which everybody is equal in principle irrespective of the 
position the person may have outside of the group situation. In this way the therapeutic 
communities are different from hierarchically organized institutions, such as prisons or 
armies; the groups offer an opportunity for everyone to confront everyone else's behavior. 
There is a balance between the circle of the encounter group where everybody has an 
equal position and the triangle of the hierarchical structure in which the residents have 
positions with different levels of importance (Dederich, 1975; Kooyman, 1983). 

Tne following elements, tools and techniques are applied in most therapeutic communities 
for addicts: 

The hierarchical work structure 

The residents are divided into groups having different tasks such as cleaning the house, 
preparing the food in the kitchen, taking care of the adntinistration, looking after the 
garden and the animals, fixing and repairing objects in the house. Each group has a leader 
or department head, sometimes with an assistant. The others are the crew. There is the 
kitchen-department, the household-department, the garden-department, the athninistration­
department, even sometimes the research-department and so on. Residents who had 
behaved very negatively are sometimes isolated from the others and have to do unpleasant 
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jobs like washing dishes. The department head is accountable to the coordinator; a 
resident (often more than one), responsible for the daily functioning of the therapeutic 
community. The coordinator is helped by persons that oversee what is happening and who 
repon on behavior of the members, called 'expediters'. 

The residents position in the structure is decided on by the clinical staff of the commun­
ity. New residents get positions with little responsibilities. They learn to assume more res­
ponsibilities when they go through the process. They can be moved up and down by 
regular staff decisions. They are often given positions where they can learn by making 
mistakes. The system offers possibilities to reward persons by moving them to positions 
with special privileges. They can be fired and sent down the hierarchy to a crew position, 
not only when their work is not acceptable, but also when they do not show enough 
concern and interest for people working for them in their department. In this way a 
resident learns to assume responsibilities and also to delegate them and to deal with 
authority conflicts. A person having problems with authorities may fmd himself to be a 
very authoritarian department head. The residents also learn in this structure to deal with 
failure and success. Before he leaves the resident is often given some time off~ no work 
position, having time to relax and to think about his plans for the future. 

The hierarchical structure can be used to reward positive behavior and put sanctions on 
negative behavior. Movability up and down the structure is a tool to reward demonstrated 
responsibility or to take away a job function with the additional privileges as a response 
to destructive behavior. In Synanon members were not paid directly and there were 
unlimited positions to be created. In the therapeutic communities that followed there was 
no place for everyone who behaved well. Not every resident could become a paid staff 
member. 

Rewards and sanctions 

Apart from using the hierarchical structure~ rewards can be given for positive behavior in 
the form of certain privileges. One of the dangers in a therapeutic community is that 
sanctions and punishments may be given much more often than rewards. Taking away 
privileges or giving unpleasant work assignments, sometimes with bans to speak, can 
easily be abused. 

Limit setting to negative behavior 

There are various ways in which the resident is made aware of the iropact of his behavior. 
The most direct ways of creating this awareness are pull-up's and haircuts (verbal 
reprimands). By having immediate response to negative behavior limit testing by residents 
is manageable: he acts out by coming late or not doing his job instead of smashing 
windows or using drugs. 
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The pull-up 

A pull-up is a remark or sometimes behavior made openly. usually upon neglecting 
something that should be done. A person is told for instance: "This is a pull up: You did 
not yet make your bed". The other person is supposed to listen and to answer with: 
"Thanks". And he is expected to do what is expected from him. A pull-up can be given to 
the whole community, especially when it is not clear who is responsible for something 
negative. Not only the person receiving the pull-up may benefit Also the one who gives 
the pull-up reinforces his own positive attitude. If something is not done, usually some 
mess is found in the community, this can be written on a pull-up list with the name of the 
one who noted what was wrong. At the daily mortling meeting this list is read and the 
ones who are responsible can make themselves known. This can be used in the meeting to 
ask another persons' opinion of this behavior and to tell the person what is the supposed 
attitude behind the negative behavior. Dealing with the pull-up list can be a lively part in 
the morning meeting and gives also a possibility to share guilt feelings and get 'clean'. 

The haircut 

The haircut is a ritualized verbal reprimand. It is applied when negative behavior does not 
respond to pull's ups or confrontation in the encounter group or when it needs an intense 
response. The goal is to make a person aware of the destructiveness of his behavior and 
to show the relationship with his negative behavior in the past It is also meant to give an 
indication what kind of behavior is expected from the resident and in which direction 
changing his behavior is supposed to go. The verbal reprimand is given to a resident by at 
least two, usually three persons who confront the resident with his behavior. The three 
persons sit in chairs while the person to whom the confrontation is directed has to stand 
up and is not allowed to respond. He is told to listen and can only respond at the end by 
saying: "Thank you". This ritual is very effective with residents who are always having a 
response ready in order to defend themselves. 

The procedure is as follows: A resident who thinks that another person needs a haircut 
writes this on a small piece of paper. The form goes to one of the expeditions. The 
coordinator and the expediters decide if a haircm should be given after the expediters 
have investigated the matter. Then the form of the haircut is decided and a proposal is 
shown to the staff with a recommendation of the persons who should give the haircut 
(usually three persons, the head of the residents department, one of the expediters and a 
close peer of the resident). When the recommendation for a haircut seems to be mainly 
written out of personal motives of the person recommending it, the haircut is usually 
referred to an encounter group. After the decision is taken by the staff upon recommenda­
tion by an expediter or a coordinator that a resident is going to receive a haircut, the 
resident is told to stop doing whatever he is doing and to go and sit on the haircut-bench. 
This is a seat placed outside of the office in which the haircuts are given. It is the same 
bench on which new residents are placed before their intake interview. He is left there, 
not allowed to speak, often wondering what may be the reason for the haircut. In the 
meantime the persons who are giving the haircut prepare the content and the form. 

There are many different ways in which haircuts can be given. On most occasions the 
following procedure is used: in the first 'round' the persons giving the haircut make the 
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resident aware of his negative behavior in the community and express their anger and 
disapprovement of what has happened. In the second round they bring this behavior in 
relation to his self-destructive behavior in the past. In the third and final round they point 
out what kind of alternative behavior can be shown in the future reminding the person 
that he was able to show other positive changes when he was in the community. Also a 
learning experience can be given or an instruction to perform a certain task. Thus the 
message is both confronting and educational at the same time. 

Each haircut starts with the words: "This is a haircut, the right to respond has been taken 
away." The tone of the haircut can be aggressive, spoken with a loud voice. The behavior 
can be ridiculed. The resident receiving the haircut can be spoken to as an adult or as a 
parent to child. A special way of giving a haircut is a 'carum shot' (a term invented in 
Synanon, derived from billiards) in which the persons giving the haircut taik about the 
resident but not directly to hi.."11. Sometimes a silent haircut is given with no words, or a 
person is asked to give himself a haircut looking in a mirror. Also haircuts can be given 
to more than one person. A whole department or peer group can be given a haircut. 
Sometimes a chain-haircut is given by the staff to the coordinator and subsequently by the 
coordinator to the department-head and then by the department-heads to the crew­
members. 

After the haircut is given and the resident who received the haircut has left the office, the 
haircut and the attitude shown non-verbally by the resident concerned is discussed by 
three persons who gave the haircut. The haircut resident is not supposed to taik immedi­
ately to fellow residents about the haircut and should keep his remarks for the next 
encounter group. Not only the receiver of a haircut benefits but also the persons giving a 
haircut reinforce their own positive value-system. A haircut is not regarded as punishment 
but a corrective experience. The risk is that they are given too often and therefore loose 
their impact. Thirty haircuts a day in a community of fifty residents, usually given in the 
evening, is not an uncommon practice, but hardly effective. 

Learning experiences 

Another way of making a resident aware of his negative behavior is assigning him to a 
learning experience. A frequently used learning experience tool of a therapeutic commun­
ities was having a resident write a short sentence like: "What am I doing here?'', or "I 
only care about myself' or "I am a thief' on a paper or cardboard sign. The sign has to 
be worn around the neck and each resident that meets him, has to ask every day why he 
has been given the sign. Thus the resident has to repeat over and over what is behind that 
sign. Although this is a very powerful measure, it also can be regarded as humiliating for 
the resident, especially to visitors of the community who do not understand why it can 
make sense. Signs can also be abused in having residents walking around with signs for 
many days. Most therapeutic communities have stopped using signs or changed them 
from large paper or wooden signs into badges or even small closed envelopes with a 
sentence inside. 

Other learning experiences are to act out parts of your personality or of your defense 
(your image). The staff can decide to have residents walking around as a nurse, as a 
patient in pyjamas, as a cowboy or sining in a corner as a wise man with lots of books, 
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knowing all the answers. Residents can be isolated for some time, for instance told to 
camp alone in a tent on the premises for a week, when they really want to isolate 
themselves from other people or can be put in a mock hospital inside the therapeutic 
community, when they behave as a patient, gelling friendly care and attention from fellow 
residents being mock nurses. These type of learning experiences are opportunities to break 
the routine and bring humor in the community. 

A tough learning experience is sending an older resident who does not think he has still 
anything to learn on a research trip for some days to the places outside where he used to 
stay before admission. The resident can always come back earlier. The experience lasts 
often for a few days with a fixed six-hourly phone-contact with a peer in the house. The 
confrontation with the drug- or alcohol scene is usually scary and unpleasant and 
reinforces the resident to put his energy into further treatment. 

The encounter group 

The word 'encounter' means meeting another person. In the encounter it is possible by 
meeting the other to learn about oneself. The basic assumptions of the encounter group 
were already formulated in the Synanon games. In the therapeutic communities these 
confrontation groups got their name encounter, a name also used for emotional interaction 
groups developed by professionals in the Human Potential Movement in that same period. 
The basic assumptions that underlie the encounter group include: 

- Criticism is valuable. 
- "Everybody is always wrong"; an encounter group is not a fight about who is 

right; it is not a discussion group. 
- Nobody is perfect. 
- A group leader is also open for confrontation. 
- If one person tries to tell you something about you, it may be his problem. If 

two persons are telling the same thing, you should pay attention. When six 
persons are saying the same thing, you better start accepting what they say. 

- You get out of the group what you put in. 

Rogers has called the development of encounter groups the most rapidly spreading social 
invention of the century and probably the most potent (Rogers, 1970). The encounter 
group in the therapeutic communities developed separately from the encounter groups of 
the Human Potential Movement (Schutz, 1975). The later had originated from T-groups 
(training groups) set up in the Massachusetts Institute of Technology by co-workers of 
Kun Lewin (who had been one of the pupils of Moreno, the founder of psychodrama). 
The encounter groups were more focused on personal growth. In 1967 Schutz started to 
run encounter groups in Esalen in California, where workshops in new group techniques, 
such as Gestalt-groups, psychodrama, massage, Tai-Chi, sensitivity-groups and sensory 
awareness groups were held (Coulson, 1972). In that same period Synanon had many 
game-clubs running were 'square' people were invited to participate. Many of them later 
joined Synanon to live in the community. Although the encounter groups of Esalen and 
the Synanon games had a different source they had much in common. Both focused on 
the here and now experience in the group and both had the goal to create awareness 
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through open comznunication. In sharing your ideas that are not known to others "hidden 
agenda's" and "blind spots". 

Already in California in the Sixties the Synanon games and the professionally led 
encounter groups had influenced each other. In later decades graduates of therapeutic 
communities joined centers for personal growth as group leaders. In the development of 
the Emiliehoeve therapeutic community and several other therapeutic communities in 
Europe these double-experienced ex-addict group leaders taught the professional staff how 
to run encounter groups in the therapeutic community. Thus the groups in European 
therapeutic communities often use techniques from other group therapies in order to break 
through the defenses of the participants. Heavy group attacks on self deceptive attitudes 
are often the only way to reach the real self of the addicts and that is why encounter­
groups have become so essential in therapeutic communities (Yablonsky, 1989). 

In most therapeutic communities regular encounter groups are held, usually three times a 
week. One of these three groups is often a weekly special group. This can be a group 
with peers, persons that have spent about the same amount of thne in the program, groups 
with men or women only. or a specific type of therapy-group such as a bonding or a 
Pesso-motor-group. Regular groups may last one and a half to two hours. It is important 
to stick to a fixed thne, otherwise groups may last longer and longer. Material to be 
brought in can be postponed when there is no fixed time to stop. It is important to realize 
that what has not been solved in a group, will probably be coming up again in a next 
group. 

For an encounter group an optimal size is 10 persons. It should not exceed 12 people, no 
including the leaders. Too large groups give too much opportunity to hide, not to be 
actively involved and share in the feedback In the frrst period of the Emiliehoeve . 
Therapeutic Community, the tradition was -as is still the case in some therapeutic 
communities- to have all residents together in one group (Van Epen, 1990). When the 
staff had decided to increase the number of residents from 10 to 20, it was noticed that as 
the encounter group had 14 persons or more, some residents ran away until the group had 
again stabilized at 12 persons. When the decision was taken to have two encounter groups 
held at the same time the splining stopped and the community could grow to 20 and later 
to 35 residents. The groups were each thne composed of different residents. This was 
another advantage. As the composition of the group was each thne different, a problem 
was confronted differently each thne. Instead of a repetition of the same mechanisms over 
and over again the groups became more dynamic. 

Selection of who is participating in which group is decided on by the staff and often a 
proposal is made by the expediter and/or coordinators. This is done this by examining 
requests for confrontation written on small pieces of paper by residents. The residents are 
supposed to "write a slip" when they get emotionally upset by something happening in the 
community, often a negative behavior or attitude of a fellow resident. These slips are put 
in the encounter box. By examining the slips the expediters or coordinators make a 
proposal indicating who should be with whom in the same group and why. 

Although in Synanon the groups were leaderless, in therapeutic communities there are 
usually two persons responsible for running the group. Two persons have the advantage 
that when a participant wants to confront a leader, the co-leader can take over and the 
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leader who is confronted is no longer responsible for anybody else but himself. The 
leaders can share their own emotions to the group or tell he had the same experience as 
what was happening with a group member. in encounter groups self-revelation of a group 
leader is often practised and seen as an important element of their role. Before the group, 
the group leaders have a meeting with the staff to discuss what they expect to happen. 
After the group they come together again to evaluate their group. 

In the encounter groups, the persons are confronted one by one by other members of the 
group (Fig. !.4.2). Thus the focus of the group is on one person at a lime. 

Fig. !.4.2: The Group Focus 

The confrontation can last from a few minutes up to an hour. When a participant does not 
respond or emotionally freezes when attacked. it is better to stop the confrontation and 
have the focus on somebody else. Continuing the attack would only have the person 
reacting more defensively. It usually helps to come back to the person later. Directing the 
focus at one person is important Confronting different people at the same lime creates 
confusion. A person is supposed to defend him or herself. Helping a person to defend is 
considered as not really helping as the person does not get the opportunity to stand up for 
himself. It is like playing the nurse and keep the confronted person a patient It is possible 
that more than one person confronts somebody at the same lime. Not what is said is 
important, more important is how it is said. This means with emotions. Screanling helps 
to provoke and ventilates emotions. So especially at the onset of an encounter group there 
is a lot of noise (Blank, Gottgegen and Gottzegen, 1971). 



Chapter 4. Treatment goals, tools and techniques 57 

The group usually starts with an angry confrontation by one participant followed by 
loudly expressed emotions. Other group members join in the confrontation and repressed 
emotions are ventilated. Usually the attacked person starts reacting often ventilating his 
own repressed emotions. After the emotional outbursts the group brings in material 
relating the event of the confrontation to other sintilar past behavior of the person 
concerned. Now the confronted person usually stops defending admitting to things that 
were said. He can experience despair, fear or pain. He is encouraged to express these 
emotions. The person can be asked to make a commitment to change his behavior. If 
possible the person is asked to do something right now in the group. The confrontation 
often ends with a hug from the person who started the confruntation. Then follows a 
warm phase. There is empathy from the group towards the person that was confronted. A 
group member can relate that he went through the same thing (Cassuto, 1981). The 
message is: we still accept you as a person, although we condemn your behavior, we 
went through the same thing, we are different from you, we will watch that you keep to 
your commitment. After some more confrontations the group will be finished by asking 
the group members to share their opinion of what happened in the group. After this 
feedback the group breaks up to have coffee in a relaxed atmosphere. 

Although anything can be said in the encounter group, group-norms do exist (Simon, 
1974): (see table 1.4.1) 

Table 1.4.1: Do and do-not norms of the encounter groups 

Do 

Active, take part 
Make your life public 
Tell the truth 
Say what you feel and feel what you say 
Start with the here and now 
Seek confrontation 
Use any language 
Polarize and generalize 
Use contrasts 
Show concern 

Use humor 
Tell your own story 
Use the whole group 
Do what you are afraid of doing 
(act as if you are not afraid) 

Do-not 

Avoid confrontation 
Use violence or threats of violence 
Act-out sexually 
Confront without concern 
Play the nurse 
Leave the group room 
Be silent 
Fall asleep 
Therapize 
Talk outside the group about other 
peop[e's experience 
Smoke! 

The norms are simple and easy to explain. In contrast with the leaderless groups of 
Synanon the encounter groups in therapeutic communities are usually led by two persons. 
They can be staff or older residents. These leaders guard the norms. They can also apply 
some techniques to increase the effectivity of the group. No smoking during the group is 
important It can distract the attention from what is happening. Smoking can also be used 
to suppress tensions and that is opposite to the goal of the encounter group: to express 
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tensions and emotions. The leaders. being role models, should stick to the norms, inclu­
ding abstaining from smoking during the group. 

Encounter groups function as a result of specific techniques, mechanisms, roles played by 
the participants, settings and material. The following techniques are used in encounter 
groups: 

- exaggeration, 
- ridicule, 
-imitation (of somebody's behavior), 
- indirect confrontation by talking about somebody who is present in the group 

(called 'carom shot' a name derived from billiards). 

This last technique is extremely useful with persons who tend to respond to a direct 
confrontation with an angry denial. 

When there is a conflict between two persons they can be asked to confront each other 
emotionally in the center of the group the so-called dyadic encounter. Use of humor is 
important as well as ridicule: it is difficult to defend yourself if everybody is laughing at 
you. The best response is to laugh about yourself. Heavy serious issues in the group 
should be followed by light or funny looking situations. Although the addict situation 
outside the community was a matter of life and death. the encounter itself is not. 

While techniques have to be brought in by the participants, certain mechanisms emerge 
anyway. During an encounter group the following mechanisms can occur: 

- projection: The participant confront his own problem by confronting the other. 
Already Dederich realized that it is more important what is said by a person 
himself in the encounter, than what has been said to him. In confronting the 
other, the person confronts himself (Dederich, 1974, personal communication). 

- identification: The participant can often identify with another person's story. 
- empathy: Emotional involvement creates a condition of empathy among the part-

icipants. 
- emotional blocking: A person can emotionally dissociate from what is happening 

and remains silent for some times. Further confrontation is useless and has to be 
postponed. 

- transference and counter transference: Emotions felt for persons from the past 
are transferred to group members. The others may react to those emotions. 

It is important to be aware of these mechanisms. However this can be referred to in the 
feedback. It is no use for the groupleader or any other participant to try to hide emotions 
that arise in an encounter group. The group will notice them anyway, especially from the 
group leaders. This means that groupleaders should feel free to express their emotions in 
the group. During the feedback at the end of the group, references can be made to 
emotions expressed in the group that have been transferred from the past. 
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Apart from the role of group leaders who facilitate the confrontations, there can be a 
variety of roles emerging among the participants an encounter group: 

--The prosecutor: continuously uses indictments to which the accused does not 
admit. 

- The follower: never starts a confrontation but joins the other persons' indict-
ments. 

- The witness: supports with personal evidences the indictment. 
- The identifier: explains he has been in a similar situation himself. 
- The pastor. preaches how the person should behave. 
- The mirror: shows the person confronted how he behaves right now. 
- The provoker: tries to make a person angry. 
- The therapist: searches explanations for a persons' past history. 
- The nurse: defends a person when confronted. 
- The peace-maker: arranges that the confronted person can become accepted again 

by the group; suggests agreements to change the behavior in the future. 
- The attention diverrer: diverts the attention from what is going on by changing 

the subject, or by childish behavior. 
- The creator of insight: explains what is happening in the group. 
- The scape goat: always succeeds in getting confrontations in the group. 
- The attention seeker: tries to get the attention by interrupting what is going on. 

The playing of such roles is profitable for the player as well as for other persons. When a 
person is frequently paying the same role, this should be confronted as avoidance­
behavior. By trying to play different roles the learning possibilities increase. 

Encounters can be held in any room. In large communities more than ten encounter 
groups can take place at the same time. Staff members may walk from group to group 
through the building asking in every group if there is anybody who wants to confront him 
and to see if a group leader needs assistance. The persons can be seated in chairs. 
Through the influence of professional group therapists in European therapeutic commun­
ities, the participants usually sit on cushions. Sitting on cushions invites people to touch 
or to hug each other. The fear of violent acting~out is the main reason why residents in 
most American therapeutic communities are supposed to stay seated in their chairs. When 
a lot of anger comes up. the participant may be invited to scream it out, while beating a 
cushion with hands or stick. 

In the encounter conflicts in the therapeutic community are dealt with. The group starts 
with group members confronting present or recent behavior of one of the participants. 
Often the emotional response does represents more than what has happened here and now. 
Emotions connected with similar experiences from the past may come out. This can be 
clarified by the group leader after the actual conflicts has been dealt with. This unf'mished 
business from the past can be dealt with in other groups, in marat.!J.on (extended) groups, 
in New Identity Process groups, in Pesso-motor groups or in psychodrama groups. 

Often it is thought that the screaming occuning in encounter groups is a risk for the 
person who screams. The opposite is true. Persons at risk are persons that are not able to 
scream, who block emotionally when screamed at, and who emotionally dissociate in the 
group. The best answer is to move away from them with the focus to return later in a 
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quieter pan of the group. By screaming the person looses the need to act out emotions by 
his behavior. A persons who can scream angrily at another person does not need to hit 
that person anymore. Screaming is a tool to bring a person to his emotions. It is not 
possible to scream for a long time without an emotion in an encounter group. Screaming 
without an emotion usually after some time becomes screaming with an emotion. 
Sometimes a participant might screa.-n in a childish hysterical way to get a sympathetic 
response, a scream without real emotion. The participants pick up the difference and tell 
the persons to stop. Like all hysterical behavior that does not have the desired effect, the 
hysterical screaming stops immediately when angrily told to do so. Hysterical behavior 
quickly disappears in an encounter group as it has no function. Psychotic reactions are 
very, very rare. They may occur when a person is for the first time in his life over­
whelmed with wann loving feelings being not able to cope with this. When given 
personal attention the person may gradually come out of such a psychotic state (Casriel, 
1972). After his visit to Daytop Village, Maslow realized that therapists in general too 
often consider their clients as weak and not able to stand a strong confrontation (Maslow, 
1967). Emotional discharging in encounter groups can be beneficial as a catharsis. 
However cognitive processes to find out what was happening are equally important. This 
process that can take place during the feedback at the end is an important and however 
often neglected pan of the group session. 

Other groups 

Apart form the encounter groups other therapeutic group sessions are usually held. Special 
groups for men and women are regularly held on various topics, for instance on sexuality. 
There can be groups on special themes such as birth, the life cycle, authority, gnilt. These 
are usually extended groups, such as marathon groups, lasting about 48 hours with only a 
few hours to sleep and probes lasting 6 to 8 hours. Probes can be held with a peer group. 
With the younger peers past hang ups from the time before being admitted in the 
therapeutic community are the focus. With the middle peers the theme is their position in 
the community here and now and with the older peers their expectations of the future. So­
called static groups are also held. These groups provide an opportunity for evaluating in 
the peer groups the progress made during the last week or month. Elder residents may be 
given a 'hot-seat' -probe. in which each participant in turn is confronted for about half an 
hour by his peers. Pesso-motor groups can be used to work emotionally through problems 
of the past. The participants can work on experiences with their actual parents. Group 
members can play the roles of their parents or of fantasized ideal parents (Pesso, 1980). 

Bonding therapy groups or New Identity Groups developed by Casriel do also serve as a 
method to solve emotionally problems of the past. Besides that, the participants learn to 
overcome their fear of intimacy of physical and emotional closeness and to change old 
negative attitudes developed in early childhood into positive ones. While the focus of the 
encounter groups is more on the behavior, the bonding groups focus more on two other 
human elements: emotions and cognition (Casriel, 1972; Coolen, 1985; Geerlings & de 
Klerk-Roscam Abbing, 1985). 

The bonding process can be represented in an eight-fold scheme as depicted in table 1.4.2. 
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Table I.4.2: The bonding process in the therapeutic community 

By the basic rules of the Therapeutic Community: 
- Stopping of the acting-out behavior 
- No use of drugs and alcohol 
- Isolation 
- No violence or threat of violence 

.!. 
II When you follow these rules, it produces: 

-Fear 
-Anger 

.!. 
Ill Behind this is: 

-Pain 
.!. 

IV The cause of this is: 
Negative attitudes such as: 
- "I am not good enough" 
- "I have no right to exist" 

.!. 
V This can change into what really is the case: 

- I have the right to exist 
- I am not perfect, but 
- I am good enough 

.!. 
VI Experiencing this, gives: 

-Pleasure 
.!. 

VII The result is: 
- Going to meet people 
- Seeking responsibility 
- Enjoy intimacy 
- Ability to show emotions 
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In the treatment limits are set to negative behavior (I), when positive behavior within 
strict rules is required, this leads to (II and III) the experience of negative emotions. 
These negative emotions are caused by negative thoughts especially negative attitudes 
towards oneself (IV). During the bonding therapy groups the residents learn to express the 
negative emotions to change the negative attitudes into positive ones (V) and to experi­
ence the pleasure of confmning the positive attitudes in the exercises in the group and the 
closeness of other persons (VI). These corrective emotional experiences lead to positive 
behavior, combined with positive emotions (VII) (Maertens, 1982). 

Bonding groups can be held once a week. Residents in the house for less than about three 
months are able to prepare groups with exercises, such as trust exercises, eye-contact 
exercises and scream exercises. As working with emotions of the past may distract them 
too much from the learning process in the therapeutic commuttity, the bonding groups last 
only three hours. They can also be held as extended groups or two consecutive groups. 
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Meetings of the whole community 

When a serious crisis has occurred or when a serious offence of the norms is made by 
one or more residents, a general meeting is held. The residents are seated waiting in 
silence until the staff enters. The director of the therapeutic community runs this meeting. 
He shows his concern about what is going on and he calls the residents who had behaved 
badly in front of the group and tell them what he thinks of them, followed by other 
members of the staff. Often residents are invited to follow their example. The general 
meeting is necessary to provide trust again when things have gone out of hand. The 
general meeting is usually directed at one or more individuals. The meeting can be also 
addressed to the attitudes in the whole community, like a haircut given to the whole 
house. These meetings are also called 'house meetings'. The special session with 
evetybody present is a so-called 'copping session'. In this meeting one or two staff 
members sit in front of the group, representing parent images. They start with a talk on 
the risks of keeping guilt-feelings inside and then they invite residents to share feelings of 
guilt about anything with the community. One by one they come forward to speak. They 
are not given an immediate reaction. The staff members just listen and encourage people 
to go on. The session usually ends with the staff members, telling the residents to perform 
a task, for instance cleaning the whole house. Such a meeting is necessary when disci­
pline has been low, and a lot of 'negative contracts' between residents are apparent. 

Seminars 

Daily seminars are given to 'exercise the brains'. Residents, staff members or persons 
from outside give an introduction to a topic followed by a discussion. Residents learn to 
talk in front of a large group. They also learn that there may be more interesting things 
outside, apart from dope. Residents can be asked to tell the story of their life or to talk 
about a subject that interests them. The philosophy of the therapeutic community or 
themes such as trust, friendship, prejudices or values are being discussed by inviting 
everybody to give his opinion. 

Physical exercises 

Daily physical exercises are given early in the morning before breakfast ranging from 
running around the house to aerobic exercises on music. Sometimes dynamic meditations 
take their place, exercises of the mind and body. These are meditations on music, 
connecting the participant with his emotions as he is following the music with movements 
of the body. These kind of meditations were originally used in India. 

The morning-meeting 

Each morning after breakfast everybody comes together in a meeting ran by one of the 
expediters. It is an opportunity to 'pull up' certain individuals or the community as a 
whole. It sets the tone of the day and tries to get everybody in a good mood. Most 
residents need this as they have problems getting a good feeling early in the morning. 
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The morning meeting starts with an announcement of events occurring that day. Then one 
of the newer residents is asked to read the philosophy of the community. An other 
resident is assigned to bring the news from inside or outside the community. After this, 
the pull up list is read by the resident who runs the meeting, usually one of the 
expediters. The responsible persons are asked to stand up and people are invited to 
confront the behavior. The person running the meeting can comment on it or ask the 
opinion of other residents who are keeping silent. One of the residents reads the saying of 
the day. This is followed by entertainment, an opportunity to make fun. To close the 
morning meeting everybody goes outside in a circle with their arms around each others 
shoulders to shout the yell of the community. The person having special tasks in the 
morning meeting can be chosen the previous day. Morning meetings can be very lively 
and provide fun for the residents and also a lot of information to the staff that may watch 
the happening. 

Other instruments 

Every new resident is given a data book to write in what he learns. Staff members have 
the privilege to read it. When a resident has not been writing for sometime, he will be 
asked why. The resident can decide for himself if he wants other people than staff 
members to read his book. From time to time. residents write self-evaluations to be given 
to the staff before they are being interviewed in order to determine if the person is ready 
to enter a next phase in the program. An extensive self-evaluation paper has to be written 
before the resident leaves the therapeutic community to go to the re-entry program. 
Department heads make weekly reports including a description on the progress of the 
persons working in their deparnnent. The coordinator presents a weekly written report to 
the staff. 

New residents who have to get known, can get an assignment for a few days to call all 
residents of the community together to come to listen to the news, to what is happening 
in the community. There may also be a speakers comer in the community where a 
resident can speak to the community when he wishes to communicate with everybody. 

The techniques in therapeutic communities are numerous. The ones described here are the 
most commonly used. They are all pan of the therapeutic system. Most of them do not 
need professional training to be able to use them. Only special groups such as New 
Identity Groups, Pesso-motor Therapy and psychodrama, need the input of trained 
professionals. For that reason they are rarely used in American therapeutic communities, 
which have mainly recovered ex-addicts on their staff. In therapeutic communities in 
Enrope professional staff members have been available from the beginning of the 
therapeutic communities, so there is a greater use of special group techniques. 
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CHAPTER 5 

THE DIFFERENT STAGES OF THE THERAPEUTIC COMMUNITY PROGRAM 

The treatment in the therapeutic community is not just a black box in which a resident 
spends a certain drug free period. lt consists of various stages meaningful for the staff as 
well as for the residents. ln most therapeutic communities for addicts, the therapeutic 
community program is divided into different parts. Before the resident is admitted to the 
therapeutic community, he or she passes an induction program. Before the resident leaves 
the program to re-enter in society, there is a re-entry program. The induction and re-entry 
programs are often situated in separate facilities. The treatment in the therapeutic 
community itself and in the re-entry program are generally also divided into different 
parts, called phases. 

Although the treannent period in the therapeutic community is the most spectacular part 
of the program, a good introduction to the program and a well prepared discharge in the 
re-entry phase are crucial for the success of the therapeutic community (Kooyman, 
1975b). ln this chapter the various stages of the treatment are described that exist in most 
therapeutic communities using the Emiliehoeve program as an example. 
The different stages of the program are shown in Figure I.5.1. 

Fig. LS.l: The phases of the therapeutic ccmmunity treatment program 
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The induction program 

The induction program prepares a candidate for admission to the therapeutic community. 
It can vary from one or two interviews to a structured program lasting several weeks or 
months. The induction programs of the therapeutic communities of the Centro Italiano di 
Solidarieta in Rome can extend to a period of ten to twelve months (Kooyman, 1987). 

Candidates for admission usually have an informative contact at an outreach center, in a 
detoxification clinic or inside a prison before participating in the induction program. 
Residents of the Erniliehoeve followed an ambulatory induction program up to May 1980, 
when a clinical detoxification center called 'de Weg' was added to the program. Since 
then, the induction program is held inside the detoxification center for those who made a 
choice for further treatment in a therapeutic community or a day center. In the first two 
years after the Emiliehoeve had been started, the induction phase consisted of orientation 
interviews at the out-patient clinic for drugs in the City of The Hague. The candidates for 
admission were seen by the director of the Emiliehoeve in his function as the medical 
doctor of this out-patient clinic. Further information was given by two eider residents of 
the therapeutic community who were present in the waiting room once a week. The addict 
was given the message that the therapeutic community was a drug free environment In 
most cases, during the first 2 years of the Emiliehoeve program the addict was admitted 
to a department of the psychiatric hospital Bloemendaal before admission to the thera­
peutic community. Here the candidate was detoxified and visited by staff and residents of 
the therapeutic community. admission to the therapeutic community. 

In Ja;mary 1974 the induction program became more structured. The addicts could now 
be seen daily by an ex-addict who had graduated from the program together with two 
elder residents of the therapeutic community. The candidates for admission were seen in 
group meetings. The staff's attitude was no longer trying to get the addict to come to the 
therapeutic community by convincing him how important it was to get treatment Instead 
the staff demanded several tasks from the addicts to show them that they wanted to do 
something about their problem. The message became: "we do not need you, but you need 
us". Surprisingly by changing the attitude in this way, more addicts got interested than 
when they were approached in the traditional way. The addicts were no longer admitted 
to the psychiatric hospital for detoxification as this environment was not seen as satisfac­
tory situation to prepare the candidate for the therapeutic community. The message in the 
induction program was clear: you are responsible for your situation, you can do some­
thing to change it but you cannot do it alone. This out-patient induction program lasted 
seven to ten days. In this period the candidates had to return every day clean. They had to 
stop using drugs, pills and alcohol. Sometimes they followed a short ambulatory 
detoxification program at the out-patient drug clinic before participating in the induction 
groups. Several taSks were given as homework. For instance, the candidates were asked to 
write down their life storie~ to write ten reasons for stopping to use drugs and ten 
reasons for not doing so, to return the next day dressed differently, to read a paper and 
bring up a topic from that paper the next day. 

From 1975 inmates of several prisons in the area who had requested to be transferred 
from prison for treatment to a therapeutic community. The decision to admit residents to 
the therapeutic community from prison was taken after many discussions on this issue in 
the staff meetings. It was feared that the therapeutic community would get an image of 
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being part of the punitive system. Also the motivation of the inmates to seek treatment 
was thought to be questionable. The decision was influenced by the following incident 
that occurred in 1974. An addict who had already been in prison several times earlier had 
been successful after his arrest in having the police allow him to visit the out-patient drug 
clinic where he was seen by the Emiliehoeve medical director. The addict entered the 
room that night with policemen on both sides, asking to be admitted to the therapeutic 
community instead of the prison. This was impossible but it led to interviews of him in 
the prison and finally to his transfer to the Emiliehoeve. He got a serious jaundice, shortly 
after his admission recovered and graduated from the program. This incident had 
convinced the staff that their discussion had been academic and that it was merely their 
problem how to deal with the new situation, than a problem for the addicts in prison. 

From 1975, on their own request, addicts waiting for trial could be seen in prison 
regularly. Those who had been charged with serious crimes such as murder, tuanslaughter, 
drug dealing or armed robbery were excluded from this possibility. When staff concluded 
the candidate was suitable for the therapeutic community, the person could be admitted 
for treatment and the trial was postponed. Usually the trial was held about four months 
after admission. When they were still in treatment, there were two possibilities: either the 
case was dropped or the resident was convicted to prison sentence equal, to the time he 
already spent in prison, on the condition that the treatment was continued. In most cases 
there was also a probation period of one year or more. In recent years addicts can also be 
transferred to the treatment program after having been convicted. They can spend the last 
period of their prison sentence in treatment in the therapeutic community. 

In the first years the induction program in prison was carried out by Emiliehoeve staff. 
Ex-addicts who had been ex-prison inmates t.oemselves were excellent role-models for the 
addicts in prison. Apart from individual interviews also induction groups were organized 
in The Hague Youth Prison. Once a week there was also a group meeting for addicts who 
were interested but who had not yet decided to request treatment. Mter a few years this 
work was taken over by social workers of the out-patient drug clinic. It was a decision 
later regretted by the Emiliehoeve staff. In general, it can be said that very little differ­
ence in attitude was found towards the treatment between residents coming from the 
prison and other residents. The choice to seek treatment was made in both groups by t.oe 
addict. In both groups outside pressure to make a choice for treatment was apparent. After 
admission from the prison, the resident did not have a position different from the others. 
He could leave the program, he knew that authorities of the juridical system would be 
informed when he did not return within 48 hours. 

In January 1976 the induction center was transferred from the out-patient drug clinic to 
the newly opened day center 'Het Witte Huis', a nine to five therapeutic community, 
modelled after the Emiliehoeve with the psychiatrist who also lead the Emiliehoeve as its 
medical director. In the years before 1976, the year in which low threshold methadone 
program had been established on large scale, most persons were able to kick off their 
habit coming daily to the ambulatory induction program. The less restricted prescription 
of methadone to heroin addicts had in later created in a situation in which addicts were 
dependent on heroin as well as on methadone. This made it more difficult to just stop 
using drugs from one day to another. It was not easy or even impossible to stop 'cold 
turkey' without drug treatment to alleviate the abstinence syndrome, for addicts who were 
also using methadone daily. In October 1976, a crisis-detoxification center was opened in 
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Rotterdam linked with the program of the Essenlaan Therapeutic Community, a sister 
therapeutic community of the Emiliehoeve. Most of the residents of the Essenlaan 
Therapeutic Community were admitted since then through this center, after having 
completed a clinical induction program. To be admitted in the crisis departtnent of the 
crisis detoxification center, it was not necessary to express the wish to stop using drugs. 
Only if the client wishes to do so, a transfer to the detoxification departtnent followed. In 
this way, a crisis in the drug use of an addict can be used to make a decision to stop a 
possible option (Kooyman, 1981 ). 

In the detoxification departtnent of the center, the client was free to choose to participate 
in the induction program of the therapeutic community. The induction program was 
integrated in the activities in the detoxification center. For instance, candidate for 
admission to the therapeutic community were attending induction groups while the other 
residents were cleaning the house or washing dishes. In the detoxification program 
seminars with information on treatment programs were given together with seminars on 
subjects such as friendship, honesty, discrimination and trust. In these seminars the 
residents of the detoxification center were asked to give their opinion of the topic with 
the staff bringing the group to conclusions. Apart from these exercises in using the brain 
to think, also physical exercises and dynamic meditations were added to stimulate 
physical and emotional expressions. During the first years of the existence of this center 
at the Heemraadssingel in Rotterdsrn, more that 20% of the admitted addicts were 
transferred for further treattnent into a drug-free program: for the period between October 
1st 1976 to march 1st 1978. More than 20% of the admissions were discharged to a 
therapeutic community or day center; one third left and had been within a year re­
admitted (ten remaining left and didn't return within one year) (Kooyman et al., 1979), 
see table I.S.l. 

Table 1.5.1: Referrals from the detoxification center Heemraadssingel to thera­
peutic communities 

number of admissions 

number discharged to drug-free 
day center or T.C. 

percentage of total discharged 
to drug-free day center or T.C. 

male 

445 

88 

19,8% 

female 

140 

38 

27% 

total 

585 

126 

21,5% 

Several clients were admitted more then once before they decided to apply for the 
induction program (Kooyman et al., 1979). 

In May 1980 a clinical detoxification center called 'De Weg' was opened in The Hague. 
Since then, almost all clients admitted to the Emiliehoeve have been introduced through 
this center. Addicts from prison were also introduced through 'De Weg' to the therapeutic 
community. Heroin addicts were given a shon detoxification with methadone. This was 
seen as non conflicting with the drug-free philosophy of the Emiliehoeve program. In the 
Emiliehoeve therapeutic community however, methadone had never been distributed. 
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In the Emiliehoeve induction program a social worker and an ex-addict staff member who 
graduated from the Emiliehoeve or another drug-free treatment program, formed the 
induction team in most periods. They were assisted by residents of the therapeutic 
community, the day center or re-entry residents. The fact that the addicts who entered the 
induction program met persons with whom a mutual identification could be possible is an 
important element in the induction process. It could no longer be denied that it is possible 
to stop using drugs. The ex-addict working in the induction program was a role model for 
the inductees. 

After a period of 7 to 10 days with meetings every day except in the weekends, the 
addicts could be regarded ready for an intake into the drug-free treatment program of the 
therapeutic community or the day-care program. Nowadays, a visit to the community 
from the detoxification center 'De Weg' is usually possible before the intake takes place. 
Whether or not a person is regarded as being to be ready for an intake depends largely on 
the behavior in the induction phase. Only persons with severe psychiatric disturbances of 
a psychotic nature, mental defects or severe brain damaged individuals were excluded by 
the staff. The others who did not reach the therapeutic community were those who 
changed their mind and decided not to participate or continue the induction program. 

A person who had been addicted for a period less than half a year was generally referred 
to other treatment or an out-patient clinic, for instance, to a day center program. The main 
criterium for admission was whether or not the addict could show that he or she wanted 
to do something to change the situation. For those addicts who did not want to make a 
choice to stop taking drugs, alcohol and other mind-altering chemicals the program could 
not do anything. Any reason of the addict for making the choice to stop using drugs was 
acceptable, including the wish to get out of prison. 

The intake 

The intake in the therapeutic community can be organized in various ways. ln the 
Emiliehoeve it is usually carried out in the fonn of an interview of the inductee by a 
group of staff and residents. The future resident has to convince the group that he or she 
want to become part of the community. The staff and residents ask why the inductee 
wants to stop using drugs or alcohol and why help is sought at the Emiliehoeve. It is 
important that the inductee can ask for help, sometimes the person who wants to be 
admined is asked to scream for help. This is something the addict has never done before 
in his life. The inability to ask for help was in most cases one of the reasons for starting 
to use drugs, using it as a painkiller. This scream for help is an emotional investment. 
When this happens the group can really reach out to the new resident. 

In the early years of the Emiliehoeve this intake interview could be very emotional. The 
residents came directly from the streets. Sometimes a corrunitment was asked or a sign of 
corrunitment for instance in cutting a piece of their hair. Rarely the interview ended in the 
candidate being refused admission, usually as it was not clear if the candidate had really 
made a choice for admission. In that case the person would be told to think it over and 
come back in, for instance a week to explain why he or she wanted admission. At the end 
of the interview the candidate is assigned to an 'older sister' or 'older brother', a resident 
who has already been in the program for some months and who is responsible for 
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introducing the new member to the other residents and to the values, norms and customs 
of the community. In the first years of the Emiliehoeve, the newly accepted residents have 
been thrown in the canal in front of the Emiliehoeve farm as a sort of ritual. After this 
ritual they were given overalls to wear: the uniform of the new members during the first 
months of their stay. Because of practical uncertain factors -the weather, the swi.-mning 
capacities of the new resident, ice on the water- this ritual was abandoned. 

The different phases in the therapeutic community 

As the program in the therapeutic community became more clearly structured. the 
treatment became divided into three phases: 

Phase I : the younger residents 
Phase II : the middle residents and 
Phase ill: the older residents. 

The first phase was in most periods preceded by an aspirant member phase, an induction 
period into the community life. These residents were called 'eggs', 'youngkies', 'frogs' or 
other fancy names. The following phases were named 'kangaroos', 'fanatics' and 
'diamonds'. The 'egg'-phase residents were guided by a 'mother' and a 'father' resident, 
who gave them daily seminars on what is important to know in the community. After 
about two weeks they entered phase I as a full member. In this phase is was important to 
unlearn negative and destructive behavior and to learn to get used to a clean and orderly 
life. In the encounter groups the new residents learned to express themselves emotionally 
and to confront negative behavior of the other residents. In a 'probe' group -lasting a full 
day- the residents of this phase looked back on those events in the past they felt ashamed 
of. An important goal of this group was to be open about their past life in their peer 
group and to talk about their guilt feeliugs. 

In the second phase the resident is integrating the new values of the community. They 
assume responsible positions in the structure of the house. In the group they confront their 
relations with other members and the connected emotions for persons from past history. 
In this phase there is a long probe on who they are, their self-concept and their attitudes 
in relation to others in the community. 

In the third phase the residents are increasing their contacts with persons outside the 
therapeutic community. Problems with parents, partners and friends are focused on. This 
period is a preparation for the re-entry into society. A probe is held on the future; what 
plans are there for further education, jobs, relationships. At the end of this phase, a report 
on their stay in the program is written by the residents. In this period they do not have 
any particular job in the community for one or two weeks. This phase ends with leaving 
the therapeutic community to go to the re-entry program. 

The re-entry program 

The re-entry program is the part of the program in which the resident is integrating into 
society. Re-entering from the therapeutic community into society is for most residents a 
difficult, often painful experience. Many residents think that they didn't change at all in 
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the therapeutic community when they are facing the same problems they had before 
admission. They can not find a job and they feel alone, inferior and worthless. They find 
out that you can not always trust people outside, although they may be respected citizens. 
They can not ask for an encounter when they have problems with their boss. They find 
out that they can not do it alone. They need help and guidance from their peers and from 
staff. This assistance usually is offered in the re-entry program of the therapeutic 
community. 

There are in fact two models for a re-entry program. One is a 'living-in re-entry'. The re­
entry residents are still living on the premises of the therapeutic community. The other 
model is a 'living-out re-entry' -the residents are living separated from the therapeutic 
community in their own re-entry house. In the first model the staff of re-entry and the 
therapeutic community usually are the same. In the second model there is a separate re­
entry staff. Both models have advantages as well as disadvantages. 

The advantages of the living-in models are: 
- The problems of living out and working out are not faced at the same time. 
- The residents do not have to get used to a different staff. 
- Residents of the therapeutic community have close contact with the re-entry peo-

ple and can learn from their experiences. 

The disadvantages are: 
- The re-entry residents have little opportunity to act out negatively when they 

come home after a hard day of working in the program. 
- When they have a job as staff-aide in the therapeutic community where they are 

also living. they will have very little outside exposure. Their position as staff­
member as well as re-entty resident is d.Lf:ficult when they are living in the same 
house. 

- The therapeutic community staff is unable to make the necessary role-shift from 
parents figure to teacher and counsellor and may treat the re-entry residents in a 
similar way as the kids in the community. 

The advantages of a living-out re-entry program are: 
- There is a clear break with the therapeutic community subculture. 
- Inviting friends from outside is usually easier, as well as accommodating partners 

in the house. 
- The re-entry staff is no longer the authority figure of the therapeutic community 

and is dealing with the residents on an adult level. 
- Abuse of alcohol or drugs can be dealt with in a different way compared with a 

situation in which the residents are living in the therapeutic community, where 
the oniy possible consequence usually is to throw the resident out of the house. 
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The disadvantages are: 
- The change from living in the community to Jiving out, is coinciding with a 

change of staff and usually change of work. 
- Being a junior resident all over again when entering the re-entry house and 

having to find yonr own place. 

In most pro grams however, the location of the therapeutic community has been the most 
important factor in deciding for a living-in or a living-out re-entry. Because a therapeutic 
community is often situated outside the city environment (as is the case in the Emiliehoe­
ve program), a separate re-entry house has been opened in the city. Therapeutic commun­
ities however, can be situated in the city like most facilities of Phoenix House in New 
York. The re-entry program is then usually situated in the same building. The re-entry 
program of Emiliehoeve was called 'Maretak' and the residents were living together in a 
house in the city in the first two phases of the re-entry program. In the last phase they 
were no longer living in the re-entry house, but in their own apartments outside. 

The re-entry residents face a conflict in culture when they have left the therapeutic 
community environment. In the community the residents learn to be honest and that it 
pays off to be so. In re-entry they fmd out that this is not always the case. They may not 
get the job they want. if they are honest about their past. They are taught in the thera­
peutic community to confront someone's behavior when it is not okay. They learn in re­
entry that people are not always accepting their open and honest criticism. They have to 
learn to solve conflicts without the screanting and yelling they were used to do in 
encounter gtoups. Their self-esteem shrinks when they have to go through the frustrations 
of rejection over and over again, when they are looking for a job. It does not impress 
people when they tell them that they were head of the kitchen in the therapeutic commun­
ity. They have no degree, no certificates. 

Very often the new re-entry resident decides that what he learned in the therapeutic 
community has little value in the other reality of society. Before he realizes he is going 
back to his old behavior. He may be no longer telling the truth. no longer cleaning his 
room, no longer confronting his peers and he may arrive at a point where he is very near 
using drogs again. It is important to know that this is a common experience in re-entry. 
Growing a moustache and a beard again can be great fun but wearing the ornaments and 
outfit of the junky scene can be a sign of being very near a relapse in drognse. The new 
re-entry resident has to be taught that the values of the therapeutic community are also 
valid in his life to come. This is especially true in his relation with friends and relatives. 
He should be taught that it may be wiser at times to keep his mouth shut; but also that 
telling lies is something he can not afford to do, because he does not know how to stop. 

The same may be so with having to stop drinking alcohol. Many re-entry residents found 
out that they do not know how to handle drinking. In the first years of the re-entry 
program of the Emiliehoeve, the residents were not allowed to drink during the program, 
as they had been informed about the disastrous effect of the so-called drinking privileges 
in other programs, It was found, however, that some graduates got serious alcohol 
problems after they had completed the program. So it was decided to offer the those 
residents who wanted to do so an alcohol-learning period of two months, starting in the 
fourth or fifth month of their stay in the re-entry house. They could drink outside the 
house and repon to the staff of their experience. After two months the period was 
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evaluated by staff and peers. Then it was decided whether the person could drink or not 
during his further stay in the re-entry program. Fonner alcoholics were never given an 
alcohol-learning period. They were told to accept that drinking again was too much of a 
risk. Residents who were addicted before their admission to alcohol as well as to drugs 
were also excluded. It was often difficult for those residents to realize that they had been 
as much addicted to alcohol as they had been to drugs. 

A common problem in re-entry is that most residents have difficulties in leaving behind 
the safe therapeutic community where you are never alone. Some may even show 
symptoms of depression shortly after artiving in the re-entry house. Some people have a 
tendency to act out shortly before their expected re-entry date in order to be shot down 
from their senior position in the therapeutic community and return safely to washing the 
dishes again. In this way, their departure from the therapeutic community is postponed. 
Another common phenomenon in re-entry is the behavior of the adolescent wanting to go 
bis own way not respecting program values or norms. Although one hopes that the 
resident works through bis authority conflict with the program norms and values when he 
is still in treatment in the therapeutic community, he rarely does so. Part of growing up is 
testing out limits and testing must be allowed for, however, without having the resident 
returning to the former self destructive behavior. Individual counselling as well as peer 
confrontation is important to gnide this process. 

To make it obvious that the re-entry resident had to become fully independent, the re­
entry program was fixed to a maximum of twelve months in the end of the seventies. The 
total program was divided into different phases of approximately four months each. In 
phase I the resident usually works as a staff-aide in the program. Occasionally he can be 
working in a job position outside the program without being paid, still receiving bis social 
allowances. He has a weekly phase I group apart from the weekly evening encounter with 
the other re-entry residents and a weekly individual meeting with a staff member. These 
individual meetings are supervised by a psychiatrist. While individual counselling in the 
therapeutic community had been found of little use, it is regarded as useful in the re-entry 
stage of the program. 

In phase II the resident works without being paid a volunteer as (a so-called 'stagier') in 
any job position outside the program for some weeks. Sometimes such a period may have 
been applied already when he was still a resident in the therapeutic community. After the 
'stage'-period he tries to find a job. He may have bis alcohol learning period during this 
phase. In the last month he moves out of the re-entry house into an apartment of bis own, 
usually with one or more peers. In phase II he attends the evening encounter once a week 
as well as a weekly individual meeting with a staff member. In phase ill the resident lives 
outside the re-entry house. He attends the evening encounter once a month and sees a 
staff member weekly. In the last month before bis graduation he doesn't have to come to 
groups or have to meet the staff. Tbis becomes an option rather than an obligation. 

It has been found over the years that the change from living in the therapeutic community 
to staying in the re-entry program was a real cultural shock. To make the transition easier 
the following changes in the therapeutic community program were made: 

- When a resident of the older peer group becomes a re-entry candidate, he gets a 
week off to write an evaluation of bis stay in the therapeutic community. He also 
has to fmd a club outside, for sport or hobby for one evening a week. 
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- He visits the re-entry phase I group once a week. He also visits on one evening a 
week the education program of the phase I re-entry residents. 

As sexual contact is possible among residents of the Emiliehoeve therapeutic community 
(if the request is accepted) or with persons from outside the therapeutic community many 
sexual problems are already dealt with before re-entry. There are no restrictions as to sex 
in re-entry. Sexual problems. making new friends, learning to live without the control of 
the peer group, learning how to spend leisure time, are all subjects that can not be dealt 
with sufficiently in the therapeutic community and will make a re-entry program 
necessary. 

As the resident is about to leave the program, former separation fears may be actualized. 
For many residents individual counselling is an important part of the re-entry program. In 
some therapeutic communities (i.e. Hoog Hullen and Breegweestee in the north of 
Holland) psychotherapy is part of the re-entry program (Vos, 1984). In most programs the 
re-entry program ends with a graduation party. Some programs graduate clients one year 
after they have completed the program. 

Graduation 

In the Emiliehoeve program the client passes the graduation at the end of the re-entry 
program. The graduation party was in the first decade of the program an important ritual. 
The client had to write a paper on the program, or had to show a product of his creative 
activity. At the day of the graduation, the candidate is interviewed by the graduation 
cormnittee, consisting of the directors of the different phases of the program, chaired by 
the program director. A ceremony at the therapeutic community follows. In this meeting 
the graduate gets a certificate and offers a personal gift to the program. The graduation 
ceremony is usually followed by a dinner with relatives, friends and a party. It is one of 
the rituals in the program with great emotional character. In more recent years the client 
can choose in which way he wants to graduate. 

Sequence of phases 

Following the treatment in the therapeutic community program the client has to pass 
through a sequence of phases. Each phase ends with an interview of the individual by 
staff and residents. During the stay in the therapeutic community, the residents are usually 
interviewed by two staff-members and some members of the next phase. After passing a 
phase there may be a ritual. 

In the first years of the Emiliehoeve's existence, residents were called 'member' only 
after passing the f'rrst phase. Then they got an Emiliehoeve T -shirt and a small present 
from the older residents. When the community grew from 12 to 35 residents, the rituals 
used in passing to another phase were abolished or changed into a single announcement 
and a speech of the director in front of all the residents. 
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Passing the program through different phases of the program with different goals, gives 
the resident a feeling accomplishing something step by step; a feeling the resident often 
never had before. 





Part I. The therapeutic community for addicts 77 

CHAPTER6 

THE FAMILY OF THE ADDICT AND THE THERAPEUTIC COMMUNITY 

Problems in tile family 

Is there a characteristic structure of the family of an addict? There is considerable 
research published on correlations between specific factors in families and the occurrence 
of drug addiction among children of those families. The relationship between drug abusers 
and their parents has been received considerable attention in the research literature. Both 
over-involved. overprotective parents, as well as detached, neglectful parenting have been 
found to be related to drug abuse (Kaufman and Kaufman, 1979), (Steffenhagen, 1980), 
(Stanton, 1980). The quality of the relations seems to be important. Kandel (1976) found 
a correlation between the quality of the parent-adolescent relationship and parental drug 
use and the continuation of the use of heroin and other hard drugs by the adolescent. 
There is a high proportion of fathers with a drinking problem. Stanton (1980) found in 
parents of heroin addicts, an alcohol problem of at least one parent in at least 80% of the 
cases. 

Many addicts have experienced a separation or a sudden death of a parent, mostly the 
father, before the age of 16. However most addicts in Stanton's research did not come 
from broken homes (Stanton, 1980). Frequent traumatic experiences in families with 
addicted children are reponed including violence, child molesting, incest, suicides, 
psychiatric admissions, sudden death of an important family member, or separation from 
the parents (Aron, 1975). Reilly (1976) observed that parents rarely rewarded acceptable 
behavior of the addict, while giving strong (negative) attention to negative (drug abuse) 
behavior. Anger was rarely expressed in the families he studied. Alexander and Dibb 
(1975) also found an inability of the parents to directly express to their children their 
criticism and unclear boundaries between the generations. Reilly and Alexander and Dibb 
were mainly studying ntiddle-class families. Kaufman (1981), who studied families of 
different ethnic-background and social starus, also found vague boundaries between the 
generations. There were rarely efforts of the parents to stimulate positive behavior of the 
addicted children. Finally Klagsburn and Davis (1977) conclude in their review of the 
literarure that there are a lack of boundaries between the generations. There is usually a 
strong mother-child and a weak father-child relationship. 

