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The Comparative Effectiveness of Hethadone haintenance, Therapeutic 
Community, Outpatient Drug-Free, and Outpatient Detoxification 

Treatments for Drug Users in the DARP. Cohort 1-2 r'ol1owup Study. 

S.B. Sells, R.G. Demaree, and C.W. Hornick 

Chapter 1 

INTRODUCTION 

This monograph reports a ~tudy of the comparative effectiveness of four 

treatment modalities (methadone maintenance - MM, therapeutic community - TC, 

outpatient drug-free - DF, and outpatient detoxification - DT), and is one of 

a series of related investigations based on the data for the DARP Cohort 1 

Cohort 2 followup samples. The followup studies are in turn part of a research 

program on the evaluation of treatment built on the data base of c.44,OOO 

patients at 52 treatment agencies developed by means of the Drug Abuse Reporting 

Program (DARP) between 1969 and 1974 (Sells, 1974 a, b; Sells and Simpson, 1976 

a,. b, c; Sells, Demaree, Simpson, Joe and Gorsuch, 1977). Other studies in the 

present series are cited in context in the body of this report. 

A distinctive feature of the study presented here involves the use of 

post DARP outcome groups which serve as behavior-based criterion composites. 

The outcome groups are identified by profiles of scores on six variables 

(E - employment, 0 - opioid use, N - nOl1opioid use, A - alcohol use, C -

criminality, T - reentry to treatment). Different profiles represent different 

outcome patterns and these have a possible range from the most. favorable pr,ofile 

(e.g., positive outcomes as defined on employment, opioid use, nonopioid llse, 

criminality, and return to treatment; alcohol use was not count.ed for reasons 

explained later), through all combinations of favorable and unfavorable indica-

tions on these variables, to the most unf.avorable profile (e.g., negat.ive 

outcomes on all variables except alcohol use). Thus, by claRsifying individuals 

in each treatment sample into groups according to outcome profiles anu then 
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ordering the profiles on a scal~ of favorableness of outcome, it is possible, 

with spme assumptions that can be specified, to assess the effectiveness of 

the treatments included in the study. 

The assumptions involved are simple to state but difficult to meet. First, 

• 

." 

a generalized index of effectiveness for a treatment group requires specification • 

of the treatment and demonstration that the cample used to estimate it is re-

presentative of the population universe for the treatment. Representativeness 

for the treatment as well as the sample should also take into account relevant tt 

environmental, contextual factors that may vary over time; similar treatments 

and patient samples observed at different time periods may vary as a result of 

~ifferent contextual influences. The DARP population was not designed to • 
be representative of the universe of drug users in the United States, of 

the universe of drug users in treatment, or even the universe of drug users 

in federally-sponsored treatment. Nevertheless, the DARP treatment sample • 
is a large and extensively researched data base and cogent statE;!I1t:mtEi can be 

made concerning the representativeness of tLl.e follo,,;up samples to the total DARP 

treatment samples. TreatI~ent descriptions for the modalities included have • 
already been published (Colp and Hatterson, 1974; James, Watterson, Bruni, 

and Cole, 1976) and contextual factors have been investigated (Joe, Singh, 

Finklea. lIudibllr~, and Sells, 1977). It is believed that useful indic~8 of • 
effectiveness can be computed and that limited generalization may be warranted. 

treatlllents, is that the population samples and relevant temporal and contextual • 
factors should be comparable. In the present research, the population samples 

were not comparable and this presented some challenging problems. 

Some account can be taken of the known differences, by statistical means. • 
For example, Simpson, Sava~e, Lloyd, and Sells (1977) adjusted post DARP scores 

2 • 
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on a number of criteria for pre DARP population background ana baseline 

differences between treatment groups by analysis of covariance. A similar 

procedure has been used in the present study. In addition, some of the 

analyses presented here involved the partitioning of samples according to 

critical control variables. Although the DARP data are organized by a cohort 

design, it is probably accurate to acknowledgf~ that the tem~oral and contextual 

factors alluded to above have been only imperfectly controlled. Comparative 

statements concerning the effectiveness of the DARP treatments must therefore 

be qualified. However, the gl":1nd design of the DARP program involves the 

replication of the present study on n later cohort (Cohort 3) for which data 

collection is currently in progress. Studies of the three cohorts are planned 

and are expected to illuminate many tssues that cannot presently be addressed. 

A third important assumption relates to the relevance of the criteria in 

relation to each of the treatments nnd treatment samples to be compared. With 

regard to the treatments, our general impression is that only employment and 

criminality, and perhaps alcohol use, are viewe.d similarly by all publicly 

supported treatment programs; that is, they tend to regard employment and 

avoidance of criminality as conforming, and to be tolerant of alcohol use even 

when officially disapproving. On the other hand, drug use, at any level, 'is 

rejected by TCs which almost universally demand total abstinence from illicit 

drugs, ~:1hile many HM progroms have. shown tolerance for ligtlt or occasional 

opioid and nonopioid use and indif[prence to marihuana use, as long as patients 

continued on their maintenance reginH~s and no indications of crimi(,\ality were 

seen. There is some indication thu t some DF programs have beer. cavalier about 

light nonopioid use as well as marihuana use and were more concerned about 
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conformity in relation to work, school attendance (as an alternative to work, 

for youth), and elimination of illegal-criminal activities. In relation to 

reentry'to treatment, there is again a difference between MM programs, many of 

which advocate indefinite maintenance, at least for addicts who are unable to 

detoxify (see Sells, 1978), and the drug-free treatments, particularly ~C, 

which appear to regard return to treatment as a form of recidivism. 

With regard to the treatment samples, the implications are clear for 

variations on pre DARP levels of several criteria. The principle involved is 

that the more dfwiant the paLL.mt ·on any dimension (e.g., opioid use) at or 

prior to admission, the gt-eater the relevance of that dimension in the evaluation 

of his or her treatment outcomes; and conversely, th~ 1e~s deviant, the less 

important the respective dimension. Differences among the Cohort 1-2 treatment 

samples are shown in Table 1. In addition to the four treatment modalities, 

this tap1e includes a comparison no-treatment group labeled 10 to signify 

that they went through Intake Qllly and did not return to DARP treatment .. As 

discussed by Simpson and Joe (1977) the 10 group is not in any sense a control 

group, but ig nevertheless of interest for comparative purposes. Table 1 is 

limited to Black and \.Jhite males who represent the only major subset of the 

fp110wup sample that was represented in all five treatment followup samples. 

In addition to the criterion levels, Table 1 also shows mean age, percent 

Black, and percent in each of three drug use categories, which have implica-

tions for the interpretation of the data . 

• 

• 

• 

• 

• 

• 

• 

. The characteristics of the treatment samples were subject to constraints • 

in the sampling plan (Simpson and Joe, 1977)~ A glance at Table 1 shows, first, 

that although t~ere were differences among the five groups, there is substantial 

overlap as well. The MM group was the oldest and the DF group the youngest, tt 
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'I'nblL'1. CLllllp'lri.!:llll1 uP Age, Rnce, nnd Pre DAHP Ll~VL~ls of Five Treatment Groups 
on Ni.ne. Clo:i.ter,iol\ Nc.'Hsut'es. Sample -- :?198 Black and White Nnles, 
Cohorts .l <lnLl 2 Combined. (Based on Simpson, Savage, Lloyd, and 
8(\118, 1977.) 

DARP Treatment Gr_~1) ----.---
9,.Sl~~tr'00n V"l- i,) bJ.u HH 'l'C Db' D'r TO - ,- ....... ---~-. - .. _-_ .. _--

Henn Age 27 24 23 26 24 

PCl"l;L'nt I) 1 nt' k 53% 47% 45% 50% 51% 

PL'l"cc'nt ])11 ( 1 Y llpill.id Users] 8L, ~~ 61/~ 48% 80% 70% 

Percent Not.: nil.1 1 y lI,)'Ll) i d U Sl~ r s (~ 16% 39% 5:?'% 20% 30% 

Percent Us'lng Nonop :i. 0 id s Only2 3% 11% 25% 7% 9% 

~IL' 01 n Opioid Us.;] 3.69 3.26 2.64 3.63 3.44 

~Ieun NonopioiLl Use 3 1. 91 2.23 2.13 2.04 2.04 

t1L!an HariJunna Us" 3 1.77 2.16 2.33 1.89 2.12 

ilcn n Alcohol. l!se l
! 1. 34 1. 37 1.43 1. 37 1. 25 

Percent Employed - 2 mos. pre DAR? 46% 34% 40% 46% 37% 

i'll)nths Empl')YL,d - 12 m08. pre DARP 4.8 3.8 I,.2 4.9 3.8 

Pen'.l'nt.: i'1I'l"L'stL'd \,oJr y\.!~lr 2 \ ~~ ')1 ," 
-'1/0 15::' 17 :{; 19% 

lill'tL1\\l' \' r,1 1),\ \\ P 

Pl'l"CL'11 t.: \0/1 t 11 J ,I [ l Tilllu 75% 79% 63f~ 59% 70% 
l.ifl,tillll'· pl:e \),\1\ P 

Percent \vHh Prior Drug 54% 56% 40% 45% 53% 
Treatllll:!nt -- Litct:lme pt"Q 1)1\1\P 

- ______ 0_-________ ._. __ 0_-

Number of Blnck and Hhite ~lales 921 735 289 174 159 
in Fllllowu\" 5[llllple 

--------
lIncluJcs users of daily opioids only and daily opioids plus other drugs during 
the 2-month perioLl pl:eceding DARP admission ( 

2Bnsed on the 2-1;IL)lIth period preceding DARP admission. 
3Sc.orecl for till' 2-month period prl:!ccding DARP admission: 1 - Never; 2 - Less 
than Heekly; J - Heekly; 4 - DLli.ly • 

IIScorl'd lur thl' 2-1llt..1nt1111l't"iod preceding DARP ndllliAsioll: 1 - NU-lIse; 2 - 0.1 LO 
1.1.0 n~~. Pl'\' d,IYl .\ - [ •• 1 LIl H.O oz. IH'r tiny; I, - OVL'f 8.0 oz. pl~r day. 

5 



but within the range of perhaps 19 to 30, there were substantial numbers in 

every group. DF had the fewest Blacks (and most \~hites), but even DF was 

45% Black. Similarly although the percentages of active addicts (daily opioid 

users) at admission varied widely (from 48% in DF to 84% in MM), it must be 

recognized that at the very least roughly half of every treatment group was 

composed of addicts. On the other hand, only DF had as many as one-fourth of 

its number identified as nonopioid users only. 

Despite the overlap, a number of characteristic differences could be 

disc~rned among these treatment samples that have implications for the analytic 

approach and emphasis on various criteria. These are as follows: 

MN. The HM group was composed almost entirely of op' ):i..d addicts. Presumably 

the 16% who were reported as other than daily opioid users in the baseline period 

were transferred to treatment from ather treatme'nt programs, hospitals, jails, ar 

other institutions and were eJigible for methadone maintenance. As a group, 

the ~1 patients were high on pre DARP opioid use, comparatively low on nonopioid 

use, and comparatively high on employment, criminality, and prior treatment. 

At the same time they were the oldest group and had the highest percentage of 

Blacks. 

Consid~ring the implications of the idiosyncratic. treatment and treatment 

sample characteristics noted above, it ap~ ars that opioid use is a critically 

important criterion for MM and nonopioid use of minor inlportance, thus reflecting 

the predominantly addict composition of the MM group. In addition, the high 

pre DARP level on criminalHy gives emphasis to thi<:> variable. The status of 

return to treatment as a post IJARP criterion presents a problem in the evaluation 

of MM; Simp"Ion and Savage 0.978) have shown that in all treatment groups, those 
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who remained out of treatment for the first three years after leaving DARP 

tended tlj have superior scores on the remaining criteria to those who re~ntei'ed 

treatment during that period. At the same time~ recent evidence showing that 

substantial numbers of long-t(~rm heroi.n addicts were unable to detoxify (Cushman, 

1974; Dole and Joseph, 1977; Senay, E.C., Dorus, W., Goldberg, F'., & 

Thornton, \v., 1977; Stimmel, B., Goldberg, J., Rotkopf, E., & Cohen, M., 

1977) lends some weight to the arguments of Dole and others (see Dole and 

Joseph, 1978) that indefinite maintenance (and by implication, reentry into 

trf'!atment) is a preferred strategy, at least for such individuals. However, 

in view of the Vietnam veterans study by Robins (Robins, 1973, 1975; Robins, 

Davis, and Nurco, 1~74) ~nd some of the results in the present study, the issue 

cannot be considered as resolved. Although the cur~ent DARP followup r.esearch 

has shown empirically that return to treatment is an unfavorable outcome (Simpson) 

and Savage, 1978) and it is formally scored in that direction, it ~s recognized 

that this may be considered unfair to MM by some reade~s (e.g., Dole) and this 

is taken into account in the weighing of evidence and in the discussion and 

conclusions. 

TC. Ivhet:'eas the UN group appeared to be compos1ed almost entirely of addicts, 

addicts comprised only 61% of the TC group, the remainder, characterizc~ here 

as nonaddicts included 11% who were users of nonopioids only and 28% who used 

opioids less than daily along with various nonopioids. Related to this, 

it appears that opioid use is an important criterion for the addict portion of 

the TC sample. Both opioid and nonopioid use are relevant for polydrug users, 

and nonopioid use only, for the remainder. However, becau'se of sample size, 

it appeared necessary to cOIilbine the two nonaddict groups for purposes of 

analysis. Thus, while evaluation of the total TC sample is justified fo'c 

comparative pvrposes, separate analysis of the addict ano other (remainder) 

subsamples also appeared to be indicated. On the issu~ of return to tr~atment, 
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in contrast to MM, for both TC subsamples, return to treatment is properly 

li'gilrdl',j ilri. it IWl-'J" 1"1' :,'!lll'OIlI!'. Jo'ilHllly, dNlpltC' the fact tri"lt the TC sample 

illl'luued a 1:lubHLanL1al proporLion oi." "other" (not daily opioid users) patients, 

more White, anu was younger on the average than the MM sample, it is noteworthy 

that TC had a slightly higher level of criminality than MM. 

OF. With the exception of criminality and employment, which are age 

related, the OF population is generally most dissimilar to M}1, while the TC 

group lies in between. Thus in Table 1 it is seen that the percentages of daily 

opioid users in ~m. TC, and OF were 84, 61, and 48, respectively, and of nonopioid 

us~rs, 3, 11, and 25, respectively. Differ~nces between these groups can also 

be seen for age, percent: Black, pre OARr means on opioid and nonopioid use, 

and the percentage with pre OARP treatment. There is a tendency and some justi

fication (see Sells and Simpson, 1977) to regard OF treatments as focused primarily 

on nonopioid users; howev~r, OF appears to be composed of addicts (48%), nonopioi.d 

users (25%), and polydrug users - vther nondaily opioid and nonopioid users (27%) 

and as in the case of TC, this represents at least two discrete groups, addicts 

and others, that should be analyzed separately. In the case of addicts, opioid 

use is the important drug use criterion and for others, it is nonopioid use. Here 

again return to treatlll.ent is believed properly to represent a negative outeome. 

DT. ThE:' DT samp1e is composed almost elllirl'ly 01' opi.oid addicts and is 

sl!llwn in 'l'nll!l' I tll r(>Sl'IllUll' thl' MM snlllpll.' v\'ry c\osl'ly. Appnn.'ntly most 

OARP Cohort 1-2 patients in detoxification treatment were treated for opioid 

drugs. The same criteria are believed to be generally appropriate for DT as 

for MM. In the case of return to treatment, however, a different question should 

be raised. That is, since OT is a very short-term treatment and is often 

considered as a channel for recruitment of patients to more extensive and 

definitive treatment, it would seem questionable to regard return to treatment 

as a negative outcome for DT. 
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ro. The IO sample, as summarized in Table 1, was composed primarily 

of daily opioid users (70%) and had approximately as many polydrug users 

as OF (21%) but few nonopioid users (9%). It appears desirable to consider 

the addict and other suhsamples separately, as in the case of Te and OF. 

Summary ComMent. As discussed elsewhere by Sells, Demaree~ Simpson, Joe, 

and Gorsuch (1977), the'same criteria were considered applicable to all treat

ments, but with different emphasis. The pre DARP means on alcohol use showed 

little variation between treatment groups and in addition alcohol use was 

contraindicated for inclusion in the outcome groups on the basis of consis-

tency with the other outcomes (Hornick, Demaree, Sells, and Neman, 1977) • 

Nevertheless, alcohol use was associated with nonopioid use in the nonaddict 

subsamples and was retained as an outcome measure in the analyses. Among all 

the outcome measures, alcohol use showed the least covariation, but was assoc

iated with nonopioid use. Although alcohol use received a low weight in defining 

the composite score and did not playa deciding role in the formation of the 

outcome groups, it did differ significantly over the outcome groups and was 

retained in the analyses . 
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I. 
Chapter 2 

DERIVATION AND DESCRIPTION OF THE COMPOSITE OUTCOME MEASURES '. , ' 

For the purpose of estimation of effectiveness rates for treatments it 

was recognized th .. lt composite measures, which might give overall indications 

of favorableness of outcome, as opposed to multiple indications on disctete • 
criteria, were strategically desirable. Further, ~n order to have information 

that required a minimum of explanation, that would r~tain :omparability over 
. 

time, a-cross dive:rse treatment settings and population subgroups, it was • 
decided to employ behaviorally based measures. The development of the EONACT 

profile, with post DARP scores for .~mployment, £,pioid use, .!!.onopioid use, 

~lcohol use, £r..i.minality, and return to .!:,reatment, and the derivation of the' • 
compos~te score_ a,nd ou tcome groups, based on this profile, is described in 

detail by Hornick et al. (1977). 

