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Mortality and Return to Work of Drug Abusers
From Therapeutic Community Treatment

3 Years After Entry

John E. Berg, M.D., Ph.D.

Background: The outcome of therapeutic
community treatment for drug abuse has been
disputed with regard to mortality and rehabilita-
tion to school or work as compared with other
treatment modalities.

Method: All patients (N = 130) admitted to
a therapeutic community during 3 consecutive
years (1996–1998), who had failed to stop abus-
ing drugs after ambulatory and primary care ini-
tiatives, were assessed 1 to 4 years (mean = 36.5
months) after end of treatment. Rates of rehabili-
tation to school or work, changes in drug use pat-
terns, and mortality were observed.

Results: Nine persons died during the ob-
servation period (the observation time to death
seemed to be shorter in women than in men).
The mortality rate per 100 observation years
was 2.28. Among the surviving drug abusers,
39% were working or attending school at study
endpoint. One fourth currently used drugs, and
approximately 14% were enrolled in a methadone
maintenance program. Another 13% were in treat-
ment or prison.

Conclusion: Drug abuse is an activity that
increases the mortality rate, but among the sur-
viving persons, a considerable number are reha-
bilitated, as assessed after a longer observation
period. The authors suggest that this outcome
could not have been attained with ambulatory
general practice–driven services, even with
empathic follow-up.
(Primary Care Companion J Clin Psychiatry 2003;5:164–167)
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P rimary care practitioners are often the first to see
the detrimental effects of drug abuse, but rarely

are in a position to supply necessary and sufficient help.1

This is especially true today, as pressure to remain cost-
effective pushes patients toward ambulatory treatment.
Drug abusers run a higher risk of dying from their drug
use than the age- and sex-matched nonabusing population
at large.2–4 Increased mortality is probably related only to
the drug abuse and is mainly due to overdoses, infections,
and accidents. The death of a patient may be viewed as a
failure of the treatment facility from which the incumbent
was released, but as the distance in time between those
2 events might be lengthy, the question of attribution is
relevant.

Third-party funding of residential treatment has been
severely curtailed over the past decade in the United
States and in several European countries, including
Scandinavia. The care of many patients with substance
abuse problems has been transferred to ambulatory pro-
grams and primary care.5 In contrast, therapeutic commu-
nity treatment remains a viable option in Norway and
Sweden. Understanding the long-term outcomes of thera-
peutic community treatment could add perspective to the
treatment outcomes obtained within less intense treatment
settings.

To what extent does a resident’s stay at a treatment or
rehabilitation facility contribute to the observed effect on
behavior? Treatment counselors would only reluctantly
accept that the effect of their own treatment models could
be detrimental to the patient. The Project Match study did
not find any differences between several accepted alcohol
treatment modalities.6 In viewing the high rates of attri-
tion, even from methadone maintenance treatment, some
researchers and clinicians maintain that no intervention
really helps. The general weakening of patients’ symp-
toms over years would be the dominant factor for a
healthy outcome, except for mere accidents. On the other
hand, it would be tempting to argue that models such as
psychotherapy, medication only, general practice han-
dling, therapeutic community treatment, and Alcoholics
Anonymous cannot be expected to give the same result in
drug abusers as in alcoholics. There are, however, still
several pitfalls to the discourse on effect of treatment for
all types of substance abusers.
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Rates of drug treatment completion are often depress-
ingly low, as shown by Ravndal et al.7,8 from a therapeutic
community in Oslo. Only 14% of an initial sample of 200
accepted patients completed a 1.5-year stay. After 5 years,
a quarter of the original sample had been through 3 to
7 treatment attempts. No significant correlations were
found between number of residential stays and severity of
addiction or rehabilitation efforts.

The patient mix may be so diverse that no one treat-
ment option would suffice. This assumption is used, often
without any substantiation, as researchers find differences
in rehabilitation effect or mortality between facilities.

There are indications that “no-shows” at follow-up
among former drug abusers may be due to stable function-
ing. These patients would have no interest in shedding
light on a turbulent past. This is in contrast to what is gen-
erally imputed in epidemiologic studies9,10 in other popu-
lations, where a no-show is taken as an indication of a
bad outcome. Former drug abusers, who have managed to
build a new life, have every reason to conceal their pasts.
Some even change names and identity numbers. In a Nor-
wegian 10-year follow-up study,11 1 in 4 former drug
abusers refused interviews because of well-functioning
lives.

The therapeutic community approach is not free from
such criticisms as previously mentioned, but as an ap-
proach, it is comprehensive.12,13 Therapeutic community
treatment includes learning of social skills, vocational
training, group responsibility and cooperation training,
and, often, external psychological counseling. A low rate
of completion in many therapeutic communities has been
taken as an indication of meager effect of the model,
as suggested in the studies by Ravndal et al.7,8 Follow-up
time has, however, been short, and we therefore wanted to
look into the effect of a therapeutic community 3 years
after entry. The effect measures were mortality rate and
fraction entering work or school within the observation
period.

METHOD

This study included all patients (N = 130) admitted to
a therapeutic community, the Phoenix House in Haga,
Norway, between 1996 and 1998. All patients were mul-
tiple drug users, and their main drugs of abuse were
heroin, hashish, amphetamine, and alcohol. As the pa-
tients had been abusing drugs for years, they all had used,
or maybe even abused, their general practitioner to an ex-
tent that the physician could not give any more advice
other than a referral to a residential facility. All patients
satisfied the ICD-10 definition of a dependence syn-
drome. The information on endpoint status was obtained
from the facility staff by way of the facility’s aftercare ac-
tivities. Thus, a formal search of the State Death Register
was not performed for this study.