Family structure of heroin addicts 

Contrary to common beliefs, most drug addicts do not have an isolated life in the drug 
scene without contacts with their family. Vaillant (1966b) has found that 72% of the 
heroin addicts in his study were at the age of 22 still living in the home of their parents. 
At the age of 30, 47% were still living with a female relative. Crawley (1971) found in 
his study of addicts in England that 62% of the addicts were living in their parents' home. 
Stanton and Todd (1972) found that 66% of their sample of male heroin addictS were 
living with their parents or had at least once a day a contact by telephone with their 
mother. Haley (1980) described the problems of the families when an adolescent family 
member is leaving home, and the relationship to drug abuse. Stanton and Todd (1975) 
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pointed out the tendency of the addict to relapse into his old habits of drug abuse and to 
return home when a crisis in the family had occurred after the addict had stopped using 
drugs and had successfully started to live his own life. They saw at the base of this a 
separation fear between the family and the addict. The heroin dependency provides a 
pseudo individuation (Stanton et al .• 1978). Alexander and Dibb (1975) pointed out that 
the addiction is necessary to maintain a certain equilibrium. 

In reviews of the literature dealing with family factors in drug addiction (Rose, Battjes 
and Leukefeld, 1984; Stanton, 1979; Salmon and Salmon, 1977; Harbin and Maziar, 
1975; and Seldin, 1972), a common structure of the family of a male heroin addict is 
described. There is an over-protective, indulgent and permissive mother with the addict as 
her favorite child. Fathers of male addicts are reponed to be detached, uninvolved, weak 
or absent. Father-son relationships are described as being quite negative with harsh and 
inconsequent discipline. 

In contrast to males, female addicts seem to be in oven competition with their mothers. 
They see the mothers as overprotective and authoritarian, while their fathers are reponed 
to be indulgent of them, sexually aggressive and often alcoholic. The probability of incest 
is much greater than normal with estimates as high as 90% in female heroin addicts 
(Cuskey et al., (1979); Ellingwood et al., (1966). 

Research findings on families of addicts in Europe 

Survey research of clients of methadone programs in the Netherlands has found that 67% 
of the addicts had regular contact with their parents (Sijlbing, 1981); 32% (Bindels, 1981) 
or 38% (Huben and Van Steijn, 1986) of the addicts were living in the home of their 
parents. In a research carried out among 50 families of residents of centers of the 
Association du Levant in Lausanne (Switzerland), in 66% of the cases a so-called 
manipotent family structure was found. There was a strong female influence over three 
generations, the grandmother from mother's side. the mother and a sister of the addict or 
the addict herself when female. There was an alliance between the grandmother and 
granddaughter. with the grandmother undermining her daughter and criticizing her 
marriage and the way she raised her children. In 20% of the cases a family structure was 
found characterized by a mother who separated from a bad husband after the birth of the 
future addict, remarrying later a man who was the opposite of the first, presenting himself 
as an ideal husband and father. The researchers in this study point to the imponant role 
played by grandparents, the way members are disqualified and the existence of secrets. 
They found frequently a brother or a sister as a parentified and ideal child in the family. 
The families were usually closed from outside contacts (Ausloos c.s., 1986); (Lanini, 
1985). In a research on families of drug-addicts in Zutich the relationship with the parents 
-especially with the father- were experienced worse than in the control group. There was 
serious family instability in 55% of the addict families. Contrary to other fmdings in 
Zutich addicts were found less frequently living with their parents than the control group 
(Zirnmer-H5fler, 1987). 

Cancrini (1985) researched families if drug-addicts in Rome in a project evaluating family 
therapy He described drug addiction related to the family structure and found four types 



Chapter 6. The family of the addict and the therapeutic community 79 

of addiction: Traumatic drug addiction, drug addiction with an actual neuroses, transi­
tional drug addiction and sociopathic drug addiction. 

In the traumatic drug addiction there is a rapid break with the normal pattern of life. The 
drug protects the individual who is in a state of panic. The addict uses, in a destructive 
way, all kinds of drugs to seek numbness rather than pleasure. The drug use and its 
dramatic consequences mask or cover the sense of guilt provoked by the traumatic 
experience. The family context in this type of addiction is rather varied. In some cases the 
addict has been the 'model' child. Often the addict has recently gone through the phase of 
individuation and separation from the family while the new network of relations is 
inadequate for the need at the stressful circumstances. 

The second type is drug addiction with an actual neuroses. There is an intense actual 
conflict in the family around the drug addict. There is a typical structure of the family: 
deep involvement of one of the parents (generally the opposite sex); a peripheral role of 
the other parent; weakness of boundaries in the fantily hierarchy; a polarity between the 
addict as a 'bad' child with another 'good' child; contradictory communications in the 
family and rapid and violent conflicts. 

The third type is transitional drug addiction. This addiction has the following characteris­
tics: an experience of powerful, ecstatic, pleasing effects of the drug relieving previous 
personal sufferings; repeated depressive states with compulsive addictive behavior, 
difficulties in linking the drug use to specific events in the life of the addict and long­
term risk of relapsing often into alcoholism. The family has the following characteristics: 
there is a lack of definition in the relationships with often, incongruous messages; the 
members ignore the meaning of messages of others; the family members try to manipulate · 
therapists and others to strengthen their own positions and there can be a repeated brief 
and intense acting out. Both parents are overinvolved with the addiction or private life of 
their children. The polarity between the children is not that of good/bad but rather of 
success/failure. Often in this kind of family there is a person named the 'prestigious' 
member by Selvini Palazzoli (1978), actively involved in solving the problems of the 
family. At the time of detachment of this prestigious member, the identified patient reacts 
by creating a problem through drug use, which has the effect of fixing things as they are. 

The fourth type is sociopathic drug addiction. This kind of addiction is found with 
persons who act out their psychological conflicts. They typically share the following 
history: known anti-social behavior prior to their drug addiction adapting rapidly a drug 
addict life style, a deviant attitude, an inability to give and accept love. They speak with 
detachment of their habits and have an underestimation of the effects of the drug. They 
are usually children of economically and culturally deprived women, or children of multi­
problem families in the ghetto's of the big cities. Their maladaption is first evident in 
difficulties at school and later, in adolescence, in the increasing violence with which they 
react to rules of a society perceived as hostile. Often they were brought up in institutions. 
The families can be detached or dramatically disorganized. 

Cancrini points out that fantilies of drugs addicts can not be seen as homogeneous 
systems. The fantilies described in the literature of family therapy with drug addicts are 
usually of the second drug addiction (in fantilies with actual neuroses) or third (transi-
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tional drug addiction) type. Cancrini's distinction in four types of families was found 
useful in his research-project on the effect of family therapy with drug addicts. 

The family therapy development by Stanton (Stanton and Todd, 1982) combined the 
structural approach (re-establishing the parent-child 'hierarchy' and restructuring alliances 
and subsystems during the session (Minuchin, 1974) and the strategic approach (focusing 
on symptoms with specific strategies of intervention, home-work assignment and 
avoidance of a power struggle with the family (Haley, 1980). Stanton's approach was 
most successful in Cancriul's research with families of the addiction type with an actual 
neurosis. A paradoxical family therapy approach developed by Pallazoli (1978) was most 
successful in families of the transitional addiction type. 1n families of the traumatic 
addiction type, individual ambulatory therapy was found to be usually sufficient. 

In addiction of the sociopathic type, conventional therapies were found to be rarely 
successful. Cancrini considers therapeutic communities as a useful tool to fill the vacuum 
of social and family relationships in addiction of this fourth type. In therapeutic commun­
ities a substitute family system is temporary provided from which the addict can separate 
finally in a healthy way (Cancrini et al., 1985, Cingolani, 1986). 

The therapeutic community as a substitute family 

In the iultial stage of the development of therapeutic commumues for addicts in the 
United States, the therapeutic community was seen and referred to as the addicts new 
family; a substitute for a family which the addicts often never had (De Leon and 
Beschner, 1976). Many residents carne directly from prisons. The f'rrst therapeutic 
community modeled after Synanon's self-help program, Daytop Village, started as a 
branch of the Probation Department of the New York Supreme Court. It was a program 
for male drug offenders with felony convictions on probation with this department 
(Sugarman, 1974). Most residents never experienced a concerned supportive family 
environment. The therapeutic community was a substitute family to them. The members 
and staff of the therapeutic community were called 'family'. Fellow residents were 
referred to as brothers and sisters. 

As the original family was seen as having a negative influence on the residents, for at 
least four months all contact of the residents with family members was prohibited. It was 
only in the seventies that therapeutic communities learned that involvement of the 
families in the treatment of the residents could prevent them from activities sabotaging the 
efforts of the treatment staff (O'Brien, 1983). Instead of enemies, the parents of the 
addicts were considered as a potential source of help and support on the treatment 
process. 

The involvement of the family in the treatment programs of therapeutic 
communities. 

Although the American therapeutic commurnnes iultially excluded parents from the 
therapeutic process, they were also the f'rrst drug treatment programs that who made 
family involvement an integral part of their activities. After the initial years the staff of 
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the therapeutic communities became aware that the addict will return after discharge to 
his or her family of origin. When the family does not get any attention, rapid deterioration 
of the benefits, derived from treatment, could occur. It was also evident that other 
children in the family assume the role as the addicted child in the family when the 
brother or sister was successfully treated. 

During the second half of the Sixties, a new philosophy, open to involvement of the 
family was adopted in most therapeutic communities in America. With the opening of 
ambulatory outreach centers in 1967, parent involvement became structural in the 
therapeutic community of Daytop Village in New York. Before, there had been informal 
meetings for parents of residents of the therapeutic community. In the outreach centers 
younger addicts were treated in a day program. As the residents stayed at their parents' 
home at night, it became clear that they had to be involved. Weekly groups for parents 
became part of the day-care programs. Couples did not attend the same parent group. 
Although the groups were initially only for parents, sometimes other relatives took part 
(Lakoff, 1984, Maloney, 1985). 

One of the frrst persons working in therapeutic communities who introduced elements of 
family therapy in the treatment program was Pauline Kaufmann. She was trained as a 
family therapist by Minuchin. In the early Seventies she started multi-family groups in the 
day-care program of Phoenix House in New York. Entire families together with adoles­
cents in treatment were present. These groups could be attended by up to fifty persons 
from fifteen different families (Kaufman and Kaufmann, 1979). The multi-family groups 
alternated with bi-weekly parent groups in which the clients were not present. Nowadays, 
the multi-family groups are held once a week, with parent groups only once a month. In 
the day-care centers in New York a new policy was formulated that addicts were only 
acceptable for treatment if at least one parent or a significant other person could be 
involved in the treatment. Parents were trained to be group leaders. New parents attended 
educational groups on treatment philosophy and clinical methods in the treatment 
program. Advanced parents took part in a parent encounter group. 

In 1980 the parent association of Daytop Village was renamed the Daytop Village Family 
Association. There are now special groups for couples, for men or women only~ for 
parents of residents in the therapeutic community and for parents of adolescents. For 
residents in the last part of the program, the re-entry phase, groups are organized of 
parents and residents together. They have weekly meetings during a period of 2 months. 
led by a staff-member, a graduate and a parent group leader (Kalajian, 1979). In 1985. 
groups were formed for siblings of drug abusers. Also a young women's group was set up 
for wives, girlfriends and daughters of residents supporting them to overcome their 
feelings of being powerless and victimized (Tarbell, 1985). 

The groups in the United States are less rigid nowadays. Also parents whose children are 
not (yet) in treatment, can come to groups and husbands and wives can come to the same 
groups. Some programs have started to involve falnilies already during the orientation 
phase of the treatment (Gleason, 1983). In the Eighties family therapist and therapeutic 
community programs which had developed separately, started to cooperate and integrate 
their efforts. Many therapeutic communities in America and Europe started to apply 
family therapy techniques. On the other hand, the goal of family therapists working with 
families of addicts changed. In the beginning family therapists were promoting family 
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therapy as an alternative to inpatient therapy. Later, in an increasing amount of cases, 
they came to support the family in having the addict adntitted to a therapeutic community. 
In this way the addict is given the permission of the family to leave home. 

The involvement of !he family in the Emiliehoeve program. 

In the Emiliehoeve, parent groups were started as a regular part of the program in 1974. 
The aims of parent groups were to end the isolation of the parents. To have parents 
change, while their children changed; to learn to be honest and to increase their self­
esteem (Bos, 1977). After the residents had been in the program for some weeks, the 
parents were visited at home and invited to participate in the parent groups. About half 
the parents became involved in the parent groups which were held one time every two 
weeks. Most parents started to attend parent groups in the second or third month after 
their son or daughter was adntitted. 

One of the primary goals of the parent groups was to reduce the number of drop-outs 
from the therapeutic community. Most splittees went to their parents after they left the 
program. They usually stayed overnight with the parents or partners and soon relapsed in 
their addiction after they left The parents were told not to let their children stay overnight 
and to send them back immediately to the therapeutic community. When the parents did 
not do so, they were told to leave the parent groups. In the parent groups the participants 
in the initial stages wanted to talk about the problems they had before their child was 
adntilted. Later in the process, parents were able to focus on other problems; problems 
they had themselves. The parents were encouraged to show their emotions and resolve 
their guilt feeling. 

Other relatives were involved in the Emiliehoeve program from 1975. Separate groups for 
brothers and sisters of the residents were started, run by a staff member and an older 
resident. There were groups for under and above 20 years of age. The activities of these 
groups varied from playing games to encounter groups. Separate groups for partners of 
residents were set up. As sometimes relationships developed between partners of 
residents, these groups were later changed into partner relationship groups with residents 
and their partners both participating in the same group. 

The parent and family program of the Emiliehoeve has become influenced in the Eighties 
by new insights from family therapy. Impaired mourning, often in relation to the death of 
the grandparents, making every separation a threat; inconsistent messages: the reincarna­
tion of a deceased family member. the born failure; the child taking the position of a 
deceased parent; the absence of family hierarchy; these are some of the topics discussed 
in the parent groups (Van der Meer, 1985, !986). There are separate groups for parents of 
residents of the therapeutic community and parents of residents in the re-entty phase. 
Confrontation sessions of the residents with their parents or partners are held at regulator 
intervals during their admission. There are also days on which parents take part in the 
therapeutic community program for one day. 

The Emiliehoeve was the first treatment program in the Netherlands that involved the 
parents and later other family members in the treatment Other therapeutic communities in 
the Netherlands followed this example (Van Dijk-Karinaka, 1985); Frank and Weesie, 
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1985). Similar parent programs were developed by therapeutic commumnes in other 
countries in Europe, for instance in Belgium (Cafmeijer, 1986) and Ireland (Comberton, 
1982). In Italy the Centro Italiano di Solidarieta in Rome had the philosophy to offer help 
when people knocked at the door. Combined with the problem of a Iintited number of 
beds in its therapeutic community, the development of an extensive ambulatory pre­
therapeutic community program, called Accoglienza (welcome) resulted. These Accoglien­
za programs originally had the following characteristics: 

- The parents and other relatives were involved from the first contacts of the ad­
dict with the program. As the clients were then still at risk, most parents agreed 
to be involved. 

- The residents were told to stay at home and do some of the work there. Parents 
were again placed in the role of authority, supported by staff and parents 
working as volunteers in the program. 

- The addict had to be escorted daily by a family member to the center in the ini­
tial weeks and was not allowed to make phone calls, visit friends or handle 
money. When this was accomplished (usually after a number of failures), the 
addict had stopped using drugs in most cases. The addict and the parents then 
entered to separate groups introducing them to the treatment program. 

This extensive involvement of the family before admission to the therapeutic community 
(lasting 4 to 9 months) is most probably the main factor for the extremely low splittee­
rate of the therapeutic community's in Rome (approximately 95% of the admissions fmish 
the program (Kooyman, 1987; Ottenberg, 1988). Besides taking part in parent groups, 
parents are active in various conunittees. They are active in politics, research, prevention, 
providing jobs for ex-addicts and receiving visitors. Some parents who have the necessary 
skill are trained to be leaders of parent groups. They should not be social workers or 
psychologists or other professional helpers: they are just parents. As a result of positive 
experiments of organizing meetings of parents and children together in the short term 
therapeutic community of the Rome program, a parallel family therapy program was 
started. This therapy was added to the parent groups in 1984. Multi-family group 
meetings and individual family sessions became an integral part of the program of the 
Centro Italiano di Solidarieta (Gelonnino et al., 1985). More than 20 therapeutic commun­
ities have been established in Italy following the Rome model. Staff from therapeutic 
communities in other countries including The Net.herlands have visited Rome and studied 
the Rome experience. They noticed the low drop-out rates of the therapeutic community 
and realized, that by contacting the parents in their pro grams only several weeks after 
admission, they never reached the parents of the early splittees. Those residents had 
already left when home visits were planned. This led in the therapeutic communities in 
The Netherlands to the decision to contact parents before admission and to start groups in 
the induction phase of the therapeutic communities of the Jellinek Centrum, the Emilie­
hoeve, the Essenlaan and other centers. 

Although in the United States, Italy, Spain, Greece, Belgium, Ireland and the Netherlands, 
parents are involved as an integral part of the therapeutic community program, this is not 
the case in all countries. In some countries the main reason for lack of involvement to 
parents is that parents are living far away from the centers. as often is the case in 
Germany, Sweden and England. Sometimes, however, the reason is resistance from the 
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staff, resulting from unresolved problems with their own parents or over-identification 
with their rebelling adolescent client. 

Parent participation in the treatment of therapeutic communities seems to be an essential 
element of the program. For the same reason, namely that a family may have a negative 
influence on the addictive behavior of the resident, families were at first excluded from 
and later involved in the treatment process of the therapeutic communities. One central 
hypothesis of this study is that parents involvement through parent groups has a positive 
effect on the treatment outcome in a therapeutic community. 
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CHAPTER 7 

THE STAFF IN THE THERAPEUTIC COMMUNITY 

Professional and ex-addict staff 

In the traditional therapeutic community for addicts developed in the United States, 
almost all staff members consisted of recovered addicts, who were former residents of a 
therapeutic community. They had made their way without higher education and creden­
tials to positions of therapeutic and administrative leadership. Staff members were role­
models for the residents and residents could be future staff members. The professionals 
who were engaged in the first therapeutic communities were usually functioning in 
administrative or management positions. They were often mediators between the 'crazy' 
therapeutic community and the 'straight' society outside. 

Lakoff (1978) wrote the following on the position of an ex-addict staff member: 

"The ex-addict has much in common with a therapist He is often bright, highly 
motivated and resourceful. His drives, which through therapy have been diverted 
from drug taking behavior, fmd useful sublimations in helping others. For this 
reason, with proper training the ex-addict may become a useful para-professional. 
In view of the training reqnirements of the ex-addict therapist it would be useful to 
outline his shortcoming. Twelve months of therapy is not enough to change the 
deep-rooted mistrust of society which develops in most people who have lived in 
the 'drug scene' for many years. There is often a bitterness to the 'straight' 
professional community, especially doctors and psychiatrists, who they feel have 
failed to help them as they have helped people with other types of problems. By 
the time the ex-addict has been made a junior staff member, he has adequately 
learned to control his impulses and although his resentment of the professional is 
quickly repressed it often surfaces in passive resistance to the suggestions given to 
him and by a tendency not to consult" 

A problem in therapeutic communities run by a mainly ex-addict staff (i.e. the therapeutic 
communities Daytop Village and Phoenix House in New York) is that among the staff 
there often exists an attitude "what was good for me, is good for others" resulting in 
maintaiuing rather rigid concepts and a resistance to change. In Europe, independent from 
the developments in the U.S., therapeutic communities for psychiatric patients had been 
developed by professionals within the health system. They were mainly modelled after the 
Henderson Clinic in England, described by Maxwell Jones (1953). 

In the Jones' model the patient was given an important and active role in the therapeutic 
process. The roles of staff as well as patients were openly discussed in daily community 
meetings. The professionals in these communities tried to function on equal level with the 
patients. Recovered patients however were not included in the staff. This was the model 
for some of the early therapeutic communities for addicts in Europe. It was also the 
model chosen by the Emiliehoeve staff in the frrst months of the program. As described 
earlier, this led to a chaotic situation with decisions rather destructive for the residents 
and the program. Being less in number and decisions being made according to the one-
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man-one-vote principle, the staff was unable to set clear limits and to provide a clear 
structuie (Kooyman, 1975a,d). Also the staff of other therapeutic communities discovered 
that the concept of the democratic therapeutic community modelled after Maxwell Jones 
did not work well in a therapeutic community for addicts (Schaap, 1977). In the Emilie­
hoeve the Jones model was step by step changed into a model with a clear structure, a 
clear distinction of roles and responsibilities of staff and clients. In this way in the 
Emiliehoeve the Daytop Village/Phoenix House model was adopted to replace the 
Maxwell Jones model (Kooyman, 1975a,d). Ex-addicts who had been working as staff in 
Phoenix House New York and London were hired as consultants to help the staff in this 
transition. 

One of the first changes through this influence in the Emiliehoeve program was a clear 
distinction being established between the role of s!fu"f and clients. The main function of 
the program staff was to do a good job and they were paid to do so. The residents were 
in the progra,-n because they could not live a life outside independent of drugs. They 
needed the program to change this. It appeared to be possible to have professional 'non­
ex-addicts' assuming the same staff positions as those of the American therapeutic 
communities, where they are held by ex-addicts. These professionals could also serve as 
role-models for the residents of the therapeutic community by showing how to live a 
healthy and meaningful life. 

New professional staff when hired, spent four weeks as a resident in the therapeutic 
community followed by one week in the re-entry program. In this way it was possible for 
them to identify with the resident's position in the community. When sister-programs 
were started in the Netherlands, the staff found that new staff members could better spend 
this time in a community different from the one they were going to work as a staff 
member. This avoided role-confusion and transference feelings towards the staff, 
experienced in the resident period, which could complicate working with the same people 
as a colleague afterwards. 

To work in a clinical staff position the professionals had to be trained in the techniques 
used in the therapeutic community. For this it was essential to have personal experience 
with these techniques as a participant For this purpose, workshops have been organized 
for staff members run by para-professionals and ex-addicts who had been staff members 
of the therapeutic communities developed in the United States. 

The Emiliehoeve staff was trained to run encounter groups and general house meetings. to 
give 'hair cuts' and to set up morning meetings. In this process of the first years in the 
Emiliehoeve, tl1e attitude of the professional staff changed from understanding and 
service-providing into teaching and setting clear limits.1 

, The following example illustrates this change of attitude of the author, who was the psychiatrist and 
director in the first years of the Emiliehoeve. It is the story of his intervention in the case of a Jewish girL 
Rebecca. who had been addicted for several years. when he met her for the first time. The psychiatrist will 
be referred to as K. 

Rebecca was thin. and hid her bad teeth when she laughed. She had tried to commit suicide more than 
thirty times in several ways. Some years before her admission to the Emiliehoeve she had been admitted to 
the general psychiatric admission ward of the hospital where K. was finishing his training as a psychiatrist 
She was referred from a general hospital where she had been taken after an overdose. which. soon after 
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Much had changed at Emiliehoeve after encounter groups had been introduced. Through 
this, the staff's attirudes were changed. Suicidal attempts never occurred again. Long 
before a resident decides to choose for such an extreme action his fellow residents have 
already noticed that something is wrong. It was learned that one of the main causes for 
change in people's behavior in a therapeutic community is emotional involvement of 
other people, especially of the staff. Whether they wanted it or not, staff members become 
parent-figures of the new family of the resident So a staff member can have the role of a 
father or mother in a community. They have to be aware of this transference phenom­
enon. This, however, does not mean that they should hide their emotional reactions. When 
they are expressed, this usually is felt by the residents as the concern they need. 

In 1975 the first clients graduated from the Emiliehoeve program. They were eager to 
work as staff aides already before their graduation. The staff supponed their idea to come 
and work in the staff immediately after :finishing the program (this was in the 'post­
professional phase' described later in Pan II). They were seen as necessary role models 

admission. had led to a heart-arrest. from which she had recovered. She was tense and irritable. K. tried to 
calm her down by being kind to her prescribing high doses of tranquillizers. Rebecca however, stayed tense 
and irritable in the ward. breaking cups. plates and windows, occasionally walking into his office, asking 
for more sleeping tablets and slamming the door of his room, when K. finally refused to give more. Urine 
tests on opiates were positive. so Rebecca was transformed to a closed ward. The urine tests remained 
positive. Much later K. found out that a nurse had been involved in providing the drugs. She finally 
escaped from the ward. had been brought back. escaped again and was brought back again. After stealing 
money from fellow patients. she was discharged with the message that she was never going to be admitted 
again. A few weeks later. she was found unconscious at the entrance of the hospital, admitted by the doctor 
in duty. who had a hard time explaining to his colleagues why he had admitted her. 

Being discharged again, Rebecca was admitted to the methadone maintenance programme for hopeless 
cases. that K. was running at that time at the out-patient drug clinic in The Hague. Although she was 
shooting amphetamines into her veins before she came to collect the methadon. she managed to convince 
the staff that it made sense to keep her in that programme. The only positive change in Rebecca during her 
methadon maintenance period was getting a denture. A year later in 1972 K. started the Emiliehoeve 
therapeutic community and changed the methadone program of which he was also in charge from a 
maintenance into a detoxification program. The majority of the 'hopeless cases· of the maintenance 
program entered the therapeutic community. Rebecca was one of them. 

In these days in the first months of the program the staff was still very naive. K. was still very under­
standing. He led traditional group therapy sessions and illegal drugs were still used on the premises. 
brought in by the residents. Rebecca was behaving badly in the therapeutic community. and at that time K. 
was not reacting emotionally. He thought she might improve if the staff paid no attention. But her behavior 
became worse. In that period nurses of the neighboring psychiatric hospital Bloemendaal. even more naive 
than the staff of the Emiliehoeve. They were on duty during the night and on weekends. In one of those 
weekends Rebecca had managed to disappear from the premises. She came back bringing opium concealed 
in a doll. Some hours later. a nurse noticed that Rebecca looked drowsy. She said that she had knocked her 
head against a pillar and that she possibly had a concussion. The nurse brought her to bed. He was very 
kind to her and gave her some aspirins. During a group session that night suddenly a loud noise was heard. 
When the staff ran into Rebecca's room, her bed was empty and the window open. Down on the concrete 
floor of the square. Rebecca was lying. unconscious. She was taken to the general hospital with a 
concussion. When she came back after having recovered from the injuries, a lot had happened at 
Emiliehoeve. Titree staff members. including the psychiatrist had participated in an encounter marathon 
training. run by a consultant. a graduate of Phoenix House, New York. Immediately after this experience 
encounter groups were introduced in the community. The staff felt now free to react immediately and 
emotionally to the behavior of the residents. As a result the therapeutic community became drug-free and 
really therapeutic. 
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especially for the induction program. They were not really selected for the job and for 
many of them the job was too demanding. Often the staff did not recognize the fact that 
one of the reasons for the choice to be a staff member was a fear to separate from the 
program and a fear of failing in a job outside. After some failures that led to leaving with 
a conflict or relapsing in addictive behavior with alcohol abuse, new ex-addict staff 
members were only hired after they had been functioning well in society for at least a 
year after their graduation. 

With the introduction of graduated ex-addicts as staff members in the therapeutic 
community, the programs in the Netherlands started to experience similar problems as 
those that had been experienced in the American programs after more and more pro­
fessionals were hired to work in the program. Serious conflicts occurred between the 
professionals and ex-addicts, called para-professionals. In the American programs para­
professionals had (as later would also happen in the European therapeutic communities) 
assumed tasks and responsibilities, that had been formerly the exclusive domain of highly 
trained and very expensive psychiatrists, psychologists and social workers. The para­
professional soon found himself being underpaid and asked for a raise in his salary to the 
level paid to holders of Masters Degrees and Ph.D.'s (Bassin, 1973). This and other issues 
ended frequently in conflicts between professional and para-professionals. One of the 
causes of these conflicts is a negative opinion which the ex-addicts have of professionals 
and their abilities. This opinion is often based on experiences they had themselves in the 
past with professionals. The para-professional also often regards the work of professionals 
often as easier as his own job (Weber, 1957). Frequently the ex-addict needs to prove that 
he or she is good enough to do the job. There are feelings of inferiority, and fears of 
being a failure and a high need to receive positive feedback. 

On the other hand professionals may fear that the para-professionals can do their work 
much better and that the professional training has no value for their job. In the case of the 
Emiliehoeve staff, the first ex-addicts were graduates from the same program as the one 
in which they now were staff members. The Emiliehoeve was for some time the only 
therapeutic community of its kind in the Netherlands so there were no ex-addicts to be 
hired who had not been treated in the Entiliehoeve program. The professional staff had 

Soon after her arrival back from the hospital. Rebecca cut her wrist with a knife. When K. was callea he 
was furious and he shouted at her that he was tired of this behavior. If she wanted to die there was no 
sense in staying at the Emiliehoeve. Here was a place where she could learn to live. This reaction was 
definitely not what K. had learned during his training as a psychiatrist The incident was however, 
immediately closed after K's emotional outburst The wound was looked after and Rebecca went back: to 
her work in the kitchen. 

In the next encounter group. Rebecca did not respond to questions. It was decided that the group might as 
well bury her as she could be considered dead already. The curtains of the group room were closed and the 
group members covered Rebecca with cushions: Rebecca remained silent and did not react The group 
started to talk about her. the participants told each other that it was a pity that they had never known 
Rebecca. that they didn't know who Rebecca really was. Suddenly Rebecca reacted by screaming loudly 
and throwing away the cushions. shouting: "I want to live". The group participants came towards her and 
hugged her. Rebecca started to cry and went on crying for a long time. Since that event she has never tried 
to commit suicide again. Rebecca left the program half a year later. She did not relapse into her old 
behavior. She married and found a job in a shop. 
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ctifficulties in abandoning their view of these persons as clients. They had difficulties in 
accepting their change from clients or patients into colleagues. A para-professional - pro­
fessional conflict was behind the crisis in the program in 1977. (See Part II, Chapter 1 
'The closed community phase') 

Personal convictions of slafl" 

An example of problems when staff in therapeutic communities express their personal 
beliefs or convictions can be found in the Emiliehoeve histocy. To provide the necessacy 
training of both professionals and ex-addicts, a common training program for staff in the 
Netherlands was started in 1976 in The Hague (Laudennilk, 1981). The first American 
consultant of the Emiliehoeve program who had been excellent as a teacher and group 
leader, had been appointed as the director. Shortly before assunting his new position, he 
had become a member of a sect called 'Sanyassin' headed by a guru called Rajneesh, 
who had named himself Baghwan (God). Followers were all clothed in orange and wore a 
necklace with a picture of Baghwan, called mala. Notwithstanding that the new director 
had promised to the Board of the Training Institute not to speak of his personal beliefs, at 
the end of the first year of the course more than half of the residents wore orange clothes 
and became Sanyassins. This resulted in the resignation of the program director of the 
Emiliehoeve as president of the Board of the Institute. Soon after this the government 
withdrew its funding from the Training Institute. At the end of the second year this Dutch 
training institute -where professionals and ex-addicts were trained together in a common 
program to become addiction therapists- had to be closed. 

Among the students of this institute had been a large number of staff members of the 
therapeutic community Essenlaan in Rotterdsm (most of them had become Sanyassin). A 
possible explanation for the fact that the majority of the Essenlaan staff joined the 
Baghwan-movement compared with only two persons of the Emiliehoeve staff is that the 
psychiatrist who had been director of the Emiliehoeve as well as the Essenlaan program 
left his position in the Essenlaan in 1977 to concentrate all his efforts on the Emiliehoeve 
program. This left the Essenlaan program without a charismatic father figure. A year after 
the majority of the Essenlaan staff had become Sanyassins, more than half of the re-entcy 
residents of the program had followed their example and had also joined this movement 
wearing orange clothes and mala's. As the Sanyassin philosophy conflicted with the 
program philosophy by being less strict in the attitude towards drug use and sexual 
norms, the program of the Essenlaan therapeutic community - which had been a copy of 
the Emiliehoeve therapeutic community until 1978 - changed dramatically. Sex between 
residents of the community was allowed and even promoted as a good development in the 
program. Smoking cannabis was no longer forbidden in the re-entcy part of the program. 

In the Emiliehoeve therapeutic community two staff members, who had been trained at 
the Dutch Training Institute had become Sanyassins. A program policy was adopted, 
demanding that members of sects, religious or political groups, had to wear ordinacy 
clothes and no visual signs like mala's or buttons showing that they belonged to a certain 
group. They had to use their official names and had to abstain from talking to residents 
about their personal opinions with the apparent goal of conversion. After this policy was 
introduced, one of the orange staff members left. while the other one wore ordinacy 
clothes during work and did not use his Sanyassin-name (given to him by Baghwan). The 
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staff of the Emiliehoeve had felt that this policy had been crucial i.11 preventing sects, 
cults or other personal belief systems from interfeting with the programs philosophy to 
help residents to become adult persons, each with their own choices in life, independent 
of the therapeutic community pro gram. Compared with the Essenlaan therapeutic 
community only a small group of the Emiliehoeve graduates joined the Sanyassin sect 
duting the re-entry of after graduation. The Sanyassins had been also a problem in 
Germany were staff members of Daytop Germany had been trained by the same charis­
matic group leader that had been the director of the Dutch Trahting Institute for addiction 
therapists. 

The above example illustrates the danger of the interference of sects with the goal of 
therapeutic communities. A direct result of the free sex norms between residents of the 
Essenlaan therapeutic community and new residents who could not cope with this 
freedom was a high drop-out rate. Smoking cannabis in re-entry was frequently the first 
step for residents to resume the use of other drugs. The Essenlaan therapeutic community 
was for some years regarded as a cult and the program became isolated from the other 
treatment programs in the Netherlands by the Baghwan's norms of free sex and free 
drugs. Staff of other therapeutic communities considered learning to postpone the 
immediate fulfilment of ones needs as a valuable concept of the therapeutic community 
program and denounced the obvious indoctrination of residents with norms of a particular 
sect. After the Essenlaan staff had stopped wearing orange clothes and new staff not 
belonging to the Sanyassin movement was hired the cult appearance of the Essenlaan 
disappeared. 

The 'Sanyassin' period of the Essenlaan started after the period when the psychiatrist and 
program director of the Emiliehoeve was also director of the Essenlaan. The Essenlaan 
resident cohort of this follow-up study was treated in the therapeutic community duting 
this joined program directorship and before the 'Sanyassin' period. 

The cult phenomenon 

The therapeutic community does not require staff to embrace a cult from outside to 
become a cult in itself. Ottenberg (1984) gives the following description of a therapeutic 
community: 

"The entire community meets daily, at which time various members speak about 
their experiences and feelings towards the community. There is a good deal of 
group singing and group physical activities. Memorable community anniversaries 
and significant events are noted with special celebrations. There are periodic feasts 
and festivals. 

Members who have been in the community for longer time have more privileges 
than more recent arrivals along with special responsibilities in the orientation and 
indoctrination of new members. All members must abide by community rules; 
those who don't are singled out and penalized. Everyone observes the dress code. 
All members share in necessary labor and participate in various activities to raise 
funds for the community. 
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Members are not permitted to leave the community grounds without permission 
from the authorities. Trips outside the community are made only in groups: no 
new member ever goes 'out" without 'suppon'. As a member of the community 
one gets to understand that the wonbiness and high ethical standards one expects 
to fmd in the community, are not present in the outside world which is perceived 
as dangerous. Prohibitions against communication with outside families and friends 
is necessary. particularly in the early phase of membership. These restrictions are 
strictly enforced. 

The community creates and uses a private language made up of words with new 
definitions. phrases. mottos and newly-coined words all of which have special 
meaning to members and are not readily intelligible to outsiders. One learns 
secrets known only to the membership. One must have faith in the community. 
Older members are 'role models' who help newer members to 'trust the leaders' 
and 'trust the process'. Sometimes groups sessions lasting many hours are used as 
a means of lowering resistance and penetrating psychological defenses. 

As a member you experience the joy of being pan of something greater than 
yourself. You can't really understand it unless your experience is personal. And to 
experience it fully, you must 'let go •, • give up yourself', which means abandoning 
all questions and doubts and immersing yourself without reservation in the 
community's activities and beliefs. ln the early pan of membership, before one's 
faith in the community and its norms are solid. one is expected to 'act as if'. that 
is, act as if one is fully convinced, even though one's conviction is still tentative. 
Do what you are expected to do whether you like it or not, understand it or not, 
accept it or not, or motivated or noL Later you can concern the emotional and 
intellectual considerations. Right now the only consideration is behavioral: Do it! 
One's entire life will be different, and better, as a result of membership in the 
community. One owns full allegiance and loyalty to the community in return." 

Ottenberg points to the fact that this description of a therapeutic community fits many of 
the therapeutic communities and also and it fits many cults. equally well. Ottenberg 
provides mentions the following definition of a cult: 

"By their definition a cult is a group that exhibits the following characteristics: 
- It is a group of people who follow a living leader. usually a dominant, paternal 

male figure, or occasionally, a pair or a family of leaders. 
- It is a group whose leader makes absolute claims about his character, abilities. 

and/or knowledge. These claims may include any or all of the following: a claim 
that he is divine. 

- God incarnate, the messiah, etc. A claim that he is the sole agent of the divine 
on eanh; God's agent or emissary. A claim that he is omniscient and infallible -
the possessor of absolute truth and total wisdom. 

- It is a group in which membership is contingent on complete and literal accep­
tance of the leader's claims to divinity, infallibility, etc .• and acceptance of his 
teachings. docttines and dogma. 

- It is a group which membership is contingent on complete. unquestioning loyalty 
and allegiance to the leader. 
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- It is a group in which membership is contingent on a complete and total willing­
ness to obey and the cult leader's commands without question. 

- It is then a group that is by definition undemocratic, absolutist. 

Not all groups labelled 'cults' show all of these characteristics to the same degree 
and a group need not be religious in nature to be a cult One of the implications of 
the above definition is that it does not assume that any of the more objectionable 
actions commonly ascribed to cults, are necessarily intrinsic to their nature. To put 
it another way. the fact that a group is a cult does not necessarily mean that it has 
to raise funds under false pretences, recruit members through deception, counsel 
hatred of parents, distort the beliefs of other religions, violate the laws of the state, 
or forbid its members from receiving medical attention. On the other hand, there is 
nothing intrinsic to a cult that would prevent any or all of these practices from 
taking place; in a cult everything depends on the leader." (Ottenberg, 1984). 

The change of Synanon into a cult 

In Synanon, the group, the collective, had become more important than the needs of the 
individual like in primeval cults, described by Weber (1958). In those cults all individual 
interests were left out of consideration. God was worshipped to provide good fortune for 
the collective as a whole, such as rain~ sunshine. victories over enemies. For personal 
problems, sickness and other evils, one turned to magicians, elders, and priests for advice. 

Synanon had acquired the status of a religious organization primarily to get a tax 
exemption as they were no longer regarded as a therapeutic community. The closed 
community of Synanon had no longer the intention to help their residents to flnd a place 
in the wider society. It was a program for life. It had also allowed its founder Dederich to 
assume unquestioned power. In a journalistic account (in the New York Times of 
November 27th, 1978) on Synanon, the residents had been described as perpetually 
smiling former misfits worshipping the founder as if he were a god. The residents, fust 
men only, later women, shaved their heads as a sign of commitment 

When Synanon admitted large groups of juvenile delinquents for a special project, it was 
found that these youngsters were extremely difficult to handle. For the first time the non­
violence rule in the organization (physical violence meant removal from Synanon) was 
broken. Synanon members were allowed to hit these adolescents, when they thought this 
was necessary. This was the first break away from the original ideals. The leader and the 
community possessed suspicious and paranoid ideas. Martial artS and training in defence 
tactics had been introduced. Armed gnards were stationed at Synan on's gates. Allowing 
one person to become a dominant leader beyond challenge had put the enrire community 
at the will of this person. 2 

2 When the author visited Synanon in 1974. Dederich expressed to him his worries of no longer being 
confronted by members of Synanon on his own behavior. He felt that the residents of Synanon saw him as 
a demi-god. Even in the Synanon game he was only challenged by his wife Betty. his brother and his 
daughter. Although he was apparently aware of the dangers of this sib.lation. it did not change into 
something better. 
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The simation became worse after the death of Dederich's wife Betty in 1977. Dederich 
directed all married members to divorce and pair off into three year 'love matches' with 
new mates. He had also forced all men over eighteen to get a vasectomy. Dederich had 
decided that Synanon was not a good place for children. In fact, he may have feared the 
confrontation with persons in Synanon who had not chosen to be there. In a reaction to 
official criticism the organization, Synanon declared itself independent from the United 
States and tried to open an Embassy in Washington. After a lawyer (who had won a 
lawsuit against Synanon and had been successful in having several young persons 
removed from Synanon by court order) was almost killed by a rattlesnake put in his 
mailbox, Dederich was arrested. He was charged with conspiring to conunit murder using 
a rattlesnake. As a piece of evidence a tape was used of a radio transmission on Syna­
non' s own system by which the games of the elders of Synan on were broad casted. When 
the activities of that lawyer against Synanon had been reported Dederich had screamed: 
"kill that man". The next days two Synanon residents had put the snake into the mailbox. 
He had been convicted to a prison sentence and ordered to never again get involved with 
Synanon or any organization rehabilitating addicts. 

Synanon had broken all of the rules that safeguard a therapeutic community against a 
charismatic leader who becomes incapable of continning as the major source of moral and 
ethical standards (Ottenberg, 1982). Even the Synanon game had ceased to be a corrective 
instrument. Synan on's leaders rarely participated in conventions or meetings with leaders 
of other programs. Synanon was proud of remaining self-supporting without help of the 
government or foundations. Because of this, Synanon avoided any obligations to be 
accountable to taX-payers or for the community activities (Endore, 1968). What happened 
to Synanon resembles what happens in many cults when the leader is no longer chal­
lenged. Sometimes one wonders if the outrageous behavior of such leaders may be an 
effort to find boundaries. The decision to have couples change partners and all males 
sterilized, may have been such an effort. The wish of the Baghwan to own more than 
ninety Rolls Royce limousines may have been a sintilar effort to fmd boundaries. 

What are safeguards to prevent therapeutic communities from changing into a cult? First 
of all, the goal of a therapeutic community is the therapy for which the clients is 
admitted. Everything that occurs in the therapeutic community must be part of this goal. 
The community is a therapeutic environment; no more and no less. It has to serve the 
individual who lives in it and not the other way around. The therapeutic community 
program has to help the individual to function autonomously outside the therapeutic 
community. Thus, power should never be in the hands of one person. The leaders should 
be responsible to a group of outsiders, representing the wider community like in most 
programs where leaders are responsible to a Board. Contraty to a cult, the therapeutic 
community should focus on the unique identity of each person. The therapeutic commun­
ity strengthens the ego, the cult suppresses it (Ottenberg, 1982). 

Abuse of power 

Although most therapeutic communities have safe guards built into their organizations. 
abuse of power by leaders of therapeutic communities is a potential danger of these 
programs. In the case of the Erniliehoeve Therapeutic Community as described in Part II, 
the temporarily appointed foreigu ex-addict director didn't allow himself to be challenged 
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by his junior staff and by the residents. He also was not sufficiently challenged and 
controlled by his supervisor and by relative outsiders. Many examples of therapeutic 
programs with a charismatic figure head exist. One example is the program 'Le Patriarch' 
in France founded by Engelmayer who is its charismatic leader. This program is regarded 
with suspicion by professionals in the field. Sometimes these critics overreact. This 
overreaction unfortunately only helps to keep these programs even more isolated than 
they already are. 

Abuse of power occurs when a staff member has a need to be powerful often as a result 
of his own feelings of insecurity. These feelings of insecurity can be overcome to a large 
extent by an extensive tralning program. This training for people working in therapeutic 
communities is necessary for ex-addict staff as well as for professionals (Vamos & 
Devlin, 1975; Ottenberg, 1986). Professionals who lack the experience of having lived as 
a resident in a therapeutic community and need to have been in such a position for some 
time to fully understand its meaning. Professionals who were selected to work as clinical 
staff members in the Emiliehoeve Therapeutic Community had to be a resident in a 
therapeutic community for one month. Preferably this therapeutic community was a sister 
community to avoid role-confusion. Ex-addict staff were obliged to follow a part-time 
education at on an academy for social work. In the short period that the Training Institute 
for Addiction Therapists existed in The Hague, professionals and ex-addicts followed the 
same training program. ln this way they learned to appreciate their own and each others 
skills. 

Staff burn out 

But good training can not prevent all work problems. Unfortunately, a common phenom­
enon among staff in therapeutic communities as well as in other helping institutions is the 
staff bum-out syndrome (Majoor, 1986). It is characterized by a person wearing out or 
becoming exhausted by excessive demands on energy, strength or resources. It usually 
occurs about one year after someone has begun to work. The physical sigus are a feeling 
of fatigue, physical complaints, headaches, gastro-intestinal disturbances, sleeplessness, 
loss of weight and shortness of breath (Freudenberger, 1976, 1980). It is found among 
over committed persons often with a sub-satisfactory social life. They usually have 
extremely high aspirations and are setting themselves up to failure. Other persons proven 
to bum-out are individuals who need so much to be in control that no one else is regarded 
as doing the job as well as they can. They have to do everything themselves. The 
administrators of a program run a special risk. They may become the oniy person to write 
a proposal, meet a reporter, confer with the mayor, handle staff training and approach 
foundations for money. They also have to switch constantly from the language and culture 
of the therapeutic community to the culture outside. As Freudenberger states: 

"For instance to use the word ~fuck~ in a training session is expected But to uner 
such a word in a TV-interview is not cool to say the least. In order to guard 
himself against such a blunder (if such words are part of his usual, easy way of 
speaking) reqnires a tremendous effort and concentration. The burned-out person's 
behavior changes. He becomes easily initated and develops a paranoia The 
paranoid-like state may be increased by feelings of impotence. The staff member 
may take risks too easily in his work. The behavior may even be of such a nature 



Chapter 7. The staff in the therapeutic community 95 

that being frred is the result, for instance, by using drugs or having sex with a 
resident. Another manifestation is becoming rigid and closed to any input. Change 
is threatening to an exhausted person. Further indicators are a developing cynical 
attitude, hanging around, spending more time at the job, doing less". 

According to Freudenberger sending already burned out staff to a group therapy session is 
not such a good idea. The person needs sympathy and support. The group session may 
just add to the stress. The following prevention measures can be taken to intervene 
against the bum out syndrome: 

L A good selection procedure. 
2. Rotating functions; staff does not have to do the same work over and over 

again. 
3. Teaching staff to delegate responsibilities. 
4. Having staff that has its free time and normal working hours. 
5. Sufficient time for holidays. 
6. Sending staff to training workshops. 
7. Keep the staff in a good physical condition by encouraging involvement in 

exercises making them physically tired. 

Volunteers 

One should be careful with volunteers. Before involving them in a program, it is 
important to verify their motives, especially if they already have a stressful paid job. 
Working with addicts can attract people who need the work to forget the sorrows of their 
own dreadful personal life. Addicts are persons who are definitely more miserable than 
they are. Working with miserable people makes you forget your own misery. This, 
however, may prevent real change. Such volunteers may keep the person they 'help' 
unconsciously in the same position. A healthy person may confront them with their own 
misery. This phenomenon is not only present among volunteers: paid staff may also have 
this unconscious need to be involved with persons in relation to whom they are superior. 
Volunteers, however, as they are not paid, are more likely to have the satisfaction of this 
need as an unconscious drive. On the other hand volunteers can be useful especially as 
representatives of the wider society for a program. They should always pass a selection 
procedure and if possible a special training program. 

The staff structure in a therapeutic community 

In the frrst ten years of the existence of the Emiliehoeve Therapeutic Community the staff 
structure had greatly changed. In the first half year the staff was structured horizontally. 
Decisions were taken in the staff by the whole group. That group was responsible which 
meant that no person alone was responsible. The psychiatrist who had founded the 
Therapeutic Community was one of the group members. However, the outside society and 
the hospital organization to which the Emiliehoeve belonged, regarded the psychiatrist as 
the responsible person. In fact, he was responsible for the treatment according to the law. 
Realizing this, the psychiatrist reluctantly took the position of the leader of the group. It 
was only in September 1973 (one and a half year after the program started) that the staff 
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was structured hierarchically with the psychiatrist as the director, the psychologist and his 
wife both as assistant directors (leading the clinical staff and staff with special tasks), the 
social worker, the supervisor of the farm, the creative therapist and the secretary. In 1974 
one of the clinical staff members got the special task to set up a program for parents of 
the residents. In 1976 when the program had grown to a Therapeutic Community with 45 
residents and about 20 persons in various staff functions, the staff structure of the whole 
program was as follows (Figure I.7.1): 

Fig. I. 7.1: The staff structure of the Emiliehoeve Therapeutic Program 
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The program director was the psychiatrist and ultimately responsible for the treatment 
program. He was accountable to the management of the psychiatric hospital of which 
organization the Emiliehoeve was a part and to the board of the re-entry foundation 
responsible for the re-entry program and accommodation. The parent program was run by 
the staff of the prevention unit. The program director was also head of a separate drug­
free day program called 'Het Witte Huis' in The Hague. This was a nine to five program 
modelled after the Emiliehoeve organization within a different treatment organization. The 
program director and the directors and coordinators of the different units met weekly for a 
staff encounter followed by a business meeting. 
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The staff structure of the therapeutic community was as follows (Figure !.7.2): 

Fig. L 7.2: The staff structure of the therapeutic community 
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The residents had direct contact through their hierarchical structure with one of the two 
supervisors or with the manager. The assistant directors could replace each other. 
However. one had as a special task the organization of practical business and was guiding 
staff with special tasks such as: the creative therapist, the fann supervisor and the teacher. 
For a short period there was also a supervisor for the work of the residents maintenance 
department. The other assistant director had special tasks in the therapeutic activities. such 
as planning and running special groups. organizing resident evaluations and clinical 
meetings. The director was responsible for overall planulng and guidance of the staff. The 
manager was directing the day-to-day activities with the supervisor assisting him and 
gathering information on what was happening in the community. This structure was 
modelled after for the hierarchical residents structure. It was largely copied from the staff 
structure in the American therapeutic communities. A psychiatrist in training had a special 
position in the staff. He was accountable for his daily work to the assistant director with 
special therapeutic tasks but who also had a direct line with the psychiatrist-program 
director on medical matters. 

After the temporary foreigu director, had left a graduate of the Emiliehoeve took over as 
the director of the therapeutic community. He was a good therapist but lacked managing 
qualities. After a year the assistant director who had been responsible for organizing 
practical matters in the therapeutic community was made co-director. This was in line 
with a trend to introduce dual management in health institutions, dividing therapeutic and 
organisational responsibilities. The director was responsible for the therapy, the co­
director for the organizational management. Although this may work in psychiatric 
hospitals it did not work in the Emiliehoeve. It is not a good model for a therapeutic 
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community~ because unlike in psychiatric hospitals~ all activities in a therapeutic commun­
ity are part of the therapy: the groups, the cleaning, the meals, the cooking, the mainten­
ance of the buildings. The residents are responsible for running their house as part of the 
therapy. After some years of trying, one director of the Emiliehoeve Therapeutic 
Community was appointed when the director resigned and the co-director became the 
director of the re-entry program. The lesson was learned that a director of a therapeutic 
community should not only be a good therapist or group leader but that he should also 
have good administrative and organizational skills. The latter are of more importance than 
the former. Having administrative and organizational skills is a must for all directors or 
leading positions. This was also shown above in the description of the training institute, 
where the director was chosen mainly on his therapeutic qualities. Not taking into 
consideration the need for administrative talents is a mistake which can became a disaster. 

Staff encounters 

In the Emiliehoeve program all staff meets weekly for an encounter group, usually before 
the business meeting. If this meeting was not scheduled weekly conflicts were left 
unsolved. It was found useful to have an outsider, (e.g. a consultant), leading these staff 
encounters from time to time. Otherwise the director usually will lead the encounter. This 
prevents working out conflicts of the staff with the director. Often, only aggressive 
emotional attacks may be directed at the leader without a solution being made. Staff 
encounters can prevent irrational attitudes developing among staff toward each other. It 
may prevent some problems and may solve others. Not all problems can, however, be 
prevented or solved by encounters. 

Meetings of the entire staff 

When the program of the Emiliehoeve grew and staff started to work in different units, it 
became necessary to have a meeting of all groups together. Meetings were held from 
1976 several times a year with all staff including the staff of the sister program, the day­
center 'Het Witte Huis'. These meetings were initially a reaction to the crisis with the 
director of the therapeutic community, who had isolated himself form the rest of the 
program. Its purpose was to avoid splits between the different units of the program in The 
Hagne. It was also a means of creating an unity of the drug-free treatment in The Hague. 
Although there was one program director, the activities were the responsibilities of three 
different organizations: the psychiatric hospital 'Bloemendaal', (of which the detoxifica­
tion center 'De Weg' the therapeutic community 'Emiliehoeve' and the prevention 
program were part of), the addiction treatment and consultation center Zeestraat (to which 
belonged the day center 'Het Witte Huis' and the ambulatory induction center) and the 
foundation of the re-entry program 'Maretak'. In one of the first meetings a council was 
formed consisting of all staff members of the different units. Apart from discussions on 
program policies for staff (i.e. the policy on memberships of sects), staff gatherings with 
an informal character were also scheduled. Once a year there was an experiential 
workshop led by an outsider and once a year the staff went on an outward bound trip 
climbing mountains, canoeing and camping for a few days. This meeting had a good 
preventive effect keeping the staff united. A split in the staff is disastrOus in a program. It 
immediately has negative effects on the residents. 
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In a Swedish follow-up study, a clear correlation was found between a low success score 
among residents and leaving the program during a staff crisis (Franeer, personal com­
munication 1976). Staff stability is of great importance to a program. "Residents can not 
grow further than the staff's level" is a saying among staff in therapeutic community's. 
Good training possibilities for job's changes. possibilities for consultation and mutual 
confrontation all can help to stabilize the staff situation. 

In the course of the years in the Emiliehoeve program there have been some negative 
experiences in the formations of the staff and some positive ones. Of the positive 
experiences the following can be mentioned: 

L A great help was the appointment of outside consultants. They were giving con­
sultation to the staff through the director in the first year and later through the 
program director. They were ex-addict staff from therapeutic communities in the 
U.S.A. or England. They were especially in the fust years of great value to 
develop the program. Their recommendations could be followed or not. leaving 
the responsibility in the hands of the director of the pro gram. 

2. Different from most American programs, professionals were hired who did not 
belong to the clinical staff structure. They were not responsible for the therapy 
in a strict sense but for the supervision of the work in the resident departments 
(the farm, the maintenance and the creative departments) or in case of the 
teacher for classes in basic education and remedial teaching to individual 
residents. They were not involved in the therapeutic and disciplinary actions of 
the staff served as representatives from the society. 

3. Having assistant psychiatrists for one year during their training working in the 
therapeutic community was an opportunity to have professional trainees with a 
knowledge of therapeutic communities. They were useful for maintaining good 
relationships with professionals. 

4. Having a psychiatrist as program director was, especially in the early years, im­
portant to protect the program from being seen as non-scientific and unpro­
fessional. 

Some of the negative experiences were: 

!. Having a foreigner as director created unnecessary communication problems. 
especially because he did not understand the Dutch language. It brought the 
therapeutic community in a state of isolation from the wide society and 
increased the pre-existing paranoid tendency. 

2. Having a husband and wife working in the same staff, which occurred twice, 
was complicating. They were seen as one unit by the staff and residents when 
they did confront each other in meetings. It caused almost a crisis in their 
relationship. When they confronted a resident it was felt as if the spouse was 
seeing them in the same way. 
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3. Having minorities in the staff is excellent and especially necessary for minority 
group residents. However they should preferably not be in a majority position in 
the staff (i.e. no majority of blacks or homosexuals) as the residents need to 
have a representation of the society's reality reflected in the staff. 