'Outcome profiles. The six outcome sc.ores comprising the EONACT profile • 
are described with their behavioral anchors in Table 2. These were computed 

separat'ely for each patient in the total Cohort 1-2 followup sample for each 

year after leaving DARP treatment and the calculations were adjusted to reflect 4t 

time at risk (not institutionalized) in each year. In addition, a 3-year 

profile was computed, averaging the scores for each year. 

The categorical scores shown in Table 2 not only repected specific • 
behavioral definit::Lons and equi alt>nL scale VllIUl'S, bllt wer<~ highly correlated 

with the quantitative index scores developed for the respective variables. 

These correlations were .97 in each year ror employment, .95 in each year for • 
opioid use, .91 in each year for nonopioid use, .82 in each year for alcohol 

consumption. and .85 in each year [or criminnlity with time i~ jail. The· 

correl&tions of criminality with number of arn.'sts we.re .72 in post DARP yl>ar 1, • 

• ~~ in year 2, and .59 in year 3. 

10 
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Table 2. SUlllillury of Scale Equivalent Behavioral Anchors for Each of the 
Six Outcome Ele~ents of the EONACT Profile. (From Hornick, 
Demnree, Sells, Dnd Nemnn, 1977.) 

E " Emp] 0Yllll'nt 

0 Opioid USC! 

N Konopioicl Use 

A = Alcohol Consumption 

C Cr il1lilH11 ity 

'I.' Trl~~1 tll\l'nL 

. ------. . ~.----.---.--

o employed ~67% of time at risk 
1 employ0d 1-67% of time at ri~k 
2 employ0d 0% of time at risk 

0 no use OVL'l" timL' at risk 
1 mc'o.n 'LIse ranging from less than weekly 

through 4 dayshveek 
2 mean use 2:5 daysh.,eek 

0 no use over time at risk 
1 mean use ranging from less than \veekly 

through 4 daysh."eek 
2 mean use ~5 days/week 

0 mean daily intake :;:8 ounces of 
80-proof equivalL~ut 

1 mean dll ily intake >3 ounces of 
SO-prou[ equivalent 

0 no :lrrests ancl no days jaiJ ed 
1 not more than one arn~st o.nd not 

l1Iore than JO days j a Hed 
2 more tlwn one arrL~st or mor.e than 

30 day~ Jailt:'d 

0 no return to tr0atment during the 
yen r or during subsequent years 
since DARP 

1 return to treatmer.1: during the year 
or during subsequent year!. since 
DARP 

! 1 



Composite scores. Intercorrelations of the six profile scores (separately 

for each year and for the 3-year average) were analyzed by the method of prin

cipal components and composite outcome scores were computed using the loadings 

on the first principal component as a basis for integer weights. The weights 

assigned were: 

opioid l!se 5 

nonopioid use 5 

treatment 5 

criminality 4 

employmen t 3 

alcohol use 1 

and the correlations between scores based on these weights precisely computed 

and scores on the first principal component were between .997 and .998 for 

each year post DARP. 

In the present study the composite score has been used primarily as an 

index of favorableness of outcome to order the outcome group profiles, discussed 

next, on this dimension. Simpson et a1. (1977) included the composite score 

for post DARP year 1 as a major dependent variable in a regression study of 

the same Cohor't 1-2 sample. However, for the present purposes, it was felt 

that qualitative differences revealed by varying profiles would be as important 

as quantitative differences in level of performance revealed by the outcome 

score and major interest was directed toward the development of a set of 

discrete outcome groups. 

Outcome groups. Eleven discrete profiles of the EONACT variables, 

reflecting discrete outcome patterns, were derived by Hornick et al. (1977) 

by a series of hierarchical clusterarialyses of the same data as used to 
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compute composite scores. In these analyses alcohol use did not appear in 

any of the algoritluns employed to assign patients to outcome groups, However, 

alcohol use scores were computed for every group in every period for comparative 

purposes. 

The Hornick et al. report describes the development of the outcome groups, 

the defining characteristics of the groups, their homogeneity, distinctiveness, 

relative size, and stability over three years for which post DARP profile scores 

were available. The 11 groups are described in Table 3, which includes average 

profiles, group descriptions, average composite scores, and percentages indicat

ing relative group size in the total followup sample. The groups are listed in 

this table in order of mean composite score rather than in the order of assign

ment, as described by Hornick et a1. (1977). 

Since the average three-year profile element scores were rounded to the 

nearest integer in the computation of the three-year profiles (see Hornick et al., 

1977), they do not reflect moderate deviations above zero in anyone year for 

those individuals who had zero scores in any two years. For example, if an in-

,dividual received scores on Opioid Use (0) of 0, 1, and 0 in years 1, 2, and 3, 

his profile mean for element 0 would have been zero (that is .33 rounded to zero). 

As a result, some minor discrepancies may appear in the profile descriptions of 

some of the groups, such as zero drug use in outcome group 2 in which 100% of the 

patients returneq to treatment within the first three years after DARP. Such 

apparent discrepancies should be understood as consequences of the method of pro

file calculation; they do not reflect errors in the profiles and had no signif1-

cant ef£€:cts on the interpretation of the results. 

A.Lthllll~il the grtlUpS at each extreme 011 tilt:' scalt:'. 1-3-2 (favorable), and 

11-10-7 (unfavorable, Table 3) were each defined by very similar profiles and 

were, therefore., qui,te homogeneous with respect to outcomes, this was not true 

of all the groups. For example, group 8 included profiles as dissimilar as 

• 13 
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Table 3. DescriiJtion of Post DA?,P OlltCr);:ll! Groups \-li th ::I.!an Composit€: Scores <inti Pcrcr-mtagcs of Tot'll S.:llllplc 

Group 
Number 

1. 

3. 

in Each Group (:~=293e). B.:lGc;Q OIl Hornick, D(~r.:[lrcc, S0115, [tnt! ;';cm[ln (J977).)~ 

-.-------_._-------_._--------- ----._-_._------, 
Perc~nLH~8 I 

in ;;ean 3-YG.:lr Profi] e I 

(~ro:lD P;-o:"i Ie De:scripLioll ~E I -ci"-f"~ , !\ I CrT 11 
";5-.~O--" --:-:g- ab:t~~en-~ .. :--:~~;-lc~~~)·rabl~-·-·- ~ .. ·-o- ~-, -.1--: -;-1-0--

ove:rd 1 I ! I I I 

Composite. 
Sell r c 

2.3 

13.5 
11. 3 Dl"~~a~~:~i~:~~~l!h~~~ ~~:~~~~'~~e~~'~'- 1. 4 0 I 0 . L I .1 I 0 

2. 14.5 5.4 Drug abstinC!nc8 .:::.nd generally Fav- 0 0 0 .1 I 0 11.0 

------.---,------------- orab~o e,,"-"._~O;~T ____ . ______ . ____ -4! :: I 

8. 27.5 9.5 Opioid absUnence \"ith mod.-high .81 0 ,1.1 .3 1.3 .4 
Nonopioid I I 

4. 29.0 12.2 ~~ot heavy Opioid and no Nonop. " 1.2 .5 I 0 .2 0 1.0 
use, no C, Dnd 100% T I I 

5. 35.8 

6. 36.3 

9. !;2.0 
----

11. 57.5 

10. 62.3 

7. 72.8 

--9'-.-5-----:;0~~eavy OPiO~~~~-~~-~·~lonop-. -----ll. 0 I .6 I 0 . ~--t--1-. -3-+---.-6--1 

use, mod.-high ~riminality I I 
8.0 

14.0 

5.8 

4.2 

5.3 

~Iod. -heavy Oploid c:nd no Nonop. I 1.1 1.6 o .2 .3 .4 
uie, Xot high Crininality I i I 

__ ~l~~~ Dr~g u~_an~ Criminality .... _~L_~,_._0__1i--l-.-0-+_-.-3-fl--.-4-t__-.-6___i 
:lod. -heavy Drug Use' and not high 

Criminality 
:!od. -heavy Opj,oid use and high 

Criminality 
Heavy Opioid use, high Criminality 

and 100% T 

1.2 

1.4 

1.5 

1.7 1.5 

1.5 1.0 

2.0 1.1 

.3 .3 .6 

.3 2.0 .2 

') . '- J .5 1.0 

*the nean composite scores are not exactly consistent with the mean profiles. The former were computed by 
av~raging the composite scores for years 1, 2, and 3, while the latter were actually three-year profiles; 
that is, the mean score for each profile element was determined for the full three-year period. The metric 
on the composite scores cannot be compared directly with that of the element means of the profiles, but the 
consistency of the mean composite scores with the group profiles is clear . 

• • • • • • • • • ... 
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001000 (favorable on all measures except N - nonopioid use, which was scored as 

moderate) and 202121 (unfavorable on all measures except 0 - opioid use); the 

composite scores for these two profiles were 13 and 75, respectively (on the 

scale of 0 to 100). These differences illustrate the critical difference 

between the composite score, which is primarily oriented to level of favorable

ness of overall outcome, and the outcome groups, which focus on distinctive 

patterns of outcome. In the case of Group 8 the distinctive pattern involves 

moderate to heavy use of nonopioids combined with little or no use of opioids. 

In the total followup sample, the profiles of these nonopioid only individuals 

formed a cluster in which the pattern of illicit drug use overrode other differ

E'nces. The distinctive patterns of the other outcome groups are indicated in 

1'able 3. 

Despite the [act that the composite scores and outcome groups were both 

derived from the EONACT profiles and ar.e highly related to each other, 

they illustrate independent aspects of the ~ -~me profiles. The overall score 

of favorableness of outcome is not necessarily indicative of the, distinctiveness 

of a cluster of profiles characteristic of a particular group even though in 

the extremp grollps the association is inescapable. Nevertheless, it is desirable 

to consider butll the level uf favorableness. expressed by the composite score, 

and the distinctive features of the ?rofile, associated with the outcome group 

in the analysis of treatment effectiveness. 

With respect to favorablene<)s of outcome, the mean composite scores in 

Table 3 show a progressive shift from the most favorable level, in group 1, 

to the most unfavorable level, in group 7, despite variation in composite 

scores in some of the groups. In addition, there are some sharp discontinuities 

in the progression of composite scores, between groups 1 and 3, 2 and 8, 

4 and 5, and 9 and 11, that suggest the possibility of combining groups to 

15 



reflect different levels of favorableness of outcome. For the analyses reported 

in this study, group 1 was combined with grOUpS 3 and 2 to form a "favorable" 

level. However, inasmuch as group 1 was the only group with favorable scores 

on all measures, it might well be separated in larger samples. 

The four general levels of outcome on a scale of favorableness listed 

below are used extensively in subsequent analyses in the present report: 

Level 1 - Favorable Outcomes 

composed of Groups 1, 3, 2 - 31.7% of total sample 

main features: drug abstinence and little or no criminality 

Level 2 - Moderately Favorable Outcomes 

composed of Groups 8 and 4 - 21.3% of total sample 

main features: moderate opioid or nonopioid use, but not both, moderate 

unemployment and moderate to total return to treat~ent 

Level 3 - Modera tE ly Unfavorable :)utcomes 

composed of Groups 5, 6, 9 - 31.5% of total sample 

main features: moder-at'.:: opioid use and little or no nonopioid use, 

with some criminality, unemployment, and return to 

treatment 

Level 4 - Unfavorable Outcomes 

composed of Groups 11, 10, 7 - 15.3% of total sample 

main features: moderate to hellvy drug use, criminality, unemployment, 

and return to treatment. 

The distribution of the total sample by outcome levels enables some 

interesting observations. First, it is noteworthy that over 50% of the patients 

included in the followup study, regardless of treatment group, had outcome 

profiles for the first 3 years after DARP that were favorable or moderately 

favorable. The perc.entage at the favorable level (31.7%) was double that at 
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the unfi:!vorable'level (15.3%). These results are s\1gges,tlve of generally 
. ~ " 

favorable effectiveness for the DARP treatment sample, but do not take account 

of pre DARP status of patients or differences among treatment groups, which 

ar~ considered later. 

With respe~t to the qualitative aspects of the outcome group profiles, 
, 

a number of important observations must be noted. ~irst, it is apparent 

that the extreme groups, located at the favorable and unfavorable levels, 

are differentiated on the basis of opioid use and criminality primarily; 
" 

unemployment and return to treatment appear at all foul"J.evels in one or more 

groups," Thus, the criterion of effectiveness reflected by the outcome groups 

is defined by conformity to social standards and expectation on the dimension 

of acceptable versus deviant behavior related mainly to drug use. The same con

clusion was drawn by Neman. Demaree, Hornick, and Sells (1977) who used 'the method 

of mult.i.ple discriminant analysis to identify pre D~~ and during DARP (predictor) 

variables that discriminate among the outcome groups. In all extended series 

of multiple discriminant analyses these investigators found' that the main dim-

enCJion that differentiated favorable outcome from unfavorable o,ute.ome groups 

was pefin~d, by drug use and criminality. These result3 are utilized later 

in this report to predict outcome group claSSification in the comparison ~f 

effectiveness of the five treatment groups. . . 
Gr.oupf:j 8 and 4. ,classified above as Moderately' Favorable, are shown in 

Table 3 to' have mean outcome profiles for the first 3· years after DARP 

treatment with little or no criminality and only li~ht opiold ur modt.·rac(· 

nonopioid use, but not both. Group 4 and to a lesser extent. group 8, seori'd· 

lower than the Favorable gr()ups~ mainly as 11 result ollllt.!fr 1,"velH un hOlh 

unemploymen, t and return to trec·ltm"nt. In vi If II I I • " I '" , ~w (' It' ClW l"Vt' I U C'r /II 11111 I J I Y 

and the particular drug use ,patterns demonstrated, these groups appear to repre

sent a slightly lower than Favorable (hence Moderately Favorable) outcome level 

17 
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for non,opio~d andpolydrug users - in group 8, and for opioid users, in ~oup 4. 

In addition, the profile of group 4 may well be the best that ,can be (,>xpeeted 

for many DARP ~~1 patients who were unable to detoxify and had to return to 

treatment as a preferred alternative to pursuing a cr:lminal, addict life style. 

This interpretation is strengthened by the absence of post DARP 'criminality in 

~roup !. and by the emphasis on remain:ing Ln treatment advocated by manyMM 

treatment leaders, as mentioned earlier. 

Groups 5, 6, and 9, Hoderately Unfavorable, demonstrated moderately deviant 

scor~s o,n ~mployment, opio;id use, criminality, and -return to t~eatment; group 9 

was mod'erately rlev'iant on nonopioid use as well, which may explain its higher 

frequency. On alcohol use the mean scores were low and about the same as for 

all other groups. Tn terms of the number of elements on which deviant indications 

were found and also in terms of the magnitude oE the mean SCOl"Q~, these toree 

groups reflect ~oderately unfavorable performance, but leos deviant than the 

following groups, in the Unfavorable category. 

Group,s,ll, 10, and 7 comprised the Unfavurable ca,t~gory.. On tho'elements, 

opioid use, nonopioid use, and criminality, group 11 had high scores on two --

opioid and nonopioid use (1.7 and 1.5), group 10 had high score ... on two ORioid 

use and criminality (1.5 and 2.0), and group 7 had high scores on the same two 

(2.0 and 1.5). In addition, gro~p 11 had moderately high unemployment a,nd had 

60% who reenter(td. in treatment, g'roup 10 had Id gil un('Olploymt'nt and mouerat<" 

nonopioid use~ and group 7 had these as well as 100% who reentered treatment. 

18 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Chapter 3 

PROCEDURES FOR OUTCOME COMPARISONS OF TREATMENr GROUPS 

The focus of the present study is on outcomes in relation to the kind 

9f treatment received during DAl\P. ComparsollH of outCOnll'S for .indLvidua.JA III 

the five treatment groups would have been Simplified if individuals had been 

assigned to the groups random1 y. In that cage .·:.t could have been assumed I:hat 

each of the treatment ~t'OUP!il \v8fl 011 an eqllal Pooting initially in terms of the 

characteristics l,f its pati~nts. and any differences in outcomes might then 

have been ascribed to the ki.nd of treatment rl:!celveJ or to interactions bet'W'een 

particular characteristics of patients and the treatment received. 

For a num~er of reasons, however, randomized assignment to treatment 

was not feasible, and as a result, many differences in p61t:f.ent characteristics 

were found between the groups. As a consequence of thiS, outcomes may have 

differed among the groups as a function of differing patient characteristics, 

quite apart from the treatments received. In brief, the effects of patient 

characteristics and treatment were intertwined in such a way that attempts 

to appraise the effects of treatment alone presented a major problem. 

An approach that was at least partially successful in overcoming this 

problem involved the prediction of outcomes based on expected v<lluet:. computed 

without regard to the particular modality or type of treatment received 

During DARP. Pt-edictions were based on a method that tOl)k account of variables 

that had been found to be significantly related to outcomes tn a series of 

multiple discriminant analyses reported in a companion study to this by Neman. 

Demaree, Hornick t and Sells (1971). This met hod 1s deset'tbed in detail. below. 

Aggregation of the predicted outcomes by treatment group provided a standard 
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for each ,gro~p and enabled the comparisons in terms of deviat:'10ns ofactu-'ll 

outcomes from the predicted standard. In principle, this approach could be 

considered 'as a means of takin~ into account the varying patlentcharacteristics 

of the ~epara~e treatment group~ and it represented an effort to control these 

variations in the,assessment of the effectiveness of. the DARE: treatments. 
..... " .. 