There were 99 men (76.2%) and 31 women (23.8%)
included in the study. Forty-nine patients entered the fa-
cility in 1996, 46 in 1997, and 35 in 1998. Some stayed
for more than a year. Mean duration of stay was 8.6
months. Mean age at entry was 28.5 years (SD = 5.2) for
all patients, and 29.1 and 26.6 years in men and women,
respectively. The mean observation time from intake to
follow-up in May 2001 was 36.5 months (SD = 18.3
months) for all patients, and 37.2 (SD = 18.1) and 34.0
(SD = 19.0) months in men and women, respectively.

RESULTS

Nine persons died after the residential treatment period
(Table 1). Mean age at intake of persons who died was
28.8 years, i.e., not different from the survivors. The
mean observation time among the deceased was 32.8
months. The time schedule of deaths is shown in Figure 1.
There were 2.28 deaths per 100 observation years. Al-
though the first patient who died was male, the fall in the
survival curve in Figure 1 indicates that the observation
time before death was shorter in female patients. There
was no significantly different mortality in men and
women by t test (t = 1.1). Figure 2 shows the deaths ac-
cording to year of referral to the therapeutic community.
Five persons died in the group referred in 1996 and 4 in
the 1997 group.

The mean observation time for all patients was 36.5
months, 37.2 months for men and 34.0 months for
women. Table 2 gives the outcome at study endpoint re-
garding current drug use, treatment, or work status.
Twenty-four residents were lost to follow-up, i.e., at study
endpoint the status was unknown. For some patients,
status was known 1 year after conclusion of stay at the
therapeutic community, but not at the study endpoint. Pa-
tients currently working or attending school amounted to
38.5%. Thirteen percent were either in prison or again in
treatment, either at the Phoenix House or another facility.
Almost 14% were currently in methadone maintenance
treatment, an option made available to patients during the
study period.

Table 1. Sociodemographic Characteristics of 9 Deceased
Drug Abusers From Phoenix Housea

Observation Cause of
Sex Age, y Time (months) Death

Female 31 7 Overdose
Female 28 30 Unknown
Female 30 38 Overdose
Male 30 5 Unknown
Male 26 36 Unknown
Male 29 37 Unknown
Male 36 38 Unknown
Male 24 50 Traffic accident
Male 25 54 Overdose
aAll drug abusers were residents between 1996 and 1998.
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DISCUSSION

The observed mortality rate among these heavy drug
abusers referred from primary care or social welfare
counselors compares well with other studies of mortality
among drug addicts in Norway. In a 10-year follow-
up study of 482 drug addicts, the mortality rate among
clients from rehabilitation-oriented facilities, comparable
to therapeutic communities, was 1.6%.14 Rossow and
Kielland15 found a mortality rate per year of 1.7% in
a study population (N = 1491) from a Norwegian psychi-
atrically oriented drug treatment hospital. Findings of

higher mortality rates among subgroups of drug abusers
thus may hinge on other detrimental factors not present in
persons leaving therapeutic communities in Norway. We
have no explanation for the observed difference in time
before death in women and men, but the observed group
in the present study is small.

Mortality is a hard endpoint, but to be of any use in
planning for future treatment and rehabilitation, a broader
view of treatment efforts must be incorporated. Rehabili-
tation aspects often lack a focus during residential treat-
ment.16–18 Thus, implementing a comprehensive network
involving the drug abuser and the primary care setting
could improve the efforts of treatment facilities.19 Innova-
tive techniques such as videotaping for assessment and
individual treatment planning may also be of help.20

Notwithstanding, in the present study, we found that
almost half of the surviving group did attain working sta-
tus or were engaged in vocationally oriented schooling
either with or without the help of methadone maintenance
treatment. Methadone maintenance treatment has not
been a possibility for more than 5 years in Norway. Also,
the group lost to follow-up may contain former drug abus-
ers in a rehabilitated situation in other parts of the country,
as corroborated in Andersen and Berg.11 Preparation dur-
ing residential treatment seems to contribute to the stabil-
ity of substance abusers entering school or work. Both
halfway houses and follow-up through continued contact
with the therapeutic community and regular post-release
rituals may have been aspects of stabilization.

Treatment and rehabilitation for drug addiction in
therapeutic communities in Norway are free of charge.
As shown here, there may be a substantial benefit to be
earned through the outcome shown, in which otherwise
continued imputed costs of drug abuse are halted. The
financial options for drug addicts in Norway may have
contributed to recruitment of drug abusers who would
not have been treated in payment-related facilities. It is
tempting to suggest that more heavily addicted persons
are recruited this way. On the other hand, the compulsory
membership in the National Insurance System of all
Norwegian citizens contributes to a wider range of voca-
tional and treatment/rehabilitation possibilities even for
the poorest addicts.

Table 2. Treatment Outcomes of 130 Drug Abusers From
Phoenix House as of May 2001a,b

Outcome N %

Current drug abuse 31 23.8
Working or attending school 50 38.5
Resident in treatment facility or prison 17 13.1
In methadone maintenance treatment 18 13.8
Deceased 9 6.9
Unknown, lost to follow up 24 18.5
aAll drug abusers were residents between 1996 and 1998.
bSome drug abusers had multiple outcomes.

Figure 2. Time of Death by Year of Referral of 130 Drug
Abusers From Phoenix Housea

aAll drug abusers were residents between 1996 and 1998.
bCensored patients did not complete treatment.
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Figure 1. Time of Death by Sex of 130 Drug Abusers From
Phoenix Housea

aAll drug abusers were residents between 1996 and 1998.
bCensored patients did not complete treatment.
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