4. Graduates in the staff are important role models for the residents. However, 
when they become staff in the program where they were residents themselves it 
is difficult to get away from the former client-staff relationship with the other 
staff members. It is therefore preferable to recruit graduates from other pro­
grams as staff in the therapeutic community. 

5. Graduates in the staff who did not had work experience outside of the program 
and who did not had an education became too much dependent on their job 
inside the program. No one expects them to work in the therapeutic community 
until they are sixty years old so it is important to provide them with the 
possibilities for alternative choices. 
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CHAPTERS 

THE LIMITS OF THE THERAPEUTIC COMMUNITY 

Negative and positive motivations 

In the treatment of addicts we have to deal with the fact that the addiction to the use of 
substances is a consequence of a choice to use drugs or alcohol as a means to cope with 
unpleasant feelings due to a variety of causes. The use itself has a function. When an 
addict chooses for treatment in a drug-free therapeutic community, this means a choice to 
stop using drugs and alcohol and to face the unpleasant feelings that are no longer 
avoidable by the use. This usually results in a dilemma of choosing between the unpleas­
ant consequences of continuing to use and the unpleasant consequences of stopping. To 
make this choice is the first requirement for a successful treatment geared at a life 
independent of the use of drugs and alcohol. This choice is never an absolute one. There 
will always be an ambivalence. 

What is influencing the choice to give up using or what is influencing the motivation to 
choose for treatment? Negative results of therapy are often attributed to a lack of 
motivation of the client. However, several authors have stressed the importance of the 
therapist in the treatment of clients that are often labelled untreatable. It is crucial to 
transfer a message of hope to persons who have a 'failure identity' and have great 
problems in believing that treatment can be successful for them (Braner, 1978; Walburg, 
1984; Schaap, 1985). An important influence on the choice to seek treatment is the 
presence of pressure in the current situation. This can be pressure from partners, the 
family, the work situation or the threat of being arrested. It can also be the lack of the 
availability of drugs, physical health problems, housing problems, in short unpleasant 
conditions that make people choose for another unpleasant condition, namely treatment. 

A positive motivation is a choice for treatment not as a way to avoid an unpleasant 
situation but a choice for a positive drug- or alcohol-free life style. This positive motiv­
ation is rarely present at admission to the therapeutic community but usually develops 
during treatment often several months after the onset of the treatment (Kooyman, 1975c). 

Motivation mainly based on external influences can be called negative motivation. The 
use of drugs or alcohol is causing too many problems. A negative motivation to choose 
for treatment can be that not choosing for treatment can mean continuation of a prison 
sentence or other detention. In many countries, addicts can apply for treatment after their 
arrest. When the addict is not charged with serious criminal behavior, such as murder, 
drug dealing, assault using violence, he may be referred to an induction program of a 
therapeutic community. This possibility to choose for treatment instead of prison however 
is not the same as in compulsory treatment. The client has to make a choice. He can run 
away from the premises of the therapeutic community. The staff will not run after him, 
but when he does not return within 48 hours, the staff will inform the police. 
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Compulsory treatment 

The wish to stop using or to receive therapy usually does not come freely to an addict. 
There is rather some sort of external pressure. Legal pressure may be successfully utilized 
to bring some addicts to treatment (Brown et al., 1987). But it is questionable to which 
extent forced treatment is successful. Some authors have the opinion that compulsory 
treatment is in any case better than no treatment at all. Ausubel (1972) for example sees 
addiction as an infectious disease. Also in dealing with epidentics of infectious diseases 
we use forced treatment. An addict who is adntitted to an institute would no longer 
function as a source of further infections. 

Others say that addicts can not be changed by force. Heckman (1986) realizes that outside 
pressure, including legal pressure, may lead an addict to choose for treatment. He states, 
however, that the application of legal pressure is often too strong and has an opposite 
effect. Heckman argues, that there is hardly a situation which removes motivation more 
than imprisonment The important thing in prison is to survive within the restrictive 
structure. In addicts who were anxious to receive therapy during remand, imprisonment 
leads to rebellion and defensive reactions. In this way motivation can be destroyed in 
prison. 

Compulsory treatment for drug addicts is not new. Before the Narcotic Addict Rehabilita­
tion Act came into effect in 1962 in the U.S.A., forced treatment was almost the only 
treatment available. It was concentrated in two federal hospitals; one in Lexington and 
one in Fort Worth (Platt, 1986). The early results of follow-up research among ex-patients 
of the U.S. Public Health Hospital in Lexington showed some positive effects. Pescor 
(1943) found that 24% of the male patients who were discharged between January 1st 
1936 and December 31th 1940, were drug-free at the time of the follow-up study. The 
best results were seen with those who had received compulsory after care in any way (of 
the drug-free groups were 55.7% parolees and 38.6% probationers). In this research 
information was obtained of 60% of the total group of 4766 ex-patients. In the follow-up 
study of Hunt and Odoroff (1962) of 1912 male and female ex-patients from New York 
of the Lexington Hospital who were discharged between July 15th 1952 and December 
15th 1955, information was obtained of 98.4% of the population. They found high relapse 
rates. However, less high rates were seen fore those who had received compulsory after­
care (91.2% vs. 85.7%). In a twelve year follow-up of 100 male New York addicts who 
had been hospitalized in Lexington between August 1952 and January 1953 Vaillant 
(1966) found a relapse to drug abuse in 90% of the cases during the period of the 
research. However, 46% had been found clean at the follow-up contact or their death. Of 
those who had been treated on a voluntary basis, 96% had been relapsed within a year 
after their discharge. Of those who had been adntitted for at least nine months with one 
year compulsory aftercare after their discharge, 67% had stayed drug-free for at least one 
year after their discharge. 

The above described results do not provide an answer whether the successes were due to 
the treatment or not In 1973 the Lexington and Fort Worth hospitals were closed. The 
closure of these hospitals was not only due to the relatively poor results of the treatment. 
At the end of the Sixties, community based treatment programs developed. There was a 
strong attitude in favor of de-institutionalization. A growing number of drug-free 
therapeutic communities where addicts could be adntitted voluntarily or referred to from 
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the justice system had been founded. Also large scale out-patient methadone maintenance 
progrnms had been set up as an answer to the increasing drug problems. 

As indicated by the results of follow-up studies of ex-patients of Lexington, compulsory 
aftercare seems to have made a difference compared to no compulsory aftercare. In an 
article reviewing the results of treatment programs within federal prisons made possible 
through the Narcotic Addiction Rehabilitation Act Petersen (1974) stated that variables 
related to the treatment had hardly any correlation with success after discharge, however, 
it was found that for some addiCts compulsory aftercare, consisting of counselling 
appointments with probation officers had been more useful than a completely voluntary 
approach after discharge. Petersen concluded that compulsory inpatient treatment 
combined with compulsory outpatient treatment seems to be very effective in rehabilitat­
ing the drug addict (Petersen, 1974). In his description of the civil commitment program 
in California, Kramer (1972) attributes the poor results of his ambulatory program among 
others to the fact that it is part of the justice system and not of the health system and 
because of this the program was not-flexible enough to apply new treatment methods. In 
the last two decades more and more possibilities were created in the U.S.A. to refer 
addicts to treatment centers before they were sentenced. This is especially applied to 
minors and first-time offenders who can be referred in treatment by the District Attorney 
(Brown eta!., 1987). 

From their start, the drug-free therapeutic communities in the U.S.A. have treated drug­
addicts referred for treatment from the justice system. The addict has a choice to choose 
between treatment and or incarceration. Although restricted the client still has some 
freedom of choice (Deitch and Zweben, 1979). He can choose to leave the program at 
anytime after which the police will be notified. Although there is definitively strong legal 
pressure present it is different from compulsory treatment in which the addicts do not 
have a choice but are just told to follow a treatment program. The treatment program is 
located outside the justice systems premises. The treatment program in the therapeutic 
community is followed together with ,voluntary• admitted residents. The treatment results 
do not seem to differ in these two categories of residents (Rosenthal, 1977; De Leon, 
1987). 

The drug-free therapeutic conunumnes have also developed therapeutic commuruties 
within prisons. Addicts sentenced to prison detention could apply to be admitted to these 
progrnms (Chinlund, 1978; Wexler, 1986). Most of these programs were closed after 
some time. They had faced problems such as being insufficiently separated from the 
prison climate, misunderstanding from prison personnel working in other parts of the 
prison, inadequate re-entry facilities and insufficient aftercare. In 1977 a system has been 
set up in New York partly within the prison setting (duting the initial phase), partly 
outside the prison. setting in the existing therapeutic communities of seven large treatment 
organizations(the following phases). This program called 'Staying Out' has created an 
opportunity to gradually proceed from the prison system to the treatment system of a 
therapeutic community outside the prison. 

The therapeutic communities in the Netherlands nowadays do get residents referred by the 
justice system. The addicts have to apply for this themselves. They can be admitted from 
the prison to the therapeutic community before they are sentenced. Their court case is 
suspended for a period of four to five months after which the case will be dropped or a 
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suspended sentence will be given when the resident is still in treatment. Another possibil­
ity is that after conviction the last half year of the prison sentence can be spent in a 
therapeutic community by a special arrangement Addicts in the Netherlands can be 
committed to treatment in a psychiattic hospital when they are seen as dangerous to 
themselves or others and regarded as not responsible for their behavior due to their mental 
conditions. However. this law. meant for psychiattic patients. is hardly used in recent 
years. 

In Germany. special institutes were created for compulsory treatment Compulsory 
programs must offer an alternative for drug abuse otherwise they will have no effect. 
They can be seen as settings with intensive care. When residents stay long enough to 
benefit (at least nine months until regularly discharged) over half of them seem to have 
considerably improved (Paschelke et a! .• 1986). Jongsma (1986) stated that centers of this 
kind where treatment is completely compulsory. in his opinion can only be effective if the 
compulsion can be combined with the safe limiting and constraint of concerned parent 
figures. Setting limits without this context of stimulating love will inhibit instead of 
stimulate growth and well-being. 

Scholer (1986) described how the therapeutic community Persat Pertolongan in Malaysia 
changed from fighting for the rights of the drug dependent to seek his voluntary recovery 
into accepting compulsory treatment. Because most addicts were brought in still intoxi­
cated and unable to take any decision the staff changed their policy completely. Compul­
sory admission brought unmotivated addicts to treatment and kept them in long enough to 
be motivated by the staff and fellow-residents. The legal system relieved the staff from 
spending time keeping the residents in treatment or convincing parents that it was not yet 
the right moment to take their children away from the program. However. it is essential 
that the staff be aware of the necessity to actively motivate the residents to choose for a 
positive lifestyle and not regard it as sufficient that the residents will only stay in the 
program. Scholer compares involuntary treatment with parents sending young children to 
school. this is also compulsion. but compulsion with concern. 

Compulsory programs may be an answer for some addicts who are very destructive to 
themselves and others. Working in compulsory programs puts great demands on the staff. 
Compulsory treatment will. however. never be a solution to the whole addiction problem. 
Even in controlled siruations with enforced treatment for all drugaddicts. some hard core 
addicts keep relapsing or change to addictive behavior that is legally accepted. This is the 
case in Singapore where a system has been developed in which all drug addicts that are 
caught by the police have to spend at least 6 months in an enforced treatment institution. 

On the other hand. compulsory treatment may have better results than no treatment at all. 
As long as waiting lists exist for voluntary treatment such as the therapeutic communities 
for addicts in Amsterdam. compulsory treatment does not seem to be a priority. Apart 
from the possible advantage of compulsory treatment. to get individuals into therapy who 
otherwise would have been continuing their drug use. there are serious disadvantages 
especially of compulsory treatment in a therapeutic community system. A therapeutic 
community is like a pressure-cooker. It produces stress in the individual who can no 
longer respond by using drugs or alcohol. acting-out behavior or isolating himself. The 
only possible response dealing positively with the pressure in a therapeutic community. 
namely rumting away. is no longer available in compulsory treatment Temporatily 



Chapter 8. The limits of the therapeutic community 105 

leaving a therapeutic community by the resident may be necessary as a relief from 
pressure that seems unbearable. When this is impossible, the situation is like an engine 
without a safety valve. This means that in a closed system of involuntary treatment in a 
therapeutic community from which the resident can not run away. watching carefully if 
the pressure in the system is not too high becomes necessary. 

When a resident is referred from the justice system to a normal therapeutic community 
after having made a choice between this option and staying in prison, this disadvantage 
does not exist. The resident can always decide to discontinue the treatment although this 
may mean a possible arrest with the consequence of having to spend time in prison. There 
is here a great difference compared with enforced treatment ordered by court decisions 
leaving out the responsibility of the addict to make a choice. Making a choice for 
treatment instead of prison is not so different from making a choice for treatment instead 
of being fired from a job, separated from a partner or expelled from the home (Kooyman, 
1977). 

Improving the motivation 

The treatment process after admission to a therapeutic community can improve the 
motivation to stay in treatment and change a negative motivation into a positive one. Also 
the motivation, usually a negative one to stan with, can be influenced by the attitude of 
the therapist or counsellor before admission. The following three factors are important: 

1. Pointing out the negative side; the misery of the addiction. This means to con­
front the addicts' denial pointing out the reality of the situation, often a painful 
one. 

2. Creating hope. The presence of recovered addicts in the introduction team in it 
self can underline the message that successful treatment is possible. 

3. Putting demands to the clients. By asking the clients to show their motivation 
by performing simple tasks, the message is given that they can do something 
themselves. 

Also treatment tends to be more attractive when the addict has to do something to get 
admitted. An illustration of this is the experience of the Emiliehoeve. More clients who 
came for the orientating intetviews for admission to the Emiliehoeve continued their 
induction when they were asked to do something to get admitted, than during the first 
year when friendly staff members tried to convince the addicts that it was important for 
them to come to the therapeutic community. By asking the client why he wanted to stop, 
the inductee may not have had the honest answers, but this certainly made the client act 
as if he wanted really to stop using. By explaining why, the motivation to stop was 
reinforced. The most effective way to introduce clients to a therapeutic community by 
improving their motivation for treatment is using group induction meetings run by staff 
and assisted by older residents of the therapeutic community. 

Jongsma and Van der Velde (1985) showed that the so-called high threshold of the 
therapeutic communities is a myth. They have found that the same type of addicts are in 
treatment in the therapeutic community as in the so-called low threshold program, who 
put few or no demands on the clients to be admitted. 1985). 
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Indications and contra-indications of tile treatment 

Therapeutic communities can be for some addicts the treatment of choice. For others no 
solution or even contra-indicated. Cancrini (1985) suggests in his study of drug addicts 
and their families that addicts from multi-problem families, often children of economically 
and culturally deprived women, who have often been abandoned in public institutions, can 
best be treated in therapeutic communities. Addicts who have been adapted to a junky 
lifestyle need an intensive 24-hour treatment setting to restructure their lives and acquire 
new personal values necessary to lead a life free from drugs and crime. Addicts that still 
have kept a positive social life, who still have jobs and a healthy family support system, 
may not need an extensive treatment program such as a therapeutic community. They may 
be well off in an ambulatory day or evening program. Involvement of the family or 
partners in these programs however, seems crucial for a successful outcome (Kooyman 
and van Steijn, 1990). 

The treatment in a therapeutic community is in principle the same for all residents. This 
in itself limits the therapeutic possibilities. The community itself is the main therapeutic 
element. Not all residents require the same treatment and not all addicts fit into one type 
of therapeutic community program. One model of a therapeutic community can not be the 
answer for all addicts. There are different types necessary for different addicts. Little is 
known of the limits of specific therapeutic community models. For some sub-groups of 
addicts, special therapeutic communities are created. There are special therapeutic 
communities for adolescents, offering more possibilities for education, sports and 
recreational games than regular therapeutic communities. Special therapeutic communities 
have been created for minority groups: blacks, hispanics and homosexuals. Special 
therapeutic communities offer treatment for addicts with specific psychiatric problems 
such as borderline personalities. There are therapeutic communities for women only. 
Some women have been brutalized ar1d hurt by men in such a way that treatment among 
men seems undesirable, at least in the initial phase. 

Contra-indications for treatment in a therapeutic community can be divided in absolute 
and relative ones (Schaap, 1987). Admissions to a therapeutic community are absolutely 
contra-indicated for the following kind of addicts: 

- patients with cerebral defects or lack of intelligence unabling them to understand 
the concepts of the program . A resident does not have to be bright or intelligent, 
however. Most addicts that survive in the street have sufficient intelligence to 
follow the program in a therapeutic community. 

- patients with a psychosis, such as schizophrenia, paranoid states or a panic or 
manic depressive psychosis. There must be enough reality testing possible and 
the ability to be kept responsible for ones behavior. 

Relative contra-indications for admission are: 

- extreme sociopathic behavior with an inability to form object-relationships. 
- persons that have relapsed after completing the program. They may need dif-

ferent treatrnenL For such persons it is often very hard to overcome the feelings 
of having failed when they have relapsed after completion of the program. They 
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may do better in another therapeutic community or another treatment modality 
with different staff. 

- serious physical impairment making participation in certain activities of the com­
munity impossible. 

- lack of alternative treatment. More appropriate treatment such as day treatment 
or a short term program are not available. 

- age: when the age group is mainly between 18 and 35, older persons and 
younger persons may not have sufficient peers to identify with. 

- language: in most cases speaking a different language may be only a temporary 
problem. The therapeutic community is an environment in which languages can 
be learned and practised easily. 

Apart from special therapeutic communities for special target groups such as women, 
adolescents, alcoholics, minority groups, few dermite answers are given on questions such 
as what type of addicts are best helped by what type of therapeutic communities or for 
what type of addicts is a therapeutic community program the best type of treatment. 
Besides the above mentioned psychiatric conditions, there are few contra-indications for 
admission to a therapeutic community. Suicidal or auto-mutilative tendencies are no 
contra-indication. In fact. this behavior seems to disappear after admission to the 
structured environment of the therapeutic community. 

To benefit sufficiently from the treatment in a therapeutic community the client has to 
participate for a long period in the program. As this study demonstrates, the length of 
time spent in the program is the main determinant for successful outcome. Persons with a 
tendency to drop-out and who are not yet fully convinced that they have to stop using 
drags for the rest of their life will have less favorable outcome results. Therapeutic 
communities are not the only answer to the drag problem. There are other ways for 
people to overcome their addictions. They are, however, a solution for many addicts, 
especially those who do not have any positive factors in their environment. 
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CHAPTER9 

TREATMENT OUTCOME LITERATURE 

The therapeutic communities for addicts and research. 

The therapeutic community is a relatively young member of the helping scene. It emerged 
to fill a gap; a need that the professional institutes could not provide for those individuals 
who were alienated from the 'nonnar society. Being alienated is an important and often 
neglected element in the recovery process. In order to grow. like any maturing being, 
objective knowledge of itself is necessary. A little distance from its commitments is 
needed; it can not nrrn into itself without danger of extinction. In the early stages of the 
building of a therapeutic community, a lot of creativity is needed. However, to maintain a 
community after it has been established, requires something more than constant creativity. 
To maintain a therapeutic community reqnires accountability and the balancing of subjec­
tive with objective factors. This balancing has already been set in motion in the American 
therapeutic communities with the introduction of professionals into the earlier self-help 
process. A further step was the introduction of scientific research to explain what is going 
on, not only to the therapeutic community, but also to the outside world. The sympathetic 
appeal to people to believe in the therapeutic community concept is not enough. A clear 
understanding brought about by a rationally designed project is needed too. There have 
perhaps been too many signs of the religious zeal and of cult phenomena in the therapeu­
tic community movement. 

Many therapeutic community members distrust science. The therapeutic community 
works. Staff often can not accept that the program does not work for all residents. By not 
accepting the possibility of failures and suggesting a 100% success rate, one sets it up to 
be judged by a logic of absolute ends rather than a logic of consequence and responsibil­
ity. Science rejects absolute thinking and instead states its case in probabilities and 
contingencies. For example consider the measurement of 'success rate'. Many therapeutic 
community members secretly fear that their success does not approach the absolute end of 
100%. They fear that if they admit something considerably lower, they endanger their 
existence by admitting to failure. But the scientific method intervenes with the question: 
"What is the probability of success in the first place?'' Addiction, like other chronic 
diseases with which it can properly be compared. has a relatively low success rate no 
matter what trearment method is used. If you are helping 30% of the popnlation that 
entered your door to stay off drugs for at least 3 years after trearment, you are doing your 
job well. But many therapeutic community members do not know this, because they fear 
they are not up to 100%. The old justification that it is may be helping 'just one addict', 
is the other side of the same religious coin. Scientific research shows what is really 
possible and therefore provides an objective standard for the community to account for 
itself, to itself and to a sceptical world. 

The introduction of science can preserve the experience of the therapeutic community 
movement. 'Hard' data of its achievement as well as its failures can provide a science of 
itself and rational claims towards its universality. Without science, the therapeutic 
communities can easily become something nostalgic ('remember the good old days'), 
something that was bound historically to a particular place and time and therefore has 
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outlived its usefulness being a simple fad or fashion. As the therapeutic community 
concept matures. a sense of history needs to develop. Science must work with data and 
documents. The therapeutic community~ governed in part scientifically, must organize its 
documents and records in order to gain an overview of itself. This is not merely adminis­
tration for the record it should also be able to provide the answer to questions ralsed. 
Therapeutic Communities should not only go back into an exploration of their origins in a 
systematic way -through 'oral history' for instance- but should do long-term follow-up 
investigations of its members over an entire life span (Kooyman & Kaplan, 1986). 

Outcome research in the United States 

During the last twenty years, many studies were done to measure the outcome results of 
therapeutic communities. Follow-up studies were carried out using face to face interviews 
held with former residents of therapeutic communities. Many of these studies only 
included individuals who had completed the full treatment program. Collier (1970), for 
instance, interviewed graduates of Daytop Village in the late Sixties. Of the 38 persons 
interviewed one year after they had completed the program, he found that only 4 had 
relapsed into drug abuse; 11 of the 38 cases however had been employed as staff in the 
treatment program of Daytop Village; 17 were having other jobs, one had a job at another 
drug rehabilitation program and the occupation of 5 individuals was unknown. Casriel and 
Amen (1971) also did a follow-up study of Daytop graduates: 90% of them had not 
relapsed in the year after they left the treatment program, 25% had jobs in other fields 
than drug-rehabilitation. In 1971 a larger group of graduates of Daytop Village were 
involved in a follow-up study. Again it was found that 90% of the 250 graduates had not 
relapsed. In this study a group had also been interviewed which left prematurely but at 
least 6 months after admission to the program. The relapse rate was 50%; however 41% 
of the graduates and 63% of the persons that had left prematurely after 6 months could 
not be traced (Collier, 1971). Collier repeated the follow-up research in 1972: 84% of the 
graduates had not relapsed into drug use, had no alcohol problems, no arrests and were 
working or at school; 46% of the residents who had left prematurely after 6 months did 
fit into those criteria (Collier & Hijazi, 1974). 

De Leon (1984) developed an extensive research program in Phoenix House, New York. 
He made charts of a five year period prior to admission in the therapeutic community and 
compared this period with a five year period after discharge. Cohorts of admissions were 
studied including not only individuals who had completed the program or who had stayed 
at least 6 months, but also early drop-outs (De Leon et al., 1982). At a two year follow­
up De Leon found for all clients an improvement on items such as 'drug use', 'crimina­
lity' (arrests) and 'employment'. When success was defined as no use of heroin while 
being employed for at least 75% of the time after discharge and no criminal behavior, he 
found a significant relationship between success and the time spent in the program, At the 
two year follow-up of two different cohorts of Phoenix House residents De Leon found a 
strikingly similar relationship of time spent in the program with success and improvement 
(De Leon and J ainchill, 1981 ). 

Several therapeutic community programs have developed their own research programs 
during the 1970's: in the United States: the Phoenix House program by De Leon and 
Jainchill; the Daytop Village program by Biase and programs by Barr in Eagleville and 
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Holland in Gateway House (De Leon, !984; De Leon & Jainchill, 1986a; Biase, 1986; 
Barr, 1986; Holland, 1983b). These researchers were part of the treatment organization. 
This can lead to a possible bias as their programs have had to prove success and this 
could have affected the results. Researchers, employed by the treatment programs may 
show an over-advocacy. On the other hand, these program-based researchers have the 
advantage that it is much more easier for them to get the necessary cooperation from 
residents and staff to implement their research. 

In an overview of 19 studies on the effectiveness of the therapeutic community in the 
treatment of addicts completed between 1972 and 1982, Holland (1983a) summarized the 
degree of change reported in three areas: drug abuse, criminality and employment. Of 
these 19 studies, 13 were program based (the therapeutic community programs of 
Abraxas, Daytop Connecticut, Daytop Village New York, Eagleville, Gateway House, 
Phoenix House and Teen Challenge). The remaining 6 were multi-modality studies 
comparing results of one or more therapeutic communities with one or more other 
treannent modalities, such as outpatient drug-free or methadone maintenance programs 
(see table !.9.1). 

In table L9.1 the first column indicates the authors and date of the study. The second 
column shows the attempted sample of clients to be contacted or interviewed and the 
achieved sample. The lesser the difference between the numbers, the more meaningful the 
evaluation results. The third column shows the contrast groups (early drop-outs versus 
graduates, short term versus long term). Only one of the single modality studies and one 
of the multi-modality studies did not break the total sample into contrast groups. Contrast 
groups help to test the treatment hypothesis in the absence of a treatment control group. 
The fourth column lists the measures used. Most have measures for the same behavioral 
criteria: drug and alcohol use, criminality, education, employment and psychological 
functioning. The fifth column shows the pre-treatment period of time being compared 
with the post treatment period of time. To avoid artifacts (if the period before and after 
treatment is too short the study will inevitably show improvements) minimal evaluations 
should show six months pre- and post treatment periods. Ideally the evaluations should be 
both short term and long term (i.e. up to five years) outcomes. The last column, 'additio­
nal analysis, • indicates if any non-treannent factors such as motivation, being under more 
pressure to change, explaining successful outcome were studied. Some studies are 
prospective in the way that they have abstained pre-treatment information at intakes and 
post-treatment information at follow-up. Others are retrospective, both pre- and post­
treatment information was obtc'ned at follow-up. Some studies have post treatment tests 
only. 

A few evaluation studies have utilized a composite index of successful outcome, combin­
ing measures of criminal activity drug use and employment. With respect to such global 
measures of success, outcome ranges from 20% totally successful among early drop-outs 
to 85% totally successful among graduates (Holland, 1983a; De Leon, 1982, 1984). In the 
area of drug abuse measured in terms of reduction in percentage of former residents using 
drugs at follow-up or the percentage of time since discharge having used drugs, these 
studies show 25 to 40% of the early drop-outs (i.e., less than 90 days treated in the 
program) not using drugs, compared to 85 up to 90% of the graduates not using drugs. In 
the area of criminality. measured in terms of number of arrests or convictions, these 
studies show post-treatment reductions in criminality, ranging from no change for early 
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drop-outs to 98% reduction in arrests among graduates. In the area of employment, 
measured in terms of increases in percentage of former residents employed or percentage 
of time employed, there is a pre-post treatment increase in employment from 30 to 45% 
among early drop-outs to an increase of time employed by over 150% among graduates 
(Holland, 1983a). 

legend table L9.1.a (Helland, 1983a) 

DO 
GRAD 
LT 
ST 
TIP 
TOP 

left before completing treatment 
Completed treatment. 
Long-term. 
Short-term. 
Time in program. 
Time out of program. 

~- A dash or NA means not provided or not applicable. 

• Interviewed subjects included alcoholics (N=i62) and drug addicts (N=111); outcomes are presented here 
only for drug addicts. 

0 Interviewed subjects included alcoholics (N=99) and drug addicts (N-93); outcomes are presented here only 
for drug addicts. 

c Outcomes for a second (validation) cohort are described in the report but are not presented here. 



Table 1.9.l.a: Posttreatment evaluations of therapeutic communities 1972-1982; single modality studies (Holland, 1983) 

Study N Contrast Groups Measures Baseline and Outcomes Additional 
Achieved Follow-up Periods Analyses 
(Target) 

Deleon, Holland, 358 5 DO groups (<3 mo., Agency data: 1 yr. preadmission, For DO groups, 1, 
& Rosenthal (1972) 3-5 mo., 6-8 mo., single-item measure during treatment, & 2-4, & 5, and 

9-11 mo., 12+ mo.} & of criminality 1 yr. postd!scharge remained, respec-
"remained~ {TIP lively, percent 
{rema1ned)=22 mo.). arrested decreased 

-7°/o, -40 to -50%, 
-70%, & -90%·. 

Barr, Rosen, Antes, 273 3 treatment phase Self-report & other: Posttest only: For treatment phase Some outcomes com-
& ottenberg (t973) (724)' groups: DO res!den- single-Item measures lifetime postadmlssion groups DO, GRAD, & pared with status at 

tlal (TIP-14 da.); of drug & alcohol usa, (drugs & alcohol), & REENTRY, respect· Intake. 
GRAD residential sourC$ of food & shel- at time of follow-up ively, abstinent 6+ 
(TIP~ mo.); some tor. (source of -food & mo. since discharge "' 
REENTRY (TIP=8 shelter)(11 to 34 mo. 22%, 31°/o, 6~/o; 
mo.). postadmlssion, TOP productively employed 

=24.7 mo.). at follow-up = 32%, 
45%, 67%; abstinent 
6+ mo. & productively 
employed= 18%, 
29%,57%. 

Collier & Hljazi 272 DO (minimum 6 mo. Self-report & other, L~etime preadmission 46% of DO & 85% of 
(1974) (552) in treatment, TIP=12 mixed retro- & pros- (arrests, income); GRAD not using 

mo.), & GRAD (TIP= pective: single-item lifetime postdischargo drugs, not arrested, & 
22 mo.). measures of drug (drugs, arrests, employed/in school at 

use, criminality, em· income, treatment}; & follow-up. Outcomes 
p!oyment, treatment at time of follow-up for DO who remained 
for abuse, social (employment)(6 to 96 12+ mo. more favor· 
adjustment, treatment mo. postdlscharge, able than outcomes 
satisfaction. TOP.t2 mo.). for DO who remained 

6·12 mo. 
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Study N Contrast Groups Measures Baseline and Outcomes Additional 
Achieved Follow-up Periods Analyses 
(Target) 

Romond, Forrest, & 40 DO (T!Pc6 mo.) & Self-report: Pastiest only: For DO& GRAD Follow-up period 
Kleber (1975) GRAD (TIP=21 mo.) single-item measures lifetime postadmlssion respectively, %of adjusted for !!me at 

of drug use, criminal- (6 to 47 mo., TOP TOP employedtin risk. 
ity, employment, treat· ]D0]•27 mo., TOP school = 40%, 94%.; 
mont for abuse. (GRAD]·17 mo.). 0/o of TOP addicted = 

35"/o, 0.5%;% of TOP 
Incarcerated = 29%, 
o%. Among DO, 
increases in TIP 
associated with more 
positiVo outcome. 

Pin, Martin, & 200 2 TIP groups: Self-report: Pastiest only: ForST & l T respect- Client variables 
Walsh (1976) (300) ST (<3 mo.) & single-item measures at time of follow-up ively, using no ''hardH regressed on TIP, 

LT (12+ mo.) of drug use, criminal· (TOP NA). drugs = 26%, 96%.; type of discharge, 
(TIP NA). ity, employment. not arrested "' 43%, outcome. 

77%; employed = 
45"/o, 93%, 

National Institute on 186 3 treatment phase Self-report, retrospec- At time of admissfon For DO induction, DO 
Drug Abuse (1977) (366) groups: DO induction live: single-item & at time of follow-up residential, & GRAD 

(TIP=14 da.); DO measures of sub- [1 yr. postadmlssion). respectively, % using 
residential (TIP=3 stance use, criminal· heroin decreased 
mo.); GRAD residen- ity, employment, treat· -79%, ·98"/o, ·95%; 
tlal (TIP=7.6 mo.). men! for abuse, relig- %arrested decreased 

losity. -1%, -24%, ·64%;% 
received treatment for 
abuse increased 
+100%, +65%, & 
decreased ·52%. 



Study N Contrast Groups Measures Baseline and Outcomes Additional 
Achieved Follow-up Periods Analyses 
(Target) 

Holland (t978a) t93 2 DO groups {<9 mo., Agency data: 1 yr. preadmission & For DO groups 1 & 2, Outcome examined 
TIP=3 mo.; 9+ mo., Single-item measures 1 yr. postd!scharge, & GRAD, respective- by typo of arrest, 
TtP·t 7 mo.) & GRAD of criminality. ly, arrest rate sex, race, ago. 
(TIP=28 mo.). decreased 0%, -81%, 

-97%. 
Holland (t97Bb) 400 3 DO groups (<3 mo., Self-report, retrospec- 2 yr. preadmission & For DO groups & 

(684) T1P .. 1 mo.; 3 to <9 live: single-item 2 yr. postdJscharge, GRAD, respectivoly, 
mo., TIP=S mo.; 9+ measures of drug % using opiates 
mo., TIP=18 mo.) & use, criminality, em- decreased -72%, 
GRAD (TIP=26 mo.). ployment, treatment -75%, -90%, -96%; 

for abuse. no. of arrests 
decreased -34'>/o,, 
-50%., -74%, ·98%; 
no. employed 
increased + 16'%, 
+117%, +106%, 
+160%. 

Deleon, Andrews, 202 6 TIP groups: Agency data: 3 yr. preadmission, Pre-post decreases in Follow-up period 
Wexler, Jaffee, & <1 mo., 4-6 mo., 8-10 single-Item measure 3 yr. postdlscharge, & percent arrested & adjusted for time at 
Rosenthal (1979) mo., 12-14 mo., 15-19 of criminality. lifetime postdlscharge arrest rate occurred risk. Outcomes exam-

mo., 20-26 mo. (3 to 6 yr.). as a function of TIP. !ned by legal status, 
race, sex. 

Pomp!, Shreiner, & 223 None Self-report, prospec- 1 yr. proadmiss!on & Pre-post decreases in 
McKoy (t 979) (250) (TIP[all[=t2 mo.) live: single-item 1 yr. postdlscharge. no. of arrests (-73%); 

measures of drug & no. In jail {-64%); % 
alcohol use, criminal- using 8 out of 10 
ity, employment, edu· substance (-50% to 
caUon, treatment for -95%); increase In no. 
abuse, suicide; & employed (+ 105%). 
composite measures 
of productivity, drug 
involvement. 
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Study N Contrast Groups Measures Baseline and Outcomes Additional 
Achieved Follow-up Periods Analyses 
(Target) 

Barr & Antes (1982) 192 3 treatment phase Self-report: single- Posttesl only: During fo!!ow-up Follow-up period 
(292)' groups: DO reslden· item measures of lifetime postdischarge period, DO averaged adjusted for time at 

tiat (TIP-24 da.); drug & alcohol use, (79 to 87 mo., TOP a 20 mo. in good risk, Pre·, during-, & 
GRAD residential criminality, employ- 84 mo.). status, GRAD aver- posttreatment varf-
{TIP=61 da.); some men!, education, aged 32 mo. In good abies regressed on 
REENTRY (TIP-197 medical, psychofogi- status, & REENTRY outcome status. 
da.). cal; & composito averaged 62 mo. In 

measure of success. good status. 

Deleon, Waxier, & 273 6 DO groups (<1 mo., Self-report & other, 1 yr. preadmission; For DO & GRAD, Validation cohort. 
Jalnchitt (1982) (307)' 1·4 mo., 5-B mo., retrospective: com- 1, 2, 3, 4, & 5 yr. respectively, pre-post Outcomes examined 

9·12 mo., 13-16 mo., poslte measures of postdlscharge; life- increase in "successft by sex, race, primary 
17+ mo.) & GRAD drug use, criminality, time postdischarge .. 31%, 75"/"; pre-post drug. 
(TIP NA). employment, success. (TOP{00)=4.7 yr., Increase in "Improve-

TOP{GRAD)=6.4 yr.). men!" "'56%, 93%. 
Among DO, Increases 
In TIP assoofated with 
more positive out-
come. 

Holland (in press) 400 3 DO groups (<3 mo., Self-report & other, lifetime & 30 da. Pre-post improvement other explanations for 
(648) TIP=1 mo.; 3 to <9 retrospective: com· preadmission; lifetime for all groups on all TIP effect examined, 

mo., TIP=5 mo.; 9+ posite measures of postdischarge; 30 da. measures except Including selection, 
mo., TIP=1B mo.) & drug use, alcohol use, pro-follow-up {2 to 10 alcohol. Degree of maturation, differential 
GRAD (TtP-26 mo.). criminality, employ- yr. postdlscharge, improvement a tunc- completion rates, 

mont, psychological, TOP-56 mo.). lion of TIP for drug differential TOP, & 
social stability. usa, criminatily, em- differential validity of 

ployment, & psycho- self-report data. 
logicaL 



Table 1.9.l.b: Posttreatment evaluations of therapeutic communities 1972-1982; multi-modality studies (Holland, 1983) 

Study 

Nash (t973) 

Burt & Associates 
(t977) 

Legend: 

Long-term. 

Contrast Groups 

Residential Drug Free 

Methadone Mainten-
a nco 

New York City Pro­
gramms;8 

Residential Drug Free 

Outpatient Drug Free 

Methadone Mainten­
ance 

No Treatment 

LT 
MM 
OD 
ODF 

Methadone Maintenance. 
Outpatient Detox. 
Outpatient Drug Free. 

N 
Achieved 
(Target) 

t98 
(308) 

249 
(269) 

185 
(290) 

135 
(2t9) 
142 
(273) 

118 
(223) 

Measures 

Agency data & other: 
single-item measure 
of criminality 

Self-report, mixed 
retro- & prospective: 
single-item measures 
of drug use, criminal­
ity, employment; com­
posite measure of 
success. 

Baseline and 
Follow-up Periods 

Ufelime preadmission 
& lifetime post-admis­
sion (mean time post­
admlssion .. 17 mo.), 

60 da. preadmission, 
60 da. postdlscharga, 
& 60 da. pre·foHow-up 
(3 to 4 yr. postadmls­
slon). 

RDF 
ST 
TIP 
VA 

Residential Drug Free. 
Short-term. 
Time in Program. 
Veterans Administration. 

Outcomes 

For MM & RDF, res­
pectively, percent 
arrested decreased 
-60%, & -60%; arrest 
rate decreased -23% 
& -33%. 
TIP associated with 
more positive out­
comes for RDF but 
not for MM. 

Significant pre·post 
improvement by all 
groups, Including no 
treatment, on aU 
measures. At follow­
up, 50% of all clients 
fully recovered, 33% 
partially recovered, 
10% marginally 
recovered, & 7% 
failure. TIP not asso­
ciated with outcome. 

Additional 
Analyses 

Outcomes analyzed 
by type of charge, 
client characteristics, 
& program character­
Istics. 

Pretreatment client 
variables regressed 
on outcome. 



Table 1.9.l.b. Continued 

Study 

Simpson, Savage, 
lloyd, & Sells 
(1978) 

Veterans Admin­
Istration (1979) 

N 
Achieved 
(Target) 

Residential Drug Free 

Outpatient Drug Free 

Methadone Mainten-
a nee 

Outpatient Detox 

No Treatment 

Noneb 

Contrast 
Groups 

856 
(1.097) 

425 
(567) 
1.485 
(1.904) 

236 
(323) 
162 
(216) 

1.471 
(2,269) 

Measures 

Self-report, mixed 
retro- & prospective: 
single-item measures 
of drug use, criminal­
ity, employment, treat· 
mont for abuse, 
months unsupervised; 
composite measure of 
success. 

Self-report, prospec­
tive: single-item 
measures of drug & 
alcohol use, criminal­
ity, employment, med­
ical, social, psycho­
logical, treatment 
satisfaction. 

Baseline and 
Follow-up Periods 

Lifetime preadmission 
(arrests, jail, troat­
menl); 1 yr. preadmis­
sion (employment); 60 
da, preadmission 
(drug use, alcohol 
use, employment); 
1 yr. postdischarge. 

30 da. preadmission 
& 30 da. pre-follow-up 
(44 mo. postadmis­
sion). 

Outcomes 

RDF, ODF, & MM 
had more favorable 
outcomes than OD & 
no treatment with 
respect to drug use & 
employment. MM had 
the most favorable 
outcome with respect 
to jail; & RDF & OOF 
has most favorable 
outcomes with 
respect to treatment 
for abuse. TIP associ­
ated with outcome for 
RDF (8 out oliO 
criteria); for ODF (5 
out of 10); & MM (4 
out of 10). 

Clients showed sig­
nificant pre-post 
Improvement with 
respect to aU out­
comas. TIP unrelated 
to outcome except 
medical, & this rela­
tionship was negative. 

a This study also reported outcomes for a sample of Washington, D.C., programs, which did not include residential drug free (Therapeutic community). 
b Outcomes by program modality not reported. 
'Two-thirds of Methadone Maintenance clients were in treatment at limo of follow-up. 

Additional 
Analyses 

Outcomes adjusted 
for Ume at risk. and 
for client characteris­
tics (ANCOVA). Client 
characteristics 
regressed on out­
come. 

Client variables and 
TIP regressed on 
outcome. 

d Outcomes by program modality not reported. Interviewed subjects Included drug addicts (N:::.282; ST =57, LT =225) and alcoholics (N .. 460; ST c98, LT c362). 
Only outcomes for drug addicts are presented here. 



Study N Contrast Measures Baseline and Outcomes Additional 
Achieved Groups Follow-up Periods Analyses 
(Target) 

Holland (t970a) t93 2 

Bale, Van Stone, Short-term Residential Self-report, prospec- Pastiest only: LT ADF & MM had Outcomes adjusted 
Kuldau, Enge!slng, Drug Free (TIP=21 live: single-item 1 yr. postadmlssion more favorable out- for client characterls-
Elasholf, & Zarcone da.) 75 measures of drug (arrests, convictions, comes than non-VA tics (ANOVA & 
(t980) use, criminality, em- employed); 30 da. treatment with respect ANCOVA). 

Long-term Residential ployment; composite pre-follow-up (1 yr. to heroin use, convlc-
Drug Free (TIPa1 yr.) 75 measure of success. posladmission). lions, lime In jail, 

employment. LT RDF 
Methadone Mainten- had more favorable 
ancee 59 outcomes than non· 

VA treatment with 
Outpatient Detox 224 respect to use of 

other drugs, arrests. 
Non.YA Treatment tt2 TIP associated with 

more positive out· 
Total 545 comes. 

(585) 

Mclellan, Lubord· Short-term (6 to 15 SeH·roport, prospec· 30 da. preadmission ST showed signijicant Outcomes adjusted 
sky, O'Brien, da.) t55 live: single-item & & 30 da. pre-follow-up pre-post Improvement for client characteris· 
Woody, & Oruley composhe measures (6 mo. postadmls- whh respect to drugs, tics & pretreatment 
(1982) Long-term (15+ da.). 507 of drug use, alcohol sian). employment, & psych· Ci'herion scores 

use, employment, ologlcal, L T showed (ANCOVA). 
Total 742 criminality, family, significant pro-post 

(879) medical, psychologi· Improvement on all 
cal, measures but medi· 

cal. L T had more 
favorable outcomes 
than ST on all 
measures. 
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Time in program predictor of success 

The most consistent predictor of successful outcome has been length of stay in treatment. 
Research also indicates a gradual difference in improvement instead of an absolute 
difference between completions and drop-outs (Holland, 1983a; De Leon, 1984; Berglund 
et al., 1991). Graduates are significantly better than drop-outs on all measures of outcome 
(De Leon. 1989). Among drop-outs there is a positive relationship between outcome and 
length of stay in treatment (Barr and Antes. 1980; De Leon, 1984, 1985; Holland, 1983; 
Coombs.. 1981; Wilson & Mandelbroke, 1978). Comparing the retention and improvement 
rates of two cohorts of residents admitted at Phoenix House New York, De Leon found 
virtually indistinguishable results comparing the cohort from 1970-1971 and the cohort 
from the 1974 admissions (De Leon, 1985). There was 93% success among program 
graduates compared to 89% success among the longest staying drop-outs. Length of stay 
and successful treatment. however, may not correlated for all residents (De Leon, 1989). 

McLellan found a positive correlation between treatment duration and improvement 
related to treatment outcome in both a methadone maintenance program and a therapeutic 
community for clients with low or moderate levels of psychiatric problem severity, but a 
negative relationship in the therapeutic community for clients with severe psychiatric 
problems. These type of clients did not change in the methadone program (McLellan et 
a!., 1984). This study has, however, been criticized as statistically invalid. There had been 
only 28 high severity clients in the therapeutic community sample (which in fact was not 
a therapeutic community in the concept tradition, but an inpatient program of a duration 
of only 60 days) (Holland, 1987). Holland (1987) found that psychologically sicker clients 
do not as well in treatment in the therapeutic community as psychologically healthier 
ones. This finding is consistent in prior research in all forms of treatment. At the other 
hand these sicker residents did not get worse during treatment. 

Coombs compared outcome results of a short-term therapeutic community (3 months) 
with those of a long-term therapeutic community (11-18 months). The most impressive 
behavior changes occurred among those who participated in the long-term program as 
compared to the shorter and among those who graduated as compared to drop-outs 
(Coombs.. 1981) 

Relation of client characteristics with successful outcome 

Attempts to detemtine client characteristics indicative of subsequent treatment success, 
have not been very revealing. A review of program-based research found certain client 
characteristics consistently have correlated with length of treatment, although the 
predicted power of these characteristics has not been corroborated in replicated study 
designs (Rosenthal, 1984). In the large scale american DARP studies in which 25 
agencies have participated no evidence was found for improving client outcomes through 
an optimal match between client types and treatment types. Although some client 
characteristics, particularly lower pre-treatment criminal involvement, were related to 
more favorable outcomes, this was so within each treatment type (Simpson et al., 1978; 
Joe et al., 1983). Age, race and other demographic factors has not been found to relate to 
outcome in therapeutic communities in most studies. In Phoenix House females, however, 



Chapter 9. Treatment outcome literature 121 

showed higher success rates and females revealed significantly better psychologic3.1 results 
(De Leon & Jainchill, 1981). 

Several correlates of positive outcomes of drug use, criminality or employment have been 
identified. Those include: lower lifetime criminality, higher pre-treatment educational 
level (lower drop-out rates at school), opiates as a primary drug, less re-entty into 
treatment within the first post discharge year (De Leon, 1989; Simpson & Sells, 1981). 
These correlations, though significant, were small compared to the effects of time in 
program. They do not consistently predict successful states, measured by the compositive 
index (De Leon, 1985). 

Persons who completed the Phoenix House Therapeutic Community program had been on 
the average 25.3 years at admission, compared to drop-outs who had been 21.7 years 
upon entering the program. Persons who were younger at admission had been less 
successful. Black residents were doing slightly better than white residents. Contrary to 
Daytop Village, black residents have always been in a majority in Phoenix House New 
York. Minority groups such as Hispanic residents (mostly of Puerto Rican origin) had less 
successful outcome results. Persons that had been referred by the courtS did better than 
persons who were admitted voluntarily. There had been fewer early splitters among them 
(De Leon et al., 1982). Higher levels of psychopathology scores on psychological tests, 
such as the MMPI were also found to be related to less successful outcome (De Leon et 
al., 1973). 

Sansone (1980) in a study of clients of Odyssey House New York found lower retention 
rates for females, adolescents and Hispanic residents. The retention rate during the fust 
six months in treatment of re-admission compared with single admissions was consider­
ably higher especially for black male and older residents. Cutter (1977) found that 
previous education level at admission was related to successful outcome after treatment in 
a drug-free therapeutic community program of a state mental hospital as well as time 
spent in the orogram. In a NIDA study on predicting retention and follow-up status in the 
therapeutic community, De Leon (1984) found as significant predictors of success: 
lifetime criminality and psychological factors (less defensiveness, less denial, lower sense 
of responsibility). With the effects of the other variables removed, time in program 
remained a significant predictor of success. 

Retention studies 

As the most consistent predictor of successful outcome is length of stay in the therapeutic 
community program, it is important to understand retention as a phenomenon. In the 
studies of retention, no clear client profile has emerged predicting length of stay in 
treatment. Some studies indicate that early drop-outs reveal higher psychological 
dysfunction as measured by standard psychological tests (Sacks & Levy. 1979; Wexler & 
De Leon, 1977; Zuckerman & Sola, 1975). De Leon (1973) found lower psychopathology 
scores at the MMPI tests of those residents staying longer than 6 months compared to 
those staying less than 6 months. Fourman and Parks (1981) found that MMPI scores 
significantly differentiate groups staying less than or more than 20 days in treatment, but 
had no power to predict more precise ranges of retention. 
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In a study assessing all therapeutic communities existing in New York in !970 Winick 
(!980) computed the retention rates. He found a drop in retention rates. overall. of almost 
14% from one to three months and a drop of 13% from three to six months. By three 
months almost half of the clients had left After six months the drop is decreasing to 8% 
for the next three months, by twelve months the drop is 5%. Short-cycle program had 
better retention than the long term programs. Therapeutic communities with a capacity not 
over 100 residents did better than the larger ones. Sansone (1980) found in a study in 
Odyssey House in New York higher drop-out rates among female, adolescent and 
hispanic residents. She also found differences between re-admissions and first admissions. 
Males, blacks and older residents tended to have higher retention rates upon re-admission 
to the program. After six months these differences had disappeared. She suggests further 
separating first and re-admissions. 

One year retention rates vary between 8% and 25% in most therapeutic commumues, 
depending on the progra1n studied. However, there are exceptions. The therapeutic 
communities of the Centro Italiano di Solidarieta in Rome with one long term and one 
short term therapeutic community claim a 90% retention rate. This therapeutic community 
has a long (up to 11 months) induction phase with ambulatory groups and extensive 
involvement of parents and significant others. Over two third of the persons coming for 
orientation (accoglienza) are not adntitted to any of the therapeutic communities. Yohay 
and Winick (1986) reported a high retention capacity resulting in of 85% of those who 
enter the program completing it in the AREBA program. This is a therapeutic community 
founded by Casriel applying the New Identity Process (bonding groups) in the treatment, 
based on the Synanon/Daytop model (Casriel, 1972). 

Drop-out in all studies is highest within the first 15 days and declines thereafter. The 
majority of the drop-outs leave the therapeutic community within three months. Beyond 
90 days the likelihood of continued stay in treatment increases significantly with longer 
stay in treatment (De Leon & Schwartz, 1984; Hendriks, !990). The retention rates of 
most therapeutic communities show a characteristic pattern. Most drop-outs occur in the 
first four weeks (De Leon & Schwartz, 1984). Bschor (1986) comparing the retention 
curves of the American therapeutic communities published by De Leon in 1984 with a 
retention curve of a German therapeutic community. As can be seen in Figure !.9.1 the 
hyperbola- like curves look very similar. 

Drop-out reflects an interaction between client and treatment factors. Rather than static 
characteristics (such as demography or social background) the important client factors, 
such as circumstances (extrinsic pressures). motivation (intrinsic pressures) readiness and 
snitability for treatment are dynamic (De Leon & Jainchill, !986). Clients differences in 
these factors however emerge after their initial experience in the therapeutic community 
during the early days of residency (De Leon, !989). In an attempt to improve the 
retention rate. an experimental study was carried out in Phoenix House New York 
introducing three interventions: 

1. Four 90 minutes seminars a week, for two months for new admissions by senior 
staff members, addressing therapeutic community philosophy and expectations 
and problems of staying in treaunent 
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Fig. 1.9.1: Retention curves for residential programs (Bscllor, 1986) 

0!----El : D (Kunz & Kampe, 
1985) 
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2. Two 2 hours orientation sessions in the first two weeks with groups of family 
members of new admissions and one session with a staff counsellor at the 
treatment facility. 

3. Extra individual counselling sessions for new admissions during the first 14 
days of treatment. There was a positive effect of the interventions admitted 
separately and combined, pa.rticularly that of the sessions for significant others 
(fantily-members) and the seminars by senior staff (De Leon and Jainchill, 
1986b). 

Family factors and retention 

Drop-outs were more likely to come from a less deviant fantily (Wexler & De Leon, 
1977). Aron and Daily (1976) reported more alcohol and drug abuse in the family of 
drop-outs. Condelli (1986, 1989) found more drop-outs among clients who had experi­
enced less pressure for admission from significant others before and during treatment. 

In the above mentioned research in Phoenix House it was found that attendance of 
seminars for parents during the early stages of treatment, reduced the drop-out significant­
ly (De Leon & Deitch, 1985; De Leon & Jainchill, 1986b; De Leon, 1985). The extensive 
involvement of families in the therapeutic community program in Rome, may well contri­
bute to the extremely high retention rate in the therapeutic community. 
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Legal pressure and retention 

American therapeutic communities have served clients referred from the criminal justice 
system from the start Legal referrals contribute almost 30 percent of all admissions in 
traditional long term communities in the United States. However, there has been a 
decrease during the last decades. For example, over 40% of the admissions to Phoenix 
House New York in 1970 were legally referred, compared to less than 20% in 1985 (De 
Leon, !987). Most therapeutic community follow-up studies report either small or no 
differences in post-treatment improvement of legal referrals compared with voluntary 
admissions. 
De Leon (!984) found better outcome for the best success rates (no drug use, no crime) 
for voluntary clients in Phoenix House studies. However, controlling for criminal 
background eliminated the significance of the legal referral variable. 

Legal referral does not seem to be a significant predictor for successful outcome. The 
relationship between legal referral and retention is complex. Referrals to a group of 
therapeutic communities, members of T.C.A. (Therapeutic Communities of America) 
show that 9 months of retention decreases with age among legal referrals compared to 
voluntary admissions for whom retention increases with age (De Leon, 1987). This 
fmding is supponed by large scale comparisons of retention in therapeutic communities 
(Pompi & Resnick, 1987). In general, clients referred by the criminal justice system to 
therapeutic communities, remain longer in treatment than voluntary clients. The relation­
ship between legal referral and treatment outcome is therefore an indirect one (De Leon, 
1987). Legal pressure was, however, found to be related to retention only during the first 
few months that residents are in the program (Pompi & Resnick, 1987: Condelli, 1989). 

Most studies do not clearly specify what pressure was being applied by the legal system 
and they only focus on the relationship between formal legal pressure and resident 
retention. Many residents however join the programs anticipating court hearings on being 
arrested and often 'voluntary' residents are under as much pressure from their families 
and non-legal sources as 'involuntary' residents are under pressure from the criminal 
justice system (Condelli, 1989). 

Why do clients leave the program? 

Hypotheses on clients dropping out, have been made from clinical impressions, such as: 
the fear of close and intimate relationship with others, not having the support of their 
family or partners to stay in treatment, feelings of guilt concerning somedring wrong they 
did in the community and the fear of this being discovered, an inability to adapt to the 
way of life in the therapeutic community and unresolved conflicts with staff members. De 
Leon (1984, 1985) found that long term drop-outs (after 12 months in treatment, reported 
significantly fewer personal reasons and more program-related reasons for leaving while 
early drop-outs claim more personal than program factors for leaving. 

A resident dropping out early may have never really made a choice to abstain from drug 
use for the rest of his life which is the goal of the treatment in the therapeutic commun­
ity. He may have sought admission seeking temporary relief from outside pressure. The 
choice to live a life free from drugs is usually not made before, but after admission to the 



Chapter 9. Treatment outcome literature 125 

program; usually only after weeks or months. If this choice has not been made. the 
resident may leave the program with the clear intention to again use drugs (Kooyman. 
1975). 

Research in different treatment programs. 

As different treatment programs may have different outcome results. different treatment 
modalities may have different outcomes. Comparison of outcome results~ however. 
produces many difficulties. Program target groups may differ as well as pro gram goals. 
While the goal of a therapeutic community is a drug-free life independent of a treatment 
program. the goal of a methadone maintenance program may be substitution of an illegal 
addiction for a life-long dependency on a legal drug obtained from a treatment program. 