;' 

Although this approach is believed to be sound, it can also be considered . , 

as lacking precision for reasons poin~ed out in the following discussio? ,and 

in the studies o-f-Horl1ick et a1. (1977) and Neman et a1. (1977) in which major 

portions bf the methodology l',sed here wer€' developed. Further analyses were 
" 

performed that are described brie,fly i.n the last section of this chapt'er, 

based on the general logic of the prediction approach. These involved a ! 

part,iti,~l'ling of.,samples on the'basis of selected control variables and com

parison of subsamples differentiated according to specific hypotheses. The 

• 

• 

• 

• 

samples induded in all of the analys,es were restricted to niack and Whi,te males • 

for whom there were:,subsamples in all five treatment groups. Hales in other ethnic 

groups (Mexi.can-American <lnd Puerto Rican) and females were included in the total 

'followp sample. but w~re, not available in all five treatment groups followed 

in the present study; 

Variables Av~i~abl~'for Ptedictibnof Outcome 

The model employed in the DARP followup studies regarded the following 

domains aS,relevant sources of influence on post DARP outcome's: (a) DARP 

treatment; (b) patient demographic characteristics; (c) patient developmental 

background factors; (d) pre D~P treatment; (e) baseline levels on the outcome . .,. 
criteriun mea.sures, reflecting status at the t,ime of admission to treatment; 

(f) patient pe'r~,ormance on the same and related outcome criterion dimensions 
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during pARP treatment; and (g) contextual environmental factors during and 
". . . 

particularly after DARP treatment. A major task in the evaluation research 

has been tp separate effects attributable to treatment per se f~om those 

attrib~table to the other factors. Metllodology related to this general task 

has been discussed in Sells (1974 a, b) t Sells and Simpson (l,976 a, b t c), and 
I. 

Sells, Demaree, Simpson, Joe, and Gorsuch (1977). 

While, the variables assembled ~o implement this model are believed tq 

capture a majer portion of the variance related to the domains enumerated, 

there were shortcomings in implementation that could not be avoided. One, 

was the absence of any measure of program capability. Plans have been developed 

to address this problem; however, in the present research the data for every 

program represented in a treatment have been considered as reflecting equal 

program capability, even though variations in capability among the DARP programs 

in every treatment area were considered very likely. Another includes numerous 

and diverse situational-environmental contextual factors that affect individuals 

and programs differentially. Although beginnings have been. made in this area 

by 'the DARP.staff (e.g., Singh, 1977; Joe, Singh, Finklea, Hudiburg, and Sells, 

1977), it wa'S not feasible to include such measures in the present study. 

The variables that represent individual characteristics and pre DARP 

influences have been deUn,ed elsewhere (Simpson, Savage, Lloyd, and Sella, 

1977) ~nd are believed to include the majpr pre DARP predictor. of 'later 

performance. They consist of etllll'ic group, lIgC, oackground criminaJity, , 

background socioeconom~c Htatus. background faml.l y rc.'HllonRibtll ty, I)rt' IMlt!' 

treatment" baseline street addiction, and basE'11ne nonopioid use (s(.'a'l'alll(.' 

4) • The last two variables were based on cmpluyml·nt. dru~~ ~nd alcohol URC. 

and illegal support dur lng tht' 2-munth per lod prtH'cd' ng adm1alJion to treatment. 
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Table 4. Variables Included in the Followup Research Cohorts 1 and 2 

, ' 

DARP treatment modality 
comparison group 
type l , 

....... 
Demographic characteristics 

" 

Backgr~~nd ~uctor~2 

- , .:., . 
" .:' -. 

Pre DARP treatment 

, ? 
Baseline fa~t6~s~ 

(Generally '~ mbs~ precede adm.) 

During DARP factors 2 

(Specihc' defirigion vary 
by' mo~ality) , 

Post DARP, erite,ria 
(AClj us ted ;'f.~·r .t..i~le at ri sk) 

.. ' . 

, , 

1 " 

MM TC DF DT 
10 
Ml'l-A TC-T 
}!M-CO TC.,.ST,M 

(OP) 

'DF-A "DT-OP 
DF-CO 

Age at admission 
Race/ethnic. group B, PR, MA, W 
Sex N,F 

Criminality (Crim. Dlst. and Age, at 
onset of drug involvement) 

SES (Pat. edu~~ an~ par~nt's SES) 
Soc. Resp. (Empl. Hist. and Fam. Dep.) 

Chemical (MM Qr DT) 
Non-chemical (TC, DF, Other) 

Nonopioid use (Hari. and Nop.) 
Street Addiction (OP. E. Hleg. Sup.) 

. .. :' ,~ , . 
Social Devian~e, (O~ ~ Nop;: E, Crim.) 
Alc. -Nnri. Use 

• 

• 

• 

• 

Days in Treatment (Completed or referred • 
vS. Terminated -- quit, expelled, or jailed) 

Drug Use (Op. Nopm Mari, Ale) 
Arrests, Jail 
Employment 
Treatment ' 
MQs. Unsupervised 
Composite Score, based on EONACT profile 

Outcome GrQups (11 groups) 

• 

• Not included 'in· ·t~le present study 
2Based bn Simpson, Savage, Lloyd, and Sells (1977) 

• 

• 
• h· ... 
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.2'1e performance of individuals during DARP was reflected by four 

variables -- Favorableness of Termination, Days in Treatment, Social Deviance, 

and Alcohol~1arihuana use. The scores on all except the first of these variables 

were expressed in standard form (mean of 0 and standard deviation of 1) 

separately for each of the three treatment groups (MM, TC, and DF) for which 

rluring-treatment ~easures were available. This ruled out any differences 

between treatment groups on the variables measured. Type of termination, on 

the other hand, was scored on a 3-point scale and on this scale, differences 

were allowed between treatment groups. 

Hethod for Predicting Classification in Outcome Gro~ 

Predictions of the outcome groups expected for individuals were based 

on demographic, background, and pre DARP variables. In later analyses, during 

DARP performance measures were also included. Although the predictions 

in each analysis were derived from a multi~le discri~!~ant analysis, the 

method employed can be regarded as a canonical correlation analysis in which 

one set of variables consists of the predictors while the other set consists 

of dummy variables which denote the outcome gro!~?s to which individuals 

belonged. 

Viewed in terms of a discriminant analysis, the first discriminant function 

is a eomposite (weighted sum) of the scores <'n the predictorR which maximally 

separates the groups relative to the dispersion of the composite within groups. 

Viewed as a canonical analysis, the composite is called the first canonical 

variate and is that combination of the predictors which provides the most 

accurate preliiction of group melilbership III a particular 8umpli.~. While addi

tional discriminant functions (or canonical variates) can ordinarily be 

23 



• 
defined, up to the lesser of the number of predictors or the number of groups 

minus one. sharp drops are typically found in the discrimination (or predlc- • 
tion) yielJed by th~ SI.'~,,\\J Ullli tall'\' l\llh'lilH\8, l'llmpareu tll the first. lt also 

is fairly common for discriminant functions (or canonical variates) subsequent to 

the first, even when statistically significant, to be difficult to interpret. • 
For the foregoing reasons only the first discriminant function waa used 

to predict classification in the 11 outcome groups. In the present research 

involving different samples of patients, the first discriminant function • 
generally ordered the outcome groups according to favorableness of outcome, 

with emphasis on opioid use and criminality. This result is especially 

noteworthy, because it was determined empirically and not foreordained or • 
dictated in any manner. Another result of importance was the high degree 

of plausibility of the predictors that showed up most strongly in the def-

inition of the first discriminant function. • 
The method for predicting group classification baaed on the first 

discriminant function can be illustrated readily for an analysis involving 

only two groups, designated A and B. Suppose that there are 40 persons in • 
Group A and 60 ,in Group B, and that the criterion variable for group classi-

fication has a value of 0 for all individuals in Group A and a value of 1 

for all individual·s in Group B. The discriminant function then formed is the • 
composite of the independent variables or predictors which is maximally 

correla~ed in the sample at hand with the 1, 0 criterion representing grou~ 

membership. 'Under the constraint that the number predicted to be in Group A • 
is the same as the number actually in this group, and similarly for Group B, 

the 40 persons with the lowest scores on the discriminant function would be 

• 
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predicted to b~members of Group A; the remaining 60 persons (that is, 

the 60 with the highest predicted scores) would be predicted to be members 

of Group B. A straightforward extension of this procedure was used for 

predicting membership in the 11 outcome groups. 

An illustration of the procedures followed in the predi~t-ion of outcome 

group membership and the comparisons thus afforded of treatment groups may 

be helpful. For the present illustrative purpose a discriminant analysis 

was performed o,f the 11 outcome groups in the sample of 1923 Black and White 

males. Standard scores on two factors, background criminality and street addic-

tion, were used as predictors. In this analysis these factors ha.d virtually 

identical weight in defining the scores of individuals on the first discrim-

inant function. The equation was 

where 

and 

ZDF .64 ZBC + ,65 ZSA 

ZDF is the standard score of an ~ndividual on the first 
discriminant function; 

ZEC is the standard score for that person on background 
criminality; 

ZSA is the standard score on street addiction. 

The mean scores on the two predictors and the djscriminant function were 

computed for the persons in each outcome group and the results arc shown 

in Table S. The canonical correlation associated with this discriminant 

function was significant (X 2 = 162; 20 df) at or beyond the .001 level and 

had a value of ',26. 

It is clear from Table 5 tIllit the discriminant function ~eparated the 

11 groups according to favorableness of outcome. Groups 1, 8, 2, and 3, 
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Table S. Hean Stnndard Scores of 11 Outcome Groups on Two Factors (Background 
Criminnlity Dnd Street Addiction) and the Discriminant Function 
Defined by the Factors. 

Sample: Black and White Males, Cohorts 1 and 2 combined; N = 1923. 

Variable 

Background 
Criminality 

1 

-.21 
L 

-.10 .02 - .16 
L 

Street 
Addiction 

-.26 -.26 -.26 -.05 
L 1. L 

Discriminant -.31 
Function L 

N 30LJ 

-.24 
L 

~oo 

-.15 -.14 

119 174 

-.06 

.00 

-.04 

191 

- .10 

.13 
H 

.02 

----------------------~. 6 11 5 7 10 

.04 .14 

.01 .02 

.04 .1.1 

114 

.18 
H 

.28 
H 

190 

.31 

.45 
H 

121 

.68 
H 

.35 
II 

.68 
1:1 

82 

lCroups ar.rang~atl ~1l'c(.n·d'lng to mean scores on the tliseriminant function; each 
vnlue (menn standard score) accompanied by an L (low) or H (high) departs 
[rom 0 a t or bCYt'nd the .05 pro bah ili ty 1 evel. 
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which had generally favorable outcomes, received the four lowest mean scores, 

respectively, dn this function, while groups 10, 7, 5, and 11, with generally 

unfavorable outcomes, had the four highest mean scores, respectively. 

The prediction of group classification began with group 1, composed of 

304 individuals, which had the lowest mean score on the discriminant function. 

Based on the discriminant scores and without any knowledge of the groups into 

which individuals actually fell, the problem was to select from the total 

sample of 1923 the 304 persons considered to be the most likely candidates 

for classification in group 1. Since the 304 individuals who were actually 

in group 1 had the lowest mean score, the 304 with the lowest scores on the 

discriminant function were the ones predicted to be in Sroup 1. This procedure, 

it may be noted, is analogous to that described earlier for the case of only 

two groups. 

In principle, the 304 predicted to be in group 1 are set aside, and 

consideration then turns to the group with the next-to-the-lowest mean score 

on the discriminant function. In the present illustration this was group 8 

with 200 members. By application of the same logic as before, the 200 

persons with the lowest discriminant scores in the residual sample of 1619 

(i.e., 1923-304) were predicted to be in group 8. 

The procedure just described was continued until predictions had been 

made for all 11 outcome groups. It should be mentioned that these predic

tions would have been the same if they had started with group 10 which had 

the highest mean score on the discriminant function. An uncertainty in the 

prediction procedure did arise when the mean scores on the discriminant 

function were equal for two or more outcome groups. However, by calculating 
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the mean scores to a sufficient number of decimal places, ties were avoided 

and thus the groups could always be ranked or ordered according to the 

mean scores. When two or more of these scores were virtually the same, 

however, such a ranking was unproductive and introduced a degree of arbitrari-

• 

• 

ness into the prediction procedure. The same problem arose in predicting the • 

outcome groups for individuals. When individuals had discriminant scores 

which fell on the boundaries between groups, they could have been predicted 

to be in anyone of two or more groups. The problems just described are 

commonplace in prediction studies; in the present study they reflect the overlap 

among the groups, which was discussed by Hornick et a1. (1977). 

Procedures for Comparing Actual and Predicted Outcomes 

Comparisons of the outcome group distributions across DARP treatment 

groups were made in two stages. In the first stage the outcome group distri-

• 

• 

bution for each treatment group was compared with the distribution for all • 

t:reatment groups combined. In the second stage the comparison was with the 

distribution expected on the basis of predicted classification in the outcome 

groups. The rationale and procedure for these comparisons are desc:-ibed in • 

this section. 

Outcome group distribution for a treatment group, in comparison to the 

!;otal sample. Initially the percentage (designated A) of a treatment group • 

~ctually falling into each of the outcome groups was compared with the percentage 

of the total sample of Black and White males in the respective outcome groups. 

The percentages for the total sample, designated T, are the values of A which • 

would be expected if (a) patients had been assigned randomly to the treatment 

groups, and (b) the treatments represented by the groups had been equally 

influential on outcomes. Since it is clear that the first of these two 
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conditions was ~ot met, the comparison of A with T (which does not take 

differences in patient characteristics into account) is by itself insufficient 

to make an adequate assessment l)f Olltcl)l1lel'l. 

Actual and predicted outcome group distribut.i~ns~ by treatment groups. Upon 

predicting the outcome groups into which individuals in a sample would fall, it 

was a simple matter to count the number in each treatment group who were pre-

dieted to be in each outcome group. These numbers were then expressed as 

percentages of the total numbers in the respective treatment groups. The 

percentage of a treatment group expected, i.e., predicted to fall into a 

~articular 9utcome group, was deSignated E~ in contrast t.o A, the actual 

percentage in the group. 

For each treatment group A and E percentages were available for each of 

the 11 outcome levels. In addition, the percentage across all treatment groups 

(T for the total sample) was available for each outcome group and leVel. The 

ratio All' was selected as a means of comparing the percentage of a treatment 

group in any outcome group with the overall percentage for the total sample. 

When the two were equal, the value of AIT would be 1.00. When a treatment 

group percentage was lower than the corresponding total group percentage, 

AIT would be less than 1.00 and when a treatment group percentage exceeded 

the corresponding total group percentage, it would be greater tllan 1.00. 

However, as explained, AIT reflects the influence of many factors in addition 

to that attributable to DARP treatment per se and the E percentages were 

developed to measure the influence of factors other than DARP treatment. In 

some respects, E is akin to a handicap in golf. A closer analogy is the 
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practice 1n schools of setting a target (i.e., expected level) for ach!.evement, 

based on measures of scholastic ability and prior achievement. In this context 

it is customary to compare actual achievement (A) with expected achievement 

(E) by the difference score, A-E. 

In the present study the focus is on group comparisons, and. raw differences 

between percentages were too difficult to interpret and explain in view of the 

many comparisons involved. Another method considered was to compute a pair 

cl ratio. -- AIT and AlE -- fo~ each treatment outcome group. This appeared 

to be easier to interpret since every ratio could be evaluated in relation to 

par (1.00). However, after extensive study, this twin ratio method was also 

abandoned because of difficulties encountered in presentation and explanation. 

The AlE ratio proved to be highly sensitive to small variations in E percentages 

and was baaed on a different denominator than A/T; as a result, the numerical 

values often appeared erratic in magnitude although accurate in direction. 

The method f1na11y adopted to evaluate the A and E percentages involved 

the computation of two indices, both based on the outcome group (or level) 

T percentage as the denominator. These were AiT, as explained above, and 

(A-E)/T. wh1ch 1s equivalent to A/T-E/T and 1.1 interpreted as an index of treat

ment influence. 

The rationale for the index (A-E)/T is aa follows. AIT comparea the 

actual frequency of a treatment group in an outcome group with the overall 

frequency ~f the total .aa~ple 1n that· outcome group.' EIT compares the 

fraquency expected On the balia of selected nontreacment predictors with the 

parcentaae for the totel lample. In other worda, EIT indicates the freqUG~Ql 

in an outcome aroup expected reaardle.1 of treatment in relation to the total 
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sample percentage. The difference between the two ratios reflects the excess 

or shortfall of patients in a particular outcome group that is not a'ttributab1e 

to extraneous (independent) factors and therefore is presumed to represent 

treatment effect. No simple test of significance of this index was available 

in this context; instead of chi-square or other analyses of ev~ry index, the 

results are interpreted conservatively and in terms of logical consistency, 

following general guidelines set forth below. 

For A/T, par equals 1.00 and for (A-E)/T, par equals zero. When values 

reported for these indices duviate from par by less than ± .10 they are con

sidered not significant; then it can be concluded that the y.esults for the 

treatment represented do not differ from those of the total sample (all 

treatm~nts corohined) and that they are predictable without reference to 

treatment. Variations greater than ± .10 are interpreted according to the 

magnitude and direction of the two indices considered, as in the schemas 

below. Fur~ler discussion of interpretation is given in the subsequent 

chapters in the presentation of the results. 