In an effort to produce evidence that treatment programs for narcotic addicts work, a large 
scale research project has been carried out by the Institute of Behavioral Research of the 
Texas Christian University. Twenty-five agencies participated in the Drug Abuse 
Reporting Program (DARP) study. The participating programs were classified into the 
following treatment modality groups: MM (Methadone Maintenance). TC (Therapeutic 
Communities). DF (outpatient Drug-Free Programs). DT (outpatient Detoxification 
Programs) and a group consisting of persons that did come for an intake but who were 
not admitted to a treatment program !0 (Intake Only). The follow-up study's results based 
on opiate. non-opiate and alcohol use. arrest rates. additional treatment and employment. 
show maximum on favorable outcomes for more than half of the sample of the comple­
tions and drop-outs (Simpson & Sells. !981). In a follow-up sample of 2178 persons 
consisting of black and white males from all treatment modality groups. the following 
was found: clients in the methadone maintenance program had the largest tenure: 47% 
stayed more than 300 days compared to 22% of the therapeutic community-clients; 12% 
of the MM clients had successfully temtinated their treatment (5% were still in the 
program when the DARP-study that started in 1969 ended in 1974) compared to 22% of 
the therapeutic community-clients. Compositive outcome scores of the one year follow-up 
were significantly more favorable for the methadone maintenance, therapeutic community 
and the drug-free outpatient programs than for the detoxification and intake only groups. 
The differences remained significant after applying statistical adjustment for client 
background and baseline variations among the treatment groups (Simpson et a! .• 1979; 
Simpson. 1979). However. clients of therapeutic communities that had remained in 
treannent 90 days or less, showed no difference at follow-up in their outcome results with 
the detoxification only and the intake only group. 

In a long term evaluation study of a sample of the DARP study. it was found that 61% of 
the sample had achieved abstinence from opiate drugs for a year or longer immediately 
before the interview. Apart from criminal history. demographic. socio-cultural or drug use 
history variables were not significantly related to follow-up outcomes. Simpson (1982) 
reported that 19% of the intake only groups reported immediate and continued abstinence 
after the initial DARP interview. even though they received no treatment. In general. 
these persons had better social adjustments than other DARP treatment patients. indicated 
by higher pre-DARP employed rates. lower criminality and fewer previous treatment. 
Most had no criminal history and most were self-referrals. These fmdings are sirailar to 
those reported by Waldorf and Biernacki (1981) on 'natural recovery• from opiate 
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addiction. In the DARP study the post treatment outcome showed striking similarities to 
the subjective evaluation of the treatment-programs by the clients. The highest overall 
treatment performance evaluation by the clients was given by the therapeutic community­
group. This was mainly caused by positive scores on providing insight and understanding 
and providing help for other problems than drug related ones. The overall evaluation of 
the treatment programs by former clients was most favorable in the therapeutic commun­
ity sample (Simpson & Lloyd, 1979). The therapeutic community group also showed the 
lowest rate of return to any treatment during three or more years after termination of their 
treatment, 56% of the TC clients received no treatment compared with 36% to 46% of the 
MM, DT and IO groups (Savage and Simpson, 1978). Agency differences within the MM 
and TC program group of the DARP study were not significantly different on post­
treatment outcomes for opiate use, non-opiate use, alcohol use, productive activities and 
criminality (Joe eta!., 1983). 

Bale (1980) compared the efficacy of three residential therapeutic communities and an 
out-patient methadone maintenance clinic for veterans in which subjects were randomly 
assigned to the treatment modalities. Women were excluded from this study because there 
were too few to provide meaningful comparisons. All clients were explained the nature of 
the research project and asked their consent in writing before entering the detoxification 
unit. The subjects who expressed no interest in further treatment were designated as the 
'detoxification only' group. The subjects could only enter the treatment program if they 
were randomly assigned to for one month after admission. After that period they were 
free to enter any of the other programs. The three different therapeutic communities 
combined were able to retain 39% of the originally assigned clients; the methadone 
maintenance program 31%. The compromise '30-day policy' led to only half of the 
patients in the programs being originally assigned to them. 

In the follow-up study after one year it was found that all groups including the no­
treatment group had improved. The MM-clients and the TC clients who had stayed longer 
than 50 days in treatment used significantly less opiates. The MM-clients did not differ 
from the no-treatment group in the use of other illegal drugs, while the TC clients used 
less. The TC clients who stayed less than 50 days did not differ in their drug use from 
no-treatment groups. The clients of the MM and longer stay TC group were more likely 
to be employed or attending school and less likely to be in jail or convicted for a serious 
crime than the no-treatment clients (Bale eta!., 1980). 

The three therapeutic communities in this study were compared with each other in a two 
year follow-up. Clients from two of the three therapeutic communities of the study, a 
professional staffed community in a hospital and a peer confrontation community staffed 
by recovered addicts, were found significantly more likely than the withdrawal-only group 
to be working or attending school and less likely to have been convicted of a crime. The 
third therapeutic community, an eclectic program employing both professionals and 
paraprofessionals, did not differ from the withdrawal only group on any of the major 
outcome variables. The two more successful programs, although different in structure and 
style, were both perceived by their residents as having greater program clarity, order, staff 
control and orientation to personal problems than the unsuccessful program. Another 
difference was that the more successful programs involved the relative of the residents, 
one in evening groups, the other by interviews and orientation while the unsuccessful one 
did not supply any of these services to the relatives of the clients (Bale et a!., 1984). 
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Short term and long term therapeutic communities 

Most therapeutic communities have treatment programs with a planned duration of the 
time to be spent by the resident in the therapeutic community of 10 to 12 months. Mainly 
for economic reasons and partly as an effort to attract other persons to inpatient treatment 
have therapeutic communities with a duration of three months have been founded. Long 
term therapeutic communities show more favorable outcome results in studies comparing 
them with short term communities (Aron & Daily, 1974; Coombs, 1981). 

What kind of addicts can be successfully treated in short term therapeutic communities is 
largely unknown and needs further research. A clinical impression is that addicts with a 
'junky' lifestyle and those with a criminal background need long term therapeutic 
community treatment and that addicts who have another identity apart from that of an 
addict such as being employed and who have a supportive family may be successfully 
treated by short term therapeutic communities. For street addicts admission to a long term 
therapeutic community seems to be more economical then repeated admissions to a short 
term pro gram. 

Substitution of drug abuse with alcohol abuse after treatment 

Alcohol use is commonly regarded as a precursor to opiate use and also as a substimte 
addiction among recovered opiate addicts. In most therapeutic communities in the re-entry 
phase of the program so called alcohol privileges were given to the clients in treatment. 
Being able to handle the use of alcohol was seen as part of the rehabilitation. However, 
many cases occurred in which the residents could not handle the use of alcohol. This led 
many therapeutic communities to postpone the use of alcohol to the period after gradu­
ation, leading to even greater difficulties in expetimenting with alcohol without program 
support. Some programs decided to advocate abstinence from alcohol for life for all 
residents, including recovered addicts in their staff. Other programs introduced an alcohol­
learning period in their re-entry program for those residents who did not have prior 
alcohol problems. 

In the follow-up data of 1409 persons of the DARP smdy Simpson & Lloyd (1978) found 
evidence suggesting a substimtion of alcohol for opiate drugs in a small portion of the 
total sample (less than 10%). Persons who did not rerum to treatment after DARP 
termination had lower opiate use, but slightly higher alcohol consumption than those who 
did re-enter treatment. The use of marijuana and other non-opiate drugs also tended to be 
associated with higher drinking rates. In another sample Simpson & Lloyd (1981) found 
evidence for substitntion in 13% of the sample. The other findings were confmned. As 
heavier drinking after DARP treatment was associated with heavier drinking before 
DARP treatment, the tendency to misuse alcohol can be interpreted as a return to an old 
problem rather than an alternative to use heroin or other opiates. 

To investigate the possibility of a substitntion of the drug use by the use of alcohol after 
treatment, De Leon (1987) analyzed a cohon of the residential population of 1974-1975 
on drug change by primary drugs at a two-year follow-up. Of the primary opiate abusers, 
over 79% were abstinent. There was virtually no non-opiate use. Use of marijuana and/or 
alcohol had increased significantly, usually to a frequency of 1 to 3 days weekly. The 
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number of non-users of alcohol In this group had decreased from 50.4% pre-treatment to 
18.2% post-treatment. The graduates showed the largest dllference (73.7% pre-treatment 
to 5.3% post-treatment). The overall proportion of daily use was, however, low. Daily use 
pre-treatment/post-treatment was not Increased significantly (drop-outs !4.3-11.5%; 
graduates 5.3 - 10.5%). In the primary alcohol abusers group, over 26% were alcohol 
abstinent at follow-up. Daily use had dropped from 63.2% to 36.8%. There was relatively 
little use of drugs (opiates, non-opiates or marijuana) prior to or following treatment Of 
the primary non-opiate abusers and the primary marijuana groups, daily use of alcohol 
dropped significantly (20.7 to 6.9% and 63.2 to 36.8% respectively). In De Leon's study 
pre-treatment alcohol use was found to be a small but significant predictor of post­
treatment alcohol use. Approximately 30% of the successfully treated opiate abusers used 
alcohol or marijuana more than three times a week during almost one month of follow-up, 
although virtually no use of other substances were Indicated. Their positive status of 
success was confirmed by the absence of criminality and improved employment Their 
use can be seen in a social context. 

Regarding the issue of chemical substitution De Leon's research shows that the primary 
alcohol and marijuana groups showed little evidence of any shift to opiates or to other 
drugs. Most opiate abusers achieved abstinence from their primary drug but their use of 
alcohol Increased. The non-opiate abusers (poly drug abusers) showed an Increase in 
alcohol use with a usual frequency of three times weekly. There were no graduates who 
reported entry Into any drug or alcohol treatment (DeLeon, 1987). Thus no support for a 
substitution hypothesis was found as no shift to serious alcohol abuse among those who 
made successful recovery from drug addictional could be detected. Difficulties with 
alcohol may have been acquired some time after the therapeutic community treatment 
Indicated by the significant decrease in non-users of alcohol in the post-treatment period. 
Use of alcohol may not constitute a new addiction but it signals old negative patterns of 
coping (DeLeon, 1987). 

Results of drug-free therapeutic community for drug addicts are generally more favorable 
when compared to treatment centers for addicts. Armour (1976) found as a multi-center 
study that fewer than 25% of the patients had abstained from alcohol for the last half year 
before the follow-up at 18 months. The more therapy they had the better the results. Also, 
regular AA attendance indicated the likelihood of disturbance. Costello (1975), in an 
analysis of 58 studies found that 1 year after treatment 1% of the former alcoholics had 
died, 53% had a continuing drinking problem and 25% had no drinking problem; 21% 
could not be traced at follow-up. 

Outcome research in Europe 

The Lien ward at Dikemark psychiatric Hospital has been one of the institutions In 
Norway where one has tried to develop a Henderson type (Maxwell Jones) therapeutic 
community for the treatment of young drug abusers. Vaglum and Fossheim described 
some results of the evaluation of this program. The plan was to evaluate the treatment of 
the first 100 young drug abusers. As time progressed three radical changes took place in 
the program. The different phases called Lien I, II and ill, were compared as to the 
outcome results of the residents admitted and treated in the dllferent phases. 
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Lien I offered group therapy. no individual therapy and no family therapy. The staff in 
this period regarded the patients as neglected by their parents and society; there were no 
strict limits, many splits from the pro gram and a lot of drug abuse during treatment In 
Lien II the program was more structured; school and after care was added. The staff 
introduced confrontation groups after they had been to sensitivity training groups. 
Individual therapy and family therapy were introduced. There were daily community 
meetings and criminal behavior was confronted in ad hoc groups. When drugs were used 
inunediate discharge followed. However, the patient could come back two weeks later on 
a contract. The residents in this period started to take responsibility for the program and 
the control of drug use. In Lien III many of the staff left for various reasons. The 
environment became less confronting. More individual therapy and concern and support 
from the staff for psychotic and near psychotic patients was present than in the other 
phases. Most patients were receiving individual therapy and family therapy. A fourth 
group in the research consisted of clients that received other than therapeutic community 
treatment The clients of the sample that were interviewed in the follow-up study (96%) 
showed no statistical significant difference in background except for low social econontic 
status. being more present in the Lien II subgroup than in the others. 

In the last year. before the follow-up, no drug abuse was found in 41% of the Lien I 
group, 63% in Lien II, 34% in Lien III and 38% in the group not treated in Lien. In the 
Lien II group only 15% had been using or died in the year before the follow-up while in 
the other groups around 30% had been using heavily. When compared, the difference in 
the results of those who were injecting drugs before admission is still more outstanding: 
70% stopped the abuse in the Lien II groups, while around 30% in the other three groups. 
Patients who had used psychedelic drugs, however, had improved least in the Lien ll 
group and had the best results in the Lien III group. Thus. different groups of drug 
abusers got the best help from partly different therapeutic programs. Psychedelic abusers 
who often were near psychotic or psychotic, did best in a supportive limit-serting 
environment combined with individual psycho-dynamic therapy and family therapy. The 
non-psychotic abusers of opiates and central stimulants were better helped by a more 
confronting environment where drug abusers themselves took the responsibility of keeping 
drugs out of the program. Many of them got individual and family therapy. In both 
groups successful treatment seemed to be facilitated when the patient managed to get into 
a relatively safe relationship with therapists, friends and family. As the researchers stated: 
many of the residents said: "Drugs. that's what you need when you are in Jack of people 
(Vaglum & Fossheirn, 1980)." 

The first therapeutic communities based on the self-help philosophy of the American 
therapeutic communities were founded in England. Ogborne and Malone conducted a 
research of the first 100 residents adntitted to the concept house founded in London in 
1970 (Ogborne & Malone, 1977). In the follow-up study 87 personal interviews were 
obtained of these 100 residents at least 6 months after they left the program. Less than 
10% had completed the whole program; 30% of all adntitted persons showed no or only 
sporadic drug use. This was positively related to employment and lack of criminal 
convictions. There were 17% who abstained use of no psycho-active drugs, except alcohol 
(this was confirmed by utine-tests). They had all stayed over a month while regular 
injectors were least likely to have stayed a month; 9 out of 11 of the abstainers had 
completed the program. Of those who abstained, 40% had experienced some alcohol 
problems. The abstainers and sporadic users had some educational advantages over the 
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other persons in the sample. The positive effects on drug use were found to be highly 
related to length of stay in the progra,-n and having completed the program or not 

In a more recent research in the program of Phoenix House London, changes in self­
esteem during the stay in the therapeutic community were measured. Negative feelings 
about the self are regarded as being an impoiT..ant risk factor for drug abuse. A gain of 
94% was found in one of three therapeutic communities, compared with 25% in the two 
other therapeutic communities of the program. The therapeutic community with more 
favorable outcome had higher retention rates., a more stable program, less encounter 
groups meeting and more time devoted to practical activities and learning social skills 
(Kaye, 1987). These results support the findings of Biase in Daytop Village New York, 
that the availability of education during the stay in the therapeutic community is related to 
an increase in self-esteem (Biase, 1986). 

Wilson and Mandelbroke compared the conviction rates of the first 61 residents admitted 
to the Ley Community in Oxford during the two years before and the two years after 
discharge. The residents were divided into three groups: a short stay group (less than 1 
month), a medium stay group (between 1 and 6 months) and a long stay group (6 months 
and longer). The three groups did not differ on pre-admission background characteristics. 
More than 80% of each group had a history of opiate abuse. The conviction of the long 
stay group had dropped from 60% to 10%, from the medium stay group from 70% to 
40% and the rates of the short stay group had not changed but remained 57% (Wilson & 
Mandelbroke, 1978). 

Wilson and Mandelbroke repeated the research 10 years after discharge. Sixty of the 61 
persons were traced; six had died; four of the short stay group had died due to drug 
abuse, one of the medium stay group of natttral causes and one of the long stay group as 
a result of suicide. Only three of the long stay group of 20 persons were re-convicted 
during the 10 year period (15%), compared with 70% in the medium stay group and 85% 
in the short stay group. The findings were extremely promising when compared with 
those of a ten year follow-up of patients of a London drug clinic (83% re-convicted) 
(Gordon, 1973). In a follow-up interview 90% of the same group of clients could be 
included. The interviews were carried out between 2 and 4 years after leaving the 
community. Relapse into regular or irregular drug-injection was found to be correlated 
with the length of stay in the program (Wilson, 1978). 

Deissler published in 1981 evaluation results from Aebihus, a therapeutic community in 
Switzerland based on the concepts of Synan on. During an observation period of 6 years, 
54% of the residents left premarurely. Eighty of 100 Graduates could be interviewed I 
month to 5 years after leaving the program. Only 6% were total abstainers, 21% had 
relapsed in opiate use; the others had sporadically or regularly used alcohol and soft 
drugs, such as cannabis. However, 70% earned their living, 85% had a more or less 
regular job, while 20% had been engaged again in some criminal activity (Deissler, 1981, 
referred to by Uchtenhagen, 1985). Also in Switzerland Bernath studied a program where 
non-paid non-professional staff, pardy with their family, lived with a small group of 
addicts in a community of about 25 persons in total. Seventeen of 25 former opiate 
addicts where contacted after they left their community. Although 70% had relapsed one 
or more times, 47% had been for 3 years without using drugs. The more advanced the 
persons had been in the stages of the program when they had left, the shorter had been 
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their periods of relapse (Bernath, 1978, referred to by Uchtenhagen, 1985). In the program 
of Daytop Germany, Lutteljohann found a correlation of completion of the program and 
self-reported abstinence. He also indicated the usefulness of Rational Emotive Therapy in 
therapeutic communities to prevent relapse (Lutteljohann, 1984). 

In Italy the first 203 clients admitted between 1975 and 1984 in the therapeutic commun­
ity Casa Verde in Milano were included in a follow-up study (Gori et al., 1984). The 
program had shown three stages of development in the 10 years of the study during which 
the time between flrst contact and admission to the therapeutic community extended from 
2 weeks in the initial stage of the program to about 6 months in the later stage. In the last 
stage outpatient psychotherapy groups were parr of the program before admission. With 
the increasing time before admission, the early drop-out-rate (leaving before l month) in 
the therapeutic community was reduced from 40-50% to 4%. The graduate percentage had 
risen to 50%. There was no significant change in the retention of those leaving the 
program prematurely between 1 month and completion. Of the drop-outs, 10% could not 
be traced in the follow-up study within a month, 17% could be regarded as fully 
recovered in view of among other factors, heroin use, prison detention, re-entering the 
therapeutic community for treatment, compared to 34% of those who left between l 
month and graduation and 70% of the graduates (Capitanio, c.s., !985). 

In a study of residents in the Phoenix House therapeutic community in Oslo. Norway !44 
residents were followed during their stay in the program. Thirty percent remained longer 
than one year and 20% completed the total program. Signiflcant differences were found 
between drop-outs and completers. Among those who completed the program, there were 
more males, more persons who were using amphetamines in high frequency and alcohol 
in low frequency before admission. They were also having less schizotypal traits than the 
drop-outs (Ravndal and Vaglum, 1991). In a separate study a representative sample of 
female addicts were followed in the Phoenix House program and two months after the 
program, which all but one had completed. All women in the no success group had 
entered into destructive relationships with male co-residents~ while none of the successful 
women did so. A repetition of relationships to parents was repeated in partner and peer 
relationships, which were strongly related to outcome (Ravndal and Vaglum, 1992). In 
another study 15 HIV-positive clients of Phoenix House, Oslo were followed with a 
follow-up four years after the start of the treatment. Half of the HIV-positive residents 
completed the inpatient treatment compared to only 27% of the HIV-negative residents. 
However the completion rate of the total program including the outpatient re-entry phase 
was quite similar to that of the HIV-negative clients (20% against 19%). Of the HIV­
positive clients at the four year follow-up 3 had died. of the remaining 13 only one 
person was not using drugs~ the others had relapsed, two had been diagnosed as having 
AIDS. There had been no relationship between time in program and success (Ravndal,-
1992). This study, although the numbers are small questions the desirability of having 
separate treatment programs for HIV-positive addicts more directed to their needs. An 
extensive research project, called the Swedate Project was started in Sweden in 1988. It is 
a combination of process and outcome evaluation; 31 different programs were involved, 
including 8 therapeutic communities for youth and 16 therapeutic communities for adults. 
Complete intake data were collected of 1164 clients of which 570 randomly selected 
clients were included in a follow-up study. There was a close cooperation of researchers 
and treatment staff of the different programs during the research project. To be able to 
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describe the different philosophies and goals of the programs, not only the directors were 
interviewed but all treatment personnel. 

The therapeutic communities were mainly of two types: 

-Those programs based on the environmental therapy of Maxwell Jones, with a demo­
cratic non hierarchical structure, where staff and clients share the responsibilities for the 
community. Addiction was seen as a symptom of psychological and social disturbance 
and psychotherapy was the main tool to solve the addiction problem. 

- The other type developed as the 'Hasselapedagogics', communities inspired by the 
Russian educator Makarenko. Addicts were seen as unsocialized youth cartying norms 
and values destructive to their surrounding society. The treatment is based on re­
education using traditional norms of a healthy family. These programs were inspired by 
a socialistic political ideology. 

Some of the fmdings of the intakes are worth mentioning here: 61% of the addicts carne 
from broken homes (78% of the programs for youth), 22% of the fathers had alcohol 
problems, 22% had no contact with the mother, 45% had no contact with the father. Of 
the drug-addicts 39% used mainly cannabis. The dontinant drug for the others were 
amphetantine: 46%, opiates: 18%, other drugs: 6%. For adults only the percentages were: 
cannabis: 26%. amphetantines: 47% and opiates: 22%. Of the selected 560 clients in the 
follow-up study, 448 were interviewed, 112 were ntissing of which 11 were dead. The 
response rate was 80%. They were interviewed 12 months after they had left the program. 
Thirty-five percent of the youth and 36% of the adults had never used drugs. Another 
12% of the youth and 16% of the adults had used drugs but were drug-free during the last 
6 months prior to the interview. Many of the persons interviewed had been drinking 
heavily. Of all that were drug-free in the last 6 months before the interview, 5% of the 
youth and 16% of the adults had been drinking more than 40 grams of alcohol daily. 

The different therapeutic community programs were divided into clusters with similar 
treatment philosophies and programs. The programs with no unity in philosophy and the 
actual practice or with conflicting ideas among staff were put into one of these clusters. 
This last cluster showed the poorest overall results. However, it is interesting that among 
the more homogeneous clusters there was a vast difference found in outcome results 
ranging for instance from 64 to 0 in the cluster of therapeutic programs for adults with an 
environmentally therapeutic approach, based on humanistic philosophy. Most of theses 
units used T.A. (transactional analysis) as the main therapeutic method (Stensmo, 1988: 
Bjorling, 1986, 1989: Segraeus, 1986). 

The research of the Swedate project found a correlation between time in treatment and 
positive outcome. Of all clients in the follow-up study, 51% reported no use of drugs one 
year after treatment. Women did somewhat better than men. Some, however, had a 
pattern of heavy drinking or frequently use of benzodiazepines. With very snict criteria 
(no drugs, little alcohol and no benzodiazepines) there were 37% successful cases. Only 
10% had no drugs problem, no forced institutional care, was socially integrated and had 
no need for authorized social support or welfare after treatment. The persons in this most 
successful group were compared with those in the worst group scoring negative on all 
success criteria On the background criteria only family factors in early chidhood were 
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found to be significantly different. The worst group had more early separations from their 
parents and admissions to children's homes. In the worst group there had been more 
parents with alcohol or other substance abuse and mental problems. Of the worst group 
93% was unemployed at intake against 54% of the best group. Of the best group in 57% 
of the cases the discharge was planned, of the worst group only 8%. In view of the total 
sample the staff's view proved to be a good predictor for treatment outcome. A good 
treattnent climate within the staff was also found to be related with positive outcome 
resnlts (Segraeus, 1992). There was a negative correlation between successful outcome 
and the percentage of former drug abusers among the staff. The researchers also con­
cluded that an empirical study of matching clients is almost impossible due to the 
complex interaction within and between clients in treatment (Berglund et al., 1991). 

In a study of the first 40 residents of the Therapeutic Community De Kiem in Belgium, 
33 were contacted i year after admission, 11 were still in treatment and 22 had left. Of 
the latter, 38% had again committed a suicidal attempt, 50% had been admitted to a 
psychiatric hospital and 25% had problems with the police. However, a quarter of the 
splittees had remained drug-free (Broekaert, 1981). During the frrst 6 years of the 
Therapeutic Community De Sleutel in Belgium, a resident admitted had graduated, 70% 
left before 4 months of stay (Maertens, 1982). 

In a research in a similar Belgium therapeutic community in Brussels, De Spiegel, the 
following was found: Residents who had stayed at least 30 weeks showed a clear 
decrease on legal and illegal drug use, a decrease on prison detention and admission to a 
residential center for treatment. This positive outcome was related to being employed. Of 
the 128 residents on the study, 17% were still in the program after 52 weeks. The 
male\female ratio was 77/23%, 53% had mainly abused opiates, 30% alcohol, 16% 
amphetamines or other drugs. The persons in this group started using at an average of 4 
years before admission: 60% were interviewed in the follow-up study: The non-respon­
dents were not statistically different. One year after leaving the program, 19% had not 
used any drugs. There was no difference in between the early drop-outs (less than 8 
weeks), the medium stayers (between 9 weeks and 30 weeks) and the long stayers (longer 
than 30 weeks). However, when ex-residents relapsed either in the use of alcohol or soft 
or hard drugs, the long stayers were using shorter periods while early drop-outs either 
stopped or relapsed and continued to use (Vandenbroele, et al., 1989). After a crisis 
detoxification center was opened, the early drop-outs rate of the therapeutic community 
De Spiegel dropped as well for residents admitted to the therapeutic community from his 
detoxification center as for residents admitted directly to the therapeutic community 
(Vandenbroele, 1991). 

In a pilot study in the Emiliehoeve therapeutic community in the Netherlands, subject of 
this current research, Kooyman found a sharp increase in the retention potential after the 
program had changed from a democratic therapeutic community in a clearly structured 
program (Kooyman, 1975a). He also described the promising outcome results of a 
population present at one patticular day in the Emiliehoeve therapeutic community; 50% 
of the 23 residents had not relapsed into drug abuse or criminal behavior and were neither 
admitted to a psychiatric hospital at their follow-up interview (Kooyman, 1985b). 

In a study of the drug addicts admitted to the therapeutic community Breegweestee, one 
of the therapeutic communities of the Nieuw Hoog Hollen Foundation, modelled after the 
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Emiliehoeve, no significant difference in social background variables and drug addiction 
history was found between the group that was admitted and the group treated in an 
ambulatory program, This finding contradicts assumptions that therapeutic communities 
treat a highly selected population (Van der Velde & Jongsma, 1985). In the same 
foundation a therapeutic community for alcoholics was modelled after the hierarchical 
therapeutic community Breegweestee, which originally admitted only drugaddicts. A 
research project proved that this hierarchical model was also effective for alcoholics. A 
follow-up study carried out among clients of the New Hoog Foundation included 881 
(638 of them alcoholics) clients all admitted to the detoxification clinic. From there they 
were referred to one of the two therapeutic communities, to a short stay inpatient 
program, to an ambulatory treatment program or to other inpatient treatment elsewhere. 
Follow-up information was gathered 8 months, 18 months and 30 months years after the 
intake using a questionnaire that had to be returned. The second follow-up showed a 53% 
response: 69% had no alcohol abuse at the time of this follow-up. Positive outcome was 
related to low psychiatric scores at admission, higher social economic class and lower 
egocentricity. For drug-addicts serious criminality was related to poorer outcome. Ex­
residents of both therapeutic communities showed the greatest improvement, especially 
among those who had graduated the programs. Compared with the ambulatory treated 
patients, the residents of the therapeutic communities had shown more problems at 
admission. The poorest results were found in the group that had received other inpation 
treatment than in one of the two therapeutic communities (Van der Velde et al., 1989). 
The most important treatment variable related to successful outcome was time spent in 
treatment (Schaap, 1987). 

In the Jellinek Center the effect of program changes were studied on retention. Two 
therapeutic communities (Parkweg Binnen and Buiten) had similar programs up to 1983. 
The Therapeutic Community Parkweg Binnen shortened the program time in the thera­
peutic community from 9 to 5 months. The other Therapeutic Community Parkweg Buiten 
kept the duration to 9 months. Also from 1983 network treatment was started with the 
persons on the waiting list (at that time 3 to 6 months) including group meetings of the 
addiCts and parent groups. The parent groups proceeded though different phases parallel 
of the treatment of the client. The clients who left the therapeutic community were 
divided into two groups: a drop-out and a success group, based on time spent in the 
therapeutic community and on therapists ratings. There was no follow-up to evaluate the 
success after the residents had left the program. In the success group there were statisti­
cally more males, more persons with higher educations. higher professional level, more 
persons referred from other treatment institutions. persons with longer duration of the 
addiction and persons with less abuse of phannaceutical drugs. There were more persons 
who were not staying with their parents after leaving the program among the drop-outs 
(32%) than among the success group (11 %). Of persons staying in the therapeutic 
communities longer than one month, 75% of the success group had parents attending at 
least one parent group against 58% of the drop-out group. Residents with parents 
attending parent groups were divided in short stayers (less than one month) and long 
stayers (long than one month). The percentage were 58% and 77% respectively. Before 
parent groups were introduced the percentage of shon stayers and long stayers among all 
residents had been 49% and 66%. These differences were statistically significant. In this 
pilot study a reduction of drop-out after the introduction of parent groups in the period in 
which the clients were seen before entering the therapeutic community could be demon­
strated (Nabitz & Hermauides, 1986). 
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CHAPTER! 

FROM CHAOS TO A STRUCTURED PROGRAM; THE DIFFERENT PHASES 

When the Emiliehoeve was founded on February 14th 1972, there was a need in the City 
of The Hague in the Netherlands for a center where drug addicts who wished to stop their 
addiction could be treated. There was a small methadone maintenance program for opiate 
addicts in the out-patient clinic, however, in that period the majority of the addicts used 
amphetamines as their main drug. Heroin was not yet available on the drug scene. The 
opiate addicts used opium obtained mainly through the Chioese community in Amster­
dam. For decades this community has maintained a small group of opium users. Only 
after the Amsterdam police had successfully repressed the Chioese opium sellers, other 
dealers brought heroin into the Dutch drug market (Kooyman, 1984). 

When amphetamine users became psychotic, they were frequently admitted to a psychia­
tric hospital. In these hospitals they usually learned to combine their drugs with pharma­
ceutical drugs prescribed to them or borrowed from fellow in-patients. The out-patient 
treatment programs of the addiction centers as well as the treatment in in-patient drug 
clinics (i.e., the Parkweg Clinic of the Jellinek Center in Amsterdam and the Essenlaan 
Clinic of The Bouman Foundation in Rotterdam) or the treatment in psychiatric hospitals, 
were not successful in treating the addiction. Due to a lack of structure and strict rules, 
drug use continued after admission to these medical model clinics. 

As none of the existing treatment possibilities were successful in treating the addiction to 
drugs a need was felt by the medical community to establish a treatment program as an 
alternative to a methadone maintenance program. rotating admission to psychiatric 
hospitals or medical model clinics. As a response to this need, the Emiliehoeve was 
founded as a therapeutic community for addicts where the clients could learn to live a life 
without any drugs. No methadone would be given and tranquillizers and sleeping 
medication would only be given for a limited period. After an exchange of land with the 
City of The Hague, the community became situated on a farm that had become part of the 
grounds of the psychiatric hospital 'Bioemendaal'. Initially there were only 10 places for 
male residents. 

The model for the therapeutic community was drawn from therapeutic communities for 
psychiatric patients, set up in accordance with the ideas of Maxwell Jones (Jones, 1953). 
The responsibility was to be shared by staff and residents and the goal was set on re­
socialization by social learning through social interaction. Although the Emiliehoeve was 
located within the premises of a psychiatric hospital, the staff had departed from the 
medical model. It became soon evident that the democratic system did not function for 
the population admitted in the therapeutic community. The community became in fact 
anti~therapeutic. Negative elements among the residents took over controL Residents were 
leaving prematurely and thus the last remaining resident had to be discharged because 
they had relapsed into drug use. 

The system was then changed introducing more and more structure. Concepts and 
therapeutic tools from the American self-help therapeutic communities for addicts were 
introduced. Subsequently the American model with a hierarchical staff and residents 
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structure was adopted. Finally, after a period in which this model had been applied in a 
very rigid way, this hierarchical model was modified and applied with more flexibility. 

The development of the therapeutic community differentiated into 8 distinct phases: 

I. The a-therapeutic community phase (February 1972 - June 1972) 
II. The confrontation and intimacy phase (June 1972- September 1973) 
ill. The hierarchical adoption phase (September 1973 -January 1975) 
IV. The post-professional phase (January 1975- June 1976) 
V. The closed community phase (June 1976- April 1977) 
VJ. The integration phase (April 1977- May !980) 
VII. The open program phase (May 1980- September 1981) 
vm. The adult program phase (September 1981 - the 1990's) 

Phase I: The a-therapeutic community phase (February 14th 1972 - June 13th 1972) 

At the day of the opening of the therapeutic community, the psychiatrist responsible for 
the program had invited all known workers in the field of addiction in the Netherlands at 
that time. He told the sceptical audience that the Emiliehoeve would be the first center in 
the Netherlands where addicts would be successfully treated. This statement of course led 
to some cynical remarks from the audience. He had invited a colleague who had recently 
visited a therapeutic community in New York to give a presentation on the application of 
encounter groups in the American therapeutic communities for addicts. That same day the 
first addicts were admitted from ward of the psychiatric hospital. 

The main therapeutic tool was considered to be group therapy. The groups in the 
Emiliehoeve however, were initially led mainly on analytic lines, due to a lack of 
experience of the staff in other group therapeutic techniques. Apart from the psychiatrist, 
there were rwo other therapists, a psychologist, and his wife, who had not yet finished her 
studies in psychology. There were rwo group leaders (sociotherapists). one part-time 
creative therapist and one part-time supervisor of the farm and garden activities. There 
were no nurses in the team. This was a revolution being part of the organization of a 
psychiatric hospital. The Emiliehoeve staff thought that 'nursing' was the last thing 
addicts would need. In the first years nurses of the nearby psychiatric hospital were 
sleeping at night in the therapeutic community. From the third phase onwards staff did 
not sleep any longer in the therapeutic community. The night and weekend duties were 
then taken over by residents working in pairs on a rotating schedule. A nurse of the 
psychiatric hospital had the task of a liaison person with the hospital management. 

The residents of the frrst phase were admitted usually after a stay of one or rwo weeks in 
the psychiatric hospital where detoxification took place. In the night of the opening day 
the frrst residents anived. The first residents were addicted to amphetamines and/or 
opiates. In a later stage, from Phase 2 onwards, alcoholics were also admitted if they were 
of the same age group (berween 16 and 40 years). 
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At the onset the following rules were agreed on in discussions with the residents: 

a. No use of drugs including soft drugs such as hashish. 
b. No leaving of the premises without permission from the staff. 
c. No smoking in the sleeping rooms. 
d. The residents should clean the house themselves. 
e. There would be urine controls taken once a week on randomly selected days. 
f. Visitors could come only on Wednesday-night or Sunday-afternoon. 
g. The residents should take initiatives in planning the work program at the farm. 
h. Participation in the therapy groups and other group meetings was mandatory. 

Group therapy sessions and community meetings were the only obligatory activities, the 
former being held three times a week. Working in the garden and in the house was 
encouraged by the sraff. Some time was spent on recreational activities such as painting, 
woodcarving and sports under the guidance of a pan-time sraff member. The initial group 
consisted of ten boys who had a history of multiple drug use with amphetamines being 
the main problem. All plans were discussed by the entire community. Decisions were 
taken collectively by the sraff and patients in a democratic way. All residents, regardless 
of their status and time in the program, were allowed one vote. A simple majority vote 
automatica:lly would implement policy. There were 10 residents and 5 staff of whom 2 
were part-time. The residents always retained the votes to overrule any staff suggestion. 
Complicating the process was the fact that rarely could the entire sraff attend the 
community meeting where daily decisions were determined. The explicit understanding 
was that 'treatment' would become a mutually shared responsibility. ln so doing, the 
Emiliehoeve program attempted to eliminate the 'we'-'they' dichotomy between patients 
and staff. The implicit assumption, which later was proven incorrect, was that addicts 
during the initial phase of their treatment, when given the opportunity, would form 
reasonable, realistic and rational decisions. The staff was instructed to reinforce all 
positive and productive behavior by verbal compliments. Concurrently, the sraff ignored 
any self-destructive and anti-social behavior, because they assumed disruptions would 
abate when receiving no special attention. Addicts. during the early phase of their 
treatment, did not respond to this permissive psychotherapeutic orientation, because they 
continually were testing limits. 

The Emiliehoeve experience indicates, unless there is direct therapeutic intervention and 
consistent limit setting by the staff, that disruptive and dysfunctional behavior will 
continue to escalate. For example, when one angry resident deliberately threw a glass of 
water on the floor, the sraff remained silent. Receiving no therapeutic restraint, the 
resident became more destructive by not only breaking glasses. but also throwing a chair 
through a window. ln as much as the resident exceeded all acceptable limits, he placed 
himself in a 'no win' situation. The sraff was polarized into a reactionary position of 
having no other option but to expel him. ln retrospect, tragically, neither the sraff nor the 
other residents intervened in this and previous similar episodes and what started as 
relatively minor acting-out, resulted in expulsion. 

The staff's attempts to reinforce positive and productive behavior proved ineffective; such 
action had only temporary effect When residents were cooperative and were congratu­
lated for their contribution one day, the next day they regressed. Whether this failure was 
caused by the treatment-model or because the resident, who was most respected by his 
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peers, engaged in defiant and rebellious behavior, cannot he determined. By accepting the 
resident leader's negative behavior, the staff inadvertently indicated an inability to manage 
him. He, thus, became a powerful noxious force. The staff felt frustrated and demoralized 
because they were unable to control and contain this disruption. 

Significantly, during this period of tunnoil, suicide attempts by residents occurred as did 
premature departures. This was probably due to a lack of structure and a lack of effective 
therapeutic input. Stili, utilizing the Jones Model, the next day's agenda was determined 
at the nightly community meeting attended by program participants and professionals. The 
next day, however, the residents did not do what they voluntarily had agreed upon less 
than 24 hours before. 

When it became evident that the egalitarian Jones Model was less than effective, the staff 
decided to augment it with a token economy. Residents could be either rewarded or 
punished by receiving points which would be translated into pocket-money at the end of 
the week. By positive behavior points could be earned. Negative behavior resulted in loss 
of points. This token economy system was linked with the amount of pocket money and 
weekend privileges. This token economy system helped to improve the situation. The 
token economy enabled the staff to retain a psycho-analytic orientation, to remain 
relatively passive, and to be interpretive. Group therapy was conducted in the traditional 
psycho-analytic way (Adams, 1978; Wolf & Schwartz, 1962). The therapeutic focus 
remained with past relationships and events. Interpretations of previous conflicts were 
provided. Rarely did the staff attempt to connect the past with the present. Conflicts were 
discussed in an intellecmalized manner. The thrust of therapy was to produce insight 
rather than attempt to influence behavioral change. Although the program participants had 
been called residents, the staff was unaware that they treated them as patients. 

After four months, the remaining two residents were discharged because they continually 
abused drugs. In view of the irrefutable evidence that none of the original residents were 
helped, the staff considered other treatment philosophies. Using drugs in the comfortable 
setting of the farm had become a mere subsrimte for using drugs in the streets. One 
positive outcome for the staff was a definite lesson in "what not to do"; it helped the staff 
to get a clearer idea how a treatment center for addicts could run better. 

After these first four months the staff concluded the following: 

a. Motives for seeking admission to the center could be other than the desire to 
stop using drugs. For instance, to stay out of prison, to he able to pay off 
debts out of social allowances stili received after adntission, to become clean 
in order to start a cheaper habit, or to continue using drugs with a holiday in 
the country. 

b. Boys not adntitted on a voluntary basis continued using drugs and proved to 
have an adverse influence on the group. On occasions, when one member of 
the group went out to buy drugs, nearly all the others relapsed to drug use 
upon his rerum. 

c. When the group had not been participating in daily activities, the tendency to 
take drugs was far greater than on work days. 
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d. The program on the farm had to be more strictly structured. After two months 
a token economy system was introduced in order to stimulate activities on the 
farm, and it was at this point that relapses to occasional drug use decreased. 

e. Cohesion within the group appeared to be necessary in order to obtain worth­
while results from the therapy program. 

f. In order to appraise the success of this form of treatment, a follow-up study 
is necessary. 

For the next month, the program was in transition. 

Phase II: The confrontation and intimacy phase (June 13, 1972 - September 9, 1973) 

It was decided not to admit residents only because they had expressed their need for 
treatment. The interview to test , the motivation of each resident was canied out by all 
staff members on duty, in this phase, and no longer by the psychiatrist only. Two of the 
residents that had been adutitted in phase I were re-interviewed and re-admitted. 

Contrary to Phase I, in Phase ll women were also admitted. This had some positive 
effects, such as a more home-like appearance of the living environment. It soon also led 
to some problems. The first woman adutitted agreed that she should stop her habit of 
sleeping with various men. However, she resumed her habit within a few days. This led 
to discussions in the group. It became clear that the men tended to boast of their success 
with the woman and that the woman made love with men to test reactions of other men, 
whom they really liked better. It was clear that sex used in this way was destructive and 
had become a narcistic manipulative power game. As a result, the residents and staff 
proclaimed a no-sex rule during the stay in the community among residents. Residents 
began to relate to each other as brothers and sisters. The group became transformed into a 
family where there was mutual sharing and concern. 

In the first months of this phase an important change in the program took place. The 
psychiatrist and the group therapists participated in a marathon-weekend led by a former 
staff member of Phoeulx House New York. He was a recovered addict and had been the 
first director of Phoenix House London. This was their first experience with encounter 
groups. The weekend was from July 7-9th and lasted 54 hours, interrupted with only four 
hours of sleep (sleep-deprivation was used to reduce resistance, a common practice in 
marathon-therapy groups at that time). One week later the staff introduced encounter 
groups in the community after the group leader had paid a visit to the Emiliehoeve farm. 
In the encounter groups the residents not only learned to express themselves but also to 
cope with their "emotions. Participants were helped to understand that much of their 
current feelings and behavior is influenced by unresolved conflicts from their past. 
Tranquillizers and sleeping pills which had been given to residents during the first weeks 
of their admission to the community were no longer given. 

The impact of this introduction of encounter groups during which residents as well as 
staff members confronted each other on their behavior in a direct emotional way was 
enormous. In the encounter groups the groups usually started with topics from the "here 
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and now". Often by the screaming out of emotions, conflicts from the past came up and 
could be worked through emotionally. Other elements were introduced into the program. 
After the psychiatrist and one of the group therapists participated in marathon groups led 
by Daniel Casriel on two consecutive weekends in August 1972, the scream and bonding 
techniques of Casriel's New Identity Process were included in the encounter group 
techniques (Casriel, 1972). Hugging between staff and residents and among residents 
occurred in these groups. The participants learned to overcome their fear of intimacy~ of 
physical and emotional closeness. 

After new residents had successfully passed the interview, a ritual followed: they were 
thrown in the canal in front of the farm and were given overalls to wear. After the first 
month they were given their own clothes to wear; junky or flower power outfits were no 
longer acceptable. 

Apart from changes in the therapy groups, other new elements were included in the 
program, such as speaking engagements by residents during which one resident introduced 
a topic to the group, followed by a discussion. Visitors of the residents could only come 
during weekdays, and no longer on Wednesday nights. Visitors to the program, such as 
persons involved with organizations who worked with addicts, were welcomed in groups. 
Older residents were stimulated to take part in courses or evening classes outside the 
Emiliehoeve. All staff were sent to encounter weekend-workshop~ organized by centers 
of the human potential movement. 

Visits of relatives and friends and weekend leave to visit relatives were postponed from 
one to ultimately four months after admission. At the frrst weekend leave, the resident 
was accompanied by an older fellow resident. Confrontations with relatives at earlier 
periods had frequently led to strong emotional reactions and often to premature leaving of 
the program. 

Drug use in the house had stopped completely in this second phase. An important event 
was the recovery by residents and staff of an organ from the house of a dealer, who had 
removed the organ some months earlier with the help of some residents from the farm 
providing them with drugs and its triumphant return on the roof rack of the psychiatrist's 
car (with a staff member playing: "We shall overcome" on it). This happened on August 
17th, 1972. Since then, no drugs have been used in the Emiliehoeve. All randomly taken 
urine samples remained negative. 

Residents on the farm were given more responsibility. They started to cook their own 
meals. From December 1972, a coordinator in charge was elected jointly by the staff and 
residents, and made responsible for the delegation of all household tasks and activities, 
such as biological dynamic gardening and furniture making. Heads for these projects were 
selected in the same way. From March 1973 a resident was appointed responsible for 
administrative tasks in the conrrnunity, such as the supervision of payment for shopping 
and pocket money. Although having the residents choosing a coordinator had a marked 
positive effect, some residents used the democratic system as a device for escaping 
responsibility. They would for example elect a coordinator from whom they could expect 
very few demands. It was noticed that decisions taken jointly by staff and residents in a 
democratic way, could prove to be anti-therapeutic, for instance in allocating the work, 
approving weekend leave or keeping pets. When work assigument was largely left to the 
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decision of residents, it led to the formation of sub-groups on the farm. Residents 
appeared to hesitate to cancel weekend leave requests from their fellow residents, since 
their own requests might be similarly treated on another occasion. 

The token economy system was maintained during this phase and linked with pocket 
money. After a proposal by the residents, all allowances from several security funds or 
other income, was contributed to a common pot, from which the residents received pocket 
money, money for clothing and recreation activities. It was found unfair that residents 
could have great differences in allowances. From the pot, debts accumulated before 
admission could be partly paid. During the first five weeks residents did not receive any 
pocket money. 

The system to take decisions democratically with all persons in the therapeutic commun­
ity by consensus, such as the choice of a coordinator or dividing the work, was still used. 
However, it resulted often in avoiding problems by choosing a nice person as the 
coordinator; a person who could easily be manipulated. Often subgroups of negative 
persons were formed and clear job responsibilities were avoided. Being the coordinator 
was not a position residents volunteered for. They volunteered for jobs they were already 
good in. Therefore. a lot of possibilities in learning the democratic decision process were 
avoided. In making decisions the staff was always in the minority. 

In this second phase, parent groups were started. Parents of residents who had been at 
least two months in the house were invited to attend bi-weekly meetings. In these 
meetings, led by a staff members, parents could discuss as a group their contribution to 
problem. It was found that many parents were having guilt feelings and therefore had 
usually done too much for their children, such as giving money~ or paying debts, which 
had only resulted in the continuation of the drug abuse. Parents were told about the 
objectives and goals of the program and encouraged to lead their children back to the 
therapeutic community in case they might leave prematurely. 

This second phase can be characterized by strong personal involvement by the staff, who 
also made the residents feel like pioneers and responsible for the program. There was an 
emphasis on learning to handle emotions and close physical contact. The philosophy of 
the American self help programs had been implicitly adopted. Although decisions were 
taken by the whole community, residents tended to decline responsibility for the daily 
activities on the farm. It was felt that more pressure was required for residents to learn to 
accept responsibility and adapt their attitudes, behavior and lifestyle in order for them to 
cope with stress and the demands of society" after discharge from the Emiliehoeve. This 
phase ended with a workshop for the staff on the basics of the American therapeutic 
communities, led by the group leader who had run the earlier mentioned encounter 
marathon in May 1972. 

Phase ill: The hierarchical adoption phase (September 9, 1973 - January 14, 1975) 

In the workshop, preceding the new phase, the staff was trained in using a hierarchical 
staff - and residents structure as a therapeutic tool. During this workshop the staff was 
trained to set up general meetings in the house and to give structured verbal reprimands 
(so called 'haircuts'). At the end of this workshop the Emiliehoeve staff discussed for 14 
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hours the decisions whether or not to choose for a hierarchical structure. This choice was 
not easy. Especially because in those days horizontal democratic structures were replacing 
hierarchical ones in social work and health care organizations in the Netherlands. In the 
middle of the night of the 9th of September. the residents were called out of their beds 
for a general meeting in which the new staff and residents structure was announced. To 
the staff's surprise the residents did not rebel against this decision, which was taken 
without asking their opinion. The staff had made it explicit that there were two groups of 
people in the community: residents that came for help and staff who were paid to work in 
the program. From then on all decisions were no longer taken by staff and residents 
together. 

So called clinical decisions, such as the position of the residents in the work structure, 
privileges, weekend leaves, admission and discharge, were taken by the staff only. 
Decisions concerning the daily activities were delegated to the residents through the work 
structure. The token economy system was abolished as it turned out to be a means of 
avoiding direct confrontation of staff members and residents, in disregard of the philos­
ophy of the encounter groups. Residents were expected to do their jobs one hundred 
percent. To the cardinal rules of no drugs and no alcohol, rules of no violence and no sex 
with fellow residents were added. 

In August 1973, a separate foundation called 'Maretak' was set up to provide housing for 
residents after they had left the therapeutic community. lt was felt that a halfway house 
was necessary for a certain period after having left the safe atmosphere of the therapeutic 
community. ln February the first residents entered this re-entry house. There was not 
much of a re-entry program yet. A part-time social worker had individual meetings with 
the first re-entry residents. The re-entry residents were stimulated to take up education in 
this period. Most of them worked as staff aides in the pro gram for several months. 

On January 15th 1974, an ambulatory induction center was opened in the City of The 
Hague. Before admission to the therapeutic community, new clients had to come to this 
ambulatory induction center daily, for one to two weeks. Re-entry residents and older 
residents from the therapeutic community were involved in running interviews and groups 
with the inductees. By asking persons who wanted to come to the therapeutic community 
to perform certain tasks, for example to changing their clothing or to writing their life 
story, it appears that admission to the Emiliehoeve became more attractive to them. 

By building extra sleeping rooms in the old barn of the farm, the number of residents in 
the Emiliehoeve could be extended from ten to twenty. An interesting phenomenon 
occurred, that was also seen later in other growing therapeutic communities (i.e. in 
Sonnenbiihle in Switzerland). When the number of residents in the house grew above 15, 
usually some residents left until the number of 11 or 12 was reached. At that time all 
group meetings were held with all residents together. After it was changed into two 
encounter groups running simultaneously when the number reached 16 residents again, 
this phenomenon stopped and the community could grow to 20 residents. Also the 
encounter groups became more dynamic when either group had other participants. 
Separate groups for new residents and groups for female residents were also started in this 
phase. 
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The work program with a hierarchical structure provided an opportunity for the residents 
to explore, accept or even seek more responsibility for themselves and others. In addition, 
the work program created stress siruations for the residents. These problems and diffi­
culties were discussed during the encounter groups. In these encounter groups all 
participants were equally important. Also the staff who were running the groups could be 
confronted. 

Each day, a morning meeting run by residents was held followed by department meeting 
of the various work departments. The staff had to learn to present themselves as authority 
figures. Also within the staff there were now more clearly defined responsibilities. The 
psychiatrist, who was already assumed to be the head of the program by persons outside 
the therapeutic community, formerly assumed the title of Director. 

One staff member had started parent groups at the end of the previous phase, which 
became bi-weekly meetings of parents of residents. Parents of residents were approached 
during the second month of the residents' stay. Usually a home visit followed and the 
first attendance of a parent to the group was usually planned about three months after 
admission, one month before the frrst contact with their children ln the community. The 
parent groups were divided into groups for 'new' parents and groups for more experi­
enced parents. In the first groups, parents mainly were given Information. In the more 
advanced groups~ more confrontation and sharing among the parents took place. 

Significantly, ln Phase ill, the staff had decided to utilize the treatment experiences of ex­
addict workers from the States and Britain who functioned as consultants (adjunct 
program advisers). Initially they Instructed the staff how to use the treatment tools of the 
concept for therapeutic communities, such as confrontation groups, the learning experi­
ences and the implementation of the hierarchical resident structure. 

Signs or special outfits were used as learning experiences, intended to extingnish the 
negative behavior while reinforcing the positive behavior at the same time (Kooyman, 
1979). The learning experiences were never presented as a punishment, but instead as a 
natrrral consequence for either unacceptable or undesirable behavior. Whenever the staff 
decided to create a learning experience for an Individual, there is an explicit description 
as to what is inappropriate and what could be done to improve the behavior performance. 
Techniques used ln therapies developed in the human potential movement were added to 
the groups, such as bio-energetics, Gestalt and dynamic meditations. 

At the end of this phase, the psychiatrist left for a two months visit to several drug- free 
therapeutic communities ln Notth America, among which were Daytop Village, Phoenix 
House, Odyssey House, Project Rerum and AREBA ln New York and Delancey Street, 
and Synanon at the West Coast and X-Kalay and Portage in Canada. 

Phase IV: The post professional phase (January 14, 1975 -June 21, 1976) 

At the start of this phase, most of the original staff had gone or had changed their 
position. The psychologist and his wife had rettrrned to their country of origin to set up a 
therapeutic community. A graduate of the Emiliehoeve had become assistant director of 
the therapeutic community. The daily running of the program was delegated to him. More 
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and more the Emiliehoeve staff became a mixture of professionals and para-professionals 
(graduates of the program). 

In the Emiliehoeve the residents were divided into different groups accotding to their 
level of growth. At this point these groups, called 'phases', were established. Before 
entering a new phase, residents were interviewed by staff members and residents of the 
next phase. The residents who were new. were having separate 'prospect' groups. They 
were given an older brother or sister after they had been admitted to introduce them into 
the new situation~ living in a drug-free community. The community residents were divided 
into three groups; the prospects (who became members of the community after a month), 
the middle group and the older residents. Separate so-called 'status' group meetings were 
held within these peer groups at regular intervals, usually monthly, to discuss each 
member's progress. Shortly before entering the re-entry program, a resident got a re-entry 
candidate status. This resident had to write a report on his stay in the therapeutic 
community and was usually placed outside the resident structure for a short period. 
having no specific responsibilities within the community. The re-entry program got a 
separate staff. Weekly groups and house meetings were run in the re-entry house. 

In May 1975, the staff and the ten residents of a new therapeutic community which had 
started some months earlier in Utrecht was included in the Emiliehoeve. The residents 
were regarded as if they had been Emiliehoeve residents since their admission. Four of 
them had been already residents of the Emiliehoeve. They had been transferred to the new 
therapeutic community at its start. The staff of this therapeutic community had been 
trained at the Emiliehoeve and became part of the Emiliehoeve staff. This therapeutic 
community had not been able to survive, due to problems with the neighborhood. 

During this phase it was concluded that not all addicts needed a therapeutic community as 
their treatment. Especially for the younger residents a day center could be more appropri­
ate. In January 1976, a drug-free day center, 'Ret Witte Huis', was opened. The psychia­
trist who was the director of the Emiliehoeve also became the director of this drug-free 
day center in The Hague. This center was modelled after the Emiliehoeve program. In this 
center, like in the staff of the Emiliehoeve, graduates of the Emiliehoeve were appointed 
as paid staff. 

The psychiatrist became the director of the drug-free program in The Hague which was 
part of three different foundations: 

- The Witte Huis was part of a treatment center for addiction 
- The· Emiliehoeve part of a general psychiatric hospital (Bloemendaal) and 
- The re-entry house was part of a separate foundation (Maretak). 

At the end of this phase around thirty residents were living in a farm meant for ten 
residents. Plans for a new building were made. Nine months after the frrst ideas, building 
plans were approved and for the first time in the world a building would be erected for 
the purpose of housing a therapeutic community for addicts. This building was to be built 
with natural materials, brick stones and wood, with large open spaces in the building and 
large sleeping rooms. Although a modem building, it had a warm and ftiendly appear­
ance. 
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Phase V: The closed community phase (June 21, 1976 - April 21, 1977) 

This phase can be characterized as a closed community. From June 21, 1976 the position 
of the director of the therapeutic community was no longer held by the psychiatrist. A 
British ex-addict who was already working in the Emiliehoeve Therapeutic Community 
program in as a consultant in Phase N, temporarily assumed this position. This director 
who was not able to speak Dutch, had little or no contact with what was going on in the 
society. In fact the message given to the residents was: "The society is bad, our commun­
ity is good; the residents have to become change-agents with a task to change the society 
outside after their graduation." 

Discipline was extremely strict. Learning experiences such as signs and bald heads (also 
for women) were used more and more as punishment. Instead of sitting on cushions, the 
residents were sitting on chairs during the encounter groups. Closed weeks centered on 
one theme were held during which no new residents were admitted. Residents were 
implementing strict control towards each other. Written reports were given to the staff 
daily or weekly. The director could control some parts of the therapeutic community from 
his room by means of a monitor of a closed circuit camera. One of the slogans used a 
basic phiJosophy was "If you are not part of the solution, you are part of the problem." 

A teacher was added to the staff giving education lessons on Saturday morning for all 
residents. and classes during the week for those who needed basic education~ among them 
two 14-year old residents. Although these young residents were given special attention, it 
became clear that they did not fit within the structure of the therapeutic community. The 
same could be said of the two times young children together with their mothers were 
admitted to the therapeutic community, during this period. 

On August 31th the new building was opened by crown princess Beatrix. The next day a 
national conference for staff as well as residents from all drug-free therapeutic commun­
ities in the Netherlands and Belgium was held on the Emiliehoeve premises. At the end of 
that day, two re-entry residents openly gave up smoking followed by many others. 
Without consulting the other directors or the program director, the director of the 
Emiliehoeve TC declared the Emiliehoeve tobacco-free and no smoking a cardinal rule 
for the residents. Hesitating, the other directors of the other therapeutic communities still 
present followed this example. This no-smoking rule did not lead to an increase in 
premature departure of residents from the therapeutic community. The residents had just 
one more thing they had to change. Besides, it was not so difficult to stop in an environ­
ment were tobacco and ashtrays were absent. Visitors were asked to leave their tobacco in 
bags at the entrance of the Emiliehoeve premises. However. most probably the no­
smoking rule kept more potential residents out of the Emiliehoeve than otherwise had 
been the case. A reluctance to seek admission to the Emiliehoeve was definitely the strict 
black and white discipline and extreme measures such as shaving heads. The therapeutic 
community got the reputation of a concentration camp in the street drug scene. This 
reputation was fed by former residents who left prematurely who were back in the drug­
scene and by an article in a magazine describing extreme situations, such as residents 
wearing signs for weeks, the copper name plate on the door of the director, and a ban for 
some residents to speak to others for more than one day. 
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The residents had less direct contact with the staff than before. They were expected to 
treat the staff with great respect. They obeyed the staff out of fear. The distance between 
staff and residents increased. The program director fmally realized that he had to stop this 
process, especially when it became obvious that there were serious signs of abuse of 
power by the director. When he denied older residents the opportunity to confront him in 
an encounter group, the program director felt that he had to take immediate action. He 
decided not to wait until his contract had ended and called the director of the therapeutic 
community to the re-entry house, where he discharged him immediately and also forbid 
him to return to the therapeutic community. What made this decision also inevitable was 
the plan of the Emiliehoeve director to stop sending residents to the re-entry house 
because he did not trust the re-entry program. That night the program director introduced 
a completely new staff to the Emiliehoeve residents as every old staff member had chosen 
to leave with their director. A graduate of the Emiliehoeve program who had been a staff 
member of the day center Het Witte Huis since its start, was appointed director of the 
therapeutic community. The social worker who had set up the parents program was 
appointed as co-director. The director was responsible for the treatment, the co-director 
for the management and organization of the program. After having explained the situation 
to the residents, they all went into groups with the program director and their new staff. 
Only four residents left during that week. two of which returned soon after. The next 
phase had started. 

Phase VI: The integration phase (April 21, 1977 -May 14, 1980) 

1n this phase the distance between staff and residents became much smaller. An integra­
tion took the place of the structure and techniques of the American self-help model and 
professional input Especially in the groups. 1n the groups more attention was paid to past 
experiences and fear of intimacy than in the previous period. The residents were seated 
again on cushions during groups instead of chairs and bonding therapy techniques who 
had not been used in the fifth phase were re-introduced. 

The period new residents had to spend wearing overalls was reduced from 2 months to 
one month. The time residents were not having any contacts with the outside world was 
gradually reduced from 4 months to 2 months. Sexual contact between residents was 
allowed after it was discussed with the staff and their peer group and after residents had 
been in the program for four months. They could apply to sleep together for a certain 
night in a room in the staff building. Although the applications were rare as a result of 
this policy, sexual acting out between residents which had happened before, disappeared. 
Relationships between residents that developed during this phase were rarely confronted 
and more or less sanctioned by the staff. Most of these relationships turned out to be a 
serious handicap for treatment After discharge, these relationships usually did not 
continue and both persons relapsed into drug abuse. 1n other cases, the couple split from 
the program when their relationship was confronted. 

Newly admitted residents were called "eggs" and two persons, a male and a female 
resident, were made responsible for the "eggs" in the "egg box". During this period two 
staff members which had been trained in the Institute for the Training of Addiction Thera­
pist, which had upon an initiative by the Emiliehoeve started in September 1976, joined 
the Baghwan sect They followed the example of the Institute's director, the American, 
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who had been consultant of the program in the second and third phase. In meetings of the 
staff of The Hague Drug-Free Program consisting of the Induction Unit, the Emiliehoeve 
therapeutic community, the re-entty program Maretak, the day center Het Witte Huis and 
the Prevention Unit, the following policy was decided on; that staff members in the 
program were not allowed to talk to residents about their personal conviction, beliefs or 
political choices in order not to influence the residents' own opinion. It was found to be 
against the programs goal which was to improve the clients ability to make independent 
choices. The two staff members who had joined the Baghwan Movement were told not to 
wear their orange clothes and mala (chain with portrait of Baghwan) while working, not 
to use their Baghwan name and to accept the program policy on personal convictions. 
One of them agreed to this policy, the other one found this unacceptable for himself and 
left the program. 

During this phase the staff of the different units of The Hague Drug-Free Program worked 
together holding combined meetings. Survival trips in the hills of South East Belgium, 
organized by an Outward Bound Foundation who had become part of the residents 
program in this phase, were also organized for the entire staff. The no-smoking rule was 
abandoned about one-and-one-half year after its start. The main reason being that it was 
too difficult to handle for some staff members who had not given up smoking. Shaving 
heads was abandoned for women and at the end of this phase also for man. Although this 
consequence for having left the program to use drugs may have kept some residents in the 
program after they had been re-admitted, this extreme measure probably had kept many 
addicts ftom applying for athnission. 

As since the Summer of 1978, methadone was made easily available in The Hague in so­
called low threshold programs, it became more difficult to require clients to come to the 
induction center, an ambulatory unit to stop taking drugs and come back clean the next 
day. Although some clients were successfully detoxified in the ambulatory methadone 
detoxification program which was run at the out-patient center for addiction by the 
psychiatrist who was also the program director of the Drug-Free Program, for a growing 
number of addicts this was no longer a possible option. It was much harder to go through 
the withdrawal phase using methadone than using heroin or amphetamines without 
methadone. To make it possible to go through the withdrawal phase in an inpatient center 
where also the induction for the therapeutic community or drug-free day center was held, 
plans were made for a detoxification center within the program following the example of 
the center Heemraadssingel established in Rotterdam linked with the Essenlaan TC. On 
May 14th 1980, a 12-bed detoxification unit, called "De Weg" was opened within the 
Bloemendaal organization as part of the drug-free Program. All induction of Emiliehoeve 
residents, except those corning from other detoxification centers and for candidates for 
athnission who stayed in prison, now took place in this center. With the opening of De 
Weg the next phase started (Wagenaar 1981). For the purpose of this research this VIth 
phase ended on August 20th 1977; the day after the athnission of the 250th resident who 
was athnitted to the Emiliehoeve for the first time. 

Phase Vll: The open program phase (May 14, 1980- February 14, 1981) 

In this phase the Emiliehoeve TC was highly involved in preventive programs promoting 
the values of a drug-free lifestyle. Staff and residents participated in training programs of 
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prison- and police-training institutes, academics for social workers, medical students and 
persons working in other programs for addicts. 

The combination of a director, responsible for the treatment program and a co-director, 
responsible for the management and staff, had not worked satisfactorily in the therapeutic 
community. In the spring of 1981 the co-director of the Emiliehoeve became the director 
of the re-entry program Maretak and the director of the Emiliehoeve left the program. 
Temporarily the program director took over their positions in the therapeutic community. 

More residents from minority groups were admitted during this phase, especially from the 
Surinam population. When they had reached a group of five residents who were mainly 
seen at induction by a Surinam re-entry resident, their tendency to drop out early 
diminished. Since then, this has always been a group among the Emiliehoeve residents in 
the minority. 

In this phase the treatment program stabilized. The progress of each resident was 
evaluated by staff and peers before his advancement to a next phase. A scheme was made 
describing requirements to be nominated for promotion for each phase. After the first 
phase of about two weeks during which the residents were now called "youngkies", four 
other phases of around thtee months to four months followed. There were 8-hour probes 
with peers 3 to 4 times a year, the first phase peer groups ("the frogs") on the past, the 
second phase peer groups ("the kangaroos") on the her-and-now, the third phase peer 
group ("the fanatics") on themselves and the fourth phase ("the diamonds") on the future. 
The residents in the fourth phase were obligated to become a member of a club outside of 
the therapeutic community to experience contacts with non-using persons of their age 
group. 

Before going to the re-entry phase the residents were part of a re-entry candidate period 
of around two weeks. During that period they were called "the pioneers". They were 
given separate sleeping quarters in the therapeutic community. In this last period the 
resident wrote his own evaluation of his experience in the therapeutic community. In the 
therapeutic community combined groups of residents of the therapeutic community in 
their pre-re-entry phase and residents in the frrst phase of the re-entry program were held. 

In the re-entry program the resident spent around two weeks in the house, followed by a 
frrst phase of around thtee months, during which he worked assisting the staff in the 
program, followed by a phase during which the resident worked as a volunteer outside the 
program. During the last phase the resident worked full-time at a job and moved out of 
the re-entry house to his own room or apartment. In re·entry the residents who did not 
have a problem with alcohol before their admission to the program, were given an alcohol 
learning period of four weeks in the second phase of their stay in the re-entry program. In 
this period they could experiment with drinking alcohol outside of the re-entry house. 
This period was followed by an evaluation of their peers to work out if they could or 
could not handle the use of alcohol. 

Although sexual relationships between residents were possible in the way as described 
earlier, these relationships were not encouraged and not agreed on before a resident had 
spent six months in the community. During this VIIth phase a second re-entry house 
could be opened, making it possible to have up to 20 residents in the two houses. At the 
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ground floor of the second house. an information on drug prevention was opened 
providing information on treatment programs and prevention activities. 

On September 1st 1981 the director of the detoxification center De Weg, a graduate of 
the Emiliehoeve program, became the new director of the Emiliehoeve. The program 
director who had been the founder of the program announced his departure to become the 
medical director of the multi-modality treatment organization for drug addicts and 
alcoholics of the Jellinek Centrum in Amsterdam. This took place on February 14th; on 
the lOth anniversary of the program. 

Phase Vill: The adult program phase (February 14th 1982 - now) 

After the program director left, this function was no longer continued in the same way. 
One psychiatrist took over the medical responsibility for the treatment program of the 
detoxification center De Weg, the therapeutic community Emiliehoeve and the re-entry 
program Maretak. Another psychiatrist was appointed as the psychiatrist responsible for 
the treatment in the day center Het Witte Huis. As Het Witte Huis was part of a different 
treatment organization, this program lost its close connection with the Emiliehoeve 
program. The Friends Organization however, stayed linked with both programs. 

The Emiliehoeve and De Weg became more integrated in the Bloemendaal Hospital 
Organization. The management of the therapeutic community improved. 1n the treatment 
program of the Emiliehoeve the residents own responsibility to change was greater 
stressed. The period new residents had to spend in overalls was first reduced to rwo 
weeks, than abandoned. From 1983 wearing overall was only used as a special learning 
instrument. 1n 1988 the large signs were also abandoned and replaced by small buttons or 
badges. Bonding psychotherapy groups and survival trips for groups of residents became 
an integrated part of the treatment program. From 1989 bonding therapy groups are held 
weekly. 

Duling this phase in the development of the program it was seen, more than before, that 
residents themselves had to make their choice to stay in treatment. The rule, for instance, 
that new residents should never be left alone, a left-over from the rigid closed community 
phase was abolished. The transition from the detoxification center De Weg to the 
therapeutic community has become a more gradual process. 1n weekends residents of De 
Weg visit the Emiliehoeve. 1n weekdays they can meet in sportgarnes berween the rwo 
groups. Residents of the Erniliehoeve run seminars in the detoxification unit. While new 
resident are usually admitted to the therapeutic community in pairs, they no longer have 
to make an emotional investment, such as screaming for help loudly in a large group of 
residents and staff. Instead they are seen in an interview by some staff and residents. The 
emotional investment is postponed to the transition into the next phase. One staff member 
is held responsible for guiding the new residents. He can see them individually, if he or 
the resident fmds this is necessary. New residents do not have to change their appearance 
at admission. Instead they may be confronted on how they look by their peers and 
through this gradually change. 

The residents of the Emiliehoeve program pass through four phases preceded by a rwo 
week period as a junior member. After the rwo intrOductory weeks, residents are in phase 
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one for about two months. In this phase they deal with telling their life story, making an 
overview of their debts and other issues of their past. The residents learn to deal with a 
regular day program, working in different departments. After two weeks a resident gets 
some pocket money. After one month, personal belongings such as make-up and jewelry 
kept by the staff are returned to the residents. After two months a resident can ask for 
privileges, such as using the telephone, receive visitors and mail. At the end of this phase, 
and of all following phases, the resident writes an evaluation and a request to proceed to 
the next phase. This is followed by an interview with a staff member. 

The second phase is a period of about three months. The experiences within the group are 
getting most attention. In the beginning of this phase, privileges can be asked. such as 
leaving the community for one day in a weekend, together with an older resident. There 
is a confrontation meeting with parents or other relatives with a 
staff member present 

In the third phase of around three months the attention is mainly on the person himself 
and how to deal with friendship and intimacy. In 1988 bonding groups had been 
reintroduced. They had almost disappeared for a few years. One year later bonding groups 
had become integrated in the program. They were held once a week. In the community 
the resident fulfils jobs with more responsibility such as that of a department head, 
expediter or coordinator. In this third phase a resident can spend a weekend outside the 
therapeutic community accompanied by an older resident. 

In the fourth phase of three months the resident prepares steps for the future. He can do 
some volunteer work outside the program or perform some tasks in the induction or 
prevention program. He can spend weekends outside alone. An evaluation of the total 
time spent in the Emiliehoeve is made by the resident, followed by a phase interview with 
the director of the Emiliehoeve, the director of the re-entry program and other re-entry 
candidates (Kooyman, 1992). 

The parent groups were extended to the first months of admission of their children to the 
Erniliehoeve as well as parents of clients admitted to the detoxification center. At the 
Emiliehoeve as well as at Het Witte Huis, cases were selected for family therapy sessions. 
Special groups for brothers and sisters of the residents, for residents and their (drug-free) 
partners and for residents with children. A teacher comes once a week to prepare 
residents to go back to school or to provide basic education. A theatre class is from time 
to time held run by volunteers. 

The transition to re-entry is a more gradual process than before. Residents of the fourth 
phase attend once a week a special meetiug run by the re-entry staff to discuss various 
topics, such as free time planning, education, relationships, parents and sexuality. The last 
four weeks in the therapeutic community before going to re-entry the resident spends one 
afternoon in the re-entcy house for orientation4 He has to make the necessary arrange­
ments for his new situation. He has to join a club outside o the program He invites his 
parents to meet the re-entry staff. In the first phase of the re-entry program the client 
participates in the re-entry encounter group, held once a week and also attends the parent 
group. After five months he may have his alcohol learning period. After eight months he 
leaves the re-entry house. He can come to the re-entry encountergroup at least once every 
two weeks. He may have found a job or have started with a study. This second phase of 
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the re-entry program lasts three months. Then follows a month in which preparation for 
the graduation are made. 

A serious set-back for the program was the decision of the City of The Hague in 1984 to 
stop subsidizing the Maretak Foundation. The arrangement was that Bloemendaal would 
set up a re-entry house as pan of their organization. The information and prevention 
center moved to one floor of one of the Maretak re-entry houses. Temporarily the re-entry 
residents were housed inside the premises of the psychiatric hospital in former apartments 
for nurses, situated on the second floor of a psycho-geriatric ward. The Maretak Founda­
tion dissolved. On February 1989 the Friends Organization felt that this temporary 
situation was no longer acceptable. A new separate foundation "Steigers" was founded to 
raise money for a re~entry house in the city. in which re~entry residents would rent rooms 
and the Emiliehoeve staff would run the treatment program. Half a year later the re-entry 
residents could move into a better house on the Bloemendaal Hospital grounds. This 
house was situated on the main road passing the hospital. A year later, in September 1990 
the residents could move into a re-entry house in the City of The Hague, bought by the 
Foundation Steigers with funds acquired from many sources, among others from the City 
of The Hague. 

The program has ben limited to a duration of two years, one year in the therapeutic 
community and one year in the re-entry program. In the last ten years the number of 
residents from minority groups increased to sometimes one third of the population. The 
number of residents of the therapeutic community stabilized to around forty residents. 
Around fifteen residents participated in the re-entry program. 

A new problem is how to work with residents. who are seropositive. Addicts who already 
have been diagnosed as having AIDS are not admitted. as the program cannot cope with 
the fact that they cannot participate in all activities. Besides. it is questionable, if AIDS 
patients should be in a therapeutic environment focusing on a future life that these people 
can not be expected to have. 

The drug-free program of the Emiliehoeve, De Weg, the re-entry program and the 
information and prevention center, were organized as a separate unit within the Bloemen­
daal Organization. The director of the Emiliehoeve, who had followed professional 
training after his graduation, became the responsible head of management and staff; the 
psychiatrist has become responsible for the treatment program. The directors of the 
therapeutic community and the re-entry program are graduates with professional training 
and the head of the detoxification center is psychiatric nurse. The information and 
prevention center became pan of the responsibilities of the coordinator of the re-entry 
program. 

The Emiliehoeve has become closely linked with the Erasmus University in Rotterdam. 
Its data base of more than thousand residents is extremely valuable for future research. 

Summary 

The development of the Emiliehoeve program through different phases made it possible to 
investigate differences in outcome of the different phases. It took ten years to develop a 
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stable "adult" program. Mistakes were made by the staff during the different phases such 
as delegating the power to the residents at a time they were not ready to assume the 
responsibilities or copying the tools and techniques used in the American therapeutic 
communities without taking in account that they were coming from a very different 
culture. However, having learned from these mistakes, the staff could clearly choose for 
alternatives. During the first ten years new staff came and left again. The psychiatrist 
which had founded the Emiliehoeve TC has been responsible for its treatment program 
included in this study through this whole perioci 

In the first phase the staff was not showing direct emotional response and did not set 
clear limits. In the second phase there was direct emotional response without a rigid 
structure. In the third and fourth phase increased attention was given to discipline and 
structure. In the fifth phase most of the staff's attention was directed to changing the 
residents behavior, while the staff was more distanL The structure of the therapeutic 
community had been extremely rigid. Residents tended to act out of fear of possible 
consequences for negative behavior. In the sixth phase the structure was less rigid and the 
staff was more easy to approach. In this phase the emotional contact grew as well as 
mutual concern between staff and residents. A balance developed between concern and 
limit setting to negative acting ouL In the following phases this important equilibrium has 
been maintained 
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CHAPTER2 

THE EMILIEHOEVE AND SOCIETY 

The Emiliehoeve had been started as an alternative for psychiatric hospitalization and 
methadone maintenance programs that had failed to stop the addicts from taking drugs. 
The Emiliehoeve program was at its onset influenced by the democratic movement that 
had started in the sixties. The principles of the democratic therapeutic communities 
formulated by Maxwell Jones. fit in the concept of sharing and decision making by 
consensus. Introducing the hierarchical resident and staff structure was against the 
common ideas of social workers and other professionals in the helping professions. Their 
initial approval of the initiative to start a treatment center different from the current 
medical model approach changed into heavy criticism of the cruel measures carried out in 
the therapeutic community. Part of this criticism was right. The Emiliehoeve had become 
in the mid seventies a society of its own, copying measures such as shaving heads from 
the American programs without considering the impact this would have on the image of 
the program. 

Another curious phenomenon became apparent. When in the first years little or no 
positive outcome was seen as a result of the effortS to treat the residents, staff from other 
forms of treatment programs for addicts were showing their sympathy. This sympathy 
changed into scepticism when good results could be shown. 

In the psychiatric hospital the Emiliehoeve TC was a strange phenomenon. The staff of 
the Bloemendaal Hospital looked at the residents with apprehension. When in the first 
months residents were passing through the road along the houses of the hospital person­
nel. kids who were playing outside were called into their house out of fear for the addicts. 
This attitude changed after a children's party was held at the Emiliehoeve fartn. All 
children of the neighboring houses were invited to attend with their parents. The puppet 
show was a success. The one-hundred pieces of ice-cream had just been enough for all 
children and the parents realized that the residents were not using drugs and were not 
dangerous. In later years the hospital management initially did not accept that ex-addicts 
working as staff aides at the Emiliehoeve would have lunch in the Bloemendaal's 
personnel restautant. Influences from the Emiliehoeve could be seen in Bloemendaal. The 
idea of having ex-patients working as staff was new and took some time to get used to. 
Within the Bloemendaal Psychiatric Hospital a unit for adolescents adopted parts of the 
structure and techniques of the Emiliehoeve TC. In this therapeutic community the 
residents were given more responsibility in their pro gram. 

From 1975 paid graduates could become staff members of the Emiliehoeve program. It 
was new that "ex-patients" were accepted as staff and that their own experience was 
regarded as useful for their work. The acceptance of the Emiliehoeve program as a unit 
that could be regarded as a special kind of psychiatric treatment had the advantage that 
the program could be financed according to patient fees, fixed for patients treated in 
specialized psychiatric hospitals. 

A disadvantage of being part of the health care system was the government"s policy to 
decrease the amount of beds in psychiatric hospitals, including special hospitals such as 
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addiction clinics. Because of this, the Emiliehoeve could officially not increase their 
number of beds to more than 45 (Kooyman. 1986d). So a lintit was put on expanding the 
program. This was pne of the reasons for setting up a day center. It was started in 1976 
within a separate foundation that was running a medical model clinic for alcoholics in 
The Hague and a consultation center and outpatient clinic for drug addicts and alcoholics. 
This was the day center Het Witte Huis set up by Emiliehoeve staff that opened on 
January 15th 1976. The program was at the onset almost a copy of the Entiliehoeve with 
a therapeutic community structure on weekdays from nine to five. 

The Emiliehoeve had much influence on existing and new treatment centers in The 
Netherlands for drug addicts and alcoholics. Almost all therapeutic communities for 
addicts and alcoholics in The Netherlands were modelled after the Emiliehoeve. Some, 
such as the Breegweestee in the North, the Essenlaan in Rotterdam. the H.A.D. thera­
peutic community and Weiland in the South, the Krauwee!huis in Amsterdam and the 
therapeutic communities for alcoholics Hoog Hullen in the North and Leefdaal in the 
South, had almost similar programs. They formed in 1975 a Federation of Drug-Free 
Programs, that existed for about five years, with the goal of cooperation in staff training, 
staff exchange, organizing workshops and improving contacts with the central government 
on common interests. This federation was later transformed in a more loosely organized 
section of the National Organization of Program for Care for Drug Addicts and Alco­
holics, thus leaving the different therapeutic communities more space to develop their 
own identity. The initial goal of the Federation to have similar program structures which 
made it easier to exchange residents and staff had only been temporarily useful. In later 
years differentiation of programs was seen as a natural development. It also had the added 
advantage that different programs could have different needs in relation to client popula­
tions. 

The Emiliehoeve program was not only used as a model by therapeutic communities in 
The Netherlands. Staff from programs in Belgium. England, Germany, Austria, Switzer­
land, Norway, Sweden, Indonesia, Italy and Greece were trained at the Emiliehoeve. The 
Emiliehoeve staff was active in organizing international meetings of therapeutic commun­
ity staff. In 1980 the 5th World Conference of Therapeutic Communities was organized in 
N oordwijkerhout. During this conference the World Federation of Therapeutic Commun­
ities was established. 

The Emiliehoeve program has influenced also other treatment programs than therapeutic 
communities for addicts or alcoholics. The notion that addicts can be regarded as being 
responsible for their choice to continue to use their drugs became widely supponed and 
replaced a common view in The Netherlands to see addicts as helpless victims. The 
Emiliehoeve was involved in setting up programs preparing addicts for drug-free 
treatment such as crisis-detoxification centers and pro grams in prisons. 

Great was the influence on the involvement of parents, partners and other relatives in the 
treatment program. The Emiliehoeve had been the first treatment program in The 
Netherlands involving parents by organizing separate parent meetings. Involving parents 
in the treatment program became the policy of many treatment programs. 

Staff, residents and relatives of residents have been active on several occasions by 
showing their concern for proposals or plans of local governments or local and national 
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politicians, directed controlling or regulating and accepting the drug abuse as an alterna­
tive of treatment and prevention programs. Several hundreds of ex-addicts from all over 
the country marched in 1977 to the parliament buildings in The Hague to protest against 
plans to dispense heroin free to addicts. There was also a protest against the distribution 
of methadone to addicts by busses. The first plan to prescribe heroin to addicts has never 
been realized; the distribution of methadone by busses to as many addicts as possible 
without any demand to stop using heroin was realized in the large cities in The Nether­
lands (Kooyman, 1984a). The primary goal of these programs, to reduce drug-related 
crime was however not reached (Grapendaal, c.s., 1991). A side effect was that these low 
threshold program alternatives were effective in having addicts postponing their plan to 
seek treatment for their addiction, as is indicated by the increase of the age at admission 
to the Emiliehoeve since these programs were started (Kooyman, 1985c). 

The above may suggest that methadone programs and drug-free treatment can not 
cooperate. The experience in The Hague and elsewhere has been~ however, that cooper­
ation between drug-free programs and treatment programs using methadone can be very 
fruitful. The program director of the Emiliehoeve had been responsible for the methadone 
programs in The Hague, Rotterdam and Leiden during the frrst years of their existence, 
while in the same period he was director of the drug-free program in The Hague. and 
later also in Rotterdam (Kooyman, 1984c, 1986). These programs were methadone 
maintenance programs, using methadone as a substitute with the goal to have the clients 
stop using illegal drugs or ambulatory methadone detoxification programs. For many 
addicts, such as clients with serious psychiatric or somatic illness besides being addicted 
to drugs, methadone maintenance can be a good alternative, as they cannot be treated well 
in a stressful environment such as a therapeutic community. For many residents of the 
Emiliehoeve methadone programs have been their first contact with any treatment for 
their addiction. Cooperation of drug-free programs with programs that have abandoned as 
an ultimate goal to help their clients to stop their drug abuse is a totally different matter 
and almost impossible. In The Hague the Emiliehoeve program took the initiative to 
establish a central intake meeting were all treatment programs were presented. At these 
meetings representatives of different programs infonned the others on new methods for 
treatment and potential referrals. 

Regular meetings were organized by Emiliehoeve staff with representatives of the court in 
The Hague, resulting in clear agreements on the admission of clients from the prisons to 
the therapeutic community and rules for occasions when clients referred to the therapeutic 
community left the program prematurely. Meetings with organizations active in drug 
prevention were instituted in the City Hall. The friends organization formed by interested 
professionals. parents and friends of residents or staff. was active in organizing meetings 
in and outside the Emiliehoeve therapeutic community. Their visits to the therapeutic 
community they were an important link with the society outside the Emiliehoeve, helping 
to prevent the development of a splendid isolation. 
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Future developments 

In the drug scene of the Nineties, cocaine is becoming more popular and used by more 
than half of the opiate addicts on a regular basis. As is shown in this follow-up study. the 
Emiliehoeve is definitely no less successful in dealing with addiction to stimulants such as 
amphetamines or cocaine than with addiction to depressants such as heroin and 
methadone. 

A growing problem is the addiction to gambling of adolescents. When outpatient 
treatment such as farnily therapy or group therapy with or without partners fails, admis­
sion to a therapeutic community can be an answer. If this will be a separate or an 
integration within the existing program of the Emiliehoeve will be a question to be 
answered in the near future. 

The development of a short term therapeutic community program of four or five months 
for poly-drug addicts which have not yet developed a junky lifestyle seems a desirable 
addition to the existing drug-free treatment programs in The Hague. 

As was shown in the adolescent unit in Bloemendaal psychiatric hospital. the structure 
and techniques of the Emiliehoeve can be used successfully in centers for other groups of 
clients, such as patients with anorexia nervosa, suicidal acting out behavior or juvenile 
delinquents. Its usefulness for therapeutic communities for alcoholics was proved by the 
Hoog Hullen therapeutic community. a treatment center mainly treating persons with 
serious alcohol problems. 

Since the start of the Emiliehoeve. background data have been gathered from almost all 
residents admitted. These data can be used in future research. They can show trends in the 
pattern of drug abuse in the course of the years. In recent years common research projects 
are developed by the Emiliehoeve staff and the Addiction Research Institute of the 
Erasmus University in Rotterdam. Through this the Emiliehoeve program can keep its 
tradition of helping other programs to help themselves. 
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CHAPTER 1 

HYPOTHESIS AND THEORETICAL LINKS 

The resident in a therapeutic community must be a participant in the therapeutic system 
of the community for a period that is long enough to benefit from his treatmenL The 
optimal length of stay in the Emiliehoeve therapeutic community is regarded to be at least 
twelve months, followed by at least another twelve months in the re-entry program. As 
the environment in the therapeutic community is structured as a mini society where the 
residents learn to assume responsibilities and to respond in a positive way to stress, this is 
not regarded as an environment disabling the resident to function in the society outside. 
On the contrary, in the therapeutic community residents are being prepared to function in 
society without the need for drugs or other substances; in the re-entry program they learn 
to explore and handle problems facing them after discharge from the therapeutic commun­
ity. This leads to the first hypothesis: 

1. The longer a resident participates in the therapeutic community towards the 
optimal length of stay, the better the outcome of the treatment will be. 

The family system of the resident in a therapeutic community was often the source of 
problems leading to the drugs or alcohol abuse. This was one of the reasons to prohibit 
any contact with relatives in the initial part of the treatment program after the induction 
of the resident into his new 'family' the therapeutic community. Support of the family for 
the choice to enter a therapeutic community and knowledge and understanding of the 
treatment are now regarded as important factors to keep residents in treannent. Parents 
who have become involved in the program will be able to send their son or daughter back 
to the therapeutic community when the resident contacts them after leaving treatment 
prematurely. This leads to the second hypothesis: 

2. Parents involvement helps to keep residents in treatment and because of this, 
improves the outcome results. 

Demographic variables and other client characteristics may influence the outcome of the 
treatment in the therapeutic community. Ability to deal with intimacy and sustain stable 
relationships has been seen as one of the main characteristics of addicts (see Chapter l). 
This characteristic may lead to early dropping out of school. As was found in previous 
research (see Chapter lli) it is not likely that socio-demographic variables will effect 
treatmenL However, there may be specific psychosocial characteristics related to dropping 
out prematurely from the treatment program. A characteristic may be a dropping out 
tendency, being the result of an inability to deal with intimate relationships. A career of 
dropping out is then formed, leading to dropping out of school and eventually of 
conventional society. The dropping out tendency leads to the third hypothesis: 

3. Lower prior education (e.g. dropping out of school) leads a higher tendency to 
leave the program prematurely. 
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The Emiliehoeve therapeutic community has developed in different phases described in 
Chapter II. In this research outcome of residents treated in different phases are compared 
to fmd evidence for program variables related to outcome. The phases represent different 
stages in the development of the TC-program; they are described in Chapter II. It was 
thought that residents need a clear structure in the program to be able to deal with limits 
set to their behavior. Also in the program therapeutic groups where introduced to teach 
residents to deal with intimacy. This leads to the following three hypothesis: 

4. Phases in the program offering a clear structure have more successful outcome 
results. 

5. Phases in the program offering therapeutic learning possibilities to deal with the 
fear of intimacy have more successful outcome results. 

6. Phases in the program offering both a clear structure as well as therapeutic 
learning possibilities to deal with the fear of intimacy have the best possible 
outcome results. 
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CHAPTER2 

METHOD OF EVALUATION 

Already soon after the Emiliehoeve had been founded, a plan was formed to evaluate the 
treatment outcome. Background data of the residents were gathered after admission. All 
newly admitted residents got an identification number. Re-admissions were given different 
identification numbers. Residents returning into the program after having been out of the 
program for more than six months after they had gone were regarded as re-admissions. If 
they had stayed out of the program for a shorter period, this was regarded as an interrup­
tion in their treatment. These residents kept the same identification number which they 
received at their first admission. The time spent in the program was obtained by adding 
the days spent in treatment. lf residents had spent less than 48 hours outside the program 
before they were re-admitted, these days were not deducted from the total time in 
program (TIP). 

To be able to gather information comparable with internationally used questionnaires, a 
questionnaire was developed, using items derived from existing American questionnaires 
such as used in the CODAP and DARP studies (described earlier) and in the research of 
De Leon in Phoenix House. The questionnaire was tested in 1974 among re-entry 
residents of the Emiliehoeve. 

Different from earlier outcome research projects of therapeutic communities who were 
lacking comparisons with control groups. two groups of residents were included in the 
follow-up research that did not receive any treatment in a therapeutic community (f.C.) 
One group consisted of persons who had stopped using drugs and alcohol during their 
participation in the ambulatory induction program and had decided to apply for admission 
to a therapeutic community. These were clients of the ambulatory induction center of the 
drug free program in The Hague. The second group were persons who had stopped using 
drugs and alcohol after their admission to the detoxification center Heemraadssingel in 
Rotterdam, linked with the Essenlaan TC, but had decided to leave this center without 
continuing any further treatment. 

Apart from these no-treatment groups, also a compatison group was chosen. consisting of 
a cohort of residents admitted to the Essenlaan TC shortly after this program had adopted 
the Emiliehoeve treatment program. The Essenlaan had been founded as a medical model 
inpatient methadone clinic solely for opiate addicts in 1970. In 1974 the Essenlaan staff 
had radically changed their program into a hierarchical structured drug free therapeutic 
community, modelled after the Emiliehoeve. The author who was the psychiatrist of the 
Emiliehoeve was asked to help them in this transition. He became the medical director of 
the drug abuse treatment program of the Bouman Foundation to which the Essenlaan 
belonged and became the founder of the Heemraadssingel detoxification program in 1975. 
As he was also responsible for the induction program, the therapeutic community and the 
day center in The Hague, he could have access to the information necessary for research. 
Being attached to the Department of Preventive and Social Psychiatry of the University of 
Rotterdam, he was able to carry out the research himself with the assistance of staff 
members of this department and medical students who participated in the research project 
during five months of their study. The students were trained in interviewing persons that 
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were included in the research. To understand the treatment in which the former therapeu­
tic commurtity residents had participated the students spent two weeks as residents in the 
Emiliehoeve TC before starling their follow-up interview. The persons included in the 
follow-up interview were visited in the places were they were living at the time of the 
interview. 

The follow-up study consisted of one interview of all persons who were included in the 
research sample for at least 6 months (180 days) but preferably one year or more since 
their departure from the therapeutic community program. (This could mean leaving the 
therapeutic community or the re-entry program prematurely or having rutished the 
treatment by graduation) or in case of the no-treatment persons, those who were not 
adntitted to a therapeutic community for at least 6 months or preferable longer since their 
interview. 

Sttict criteria for success derived from the programs goal were chosen. The goal of the 
program was not only to stop addiction to drugs, alcohol, tranquillizers or sleep medicati­
on, but also to be able to sustain stressful situations in a healthy way and to stop any 
acting out in a criminal way. Also adntissions to crisis centers or psychiattic hospitals, 
arrests drug related convictions or prison detentions were included in the criteria for 
success. At the time of the research using cannabis, tranqnillizers or sleeping pills 
incidentally and not in an addictive way, could not be regarded as deviant behavior; this 
type of use was regarded as acceptable and not a reason for being included in the no­
success group. Also having a paid job was not included in the criteria for success as 
unemployment for young people was high at the time of the research. 

The following criteria were chosen for successful outcome. After leaving the program or 
in case of the non-adntittants, since the intake interview, the persons included in the study 
should have had: 

1. No use of any hard drugs (heroin, amphetamines, cocaine, methadone, hallucino­
genics, solvents). 

2. If other drugs (cannabis, tranquillizers, sleeping pills) were used, the frequency of 
use during the last half year before the interview should have been less than once 
a week. 

3. No alcohol abuse. 
4. No arrest or prison detention. 
5. No drug related conviction. 
6. No drug related police contact without conviction. 
7. No treatment for alcohol or drug problems. 
8. No adntission in any psychiattic hospital. 

The respondents who were included in the success group had to score positive in all 8 
areas. Successful treatment using the above criteria means therefore no relapse after 
treatment or in case of the non-adntittants after the intake interviews. This means that if a 
persons would for instance use cocaine only once, this person would be not included in 
the success group. To be able to look at success in a different way, also the situation 
during the last half year before the interviews concerning the use of drugs or alcohol was 
investigated in the interviews. This made the study comparable with studies measuring 
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success by looking at a six month period before the interview, instead of the total period 
since treatment. 

Of the Emiliehoeve sample all clients were re-interviewed that had been included in the 
success group. The re-interviews were to be held around three and five years after they 
had left the treatment program. This would give information of the stability of the 
successful survivors of the first follow-up. 

To see the persons of the sample at definite time intervals has been a problem. Many 
persons could only be traced after several trials by the students. A fact that made it 
impossible to see the respondents at fixed intervals was that the medical students who 
took part in the interviews were only available for the research during a period from 
February to July each year. Another problem was that during nine years different groups 
of students have been involved in assisting in the research project. 

Although standard questionnaires were used with fixed questions and fixed multiple 
choice answers~ having to use 38 different interviewers has been a problem. An advantage 
was that the students could work full time and were given means to travel aronnd the 
whole country to see the respondents in a face to face interview. Gathering urine samples 
was not considered necessary. The validity of self-reported heroinuse can be regarded as 
high (Bale et a!., 1981). Seeing the addicts in their own environment by the interviewers 
who had been at the Emiliehoeve but who were not part of the treatment programs, staff 
was fonnd to give sufficient information on a possible relapse. Besides the goal was to 
investigate the whole period since treatment or flrst interview and not an assessment of 
the moment. 

The interviews usually took arouod two hours and were carried out by one student. 
Sometimes a second student was an observer during the interview. Some of the students 
have participated for some time in the research project after their 5-months period as paid 
student assistants. They were accompanying new students at their first few interviews. 
Before these interviews video-recorded training sessions were held. 

At the intake interview addresses and telephone-numbers of three potential informants 
were gathered, apart from parents or parmers, who could possibly be contacted later to 
fmd out the clients whereabouts. These addresses could be of relatives and friends but 
also of several workers or staff from other treatment organizations. This information 
proved to be very helpful in tracing the respondents. 

Not all the information gathered during the interviews has been used in this study. The 
student groups also produced some minor studies which were printed as student publicati­
ons of the Department of Preventive & Social Psychiatry. The selected items of the intake 
interviews and of the follow-up interviews were statistically analyzed. Persons who had 
not been addicted to drugs or alcohol were excluded from the sample, as well as persons 
from the therapeutic community samples whose treatment had taken place in more than 
one therapeutic community; those who were transferred to the Emiliehoeve or Essenlaan 
to or from another therapeutic community. Also those who had not completed a follow-up 
interview were omitted from the analysis. 
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To compare potential outcome differences between the different phases in the develop­
ment of the Emiliehoeve TC the Emiliehoeve clients were allocated to the phase of the 
program during which they had left the program, unless they had spent 75% or more of 
the total period of treatment in the pro graro in one or more earlier phases. In that case 
they were allocated to the phase preceding the one during which they had left the 
therapeutic community. 

To investigate the influence of the participation of parents to parents groups of the 
Emiliehoeve prograro, attendance of at least one parent to parent group meetings from 
residents from phase three to six when parents meeting had become an integrated pan of 
the prograro was looked at. Parents attendance to parent groups was divided in no 
attendance, attendance to one or two groups and attendance to three or more groups. 

During the gatheting of information the psychiatrist, who is the author and researcher of 
this study, was the director of the treatment prograros involved. This made it easier to 
acquire the necessary cooperation of the staff to implement this research covering many 
years. During this period the results were analyzed, the author/researcher had left the 
position of prograro-director and was no longer responsible for the treatment prograro. 
This last fact diminishes a potential bias in the interpretation of the results of this study. 
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CHAPTER3 

THE SAMPLE 

Introduction: The Emiliehoeve population. 

In the subsequent years of the Emiliehoeve program, several trends could be observed in 
the background characteristics of the residents. From all clients information was gathered 
at admission using standard questionnaires. Of the admissions in 1972 through 1974, 71 
percent of the residents had only a primary education. During the following years the 
education level rose (Only primary education levels in 1972-1974: 71% as opposed to 
1984: 34%) (see: table ill.3.l.a). 

Table ffi.3.l.a: Trends at admission to Emiliehoeve; level of education 

Year 

1972-1974 

1975 

1976 

1977 

1978-1979 

1980-1981 

1982-1983 

Percentage residents Emiliehoeve with 
elementary school education only 

71% 

58% 

49% 

51% 

43% 

29% 

34% 

The mean age at admission increased from 20.6 years in 1972-1974 to 21.1 years in 1976 
and 24.4 years in 1983 (see table lll.3.l.b). 

Table ffi.3.l.b: Trends at admission to Emilielloeve; age at admission 

Year Average age in years at admission 

1972-1974 20,6 

1975 21,6 

1976 21,1 

1977 21,1 

1978-1979 22,2 
1980-1981 23,1 
1982-1983 24,4 
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During the course of the years. fewer residents carne from lower social classes ( estima­
ted), the percentage dropped from 37% to 9% in 1983 (see table ID.3.2). 

Table ill.3.2: Trends at admission to Emiliehoeve; social class 

Year 

1972-1974 

1975 

1976 

1977 

1978-1979 

1980-1981 

1982-1983 

Estimated % from lower social classes 

37% 

24% 

33% 

12% 

15% 

6% 

9% 

The referrals from court remained stable over the years (9-10%). More than 50% of the 
residents in all years had been in prison before admission. Also the male-female ratio has 
been more or less constant: 7 to 3. During the years 1972-1976 there have been no 
residents from minority groups in the program. Since then the percentage rose to 17% in 
1983. 

There is a tendency to abuse more different drugs. In 1972-1974 an average of 2.87 
different drugs were used. In 1976: 3.77 and in 1983: 3.97. Over the years there have 
been considerable changes in the use of the problem drug which was most frequently 
used (see Figure ID.3.1). In 1972 the drugs preferred most were amphetamines, while in 
1983 opiates (heroin) were the most popular drugs. In the end of the eighties cocaine 
became a popular drug of abuse, also among opiate addicts. While 23% to 25% of the 
residents in 1972-1976 had also been using inhalants to sniff, such as glue or trichlorethy­
lene, this use dropped to 5%-9% in the period of 1978-1983. The use of hallucinogenics 
also dropped in the eighties. From 1976 methadone became more easily available through 
low threshold dispensaries from city health programs. Since that same year the average 
duration of the addiction before admission increased from 3 years in 1976 to 7 years in 
1983. A considerable change in the patterns of how drugs are used can be seen. Injecting 
drugs as the main way of using dropped from 65% in 1972-1975 to 47% in 1980-1983. 
Smoking (inhaling) the drug rose from 6% in 1972-1975 to 32-47% in 1980-1983 (table 
ill.3.4). 
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Fig. ID.3.1: Changes in problem drugs 
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Table ill.3.4.a: Trends at admission to Emiliehoeve; additional use 

Year Cannabis Cocaine Methadone 

1972-1974 89% 26% 

1975 80% 63% 

1976 67% 44% 

1977 61% 31% 

1978-1979 67% 40% 

1980-1981 73% 63% 

1982-1983 75% 72% 

Table ll.3.4.b: Trends at admission to Emilieboeve; main ways of use 

Year Injecting Smoking Sniffing 

1972-1975 65% 6% 6% 
1976-1977 54% 8% 22% 
1978-1979 39% 23% 21% 

1980-1981 46% 32% 20% 

1982-1983 47% 47% 6% 

Table ill.3.4.c: Trends at admission to Emilieboeve; poly drug use 

Year 

1972-1974 

1975 
1976 

1977 

1978-1979 

1980-1981 

1982-1983 

The sample of this study 

Average number of different substances 

2,87 
4,10 

3,77 

3,04 

3,40 

3,92 

3,97 

30% 

50% 

38% 

24% 

48% 

71% 

75% 

Swallowing 

24% 

16% 

17% 

3% 

0% 

For this research the frrst 250 frrst-time residents admitted to the Emiliehoeve Therapeutic 
Community since the stan of the program who were admitted for the first time were 
studied. These residents were admitted during the frrst five years after the program was 
founded. Re-admissions within six months after their departure were regarded as being 
part of the same admission. Re-admission after having been out of the program from 
more than six months were excluded from the study. 
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A comparison group was chosen from the Essenlaan therapeutic community in Rotterdam, 
consisting of a cohort of 90 residents admitted after the Essenlaan program had introduced 
a program modelled after the Emiliehoeve program (phase 4) in the period the psychianist 
who was the director of the Emiliehoeve program had also become the director of the 
Essenlaan program. The Essenlaan residents of this cohort were also first admissions. 

As a control (no treatment) two groups of persons were included that had made a choice 
to stop taking drugs and had been admitted to either the ambulatory induction program of 
the Emiliehoeve in The Hague, or to the inpatient induction program of the Essenlaan in 
the Detoxification Center in Rotterdam were included. These persons had discontinued 
their induction program and left before admission to the Emiliehoeve or Essenlaan. The 
persons of this group were called 'non-admittants'. 

Persons with drug problems that were not clearly addicted to hard drugs (amphetamines 
and/or opiates) and/or alcohol were excluded from this study. Persons who were admitted 
to the therapeutic community program for other problems (mainly psychiattic ones) than 
addiction to hard drugs or alcohol, or for psychiattic problems, were also excluded. 
Persons with incomplete records at admission (or intake in case of the non-admittants) 
were excluded as well. 

Persons transferred to the Emiliehoeve or Essenlaan from another therapeutic community, 
or persons who were transferred for further treatment from these therapeutic communities 
to other therapeutic communities, were also excluded. 

Of the Emiliehoeve sample, twelve persons were excluded because the reason for their 
admission had not been an addiction to hard drugs or alcohol. Eleven persons were 
excluded because they had been transferred to the Emiliehoeve from another therapeutic 
community (such as the Essenlaan or the Breegweestee) or because they were transferred 
from the Emiliehoeve to another therapeutic community before they had finished their 
treatment. 

Of the remaining 227 persons, 172 had been interviewed in a follow-up interview at least 
once after they had left the program. This is a response percentage of 75.8%. Of the 
Essenlaan group 67 persons could be inc! uded in the comparison group of 90 cases; the 
majority of the exclusions (like in the Emiliehoeve no addiction to hard drugs and/or 
alcohol, transferrals to and from other therapeutic communities and incomplete records at 
admission) being incomplete records. Of these 67 residents, 47 were interviewed in a 
follow-up interview, a response percentage of 70.1 %. Of the control groups of non­
admittants 49 clients were interviewed at the ambulatory induction center of the Emilie­
hoeve; 32 of them could be traced for a follow-up interview (65.3%). Fourteen clients 
were interviewed at the in-patient induction center of the Essenlaan; 12 of them could be 
traced for a follow-up interview (85.7%). The two non-adrnittants groups did not differ 
significantly in their response rate. Both groups were pooled, resulting in a group of non­
admittants of 63 clients of which 44 were receiving a follow-up interview. a response rate 
of 69.8%. 

The differences in response rates between the Emiliehoeve (EH) and Essenlaan (ES) and 
the non-admittants (NA) groups were not siguificant. (see table ill.3.5). 



174 Pan Ill. Treatment outcome 

Table ID.3.5: Response rate 

N-total N-follow-up Response rate 

EH 227 t72 75.8% 

ES 90 67 70.1% 

NA 63 44 69.8% -----------------------------------------------------------------------------------------
Total 357 263 73.7% 

The Emiliehoeve residents had been treated in the first six phases in tile development of 
tile program. For this study tile sitll phase ended on tile day after tile 250 first admitted 
resident entered the tllerapeutic community. This means that tile residents of the sample 
who arrived last belonged to subsequent phases. Eighteen persons could not be attributed 
to the 6th phase, because they left after August 20tll 1977, tile last day of phase 6, and 
also spent less than 75% of their total time in program in phase 6. Of tile total study 
sample (N=227), 209 clients could attributed to one of the six Emiliehoeve phases. 

The response rates for tile six Emiliehoeve phases are shown in table lll.3.6: 

Table ID.3.6: Response rate in different EH phases 

Phases 

2 

3 
4 

5 

6 

Percentages 

46.2% ( 6 out of 13 persons) 

79.2% (19 out of 24 persons) 

73.9% (17 out of 23 persons) 

75.4% (43 out of 57 persons) 

78.2% (43 out of 55 persons) 

73.0% (27 out of 37 persons) 

These differences in response rate were not significant. 

Also, between tile two groups of non-adrnittants tllere was no siguiflcant difference in tile 
response rate; tile response rate for tile outpatient groups was 65.3% (32 out of 49 clients) 
for the inpatient groups 85.7% (12 out of 14 clients). 

Demographic background and drug history data of the sample 

In tills section the differences between tile Emiliehoeve (EH) clients (N=227), tile 
Esseulaan (ES) clients (N=67), and the non-adrnittant group (NA) will be described and 
evaluated. 
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Sex 

Of all clients 111 are female (31.1%) and 246 male (68.9%). In the EH-group were 
70.0% male clients, in the ES-group 58.2% and in the NA-group 76.2%. 
There was no significant difference in the male/female ratio between the different groups 
(F ratio~ 2.7; df~2; p~.07). However, a trend towards more females in the ES-group was 
found. This could be related to the fact that the therapeutic community director of the 
Essenlaan program was a woman and this seemed to attract more women clients that the 
Emiliehoeve therapeutic community, which had male directors. 

Ethnic groups 

The majority of the respondents were white (86.5% ). The minority included mixed 
european-asiatic background (7.6%), some of Asian (2.3%) or black (2.5%) or other racial 
groups (1.1 %). There was no significant difference in ethnicity between the EH, ES or 
NA-groups (white resp. 86.8%, 86.1% and 85.7%). 

Age at admission or intake 

The mean age at intake of all persons in the sample was 23.4 years (standard deviation: 
5.70). The difference in mean age of the EH (23.25), ES (22.72) and NA (24.78) groups 
was not significant. 

Social Class 

Social class was measured considering the family situation, profession of the father and 
educational possibilities. The subjects of the sample were divided in high, middle and 
lower social class. Of the total sample 6.4% were from higher social class background 
against 62.5% from middle and 31.1% from lower class. The difference between the three 
groups was not significant. When higher and middle class subjects were combined, 69% 
of the total sample can be included in this group. For the EH-group 69.9% were of higher 
and middle class and for the ES-group 64.6% (no significant differences). 

Work situation at intake 

Most clients of the sample were unemployed (90.0%). The percentage of being employed 
is somewhat higher in the NA group (16.7%) than in the EH (8.6%) and the ES (10.4%) 
group. The difference is not significant. 

Convictions for criminal behavior 

Of all subjects 40.1% was ever convicted (before and during the period of abuse). The 
percentages are 42.4% for the EH-group, 34.8% for the ES and 38.3% for the NA (no 
significant differences). 
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Detention 

Of all subjects 27.5% had been detained in prison before admission. The differences 
between the groups (EH 29.2%; ES 21.2%; and NA 28.3%) are not significant. 

Contacts with police related to drug abuse without being convicted 

Of all subjects more than half (55.6%) had previous contacts with the police related to 
their drug abuse without being convicted. For the three groups the percentages were for 
the EH 56.6%; the ES 55.3%; and the NA group 51.3%. Again no significant differences 
were found. 

Number of admissions for treatment in general hospitals, crisis centers or other clinics for 
problems related to the addiction 

The mean number of admission for treatment related to the addiction was for the total 
sample 1.37 (standard deviation 1.84). By analyzing the 95% confidence intervals it was 
found that the minimal mean number of admissions for the EH-group (1.37) was higher 
than the mean minimal number for the ES group (1.01). The mean numbers of admissions 
in the three groups were: 0.7! (s.d.=l.21) for the EH-group; 1.64 (s.d.=l.93) for the ES­
group; and !.!9 (s.d.=l.93) for the NA-group. 

Suicide attempts 

For the total group 42.8% had tried to commit suicide at least once before intake. The 
differences in percentages between the three groups were not significant (EH 45.0%; ES 
38.3%; NA: 31.8%). 

Highest attained education 

For most of the clients of the total sample. the highest attained and finished education 
was at a lower elementary school and lower technical education level. For 27.8% the 
highest level was high school and for 3.0% university or high level professional training. 
Between the groups the differences were not significant. 

Age of onset of daily use 

Of the total population the mean age of onset of daily use of any hard drug was 17.51 
year (standard deviation: 3.37). There was hardly any difference between the groups in 
this mean age: !7.52(EH). 17.40(ES). 1757(NA). 
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Length of daily use 

For the total sample the mean age for daily use of hard drugs was 5.77 years (standard 
deviation 4.42). For the three groups there was hardly any difference in the mean number 
of years of daily use: 5.82(EH). 5.72(ES and 5.50(NA). 

Problems with the use of opiates and amphetamines 

More than half of the subjects in the total sample had problems with the use of opiates at 
intake (55.3%). The percentage of persons with opiate problems is higher among the NA­
group (71.1 %) than in the EH-group (52.9%) or ES-group (54.0%) The differences 
however are not significant. (F-ratio=2.2; df=2; p=.ll). 

Of all subjects 5.3% had problems with the use of amphetamines, compared with 18.0% 
of the Essenlaan and 41.0% of the NA-group. (F-ratio=20.0; df=2; p<.001). The Sheffe's 
procedure also indicates a significant difference between EH-group compared with the ES 
and NA-group (p<.05). Also the prevalence of amphetamine problems is higher in the 
NA- group than in the ES-group. A possible explanation for the low prevalence of clients 
with amphetantine problems in the ES-group can be the fact that the Essenlaan program 
had been started in 1990 as a methadone clinic for opiate addicts only. The Essenlaan 
sample is drawn from the f'rrst years after the program had been changed in 1974 from an 
inpatient methadone clinic into a drugfree therapeutic community. Another possible 
explanation could be the difference in the years of adntission of the clients. In the first 
years of the Emiliehoeve program, amphetamines were the most popular drugs of abuse in 
the drug scene in the Netherlands. From 1974 opiates were replacing amphetamines as the 
most popular drug in the scene. 

However after applying an analysis of variance by controlling the differences in the 
prevalence of amphetamines problems in the three groups and controlling for the date of 
the intake interview, the difference between the EH-group, the ES-group and the NA­
group, remains significant (F-ratio=l2.8; df=2; p<.OOl). Therefore, the history of the 
Essenlaan program as a treatment center for opiate addicts seems to be the most probable 
explanation for the difference. 

Alcohol problems 

A quarter of all subjects had alcohol problems at intake. Between the EH, ES and NA­
groups no significant difference was found (EH 26.9%; ES 23.5%, NA 22.5%). 

Summary overview of the comparison of the background data and drug history of the 
three groups 

Comparing demographic background and drug use histories, there were only significant 
differences found in the prevalence of amphetamine problems. In the EH-group signifi­
cantly more subjects were having problems with the use of amphetamines than clients of 
the ES-group. Also the prevalence of amphetamine problems in the NA-group was higher 
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that in the ES-group. A possible explanation is that the Essenlaan program has been an 
inpatient methadone clinic for opiate addicts, before it changed into a dmg free therapeu­
tic community and therefore may have attracted less persons with amphetamine problems 
at the time of the study. 

Clients form the Emiliehoeve group had more previous hospitalization than those in the 
other groups. A possible explanation might be the fact that the Emiliehoeve is part of the 
organization of the psychiatric hospital Bloemendaal and may receive therefore more 
clients who had been hospitalized in a general psychiatric hospital or psychiatric crisis 
center. 