Interpretation of results for outcome groups (1, 3, 2, 8, and 4) and 

outcome levels (I and II) in the favorable range is summarized in the following 

schema in which +, 0, and - notations are used to indicate favorable to unfav

orable ranges for A/T and effective to ineffective ranges for (A-E)/T. The 

values for A/T are used to define rows in the 3x3 chart and they appear in 

the upper half of each cell in the chart. Those for (A-E) IT define columns 

and appear in the lower half of each cell. The most favorable cell is defined 

by the intersection of A/T~1.10 and (A-E)/T~+.lO and is indicated by + ~ in the 

upper right-hand corner of the chart. The most unfavorable cell is indicated 

by - _ in the lower left-hand cell. 
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(A-E)/T 

Rows -.09 
AlT ~·-.10 to 

Columns +.09 
(A-E)/T 

.. 

+ + 
"1.10 

- 0 

A/T .91 0 0 
to 

1.09 
- a 

- -
~ .90 

- 0 

Treatment Treatment 
effecl effect as 
below expected 
expectancy 

I 

~+.10 

--
+ 

+ 

0 

+ 

-

+ 

Treatment 
effect 
above 
expectancy 

A/T more favorable 
than Total sample 

A/T not different 
from Total sample 

A/T less favorable 
than Total sample 

The same type of, schema, but with reversed interpretation is uSed for 

outcome groups 5, 6, 9, 11, 10, and 1 and outcome levels III and IV, in the 

unfavorable range. °Bere the most favorable cell is in the lower left-hand 

corner and the most unfavorable cell in the upper right-hand corn~r. This 

second schema is as follows: 
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(A-E)/T 

Rows 
A/T -.09 

Columns <-.10 to 
(A-E)/T r.09 

.- -
>1.10 

+ 0 
- .. 

A/T 0 0 

.91-1. 09 

+ 0 

+ + 
< .. 90 

+ 0 
L.-...-. 

" Treatment rreatment 
effect effect as 
above expected 
expectancy 

>+.10 

-

-
0 

-

+ 

.. 
~l 

Treatment 
effect 
below 
expectancy 

A/T less favorable 
than Total sample 

A!T not different 
from Total sample 

In actual practice the interpretation of results suggestea 6y the 

foregoing schemas should be viewed as illustrative rather than af! prescribed 

by rigid rules. The most effective interpretation should view the data set 

in a table as a whole, comparing indices ac~oss treatments for outcome groups 

or level.;:; or across outcome groups or levels within treatments. Then i:he 

specific values of A/T and (A-E)!T that are reported can be judgeq in relation 

to the patterns that they disclose rather than as discrete data. For example, 

in Table 8, below, the values of A/T and (A-E)!T for treatment groups at outcome 

level I are as follows: 
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Outcome Level 1 

A/T 

(A-E)/T 

MH Te 

.95 1.19 

+.09 +.08 

DF 

1.11 

+.02 

DT 

.63 

-.49 

10 

.68 

-.36 

Here the AIT ratios indicate that ~he actual frequen~ies at this most favorable 

outcome level w~re above average in Te, moderately above average in DF, well 

below average in DT and 10, and not significantly below average in MM. However, 

when paired with (A-E)/T, the data show mainly that DT and 10 were not'.only well 

below average, but also well below expectancy for level I. The ratios for r.M 

are both nonsignificant, according to the ~onventions suggested, but fit in 

with the idea that while the MM frequency at level I is slightly below average, 

it j,s also marginally in excess of expectancy. By itself, this result should 

not be accepted as significant, but in comparison with other data it may well 

fit a pattern, as discussed later, in Chapter 4. The (A-E)/T ratio f~r Te is 

also marginal, but may be judged with greater confidence in relation to 

additional information, as also discu8sed in Chapter 4. 

Analyses Completed 

USing the procedures outlined, three major analyses have been completed 

that bear on the comparative effectiveness of the DARP treatments. These 

were based on the subsample of 2178 Black and White males described in Table 1 

and are described as follows: 

1. Comparison of five treatment groups -- MM, Te, DF, DT, and 10, in a 

subset of 1923 Black and White males with complete pre DARP data. In this 

analysis, expected values (E) were computed on the basis of ainepre 'DARP 

independent variables, described in Chapter 3. This analysis is reported in 

Chapter 4. 
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2. Comparison of three treatment groupo -- MM. TC. and OF. in three 

related analyses, as follows: 

a. treatment samples identical to those for the same treatments as 

in analysis 1; expectancy based on nine pre OARP variables (N=1627); 

b.. treatment samples reduced by elimination of 224 patients with 

incomplete during OARP data; expectancy based on nine pre OARP variables 

(N=1403); 

c. same as 2b.; expectancy based on 13 independent variables (nine 

pre OARP variables' plus four during DAM' variaeleS'), N=1403. 

3. Comparison of three treatment groups -- MM, TC, and OF, same sample 

as 2b. and 2r.., partitioned into three subgroups: (1) daily opioid users at 

admission, labeled current addicts (N=l001); (2) history of daily opioid use, 

but not using daily at admission, labeled former addicts (N=277); (3) 

others, labeled nonaddicts (N=12S). 
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Chapter 4 

RESULTS FOR FIVE TREATHENT GROUPS, BLACK AND WHITE HALES 

Outcome Comparisons of Five Treatment Groups: A vs. T 

The percentage (T) of the total sample of 1923 Black and White males 

in Cohorts 1 and 2 and the percentage (A) of each of the five DARP treatmEmt 

groups falling into each of the 11 outcome groups are given in Table 6. 

In this table~ as well as in other tables appearing later, the 11 outcome 

groups and five outcome levels are ordered according to favorableness of post 

DARP outcome, as indicated in Table 3. Table 7 presents the ratios A/T 

(actual percentage in each group divided by the corresponding percentage in the 

total sample). For quick reference, Table 6 contains an abbreviated profile 

description for each outcome group and level. 

Examination of the T percentages for outcome levels in the lower panel 

of Table 6 shows that nearly one-third (31%) of the total sample had predom

inantly favorable outcomes, while only ab~ut one-sixth (16%) had generally 

unfavorable outcomes. The remaining half (51%) had outcomes which were mixed 

as to favorableness or unfavorableness. When these results are compared for 

the treatment groups it appears that ~~, TC, and DF each had at least twice 

as many at the Favorable level (I) than at the Unfavorable level (IV). In 

DT and- 10, however, this \'las reversed; there were more Unfavorable than 

Favorable outcomes in both groups. 

Proceeding f~rther, with T referring to the percentage in the total 

sample, it is noteworthy that the MM, TC, and DF percentages at levels III 

and :V were close in value to T, while the corresponding percentages for DT 

and 10 were decidedly greater than T. Turning to the Favorable level (I), the 

percentage in ~ru did not differ materially from T; the percentages for TC and DF 
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• Table 6. rercentagl~ Distribution of Outcome Groups and Outcome Levels by 
Treatment Croups. B.1nck .:1nJ \vhitc tlill.cs, Cohorts 1 and 2. 
(N =19~3). 

Outcome Croups 

• Group t'\bbreviatcd Percentage by Group 
~(J • Prof ile Description T(~ (l~~tnl) NN TC DF DT 10 

. . . . 
1. k\bstin:..! Fav. Overall 15.8 13.2 22.0 20.3 6.5 5.6 
3. ' Abstin. , li'av. exc. E 9.1 8.3 9.5 11.6 8.5 7.'7 

• 2. Abstin. , Fnv. exc. 100% T 6.2 8.0 5.4 2.5 4.6 7.7 

-

8. Nu Op.', 111gb to ?-Iod. N 10. L, 10.1 10.0 14.1 7.8 9.8 
4. 0[1. Iv no No]). , nl) C , 9.9 15.5 5.9 5.8 7.8 6.3 

. 1 DO"; T 

• ~ -. .. . 
5. Nod. to 11igh Op. , no Nop. , 9.9 9.6 10.0 9,1 10.5 11.8 

.. ~Iod. C 
6. Nod. to lIigh Op. nO Nap, C 7.5 8.0 5.6 7.1 9.8 11.2 
9. Op. , Nap. , C 14.8 13 .1 15.5 14.9 19.0 15.4 

• . '. 

11. )Iod. to High Or· , Nop., C 5.8 5.3 6.0 4.2 8.5 9.1 
10. Nod. to HLgh Op. , llig )1 C Lf • 3 3.4 I-f, 9 4.2 6.5 4.2 
7. lIigh Or, , II il,!.h c, 100% T 6.3 5.4 5 . .2 6.2 10.5 11.2 

• . 
N 1923 773 613 241 153 143 

-
Outcome Levels 

• I FL1vurnb 

II Noderl.l t 

---T; .-

le 31.1 29.5 36.9 34.4 19.6 21.0 

ely Fuvorable 20.3 25.6 15.9 19.9 15.6 16.1 

III NOllenl L • ('1y Un I:uvorable 32.2 30.8 31.1 31.J. 39.3 38.4 - ., 

IV Unfavor able 16.4 14.1 16. 1 14.6 25.5 24.S 

N 1923 773 613 241 153 143 

• . 

- '.' 

;':1'ho T iH~xc('ntug0s [or this table, based on 1923 Blac.k und Hhite males, differ. 
slightl.y frL)/ll thOSl~ in 'l':'lb.le 3, bnSl'd on the total fol1owup sample. 

• 
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exceeded T; and those for DT and 10 were decidedly lower than T. Concerning 

level II, Moderately Favorable, the MM percentage was greater than T, while 

those for TC, DT, and 10 were somewhat lower than T. These results are reflected 

in the AIT ratios in Table 7 (ratios that were judged to represent significant 

variations above or below T are indicated by the superscripts, a - above and 

b - below). 

The results by outcome level sug~est a major difference in treatment 

effectiveness between the three major modalities, MM, TC, and DF, which appeared 

to have generally favorable outcomes overall, and DT and 10, which appeared 

to have generally unfavorable outcomes. As emphasized previously, however, 

these are only gross indi.cations; they do not reflect the adjustments, pre

sented later, for population differences among the treatment groups. Never

theless they are of much interest and invite closer scrutiny of the results 

for the outcome groups before proceeding to furth~r analysis. The general 

pattern of outcome group ratios in Table 7 is consistent with the observations 

above for outcome levels, but reveals some further insights concerning outcome 

patterns associated with treatment groups, as follows: 

MM. This group exceeded the average (T) to an extent judged significant 

in two outcome groups, 2 - Favorable and 4 - Moderately Favorable (Table 7), 

both of which involved 100% return to treatment. As suggested earlier, 

group 4 appeared to represent a particularly likely outcome profile for MM 

and this ir ,-,,',pported by the fact that the percentage of MM patients in group 

4 (15.5%) was both highest among the 11 outcome groups within MH and also 2 

to 3 times as high as that in any other treatment group. In the unfavorable 

range three of the MM outcome groups were significantly below par and two of 

the remaining three were also below par. 
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Table 7. Ratios (A/T) of Actual to Total Percentages in Otitcome Groups and 
Outcome.Levels for each Treatment Group 

J \[1 tl0S \/T J' b T ,y._ re!.!..tment G r0l.!L 
HI'I I Te DF DT TO 

Outcome Group 1 .84b 1.39a 1.28a .41b .JSb 

3 .91 1 nl, 1. 27a .93 .8Sb 

Z 1.29a 
• ~~b 

.40b .74b 1.248 .87 

8 .97 .96 1.36a .75b .94 
4 1.57a .60b .59b .79b .64b 

5 .97 1. 01 .92 1.06 1.198 

6 1. 07 .75 b .95 1.31 a 1.498 

'i~T .89 b 1. 05 1. 01 1.288 1. 04 

-
11 .91 1.03 .72 b 1.47a 1.578 

10 .79 b 1.14[1 .98 1.51a .98 
7 .86 b .83 0 .98 1.678 1.788 

.. 
Outcome Level r .95 1.19a 1.11 .63b .6Sb 

. II 1 .261.1 .78b .98 .77b .79b 

Ul .96 .97 .97 1.22a 1.19a 

IV .86 b .98 .89b 1.55a 1.49a 

a,\/'l' . I 1 I . I ()l . ("") JUtgl'L as t'XCl't'(ll1)', • J to II slgll.Ulcnnt ('xll'IIL ;'1.10 

bAIT judged as bcJ()\~ 1.00 to Cl sJ~ni.ficant ('xt('llt (-(.90) 

.19 



Te. Te had an A/T ratio of 1.39 in outcome group 1 and was low (.60) 

as expected in group 4, as well as group 2. In other re,spects, the Te grC'ups 

did not vary systematically from par. 

DF. DF had AlT ratios of 1. 28 and 1.'27 in groups 1 and 2 and of 1. 36 

in group 8, indicating a surplus of favorable outcomes. The DF ratios were 

low in groups 2 and 4, as were those for Te. Prior to adjustment for.popula-

tion factors, the outcomes' for DF th.us look, qUit,e favorable .. 

DT and 10. Both of tr~se treatment groups had A/T ratios below pati 

in the Favorable and Moderately Favorable range and greater than parin'the, 

Moderately Unfavorable and Unfavorable range. These ratios were lowestitl group 

• 

• 

• 

• 

1 and highest in group 7. • 

If the foregoing results, based on the comparisons of A and T, were the 

only information available concerning the relative effectiveness of the DARP 

treatments, one would conclude that (a): the outcomes for the three major modal- • 

ities, MM, Te, and DF, were decidedly superior to those for outpatient 

detoxification, DT, and the no-treatment comparison group, 10; (b) that MM, 

Te, and DF had comparable outcomes on the unfavorable Side, but that (c) Te 

and DF showed up best in outcome group 1~ the most favorable group, while 

(d) the decided excess of MM in outcome group 4 (characterized here as 

• 

moderately favorable) was consistent with the expectation pointed out earlier, • 

based on the reputed emphasis in many MM programs on elimination of criminality 

and remaining in or readmission to treatment, as well as the tolerance of 

occasional "chipping." The question to be asked about these conclusionfl 

is to what extent would they be altered by taking account of differences 

between the DARP treatment groups in characteristics of their respective 

patients. This is considered next. 
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Outcome Comparisons of Five Treatment Groups: A/T and (A-E)/T 

In this analysis the A/T ratio for each treatment group in each outcome 

group (and level) was examined in relati,on to the ratio, (A-E)/T, following the 

rationale outlined in Chapter 3. The discriminant function that guided the 

prediction of outcome group classification was identical to that for Black 

and White males in all treatments described by Neman, Demaree, Hornick, and 

Sells (1977) except for the omission of the dummy independent variables that 

identified the five treatment groups. These were omitted since the intent of 

the method employed here was to disregard DARP treatment initially in the 

classification of predicted outcome group. The resulting MDA included 

independent variables (ethnic group; age at DARP admission; background 

criminality; ~ackground socioeconomic status; background social responsibility; pre 

DARP treatment, chemical - MM:or DT, and non-chemical - TC; DF,,~ther;ba8eline 

nonopioid use; and baseline street addictioh). The MDA results were virtually 

unchanged in the present analysis. 

The distribution of expected percentages, E, by treatment group and 

outcome level is presented in Table 8, which also includes the corresponding 

values of A, A/T, and (A-E)/T; Table 9 shows the same data, in greater detail, 

for outcome groups. The outcome level results summarized in Table 8 indicate 

no cause for a change in interpretation concerning the status of DT and 10; 

in both cases the values of A/T and (A-E)/T were significantly below par for 

the two favorable outcome levels (I and II) and above par for the two unfavor-

able outcome levels (III and IV). For DF, these results, reflecting expectation 

based on the nine pre DARP variables, were considerably lea. favorable than tho •• 
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Table 8. llistributlon of T Percentages by Outc.ome Level, A and E Percentages 
hy Ou tC()IllL~ Level and 1'1"CI1 tmcnt (iroup, and Cor.respond ing A/T and 
(A-E)/'J' Ratios for H~I, Te, OF, DT, and 10 groups. Sample - 1923 
Blue};: n\H1 Hili te HelLE's, DARP Cohorts 1 and 2. 

Outc~Jme Level 

I 

Favor[lble 

II 

Noderately 
Favorable 

III 

~!odera tel)' 
Unfavorable 

IV 

U of L1 vora blL' 

Index T 

A 31.1 
E 

All' 
(A-E)/T 

:\ :20. J 
E 

A/T 
(A-E)/T 

A 32.2 
E 

A/T 
(A-E)/T 

A 16.4 
E 

A/T 
(,\-E)/'[' 

1923 

------_._------ ---- ----,-_.-

Percentages and Ratios by Treatment Group 

29.5 
26.6 

.95 
+.09 

25.6 
17.0 

1. 26 
+. LfL 

30.8 
37.6 

.96 
-.21 

14.1 
19.0 

.86 
-.30 

773 

.. ) 
.. t .. :.. 