On all further dmg history data, such as age at onset of daily use, length of daily use, 
alcohol problems and suicide attempts no significant differences between the two groups 
were found. On all demographic background data such as, sex, age at intake, ethnic 
group, last finished education, social class and work situation at intake no significant 
differences were found. There were also no significant differences found in the criminal 
background between the three groups. 

Differences between the Emiliehoeve and the Essenlaan group 

Investigated were differences indicating the holding power of the two programs by 
looking at the total time spent in the program (TIP), early drop-outs. and graduates. 

Retention 

The time spent in the program by EH and ES residents is measured in days. A difference 
between the Emiliehoeve and Essenlaan groups was that the Emiliehoeve residents in 
almost all cases entered through an ambulatory induction center while the Essenlaan 
group almost exclusively entered the program from the in-patient program at the detoxifi­
cation center in Rotterdam1 

ln table ill.3.7 an overview is given, based on all residents of the EH and ES therapeutic 
communities in this study (see table ill.3.7). 

1 In a pilot study of a subsample of the Emiliehoeve group this group was compared with a group of 
Emiliehoeve clients that were admitted after the detoxification center 'de Weg· was opened in 1980. A 
trend was found that the last group had less early drop-.outs. 
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Table ID.3.7: Retention rates all clients Erniliehoeve and Essenlaan 

Time in program Emiliehoeve Essenlaan 
(in days) 

1 • 13 83.3% 79.1% 
14. 30 75.8% 73.1% 
31 • 60 67.4% 70.1% 
61 • 90 54.6% 58.2% 
91 • 120 50.2% 53.7% 

121 • 150 44.5% 53.7% 
151 -180 38.8% 47.8% 
181 • 210 36.6% 43.3% 
211.240 34.4% 40.3% 
241 • 270 32.2% 35.8% 
271 -300 30.8% 28.4% 
301 - 330 29.5% 26.9% 
331 - 360 28.6% 26.9% 
361 - 390 28.2% 20.9% 
391 - 420 26.9% 19.4% 
421 • 450 26.0% 17.9% 
451 • 480 23.8% 16.4% 
481 • 510 22.5% 13.4% 
511.540 20.3% 11.9% 
541 • 570 19.8% 7.5% 
571 • 600 19.4% 6.0% 
601 - 630 18.9% 6.0% 
631 - 660 18.0% 6.0% 
661 - 690 18.5% 6.0% 
691 • 720 17.6% 4.5% 
721 • 750 17.2% 1.5% 
751 • 780 16.7% 1.5% 
781.810 16.7% 1.5% 
811-840 16.7% 1.5% 
841 • 870 16.3% 1.5% 
871 - 900 13.7% 1.5% 
901 • 930 12.3% 1.5% 
931 - 960 12.3% 1.5% 
961 - 990 11.0% 0.0% 
over 990 days 11.0% 0.0% 

mean days 288.39 224.96 
median days 121.00 168.00 
standard deviation 346.12 226.04 

In table III.3.8 a similar overview is given for those clients of the study who could be 
traced for a follow-up interview (see table III.3.8). 
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Table ill.3.8: Retention rates clients witb follow-up, Emilielloeve and Essenlaan 

Time in program Emiliehoeve Essenlaan 
(in days) 

1 - 13 87.2% 76.6% 
14- 30 81.4% 68.1% 
31 - 60 73.8% 63.8% 
61 - 90 61.6% 53.2% 
91 - 120 57.0% 48.9% 

121 - 150 51.7% 48.9% 
151- 180 45.3% 44.7% 
181-210 43.6% 38.3% 
211 -240 41.3% 34.0% 
241 -270 39.5% 31.9% 
271 - 300 37.8% 25.5% 
301 - 330 36.0% 25.5% 
331 - 360 35.5% 25.5% 
361 - 390 34.9% 21.3% 
391 -420 33.1% 19.1% 
421 -450 32.0% 19.1% 
451 - 480 29.7% 17.0% 
481 - 510 28.5% 14.9% 
511-540 25.6% 14.9% 
541 -570 25.0% 8.5% 
571 - 600 24.4% 6.4% 
601 - 630 24.4% 6.4% 
631 - 660 24.4% 6.4% 
661 - 690 23.8% 6.4% 
691 - 720 22.7% 4.3% 
721 - 750 22.7% 2.1% 
751 - 780 22.1o/o 2.1% 
781-810 22.1% 2.1% 
811-840 22.1% 2.1% 
841 - 870 21.5% 2.1% 
871 - 900 18.0% 2.1% 
901 - 930 16.3% 2.1% 
931 - 960 16.3% 2.1% 
961 - 990 14.5% 0.0% 
over 990 days 14.5% 0.0% 

mean days 345.99 214.28 
median days 155.50 109.00 
standard deviation 370.09 238.58 

The first overview is based on all 227 EH clients and 67 ES clients. The second one is 
based on the 172 EH clients and the 47 ES clients seen in the follow-up interviews. 

In Fig. ill.32 the retention curves for all residents in the sample of the rwo therapeutic 
communities shown are based on this information (see Fig. ill.3.2). 
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IFig. Ill.3.2: Retention Emiliehoeve and Essenlaan clients 
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From the retention curve can be seen that approximately 25% of the clients of the 
Emiliehoeve leave treatment within a month. After about four months the number of 
clients that remain in treatment is around 50%. The drop-out rate stabilizes at a low level 
around six months after admission. The retention curves in Figure ill.3.2 are similar in 
shape. The ES-curve however shows a somewhat stronger decline than the EH-curve after 
one year. The holding power of the Emiliehoeve program in the period of the study has 
been slightly greater than the holding power of the Essenlaan program. 

Time in program 

When all residents are compared, including those clients who were not seen at a follow­
up interview, we see the following (see table Ili.3.9): 
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Table ill.3.9: Time in program all clients Emiliehoeve and Essenlaan 

Mean TIP Median TIP N of clients 

EH 288.3 days 121.0 days 227 

ES 225.0 days 168.0 days 67 -----------------------------------------------------------------------------------------
EH + ES 273.9 days 132.0 days 294 

Based on 95% confidence interval, there is a difference in TIP for EH and ES clients. The 
minimum mean TIP for EH clients is here lower (241.1 days) than the maximum mean 
TIP for ES clients (280.1 days). The average TIP for all Emiliehoeve residents is not 
significantly different from all Essenlaan residents.2 

The time spent in the program (TIP) for clients of the sample who were seen at a follow­
up interview is as follows (see table lll.3.10): 

Table ill.3.10: Time in program clients with follow-up, Emiliehoeve and Essenlaan 

Mean TIP Median TIP' N of clients 

EH 346.0 days 155.0 days 172 

ES 214.3 days 109.0 days 47 -----------------------------------------------------------------------------------------
317.7 days 154.0 days 219 

Based on a 95% confidence interval, the minimum mean TIP for EH clients is higher 
(290.3 days) than the maximum mean TIP for ES clients (284.3 days). 

Early drop-outs 

Clients leaving the program within 14 days were considered as early drop-outs. They left 
before day 14, day 1 being the date of admission to the therapeutic community. The 
percentages for the two groups are for all clients in the study (see table lll.3.ll): 

2 Within the Emiliehoeve sample the question was raised if there was a seasonal influence on retention. The 
clients admitted between April 1 and June 30. and those admitted between October Land December 1 of 
the years 1977. 1978 and 1979 were compared for TIP. The difference was not significant. However. a 
trend could be seen that the mean TIP for persons admitted at the start of the Winter was longer than the 
mean TIP for persons admitted at the start of the Summer. Of the Summer group 65% had left the EH 
program before the 14th week: of the winter group this was 50%. 

3 A large group of clients leave the program within a short period. then there is a group in the mid range 
followed by a considerable number of clients staying rather long. Due to this. it makes more sense ro look 
at the median than at the mean TIP. The mean TIP divides the groups into two parts in order that 50% of 
the clients have a lower TIP and 50% of the clients have a higher TIP. 
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Table III.3.U: Early drop-outs (<14 days) ail clients Emiliehoeve and Essenlaan 

EH 

ES 

EH + ES 

16.7% 

20.9% 

17.7% 

There is a slight but not sigoificant difference (chi2=0.4; elf;!; !"".55).4 

Table ID.3.12: Early drop-outs (<14 days) clients with follow-up, Emiliehoeve and 
Essenlaan 

EH 

ES 

EH + ES 

12.8% 

23.4% 

15.1% 

There is a greater difference, however not sigoificant (chW=0.4; elf;!; p;.!2). 

Graduates 

183 

Of the total of 219 respondents who had been treated at the Erniliehoeve or Essenlaan 
who participated in a follow-up interview, 46 were graduates (21 %). There was no 
sigoificant difference between the EH (21 %) andES (14.9%) percentages. 

Clients of the frrst three phases of the EH program did not pass a graduation, as the re- · 
entry program had not yet been developed and the graduation ceremony had not been 
established. When clients of these phases of the Erniliehoeve are omitted, the percentages 
of graduates of the Erniliehoeve rises to 26.6% (36 of the remaining 135 clients). 

Contacts with parents 

Before admission 66.5% of the EH residents had at least once a month a face-to-face 
contact with at least one parent. For the ES residents the percentage was 76.6%. The 
percentage of the NA (non admittants) group was 62.5%. The differences were not 
sigoificant. (F-ratio;Q.6; df;2; p;.53). Of all three groups combined 67.6% of the persons 
had at least once a month a face to face contact with at least one parent. These percenta­
ges are referring to the last half year before the intake interview. 

4 Hendriks found in his study that Emiliehoeve residents sta.ying shorter than three months had a shorter 
employment history, less social problems. less drug problems and a higher treatment need for alcohol 
problems. Of persons with an antisocial personality disorder more than half had left the therapeutic 
community within three months compared with 28% of the persons without this disorder (based on DSM­
m diagnosis). Also persons with a diagnosis of panic disorder left treatment before three months in a 
higher percentage (72%) than persons without this diagnosis (38%; Hendriks, 1990). 
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Differences within the Emiliehoeve sample 

The phase of the Emiliehoeve. demographic background data and drug history 

Of the first six phases in the development of the Emiliehoeve (N=209) the background 
data and drug history were compared. There were no significant differences found in: sex. 
age and admission, ethnicity, last finished education, social class, work history, contacts 
with parents, drug abuse related contacts with police or arrests without being convicted, 
admissions to general hospitals, crisis centers or other clinic related to addiction problems, 
alcohol, opiate or amphetamine addiction as the main problem, onset of daily use and 
length of daily use, main mode of use. 

Only in the prevalence of suicide attempts and convictions for criminal behavior and 
prison detention, significant differences were found. Using the Student-Newrnan-Keuls 
procedure, a significant difference was found in the prevalence of suicide attempts 
between EH-phase 5 (64.2%) and EH-phase 2 (29.2%) and 3 (22.2%). (F-ratio=3.6; df=5; 
p<.O!; 18 missing values: N=l91). The percentage of clients ever convicted for criminal 
behavior is in phase 4 (60.0%), phase 5 (49.0%) and phase 6 (58.8%) significantly higher 
that the percentage clients from phase 2 (13.0%) and phase 3 (14.3%) using the Students­
Newman-Keuls procedure. (F-ratio=6.3; df=5; p<.001; 22 missing values: N=187). Also 
significant difference was found using the same procedure in prison detention. Significant­
ly more clients from phase 6 had prison detentions (47.2%) than clients from phase 2 
(4.2%). The clients from the different phases did not differ significantly in drug history 
and background date, except for the prevalence of suicide and criminal records that were 
higher among the residents admitted later in time. In the course of the years the Emilie­
hoeve population seems to have been more deviant. 

The Emiliehoeve phases and time in program 

For all Emiliehoeve clients in the sample (N=227) the mean TIP is 288.4 days (median: 
121.0). 

The time in program for all residents of the EH phases is (table m.3.l3): 

Table ID.3.13: TIP in different Emiliehoeve phases (all clients) 

Phase Mean TIP Median TIP Total N of clients 
(number of days) (number of days) 

1 87.9 55.0 13 

2 2212 134.0 24 

3 147.7 65.0 23 

4 217.3 69.0 57 

5 201.6 75.0 55 

6 479.3 210.0 37 
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Based on a 95% confidence interval, the minimum mean TIP for phase 6 (336.2 days) is 
higher than the maximum mean TIP of the other 5 phases (varying from 166.0 to 305.9 
days). 

For those residents who have been seen in a follow-up interviews the differences are 
(table ill.3.14): 

Table ill.3.14: TIP in different Emiliehoeve phases (clients with follow-up) 

Phase Mean TIP Median TIP Total N of clients 
(number of days) (number of days) 

1 133.8 77.0 6 

2 194.1 117.0 19 

3 170.5 65.0 17 

4 2622 109.0 43 

5 230.3 127.0 43 

6 625.4 875.0 27 

Based on a 95% confidence interval, the minimum mean TIP for phase 6 (461.8 days) is 
again higher than the maximum mean TIP of the other 5 phases (varying from 265.7 to 
361.7 days). 

For all Emiliehoeve clients in the sample, that were seen in a follow up interview 
(N=172) the mean TIP is 346 days (median:155.5). The long TIP of phase 6 is related 
with emphasis in changing the program from a rigid system to a more flexible approach. 
Another explanation for differences in TIP is that residents from phase 1 and 2 were not 
having a separate re-entry program after their treatment in the community and residents of 
phase 3, although temporarily living in a re-entry house, did not yet have a fully 
established re-entry program. From phase 4 the residents were able to follow a defmite re­
entry program that was endiog in a formal graduation. So from phase 4 the treatment 
program had rwo different parts: the therapeutic community and the re-entry program both 
lasting at least approximately 15 months. 

Early drop-outs 

Within the Emiliehoeve there was no significant difference in early drop-out (within 14 
days) berween the first 6 phases, although the drop-out rate was clearly the highest in 
phase 1, the least structured phase (table ill.3.15). 
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Table ID.3.15: Early drop-outs in different Emiliel!oeve phases (all clients) 

Phase Early drop-out rate 
N =209 

1 30.8% 

2 12.5% 

3 26.1% 

4 19.3% 

5 16.3% 

6 13.5% 

For all Emiliehoeve clients in the sample the early drop-out rate is 18.2%. 

When we look at the early drop-out rates of those who were seen at a follow-up inter­
view, the differences are also not significant. However the early drop-out rate of clients 
from phase 6 is here only 3.7%. Of the 6 phases together. the early drop-out rate is 
14.2%, as follows (table ill.3.16): 

Table ID.3.16: Early drop-outs in different Emiliehoeve phases (clients with 
follow-up) 

Phase 

1 

2 

3 

4 

5 

6 

Graduates 

Early drop-out rate 
N = 155 

16.7% 

10.5% 

17.6% 

16.3% 

18.6% 

3.7% 

The percentages of graduates of the different phases are (table ill.3.17): 
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Table ID.3.17: Graduates in different EH phases 

Phases Graduates 

1 0.0% ( 0 of 6 clients) 

2 0.0% ( 0 of 19 clients) 

3 0.0% ( 0 of 17 clients) 

4 11.6% ( 5 of 43 clients) 

5 11.6% ( 5 of 43 clients) 

6 48.1% (23 of 47 clients) 

In the first 3 phases there was no formal graduation at the end of the program. 

P anicipation of parents in parent groups 

Parents from phase 2 onwards were invited to come to parent-groups. These parent groups 
started about half-way in the second phase. When we look at differences in parent 
participation of clients who had been at least three months in the program. we can see the 
following (table ill.3.18): 

Table ID.3.18: Parent participation in different Emiliehoeve phases; all clients 

Phases 

2 

3 

4 

5 
6 

Subsequent phases 

Graduates 

25.0% ( 4 of 16 clients) 

55.6% ( 5 of 9 clients) 

58.3% (14 of 24 clients) 

46.2% (12 of 26 clients) 

53.8% (14 ol26 clients) 
83.3% (15 of 18 clients) 

There is no significant difference between the phases. Of all clients from phase 2 in the 
sample 53.8% had at least one parent who participated in a parent group. 

For those clients who were seen in a follow-up interview. the parent participation in the 
different phases was (table ill.3.19): 
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Table ID.3.19: Parent participation in different Emilielloeve phases; clients with 
follow-up 

Phases Graduates 

1 16.7% ( 2 of 12 clients) 

2 71.4% ( 5 of 7 clients) 

3 59.1% (13 of 22 clients) 
4 47.8% (11 of 23 clients) 

5 63.6% (14 of 22 clients) 

6 82.4% (14 of 17 clients) 
Subsequent phases 57.3% (59 of 103 clients) 

Also here the differences between the phases are not significant, although the maximum 
percentage of phase 2 (41.4%) is lower than the minimum percentage of phase 6. That 
participation in phase 2 was lower can be explained by the starting of parent groups 
approximately in the middle of this phase. 

Comparison of the follow-up residents and the persons not interviewed in the 
follow-up 

Between the respondents interviewed at the follow-up interview that took place at least 
180 days after leaving the program and the subjects who were not seen in the follow-up, 
there were no sigoificant differences in background and drug history data of their first 
intake interviews when compared for sex, ethnic group, age at intake interview, social 
class, work-siruation at intake interview, contacts with police related to drug abuse 
without being convicted, suicide-attempts before the intake interview, last finished 
education, age of daily use onset, length of daily use, problems with use of opiates or 
alcohol problems. 

There was, however. a significant difference in convictions for criminal behavior of those 
who were seen at follow-up: 34.7% had been convicted compared with 56.0% of the 
subjects not interviewed in the follow-up (chi2;3.3; df;1; p;.QQ1). The percentages of any 
detention before intake was higher (35.6%) among those who had a follow-up interview 
(24.7%) (chi2=3.3; df=l; p=.07). 

Lastly the amount of admission for treatment related to the addiction in a general hospital, 
crisis center or other clinic in relation to their addiction was higher (1.67; standard 
deviation: 2.21) for those not interviewed than for those who had a follow-up interview 
(1.28; standard deviation: 1.71). 

Thus, the subjects who could not be traced for a follow-up interview or who had refused 
to take part, differ from those who were seen in a follow-up interview only in having had 
a more criminal background and having received more often previous inpatient hospital or 
crisis center admissions in relation to treatment for their addiction. 
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As seen above, the clients seen at follow-up were in only a few aspects different from the 
clients not seen at follow-up, regarding background data and drug history. There was a 
considerable difference in lime spent in the treatment program. Based on a 95% confiden­
ce interval it can be seen that the mean minimal TIP for clients, included in the follow-up 
(mean minimum TIP=27Ll days), mean TIP=317.7 days; N=219) is higher than the mean 
maximum TIP for clients not included in the follow-up (mean maximum TIP=l86.9 days; 
mean TIP=l46.1 days). 

When we compare the early drop-out rate, we see for all clients (N=294) of the Emilie­
hoeve and Essenlaan combined an early drop-out rate of 17.7%. The early drop-out rate 
of the clients who could be included in the follow-up (N=219) is lower: 15.1 %. Oients 
who spent more time in the treatment program~ apparently could be traced more easier for 
a follow-up interview. 

Of all clients 14.9% had no contact at all with at least one parent, 67.6% at least once a 
month, the remaining 17.4% had some contact but less than once a month. Of the clients 
included in the follow-up 71.3% had at least once a month a contact with at least one 
parent, of those without a follow-up interview, only 58.2% had at least once a month a 
contact with at least one parent. The difference is not significant. However there is a trend 
that persons included in the follow-up had some more contact with parents than clients 
who were not interviewed at a follow~up. 

Time of interviews 

The frrst resident of the Emiliehoeve sample was admined on the date the program started 
(February 14th 1972); the last resident being the 250th admission, on August 19th 1977. 
The first resident of the Essenlaan cohon was admitted on March 20th 1974. All first 
admissions of the Essenlaan being admitted since that date were included in the cohort. 
The last one was admitted in December 25th 1977. Non-admittants interviewed at the 
ambulatory inductioncenter in The Hague were seen between November 1st 1978 and 
May 14th 1980 (start of the detoxification center De Weg). The non-adrnittants intervie­
wed at the detoxification center Heemraadssingel in Rotterdam were seen between 
November 11th 1978 and September 30th 1979. As the non-admittants had been intervie­
wed in a later period than the intake of the subjects admitted to either the Emiliehoeve or 
Essenlaan group, the follow-up interviews could ta.'<e place largely during the same years 
for all groups after the subjects had been exposed after treatment of intake only for at 
least 6 months. The follow-up interviews were only repeated for Emiliehoeve clients for a 
second and third lime and only for those who had been successful according to the 
chosen criteria at the frrst follow-up. 

Time between follow-up interview and date of leaving the program or of the intake 
interview in the case of the non-admittants (the "Time Out of Program") 

The "Time Out of Program" (TOP) is only applicable for those subjects who were seen at 
a follow-up interview at least 180 days since they left either the Emiliehoeve or the 
Essenlaan therapeutic community. The mean TOP for the Emiliehoeve clients in the 
sample is: 710 days, the median being 535 days (between the day they left the program 
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and the date of the first follow-up). So the mean TOP was 1.9 years and the median TOP 
around one and a half year. The mean TOP for the Essenlaan clients in the sample is: 
1090 days, the median being 958 days. So the mean TOP of the follow-up for the 
Essenlaan cohort was around two and a half year. The TOP of the Essenlaan clients was 
significantly higher than the TOP of the Emiliehoeve clients. The minimal mean TOP of 
the Essenlaan clients (851 days) is higher than the maximal mean TOP for Emiliehoeve 
clients (791 days). The time between the intake interview and the follow-up interview of 
the non-admittants is intermediate (mean: 855 days; the median being 804 days) and is 
not significantly different when compared with the TOP of either the Emiliehoeve or the 
Essenlaan group. The mean time between the intake interview and the first or only 
interview of all respondents (N=263) and the follow-up interview is 802 days, the median 
being 606 days. The successful Emiliehoeve clients at the frrst follow-up were reintervie­
wed at an average TOP of 2 years and nine months at the second follow-up and at an 
average of five years at the third follow-up. 
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CHA!'TER4 

RESULTS: SUCCESS OF TREATMENT 

In this chapter a description is presented of the treatment outcome results using two 
criteria: success since leaving treatment and success for the last half year. Comparisons 
are presented on the criteria of program groups and non-admittants to treatmenL This 
analysis has been conducted on a total sample of 263 respondents who had completed a 
follow-up interview. Those respondents who had not completed a follow-up interview 
have been omitted from analysis. In general, three groups are compared: Emiliehoeve 
(EH) clients, Essenlaan clients (ES) and Non-Admittants (NA). The NA-group consists of 
two subgroups of persons visiting the outpatient induction center who did not enter the 
therapeutic community and persons admitted to an inpatient detoxification center and also 
did not enter the therapeutic community after participation in the induction program. In 
addition, a survival analysis is presented at the end of the chapter of the long-term follow­
up of the EH clients who were successful at the time of the follow-up interview. Because 
we were interested in those clients who had no long-term relapse, only the criterion of 
success since leaving treatment was used in this survival analysis. 

Overdoses and suicides 

At the time of the third follow-up of the original sample of Emiliehoeve clients (N;227) 
12 persons have been reported death. As information from the official death registration 
can not be obtained, this is the minimal amount of deaths within a period of five to ten 
years since the clients left the program. Of the 12 persons 11 were male, 7 died of an 
overdose of drugs, 4 had committed suicide and one died of an accident related to alcohol 
abuse. Of the Essenlaan sample 7 persons, 6 of them men, have been reported dead. 

General success percentages 

Success since leaving treatment 

In terms of the criterion of success since leaving treatment 25.5% (67 of 263) clients can 
be classified as successful Significant differences have been found between the groups 
(Chl2;14.4; df;2; p<.OOl). For the EH-group, the highest success percentage has been 
found; 32.0% (55 of 172). The ES-group had a success percentage of 21.3% (10 of 47). 
The NA-group had the lowest total success percentage of 4.5% (2 of 44). Between the 
two NA-subgroups no significant difference has been found (see table ill.4.1). 
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Table ID.4.1: General successes; all clients witll follow-up 

Total EH ES NA 
N =263 N = 172 N =47 N =44 

N Success 67 55 10 2 

In percentages 25.5% 32.0% 21.3% 4.5% 

Because of heterogeneity of variances, an analysis of variance is not appropriate. 
However, it is interesting to note that on the basis of a 95% confidence interval for the 
mean success percentages of the groups, the minimal mean success percentage of the EH 
group (24.9%) is higher than the maximum mean success percentage of the NA-group 
(10.9%). 

Conclusion 

Of all residents admitted for the first time to the Emiliehoeve, 32% could be classified as 
successful using snict criteria for successful outcome when seen at the first follow-up. Of 
the Essenlaan residents seen at the follow-up interview, 21.3% were successful according 
to the same criteria, while only 4.5% of the non-admittants could be classified as 
successful at the follow-up interview. 

Success in last half year before interview 

The criterion of success in the last half year is less snict than the criterion of success 
since leaving the program. In terms of this criterion, 43.3% of the respondents (114 of 
263) presented success. By means of a variance analysis employing the Student-Newman­
Keuls procedure, significant dliferences can be found between each of the program-groups 
and the NA-group (F=6.2; df=2; p<Ol). No significant differences between the EH-and 
ES program groups exist in success in the last half year. The percentages of success are 
49.4% (85 of 172) for the EH-group, 42.6% (20 of 47) for the ES-group and 16.1% (10 
of 62) for the NA-group (Chi2=20.95; df=2; p<.00)1 (see table ID.4.2). 

1 Note that the N of non-admittants used as a percentage base is 62 instead of 44. This discrepancy is 
because 18 additional cases have been included in this base that had a follow-up measurement. but had 
incomplete records at in-take. It was decided to nonetheless include these cases in this analysis because it 
provided a more conservative base for group comparisons since all of these 18 cases were failures on 
follow-up. 
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Table ID.4.2: Success half year before interview; all clients with follow-up 

Total EH ES NA 
N = 263 N = 172 N =47 N = 62 

N Success 114 85 20 10 

In percentages 43.3% 49.4% 42.6% 16.1% 

By means of a Scheffe test, the differences between the EH-group and the NA-group can 
be confirmed as the most pronounced on the success in the last six months criterion. 

Of the 196 unsuccessful respondents classified by the stricter criterion of success since 
leaving treatment, 24% (47) did indeed have success in the last half year before the 
interview (see table m.4.3). 

Table ID.4.3: Success half year before interview; of failures at follow-up 

Total EH ES NA 
N = 196 N = 117 N =37 N = 60 

N Success 47 30 10 8 

In percentages 24% 25.6% 27 13.3% 

However, no significant group differences have been found on the success in the last half 
year criterion. However, an interesting trend can be observed indicating that the program 
groups had a higher success in the last six months than the NA-group. That is, 25.6% of 
the unsuccessful EH-group (30 of 117) and 27% of the unsuccessful ES-group (10 of 37) 
are successful on the last six months criterion while only 13.3% of the NA-group (8 of 
60) show success on this criterion. 

Conclusion 

Almost half of the frrst admissions at the Entiliehoeve 49.4% had no relapse in hard drug 
use or alcohol abuse in the half year before the frrst follow-up interview. For the 
Essenlaan residents this was 42.6% and for the non-ad:mittants 16.1 %. Of those Entilie­
hoeve and Essenlaan residents who were classified as unsuccessful in this follow-up we 
see a higher success in the last half year before the interview than among the unsuccessful 
non ad:mittants (25.6% of the unsuccessful Entiliehoeve group, 27% of the Essenlaan 
group and 13.3% of the non admittants group). 

Cofactors of success 

In defining success, a number of factors may be theoretically considered to function as 
indicators. Thus, employment, school, income, suicide, alcohol problems, "problem" drug 
and social (e.g. sports, clubs, youth center, hobbies and museum activities) variables have 
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all been considered success criterion in evaluation studies. The inclusion of these factors 
in the outcome measures adds new problems for analysis because baseline measures need 
to be compared with the outcome scores to determine a true value for success. 

A cross-tabular analysis and Chi2 test of the relationship between the work and/or school 
situation before or at in-take and at the time of the follow-up of the sample shows no 
significant differences. When these relationships were compared within program and NA­
groups no significant differences are also found. Comparing the work and school situation 
after treatment between groups did however yield significant analysis of variance results 
(F=85; df=2; p<.001). Table ill.4.4 presents the raw counts and percentages of those 
respondents that worked at follow-up with those who did not by EH, ES and NA groups. 
The percentage of the EH-group who worked or went to school is (58.5%) is significantly 
higher than the NA-group (25.0%) as determined by a Scheffe test. The differences 
between the ES and NA groups are not significant by the Scheffe procedure, but are 
significant by the less stringent Student-Newman-Keuls test. Controlling for time out of 
program had no significant effect on these relationships (F=7.8; df=2; p<.01). 

Table ID.4.4: Work situation at follow-up 

Work or school No work or school Total 

Emifiehoeve 
. 

100 71 171 
(58.5%) (41.5%) (100%) 

Essenlaan 22 25 47 
(46.8%) (53.2%) (100%) 

Non-admittants 11 33 44 
(25.0%) (75.0%) (100%) 

Total 133 129 262 
(50.8%) (49.2%) (1 00%) 

. 
= in one case unknown 

The relationship between success and the work or school situation at the time of the 
follow-up is very strong (Chi2=39.2; df=2; p<.01). 83.6% (56 of 67) of the successful 
respondents are working or in school while only 39.5% (77 of 195) unsuccessful 
respondents are working or in school. This relationship holds up for both the EH 
(Chi2=2l.9; df=2; p<.001) andES (Chi2=9.7; df=2; p<.01) groups. The total success and 
work percentage for the sample is 21.3% (56 of 263). For the EH-group tltis percentage is 
26.7% (46 of 172). As confirmed by a paired t-test (t=3.07; df=l71; p<.01), the work and 
school situation had a significant relationship with the success percentage. This significant 
relationship is also found in the ES-group where the work and school percentage is lower 
at 19.1% (9 of 47). In comparison to the NA-group, both the EH and ES groups have a 
significantly higher success and work percentage such that from a 95% confidence 
interval that the minimal success and work percentage from both EH (20.1 %) and ES 
(7.5%) is higher than the maximum success and work percentage of the NA grcup (6%). 

In terms of sources of income there exists significant differences between the EH, ES and 
NA groups in the percentages that receive a social security payment (F=5.0; df=2; p<.Ol). 
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Through a Scheffe procedure, the 49.7% (85 of 171) of the EH group receiving social 
security is significantly lower than the 75.0% (33 of 44) receiving social security in the 
NA group. At 61% (29 of 47) the ES group lies in between and not significantly different 
from the two other groups. This relationship still holds when controlling for TOP by an 
analysis of covariance (F=4.3; df=2; p<.05). Comparing the percentages receiving a social 
security payment before and after treatment shows a significant improvement for the EH 
group with 63.5% receiving a payment before adntission and 47.8% after leaving the 
program (paired t-test t=1.41; df=24; p<.17; 22 missing cases). A similar trend shows for 
the ES group and to a far lesser degree with the NA group but these differences are not 
statistically significant. 

In terms of suicide attempts, a significant difference is reported between the respondents 
before and after treatment (paired T-test; t=6.24; df=210; p<.001) (see table ill.4.5) 

Table ID.4.5: Suicide attempts 

Before admission 
at intake interview 

After admission at 
1st follow-up 

EH 
41.7% 

15.3% 

ES NA 
39.3% 35.0% 

10.7% 30.0% 

Before the program (e.g. at intake interview) 40.8% (86 of 211) of the sample had 
attempted suicide at least once in their life. At the time of the follow-up. the percentage 
of attempts after the initial interview drops to 16.1% (34 of 211). This relationship holds 
within the EH group where 41.7% (68 of 163) reported suicide attempts before treatment 
and 15.3% after (25 of 163; t=5.85; df=162; p<.OOl) as well as within the ES group 
where 39.3% (11 of 28) reported suicide attempts before treatment and 10.7% after (3 of 
28; t=2.83; df=27; p<.Ol). In strong contrast, for the NA group there were no significant 
reported differences between suicide attempts at the intake interview and at the follow-up. 
Moreover, there is no significant relationship between suicide attempts before the intake 
interview and at the follow-up indicating that a ''suicide-prone" client characteristic factor 
is not contaminating the significant relationships. 

A significant relationship is found between success and suicide attempts (Chi2=12.1; 
df=l; p<.001). Of the successful respondents 3.0% (2 of 66) had attempted suicide after 
treatment while the prevalence among the unsuccessful is much higher at 23.1% (45 of 
195). For the EH group, the relationship holds with the unsuccessful respondents reporting 
a prevalence of suicide attempts at 21.4% (25 of 171) while the successful respondents 
only report a 3.7% prevalence (2 of 171) (Chi2=7.4; df=l; p<.Ol). However, for both the 
ES and NA groups no significant relationship exists. This relationship is also confirmed 
by comparing the "no suicide and success" percentages. Based upon a 95% confidence 
interval, the minimum EH percentage of 23.4% is higher than the maximum NA 
percentage of 10.9%. The percentage of ES lies in between. In closing, the influence of 
the requirement that a respondent has not undertaken a suicide attempt on the success 
percentage is not significant. 
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Over one-third of the total sample (38.0%; n=263) have had problems with alcohol since 
leaving the program or intake interview for the NA group. Of these respondents 14% (14 
of 100) repon exclusively alcohol problems at admission, 11% (11 of 100) repon 
problems with both alcohol and drugs, 46% (46 of 100) repon only drug problems and 
29% (29 of 100) the problematic substance cannot be determined. The percentage of 
alcohol problems since leaving treatment is significantly lower for the EH group (28.5%) 
than for the ES (57.4%) and NA (54.5%) groups (F=l0.3; df=2; p<.OOl; Scheffe 
procedure). The percentage of respondents that have been estimated as unsuccessful 
exclusively because of their alcohol misuse is relatively low at 3.8% (10 of 263). The 
group breakdowns are also low including: EH at 1.2% (2 of 172); ES at 10.6% (5 of 47) 
and NA at 6.8% (3 of 62). The higher percentage of the ES group that are unsuccessful 
because of their alcohol misuse is confirmed through a confidence interval analysis at 
95% (see table ill.4.6). 

Table ill.4.6: Not successful at follow-up due to alcolliol 

Total 
N =263 

No succes due 1 0 
to alcohol (3.8%) 

EH 
N = 172 

2 
(1.2%) 

ES 
N =47 

5 
(10.6%) 

NA 
N =44 

3 
6.8% 

Of the total sample of 263 respondents with a follow-up 9.9% (n=26) were known to 
have exclusively alcohol problems at the intake interview. The group differences show 
that EH had most of these respondents (69.2%; n=l8) with ES (15.4%; n=4) and the NA 
(15.4, n=4) at the same leveL Of the total of these alcoholics, 26.9% (n=7) can be 
described as a success while 73.3% (n=l4) continued with their alcohol problems. Five 
cases were classified as unsuccessful. None of these had substituted "hard drugs" (heroin, 
methadone, opiates, amphetantine, hallucinogens, cocaine) for their earlier alcohol 
problem. Rather, the unsuccessful cases had used "soft drugs" (barbiturates, sleeping pills, 
tranquillizers or cannabis) since leaving treatment One of these cases had used sleeping 
pills one time a week or more (but not daily) and one person reponed the same pattern 
for cannabis. Two other cases had been seen by a crisis center and one had an introducti­
on interview to be readmitted to the therapeutic community. For two of these cases, 
enrolment in a drug-free therapeutic community occurred and one case had been placed in 
a psychiatric hospital. 

The self-reponed "problem drug" of the client at the time of in-take has also been 
measured. Of the 172 EH clients with a follow-up, 25.6% (n=44) mentioned alcohol as 
their problem drug. More than half (55.2%; n=95) had problems related to opiates and 
two-thirds (67.4%; N=ll6) reponed problems with amphetantines. No significant 
differences or interactions were found between the problem drug classes and success. An 
identical analysis on the ES clients yielded similar results. Of the 30 ES clients who had 
completed the problem drug question, 26.7% (n=8) clients reported alcohol problems at 
intake, 46.7% (n=l4) had opiate problems and 16.6% said arnphetantines were a problem. 
No significant differences or interactions between drug class and success among the ES 
clients were found. Totalling across both programs did not change the results. In short 
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the drug class that is self-reported by the client as problematic at time of intake does not 
have an influence on the outcome of success. 

An important co-factor related to success is leisure time activities since leaving treatment. 
Is treatment outcome correlated to specific leisure time variables? To test for these 
relationships a series of chi2 analyses have been conducted to deterntine the association 
between treatment outcome and leisure time factors (see table ill.4.7). 

Table ID.4.7: Leisure activities of former Emiliehoeve clients 

Successes Failures Significance 

Active in sports 49.1% 29.6% p < .05 

Member of a club 25.5% 13.8% p < .97 

Visiting youth or recre- 27.3% 45.2% p < .01 
ational centers 

Visiting centers where 12.7% 35.7% p < .01 
drugs are used 

Having hobbies 94.5% 81.0% p < .05 

Visiting theaters 45.5% 20.7% p < .01 

Visiting cinemas 81.8% 62.1% p < .05 

Visiting museums 41.8% 22.4% p < .05 

Sixty-one of 170 EH clients with a follow-up (2 ntissing value cases) engaged in sport. A 
significant relationship is found between sport activities and success with 49.1% of the 
successes and only 29.6% of the failures reporting sport activities (Chi2=5.3; df=l; 
p<.05). 67 of 170 (39.4%) clients reported attending a youth or recreational center 1 time 
or more during a week. The percentage of failures who said they attended a youth center 
less than once in two weeks is significantly higher (45.2%) than the percentage of 
successful clients (27.3%) (Chi2 = 4.2; df = 1; p < .05). In addition, the visiting of a 
center where drugs are used is significantly associated with failure. 35.7% of the failures 
visited a center where drugs were used while only 12.7% of the successes reported 
visiting such a center (Chi2 = 8.5; df=1; p < .01). 146 of 171 EH clients (85.4%) reported 
having a hobby. Successes reported a significantly higher percentage (94.5%) than failures 
(81.0%) (Chi2 = 4.4; df = I; p < .05). Of all 171 EH clients 49 visited once in three 
months or more frequent a theater (28.7%). Of the successes this percentage is 45.5%, of 
the failures 20.7%. This difference is significant (Chi2 = 10.0; df = I; p < .01). Of all EH 
clients 117 visited at least once a month a cinema (68.4%). Of the successes this 
percentage is 81.8%, of the failures this is 62.1 %. Again this difference is significant 
(Chi2 = 5.8; df = I; p < .05). 49 of the 171 former EH clients (28.7%) said that they had 
visited a museum 1 time or more in three months. Differences between successes and 
failures on this factor were significant (Chi2 = 5.9; df = 1; p < .05). Of the successes, 
4!.8% had visited a museum while only 22.4% of the failures. Finally, membership in a 
club showed a trend difference (Chi2 = 2.7; df = I; p < .097). 25.5% of the successes 
were members of a club, while 13.8% of the failures reported membership. In conclusion, 
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the results support the theory that participation in leisure time activities is indeed an 
important cofactor of treannent outcome success. 

Conclusion 

Successful outcome of the treatment in the Emiliehoeve and Essenlaan therapeutic 
communities was defmed by criteria derived from the treatment program goals. A number 
of factors not included in the success criteria can be considered as indicators for success. 

Social integration can be indicated by the level of employment or school attendance, 
social and cultural activities. Self destructive behavior can be indicated by suicide 
attempts, addictive behavior by substitution of the addiction such as alcohol abuse instead 
of drug abuse. The following factors were investigated as potential indicators of success: 
employment and school situation, income, suicide attempts, substitution of addiction, 
between drugs and alcohol, leisure activities. 

The work and school situation had a sigoificant relationship with the success percentage 
of both the Emiliehoeve and Essenlaan groups. The percentages of the Emiliehoeve and 
Essenlaan that worked or went to school at follow-up (58.5%) for EH and 46.8% for ES) 
were sigoificantly higher than that of the NA group (25.0%). The 49.7% of the Emilie­
hoeve sample receiving social secmity payments is sigoificantly lower than the 75.0% of 
the non admittant sample. The Essenlaan sample (61 %) lies in between. 

A significant difference exists comparing suicide attempts ever before admission or after 
treatment Of the Emiliehoeve sample 4!.7% reported suicide attempts before treatment 
and 15.3% after. For the Essenlaan sample the percentages were 39.3% and 10.7%. In 
strong contrasts the non admittant sample showed no significant differences in suicides 
before (35.0%) and after the first interview (30.0%). A sigoificant relationship was found 
between success and suicide attempts. No evidence was found for an increased suicide 
risk as a result of the admission. On the contrary there was a significant drop in attempts 
after admission to the therapeutic community compared with the non admittants. 

The percentage of alcohol problems since leaving treatment is significantly lower for the 
Emiliehoeve sample (28.5%) than for the Essenlaan sample (57.4%) and the non admittant 
sample (54.5% ). The differences between Emiliehoeve and Essenlaan clients can be 
explained as the result of a stronger emphasis on alcohol as a potential problem especially 
in the re-entry phase in the Emiliehoeve program at the time of this study. The percentage 
of respondents that were classified as not successful ouly because of alcohol problems is 
relatively low. For the total sample 3.8%, for the Emiliehoeve sample 1.2%, for the 
Essenlaan sample 10.6%, and for the non adruittants 6.8%. 

The results give little or no evidence of a tendency to substitute an addiction to drugs by 
an addiction to alcohol after treatment. A substitution of alcohol use by the use of hard 
drugs after treatment by the alcoholics in the sample was not seen; 19.2% of the alcoho­
lics were classified unsuccessful for using "soft drugs" (cannabis), tranquillizers or 
sleeping pills after treatment without a relapse into problematic use of alcohol. 
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By investigating the leisure time activities of the Emiliehoeve sample a significant 
relationship was found to exist between successful outcome and engagement in sport 
activities, attending youth or recreational centers, having hobbies, visiting theaters, 
cinema's and museums. Respondents who had been unsuccessful had been visiting signifi­
cantly more than the successful ones centers where drugs were used. Participation in 
leisure time activities can be seen as an important co-factor of successful treatment 
outcome. 

Survival analysis: long-term results. 

The clients in the Emiliehoeve sample who had been successful according to the criteria 
at the first follow-up were seen in a second and a third follow-up interview to investigate 
the stability of their condition. The average time out of the program at the last interview 
was 1801 days or 5 years. In terms of the long-term follow-up conducted on this average 
of around 5 years after treatment of the 55 successful EH clients the survival analysis 
showed that 36 of the 55 clients (65.4%) were still successful according to the criteria 
used for success since leaving treatment at the third follow-up interviews. Thus, 20.9% of 
the original 172 EH clients that were seen in the first follow up had not relapsed in an 
average period of over four years since they left treatrnenL Of the 19 that had relapsed, 
13 (68.4%) had already shown a relapse before the second follow-up interview which was 
conducted on the average of 2 years and nine months after leaving treatment (see table 
III.4.8). 

Table ID.4.8: Long term success of the Emiliehoeve sample (N=l72) 

Mean time since 
leaving treatment 

Total number of 
successes 

1st follow-up 

1 yrs. 11 months 

55 (32%) 

The negative results at the third follow-up 

2nd follow-up 3rd follow-up 

2 yrs. 9 months 5 yrs. 

42 (24%) 36 (21%) 

Of the 18 persons who were no success at the third follow-up, 12 had been already no 
success at the second follow-up; six persons were late failures. One of the failures at the 
third follow-up was a person that was already a failure at the second follow-up, but could 
not be traced at the third follow-up. Of the total group of 18, only two had relapsed into 
their former addiction to drugs; four had been abusing alcohol, all of which had had 
alcohol problems before admission to the Emiliehoeve. Two persons had irregularly used 
amphetamines, one a combination of amphetamines, cocaine and hashish, one person 
heroin. Four persons had been using hashish regularly for some time, one of them had 
occasionally used cocaine. The remaining four had been excluded for various reasons: 
using cocaine once, being sentenced to prison, daily use of tranquillizers or sleeping pills. 
One person had left the country and could not be traced for further follow-up. Three of 
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the failures were re-admitted to a therapeutic community two to the Emiliehoeve, one to a 
therapeutic community for alcoholics. Table III.4.9 gives an overview of the main reasons 
for exclusion from success at the third follow-up. 

Table ill.4.9: Main reasons for exclusion from success at the third follow-up 

Total relapse drug addiction 2 

Total relapse alcohol-abuse 4 

Irregular use of heroin, amphetamines or cocaine 4 

Regular use of hashish 4 

Regular use of tranquillizers, or sleeping pills 2 

Using cocaine once 

Prison sentence 1 
----------------------------------------------------------

Total failures in the third follow-up 18 

Missing data (person not traceable) 1 
------------------------------------------------------------

Total N exclusions 19 

Success in the last half year before the interview at the third follow-up 

Of the 55 clients that had been successful at the first follow-up 54 were seen at the third 
follow-up. The person hat could not been seen had been a failure at the second follow-up 
due to using cannabis once a week or more. She had that same pattern in the half year 
before the second follow-up. Of the remaining 54 clients 16 had been no success due to 
drug use and/or alcoholabuse in the last half year before the interview. (see table III.4.10) 

Table ill.4.10: Reasons for exclusion from success in half year before third follow-up 

Total relapse hard drugs 

Irregular use of amphetamines 

Relapse in alcohol abuse 

Using cannabis once a week or more 

Using sleeping pills or tranquillizers 

2 

2 
1 

8 

3 

Total failures in last half year before third follow-up 16 

As can be seen in table III.4.10 only four persons had been using hard drugs, the majority 
of the exclusion had been using cannabis. One person who had been excluded from the 
successes in view of the total time after the prognun had been left had stopped using 
amphetamines, but had to be excluded for using tranqulllizers. Some years after the last 
follow-up interview three persons had died of this sample. Two committed suicide after a 
relapse into alcohol abuse. One of them was excluded from the successes in the last half 



Chapter 4. Results: success of treatment 201 

year due to regular use of cannabis. The third one died of cancer. He had been one of the 
successes at the third follow-up. 

Conclusion 

The successful respondents of the first follow-up interview of the Emiliehoeve sample 
were seen at a second follow-up (average time out of program: 2 3/4 years) and a third 
follow-up (average time out of program: 5 years). Of the original sample a third had been 
successful at the first follow-up on all criteria, a quarter at the second follow-up and a 
fifth at the third follow-up. 

Persons who had been a success at the first follow-up and who had been no successes at 
the third follow-up with a few exceptions, did not relapse completely to their addiction 
pattern and can be regarded as partially successes of the treatment in the therapeutic 
community. In the long term follow-up, 36 of the 55 successful Emiliehoeve clients of the 
first follow-up were still successful since leaving treatmenL So 21% of the clients seen in 
the fust follow-up had no relapse in an average period of four years since leaving 
treatment. 

Of the 18 persons who were no success at the third follow-up, 12 had already been no 
success at the second follow-up. Of the total group of 18, only two had relapsed into their 
former addiction to drugs; four had been abusing alcohol, all of which had previous 
alcohol problems before admission to the Emiliehoeve TC. Two persons had irregularly 
used amphetamines, one amphetamines, cocaine and hashish, and one person heroin. Four 
persons had been using hashish regularly for some time, one of them had occasionally 
used cocaine. The remaining four had been excluded for various reasons: using cocaine 
once, being sentenced to prison, daily use of tranquillizers or sleeping pills. One person 
had left the country and could not be traced for further follow-up. 

During the last half year only four of the successful clients of the first follow-up were 
using hard drugs, one had alcoholproblems. while the others had been exclude from 
success due to the use of cannabis, tranquillizers or sleeping pills. 

In conclusion it can be said that the persons who had no success at the second or third 
follow-up interview and who had been a success at the first follow-up interview, with few 
exceptions did not relapse completely to their former addiction pattern and therefore can 
be regarded as partial successes of the treatmenc 
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CHAPTERS 

RESULTS: DETERMINANTS OF SUCCESS 

The importance of "Time in Program" (TIP) as tile major determinant of treatment 
outcome 

The main goal of this chapter is to estimate the effect of several potential determinants on 
treatment outcome. Given what is already known in the international literature of 
treatment outcome determinants as described in Part I, Chapter 10, in estimating these 
effects~ it is essential to separate the direct effect of the potential determinants on 
treatment outcome from their relationship with the time in program, and, thus~ their 
indirect effect on the outcome of the treatment. Therefore, the research questions have 
been formulated as follows: 

(I) What is the relationship between a potential determinant and the treatment 
outcome controlling for the covariation betv.reen the potential determinant and time 
in program? Is it possible by means of a partial correlation analysis to estimate the 
unique and direct effect that a potential determinant has on treatment outcome, 
given the relationship between the time in program and the treatment outcome? 

(2) Additionally, the relationship between the potential determinant of the treatment 
outcome and the time in program should be measured. If, by means of sinnple 
bivariate correlation analysis, there appears to be such a relationship, the question 
of causality has to be addressed: is it plausible that the determinant in question 
(e.g., the client's socio-economic status) effects the length of the time in program 
and., as a consequence, has an indirect effect on the treatment outcome? 

The analysis was initially conducted on the first follow-up interview. A second analysis 
was conducted comparing the long term "survivors" (i.e. successes) of the Emiliehoeve 
program with the total client population. 

Time in Program (TIP) and success 

Tinne in Program has been described as a major determinant of success in drug addiction 
studies, see Part I, Chapter 10. However, it is rare to find controlled studies of the TIP­
Success relationship where other potential determinants are included. In this chapter, 
several other potential determinants of treatment outcome will be discussed respectively: 
parent participation to parent group meetings, Emiliehoeve phases, graduation, client 
characteristics, and time out of program along with the simple description of the TIP­
Success relationship. 

Of the EH and ES clients that had at least one follow-up 180 days or more since leaving 
the program (N=219), the Pearson product-moment correlation between TIP and the 
snictest criterion of success is r = 0.61 (p<.001). Thus, 37% of the variance between 
success can be explained by TIP. Repeating the same analysis broken down by program 
shows a slightly stronger relationship for the EH clients (r = 0.63; p<.001; N=172) and a 
rather weakened relationship for the ES clients (r = 0.45; p = .001; N=47). For the EH 
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clients almost 40% of the variance in success is explained by TIP while for the ES clients 
only almost 20% is explained by TIP. Figure ill.5.1 illustrates this relationship. 

Fig. ID.S.l: Success Emiliehoeve clients and TIP (n=l72) 
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The figure clearly shows that the longer a EH client is in the program. the greater is the 
likelihood that the client will be treated successfully. This relationship is linear: those 
clients who stay in the program for less than or equal to 30 days (N=32) have no success; 
the success rate increases to approximately 10% if the client remains in the program from 
30 to 180 days (N=62); triples to circa 30% if the clients stays from 180 to 360 days 
(N= 17) and increases considerably once again to approximately 70% if the client remains 
for more than 360 days (N=61). 
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Conclusion 

To obtain a successful outcome. a client has to remain a considerable time in the 
program. Leaving within a month leads almost certainly to a relapse. From then on one 
can see an increase in successful outcome the longer the client stays in the program. This 
time however is limited by the planned length of the program itself. Between 12 and 18 
months the resident is expected to leave the therapeutic community to proceed to the re­
entry program. The residents of the Emiliehoeve as well as the Essenlaan program then 
stay in a separate re-entry house between 6 and 18 months followed by an outpatient 
program of 3 to 6 months during which the clients are living in their own apartment. The 
planned length of stay in the program of the Emiliehoeve has varied in the course of the 
years. The optimal time in program is nowadays seen as 12 to 15 months in the thera­
peutic community and 9 to 12 months in the re-entry program. For the Emiliehoeve 
clients almost 40% of the variance in success can he explained by the total time spent in 
the program. 70% Of the Emiliehoeve clients that stayed more than 360 days in the 
program were successes at the first follow-up. 

Success. Time in Program and Time out of Program (FOP) 

From the point of view of spurious associations, the factor of Time out of Program (TOP) 
needs to be carefully controlled in any evaluation of success in so far as the TOP 
increases the likely exposure to risk factors that are not present in the protective environ­
ment of a treatment program. Given the differences that exist hetween EH and ES clients 
in TOP (longer for ES clients) and TIP (longer for EH clients), the respective differences 
in success between the EH (32.0%) andES (21.3%) have heen tested controlling for both 
TOP and TIP. The Chi2 analysis proved to he not significant. Program success differences 
could not be attributed to either TIP or TOP. To further explore this negative fmding 
successive analyses of covariance have been performed using TIP and TOP as covariants. 
These analyses yielded similar negative results. 

Conclusion 

Even when controlling for TIP and TOP, the differences between ES success and EH 
success still remain nonsignificant. 

Graduation and success 

TIP presents a clear quantitative indicator of the exposure of a client to a given pro gram. 
Another variable, graduation from the program itself, presents an indicator of a more 
qualitative relationship; i.e. the symbolic expression of completing the ends of the 
program. Graduation in most therapeutic communities is imbued with a strong symbolic 
and ritualistic meaning. It is the planned goal of leaving the program at the optimal time. 
Leaving earlier means a failure to complete the total program. 

For all of the EH and ES clients with a follow-up measurement (n=219), not going 
through the graduation is significantly and rather strongly related with not being success-
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ful by the strictest criterion (r=0.51; p < .001). Of the variance in success scores 26% is 
explained by the graduation variable. Of the EH and ES clients a total of 46 (21 %) have 
graduated. Of these graduates 74.5% (35) are successful while for the non-graduates only 
17.4% (30) can be considered successful. The differences in these percentages is signifi­
cant (Chi2 =54.8; df=l; p<.OO!). For the EH sample alone, 80% (29 of 36) were 
successfuL In addition, there was no significant difference between residents leaving 
before graduation who stayed longer than one year in the program and residents who 
graduated. Thus, there seems to be a functional equivalent of a threshold value of TIP 
(residency for longer than one year) and the qualitative act of graduation. However, since 
the above analysis does not assume any temporal sequence between graduation and TIP~ 
an obvious question is whether graduation has any effect on the treatment outcome, 
controlling for TIP. Given the strong relationship between graduation and time in program 
(r=0.869; p<.OO!; n=l72) it therefore comes as no surprise that, controlling for TIP, 
graduation does not have a sigrtificant additional effect on the treatment outcome 
(partial-r=-0.072; df=169; p=.l7). 

Conclusion 

Taking the relationship between graduation and the time spent in the program into 
account, graduation does not seem to have a specific effect on the treatment outcome. The 
simple quantity of exposure to the program can be inferred to be the mechanism of 
success. The better results of the graduates are only because they tend to be more exposed 
to the program. 

Client characteristics and success 

Various client characteristics are often assumed to have an effect on treatment outcome 
(see part I, Chapter 9). This assumption often raises questions such as: (a) is there an 
influence of the client characteristics on TIP and thereby an indirect effect of the client 
characteristics on the treatment outcome?; (b) do the client characteristics directly effect 
the treatment outcome, that is: are there a significant correlations between specific client 
characteristics and the treatment outcome, controlling for the relationship between TIP 
and treatment outcome? Figure III.5.L summarizes the results of a partial correlation 
analysis of the Entiliehoeve sample with a follow-up. 

The self-reported 'problem drug' of the client at the time of intake has also been 
measured. Of the 172 EH clients with a follow-up, 25.6% (N=44) mentioned alcohol as 
their problem drug. More than half (55.2%, N=95) had problems related to opiates and 
two-thirds (67.4%, N=ll6) reported problems with amphetamines. No significant 
differences or interaction were found between the problem drug classes and success. An 
identical analysis on the ES clients yielded similar results. Of the 30 ES clients who had 
completed the problem drug question, 26.7% (N=8) clients reported alcohol problems at 
intake, 46.7% (N=I4) had opiate problems and 16.6% said amphetamines were a problem. 
No significant differences or interactions between drug class and success among the ES 
clients were found. Totalling across both programs did not change the results. In short, 
the drug class that is self-reported by the client as problematic at time of intake does not 
have an influence on the outcome of success. 
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Table ill.S.l: The effects of client cltaracteristics on the treatment outcome, con­
trolled for Tll' 

Zero-order corre- Partial-correlation Valid cases 
lation with TIP (contr. for TIP) 

with treatment 
outcome 

Type of drug: 
-Alcohol 0.173" 0.041 n = 172 
-Opiates 0.018 -0.156" n = 172 
- Amphetamines -0.128" 0.102 n = 172 

Addiction career: 
- Age at onset of daily use 0.312""" -0.014 n = 151 
- Length of daily use 0.224"" 0.080 n = 150 

(approximately) 
- Previous treatment -0.083 n = 159 

-0.030 

Criminal history: 
- Convictions 0.024 -0.088 n = 156 
- Detention 0.134" -0.004 n = 162 

Demographic characteristics: 
-Sex -0.016 -0.116 n = 172 
- Lest finished education 0.144" -0.011 n = 167 
- Employment situation 0.115 0.013 n = 164 
- Social class 0.071 -0.079 n = 162 
- Contact with parents 0.022 0.092 n = 153 
- (Homo-)sexuality -0.061 -0.027 n = 161 

. . p<.05; 
.. 

- p<.Ol; 
... 

. p<.OO!. 

The type of drug the EH client had problems with on entering the progtam has no 
substantial indirect or direct effect on treatment outcome (although significant at p<.05). 
For instance, whether or not the EH client had severe alcohol problems does not directly 
effect treatment outcome after controlling for TIP (partial r=0.041, df=169; p=30). 
However, there is a positive relationship between having problems with alcohol at 
admission and TIP (r=0.173; p<.05; n=l72). Nevertheless, the magnitude of the correla­
tion indicates that no more than 3% of the total variance in TIP is explained by knowing 
whether a client was an alcoholic or not. Moreover, since the indirect effect implies a 
further reduction of the explained variance in treatment outcome scores, the effect that 
alcohol problems ultimately have on treatment outcome seems negligible. 

Table ID.5.2 also indicates that the effect of having experienced problems with ampheta­
mines at the rime of admission to the progtam does not have a direct effect on the 
treatment outcome (parrial-r=O.l02; df=l69; p=.09). However, comparable to the 
"alcoholics", problematic amphetamine users are significantly related, in a negative way, 
to TIP (r=-0.128; p<.05). That is, those EH clients having problems with amphetamines 
tend to stay in treatment shorter, than those not having experienced problems with 
amphetamines. Again, since the correlation with TIP is rather low (explaining only around 



208 Pan Ill. Treatment outcome 

1% of the variance) whether or not amphetamine use was a problem for the client at the 
time of entering the program hardly effects the treatment outcome. 

In contrast, problematic opiate use is. after controlling for TIP, directly related to the 
treatment outcome (pattial-JC=-0.156; df=169; p<.05). There is a significant tendency for a 
lower success-percentage among problematic opiate users compared to clients that 
reported no problems with opiates at the admission to the program. Controlling for the 
relationship between TIP and treatment outcome. problematic opiate use significantly 
increases the explained variance in treatment outcome from 39.5% to 40.6%. Finally, 
table ID.5.2 shows that problematic opiate use does not effect TIP (1'=0.018; p=.41; 
n=l72). 

The self-reported 'problem drug' of the client at the time of intake has also been 
measured. Of the 172 EH clients with a follow-up, 25.6% (n=44) mentioned alcohol as 
their problem drug. More than half (55.2%; n=95) had problems related to opiates and 
two-thirds (67.4%; n=ll6) reported problems with amphetamines. No significant differen­
ces or interactions were found between the problem drug classes and success. An identical 
analysis on the ES clients yielded similar results. Of the 30 ES clients who had completed 
the problem drug question, 26.7% (n=8) clients reported alcohol problems at intake, 
46.7% (n=l4) had opiate problems and 16.6% said amphetamines were a problem. No 
significant differences or interactions between drug class and success among the ES 
clients were found. Totalling across both programs did not change the results. In short, 
the drug class that is self-reported by the client as problematic at time of intake. does not 
have an influence on the outcome of success. 

Given the increasing clinical impression of so called "polydrug use", analysis has been 
conducted on whether or not polydrug use effected TIP or the treatment outcome. An 
analysis of variance showed that when using time in program as a covariate, none of the 
possible interactions between the types of drug reported as problematic (i.e., all possible 
combinations between problems with alcohol, opiate, or amphetamine use) significantly 
effected the treatment outcome. However, two out of three 2-way interaction terms had a 
significant effect on the TIP. 

In conclusion, although there is a small tendency that problematic opiate users are treated 
a little less successfully, and though there is a small tendency for problematic alcohol 
users and non-problematic amphetamine users to stay in the program a little longer, it 
seems that whatever type of drug the EH client had problems with upon entering the 
therapeutic community does not have a substantial direct or indirect effect on the 
treatment outcome. 

The results of the pattial correlation analysis of addiction career variables are similar to 
that of the type of drug. Age at onset of use and length of daily use do have significant 
zero-order correlations. However, as can be seen in table ill.5.2, number of previous 
treatments, age at onset of daily use and length of daily use all do not effect TIP (after 
controlling for age at admission) or the treatment outcome (after contrOlling for both TIP 
and age at admission). For instance, the number of previous treatments is not related to 
TIP (r=-0.030; p=.35; n=159). Furthermore, this variable does not give any indication of 
the treatment outcome (pattial-JC=-0.083; df=l56; p=.l5). 
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Figure ID.5.2. shows that the detention of a fanner EH resident prior to admission to the 
therapeutic community does have a modest, but significant zero-order effect on TIP 
(r=0.134; p<.05; n;J62). That is, those clients that had been in prison do tend to stay 
somewhat longer in treatment than those clients that had not been in prison. However. 
although significant, the relationship is rather weak explaining less than 2% of the 
variance in TIP. In addition, after controlling for TIP, neither convictions nor detention is 
related to the treatment outcome. 

None of the variables included under demographic characteristics has had an effect on the 
treatment outcome, after controlling for the time in program (see table ITL5.2). However, 
a clear trend in sex differences and success could be observed when TIP was controlled 
(partial r;-0.116; p;Q.065). Females tended to have more success than males. This seems 
to be related to the tendency among males towards earlier drop-out. The percentage 
differences based on a large subsarnple (n;J41) of EH clients (Kooyman, 1985c) were: 
33% of the males successful and 39% of the females. Among residents staying more than 
one year there were no sex differences. 

Last finished education and, especially, the age at admission significantly do have a 
significant zero-order correlation with TIP. EH clients with a lower education tend to stay 
in treatment shorter than clients with moderate or high education (r=0.144; p<.05; n;l67). 
Nevertheless, the education explains no more than 2% of the variance of TIP. In contrast. 
age at admission explains over 10% of the variance in TIP (r=0.334; p<.OOI; n;l72). 
That is, the older the client is at the time of admission, the longer he or she will stay in 
treatment, and, vice versa. The younger one is at admission the shorter TIP will be. 

Conclusion 

The effects of client characteristics on treatment outcome were studied and controlled for 
time in program. Clients with alcohol problems as their main addiction problem, seem to 
do slightly better than clients with drug problems. The difference disappears when 
controlled for time in program. 

At the other hand clients with amphetantines as their main problem drugs seem to do not 
as good as clients with opiates as their main problem drug. Controlled for time in 
program shows the opposite effect clients with opiates as their main problem drug are 
less successful after having been controlled for the time spent in the program. There is a 
significant tendency for a slightly lower success-percentage among problematic opiate 
users~ compared to clients without opiate problems at admission. However, the type of 
drug used does not seem to have a substantial direct or indirect effect on the treatment 
outcome. 

Clients that have had a prison detention before admission to the Emiliehoeve tend to stay 
longer in the program. Controlled for time in program there is no longer a relationship 
with treatment outcome. None of the client characteristics had an effect on treatment 
outcome after controlling for time in program. 

Clients with a lower education (drop-outs from school) tend to drop-out earlier from the 
program than clients with a higher education. The older the client is at admission, the 
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longer the clients stays in treatment However controlled for time in program the 
differences disappear in relation to treatment outcome. 

Program phases and success 

Six distinct phases have been distinguished in the development of the EH program. The 
percentages of success of the total number of clients broken down by each phase are as 
follows: Phase 1 16.7% (1/6): Phase 2 42.1% (8/19); Phase 3 23.5% (4/17); Phase 4 
25.6% (11/43); Phase 5 18.6% (8/43); Phase 6 51.9% (14!27). An analysis of variance 
shows that the differences in these six phases is significant (F=2.4; df=5; p<.05). By 
means of Scheffe and Student-Newman-Keuls tests. the main contrasts are between Phase 
6 (51.9% success) on the one hand and Phases 5 (18.6%) and 4 (25.6%) on the other. At 
a 95% confidence interval, the minimum mean percentage (31.7%) of Phase 6 is higher 
than the maximum mean percentage (30.7%) of Phase 5. 

Table ill.5.3 presents the results of a partial correlation analysis of the effect of program 
phases on success controlling for TIP. To determine these effects, six dummy variables 
have been created. In this procednre each dummy variable represents a phase in the 
evolution of the Emiliehoeve program. The analysis is done on 155 clients since 17 
clients spent over 75% of their time at the Emiliehoeve after Phase 6, the last phase for 
the purposes of this research. The main question is whether there is an effect of the 
Emiliehoeve phases on the treatment outcome, and, if so, whether this effect is direct or 
indirect vis-a-vis TIP (see table ill.5.2). 

Table ID.S.2: The effect of Emiliehoeve phases on the treatment outcome, controlled 
for TIP 

Zero-order corre- Partial-correlation 
lation with TIP (ocntr. for TIP) 

with treatment 
outcome 

Emiliehoeve phase 1 n- 6 -0.093 0.007 

Emiliehoeve phase 2 n = 19 -0.1 OS 0235'' 

Emiliehoeve phase 3 n = 17 -0.126 0.050 

Emiliehoeve phase 4 n =43 -0.056 -0.024 

Emiliehoeve phase 5 n = 43 -0.114 -0.100 

Emiliehoeve phase 6 n = 27 0.466''' -0.112 

• - p<.05; •• - p<.OI; ••• - p<.OOI. 

It should be noted that restricting the analysis to the 155 Emiliehoeve clients of the first 
six Emiliehoeve phases influences the relationship between TIP and treatment outcome. 
The correlation increases (r=0.668; p<.001; n=l55) with increased sample size and 
thereby the explained variance of the success-percentage also increases to over 44%. The 
most apparent fmding in table ill.5.2 is the strong effect that the sixth Emiliehoeve phase 
has on TIP (r=0.446; p<.OO!; n=l55). Ahnost 20% of the entire variance in TIP is 
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explained by whether or not a client participated in the sixth Emiliehoeve phase. Addi­
tionally. controlling for TIP, the second Emiliehoeve phase has a significant, direct effect 
on the treatment outcome (partial-r=0.235; df=152; p<.Ol). That is, given the length of 
TIP, knowing whether or not the Emiliehoeve client was a "phase 2 client" significantly 
increases the explained variance in the treatment outcome scores to almost 47%. How­
ever, since the six dichotomized phases of the Emiliehoeve are not independent of each 
other, an additional analysis has been conducted. Given the large differences in variance 
of TIP over the six Emiliehoeve phases, confidence intervals (95%) have been computed 
for the time in program. These intervals clarify that the minimum average TIP for phase 
six clients exceeds the maximum average time in program for clients of the remaining 
Emiliehoeve phases. Moreover, by means of a multiple classification analysis it has been 
determined that the six Emiliehoeve phases explain almost 21% of the va.-iance of TIP. 
Relating the Emiliehoeve phases to the treatment outcome while at the same time 
controlling for the time in program reveals that there is no overall significant effect of the 
phases (F-ratio=2.23; df=5; p<.10). However, together with TIP as a covariate, the 
Emiliehoeve phases do explain almost half of the variance in treatment outcome (48.5%). 

Conclusion 

The multiple classification analysis in combination with the results of table III.5.3 suggest 
that: both the second and the sixth Emiliehoeve phases (respective success-percentages: 
42.1% and 51.9%) have a better treatment outcome than the first, third, fourth, and fifth 
phase (respective success-percentages: 16.7%, 23.5%, 25.6%, and 18.6%). This higher 
success-percentage for the sixth phase is mainly due to the large "holding power" of that 
phase. Forty-eight% of the clients in phase 6 graduated from the program. For the second 
phase, however, the better treatment outcome seems to be less dependent on TIP and to 
be more a result of that "second phase itself'. In the second (as well as the fust phase) 
the reentry pan had not been added to the program yet so the total length of the program 
had been shoner than in the third and following phases. In the sixth phase residents 
stayed longer in treatment, partly due to changes in the staff. A common factor in both 
the second and the sixth phase was close contact between staff and residents. 

Parent Participation and success 

Parents groups were first introduced in the EH program during the second phase. Parents 
participation (PP) was only possible in the program after the client had been in treatment 
for a minimum of 90 days. Of those clients who had a follow-up after leaving the 
program (n=103) 59 (57.3%) had their parents participate in a parents group. Relating PP 
to success, a higher percentage of the clients who had PP showed success (64.4%; 38/59) 
than those who had no PP (25%: 11/44). This difference was statistically significant 
(Chi2=14.2; df=l; p<.OOl). 

PP has been related to TIP. Of the total (n=l03) EH clients the mean TIP was 546.7 days 
and the median was 458 days. Broken down by PP or no PP shows a significant differen­
ce in TIP (F=33.3; df=l; p<.OO!). The PP clients (n=59) had a mean TIP of 698.3 days 
and a median of 883.0 days while the no PP clients (n=44) had far lower TIP mean days 
of 343.5 and median days of 224.5. Subselecting for those clients that had a follow-up 
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(n=68), 64.7% (44/68) had PP. For this subgroup, the mean TIP was higher for those 
followed-up clients with PP (683.1 days) compared to those clients without PP (313.1 
days). This difference was statistically significant (F=21.4; df=l; p<.OOI). 

Table ill.5.3 displays the results of cross-tabulating the PP variable by the strictest 
success criterion. Of those clients who had success 64% also had PP while only 25% had 
success without PP. The differences in the table were statistically significant (X2=7.8; 
df=l; p <.01). 

Table ID,5.3: Parent participation and success of Emilieboeve clients who had 
contacts with parent 2: once a month and TIP 2: 90 days and 
follow-up (n=68) 

Clients with parent 
participation (N = 44) 

Mean TIP in days 683.1 

N success 28 
Percentage of success 64% 

Contact with parents and Parent Participation 

Clients without parent 
participation (N = 24) 

33.1 

6 

25% 

As clients without parents or clients who had litde or no contacts with their parents before 
admission might therefore have no parent participation in the program, clients who had at 
least once a month contact with a parent were considered separately. For EH clients who 
were in phases 2 or higher (i.e. phases characterized by a parent group) and had a 
minimum of monthly contact with parents a separate analysis has been conducted related 
to PP. PP was observed in 62.7% (47fi5) of these clients. A statistically significant 
difference was found in this selected group in TIP on the PP variable (F=23.5; df=l; 
p<.OOI). For those clients with PP the mean TIP was 660.8 days compared to only 301.1 
days for those without PP. These results are similar to those of all EH clients from phase 
2 or higher who stayed for a minimum of 180 days in the program. In the following 
analyses the results of the parents participation of all clients are used. 

Success, Time in Program and Parent Participation 

The preceding analysis has shown clear and consistent associations between the variables 
success, TIP and PP. Nevertheless, the question of the causality of TIP and PP on the 
outcome of success needa to be addressed. Such a causal analysis has been conducted on 
EH clients who satisfied the criteria of being in the second phase or later, having 
participated in the program for more than 90 days and have had a follow-up at least 180 
days after leaving the program (n=l03). Of these clients 47.6% (49) were successful and 
52.4% (54) were not. PP was observed for 57.3% (59) of the clients satisfying the three 
criteria The TIP for the clients was 546.7 mean and 458 median days. Table ill.5.4 
provides a matrix of the Pearson product moment correlation between the variables 
success, TIP and PP (see table ill.5.4). 
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Table ill.5.4: Pearson correlation matrix of parent participation, TIP and success 
(N=103) 

Parent participation Time in program Success 

Parent participation 1.00 .4977 .3903 

Time in program .4977 1.00 .5795 

Success .3903 .5795 1.00 
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Between the three variables exists a significant positive correlation. Strictly speaking one 
can not infer causality from this table wirbout assuming a particular temporal order for 
rbese variables. Generally speaking such an order has PP and TIP preceeding success in 
temporal order. One can rben speak of rbe influence of PP and TIP on success. Figure 
ITL5.2 graphically represents rbis order. in this figure, the association between the two 
"antecedent" variables, TIP and PP are not represented. From this figure, it can be 
concluded that TIP has a greater effect than PP on success. But the possibility that PP 
may be a determinant of TIP or vice versa is not represented. To explore this possibility, 
a partial correlation analysis has been conducted. 

Fig. ill.5.2: Basic temporal order of TIP, parent participation and success 

TIP 

Success 

pp 

lime 

Figure ID.5.3. presents the results of this analysis. Controlling for the influence of TIP, 
the influence of PP is neither great nor siguificant (r(PP-success-TIP)=0.1441; df=lOO; 
p=.07). There is, however, a substantial zero-order correlation between TIP and PP 
(r=.50). 
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Fig. ID.5.3: Partial correlation scheme of the influence of parent participation on 
success controlling for TIP 

TIP 

pp __________________________________ ~Su~ 

'pp-su~.TIP = .14 

Time 

A complementary partial correlation analysis whereby the influence of TIP on success 
controlling for PP is graphically represented in Figure ill.5.4. This analysis showed that 
the influence of TIP essentially remained significant and strong (r(DP-success­
pp)=0.4825; df=lOO; p<.001). Nevertheless some of the variance in TIP seemed to be 
accounted for by PP as the differences in correlation coefficients was about 0.1 (0.58-
0.48). 

The results of the partial correlation analysis suggest that a multiple regression analysis 
would be useful in modelling the systematic influence of TIP and PP. Specifically, a path 
analysis would be useful in representing the causal model of the influence of the two 
variables on success. The Figure ill.5.5 is an adequate structural model of the causal 
chaining of PP and TIP with success when the correlation coefficients are replaced by 
standardized beta-weights obtained from a stepwise multiple regression. The meaning of 
these beta-weights is that when the value of a given variable A changes by one unit then 
the value of an associated variable B also changes by (beta X one unit). 

Figure ill.5.5. displays the path analysis model of PP and TIP on success. The path 
analysis indicates that the chain of influence on success works by PP strongly influencing 
the TIP (beta=.50) which in tum results in TIP strongly influencing success (beta=.51). 

The interpretation of the model is that PP does not directly effect success (beta=.14), but 
rather indirectly so by working through TIP. Thus, PP can be seen as an important 
structural precondition for increasing the value of TIP in a system. The influence of PP 
on TIP is functionally equivalent to the influence of TlP on Success as can readily be 
seen by their almost identical beta-weights. The model has an adjusted R2 = 0.34 indicat­
ing that over 1/3 of the variance in success is explained by this causal structure. 
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Fig. ill.5.4: Partial correlation scheme of tile influence of TIP on success 
controlling for parent participation 

TIP 

pp __________________________________ ~su~ 

r = .39 

Time 

Fig. ill.S.S: Path analysis model of the causal relationship between TIP, PP and 
success 

TIP 

PP----------------,,..---,-,..-------------_:;.SUccess 
I> = .14 

Time 
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In summary. it is obvious from the foregoing analysis that the effect of parent participati­
on as a treatment tool in a therapeutic community is. in particular. determined by the 
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effect that parent participation has on the "holdin.g power" of the program. Clients whose 
parents participate in the parent groups are likely to stay longer in the therapeutic 
community. than clients whose parents do not participate in the parent groups. The 
indirect effect of parent participation on treatment success can be calculated by multiply­
ing the effect of parent participation on time in program by the effect of time in program 
on treatment success, i.e., B,.,, x Bti?<u = 0.50 x 0.51 = 0.255. By adding the indirect 
effect of PP to its direct effect (beta=.l4) the total effect of PP in the model is .39. This 
indicates a relatively important role of PP in the total model effecting success. The path 
model can be trimmed to produce a simplified structural representation of the variables of 
a causal chain of PP leading to TIP leading to success. The influence of this simple two 
variable model accounts for 33.7% of the variance of success scores of the 103 EH clients 
after phase 2 when parents groups were introduced. The trimmed model is shown in 
Figure ill.5.6. 

The Robustness of the relationship between parent participation and Time in Program 

Since PP is a treatment tool that was not available in the first phase of the evolution of 
EH and since PP is only part of the treatment only after the client has resided in the 
therapeutic community for approximately 90 days, three separate analyses were conducted 
to test the robustness of the model on different sample sizes. The results of those clients 
for whom PP was an actual option (n=I03) have been presented above. Parents were only 
invited during the second or third month after the adntission of their children. The parent 
groups started only in the second phase. The database of n=103 excluded clients who had 
participated in phase 1 and clients who had left the program within the first three months. 

Fig. ID.5.6: Simplified causa! model of parent participation and TIP and success 
CN=l03) 

PP ---------7 TIP ---------o:.Success 

Time 

ln order to test the stability of the results, two separate analyses were done that followed 
exactly the same procedural order of the analysis of n=103. These two separate analyses 
included those clients that were excluded in the first analysis. An analysis including 
clients who dropped out before the 90 day period and those in Phase 1 (n=172) and an 
analysis of clients from phase 2 or higher including those who dropped out before 90 
days (n=166) were conducted. The results of these analyses did not differ greatly from the 
n=l03. On both these analysis the relationship of TIP and PP were more strongly related 
than in the n=103 analysis (r=0.63; p<.OOl; n=l72 and r=0.64; p<.OO!; n=l66). Further­
more, the partial correlation coefficients of PP and success were significant, but roughly 
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of the same magnitude as was found with the 103 clients (partial r-=0.13). The two path 
models also showed slightly stronger effects and explained more of the variance (around 
40%) than the n=103 model. The model of n=103 represents a more conservative 
estimation of the influence of the variables under more stringent inclusion criteria and 
therefore has been reported in full for the pwposes of this chapter. 

Conclusion 

The successful outcome of clients of the Emiliehoeve sample with parents participating in 
parent groups at least once. was more than twice as high compared with residents with 
parents not participating in parent groups (64.4% as opposed to 25%). Further analysis of 
the relationship with the time in program revealed that this is an indirect effect. Clients 
with parents coming to the parentgroup were staying longer in the program and were 
therefore more successful. 

The determinants of long term success 

Of the original 172 EH clients, 36 had "survived" relapse; i.e. had been successful since 
leaving treatment when seen at the last follow-up. As in the analysis of the frrst follow­
up. TIP proved to have a highly significant effect on survival by means of an analysis of 
variance test (F=62.7; df=169; p=O.OOO). This clearly indicated that TIP continues to have 
a highly significant effect on success over relatively long periods of time. 

Successive analyses of covariance controlling for TIP were conducted on the potential 
determinants of treatment success studied in the analysis of the fu:st follow-up. The results 
were not completely similar to those found in the frrst follow-up. While most potential 
determinants (including parent participation) proved to have a statistically significant 
effect on SIL.""Vival as they did on success in the first follow-up, there were some differ­
ences. The significant effect of phase 2. controlled for time in program. found in the first 
follow-up disappeared in the long term follow-up. In addition, the significant effect of 
opiate use on success in the fu:st follow-up when TIP was controlled disappeared in the 
analysis of the long term survivors. In the long-term follow-up the initial significant 
difference in successful outcome found at the first follow-up between clients with either 
opiates or amphetamines as their main problem drug before admission has disappeared. 
What did emerge as a significant determinant on long term success that was not apparent 
in the fu:st follow-up was the number of admissions in a hospital for treatment of 
addiction-related problems (previous treatment) before admission. The clients who had 
more frequent previous admissions in hospitals had less successful outcome. 

Conclusion 

In the long term follow-up the time spent in the program also had a highly significant 
relation with maintaining success. Among the other potential determinants including 
parent participation found in the analysis of the fu:st follow-up. some differences were 
found. The significant effect of phase 2 on positive outcome had disappeared. Also the 
significant negative effect of opiate problems on success. found in the first follow-up after 
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controlling for time in program disappeared. No longer a difference in successful outcome 
found in the first follow-up between clients with either opiates or amphetamines as their 
main problem drug was found. In the long term follow-up frequent previous treatments in 
hospitals were found to correlate siguiflcantly with a negative effect on successful 
outcome, which was not seen in the analysis of the first follow-up. 

Estimation of treatment outcome of the total group of the Emiliehoeve residents in 
the sample of tbe study, including the residents without follow-up. 

Of the total EH-sample N=272, 172 clients were seen at follow-up, 55 were not seen. As 
time in program is the most important detenninant for successful outcome, a prediction 
can be made of the outcome of those residents of the Emiliehoeve group not seen at a 
follow-up interview. A discriminant function analysis using a split half reliability 
procedure was used. The results based on time in program were as follows: (see table 
III.5.5). 

EH-clients used in the discriminant analysis, (N=86): 

Table ID.S.S: Real and predicted treatment outcome Emiliehoeve clients used in 
discriminant analysis (N=86) 

Real treatment outcome 

"Failures" 

"Successes" 

N 

56 

30 

Predicted treatment outcome 

Failure predicted Success predicted 

48 (85.7%) 8 (14.3%) 

7 (23.3%) 23 (76.7%) 

Percent of cases correctly classified: 82.56% (canonical oorrelation=0.59) 

For the EH-clients not used in the discriminant analysis, (N=86), see table III.5.6: 

Table ID.5.6: Real and predicted treatment outcome Emiliehoeve clients not used in 
discriminant analysis (N=86) 

Real treatment outcome 

"Failures" 

"Successes" 

N 

65 

25 

Percent of cases correctly classified: 82.56% 

Predicted treatment outcome 

Failure predicted 

53 (86.9%) 

7 (28.0%) 

Success predicted 

8 (13.1%) 

18 (72.0%) 

When we now predict the treatment outcome of the EH-clients based on time in program 
who were not seen at follow-up (N=55) we see the following: (see table III.5.7). 
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Table ID.5.7: Predicted treatment outcome Emiliehoeve clients not seen at follow-up 
(N=55) 

Real treatment outcome Predicted treatment outcome 

N Failure predicted Success predicted 

"Unknown'' 55 51 (92.7%) 4 (7.3%) 

The real treatment outcome for the Emiliehoeve clients seen at follow-up was: 
failures 117 (68%), success 55 (32%). 

So as the clients not seen at follow-up had a significant shoner time spent in the program, 
the total estimated result including their predicted outcome based in time in program is 
slightly less successful than the results based on the follow-up results only.' The esti­
mated success of all 124 EH-clients who stayed in the program for at least three months, 
based on real outcome and predicted outcome for the 18 clients not seen at follow-up, 
using all factors found as determinants of success in this study (participation in parent 
groups, time in program, sex, age at admission and main problem drug) for the 18 clients 
not seen at follow-up. can be considered as highly favorable. 

The estimated treatment outcome for all 227 EH-clients in the sample including the 
predicted treatment outcome of those not seen at follow-up based on their time spent in 
the program is: failures 74% and successes 26% (see table ID.5.8). 

Table ID.5.8: Estimated treatment outcome all Emiliehoeve clients in the sample 
(N=227) 

N Failures Successes 

227 168 (74%) 59 (26%) 

1 The same procedure was repeated including besides time in program also sex. age at admission and main 
problem drug as discriminant variables. This hardly changed the results: for the clients without follow-up 
the predicted (55) treatment outcome was: failures 52 (94.5%). successes 3 (5.5%). 
The estimated treatment outcome for all EH-clients in the sample was: failures 169 (74%). successes 58 
(26%). 
We can add participation in parent groups to time in program. sex. age at admission and main problem 
drug as a discriminating variable. This analysis can be used for those EH-residents who stayed in the 
program longer than 90 days. The total number with a follow-up is 106. 18 residents of this group were not 
seen at follow-up. The real treatment outcome for those with follow-up was: failures 57 (54%). successes 
49 (46%). 
The predicted treatment outcome for EH residents without a follow-up was: failures 15 (83%), successes 3 
(17%). 
The estimated outcome for EH residents in the sample who stayed longer than 90 days (N=l). including the 
predicted success of the 18 not seen at follow-up was: failures 72 (58%). successes 52 (42%). 
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Conclusion 

When the treatment outcome of the Emiliehoeve clients not seen at the follow-up is 
estimated based on the time they spent in the program and these results are combined 
with the outcome of the follow-up, the estimated treatment outcome for ali clients in the 
sample at the first follow-up is: 74% failures and 26% successes. 



PART IV 

DISCUSSION AND CONCLUSIONS 
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CHAPTER 1 

SUMMARY, DISCUSSION AND CONCLUSIONS 

Therapeutic communities for addicts developed since the Sixties without a clear theory on 
what made them therapeutic. There have also been some doubts on their long term out­
come results. Part I of this book describes how therapeutic communities for addicts have 
roots in the self-help movement. such as Alcoholics Anonymous as well as in the devel­
opment of alternatives for psychiatric hospitalization in such forms as the psychothera­
peutic communities in Europe after World War II. 

The therapeutic communities based on self-help ptinciples were greatly influenced by 
Synanon. a community founded by former addicts advocating a drug-free lifestyle (Ya­
blonsky, 1967). Addicts were regarded as irresponsible individuals, who used drugs or 
alcohol to escape from the frustrations and tensions of daily life. To be successfully 
treated a re-education was necessary to learn new values and attitudes. Group meetings to 
express emotions and thoughts on what happened were thought to be essential to maintain 
abstinence from drugs or alcohol. These meetings, later called 'encounter groups', became 
a main therapeutic element in most therapeutic conununities for addicts. Professionals 
added other therapeutic techniques with roots in psychoanalytic theories and the human 
potential movement based on the humanistic psychology (Maslow, 1968). 

In Part I, the current theories on addiction, that have been classified into biological, 
psychodynamic, behavioristic, system-oriented, social and self-medication theories - are 
reviewed. The philosophy and concepts of the treatment in therapeutic communities 
modelled after Synanon are described. The relevance of the existing theories on addiction 
for a comprehensive explanation of the therapeutic process in the therapeutic communities 
for addicts are investigated. Most theories focus on the possible etiology of addiction 
rather than describe the ultimate state, the addiction itself. These theories have limited 
value for understanding the treatment process. Addiction becomes an autonomous self­
continuing process, that does not stop when the initial causes have been removed. Offer­
ing a job and a home to an addict does not stop his addiction, although being unemployed 
and without a place to stay may have led the person into his addiction. Only when the 
addiction process can be stopped the addict can be treated successfully. 

Addiction is a dynamic process. A definition reflecting this view is: Addiction is a seif­
continuing harmful process as a result of an adaptive behavior that went out of control 
becoming a problem in itself. 

Van Dijk (1980) describes addiction as a dynamic process characterized by a number of 
vicious circles maintaining the addiction, a pharmacological, a psychological, a social and 
a cerebra-disintegrating vicious circle. In the therapeutic community the influences of 
some of these vicious circles can be eliminated. Influences that contribute to maintaining 
the addiction such as the availability of the addictive ·substances, the influences of the 
addiction scene and the influences of the society are no longer active in the therapeutic 
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community setting. The influences of the parents, partners an other relatives are no longer 
present in the therapeutic community. 

Thus the main impact of the treatment during the stay in the therapeutic community is 
upon the psychological vicious circle. All negative feelings, especially guilt feelings, can 
no longer be repressed by the use of drugs and alcohol. Therefore the focus during the 
treatment in the therapeutic community is on the psychological factors that play a role in 
the relapse into drug abuse. This focus is upon the individual and his interaction with 
other members of the community now that the addictive behavior has stopped. As the 
addict usually resumes his contacts with primary social system during and after treatment, 
family members, parents and partners should be involved in the treatment to prevent their 
potential negative influences originating from these contacts. To prevent potential negative 
influences from society resulting in a relapse to addiction after discharge, it is important 
that treatment programs make their successes known. In this way the stigmatizing assum­
ption that addicts are incurable can be changed. 

The therapeutic interventions used in the therapeutic community work with persons 
traumatized in their early childhood. They lost trust in other people and in themselves. 
The great fear of rejection makes individual therapy almost impossible. A person that gets 
addicted may be biologically more vulnerable than others. This vulnerability may be 
inborn or acquired through traumatic experiences in early childhood. Animal experiments 
present some indications for an acquired biological vulnerability (Kooyman, 1991). An 
unanswered question is, if the therapeutic interventions also work at a biochemical level. 
Further research is necessary to be able to answer this question. 

Psychodynamic theories can explain what happens to the individual in the therapeutic 
community. Defense mechanisms such as acting out behavior, manipulation. projection 
and denial are attacked by confrontation and limit setting. Defense mechanisms of addicts 
can be seen as protection against the pain of being rejected. By this behavior the addict 
provokes the rejection making it more bearable. The addicts fear of intimacy stems from 
the same fear of beirrg rejected. In the therapeutic community the resident usually drops 
his defenses. Regression necessary to grow up psychologically healthy takes place. Adult 
residents often behave as teenagers in a therapeutic community. Research has shown that 
self-esteem of residents in therapeutic communities increases during treatment It is 
enhanced by learning skills and resunting education (Preston & Vinney, 1984; Biase et 
al., 1984, 1986). This makes them less vulnerable for the pain of rejection. By not letting 
fear prevent the taking up of responsibilities in the therapeutic community, the residents 
changes their behavior. In the therapeutic community continuous reinforcement of positive 
behavior occurs. The fear, anger and pain resulting from the changed behavior are 
expressed in the encounter groups. 

The therapeutic community can be regarded as a substitute family where conflicts from 
the family of origin can be repeated. The family or partner may contribute to the continu­
ation of the addiction by keeping the resident in a 'patient' position. It is for this reason 
that involvement of family members and partners is importanL Through participation in 
parent or partner groups they can learn to understand that they are usually part of the 
problem and that they can overcome their guilt feelings that in the past often resulted in 
behavior that kept the addict dependent From the social point of view, it can be said that 
the environment of a therapeutic community is very different from the social situation of 
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the addict scene outside. By social learning through social interaction they become re­
sponsible members of the therapeutic community and lose their addict identities. 

The current theories on addiction can all explain part of the therapeutic process in the 
therapeutic community. Sening limits to negative, destructive behavior and the offering of 
a well structured program are important aspects of the therapeutic community. ln this 
sening the necessary regression can take place. Also important for the client is the learn­
ing to overcome the fear of intimacy and close physical contact. The bonding psycho­
therapy groups developed by Casriel (1972) are helpful in this as well as in changing 
negative attitudes towards the self into positive ones. Learning skills and resuming formal 
education enhances self-esteem. 

However the therapeutic community itself with its clear philosophy, concepts, values, 
confrontation and peer-pressure, is the main therapy. Fifteen therapeutic factors in the 
therapeutic communities for addicts are considered. 

1. The substitute family 
2 The consistent philosophy. 
3. The therapeutic struCture. 
4. The balance between democracy, therapy and autonomy. 
5. Social learniog through social interaction. 
6. Learning through crisis. 
7. The therapeutic impact of all activities in the therapeutic community. 
8. The responsibility of the resident for his behavior. 
9. Increase of self-esteem by accomplishment. 

10. Internalization of a positive value system. 
11. Confrontation. 
12. Positive peer pressure. 
13. Learning to understand and express emotions. 
14. Changing of negative attitudes into positive ones. 
15. Improvement if the relationship with the family of origin. 

The goal of the treatment in therapeutic communities of addicts is not only a life indepen­
dent of abusing drugs or other addictive substances. It is also to enhance a positive life­
style and a positive self-concept, to cope with stress in a constructive way, to learn to 
maintain fulfilling and intimate relationships and to enjoy life. 

In Part I Chapter 4 the therapeutic tools and techniques that are used in a therapeutic 
community are described. The Emiliehoeve program, the first drug- free therapeutic com­
munity founded in The Netherlands in 1972. has been taken as the representative site. In 
Chapter 7 of Part I, the potential role of the family in the etiology of addiction is dis­
cussed and the need for involvement of parents and other relatives in the treatment. 

Staff are important role models and guides in the t.l!erapeutic program. Former clients an 
become paid staff members afrer completion of their treatment. Preferably they should 
have been working for some period in a job outside of the therapeutic community before 
they are hired as staff. They are clear role-models for the residents. Conflicts between ex­
addicts and professional staff can occur, usually based on mutual lack of trust and confi­
dence in their own capacities. The importance of additional professional traitting for ex-
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addict staff members is stressed. In this way they lose the label of ex-addict or para-pro­
fessional to become professionals themselves. 

One of the potential dangers In a therapeutic community system is the abuse of power by 
staff. Residents are in a dependent position and staff should always be aware of this. 
Directors of therapeutic communities should be clearly accountable to a committee or 
board. Confrontation in encounter groups by staff or residents is useful but not enougb to 
prevent misuses of power. 

In Pan II the development thtough different phases of the Emiliehoeve therapeutic com­
munity is described. The hierarchical structure of the American programs did not fit in the 
current ideas of the helping profession at the time. In the Seventies institutions and uni­
versities had been democratized and power had been delegated from the top to all partici­
pants. After an initial chaotic episode during which the democratic principles of the Jones 
model were followed in the Emiliehoeve, step by step the American therapeutic commun­
ity concepts were adopted. 

Soon after its founding the outcome success of the Emiliehoeve model was questioned. 
From the Depanment of Preventive & Social Psychiatry at the Erasmus University in 
Rotterdam a research program was established. The fact that the author and researcher 
was also the director of the Emiliehoeve program anci for the years in which the compari­
son group of the Essenlaan therapeutic community was evaluated, also the director of the 
Essenlaan program, had the disadvantage of having a researcher that could not be 
expected to have a neutral attitude to the outcome results. On the other hand, it was this 
very fact that made it possible to obtain the necessary cooperation of staff and residents 
of the two therapeutic communities involved as well as from the staff in charge of the 
intake of potential clients. It has to be emphasized, that at the time of the begiuning of 
this research outside evaluation of programs was not a possible option. 

From the start of the program intake data on substance abuse history and demographic 
characteristics were gathered from all Erniliehoeve residents. The first follow-up pilot 
study started in 1975. After the author had left his position of Director of the Emiliehoeve 
program in 1982, the research project could be continued. The first 250 persons admitted 
for the first time to the Erniliehoeve were chosen to be included in a follow-up study. 
After persons were excluded who had not been clearly addicted to amphetamines and/or 
opiates and/or alcohol before intake or were admitted for other self-destructive behavior 
than addiction or who were transferred to or from the Emiliehoeve to or from another 
therapeutic community, 227 clients of the Emiliehoeve could be included in the sample of 
this study. Of the Essenlaan therapeutic community following the same exclusion proce­
dures 67 clients could be included in a comparison group. As a control group 63 persons 
were included who had been seen at the ambulatory induction center in The Hague (49 
persons) or at the inpatient induction center (14 persons) who decided not to choose for 
admission to the therapeutic community but only for detoxification. 

All clients in the sample were to be seen in a followpup interview approximately one year 
after they had left the program or in case of the non-admittants, one year after the intake 
interview. The successes of the Erniliehoeve group were to be interviewed again 27> and 
5 years after leaving the program. 
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Strict criteria for successful outcome were chosen: 

1. No use of any hard drugs. 
2. If other drugs (cannabis, ttanquillizers, sleeping pills) were used, the frequency of use 

during the last half year before the interview should have been less than once a week. 
3. No alcohol abuse. 
4. No arrest or prison detention. 
5. No drug~related conviction. 
6. No drug-related police contact without conviction. 
7. No treatment for alcohol or drug problems. 
8. No admission to a psychiatric hospital. 

The interviewers were medical students. The face-to-face interviews followed a standard­
ized procedure using a questionnaire with multiple choice answers and also several open­
ended questions. The scores relied on the answers of the respondents. The assessment of 
whether there was alcohol abuse was made by the interviewer. The respondents did not 
seem to deny alcohol or other problems at the interview. As information was gathered 
over an extended period, urine-analysis was not thought to be useful. Face to face inter­
views are reganded as reliable in the literature (Bale, 1979, Simpson, 1986). 

Six different phases in the development of the Emiliehoeve treatment program were dis­
tinguished to find possible differences in outcome results among residents treated in dif­
ferent phases. To investigate the influence of pandcipation in parent groups records were 
made of the attendance of parents. 

The response rate of the Emiliehoeve group at the first follow-up interview was 75.8% 
(172 of 227); of the Essenlaan group 70.1% (47 of 67) and of the non-admittants group 
69.8% (32 of 49).1 The students who did the interviews could only pandcipate from Feb­
ruary to May. For this reason not all persons in the sample could not be interviewed at 
the planned time intervals. The respondents at the first follow-up were seen at least 180 
days since the departure from the program. For the Entiliehoeve clients the mean time 
since leaving the program was 7!0 days (median 535), for the Essenlaan clients this was 
1090 days (median 958). For the non-admittants the mean time between intake and fol­
low-up interview was intermediate (mean:855 days, median 804). The successful clients 
of the Erniliehoeve sample were re-interviewed in a second follow-up at an average time 
of 2 3/4 years since they had left the progrann and at a third follow-up at an average time 
of 5 years since their departure. 

For measuring successful outcome the total period since the resident left the therapeutic 
community program - or in case of the control group of non-admittants since the intake 
interview · was accounted for using the success criteria. A separate scoring for substance 
abuse was made for the period of six months before the interview. 

1 In the period of about five years since the date they had left the Emiliehoeve program at least 12 ex~resi­
dents of the Emiliehoeve sample had died (5.3%). The probable causes of death were: suicide (4). accident 
related to alcohol abuse (1). overdose of drugs (8-): one of them was female (suicide case). Of the Essen­
laan sample 7 (10.5%) were reported dead. one of them was female. 
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In the background data of the different grcups there was a significantly higher prevalence 
of amphetamine problems in the Emiliehoeve and non-admittants groups compared to the 
Essenlaan group, where there was a higher prevalence of opiate problems in the client 
sample. A possible explanation is that the Essenlaan had been a medical model 
methadone in-patient clinic before it became a drug-free therapeutic community and 
might, at the lime of the research study, still have been seen as a treatment center for 
opiate addicts. Clients of the Emiliehoeve had more previous hospitalization than the 
other groups. On all other drug history variables, on criminal history and client character­
istics, no significant differences were found. The mean lime in program (TIP) for Emilie­
hoeve clients was higher, 346 days (median 155) than for Essenlaan clients, 214 days 
(median 109). The mean lime out of program (TOP), the lime between leaving the thera­
peutic conununity or the intake interview in case of the non-admittants and the frrst 
follow-up interview, was for the Emiliehoeve clients 710 days (median 535), for the Es­
senlaan 1090 days (median 958) and for the non-admittants 855 days (median 804). 

The results of the first follow-up were for the Emiliehoeve group 32% success; for the 
Essenlaan group 21.3% and for the non-admittants group 4.5%. Very strict criteria were 
used. For instance using cocaine one time meant no success. 

Based on the criterion of six months before the interviews, the success percentages of 
substance abuse were for the Emiliehoeve group 49% for the Essenlaan 43% and for the 
non-admittants 16%. Of those unsuccessful based on the total lime in the program, 26% 
of the unsuccessful Emiliehoeve clients, 27% of the unsuccessful Essenlaan clients and 
only 13% of the non-admittants group could be classified as successful based on the sub­
stance abuse situation during the last half year before the interview. Some of these 'suc­
cesses' of the Emiliehoeve and Essenlaan group can be seen as delayed success. These 
persons tried drugs for a shon lime after they had left only to find out that this was no 
longer what they had wanted. 

As a factor correlating with success. a decrease in suicide attempts after the treatment in 
the therapeutic community was found. The percentages of the Emiliehoeve and Essenlaan 
having a job at the follow-up interview were significantly higher than the non-admittant 
group. Also, the percentages of persons receiving social security payment were lower. 
Correlated with success was also having more developed cultural activities in the leisure 
lime. The results showed little or no evidence of a tendency to substitute an addiction to 
drugs by an addiction to alcohol. 

A different way of measuring the outcome results is by choosing one particular day in a 
year and doing a follow-up for everyone on that day present in the therapeutic communi­
ty. As short stayers receive less treannent this method can give a good view on the cost­
benefit of the treatment. In separately published research, this was done for one day at the 
Emiliehoeve (1-9-1975). In the first follow-up 12 of the total of 23 residents (at that lime 
the new building had not been avallable and no more residents could be housed) were 
successful: II of them had completed the treatment program (Kooyman, 1985 b). 

The high drop-out rate of the therapeutic communities is a problem. On the other hand, 
those who stay the longest period are the ones that benefit the most. One question is if 



Chapter 1. Summary. discussion and conclusions 229 

there is a psychological difference between drop-outs and persons who complete the pro­
gram.' 

Included in the follow-up questionnaires were open questions on reasons for leaving the 
community and criticism on the treatment program. Answers were compared from Emilie­
hoeve and Essen!aan clients. There was little difference between the Emiliehoeve and 
Essenlaan groups. The most frequent reasons for leaving prematurely were: injustice of 
the staff, rigid rules~ too much pressure, lack of contact with relatives or friends, feeling 
alone and hard encounter groups. Graduates had more critical remarks for the staff than 
drop-outs. They had more criticism on the lack of free time and most of their critics were 
on the re-entry phase of the program. Drop-outs had less differentiated criticisms on staff 
(mainly accusations of staff's injustice). 

Six hypotheses were tested in this study. The frrst three were: 

!. The longer a resident participates in the therapeutic community, the better will be the 
outcome of the treatment. 

2. Parent involvement helps to keep the residents in treatment and because of this, 
improves the outcome results. 

3. Lower prior education leads to a higher tendency to leave the program prematurely. 

Ad 1. This hypothesis could be verified as well for the Emiliehoeve residents as the Es­
senlaan comparison group. The time spent in the program was found to be the main deter­
minant for successful outcome. In the second and third follow-up of successful Emiliehoe­
ve clients, the amount of time spent in the program proved to have a highly significant 
effect on 'survival'. 

All Emiliehoeve clients staying in the program less than 30 days were not successful. The 
success-rate increases to 10% if the client remains in treatment from 30 to 180 days, to 
30% if the client stays from 180 to 360 days and to 70% if the client remains in treatment 
for more than 360 days. These results are consistent with the findings in the literature (De 
Leon 1984; Holland, 1983 a; Berglund et a! .. 1991). Better outcome results among those 
clients who stay longer in the program is not only found in therapeutic communities. In a 
follow-up study comparing methadone maintenance clients with drog-free therapeutic 
community clients, Barr (1986) found that staying in treatment was in both groups related 
to better outcomes on drug use, criminal justice involvement and employment. As to 
alcohol abuse there was a significant difference: staying in treatment was for therapeutic 
communities clients associated with better outcome but not for methadone maintenance 

2 In a cohort of the Emiliehoeve sample the residents were given a self administered questionnaire measuring 
neuroticism. This so-called ·nelftse Vragenlijsf was tested on students; their mean score was 15 (Appels. 
1975). The residents were asked to fill this in once every three months. There was no significant difference 
found between the score of drop..auts and residents who left the therapeutic community for the re-entry 
program. The score was not expected to change as it measured neuroticism. However. the score dropped 
from a 25.6 mean score of all residents at intake to 21.6 on the last questionnaire filled in before leaving 
the therapeutic community (premaurrely or to re-entry). This difference was measured for those who had 
stayed at least 6 months in the program. This trend downwards can be explained partly by regression to 
normality. Both mean values are however much higher than those of normal controls. 
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clients. And, of course, the methadone maintenance clients were still addicted to 
methadone (Barr, 1986). 

No optimal time in program was found. This is most probably caused by the fact that 
staying in a therapeutic community has a definite end. At completion of the program a 
ceremony symbolizing the graduates' accomplisbments and departure is held. Graduates 
do better than persons leaving prematurely. Staying longer than probably necessary seems 
to have no negative outcome effect Of the 33 graduates in the Emiliehoeve sample 28 
were successful at the first follow-up (85%). On the other hand the total duration of the 
program which is (including the re-entry phase) around three years, may be unnecessarily 
long for some residents. Short term therapeutic communities with a 4 to 6 month program 
are being developed. Future research may make it possible to predict the optimal length 
of stay in a therapeutic community for different types of clients. 

Ad 2. This hypothesis could be verified. Parent groups had been introduced in the second 
phase of the development of the Emiliehoeve program. Fifty-seven percent of the clients 
in the Emiliehoeve program from phase 2 or higher, who stayed at least three months in 
the program, had a parent participating in a parent group. For these clients the mean time 
spent in program (TIP) was 698 days compared with only 343 for those with no parents 
participating. Only clients who had been in the pro gram for minimal 90 days were in this 
sample as in that time of the development of the Emiliehoeve program parents were only 
invited to attend parent groups after the third month. Attendance of at least one parent 
group meeting by at least one parent was chosen as the criterion. There was almost no 
difference in the results when one or two times attendance was compared with attendance 
three times or more. 

Sub-selecting for the clients with a follow-up 64.7% had a parent participating in a parent 
group. For this group the mean TIP was 683 days compared with 313 days for clients 
with no parent participation. Of those clients in this group with parent participation 64% 
had successful outcome. Of those without parent participation only 25% was successful. 
Statistical analysis could support the hypothesis that more successful outcome was an 
indirect effect of a longer TIP. 

This fmding is of clinical relevance, it supports the opinion that parent involvement can 
improve the treatment results. Whether this improved results is caused by the impact of 
the parent groups is still an open question. By participating at least once a parent can 
symbolically give his consent to the child to choose for the treatment program, while not 
attending may provide the opposite message to the client The finding that parent partici­
pation in parent groups is correlated with longer TIP, combined with the experience of the 
low drop-out rates of the Italian therapeutic communities, where parents are already 
involved before admission of the client to the therapeutic community, suggests that it is 
worth while to involve parents as early as possible (Kooyman, 1987). Another reason for 
prolonged TIP when parents have participated in parent groups could be that the parents 
in these groups receive the message to immediately send their son or daughter back to the 
therapeutic community in case they came to their home after having run away. Lastly, it 
can be argued, that clients who have parents interested in the therapy program have better 
chances because they may have a better relationship with their parents. 
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The strong indirect influence on treatment outcome showed the Emiliehoeve sample in 
this study suppons the clinical policy decision to include parent groups in the treatment 
j?rogram. In other research a decrease in early drop-outs was found after parents had been 
involved in the treatment program (De Leon & Jainchill, 1986, Nabitz & Hennanides, 
1986). This suggests a program effecL This study has demonstrated, that in the Emilie­
hoeve there was a correlation between the longer thne in program when a parent partici­
pated in parent groups and successful outcome and that this greater success was an 
indirect effecL 

Ad 3. This hypothesis could be verified. Oients with a lower education tend to leave the 
program earlier than clients with a higher education (there is a significant zero-order 
correlation with TIP). The level of the last finished education was measured at intake. ln 
the therapeutic community the same tendency to drop-out of school may cause the earlier 
departure. It is possible that lower education is related to a lower capacity to learn from 
the program. Also it may mean, that the person has less possibilities for work after leav­
ing the program. 

Clients of the Emiliehoeve did have slightly poorer outcome results. However, when 
controlled for their time in program this difference disappears. This means that poorer 
results of clients with lower education are mainly due to a lower TIP. However, the possi­
bilities to have a higher level of education increase with age. When we look at the age at 
intake and the correlation with the length of stay in the program we see that there is clear 
significant zero-order correlation with TIP. The older the resident at intake, the longer the 
TIP. Thus the lower T.I.P for clients with lower education may be caused by the fact that 
they are also younger. Controlled for TIP the age effect on outcome results disappears 
completely. This means that clients with lower age at admission and lower education do 
have the same outcome as the others, provided that they stay. A reason for premature 
departure of younger persons may be that the life of an addict may be more attractive for 
a person who is younger. The drag scene being still attractive also may be the reason for 
clients with a shorter length of daily use to leave earlier. Also here the difference disap­
pears in outcome results after controlling for TIP. Thus although younger clients with a 
shorter addiction career and lower education leave earlier, they can benefit as well if they 
stay long enough. On the other hand older clients and clients with a longer addiction 
career and higher education tend to stay longer in the treatment program and therefore 
have better outcome results. 

Another client characteristic showing a zero-order correlation with TIP is having had a 
prison detention before admission or intake interview. Clients with this history clients stay 
longer. Older clients have greater chance to have been detained. This difference also 
disappears after controlling for TIP. All other client characteristics have no influence on 
TIP or the outcome results. These include: employment situation at intake, social class, 
contacts with parents and homosexuality. Previous convictions neither effect TIP nor 
treatment outcome after controlling for TIP. Female residents show a trend toward a 
slightly better outcome result than male residents. However, this result is not statistically 
significant. 

There are differences in the effect of the main drag of addiction on treatment outcome. 
Alcoholics stay longer and amphetamine addicts stay shorter in the program. Controlled 
for thne in program these differences disappear. Opiate addicts are the only subgroup with 
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a less successful outcome after controlling for TIP. This means that amphetamine and 
alcohol addicts do seem to have slightly better outcome results than opiate addicts. The 
significant effect of opiate use on success after controlling for TIP, however, disappeared 
in the third follow-up. In this long-term follow-up the initial significant difference in 
outcome between persons with opiates or amphetamines as the main problem drug also 
disappeared. 

Previous treannent in clinics, general hospitals or crisis centers for addiction problems do 
not have an effect on TIP. There is, however, a slight trend towards poorer outcome after 
controlling for TIP. In the third follow-up a significant difference emerged. Clients with 
more previous admissions to these medical model treatment centers had less successful 
outcomes. 

To smdy program effects on treatment outcome the results were compared of residents 
treated in different phases of the development of the Emiliehoeve program. The differ­
ences between the phases are described in Part II, Chapter l. lmponant differences are the 
introduction of encountergroups and a drug-free philosophy in phase 2 after an initial less 
structured democratic phase. In the second phase there was little distance between staff 
and residents and strong emotional involvement of the staff. In the third phase the hier­
archical strucmre of the American therapeutic communities was introduced and a re-entry 
phase was added lengthening the program. In phase 5 the program had become highly 
structured and rigid. The staff was more distant from the residents and there was Jess 
attention for intimacy problems. In phase 6 a clear structure was combined with possibil­
ities for the residents to overcome their fear of intimacy. The distance between staff and 
residents was reduced. 

The following hypotheses were examined: 

4. Phases in the program offering a clear structure have more successful outcome results. 

5. Phases in the program offering therapeutic learning possibilities to deal with the fear 
of intimacy have more successful outcome results. 

6. Phases in the program offering both a clear structure as well as therapeutic learning 
possibilities to deal with the fear of intimacy have the best possible outcome results. 

Ad 4. The results only mildly suppon this hypothesis. Phase one, with the most unclear 
structnre, had the lowest success percentage (16.8%), one of the six clients that were 
interviewed had been found successful (most probably helped to stay drug-free by his 
membership of a religious group after treatment). However, phase five, during which the 
strucmre was very clear and rigid, was hardly more successful (18.6%, 8 of 43). The main 
contrasts are between phase six (51.9%, 14 of 27), with clear structure and groups on 
intimacy and less distant staff and phase four (25.6%, 11 of 43) and phase five (18.6%), 
both haviug a rigid structure, especially phase five. 

Ad 5. This hypothesis can fmd suppon in the results. The phases with both an emphasis 
on groups dealing with the fear of intimacy and also closer contact with staff members, 
were phase two and six. They had by far the best outcome results: 50% (8 of 19) and 
51.9% (14 of 27). However, how much the phase results are due to the differences in TIP 
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remains an open question. Especially phase six shows a strong effect of the long TIP. 
However, controlled for TIP a significant direct effect was found on the treatment out­
come in phase two.' 

Ad 6. This hypothesis finds support in the fact that the phase combining a clear structure 
with possibilities to learn to overcome fears of intimacy (phase six), had the best results. 
This favorable result is related to a longer TIP. Phase two, as well as phase one, did not 
have a separate re-entry program so the intended TIP was shorter (in phase two maximal 
18 months). 

An interesting f"mding in the third follow-up was that the significant effect on treatment 
outcome of phase two when controlled for TIP disappeared. Thus, in the long term fol­
low-up the initial significant difference in outcome was no longer seen. A possible expla­
nation is that the clients treated in phase two had no sperate re-entry program to prepare 
them for the new situation in society. This lack of re-socialization possibilities may show 
their negative effects later in time. 