TC 

36.9 
34.4 

1.19 
+.08 

15;9 
19.8 

.78 
-.19 

31.1 
29.4 

.97 
+.05 

16.1 
16.5 

.98 
-.02 

613 

DF 

34.4 
33.7 

1.11 
+.02 

19.9 
29.8 

.93 
-.49 

31.1 
27.8 

.97 
+.10 

14.6 
8.7 

.89 
+.36 

241 

DT 

19.6 
34.7 

.63 
-.49 

15.6 
21.6 

.77 
-.30 

39.3 
31.4 

1. 22 
+.25 

25.5 
1:! ,I, 

1. 55 
+.80 

153 

10 

21.0 
32.9 

.68 
-.36 

16.1 
23.8 

.79 
-.38 

38.4 
22:4 
1. 19 
+.50 

24.5 
21.0 

1.49 
+.21 

143 
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T.tl:lc: 9. ])j"l,'Jliutioll l,f 'j' I'l·r":l·I~'·(JI:('~ lJ~' OUI.C'I'·1\\' Group, A 1I11d E J',!rr.('nt{\f~l·(; 
by Uut,·,Il:.l' (;1'(\\lP 11I\d 'lrPdtl:h'llt l;l'OllP, <11,,1 C.H'l'UillCJII.ilng A/'1' ilnd 

3 

(·· .. I·)/'/' I:.:t i,.!. fIll.' :11, 1\ .• Ill·'. PI'. lind 11\ 1'.1'0llpn. S;t::lpll' - In:.! 
HI,I;,'k :llh! ·,,'1\ ill\ ::.\ ll'B, J),\itP l'CdH't'tu 1 IIthl :!. 

A 
E 

t./'I' 
(A-l:)/ J' 

A 
E 

A/T 
(A-I':) / r 

1~.8 

9.1 

1:\.2 
I ) . ~ 

+.11 

fj.3 
9.1 

.~, 1 
-.Oc) 

2/.0 
Hl. I 

1. 39 

9.5 
9.0 
1.04 
+.O~ 

:!O. J 
::O.B 

1. :>8 
-.03 

11.6 
6,3 
1. 27 
·1 ,/10 

6.5 
19.0 

./d 
-.79 

8.5 
9.8 

.93 
.'. 1/1 

5.6 
17.S 

.35 
-.76 

7.7 
9.8 

.85 
-.23 

----_ ... ,._ .. _---. __ . ' .. --"-.' ._----_ •.. --.-----.. -.--- ._--_ .. _------
2 

8 

5 

9 

11 

A 
E 

11/'1' 
(A-E)/'!' 

6.2 

A 10.!1 
E 

AI'!' 
(A··I:)/'I 

A 
I: 

AfT 
(:\-n /'I' 

A 
E 

AlT 
(,\- r:) /'I' 

9.9 

'3.9 

A 7.5 
E 

A/'I' 
(f,-I':) /'1' 

A 14.B 
I: 

It/T 
(".I:)/'I' 

A 
E 

11/'1' 
(.\-\:)/'1' 

B.O 
6.0 
1. 29 
-1.32 

10.1 
S.2 

.97 
., .I. J 

15 .. 1 
11.l\ 

1. 57 
+.37 

9.6 
12.0 

.97 
-.2/, 

8.0 
S. II 
1.07 
-.05 

13.1 
17. ;1 

.HY 
-. :n 

5.3 
7. :1 

• YI 
-.3(, 

5.11 
7.3 

.H7 
-.31 

10.0 
11.6 

.% 
-.1 !, 

5.~ 

B.2 
.60 

-.23 

10.0 
9.S 
1.01 
+.02 

5.6 
7.2 

.75 
-.21 

15.5 
II. .II 

I . () 'i 
, • ')/1 

6.0 
~). 1 
1.0) 
+.1(, 

2.5 
11 ,6 

./10 
-.3'1 

1!1 • 1 
23. (, 

1.36 
-.'11 

5.1> 
(>.2 

. ;,9 
-.O!I 

9.1 
6.2 

.92 
+.29 

7.1 
5.0 

.95 
+.28 

1/1 .9 
1(1. (, 

1.01 
•. 11 

I • . ~~ 
:).'1 

.'/'1. 
+.22 

(,.6 
5.9 

.74 
-.:::1 

7.8 
10.5 

.7':. 

I.U 
11.1 

.79 
-.33 

10.5 
6.5 
1.06 
+.40 

9.8 
10.5 

1.31 
-.09 

J9.0 
1/1 ,11 

1.211 
+.:11 

II . ~, 
(,. Ii 

J ,It! 
+.3/1 

10 A 4.3 J.~ 4.9 4.2 6.~ 

E 4.7 4.6 2.9 2.0 
AIT .'9 1.14 .98 1.51 

(A-I~)/T -.30 +.07 +.30 +1.05 
_-_._____ __. ___________________ A • __ • ___ • __ • __ .... ___ • _____ ... _.~ 

7.7 
5.6 
1 .2/, 
+.34 

9.8 
11. 2 

.9/, 
'-. I '1 

.64 

11.8 
8,1, 
l.19 
+.3/1 

Il.l. 
4.9 
1.49 
+.84 

15. /1 

9.1 
I .O!I 

./ ,11'\ 

9. , 
h •. \ 

I . :' I 
·,·,t,8 

1,.2 
5.6 

.98 
-.33 

7 A 6.3 5.4 5 1 6.2 10.~ 11.2 
E 6.9 6.8 2.9 3.9 9.1 

A/'I' .86 .83 .98 1.67 1.78 
_____ ...... __ .. _.~~:~~).!.·£_ .. ____ _=_:.:~!I __ ..:~ 1.~~ __ .~.:~._~ • .!~~. __ .. _·._3_3 __ 

~ 1~~1 113 613 241 153 143 -----.. ------... --------_ .. _-"--_.-. __ ._---._--' .. ---_.----._.------
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based on actual outcomes only. The excess of DF in level I (A/T=1.11) was 

paired with a nonsignificant treatment effect index «A-E)/T-+.02) while the • at par A/T ratio of .98 at level II was paired with a neg/ative treatment 

effect index «A-E)/T=-.49) of considerable magnitude; at the same time. the 

indices for leve~III and IV indicated an excess of unfavorable outcomes • over expectancy, although the ratio A/T at level IV was below par. In other 

words, the DF sample included a high proportion of "high handicap" patients 

who had favorable outcome profiles but did not exceed expectations; in general • it must be concluded that the outcomes for OF were less favorable than predicted. 

For Te, the AlT ratio was highest at level I (1.19), with a marginal 

treatment effect index «A-E)/T=+.08). At level II, Te was below par on both • 
indices, while in the unfavorable range, Te did not vary significantly from 

par on either index. MM had the most favorable results as shown by the 

foll o,dng summary: • 
(MH) A/T (A-E)/T 

Level I .95 +.09 
Level II 1.26 +.42 
Level III .96 -.21 
Level IV .86 -.30 • 

According to these results, the MM outcomes exceeded expectation at both 

favorable levels, marginally at level I, but quite dramatically at level II 

as hypothesized, and were well below expectation at both unfavorable levels. • 
The general results by outcome levels, as shown in Table 8 indicated the 

most favorable outcomes for MM, marginally favorable outcomes for Te, unfav-

orable outcomes for DT and 10, and raised some questions concerning DF. More • 
detailed information concerning the five treatment groups was obtained by 

examination of outcome groups, in Table 9. In this discussion each treatment 

group is considered separately. • 
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HM. The paired rat:ios for MM were as follows: 

Outcome Group 1 
3 
2 

8 
4 

5 
6 
9 

11 
10 
7 

.84 

.91 
1.29 

.97 
1.57 

.97 
1.07 

.89 

.91 

.79 

.86 

(A-E) IT 

+.11 
-.09 
+.32 

+.47 
+.37 

-.24 
--.05 
-.27 

-.36 
-.30 
-.24 

Looking at. this tabubtion it appears that some interesti.ng qualitative 

results regarding particular outcome profiles were masked in the aggregated 

data by level in Table 8. In the favorable range, AIT exceeded par in the 

two outcome groups, 2 and 4, in w,l;;it:h return to treatment after DARP was a 

univer~al feature; further, this excess was most pronounced in group 4 which 

also involved some opioid use, but no criminality. Of the remaining favorable 

outcome groups, AIT for MM was significantly below par only in group 1, but 

here the treatment effect index indicated an excess over expectancy (~-.11). 

The major favorable outcomes for MM were in groups 2 and 4; in the six .1,: ','-

unfavorable groups, AIT was below par in 'all but group 6 and -the treat-

ment effect index was negative in all six although agatn not'significant· 

for group 6. 

Overall these results support highly favorable c\aims for the effectiveness 

of MM treatment. According to the A percentages in Table 8, 55.1% of the MM 

sample were in levels I and II. This can be compared with 51.4% in the total 

sample, but also with 43.6% expected. The latter must be emphasized since the 
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MM patient sample had the highest percentage of daily opiaid·users among the 

five treatment groups pr,ior to admission to DARP treatment. • 
TC. The outcome group indices ~or 'J.'C were: 

A/T (A-E)/T 

Outcome Group 1 1.39 +.25 • 3 1.04 +.05 
2 .87 -.31 

8 .96 -.15 
4 .60 -.23 • 5 1.01 +.02 
6 .75 -.21 
9 1.05 +.24 

11 1.03 +.16 
10 1.14 +.07 • 
7 .83 -.25 

The marginal performance of TC at level I shown in Table 8 does indeed mask 

some contradictory results. The tabulation above shows a very strong, favorable • 

treatment effect in outcome group 1, where the A percent for TC was 22.0% 

(Table 9), exceeding the other four treatment g~:oups. In group 3, TC was 

slightly above par, but not significantly, while in groups 2, 8, and 4, TC • 
was both below par (except in group 8) On A/T and below expectation; groups 

2 and 4, involving return to treatment, were apparently contraindicated for 

TC and group 8 (and also group 4) involved continued, although moderate drug • 
use and were also inconsistent with TC ideals. In the unfavorable range 

two TC outcome groups were below par and also below expectation, indicating 

favorab1~n~.9s of outcome -- these were groups 6 and 7; three of the remaining • 
groups (5, 9, and 11) were at pa,l' in frequency and one (group 10) was above 

par. Overall, the TC record in this sample, except for the favorabl~ show1.ng 

in group 1, was not discriminab1y better than expectation. • 
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DF. For DF, the paired ratios were: 

AlT (A-E) IT 

Outcome Gl'OUP 1 1.28 -.03 
3 1. 27 +.40 
2 .40 -.34 

8 1.36 -.91 
4 .59 -.04 

5 .92 +.29 
6 .95 +.28 
9 1.01 -.11 

11 .72 +.22 
10 .98 +.30 
7 .98 +.52 

The significant outcome results for DF are opposite to those for MM in that 

I 
DF had an excess of patients in the most favorable group (group 1) but below 

expectation based on patient characterist:!.~s, whereas ~{M had fewer than par 

but more than expected at that level. The impreesive re8ults in group J, which 

was favorable except for employment, are reasonable for the treatmen~ group 

with the largest percentage of youth. The results for group 8 show an exceas 

of DF patients, but far fewer than expected, while those for group 4 are reason-

able for DF and around the expected level. Thus in the favorable range, DF 

showed a favorable treatment effect only in gr')up 2, which includl.2d 11. 6% of 

the DF sample (this was larger than Che percentages in group 2 in any of the 

other treatment groups). In the unfavorable range, DF was at Qr slightly 

below par in all six outcome groups but well above·expectation 1n· five 

of the six. These results reflect the fact that the DF sample waB lese 

deviant at admission i'1,.,d had less distance to travel toward favorable outcomes, 

but that in general the DF patients fared poorly in this treatment compared 

to expectation. 
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DT. The DT patient sample was slightly less deviant than the MM sample 

(see Table 1) and the expe!"'.ted values for DT were somewhat more optimistic. • 
However, the actual frequencies for DT showed a generally poorer outcome and 

the corresponding treatment effect index values not only failed to justify 

this optimism, but indeed provided a basis for concluding that this treatment • 
in the present sample was ineffective. The A/T and (A-E)/T ratios for DT 'are 

displayed below: 

A/T (A-E)/T • 
Outcome Group 1 .41 -.79 

3 .93 -.14 
"l .74 -.21 ... 

8 .75 -.26 • 4 .79 -.33 

5 1.06 +.40 
6 1.31 -.09 
9 1.28 +.31 • 11 1.47 +.34 
10 l.51 +1.05 
7 1. 67 +1.05 

These data reinforce the observations reported earlier concerning the lack of • effectiveness of DT based on the A/T '·atios. With remarkable consistency, the 

treatment effect index (A-E)/T was negative for all of the outcome groups in the 

favorable range and positive for five of the six groups in the unfavorable range. • 

The general impact of the results for DT is that of failure to produce results 

expected on the basis of prediction from patient characteristics. Thirty-five 

percent of the DT sample had outcomes in the first five (favorable) groups, • compared with 56% expected. The conclusion indicated is that DT cannot be 

c.i,lnsidered to be ,~n effective treatment in the ::~r~sent sample. 

• 
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10. The two indices for the 10 group were as follows: 

AIT (A-E)!T • Outcome Group 1 .35 -.76 
3 .85 -.23 
2 1.24 +.34 

8 .94 -.13 • 4 .64 -.64 

5 1.19 +.34 
6 1.49 +.84 
9 1.04 +.43 

• 11 1.57 +.48 
10 .98 -.33 
7 1. 78 +.33 

A similar, but less extreme picture can be drawn concerning 10. The overall 

• results, shown in Table 8, identify 10 (along with DT) &S ineff.ective Qn:the 

basis of the criteria used. 10 was included in this study as an interesting, 

comparison group (although not a random control group) that received no DARP 

• treatment. In the favorable range this sample showed an excess in only one 

outcome group (group 2, in which all patients returned to post DARP treatment); 

this involved only 10% of the 10 patients. In the unfavorable range, there was 

• an excess of 10 patients in four of the outcome groups a'nd. only one of the 

unfavorable groups (group 10) was below expectation. 

Concluding Comment. The analyses presented in this chapter have demon-

• strated a significant difference 1'n outcomes between the three major modalities, 

MM, TC, and DF, on one hand. and the two remaining treat'ment groups, DT and 10, 

on the other. Viewed from the perspectives both of actual outcome distri-

• but ions (A) and of comparison of actual with expected outcomes (A!T and ,GA~B)/T), 

the MM results were most favorable and the DT and 10 were not in the same 

league as MM and TC. Although the A results for DF appeared to be quite 

• 
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favorable, the analytic results placed DF in a position between the effective

appearing modalities (MM and TC) and the ineffective-appearing treatment groups 

(DT and 10) (see Table 9). The higher expectancy for .DF in outcome groups 1 

and 8, compared to the other four treatment groups, suggested that further 

analysis focused on differences between addicts (daily opioid users) and non

addicts (all others) might be informative. This was accomplished and is reported 

along with the other additional analyses in Chapter 5. 
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Chapter 5 

FURTHER ANALYSIS OF MM, TC, AND DF OUTCOMES 

Using the data in Table 9, rank order correlations were computed among 

the five treatment groups for A and E percentages in the 11 outcome groups. 

The squared correlations, in Table 10, show two clusters in the A data: 

The first includes }~, TC, and DF, with the highest rho squared, indicating 

close correspondence of A percentages between TC and DF; the second is 

between DT and 10. Correlations between treatment groups of the two clusters 

were low, ranging from .03 to .34. No comparable clusteri.ng was found 

among the E correlations, which reflect degrees of similarity among the 

expected outcome distributions based en predictions arising from pre DARP 

patient characteristics. The pattern of E intercorrelations sugge,sts a 

cluster of TC, DF, and DT, with 10 marginally related (by its correlations 

with TC and DF) and MM stands apart with positive but lower correlations with 

the other four. 

The two A clusters can be thought of as representing the three modalities 

in which high percentages of favorable, outcomes were produced versus the 

other two generally unproductive treatment groups. No simila~ clustering was 

evident in the E correlations although the MM group tended to ,stand ap~rt from 

the other groups. Three of these groups -- TC, DF, and 10 ~- had the young

est mean age, the highest percentages of persons not using opioids da11y,at 

admission, the highest mean marihuana use, the lowest employment ,rates, and 

(for two of the three) the lowest arrest rates (see Table 1). These three 

groups thus had the highest percentages of nonaddict9 among their' patients and 

this may.explain the differences between their E dist~ibutions and that of MM. 
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Table 10. Squared Rank Order Correlations Among A and E Percentages in 
11 Outcome Groups for 5 Treatment Groups 

') 
PC!rcl'l1ta~~s RI \l)- - ;\ 

TC DF ))1' 10 

HN .52 .42 .00 .00 

rc .70 .05 .07 

DF .12 .09 

DT .75 

Rho2 - E Percentages 

TC DF DT 10 

HH .39 .24 .47 .18 

TC .S8 .61 .45 

])1' .64 .47 

DT .37 

:';2 
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All.hollgh till' 'J'C samph· is fr<.·quvntJy associat(?d with daily opioid users (60% 

011111'111 WI''''- III IIIill C':lI'-V,ury). II ('ollid IH'Ht 1)(' d('Rcrfbed as a mixed group of 

addh:ts and nonaddicts; this was also true, to a greater degree, of DF. 

Further analyses were indicated for the addict and nonaddict portions 

of the treatment groups. However, these were not feasi.ble for the DT and 10 

samples, which included only 153 and 143 patients, respectively, and it was 

decided to restrict the remaining analyses to the three modalities for which 

generally positive results were obtained up to this point. In view of the 

(A-E)/T results in Chapter 4 that raised questions concerning DF, particular 

interest was focused on DFin these data. 

In the further analyses it was possible to calculate expected percentages 

on the basis of 13 predictors rather than only nine as in Chapter 4. The nine 

predictors represented pre DARP variables: ethnic group; age at DARP admi3sion; 

background criminality; background socioeconomic status; background social 

responsibility; pre DARP chemical treatment; pre DARP non-chemical treatment; 

baseline nonopioid use; and bas~' ~e street addiction. To represent during 

DARP performance in treatment, four additional variables were included: 

days in treatment; favorableness of DARP termination; social deviance; and 

alcohol-marihuana use. As already noted, these analyses. required exclusion 

of DT, for which during DARP measures were p,e~eral1y incomplete, and also 10, 

for which no treatment data were available at all. 