Conclusions on possible program effects on treatment outcome have to be drawn with 
some reservations. The resident background data showed some differences. These were 
statistically significant on: convictions for crimes (phase 2: 13.0%, phase 3: 14.3%, phase 
4: 60.0%, phase 5: 49.0% and phase 6: 47.2%). prison detentions (phase 2: 4.2%, phase 
6: 47.2%) and in the number of suicides attempts (phase 2: 29.2% phase 3: 22.2% and 
phase 6: 64.2%). For all other client background data including educational level and the 
history of drug use there were no significant differences. Staff changes may have influ­
enced the outcome results. The staff of the Emiliehoeve changed several times almost 
entirely in the different phases of the program. The person, who was responsible for total 
treatment pro gram, however, was the same. He was also having this responsibility of the 
Essenlaan therapeutic community during the treatment of the persons of the Essenlaan 
comparison sample. 

The various changes and differences in the treatment program are of such a complexity, 
that it is difficnlt to draw conclusions. The results of this study indicate that less distance 
between staff and residents and possibilities for the residents to overcome their fear of 
intimacy may have a stronger influence on positive outcome than a clear structure of the 
program. Involvement of parents is found to be strongly related to a longer period spent 
in the program and through this to better outcome results. 

The differences in success found between the Emiliehoeve (32% of all first admissions) 
and the Essenlaan sample (25.5%) can be explained by the following three factors: 
the Essenlaan had more opiate addicts in the sample, a shorter mean TIP, and a longer 
time between departure from the program and the follow-up interview. Besides this, the 
staff at that time of the research was less experienced than the Emiliehoeve staff. The 
sample of persons that did not choose for admission to a therapeutic community after 

3 In both phase two and phase six bonding therapy groups were frequently used. These groups may have a 
positive effect on the holding power of the community. In the therapeutic community AREBA where bond­
ing therapy has been used since its foundation by Casriel. an extremely high retention capacity was found 
of 85% (Y ohai & Winick. 1986). 
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detoxification was clearly less successful than the persons treated at the Emiliehoeve or 
the Essen!aan. The outcome results are favourable compared with follow-up results of 
other therapeutic communities for addicts. Outcome results in the literature based on drug 
use, criminal activity and employment measures range from 20% among drop-outs to 85% 
among graduates (Holland, 1983a; De Leon, 1984). 

The follow-up study did show that a therapeutic community for addicts is a successful 
treatment approach for many addicts, not for all. Treatment cannot be given credit in a 
causal way for all post-treatment improvement Influence from the family and other social 
influences outside the treatment setting are significant contributors. The accumulated data 
of the Emiliehoeve therapeutic community since the start of the program in 1972 offer 
great opportunities for future research. Trends in changes in drug use over more than 
twenty years can be monitored and program effects can be measured. Litde is known of 
the prognosis of re-admissions which were excluded in this study. This significant group 
needs further investigation. 

Therapeutic communities can not be a solution to the drug problem in society. No treat­
ment can. Even~ when treatment is not geared to solve the addiction of the clients as, for 
instance, in low threshold methadone maintenance programs, the drug problem in society 
will not be solved. When the goal of the treatment program is a drug-free life such as in 
therapeutic communities, the addict is faced with a dilemma; he has to choose between 
the unpleasant consequence of continuing to use and the unpleasant consequences of 
stopping. The choice to stop is usually made due to outside pressure and external influ­
ences, a 'negative motivation'. When the addicts' motivation comes from within himself, 
a personal choice for a positive drug-free lifestyle, the addict has usually already been in 
treatment for some months. A choice for treatment instead of prison is an example of a 
negative motivation. In the period of the Emiliehoeve follow-up investigation, described 
in Part Ill, few clients were referred from prison. In The United States, residents of thera­
peutic communities sent to the program by the courts, had similar or even slightly better 
success rates than voluntary admitted residents (Wexler, 1986). However, the differences 
found are small and legal referral does not seem to be a significant predictor to successful 
outcome (De Leon, 1987). In any case the relationship between specific external pressure, 
program processes, such as parent groups and bonding therapy. time in program and treat­
ment outcome needs a considerable amount of future research. This study was partly 
aimed at providing a frame-work for future program and policy evaluation research. 

Not all type of addicts can be expected to benefit from treatment in therapeutic commun­
ities. As the setting is the treatment, the therapeutic community offers the same type of 
treatment to all residents. That particular setting cannot be the suitable answer for all type 
of addicts. Cases requiring more individual care can be better treated elsewhere. Absolute 
contra-indications for therapeutic community treatment are psychoses and serious mental 
defects or brain-drunage. A relative contra-indication is severe sociopathic behavior. Per­
sons that relapsed after completion of their treatment may better be referred to other treat­
ment Special type of therapeutic communities have been founded to treat subgroups such 
as addicts with borderline personality disorders, minority groups and adolescents. Short­
term therapeutic communities for addicts that did not develop a 'junkie' lifestyle and have 
positive contacts in society, have been developed (Kooyman, 1987). Further research is 
needed to be able to specify the potential and limits of different therapeutic community 
models. 
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The Synanon/Daytop/Phoenix House therapeutic community model has spread from The 
United States to Europe, Canada and South America, South East Asia and Australia. 
Although the program had to be adapted to the different cultures, they are more similar 
than different. The therapeutic community is a culture of its own in the United States, the 
country where this model originated (O'Brien, 1981). 

The Erniliehoeve therapeutic community had great impact on the treatment of addiction in 
and outside The Netherlands. This study indicates the positive effects of parents involve­
ment and therapeutic learning possibilities to deal with the fear of intimacy. Further 
research is necessary to investigate the potential of therapeutic communities to improve 
their holding power and through to increase successful outcome. 

Being successful with persons that were often traumatized in their early childhood, the 
Therapeutic communities for addicts can be a model for other client populations, especial­
ly for those that end up in institutions for juvenile delinquents and prisons for other rea­
sons than drug-related crimes. The evolution of therapeutic communities is a dynamic 
phenomenon with increasing differentiation and specialization. promising new treatment 
possibilities for addiction problems in the future. 
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CHAPTER2 

SAMENVATTING 

Sinds de jaren zestig hebben zich therapeutische gemeenschappen voor verslaafden ont­
wikkeld vanuit de praktijk, zonder een duidelijke theorie die aangeeft wat deze gemeen­
schappen therapeutisch maakt Er bestaan voons twijfels over het lange temtijn effect van 
de behandeling van verslaafden in een therapeutische gemeenschap. Therapeutische ge­
meenschappen voor verslaafden hebben hun wonels zowel in de zelfhulp beweging -zoals 
de Anonieme Alcoholisten- als in de ontwikkeling van altematieven voor psychiatrische 
ziekenhuizen, zoals de psychotherapeutische gemeenschappen voor psychiatrische pati­
enten die in Europa werden ontwikkeld tijdens en na de Tweede Wereldoorlog. 

De therapeutische gemeenschappen voor verslaafden in de Verenigde Staten die gebaseerd 
zijn op de zelfhulp principes zijn sterk beinvloed door Synanon, een gemeenschap gesticht 
door ex-verslaafden die een drugvrije levensstijl propageerden (Yablonsky, 1967). Ver­
slaafden worden in de Ameri..l<aanse therapeutische gemeenschappen gezien als onverant­
woordelijke personen, die drugs of alcohol gebruikten om te ontsnappen aan de spannin­
gen en frustraties van hun dagelijks bestaan. Om met succes behandeld te kunnen worden, 
is heropvoeding nodig om nieuwe waarden en houdingen te leren. Groepsbijeenkomsten 
om gedachten en emoties te kunnen uitwisselen over wat er gebeurde in de gemeenschap. 
worden gezien als essentieel om te kunnen volhouden samen te leven zonder verslavende 
ntiddelen te gebruiken. Deze bijeenkomsten, encountergroepen, ontmoetings-groepen 
genoemd. zijn het belangrijkste therapeutische instrument in de meeste therapeutische 
gemeenschappen voor verslaafden geworden. Professionelen voegden andere therapeuti­
sche instrumenten toe, die veelal voortkwamen uit de Human Potential Movement, een 
beweging gebaseerd op de humanistische psychologie (Maslow, 1968). 

De theorieen met betrekking tot verslaving kunnen worden gerangschikt in biologische, 
psycho-dynamische, op het gedrag gerichte, op het systeem gerichte. sociale en zelf-me­
dicatie theorieen. Met Synanon als voorbeeld werden in de therapeutische gemeenschap­
pen voor verslaafden een fi!osofie, basisbegrippen en opvaningen ontwikkeld met betrek­
king tot de behandeling van verslaafden. De re!evantie van de bestaande theorieen voor 
een mogelijke verklaring van het therapeutisch proces in deze therapeutische gemeen­
schappen wordt in deze studie nagegaan. De rneeste theorieen richten zich meer op de 
oorzaak van verslaving dan dat ze zich richten op het uiteindelijke proces, de vers!aving 
ze!f. Voor de behandeling zijn deze theorieen van beperkt nut: de verslaving is een zich­
zelf continuerend proces geworden dat niet stopt als de oorzaak, die tot de verslaving 
leidt, word! weggenomen. Pas als het proces van de verslaving kan worden stopgezet, kan 
een verslaving met succes worden behandeld. 

Verslaving is een dynamisch proces. Vanuit deze visie kan de volgende definitie worden 
opgesteld: Verslaving is een zichzelf continuerend schadelijk proces ten gevolge van con­
troleverlies over adaptatief gedrag dat zodoende een probleem op zichzelf wordL Van 
Dijk (1980) beschrijft verslaving als een proces gekenmerkt door een aantal vicieuze 
cirkels, zoals een farmacologische, een psychologische, een maatschappelijke en een 
cerebro-desintegratieve vicieuze cirkel. In de therapeutische gemeenschap kunnen de 
farmacologische, de maatschappelijke en de cerebro-desintegratieve invloeden worden 



238 Pan IV. Discussion and conclusions 

nitgeschakeld. De invloed van het primaire leefsysteem, het gezin, de ouders, de parmer 
en de verdere familie, is eveneens niet meer aanwezig in de therapeutische gemeenschap. 
Zodoende is de therapie in de therapeutische gemeenschap vooral gericht op het individu, 
op het doorbreken van de psychologische vicieuze cirkel. Aile negatieve gevoelens, met 
name schuldgevoelens, kunnen niet meer worden weggedrukt door het gebruik van drugs 
of alcohol. Nadal het verslavend gedrag is gestopl moet de verslaafde met deze negatieve 
gevoelens leren omgaan in zijn interactie met de mede-bewoners. Omdat de verslaafde 
gewoon!ijk vanuit de lherapeutische gemeenschap zijn contacten weer opvat met zijn 
gezin van oorsprong, ouders, partner en verdere farnilieleden, moeten zij betrokken wor­
den bij de behandeling om een potentiele negati.eve be1nvloeding tijdens deze contacten te 
voorkomen. Om negatieve invloeden van de maatschappij, die .kunnen leiden tot een 
terugval na de behandeling te verhinderen, is het noodzakelijk dat behandel-programma's 
hun resultaten bekend maken, om zodoende het vooroordeel uit de wereld te helpen dat 
verslaafden onbehandelbaar zijn en aldus worden gestigmatiseerd. 

De therapeutische technieken in de lherapeutische gemeenschap zijn bruikbaar voor perso­
nen die in hun vroege jeugd getraumatiseerd zijn en daardoor het vertrouwen in zichzelf 
en anderen hebben verloren. De extreme angst voor afwijzing maakt individuele therapie 
bij hen vrijwei onmogelijk. Wellicht is iemand die verslaafd raakt biologisch kwetsbaarder 
dan anderen om verslaafd te worden aan bepaalde rniddelen. Deze kwetsbaarheid kan 
aangeboren zijn of verworven door traumatische ervaringen in de vroege jeugd. Dierproe­
ven geven enkele aanwijzingen voor het laatste (Kooyman, 1991 ). Het is de vraag of de 
therapeutische technieken behalve op het psychologische ook op het biochemische niveau 
werken. Verder onderzoek op dit gebied is noodzakelijk om deze vraag te kunnen beant­
woorden. 

Psychodynarnische theorieen kunnen verklaren wat er met het individu gebeurt in de the­
rapeutische gemeenschap. Afweermechanismen, zoals acting-out gedrag, manipuleren, 
projecteren en ontkennen, worden ononaskerd in confrontaties in groepen en door het 
stellen van duidelijke grenzen. Deze afweennechanismen kunnen worden gezien als een 
bescherming tegen de pijn van de verwachte afwijzing. Door zijn gedrag lokt de verslaaf­
de overigens vaak zelf de afwijzing nit De afwijzing wordt daardoor dragelijker. De 
angst voor intirniteit die bij verslaafden algemeen is, houdt verband met deze zelfde angst 
voor afwijzing. In de therapeutische gemeenschap laat de bewoner gewoonlijk zijn afweer 
los. Er treed! dan regressief gedrag op, een noodzakelijk stadium, om van daaruit op te 
groeien op een psychologisch gezonde manier. Volwassen bewoners gedragen zich bier­
door vaak als teenagers als ze opgenomen zijn in een therapeutische gemeenschap. Door 
allerlei zaken te ondernemen waarvoor zij verantwoordelijk worden gesteld, groeit het 
zelf-gevoel van de bewoners tijdens de behandeling. Het ieren van vaardigheden en het 
weer opvatten van onderwijs is hierbij zeer belangrijk (Preston & Vinney, 1984; Biase et 
al., 1986). Een versterkt zelf-gevoel maakt de bewoners minder kwetsbaar voor de pijn 
van een afwijzing. In de therapeutische gemeenschap wordt voortdurend pvsitief gedrag 
bekrachtigd. In de encountergroepen wordt geleerd om te gaan met de angst, irritatie, 
woede en pijn die gevoeld worden als de afweer wordt losgelaten en het gedrag verandert. 

De lherapeutische gemeenschap kan beschouwd worden als een substituut familie waarin 
conflicten nit de oorspronkelijke familie-situatie kunnen worden herhaald en doorgewerkt 
Omdat ouders of partners kunnen bijdragen tot het in stand houden van de verslaving 
doordat zij de verslaafde in de positie van de 'patient' te houden, is het betrekken van hen 
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in de behandeling van groot belang. Door het bijwonen van ouder- of partnergroepen 
kunnen zij leren inzien dat zij een onderdeel van het probleem zijn. 

Het milieu van de therapeutische gemeenschap is srerk verschillend van de situatie in de 
gebruikerswereld buiten. Door sociaal leren ("social learuing through social interaction", 
Jones, 1953) wordt de verslaafde een verantwoordelijk lid van de gemeenschap. Hij ver­
liest daarbij zijn identiteit van verslaafde. 

Zoals boven samengevat, kunnen de bestaande theorieen met betrekking tot verslaving 
aile een gedeelte verklaren van hetgeen therapeutisch is aan een therapeutische gemeen­
schap. De strucruur van de gemeenschap stelt duidelijke grenzen aan negatief zelfdestruc­
tief gedrag. In dit milieu kan de noodzakelijk regressie plaatsvinden. Belangrijk is dat de 
verslaafde zijn angst voor afwijzing. intimiteit en lichamelijk contact kan overwinnen. De 
bondingtherapie, een cathartische activerende psychodynaruische groepstherapie is een 
goed instrument hiervoor (Casriel, 1972, Geerlings & de Klerk - Roscam Abbing, 1985). 
Ook zijn deze groepen zeer geschikt om negatieve levenshoudingen te veranderen in posi­
tieve. De therapeutische gemeenschap met zijn duidelijke filosofie, opvattingen, waarden 
en normen, met zijn confrontaties en druk van medebewoners~ is echter de belangrijkste 
therapie. Er kunnen 15 therapeutische factoren worden onderscheiden in de therapeutische 
gemeenschappen voor verslaafden: 

1. De substituut fantilie. 
2. De consistente filosofie. 
3. De therapeutische structuur. 
4. Het evenwicht tussen democratie. therapie en autonomie. 
5. Sociaalleren door sociale interactie. 
6. Leren door crises. 
7. De therapeutische waarden van aile activiteiten in de therapeutische gemeenschap. 
8. De verantwoordelijkheid van de bewoner voor zijn gedrag. 
9. De versterking van het zelf-gevoel door zaken aan te pakken en af te maken. 

10.-Het zich eigen maken van een positief waardensysteem. 
II. Confrontatie. 
12. Positieve druk van medebewoners. 
13. Het leren verstaan en uiten van emoties. 
14. Het veranderen van negatieve levenshoudingen in positieve. 
15. Het verbeteren van de relaties met het gezin van oorsprong. 

Het doe! van de behandeling in therapeutische gemeenschappen voor verslaafden is niet 
slechts een !even onafhankelijk van het gebruik van drugs of andere verslavende midde­
!en. Het is ook het verkrijgen van een positieve levensstijl en een positief zelfbeeld, het 
op constructieve wijze omgaan met stress. het kunnen onderhouden van intieme en bevre­
digende relaties en kunnen genieten van het Ieven. 

Voor de beschrijving van de therapeutische middelen en technieken beschreven die ge­
bruikt worden in een therapeutische gemeenschap stond de Emiliehoeve, de eerste drug­
vrije therapeutische gemeenschap voor verslaafden in Nederland, model. 

Staf!eden zijn belangrijke rolmodellen in het therapeutisch programma. Ex-cli~nten kun­
nen betaalde staf!eden worden na voltooiing van hun behandeling. Ex-bewoners zijn een 
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duidelijke voorbeeld voor de clienten, dat je met succes je gebruik kunt staken. Het ver­
dient de voorkeur om deze ex-clienten pas in dienst te nemen als ze enige tijd buiten het 
programma hebben gewerkt, waardoor ze onafhankelijk van de therapeutische gemeen­
schap hebben kunnen functioneren. Conflicten mssen ex-verslaafden en professionele 
stafleden kunnen optreden, doorgaans gebaseerd zowel op een wederzijds gebrek aan ver­
trouwen als op een gebrek aan vertrouwen in eigen capaciteiten. Het is van groot belang, 
dat ex-clienten in de staf opleidingen vo!gen. Op deze wijze verliezen de ex-verslaafden 
hun identiteit als ex-verslaafde en kunnen ze die verwerven van een professioneel stafli.d. 

Een potentieel gevaar in een therapeutische gemeenschap is misbruik van macht door de 
staf. Bewoners zijn in een afhankelijke positie en de staf dient zich hiervan goed bewust 
te zijn. De mogelijkheid van wederzijdse confrontaties in encounters van staf en bewoners 
is belangrijk maar niet genoeg om misbrui.l<: van macbt te voorkomen. 

De Emiliehoeve beeft zich ontwikkeld van een democratische therapeutische gemeenschap 
opgezet volgens de ideeen van Maxwell Jones (1979) tot een hierarchisch gestructureerde 
lherapeutische gemeenschap van het Daytop - Phoenix House model (Sugarman, 1974, 
Ramirez, 1973). De hierarchische structuur van de Amerikaanse behandel-programma's 
paste niet in de ideeen van de hulpverlening ten tijde van de oprichting. Instituten en uni­
versiteiten werden gedemocratiseerd en de macht werd van de top naar alle belanghebben­
den gedelegeerd. Na een chaotische beginperiode met weinig structuur werden geleidelijk 
aan ideeen en principes van de amerikaanse therapeutische gemeenschappen overgeno­
men. 

AI spoedig na het begin van bet programma werden vragen gesteld vanuit bet hulpverle­
ningsveld naar het succes van de behandeling. Een onderzoekprogramma werd opgesteld 
vanuit het Instituut voor Preventi.eve en Sociale Psychiatrie van de Erasmus Universiteit in 
Rotterdam om het resultaat van de behandeling te kunnen nagaan. Het feit dat de schtijver 
en leider van dit onderzoek tevens directeur was van de Erniliehoeve en ~gedurende de 
jaren waarin een vergelijkingsgroep van de therapeutische gemeenschap Essenlaan werd 
onderzocht- bovendien directeur was van het Essenlaan programma, had enerzijds het 
nadeel dat de onderzoeker geen neutrale houding kon hebben ten opzichte van de onder­
zoeksresultaten, anderzijds werd hierdoor mogelijk gemaakt de noodzakelijke medewer­
king te kunnen krijgen van de staf en bewoners van de beide gemeenschappen en van de 
stafleden die betrokken waren bij de intake procedures van potentie!e clienten. 

Vanaf het begin van het programma werden van alle Emilieboeve bewoners demografi­
sche gegevens en bijzonderheden over het druggebruik in het verleden verzameld bij de 
intake. Het eerste follow-up onderzoek in de vorm van een proefonderzoek begon in 
1975. Nadat de auteur in 1982 zijn positie als directeur van het Haagse Drugvrije Pro­
gramma had verlaten, werd het onderzoeksproject door hem voongezet. De eerste 250 
personen die voor de eerste keer werden opgenomen in de Emiliehoeve werden betrokken 
bij een follow-up onderzoek. Nadat diegenen waren uitgesloten die niet duidelijk verslaafd 
waren geweest aan wekantinen en/of opiaten en/of alcohol (zoals personen met ander zelf­
destructief gedrag dan verslaving) en voorts personen die, of vanuit de Emiliehoeve waren 
overgeplaatst voor verdere behandeling in een andere therapeutische gemeenschap voor 
verslaafden, of vanuit een andere therapeutische gemeenschap waren opgenomen, bleven 
er in de onderzoeksgroep 227 personen over. 
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Van de therapeutische gemeenschap Essenlaan, werkend volgens een programma met 
dezelfde opzet als de Emiliehoeve, konden volgens dezelfde procedure 67 personen opge­
nomen wooden in een vergelijkingsgroep. Als controlegroep werden 63 personen opgeno­
men die een intake interview hadden gekregen, waren in het ambulante introductie-cen­
trum in Den Haag (49 personen) of in het 24-uurs introductie-programma van het crisis 
detoxificatie centrum Heemraadssingel in Rotterdam (14 personen), en die niet voor een 
opnarne in een therapeutische gemeenschap hadden gekozen, maar uitsluitend voor detoxi­
ficatie. 

Alle clienten uit de steekproef werden gezien in een follow-up interview, zo mogelijk een 
jaar nadat zij het programma hadden verlaten of in het geval van de controlegroep van 
niet-opgenomen personen een jaar na het intake-interview. Degenen uit de Emiliehoeve 
die een succes waren bij deze follow-up wenden een jaar later opnieuw en bovendien vijf 
jaar na vertrek uit het behandelprogramma voor de derde keer ge'interviewd. 

Er werden strenge criteria voor "succes" gekozen: 

1. Geen gebruik van enige harddrug. 
2. Als andere rniddelen (zoals cannabis, tranquillizers en slaaptabletten) waren ge­

bruikt, dan moet in het laatste half jaar v66r het interview de frequentie minder 
zijn geweest dan een maal per week. 

3. Geen alcoholntisbruik. 
4. Geen arrestaties of detentie in een gevangenis. 
5. Geen veroordeling in verband met druggebruik. 
6. Geen contact met de politie in verband met druggebruik zonder veroordeling. 
7. Geen behandeling voor alcohol of drug problemen. 
8. Geen opnarne in een psychiatrisch ziekenhuis. 

De face-to-face interviews werden door medisch studenten uitgevoerd in een keuze-prac­
ticum tijdens hun opleiding. Er werd een standaard procedure gevolgd. Er werd een vra­
genlijst met multiple choice antwoorden en somntige open vragen aan de respondenten 
voorgelegd. Of er sprake was van een alcoholprobleem werd aan het oordeel overgelaten 
van de interviewer, gebaseerd op de gegeven antwoorden van hierop gerichte vragen. De 
ondervraagden leken alcohol of andere problemen niet te ontkennen. Omdat informatie 
werd verzameld over een lange periode~ werd urine onderzoek niet zinvol geacht. De ge­
bruikte vonn van face-to-face interviews wordt overigens in de literatuur beschouwd als 
een betrouwbare methode (Bale, 1981; Simpson, 1986). 

De Emiliehoeve bewoners werden verdeeld in de fasen in de ontwikkeling van de Entilie­
hoeve waarin ze behandeld waren. Dit om mogelijke verschillen in het resultaat van be­
handeling in de zes verschillende fasen te kunnen vinden. Om een eventuele invloed van 
deelnarne aan oudergroepen te kunnen vaststellen werd bij de Emiliehoeve groep nage­
gaan, of een ouder in een oudergroep had geparticipeerd. 

Bij de achtergrondgegevens van de personen in de drie groepen werden slechts weinig 
significante verschillen gevonden. Er waren significant minder personen in de Emiliehoe­
ve en de niet- opgenomen groep met een verslaving aan opiaten als belangrijkste pro­
bleem dan in de Essenlaan groep. Dit was waarschijnlijk een gevolg van het feit dat de 
Essenlaan een medisch model methadon kliniek was voor opiaatverslaafden v66r de om-
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zetting in een drugvrije therapeutische gemeenschap in 1974. Emiliehoeve bewoners had­
den meer ziekenhuis- of crisiscentra opnamen in hun voorgeschiedenis~ dan personen uit 
de andere groepen. In aile verdere gegevens over druggebruik. criminaliteit en demografi­
sche achtergrond werden tussen de drie groepen geen significante verschillen gevonden. 

De gemiddelde verblijfsduur ("time in program") was voor de Emiliehoeve bewoners Ian­
ger (346 dagen, mediaan: 155) dan voor de Essenlaan (214 dagen, mediaan: 109). De 
gemiddelde tijd buiten het progranuna ("time out of program"), de tijd tussen het vertrek 
uit het behandelprogramma of in het geval van de niet-opgenomen groep, tussen het inta­
ke interview, en het eerste follow-up interview, was voor de Emiliehoeve groep 710 da­
gen (mediaan: 535), voor de Essenlaan 1090 dagen (mediaan: 958) en voor de niet opge­
nomen groep 855 dagen (mediaan: 804). Het bleek praktisch onuitvoerbaar, om aile fol­
low-up interviews op de oorspronkelijk geplande tijdstippen te Iaten plaats vinden (na een, 
twee en een half jaar en vijf jaar). De studenten waren jaarlijks slechts van februari tot 
juli beschikbaar. Vaak werden respondenten pas na herhaalde pogingen gevonden. De 
eerste follow-up vond bij de Emiliehoeve groep plaats gemiddeld 1 jaar en 11 maanden 
na vertrek uit het progranuna. De Essenlaan groep werd gemiddeld na 3 jaar gezien. De 
Emiliehoeve en Essenlaangroep werd nooit binnen zes maanden na vertrek gezien en 
zelden binnen 1 jaar na vertrek. De niet opgenomen groep werd gemiddeld 2 jaar en 4 
maanden na het intake interview gezien. Diegenen van de Emiliehoeve groep, die succes­
vol waren bij de eerste follow-up werden gemiddeld 2 jaar en 9 maanden na vertrek ge­
zien voor een tweede follow-up interview en gemiddeld 5 jaar na vertrek voor de derde 
maal. 

Het respons percentage van de Emiliehoeve groep bij het eerste follow-up interview was 
75,8%, van de Essenlaan groep 70,1% en van de niet-opgenomen groep 69,8%. De ver­
schillen in respons percentages zijn statistisch niet significant. Het succes werd volgens de 
succes-criteria beoordeeld over de totale periode sinds vertrek uit het behandelprogramma 
of waar het de niet-opgenomen groep betrof sinds het intake interview. Voor druggebrui­
kers en alcoholproblemen werd bovendien de periode beoordeeld van de zes maanden 
voorafgaand aan het follow-up interview. ln de periode van het onderzoek werd het over­
lijden gemeld van 12 personen (5,3%; slechts 1 vrouw) van de Emiliehoeve groep en 7 
personen (10,4%; 1 vrouw) van de Essenlaan groep. 

De resultaten van de eerste follow-up waren als volgt: voor de Emiliehoeve groep 32% 
succes, voor de Essenlaan groep 21,3% en voor de niet-opgenomen groep 4,5%. Voor het 
bepalen van het succes werden de hierboven beschreven strikte criteria gebruikt. Zo was 
iemand die een maal cocaine had gebruikt na vertrek, geen succes. Gebaseerd op de zes 
maanden v66r de interviews waren de succes-percentages gebaseerd op drug- en/of alco­
holproblemen voor de Emiliehoeve 49%, voor de Essenlaan 43% en voor de niet-opge­
nomen groep 16%. Van degenen die niet succesvol waren, gebaseerd op de totale periode 
sinds vertrek (of waar het de niet opgenomen groep betreft sinds het intake interview) 
konden 26 resp. 27% van de niet-succesvolle Emiliehoeve en Essenlaan bewoners en 
slechts 13% van de niet-opgenomen personen met betrekking tot drug- en/of alcoholpro­
blemen in de laatste zes maanden voor het follow-up interview een succes genoemd wor­
den. Vee! van deze laatstgenoemde successen uit de Emiliehoeve en Essenlaan groep 
kunnen beschouwd worden als uitgestelde successen. Deze personen gebruikten korte tijd 
na hun vertrek uit de therapeutische gemeenschap en kwarnen er spoedig achter dat het 
gebruik niet meer was wat ze zich ervan hadden voorgesteld. 
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Als factoren die samenhingen met succes werd het volgende gevonden: een afname van 
het aantal suicide pogingen na de behandeling in de therapeutische gemeenschap. het heb­
ben van een baan, het niet ontvangen van enige sociale uitkering, het hebben van een zeer 
sociaal geYntegreerde vtijetijdsbesteding en culturele belangstelling. Er werd nagenoeg 
geen aanwijzing gevonden voor een substitutie van drugverslaving door verslaving aan 
alcohol. 

Een andere wijze om het succes van de behandeling te weten is het doen van follow-up 
onderzoek bij iedere bewoner die op een bepaalde dag in de therapeutische gemeenschap 
aanwezig is. Omdat bewoners die kon blijven minder behandeling krijgen, kan deze me­
thode een goede maat geven voor de kosten-baten analyse. In een afzonderlijk gepubli­
ceerd artikel werd het resultaat van een dergelijk onderzoek beschreven op de Emiliehoe­
ve bij bewoners die op een bepaalde dag aanwezig waren (1-9-1975). Bij de follow-up 
van ntim een jaar bleken 12 van de 23 bewoners (de gemeenschap had neg niet de grote­
re nieuwbouw betrokken) volgens bovenstaande criteria succesvol te zijn; 11 van hen 
had den het gehele pro granuna voltooid (Kooyman, 1985). 

Het hoge "drop-out" percentage van de therapeutische gemeenschappen is een probleem. 
Bewoners die het !angst blijven, hebben het meeste profijt van de behandeling. Het is de 
vraag of er een psychologisch verschil is tussen personen die voortijdig afhaken ("drop­
outs") en personen die het gehele programma voltooien.1 

De follow-up vragenlijst bevatte ook een aantal open vragen naar reden van vertrek en 
kritiek op het programma. De antwoorden van Emiliehoeve en Essenlaan werden vergele­
ken. Er bleken weinig verschillen te bestaan tussen de antwoorden in de twee groepen. De 
meest genoemde redenen voor een voortijdig vertrek waren: onrechtvaardigheid van de 
staf, rigide regels, te vee! druk, te weinig contact met familieleden of vrienden, zich ai­
leen voelen en te harde encountergroepen. De gegradueerden (diegenen, die het totale 
programma hebben voltooid) hadden meer ktitiek op de staf dan degenen die voortijdig 
afhaakten. De gegradueerden hadden meer kritiek op het gebrek aan vtije tijd in het pro­
gramma; de meeste kritiek van hen betrof overigens de re-entty fase van het programina. 
Drop-outs hadden rrinder gedifferentieerde ktitiek naar de staf (meestal beschuldigingen 
van onrechtvaardigheid). 

Er werden in dit onderzoek 6 hypothesen getest: 

1. Hoe Ianger een bewoner deelneemt aan het programma van de therapeutische ge­
meenschap, des te beter is bet resultaat van de behandeling. 

1 
Aan een gedeelte van de personen uit de Emiliehoeve groep is een zelf-beoordelingslijst gegeven die 
neuroticisme meet. Deze "Delfte Vragenlijst" werd getest bij Delftse studenten: bij deze studenten was de 
gemiddelde score 15 (Appels. 1975). De bewoners werden gevraagd om deze lijst eenmaal per drie maan­
den in te vullen. Er werd geen significant verschil gevonden in de scores van drop-outs en degenen die 
vanuit de therapeutische gemeenschap naar het re-entry (of terugkeer) programma gingen. Theoretisch is 
een grote verandering in de score niet te verwachten. Echter bleek de score te zakken van een gemiddelde 
van 25.6 van aile bewoners bij de intake. naar gemiddelde van 21.6 op de Iaatste vragenlijst die was inge­
vuld v66r vertrek tegen advies. of vertrek naar re-entry. Dit verschil werd gemeten bij bewoners die ten­
minste gedurende 6 maanden in het programma hadden doorgebracht. Deze daling kan overigens gedeelte­
lijk verklaard worden door een regressie naar nonnaal. Beide gemiddelde waarden zijn evenwel veel hoger 
dan die van de normale controle gro:pen. 
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Deze hypothese kon bevesligd worden zowel voor de Emiliehoeve als de Essenlaan groep. 
De lijd doorgebracht in het prograrruna was de belangrijkste factor die het succes van de 
behandeling bepaalde. Bij het tweede en derde follow-up interview bleek eveneens dat de 
lijd die de ex-bewoners doorgebracht hadden in het prograrruna een duidelijk significant 
posilief effect had op het vasthouden van het succes. 

Aile Emiliehoeve ex-bewoners die korter dan 30 dagen in het prograrruna hadden doorge­
bracht, waren niet succesvol. Het succes percentage steeg naar 10%, als de ex-bewoner 
tussen 30 en 180 dagen in het prograrruna was gebleven, tot 30% bij een verblijf tussen 
180 en 360 dagen en tot 70% bij een verblijf Ianger dan 360 dagen. Deze resultaten zijn 
vergelijkbaar met die welke in de literatuur zijn te vinden (De Leon, 1984; Holland, 1983 
a; Berglund e.a. 1991). Een optimale verblijfsduur werd niet gevonden, mogelijk doordat 
het een eindig pro grarruna is met een gradualie ceremonie als afsluiling. De beste resulta­
ten waren bij de gegradueerden voor de Emiliehoeve met een succespercentage van 80%. 

Betere resultaten bij Ianger verblijf in een behandelprogramma geldt niet aileen voor be­
handeling in therapeulische gemeenschappen. Zo vond Barr (1986) in een follow-up on­
derzoek waarbij clienten van methadon onderzoeksprograrruna's vergeleken werden met 
clienten van drugvrije therapeulische gemeenschappen, dat een Ianger verblijf in de be­
handelingsprogramma~s voor beide groepen samenhing met een beter resultaat ten aanzien 
van druggebruik, juslilie contacten wegens clinlineel gedrag, en het hebben van werk. Met 
betrekking tot alcoholmisbruik was er een significant verschil: een beter resultaat hing we! 
sarnen met behandeling in een therapeulische gemeenschap, maar niet met behandeling in 
een methadon onderhoudsprograrruna. Bovendien waren de clienten van het methadon 
programma dat in principe levenslang kon zijn, nog steeds verslaafd aan methadon. 

2. Het betrekken van ouders bij de behandeling houdt de clienten Ianger in behande­
ling en geeft hierdoor betere resultaten te zien. 

Deze hypothese kon worden bevesligd. Oudergroepen werden in de Emiliehoeve inge­
voerd in de tweede fase van de ontwikkeling van het prograrruna. Van 57,3% van de 
bewoners uit de steekproef in dit onderzoek uit fase 2 of een latere fase, die tenminste 3 
maanden in de therapeulische gemeenschap opgenomen waren geweest, hadden op z'n 
minst een ouder die deelgenomen had aan tenminste een oudergroep. Voor deze bewoners 
was de gemiddelde verblijfsduur in bet prograrruna 698 dagen, vergeleken met 343 dagen 
voor diegenen die geen ouders hadden die deelnarnen aan een oudergroep. 

Slechts bewoners die minimaal 90 dagen opgenomen waren geweest, zijn in deze steek­
proef opgenomen. In de lijd van het onderzoek werden de ouders pas uitgenodigd voor 
deelnarne aan de oudergroepen, nadat de bewoners twee maanden op de Emiliehoeve op­
genomen waren geweest. Voor de vergelijking werd uitgegaan van deelname aan tenmin~ 
ste een oudergroep door tenminste een ouder. Er was nauwelijks verschil gevonden bij 
vergelijking waarbij uitgegaan werd van deelname aan tenminste drie oudergroepen. 

Van de Emiliehoeve bewoners die voor een follow-up interview gezien waren, had 64,7% 
een ouder die aan tenminste een oudergroep had deelgenomen. Voor hen was de gemid­
delde verblijfsduur 683 dagen, vergeleken met 313 dagen voor degenen waarvan geen van 
de ouders had deelgenomen aan de oudergroepen. Van de bewoners die een ouder hadden 
die aan tenminste een oudergroep had deelgenomen, was 64% succesvol bij de eerste 
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follow-up. Van slechts 25% van degenen die geen ouder hadden die aan een oudergroep 
had deelgenomen. was sprake van een succesvol resultaat bij deze follow-up. Wanneer 
alleen die bewoners uit de steekproef vergeleken werden die v66r opname minimaal een­
maal per maand contact hadden met een ouder (waannee bijvoorbeeld die bewoners uit­
gesloten werden waarvan de ouders overleden waren) bleven deze verschillen nagenoeg 
dezelfde (verblijfsduur gemiddeld 661 dagen bij wei ouder deelname en 301 dag bij geen 
ouder deelname). Bij statistische bewerking kon de hypothese worden bevestigd dat hier 
sprake was van een indirect effect. Ouder-participatie gaat samen met een langere ver­
blijfsduur, die weer samen gaat met een groter succes van de behandeling. 

Deze uitkomst is van betekenis voor de uitvoering van de behandeling. De mening dat het 
betrekken van de ouders bij de behandeling het resultaat ervan verbetert. wordt hierdoor 
ondersteund. Het succes bij bewoners met ouderparticipatie was ruim twee en een half 
maal groter dan bij bewoners zonder ouderparticipatie. Of deze verbetering het gevolg is 
van het effect van de oudergroepen zelf. blijft nog de vraag. Door tenminste eenmaal dee! 
te nemen aan een oudergroep geeft de ouder aan de bewoner als het ware symbolisch 
toestemming om te kiezen voor het behandelprogramma. Door niet te komen wordt een 
tegengestelde boodschap gegeven. Een andere oorzaak voor een langere verblijfsduur bij 
ouderparticipatie zou kunnen zijn dat ouders die deze groepen bezoeken. te horen ktijgen 
dat zij hun kinderen onmiddellijk moeten terugsturen naar de therapeutische gemeenschap 
voor het geval zij zouden weglopen en bij hen zouden komen aankloppen. Tenslotte kan 
ook gesteld worden dat het feit dat ouders naar de oudergroepen komen. zou kunnen bete­
kenen dat hun kinderen betere relaties met hen hebben. wat op zichzelf een betere kans 
op succes zou kunnen geven. De sterke invloed op de uitkomst van de behandeling in de 
Emiliehoeve die in dit onderzoek werd aangetoond. ondersteunt de beleidsbeslissing om 
oudergroepen op te nemen in het behandelprogramma. 

Ook bij ander onderzoek werd een gunstig effect gezien van ouderparticipatie in het be­
handelprogramma, zoals een afname van vroege afhakers van het programma (Nabitz en 
Hermanides. 1986; en De Leon & Jainchill, 1986). In dit onderzoek op de Emiliehoeve 
werd aangetoond dat de langere verblijfsduur bij ouderparticipatie sarnenhing met een 
sterke toename van het succes van de behandeling en dat dit laatste een indirect effect is. 
ltaliaanse behandelprogramma"s. die ouders reeds v66r de opname van hun kinderen in de 
behandeling betrekken. hebben een zeer laag percentage voortijdige afhakers (Kooyman. 
1987). Met de bevindingen. ouderparticipatie samenhangt met een afnarne van voortijdig 
vertrek in de therapeutische gemeenschap kan worden verondersteld, dat het nurtig is om 
ouders zo vroeg mogelijk bij de behandeling te betrekken. Op die wijze bereik je ook de 
ouders van vroegtijdige afhakers, wat niet bet geval is als ouders pas twee maanden na 
opname van hun kinderen worden uitgenodigd. 

3. Lagere opleid.ing leidt tot een vroeger vertrek uit het behandelprogramma. 

Deze hypothese kon worden bevestigd. Bewoners die v66r opnarne een lagere opleiding 
hebben genoten, zijn geneigd eerder af te haken dan bewoners met een hager opleiding. 
Er werd een siguificante sarnenhang gevonden tussen het uiveau van de laatst afgemaakte 
opleiding en de verblijfsduur. 

Het is goed mogelijk dat dezelfde neiging om voortijdig af te haken bij een schooloplei­
ding een rol speelt bij het voortijdig afhaken in de therapeutische gemeenschap. Een !age-
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re opleiding zou kunnen betekenen dat mogelijk minder opgestoken kan worden van het 
behandelprogranuna. Minder opleiding kan voons ook tot gevolg hebben, betekenen dat 
er na vertrek minder kansen zijn op werk. 

Wanneer we kijken naar de uitkomsten van het progranuna voor lager opgeleiden, dan 
zien we, dat zij het iets minder geed blijken te doen dan de hoger opgeleiden. Echter, het 
verschil verdwijnt bij controle op verblijfsduur. Dit betekent dat de minder gunstige uit­
komsten voor lager opgeleiden een gevolg is van de konere verblijfsduur. 

Hogere opleiding hangt sarnen met hogere leeftijd bij opnarne. In Jeeftijd oudere bewoners 
hebben meer kans gehad om een schoolopleiding te voltooien dan jongere. Hogere leeftijd 
bij opnarne hangr sarnen met een langere gemiddelde verblijfsduur. Dus een lagere oplei­
ding kan ook sarnenhangen met een lagere leeftijd bij opnarne. Bij controle op verblijfs­
duur verdwijnt het leeftijdseffect op het succes van de behandeling echter geheel. Dit 
betekent dat bewoners met een lagere leeftijd en een lager opleidingsniveau bij opnarne, 
dezelfde behandeluitkomsten hebben als bewoners met een hogere leeftijd en een hoger 
opleidingsniveau wanneer zij niet vroegtijdig afhaken. Een van de redenen voor voortijdig 
vertrek van jongeren bewoners is wellicht dat bij hen het leven van een verslaafde nog 
attractief is in tegenstelling tot de oudere bewoner, die alles a1 gezien en meegemaakt 
heeft 

Bewoners met een gevangenisstraf in hun voorgeschiedenis blijven gemiddeld Ianger. 
Hierbij kan worden opgemerkt dat bewoners met een hogere leeftijd meer kans hebben 
gehad op een gevangenisstraf. Ook bier verdwijnen verschillen in resultaat van de behan­
deling bij controle op verblijfsduur. 

Aile andere clientgegevens dan de leeftijd bij opname, de laatst afgemaakte opleiding en 
het ondergaan hebben van een gevangenisstraf v66r opnarne, bleken geen effect te hebben 
op de verblijfsduur of op de uitkomst van de behandeling. Zo hadden het als of niet werk 
hebben v66r opnarne, sociale klasse, veroordelingen voor een misdrijf, het al of niet ho­
mosexueel zijn, het al of niet eerder behandeld zijn geweest voor verslaving en de fre­
quentie van het contact met de ouders. geen effect. Vrouwelijke bewoners vertoonden een 
trend naar een beter behandelresultaat dan mannelijke, echter dit verschil in resultaat was 
statistisch niet significant. 

Kijken we evenwel naar het effect van het belangrijkste verslavende middel dat v66r op­
name werd gebruikt, dan zien we wei verschillen. Alcoholisten bleven gemiddeld Ianger 
en verslaafden aan wekaminen gemiddeld koner. Wat het uiteindelijke behandelresultaat 
betreft, blijken deze verschillen te verdwijnen bij controle op verblijfsduur. Daarentegen 
blijken opiaat-verslaafden bij controle op verblijfsduur minder succesvol te zijn. Alcoho­
listen en verslaafden aan wekarninen blijken iets betere behandelresultaten te hebben dan 
verslaafden aan opiaten. Dit significante verschil bij de eerste follow-up (gemiddeld 1 jaar 
en 11 maanden na vertrek) was verdwenen bij de derde follow-up (gemiddeld 5 jaar na 
vertrek). Bij deze laatste follow-up was dus het aanvankelijke verschil in uitkomst van de 
behandeling tussen clienten met wekarninen als voomaamste verslavend middel en ellen­
ten met opiaten als voomaamste verslavend middel verdwenen. 

Er was nog een verschil in uitkomst tussen de eerste en de derde follow-up. Er werd geen 
correlatie gezien tussen het aantal aan de opnarne in de Emiliehoeve voorafgaande opna-
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men voor de behandeling van verslavingsproblemen in crisis centra, verslavingsklinieken 
of algemene ziekenhuizen en de duur van bet verblijf in het Emiliehoeve programma. 
Echter na controle op verblijfsduur is er bij de eerste follow-up een trend in de richting 
van een slechter resultaat. Bij de derde follow-up is bet verschil significant. Clienten met 
meer voorafgaande opnamen in crisiscen~ verslavingsklinieken of algemene ziekenhui­
zen hadden een slechter lange terrnijn resultaat van de behandeling. 

Om na te gaan welke invloeden er zijn geweest van het behandelprogramma op de uit­
komsten zijn de resultaten nagegaan van de bewoners van de Emiliehoeve na verdeling 
over de fasen van de onrwikkeling van het Emiliehoeve programma waarin ze geheel of 
grotendeels werden behandeld. Mogelijke verschillen in uitkomst van de verschillende 
fasen zijn onderzocht Belangrijke verschillen tussen de fasen waren de invoering van een 
drugvrije filosofie en encountergroepen als belangrijkste therapeutisch instrument in de 
tweede fase, na een eerste fase met weinig structuur. In de tweede fase was een intensief 
emotioneel contact tussen staf en bewoners en werden bewoners geleerd hun angst voor 
intimiteit te overwinnen. In de derde fase werd de hierarchische structuur van de ameri­
kaanse programma's ingevoerd. Het programma werd verlengd met een re-entry of terug­
keerprogramma na de opening van een halfweg huis in Den Haag. In de vijfde fase was 
het programma bijzonder rigide geworden. Er was minder aandacht voor intimiteit. Er was 
ook grotere afstand tussen staf en bewoners. In de zesde fase vond een integratie plaats 
van beide elementen: een duidelijke structuur en aandacht voor het leren omgaan met 
intimiteit. Er was opnieuw intensief emotioneel contact tussen bewoners en staf. 

De volgende hypothesen zijn nagegaan: 

4. Fasen met een duidelijke structuur hebben meer succes. 

5. Fasen die mogelijkheden aanbieden om te leren omgaan met de angst voor intimi­
teit, hebben meer succes. 

6. Fasen met zowel een duidelijke structuur, als mogelijkheden om te leren omgaan 
met de angst voor intimiteit, hebben meer succes. 

Ad. 4. De uitkomsten van het onderzoek kunnen deze hypothese slechts in geringe mate 
ondersteunen. Het is duidelijk dat de eerste fase met zeer weinig structuur het laagste 
succespercentage had (16,8%; een van de 6 clienten die in de follow-up werden geinter­
viewd). De vijfde fase met de duidelijkste structuur was nauwelijks meer succesvol 18,6% 
(8 op 43 clienten). 

Ad. 5. Deze hypothese kan steun vinden bij de resultaten. De fasen waarin vee! aandacht 
was voor het leren omgaan met intimiteit en waar weinig afstand bestond tussen staf en 
bewoners, waren fase 2 en 6; zij hadden de beste uitkomsten, (resp. 8 op 19 en 14 op 27). 
In deze fasen werd vee! gebruik gemaakt van bondinggroepen. Deze groepen zouden op 
zichzelf kunnen bijdragen aan het tegengaan van voortijdig afhaken. In de door Casriel 
opgerichte therapeutische gemeenschap AREBA, waar bondinggroepen in het programma 
zijn geihtegreerd, wordt een sterke retentie capaciteit gevonden (Yohai en Winick, 1986). 

Ad. 6. De hypothese vindt steun in het feit dat fase 6, de fase waatin een duidelijke struc­
tuur gecombineerd was met een aandacht voor intimiteit, de beste uitkomsten gaf. Een 
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groot contrast in succes werd gevonden tussen fase 6 (51,9%) en fase 4 (25,6%) en 5 
(18,6%). 

Het is overigens de vraag in hoeverre de verschillen tussen de fasen niet vooral komen 
door het verschil in verblijfsduur. Fase 1 en 2 hadden geen apart re-entry programma en 
waren dus als programma korter. Fase 6 heeft een zeer lange gemiddelde verblijfsduur. 
Bij controle op verblijfsduur blijft er evenwel een significant direct effect over op succes­
volle uitkomst van fase 2, een fase met vee! aandacht voor intimiteit en weiuig afstand 
tussen staf en bewoners, evenwel zonder een apart re-entry programma. Bij de derde 
follow-up is het significante effect van fase 2 op de uitkomst evenwel verdwenen. Het 
ontbreken van een re-entry programma met de daarin plaatsvindende integratie in de 
maatschappij~ zou bet verdwijnen van het verschil in uitkomst op lange termijn kunnen 
verklaren. 

Conclusies ten aanzien van de behandelprogramma-effecten moeten echter met de nodige 
voorzichtigheid worden getrokken. De hewonersachtergronden in de verschillende fasen 
waren op een aantal punten verschillend. Zo was er een siguificant verschil in veroorde­
lingen voor een misdrijf (fase 2: 13,0%, fase 3: 14,3%, fase 4: 60,0%, fase 5: 49,0% en 
fase 6: 58,8%) en aantal su!cide-pogingen (fase 2: 29,2%, fase 3: 22,2% en fase 6: 64,2-
%). Van alle andere achtergrond-kenmerken en gegevens uit de gebruikers-geschiedenis 
waren de verschillen echter niet significant. Uit de verschillen die gevonden werden, kan 
geconcludeerd worden, dat de Emiliehoeve populatie in de loop van de jaren devianter is 
geworden. Wegens de grote variatie van mogelijke invloeden is bet evenwel bijzonder 
moeilijk om conclusies te trekken ten aanzien van programma- effecten op de hehande­
ling, anders dan die van de duur van het verblijf in het programma en, indirect, ouderpar­
ticipatie. 

De gevonden resultaten in het follow-up onderzoek zijn vergelijkbaar met die van andere 
onderzoeken (Holland, 1983 a; De Leon. 1984). In vrijwel alle follow-up onderzoeken 
van therapeutische gemeenschappen voor verslaafden werd gevonden, dat succes sarnen­
hing met de duur van het verblijf in het programma. Het succes kan overigens niet alleen 
toegeschreven worden aan de behandeling. Invloeden uit de omgeving na vertrek, de fa­
milie en maatschappelijke omstandigheden dragen ertoe bij. 

De uitkomsten van het follow-up onderzoek tonen aan dat een therapeutische gemeen­
schap een succesvolle behandelvonn is voor veel verslaafden. Deze behandeling is even­
we! niet geschikt voor elke verslaafde. De behandeling in een therapeutische gemeenschap 
is in principe voor elke client dezelfde. Dit geeft op zichzelf a1 een grens aan. Niet elke 
verslaafde is gebaat bij dezelfde hehandeling. Er zijn absolute contra-indicaties voor be­
handeling in een therapeutische gemeenschap, zoals het hebben van een psychose, emsti­
ge cerebrale defecten of een zodanige zwakbegaafdheid dat de strekking van het program­
ma niet hegrepen kan worden. Speciale groepen van verslaafden, zeals clienten met een 
borderline persoonlijkheidsstoomis en adolescenten, hebben een aparte setting nodig die 
tegemoet komen aan hun behoeften. Maatschappelijk (nag) goed ge!ntegreerde verslaafden 
hebhen een minder intensieve behandeling nodig dan die in een therapeutische gemeen­
schap en kunnen geed hehandeld worden in een dag- of avondprogramma, in arnbulante 
groepen of met gezinstherapie. Therapeutische gemeenschappen met kortere programma's 
voor verslaafden, die nog geen 'junkie' identiteit hebben ontwikkeld en nog voldoende 
positieve contacten in de maatschappij hebben zijn ontwikkeld vanuit het traditionele mo-
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del (Kooyman, 1987). Verder onderzoek is no dig om de mo gelijkheden en beperkingen 
van de verschillende typen van therapeutische gemeenschappen te kunnen aangeven. 

Therapeutische gemeenschappen kunnen geen oplossing zijn voor het drngprobleem in de 
maatschappij. Geen enkele behandeling kan dat zijn, ook niet laagdrempelige methadon 
programma's. Wanneer, zoals in een therapeutische gemeenschap, het doe! van de behan­
deling een drngvrij bestaan is, word! de verslaafde voor een dilemma geplaatst: de onple­
zierige consequenties van de voortzetting van het gebruik en de onplezierige konsequen­
ties van het stoppen. De uiteindelijke keus voor behandeling berust gewoonlijk op een 
negatieve motivatie~ bernstend op druk van buiten. Een positieve keuze voor behandeling 
ontstaat gewoonlijk pas enkele maanden na opname. En voorbeeld van een negatieve mo­
tivatie is een keus voor behandeling in een therapeutisch gemeenschap in plaats van een 
gevangenisstraf. Ten tijde van bet follow-up onderzoek zijn slechts en klein aantal cli­
enten opgenomen vanuit en huis van bewaring. In de Verenigde Staten blijkt het resultaat 
van de behandeling bij via justitie opgenomen c!ienten niet of nauwelijks te verschillen 
van de vrijwillig opgenomen clienten (Wexler, 1986). De verschillen zijn evenwel gering 
en verwijzing via justitie is geen significante predictor van succesvol resultaat van de 
behandeling (De Leon, 1987). In eik geval behoeft het veiband tussen drnk van buiten de 
verslaafde, programma-elementen, zoals oudergroepen of bondingtherapie verder onder­
zoek. Een van de doelstellingen van dit onderzoek was een basis te leggen voor verder 
behandelbeleids- en programma-evaluatie-onderzoek. 

Het vanuit Synanon ontwikkelde amerikaanse therapeutische gemeenschap model heeft 
zich verspreid over alle continenten. Hoewel het model werd aangepast aan verschillende 
culturen zijn de programma's in de verschillende Ianden meer gelijk dan verschillend. De 
therapeutische gemeenschappen voor verslaafden ontwikkelden als het ware een afwijken­
de cultuur, ook in de Verenigde Staten. waar ze ontstonden (O'Brien, 1981). 

De invloed van de Emiliehoeve op de behandeling van verslaafden binnen en buiten Ne­
derland is niet gering geweest. De verzamelde gegevens van de Emiliehoeve bewoners 
sinds de oprichting in 1972 bieden vee! mogelijkheden voor verder onderzoek. Verande­
ringen in de populatie van de verslaafden en trends in het druggebruik kunnen worden 
gevolgd over een periode van meer dan twintig jaar. De data kunnen dienen voor verder 
progra.mma--evaluati.e-onderzoek. Er zijn nog veel onbeantwoorde vragen. Zo is er nog 
weinig bekend over de kansen op een succesvolle behandeling van personen die opnieuw 
in een therapeutische gemeenschap worden opgenomen na een terugval. 

Het follow-up onderzoek toonde aan dat drngverslaafden behandelbaar zijn. een gegeven 
waaraan door vee! hulpverleners in de verslavingszorg in Nederland bij de oprichting van 
de Emiliehoeve in 1972 sterk werd getwijfeld. Voorts ondersteunt het onderzoek het be­
leid om, zoveel als mogelijk is, de ouders bij de behandeling van hun kinderen te betrek­
ken. Er zijn ook aanwijzingen gevonden voor positi.eve effecten van het aanbieden van 
mogelijkheden om met de angst voor intimiteit om te gaan op het resultaat van de behan­
deling. Verder onderzoek is noodzakelijk om de mogelijkheden tot versterking van de 
retentie-capaciteit van de therapeutische gemeenschappen te onderzoeken, waardoor de 
effectiviteit van de behandeling verder kan toenemen. 

Het behandelmodel, dat succes heeft bij personen die vaak in hun vroege jeugd getrauma­
tiseerd zijn, kan een model zijn dat ook geschikt is voor andere clienten populaties, zoals 
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diegenen, die terechtkomen in tuchthuizen en gevangenissen voor andere zaken dan mis­
drijven die met verslaving te maken hebben, De evolutie van de therapeutische gemeen­
schappen voor verslaafden is een dynamisch proces. Door differentiatie en specialisatie 
kunnen behandelmogelijkheden worden gecreeerd voor nieuwe verslavingsproblemen in 
de toekomst 
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