In order to compute the UDAs on which expected values depended, it was 

necessary to include only patients with complete during DARP records. The 

restriction of the ~~, TC, and DF samples to patients with complete during 

DARP data required the elimination of records for 224 patients, 88 from MM, 

98 from TC, and 38 from DF. The resulting samples were thus reduced from 1627 
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to 1403 (MM from 773 to 685, Te from 613 to 515, and DF from 241 to 203). 

.Inasmuch as it has been found repeatedly in the OARP research tbat incomplete 

during OARP data were most characteristic of early dropouts, a check was 

made on the extent and direction of bias in the samples resulting from the 

• 

• 

elimination of patients with incomplete data (see also Simpson, Savage, Lloyd, • 

and Sells, 1977). It was expected that these would be individuals for whom 

actual and predicted outcomes would be poor and that their elimination would 

tend to i.mp!'ove the actual and predicted outcomes in the remaining samples. 

A striking difference was found for all three subsamples on days in 

OARP treatment, which confirmed the expectation. The mean standard scores, 

computed on the total sample of 1923 Black and White males, were as follows: 

NH 

Te 

OF 

Final Sample (N = 685) 

Eliminated Subsample (N = 88) 

Final Sample (N = 515) 

Eliminated Subsample (N = 98) 

Final Sample 

Eliminated Subsample (N = 38) 

.11 

-1.38 

.18 

- .90 

.09 

- .67 

In addition, the eliminated }~1 patients had records of higher background 

criminality, higher baseline drug use, less pre OARP treatment, and they 

were younger on the average than the retained final sample. The Te and OF 

eliminees also had less pre OARP treatment than the final samples, but 

were less clearly defined on other variables. 

In view of these results it was logical to expect that the actual as 

well as expected percentages of MM, Te, and OF in the 11 outcome groups 

would be affected by the elimination of the short-time patients. This was 
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investigated and it was found that the changes were not as drastic overall 

as anticipated, but those that did occur were important and need to be 

understood. The A and E percentages for the three treatment groups are 

shown for outcome levels in Table 11 and for outcome groups in Table 12, 

for three separate conditions: 

(1) N = 1627 (MM, Te, and DF samples the same as in the. five-treatment 

sample of 1923), E percentages based on nine pre DARP variables; 

(2) N = 1403 (MM, Te, and DF restricted to patients with complete 

during DARP data), E percentages based on nine pre DARP 

variables; 

(3) N = 1403 (same sample as (2», E percentages based on nine pre 

DARP variables plus four during DARP variables. 

Total sample percentages (T) for HM, Te, and DF combined are, sRown in·tQetright-

hand column of each table. 

First, it should be noted that the T percentages became slightly more 

favorable each time the sample was reduced: (a) from 1923 (Table 6) to 1627 

(Table 11) by elimination of 296 DT and 10 patients, and (b) from 1627 to 

1403 (Table 11) by elimination of 224 mainly short-term patients with inc om- . " 

plete during DARP records. This is shown in the following tabulation: 

N=1923 N=1627 N .. 1403 
from Table 6 from Table 11 from Table 11 

Outcome Level I 31.1% 33.1% 34.5% 
Outcome Level II 20.3% 21.1% 21.5% 
Outcome Level III 32.2% 30.8% 29.4% 
Outcome Level IV 16.4% 15.0% 14.6% 

It can be seen that in the process of sample adjustment required to proceed 

with the analyses, the base rates increased 3.4% at level I and 1.2% at 
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Table 11. A and E Percentages of ~frl, TC, and DF at 4 Outcome Levels, Under 
3 Conditions: (1) N=1627, E based on 9 predictors; (2) N=1403, 
E based on 9 predictors; (3) N~1403, E based on 13 predictors. 

~I~! TC DF 
Sample/ 

Conditil),n A E A E A E 

Outcome Level I (1) 29.5 31.1 36.9 33.8 34.4 37.3 

(2) 30.3 34.3 39.8 32.2 34.6 40.4 

(3) 30.3 33.3 39.8 33.8 34.6 39.9 -. 
Outcome Level II (1) 25.6 17.7 15.9 22.2 19.9 29.5 

(2) 26.6 18.1 15.6 23.5 19.7 30.6 

(3) 26.6 22.3 15.6 21.3 19.7 19.2 

Outcome Level IE (1) 30.8 34.7 31.1 29.4 31.1 22,8 

(2) 29.5 31.3 28.9 30.6 30.5 19.6 

(3) 29.5 31.6 28.9 28.6 30.5 24.6 

Outcome Level IV (1) 14.1 16.6 16.1 14.7 14.6 10.4 

(2) 13.6 16.2 15.7 14.6 15.2 9.3 

(3) 13.6 12.8 15.7 16.3 15.2 16.2 

')6 

• 

• 
Total • 
33.1 

34.5 

34.5 • 
21.1 

21. 5 

21.5 • 
30.S 

29.4 • 29.4 

15.0 

14.6 • 14.6 
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Table 12. A and E Percentages 
Under 3 Conditions: 
(2) N=1403, E based 
13 predic tors. 

Sample/ 
Condition 

of ~W, Te, and DF in 11 Outcome Groups, 
(1) N=1627, E based on 9 predictors; 

on 9 predictors; (3) N=1403, E based on 

MN 'l'C D}o' , ------
A E A E A E 

Outcome Group 1 (1) 13.2 14.4 22.0 18.3 20.3 26.1 
(2) 14.1 17.5 24.7 18.8 21.7 25.6 
(3) 14.3 16.8 24.7 20.4 21.7 24.1 

----_ .. 
3 (1) 8.3 10.5 9.5 8.5 11.6 7.1 

(2) 7.7 9.8 9.7 7.8 9.9 7.9 
(3) 7.7 10.7 9.7 7.2 9.9 6.4 

'J (1) 8.0 6.2 5.4 7.0 2.5 ,4.2 
(2) 8.3 7.0 5.4 5.6 3.0 6.9 
(3) 8.3 5.8. 5.4 6.2 3.0 9.4 

~ 

8 (1) 10.1 6.1 10.1 12.1 14.1 22.0 
(2) 10.8 6.7 10.5 13.2 13 .8 23.2 
(3) 10.8 1l.8 10.5 11.6 13.8 7.4 -------- _ . -,,-- ....... .. _-' ......... __ ...... ' .- -_ ...... _---------. _ ... -_ ..... _-_.-

4 (1) l5.5 11. 6 5.9 10.1 5.8 7.5 
(2) 1.5.8 11.4 5.1 10.3 5,9 7.4 
(3 ) 15.8 10.5 5.1 9.7 5.9 11.8 

' __ .:a_. 

5 (1.) 9.6 10.9 10.0 10.3 9.1 4.2 
(2) 9.2 10.2 8.5 8.9 10.3 5.9 
(3) 9.2 10.5 8.5 7.8 10.3 7.9 

6 (1) 8.0 8.4 5.6 6.2 7.1 4.2 
(2) t:,,9 6.7 4.9 6.2 6.9 3.9 
(3) 6.9 5.6 4.9 7.4 6.9 4.9 

----------_ ... _- '-'---"--' _ .... -_ ...... 
9 (1) 13.2 15.4 15.5 12.9 14.9 14.5 

(2) 13.4 14.4 15.5 15.5 D.) 9.8 
(3) 13.4 15.5 15.5 13.4 13.3 11.8 

---. ,-_._.- ., .• _ •• _ ..... _.w __ .' ____ .• ____ .• __ 

11 (1.) 5.3 6.5 6.0 4.1 4.2 5.4 
(2) 5.3 6.3 5.8 4.7 4.4 3.9 
(3) 5.3 4.4 5.8 6.2 4.4 6.4 

.. -.. ,. _ .. --
10 (1) 3.4 3.9 4.9 4.7 4.2 2.9 

(2) 3.4 4.2 5.1 4.5 4.9 3.4 
(3) 3.4 4.5 5.1 3.5 4.9 4.9 

------.----~-

7 (1) 5./1 6.2 5.2 5.9 6.2 2.1 
(2) 5.0 5.7 4.9 5.4 5.9 2.0 
(3) 5.0 3.9 4.9 6.6 5.9 4.9 ... _ .. _.-_ ........ - >~.,.-.- -.. -,,~ _ ... _--- -,-~--

Total 

17.5 
19.2 
19.2 

9.2 
8.8 
8.8 

6.2 
6.5 
6.5 

10.7 
11.1 
11.1 

10.5 
10.4 
10.4 

9.7 
9.1 
9.1 

7.0 
6.1 
6.1 

14.5 
14.2 
14.2 

5.4 
5.4 
5.4 

4.1 
4.2 
4.2 

5.5 
5.1 
5.1 



level II and decreased 2.8% at level II and 1.7% at level IV. This is only 

one illustration of the complexities that must be dealt with in field research • 
such as the presemt study. The first change reflects the fact that the elim-

ination of DT and 10, for which during DARP data were inadequate or nonexistent, 

removed the two low-performing treatment groups from the total sample; the second • 

change reflects further removal of low-performing subjects from the remaining 

treatment groups in order to perform analyses requiring complete during DARP 

data. 

Comparison of MM, TC a and DF with Expectancy Including During DARP PerfoBlti&,e 

Sample conditions (1) and (2) in Tabl~s 11 and 12 were required principally 

to indicate the changes in the data resulting from necessary restrictions of 

the sample in order to accomplish the analysis implied by cundition (3), that 

,~t~;~, computatiot~ of expected percentages baaed on the full prediction model 

involving four during DARP variables as well as nine pre DARP variables. Com-

parison of c0uditions (1) and (2) measures the effects of the elimination of the 

224 patients with incomplete during DARP data, while comparison of (2) and (3) 

measures the effects of the addition of the four during DARP performance measures 

to prediction based on the nine pre DARP measures. 
. ...... , 

Careful reading of both tables indicates that there were no substantial 

changes in A values either by level or by outcome group from condition (1) 

to condition (2) (the A values for conditions (2) and (3) are identical by 

definition). Within the small range of changes indicated on A pel'centages, 

both TC and MM shifted tO~'lard more favorable actual outcome percentages and 

DF toward a slightly less favorable position. There were also a few 

changes in the E percentages from con.dition (1) to condition (2). In Table 

11, the changes that were 2.0% in magnitude or greater were: 
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MM - Group 1 (14.4 to 17.5%) 

TC - Group 9 (12.9 to 15.5%) 

DF - Group 2 (4.2 to 6.9%), Group 9 (14.5 to 9.8%) 

It is believed that the A and E (based on nine predictors) v,aluee presented in 

Table 9 are more representative than these in Table 12. However, the condition 

(2) values in Table 12 were the only available base for eval.uation of the 

condition (3) values which reflected the expected percentagf!S based on prediction 

augmented by the four during DARP predictors. 

Changes in E percentages from sample condition (2) to'condition (3) were 

intimated in the study by Neman et al. (1977) who reported, that MOAs based 

on the 13 variables sharpened outcome prediction compared to results based 

on the nine pre DARPJ~ariables. The 'following tabulation shows E percen~ages 

for conditions (2) and (3) by treatment group by outcome group and outcome 

level (in parentheses): 

Outcome MM TC DF 
Group (2) (3) (2) (3) (2) (3) 

1 17.5 16.8 18.8 20.4 25.6 24.1 
3 9.8 10.7 7.8 7.2 7.9 6.4 
2 7.0 5.8 5.6 6.2 6.9 9.4 

(34.3) (33.3) (32.2) (33.8) (40.4) (39.9) 

3 6.7 11.8 13.2 11.6 23.2 7.4 
4 11.4 10.5 10.3 9.7 7.4 11.8 

(18.1) (22.3) (23.5) (21.3) (30.6) (19.2) 

5 10.2 10.5 8.9 7.8 5.9 7.9 
6 6.7 5.6 6.2 7.4 3.9 4.9 
9 14.4 15.5 15.5 13.4 9.8 11.8 

(31. 3) (31.6) (30.6) (28.6) (19.6) (24.6) 

11 6.3 4.4 4.7 6.2 3.9 6.4 
10 4.2 4.5 4.5 3.5 3.4 4.9 

7 5.7 3.9 5.4 6.6 2.0 4.9 
(16.2) (12.8) (14.6) (16.3) (9.3) (16.2) 
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As this tabulation shows, changes from (2) to (3) were comparatively small for 

MM and TC but substantial for DF. In MM only one outcome group shifted at least 

2%; this was group 8 in which E increased from 6.7% to 11.8%; one of the TC 

groups, group 9, also shifted from 15.5% to 13.4% (a decrease of 2.1%). The 

figur.es for outcome level indicate that MM overall shifted to slightly more 

favorable expectations' (Levels I and II increased by 3.2% and Levels III and IV 

decreased a similar amount) while TC showed a smaller net change., In DF, however, 

all of the unfavorable groups (~evels III and IV) showed increases overall, 

from 2tL9% to 40.8%; there wer,e modest increases in groups 2 (2.5%) and 4 (4.8%), 

but a dtecrease in group 8 of 15.8% (from 23.2% to 7.4%). 

In comparing condition (2) results, based on nine predict'ln's, with 

condition (3) results, based on 13 predictors, it should be noted that when 

the during DARP performance was consistent with prediction based on pre DARP 

variables, the condition (2) results were generally sharpened in condition (3). 

In some cases, however, during treatment performance in DARP was inconsistent 

with pre DARP status; some individuals with deviant backgrounds did well in 

DARP treatment and there were some with less deviant background who did poorly 

in treatmen,t. Overall, during DARP perfoI'mance was consistent with pre DARP 

prediction, but when it was not, the du~ing DARP performance had greater ~eight. 

The changes observed above are interpreted as follows: (1) W1~~n predictions 

were based on during DARP as well as pre DARP data (condition (3», the expectaHons 

for MM became slightly more favorable than those based on pre DARP data only; 

for TC, they were about the same; and for DF they were considerubly more unfav-

orable. (2) The more favorable expections for MM are believed to reflect the 

generally longer period of retention in treatment for a majority of HM patients 

(compared to TC and DF) as well as the high degree of compliance with aocial 

norms concerning drug use and criminality while in this treatment. The less 

favorable expectations for DF a~e believe'd t f1 o re ect the high early dropout 
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rate in DF and also the fact that DF treatmetlt was generally less e!'fective 

in the mixed sample of addicts and nonaddicts than the MM and TC treatments. 

The failure of TC to show improved expectations in condition (3) i8 believed a180 

to reflect poor tenure, but offset by a more effective treatment process. Both 

Simpson et 'a1. (19n) and Neman et a1. (1977) ha'le demonstrated that days in 

treatment is a strong predictor of outcome in all three treatments and this (o;'as 

confirmed by data in the present study. However, the present interpretation 

is based on average time in treatment for the three treatment groups and this 

does not conflict with the fact that patients who remained in DARP treatment 

longer had superior outcomes. 

Comparison of AIT and (A-E)/! ratios for MM, TC, ~nd DF in the Reduced Sample 

of 1403 (E based on 9 and 13 predictors) 

The paired A/T and (A-E)/T ratios are stown, bv outcome le'vel in Table )3 

and by outcome group, in Table 14. As i~ apparent in Taple 13, both sets of 

ratios remained highly consistent in all three data sets shown (that i~, sample 

condition (1) N .. 1627, E 1:?ased on nine predictors, condition (2) N • .'1403 

E based on nine pl'edictQre, and condition (3) N • 1403, E 'b8!!!'~d on'.il. pTedletors) • 

MM excelled the other treatmenta at level II, as found earlier, and TC had 

the most favorable results at level l~ particularLY in respect to the excess 

of A over E. DF compared unfavorablY with MM and TC, particularly in respect 

to the (A-E)/T ratios. The more detailed results in Table 14 re~u1re further 

discussion. 

Outcome group b it will be recalled" was favorable on all criteria. 

As shown below (and in Table 12), it included 24.7% of the TC patients in the 

redu.ced sample of 1403 Blaclt and White males, 21.7% of Dr, and 14.3% of *. 
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Table 13. II./T und (,\.-E)/T Ratios for 1-1H, TC, and DF at 4 Outcome Levels Under .1 
Conditions: (1) N=I627, E based on 9 predictors; (2) N=1403, E 
based on 9 predictors; (3) N=I403, E based on 13 predictors. 

Outcome Level I 

Outco~e Level II 

Outcome Level J1J 

Sample! 
Cond:ltion AIT 

(1) 

(2) 

(3) 

(1) 

(2) 

(3) 

(1) 

(2 ) 

(3) 

.89 

.88 

.38 

1. 21 

1. 24 

1. 24 

1. 00 

1. 00 

1. CO 

TC 

(A-E)/T AIT (A-E)/T AIT 

-.05 1.11 +.09 1. 04 

-.12 1.15 +.22 1.00 

·-.09 1.15 +.17 1. 00 

+.37 .75 -.30 .94 

+.40 .74 -.37 .92 

+.20 .74 -.27 .92 

- .13 1.01 +.06 1.01 

-.06 .98 -.06 1.04 

-.07 .98 +.01 1.04 

DF 

(A-E) IT 

-.09 

-.17 

-.b 

-.45 

-.51 

+.02 

+.27 

+.37 

+.20 

---------------------------- .. 

Outcome Level IV 

----~---

, . 

(1) 

(2 ) 

(3 ) 

-.17 

.93 -.17 

.93 +.06 

(~ 2 

1. 07 .97 +.28 

1. 07 +.08 1.03 +.40 

1.07 -.03 1.03 -.07 
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• Table 14. A/T and (A-E)/T Ratios for HN, Te, and DF for 11 Outcome Groups Under 3 
Conditions: (1) N=1627, E based on 9 predic tors; (2) N-1403, E 
based on 9 predictors; (3 ) N=1403, E bused on 13 predictors. 

Snllli)i el NN Te DF 
Condl.t.ion A/T ~A-E~/T All' ~A-E) /1' A~' (A-~) /'1' 

• l)lI tClllne l;r,Hlp 1 (1) .75 -.07 1. 26 -1-.21 1.16 -.33 
(2 ) .7fl -.17 1. 29 ".31 1.13 -.20 
0) .74 -. \.J 1.29 +.22 1.1:3 -.13 

3 (1) .90 -.2tl 1. 03 +. II 1.26 +./19 

• (2) .88 -.24 1.10 +.22 1.13 +.23 
(3) .88 -.34 1.] 0 +.28 1.13 +.LIO 

'J (1) 1.29 +.29 .87 -.26 .40 -.27 
(2 ) 1. 28 +.20 .83 -.03 .46 -.60 
(3) 1..28 +.38 .83 -. 12 .46 -.98 

• Outcome Group 8 (1) .94 +.37 .93 -.20 1. 32 -.74 
(2) .,97 +.37 .95 -.24 1.24: -.85 
(3) .97 -.09 .95 -.10 1. 24 +.58 

4 (1) 1. 48 +.37 .56 -.40 .55 -.16 

• (:~ ) 1. 52 +. LI2 .t19 .- . 50 .57 -.It. 
(3) 1. 5:.! +.51 .49 '-. Ll LI .57 -.57 

---, 
Oll t l~ Oll\l' Group :; (1) l.00 -. ]) 1.03 -.OJ .94 +.51 

(:.! ) 1. 01 -. 1 1 .93 -.OLI 1.13 +.48 
(» 1.01 -. I!I .9] +. OS 1.13 +.26 

• 6 (1) 1. ILl -.06 .80 -.09 1. 01 +.41 
(2) 1 . 1 '3 +.03 .80 --.21 1.13 +,1 .. 9 
(3) 1.13 +.21 .80 -. III 1.13 +.33 

l) (1) 9') . - -.15 1.08 +.18 1.04 +.03 

• (2 ) .9/1 -.()S 1. O~ 0 .94 +.25 
, (3) .94 -.) 5 1.09 +.15 .94 +.11 

_._. __ ." ____ ... __ 0 ________ ••• 

Outcome Group 11 (1) .98 - .22 1.11 +.J5 .78 -.22 
(2 ) .98 -.19 1.07 +.20 .81 +.09 

'(3) .98 +.17 1. 07 -.07 .81 -.37 

• -.12 +.05 10 (I) .83 1. 20 1.02 +.32 
en .81 -.19 1. 21 +. III 1.17 +.36 
(3) .8.1 -.26 1. 21 +.38 1.17 0 

7 ( I ) .98 
) ,-- . ) .95 -. 1 .] 1.13 +.76 

• U) .98 - • Ltl .9h - • 1 () 1.16 +.76 
(1) .98 +.22 .Y6 .-.:1'1 1.16 +.20 

--------------_ ... ---- -------_. __ ._. 
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A E E AlT (A-E)/T (A-E)/T 

Croup 1 (2) & (3) ill (3) (2) & (3) (2) (3) 

'1'=19.2% MM 14.3 17.5 16.8 .74 -.17 -.13 • 
TC 24.7 18.8 20.4 1.29 +.31 +.22 

DF 21.7 25.6 24.1 1.13 -.20 -.13 

These percentages, in relation to the total sample percentage (T) of 19.2%, • 
resulted in A/T ratios of 1.29, 1.13, and .74, respectively, for TC, DF, and 

MM. In condition (2) the E percentage was highest for DF, reflecting the most 

favorable expectation for this treatment, based on pre DARP patient cha~acter- • 
istics, and lowest for ~1, with TC closer to MM than DF. As a result the (A-E)/T 

ratio in condition (2) was high and positive for TC (+.31) and negative for both 

MM and DF. HoweveT', the AIT ratio for MH was below par and this was reversed • 
for DF. The paired ratios for TC indicated highly favorable outcomes for this 

treatment in group 1. Condition (3) involving E based on 13 predic tors caused 

a slight decrease in E for MM, a small decrease for DF, but an increase in E'for • 

TC. These changes were small in all three treatments and TC still showed the 

most favorable results in outcome group 1. 

Outcome Group 3 was also highly favorable except for relatively high • 
unemployment. It accounted for app:i.'oximate1y 10% of the TC and DF samples 

and 8% of ~~. A summary of relevant data for group 3 is as follows: 

A E E A/T (A-E)/T (A-E)/T • Groul'...1 (2) & (3) J~ (3) (2) & (3) (2) (2) 

T=8.8 Hr-1 7.7 9.8 10.7 .88 -.24 -.34 

TC 9.7 7.8 7.2 1.10 +.22 +.28 

• DF 9.9 7.9 6.4 1.13 +.23 +.40 

In group 3, the expected percentage increased for MM from (2) to (3) whil~ 

it dropped for DF and also for TC. As a result the (~-E)/T ratios, which are • 
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positive for DF and Te in condition (2), increased for both in condition (3), 

especially DF. Thus it appears that the outcome pattern of group 3 was most 

frequent and beyond expectation in DF, in which there was the highest percentage 

of youth in the patient sample (and to a somewhat lesser extent in Te). 

Outcome Group 2. This outcome groups was also favorable on five of the six 

profile variables; the one unfavorable element was return to treatment, a 

feature most characteristic of MM. The summary data were as follows: 

A E E A/T (A-E)/T. (A-E) IT 
Group 2 '(2) & (3) ill ill (2) & (3) ill ill 
T = 6.5% MM 8.3 7.0 5.8 1.28 +.20 +.38 

Te 5.4 5.6 6.2 .83 -.03 - .12 

DF 3.0 6.9 9.4 .46 -,60 -.98 

The results bear out the observation that the group 2 profile favors MM and 

was uncharac teris tic of the two drug-fr.ee treatments, especially DF, i.n which 

return to treatment was apparently incompatible with other indicators of 

successful performance after DARP, It can be seen in the summary tabulation that 

the differences in relation to expected percentages became sharper in condition 

(3), where the (A-E)/T ratios become more extreme in all these treatments. 

Outcome Group 8. The outcome ~rofile of group 8 involved abstinence 

from opioids but some continued indulgence in nonopio:j .. rls and tUs w.a. ob.served 

to be a characteristic of the youthful DF sample although a con.1derable 

number of MM and Te patients in this outcome group gave up opioids after DARP 

and apparently turned to nonopioj.ds in the post DARP period. A summary of' the 

data for group '8 is shown, as follows: 

A E E A/T (A-E)/T (A-E)/T 
Group 8 (2) & (3) ill ill && (3) ill ill 
T=l1.l% MM 10.8 6.7 11.8 .97 +.37 -.09 

Te 10.5 13.2 11.6 .95 -.24 - .10 

DF 13.8 23.2 7.4 1.24 -.85 +.58 
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As observed previously, the DF sample had the highest A percentage in 

groupS. Thp E percentage for MM increased from condition (2) to condition • 
(3) indicati'1~ ;an increased expectation of a shift from opioid to nonopioid 

use and this resulted in a drop of the (A-E)/T ratio fr~m +.37 to -.09. Te was 

in between MM and DF in expectancy and incurred a' small drop in E from (2) • 
to (3) with a resulting drop in the (A-E)/T ratio. The most dramatic change in 

group S was the drop in E for DF from 23.2% in condition (2) to 7.4% in condition 

(3), with a corresponding increase in (A-E)/T -.85 to +.58. These results • 
suggest that the group 8 pattern was not only more popular in DF than in the 

other treatments, but that it occurred almost twice as frequently as would 

be expected, based on full model (13 variables) prediction. Group 8 was ., 
classified as moderately favorable because of low mean scores on opioid use 

and criminality, but might well be regarded as a problem profile for youth 

whose records at admission to treatment show~d neither addiction nor crim- • 
inality; there were many in this cate,gory in DF. 

Group 4. This group, classified as moderately favorable, had 

zero post DARP criminality, but all patients in group 4 returned to • 
treatment; it was also characterized by some degree of unemployment and 

opioid use. ~:,s observed previously, this was considered a likely "good" 

outcome profile for many MM patients even though it was placed in level II • 
in the present outcome scale. The summary data for group 4 support this 

view, as shown below: 

A E E A/T (A-E)/T (A-E)/T • Group 4 (2) & (3) ill ill (2) & (3) ill ill 
T-1O.4% MM 15.8 11.4 10.5 1.52 +.42 +.51 

TC 5.1 10.3 9.7 .49 -.50 -.44 • DF '5.9 7.4 11.8 .57 -~14 -.,57 
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As expected, the percentage (A) of MM patients in group 4 was nearly three 

times as great as the comparable percentages of TC and DF pati~I'f~\~, Further, 

this exceeded predicted expectancy with (A-E)/T ratios of +.42 (2) and +.51 (3), 

Group 5. The profile of group 5 was classified as moderately unfavorable, 

but it was associated more with opioid addicts than with nonaddict drug users 

because of zero or near zero means on nonopioid use and alcohol use (see 

Table 3). The outcome summary was as follows: 

A E E AIT (A-E) IT (A-E) IT 
Group 5 (2) & (3) (2) ill ill & (3) .ill. .ill 
T=9.1% HM 9.2 10.2 10.5 1.01 -.11 -.14 

TC B.5 8.9 7.8 .93 -.04 -.OB 

DF 10.3 5.9 7.9 1.13 +.48 -.26 

Actually, there were proportionately fewer MM patients in g~oup 5 than there 

were OF patients, but the expected percentages were higher for MM than for TC 

or OF. The paired A/T and (A-E)/T ratios indicate that the at par frequency for 

}M was below expectation and therefore a favorable outcome, while that for DF 

was unfavorable by virtue of an above par frequency which was considerably below 

expectation. The Te results were within expected limits. 

Group 6. The profile for group 6 is similar to that for group 5, except 

that group 6 was higher on opioid use and lower on cri.minality than group 5 

and also slightly lower on the percentage that returned to treatment (lee 

Table 3). The summary for group 6 follows: 

A E E AlT. (A-E}/T (A-E}/T 
Group 6 (2) & (3) ill ill 12) & (3) .ill. ill 
T=6.1% MM 6.9 6.7 5.6 1.13 +.03 t.21 

TC 4.9 6.2 7.4 .80 -.21 -.41 

OF 6.9 3.9 4.9 1.13 +.49 +.33 
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(A) for group 6 were identical for MM and DF (6.9%) 
The actual percentages .. 

As shown in the right-hand column, (A-E)/T (3), these 
and lower for TC (4.9%). 

reflected an excess over expectancy for both MM and DF, indicating a higher 

unfavorable outcomes of this type than expected, and the opposite 
percentage of 

for TC. 

Group 9. This group,with moderate deviance on most of the profile 

variables, represented the most common unfavorable profile in the total 

sample; it was second only to group 1 and 4 in frequency in MM and to group 

1 in TC and OF. 

Group 9 

T-14.2% 

The summary data were as follows: 

A 
(2) & (3) 

MM 13.4 

TC 15.5 

OF 13.3 

E 
(2) 

14.4 

15.5 

9.8 

E 
(3) 

15.5 

13.4 

11.8 

AlT 
(2) & (3) 

.94 

1.09 

.94 

.-
(A-E)/T (A-E)/T 

(2) ill. 

-.08 -.15 

o +.15 

+.25 +.11 

TC had the highest percentage in this group, and also exceeded expectation 

in condition (3), where (A-E)/T was +.15. The lower frequency of MM (13.4%) 

was also lower than expected, indicating favorableness of outcome; the A/T 

ratio for OF was within the "average" range, but also considerably ab\')ve 

expectation, indicating an unfavorable outcome for OF. 

Group 11. The profile for group 11 indicated moderate to heavy drug u8e, 

both opioid and nonopioid, but not high criminaU ty. Thls was 8 smaU group 

with a total frequency of 5.4%, as shown in the tabulation below. This group, 

along with groups 10 and 7, comprising the unfavorable level (IV), had total 

frequencies around 5% and the ratios based on them were considered unstable. , 
as a result! they are not interpreted. The summaries for .groups 10 and " 

are nevertheless included, as follows; profile descriptions are included in 

i'able 3. 
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Group 11 

T=5~4% MM 

Te 

DF 

Group 10 

T=4.2% MM 

Te 

DF 

Group 7 

T=5.1% MM 

Te 

DF 

A 
(2) & (3) 

5.3 

5.8 

4.4 

A 
(2) & (3) 

3.4 

A 
(2) & (3) 

5.0 

4.9 

5.9 

E 
(2) 

6.3 

4.7 

3.9 

E 

ill 
4.2 

4.5 

3.4 

E 

ill 
5.7 

5.4 

2.0 

E 

ill 
4.4 

6.2 

6.4 

E 

.ill 
4.5 

3.5 

4.9 

E 
(3) 

3.9 

6.6 

4.9 

AlT 
(2) & (3) 

.98 

1.07 

.81 

AlT 
(2) & (3) 

.81 

1.21 

1.17 

AI.T 
(2) & (3) 

.98 

.96 

1.16 

(A-E)!T (A-E)!T 
ill. ill. 
-.19 +.17 

+.20 -.07 

+.09 -.37 

(A-E)/T (A-E)/T 
ill. ill. 
-.19 7.26 

+.14 +.38 

+.36 o 

(A-E)!T (A-E)!T 
ill. ill. 
-.14 +.22 

-.10 -.33 

+.76 +.20 

Summary. The combined frequencies (A) for outcome levels I and II were 

approximately the same for MM (57%), Te (55%), and DF (55%) in the reduced 

sample of 1403 Black and White males. However, Te was highest (40%) in level 

I, with DF second (35%) and MM last (30%). MM was highest in level II (27%), 

with DF second (20%) and Te last (15%). No remarkable differences were found 

in levels III and IV. Review of the (A-E)/T ratios sho~ed that expected values 

shifted from sample condition (2), based on nine predictors, to condition (3), 

based on 13 predictors, but did not alter the general conclusions c(:Ylcerning 

the questionable status of DF, comparee to MM and Te. Review of iae results 

by outcome groups revealed that in the favorable range Te excelled the other 

treatments in group 1, ~l in groups 2 and 4, and DF in groups 3 and 8. In the 

unfavorable range, however, DF exceeded expectancy mainly in groups 6, 9, and 

7 and was below expectancy in groups 5 and 11. These differences were tied 
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to drug use patterns and suggested that the DF results in particular were 

affected by the nonaddict component of the DF group. Inasmuch as the sample 

of 1403 included both addicts and nonaddicts, a further analysis was carried 

out for these subsamples of the three treatments. This is reported in the 

next section. 

Comparison of Outcomes for Addicts and Nonaddicts in MM, TC, and DF 

The reduced sample of 1403 Black and White males included 1001 patients 

who were daily opioid users during the two-month baseline period, classified 

as current addicts; 277 who had a history of former daily opioid use, but were 

not using daily during the baseline period, who wer~ classified as former 

addicts; and 125 who had never used opioids daily, who were classified as non-

addicts. These were divided among the three treatments as follows: 

MM TC DF Total 
"'-

Current addicts 582 326 93 1001 
Former addicts 102 120 55 277 
Nonaddicts 1 69 55 125 

685 515 203 1403 

The 102 MM patients classified as former addicts were reported on their 

DARP admission forms as not having used opioids daily during the two-month 

baseline period, immediately prior to admission. However, other data in 

their admission histories indicated that they had been daily opioid users 

prior to that time and presumably they were all considered eligible for 

methadone maintenance. Some of these patients were transfers to DARP tr •• t-

ment from other treatment programs or institutions; others may have trana-

ferred from correctional institutions. In any case they were analyzed aa 

former addicts in MM. The one MM patient classified as a nonadd1ct may have 

been misrp~orted. 
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The outcome results fot, currEmt addicts, former addicts. and nonaddicts 

are shown in Table 15 by outcome level and in Table 16 by outcome group. 

Since the Ilumlwrs of patients in the three DF subgroups and in the TC non-

addict subgroup were very small, these results are presented ten~a~ively and 

are subject to cross-validation 'in the Cohort 3 sample, for which data 

collection begap during April, 1978. 

Comparison of overall results (T) in the two samples. The overall 

results for former addicts were more favorable than those for current addicts 

(all treatments combined) and those for the nonaddict group were e,onsiderably 

more favorable than those for the t';Jn addict groups. This is expressed by 

the following percentages from Table 15 which combine T values for levels I 

and II versus those for levelEI III and IV for the three groups: 

Percentage at Levels I + II 

Percentage at Levels III + IV 

Current 
Addicts 

~1.2 

48.8 

Former 
Addicts 

65.3 

34.7 

Nonaddicts 

72.8 

27.2 

Despite the magnitude of the differences between the three patient groups 

on these T percentages, there were substantial outcome differences among the 

three patient groups by treatment modality. These can be observed by reference 

to Tables 15 and 16 and are discussed below. In these tables MM is not re-

presented in the nonaddict subsample. 

Compari$on of eatient ~ubsamples within DARP MM. In general, the MM 

results in Tables 15 and 16 are similar to those reported earlier for MM in 

the total snmple of 1923 Blnck and White malI'S (Tables 8 and 9). The MM data 

\111' till' tllt;11 ~;;\llIl'll' ('I'a"It' H) a"d 1111' l'IIIT.'IIL IIIld IlIrlllt'l' IIlhlll'ln ('I'nbl,' I',) 

are summarized below by outcome level, with the E and (A-E)/T ratios for sample 

condition (2), where E was based on 9 pre DARP variables. 
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Table 15. A and E per~entages and AlT and (A-E)/T ~at109 for 1001 current addicts, 2'77 former add:l.cts, a~d 
125 nonaddicts in the Black and White male sample in MM, Te, and DF treatment groups, by outcome 
level. (Reduced sample, N-1403) E(2) based on 9 pr~ DARP variablea; E(3) based on 9 pre DARP 
variables + 4 during DARP variables. 

---' 
Trea tnllent Group MM TC DF 

Outcome E(2) (A-E)/T(2) 
(A-El/T(3) 

E(2) (A-E)/T(2) ,,;(2) (A-E)/T(2) 
Level T A E(Jl A/T A E(3) AtT (A-E)/T(3) A E{~l AtT {A-EHTPl 

Current I 30.5 29.2 32.5 .96 -.11 35.6 25.5 1.17 ;33 21.6 36.6 .71 -.49 
Addicts 30.4 -.04 27.0 .26 15.1 .21 
(N-I00l) II 20.7 25.1 16.5 1.24 .42 13.9 17.5 .67 -.10 17.2 16.2 .83 .05 

21.4 .18 20.2 -.30 15.1 .10 
III 32.4 31.2 32.8 .96 -.05 . 32.2 36.3 .99 -.13 40.8 29.0 1. ~6 .36 

33.7 -.08 31.9 .01 38.7 .06 
IV 16.4 14.7 18.1 .90 -.21 18.3 20.8 1.12 -.15 20.4 18.3 1.24 .13 

14.3 .02 20.8 -.15 31.5 -.68 

N-582 N-326 N-93 
-
Former I 44.0 36.3 45.1 .83 -.20 51.7 42.5 1.18 .22 41.8 56.4 .95 -.33 
Addicts 50.0 -.31 40.0 .27 51.0 -.21 
(N-277) II 21.3 35.3 26.4 1.66 .42 14.1 22.5 .66 -.39 10.9 21.8 .51 -.51 

26.5 .41 24.9 -.51 27.3 -.78 
IU 22.8 20.6 23.5 .90 -.13 22.5 30.0 .• 99 -.33 27.2 18.2 1.19 .39 

20.6 0 24.9 -.11 14.6 .55 
tV 11.9 7.9 5.0 .66 .24 11.7 5.1 .98 .55 20.0 3.6 1.68 1. 38 

3.0 .42 9.9. .15 7.2 1.08 

N ... I02 ti-120 N-55. 

Nonaddicts I 44.0 39.2 47.9 .89 -.20 49.2 31.0 1.l2 .44 
(N-l25) 55.1 -.36 71.0 -.50 

II 28.8 26.1 46.4 .91 -.70 32.; 63.6 1.14 ' -·1.07 
20.3 .20 18.2 .50 

III 20.8 24.7 4.4 1.19 .98 16.4 5.5 .79 .52 
18.8 .28 10.9 .26 

IV 6.4 10.2 1.5 1.59 1.36 1.8 0 .28 .28 
5.8 .68 0 .28 

N-1 N-69 N-SS , ... 

- - - - - -
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Table 16. A and E I'Hcentllges ilnd A/T and (A-E)/T ratius for 1001 current addIcts, 277 former addl<!ts, and 125 nonadd1cts 1n the Black and White 

male sample 1n HH, TC, and DF treatment groups, by uutcome group. (Reduced sample, N-140J). E(2) based on 9 pre DARP variables; E(J) 
based on 9 pre DARP + 4 dur1n~ DARP varlabl('s, 

I E E (A-E) i&:& E E (A-El (A-E) E E (A-E) (A-E) 

Outcome Grou~ 
,. 

A (2) (3) AIT T(2) T(3) A (2) (3) AIr 1'(2) T(3) A (2) (3) AIr T(2) T(3) 
1 

Current Addicts (NorIOOI) HM (No"5H2) TC (N-)26) DF (N E 9J) 

1 16.3 13.9 15.3 14.6 .85 -.O~ -.04 22.1 11.4 13.8 !. 36 .66 .51 10.8 20.4 5.4 .66 -.59 .JJ 
3 7.4 7.4 10,5 10.3 i. 00 -.42 -.39 6.0 8,3 6.4 1.08 -.04 .22 5.4 9.7 4.3 .73 -.58 .15 
2 6.9 7.9 6.7 5.5 1. J 8 .17 .35 5.5 5.8 6.8 .80 -.04 -.19 5.4 6.5 5.4 .78 -.16 0 
8 9.0 10.3 3.6 11.3 I. 14 .74 -.11 7.1 J.l 10.7 .79 .44 -.41) 7.5 1.1 5.4 .83 .71 .23 
4 11.7 14.8 12.9 10.1 I. 26 .17 .40 6.8 14.4 9.5 .58 -.65 -.23 9.7 15.1 9.7 .83 -.46 0 
5 10.7 10.0 11.0 11.5 .93 -.09 -.14 10.4 12.0 9.5 .97 •• 15 .08 16.1 11.8 16.1 1. 50 .40 0 
6 6.7 7.4 7.2 5.7 1.09 .03 .25 5.2 7.7 8.3 ~16 -.J7 -.46 8.6 5.4 5.4 1. 26 .48 .48 
9 14.9 13.8 14.6 16.5 .93 -.05 - .18 16.6 16.6 14.1 1.11 0 .17 16.1 11.8 17.2 1.08 .29 -.07 

11 5.4 5.0 7,0 4.6 .93 -.37 .07 6,4 6,4 6.4 1.19 0 0 4.3 7.5 12.9 .80 -.59 -1. 59 
10 5.1 4.0 4,6 5.3 ,78 -.12 -.25 6.1 6.4 5.2 1. 20 -.06 .18 8.6 6.5 10.0 1. 69 .41 -.27 

7 5.9 5.7 6.~ J·'.5 .97 - .14 .20 5.8 8.0 9.2 .98 -.37 -.58 7.5 4.3 8.6 1.27 .54 - .19 

Former Add1cts (N.-277) H:-1 (N=102) - Te (N-120) ~F 0;-55) 

1 26.4 16.7 30.4 29.4 .63 -.52 -.48 34.2 26.7 28.3 1. 30 .28 .22 27.3 34.6 25.5 1. 03 -.28 .07 
3 10.8 8.8 5.9 12.8 .81 .27 -.37 11.7 8.3 7.5 1.08 .31 .:;9 12.7 12.7 14.6 1.18 0 - .18 
2 6.8 10.8 8,8 7.8 1. 59 .29 .44 5.8 7.5 4.2 .85 -.25 .24 1.3 9.1 10.9 .26 -1.07 -1. 34 
8 11.6 13. i 23.S 13.7 1.18 -.84 0 10.8 18.3 12.5 .93 -.65 -.15 9.1 20.0 5.5 .78 -.94 .31 
4 9.8 21.6 2.9 12.8 2.20 1.19 .90 3.3 4.2 12.5 .34 -.09 -.94 1.8 1.8 21.9 .18 0 -2.04 
5 5.4 4.9 5.9 4.9 .91 -.19 0 6.7 5.0 5.8 1.24 .31 .17 3.6 1.8 1.8 .61 .33 .33 
6 6.2 3.9 3.9 5.9 .63 0 -.32 5.8 S.B 5.8 .94 0 0 10.9 5.5 7.3 1,76 .. '.i7 ,58 
9 11.2 11.8 13.7 9.8 1.05 - .17 .18 10.0 19.~ 13.3 .fl9 -.82 -.29 12.7 10.9 5.5 1.13 .H, .64 

11 6.1 6.9 2.0 2.0 1.13 .80 .80 5.0 1.7 5'.8 .82 .~4 -.13 7.3 1.8 1.8 1.20 .90 .90 
10 1.4 0 2.0 0 0 -1.43 0 1.7 1.7 .8 1. 21 0 .64 3.6 l.8 1.8 2.57 1. 29 1. 29 

7 4.3 1.0 1.0 1.0 .23 0 0 5.0 1.7 3.3 1.16 .77 .40 9.1 0 3.6 2.12 2.12 1.28 
. 

Nonaddicts (N-125) liM (not included) TI; (N-69) DF (1'-55) 

1 26.4 20.3 40.6 31.7 .77 -.17 -.66 34.6 25.5 54.6 1.31 .34 -.76 
3 15.2 14.5 4.4 10.1 .95 .67 .29 14.6 0 1.8 .96 .96 .84 
2 2.4 4.4 2.9 7.3 1.83 .63 -1. 21 0 5.5 14.6 0 -2.29 -6.08 
8 27.2 26.1 44.9 14.5 .96 -.69 .06 29.1 63.6 12.7 1.07 -1.27 .61 
I, 1.6 0 1.5 5.8 0 -.94 -3.69 3.6 0 5.5 .23 2.25 -1.19 
5 4.8 2.9 1.5 2.9 .60 .29 0 7.3 0 0 1.52 1.52 1.52 
6 .8 1.5 0 5.8 1.88 1.88 -5.38 0 0 1.8 0 0 -2.25 
9 15.2 20.3 2.9 10.1 1.34 1.14 .61 9.1 5.5 9.' .60 .24 0 

11 3.e 4.4 1.5 5.8 1.38 .91 - .• 44 L8 0 0 .5~ .56 .56 
10 3.2 5.8 0 0 1.81 1.81 1.81 0 0 0 0 Ii 0 

7 0 0 0 0 0 0 0 I) 0 0 0 0 0 

-



...' 

.. 

MM Summary T A E AlT {A-E)/T --
All patients (Table 8) Level J: 31.1 29.5 26.6 .95 +.09 

ND 773 II 20.3 25.6 17.0 1.26 +.42 
III 32.2 30.8 37.6 .96 -.21 
IV 16.4 14.1 19.0 ' .86 -.30 

CUrl'ent addicts L-avel I 30.5 29.2 32.5 .96 -.11 
(Table 15) II 20.7 25.1 16.5 1,24 +.42 
N=582 III 32.4 31.2 32.8 .96 -.05 

IV 16.4 14.7 18.1 .90 -.21 

Former ~ddictR Level I 44.0 36.3 45.1 .83 -.20 
(Table 15) II 21.3 35.3 26~4 1.66 +.42 
Na 102 III 22.8 20.6 23.5 .90 -.13 

IV 11.9 7.9 5.0 .66 +.24 

Despite the striking similarity of outcomes for the three subsamples, 

they nevertheless reflect two noteworthy differences. The first is that 

the outcomes for formeX' addicts were substantiaH,y more f~vorable 

than tho~c for currP~t addicts, from whom they are distinguished on 

tr~ basi~ of status at admission to DARP treatment. T~e second is that the 

re~ults for ~.l1 patients kre c,larified by the breakdown by current and former 

addicts. Since current addicts in thn present sample outnumbered former addicts 

by almost ~ to 1, the current addict results were most stmllar to those for the 

total sJO.mple. Nevertheless, although former addicts in all treatments had 

more favorable outcomes percentagewise than current addicts, as refl,ected in 

the T '','alues above, they had relatively fewer of their number (lower AIT 

ratio~) in level I outcome groups and relativ~ly more in level II groups, 

compared to current addicts. They also had relatively fewer in level !.II and 

especially level IV outcome groups. The results for former add~.cts conform 

mote closely to the MM sterotype, mentioned earlier, which regards abstinence 

(reflected by level I profiles) as unrealistic for confirmed addicts and favors 

continuation in maintenance treAtment. The level II profiles, involving gen-

erally favorable outcomes on criminality, but moderate drug use, are considered 

more relevant for MM patients. Indeed, group 4 (lev~.l II)'" is the only outcome 
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group in ~he Favorable and Moderately Favorable range with a profile that con

forms with thir stereotype and the AlT ratios for group 4 (Table 16) were 1.26 

for current addicts, compared to 2.20 for former addicts. In addition, fQr 

outcome group 2 (level I), which was similar to group 4 in respect to one hundred 

percent returned co treatment after DARP (but was abstinent as well), the AlT 

ratio was 1.18 for current addicts and 1.59 for former addicts. The former ad-

diets in DARP ~ included both transfers from other treatment programs and former 

MM patients who returned to treatment after unsuccessful detoxification. For 

tr.em there was a high rate of favorable outcome if, as suggested by the stero-

type, level II outcomes can be accepted as favorable. 

Comparison of patient subsamples within DARP T~. In the present sample 

there were 326 current addicts, 120 former addicts, and 69 nonaddicts in TC. 

The results for both addict subsamples, as those reported earlier for all 

patients combined, were well above par for level I, below par for level II, 

and not different from par for lellels III and IV, but the results for the 

nonaddict subsample were quite unfavorable, as summarized below: 

TC Summary T A E AIT (A-E) IT 

All patients (Table 8) Level I 31.1 36.9 34.4 1.1'9 +.08 
N=613 II 20.3 15.9 19.8 .78 ~·.19 

III 32.2 31.1 29.4 .• 97 +.05 
IV 16.4 16.1 16.5 .98 -.02 

Current addicts Level I 30.5 35.6 25.5 1.17 +.33 
(Table 15) II 20.7 13.9 17.5 .67 -.10 
N=326 III 32.4 32.2 36.3 .99 -.13 

IV 16.4 18.3 20.8 1.02 -.15 

Former addicts Level I 44.0 51.7 42.5 1.18 +.22 
(Table 15 II 21.3 14.1 22.5 .66 -.39 
N=120 III 22.8 22.5 . 30.0 .99 -.33 

IV 11. 9 11. 7 5.1 .98 +.55 

Nonaddicts (Table 15) Level I 44.0 39.2 47.9 .89 -.20 
N=69 II 28.8 26.1 46.4 .91 -.70 

II1 20.8 24.7 4.4 1.19 +. !t~ 
IV 6.4 10.2 1.5 1.59 +1.36 
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As shown in the summary tabulation,the A/T ratios for all patients 

and for both the current and former addict subsamples were closely similar. 

However, removal of the nonaddicts (as, well as 98 patients eliminated earlier 

for missing criterion d~ta) resulted in higher (A-E)/T ratios for level I. 

The results by outcome level thus indicate that approximately 36% (116) of 

the current addicts in DAR? TC and 52% (62) of the former addicts in 

TC (those who had apparently detoxified successfully) were in the three highly 

favorable outcome groups and that these exceeded the numbers expected on the 

basis of pre DARP patient characteristics. At the same time, both TC addict 

subsamples were well below par and below expectation in level II in 

which some drug use was characteristic. In the Unfavorable range 

(levels III and IV) the two addict supsamples were both close to par. Overall, 

then, the TC outcomes for addicts were favorable primarily because they 

~xceeded par and expectation in level I. 

Although the TC nonadti!ct subsample was small (N-69) the results clearly 

~ndicated unfavorable results. This group was below par and below expecta-

tion at both FavorabIe levels and the opposite at both Unfavorable levels. 

It is quite probable that the nonaddicts in TC were atyp~cal in relation to 

the predominant patient compleme~t, compared to whom they were younger and 

less involved in opioid use and that for rea.3ons related to this ste,tus 
I 

difference they felt estranged and did more poorly during' treatment and sub-

sequently. If this should pr'!ve correct it Hould suggest that their failure 

would be attributed more to their relations with the other residents and 

less to the ·treatment process per se. 

Comparison of patient subsamples within DARP DF. At the inception of 

the DARP in 1969 federal support was available only for narcotic addicts. 

This restriction prevailed throughout the period of Cohort 1 admission (June 
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1969 through May 1971) but was subsequently relaxed when new legislation opened 

federally supported treatment to other drug users as well. There is undoubtedly 

a relationship between the admission of nonaddicts to federally supported 

treatment and the presence of DF programs. There were no DF patients in the 

Cohort 1 followup sample and the numbers in the pr~sent study were only 241 

in the total sample (Tables 8 and 9) and 203 in the reduced sample (Tables 15 

and 16), divided into 93 current addicts and 55 each in the former addict and 

nonaddict subsamples. Although these subsamples are very small, the results, 

which are opposite to those tur TC in respect to outcomes for addicts and . 

nonaddicts, are clear and easily interpreted. They are summarized as follows: 

DF Summary T 

All patients ('Table 8) Level I 31.1 
20.3 
32.2 
16.4 

N=241 II 

Current addicts 
(Table 15) 
N=93 

Former addicts 
(Table 15) 
N=55 

Nonaddicts (Table 15) 
N=55 

III 
IV 

Level I 
II 
III 
IV 

Level I 
II 
III 
IV 

30.5 
20.7 
32.4 
16.4 

44.0 
21.3 
22.8 
11.9 

Level I 44.0 
II 28.8 
III 20.8 
IV 6.4 

A 

34.4 
19.9 
31.1 
14.6 

21.6 
17.2 
40.8 
20.4 

41.8 
10.9 
27.2 
20.0 

49.2 
42.7 
16.4 
1.8 

E 

33.7 
29.8 
27.8 
8.7 

36.6 
16.2 
29.0 
18.3 

56.4 
21.8 
18.2 
3.6 

31.0 
63.6 
5.5 
o 

A/T 

1.11 
.98 
.97 
.89 

.71 

.83 
1.i6 
1.24 

.95 

.51 
1.19 
1.68 

1.12 
1.14 

.79 

.28 

(A-E)/T 

+.02 
-.49 
+.10 
+.36 

-.49 
+.05 
+.36 
+.13 

-.33 
-.51 
+.39 

+1.38 

+.44 
-1.07 
+.52 
+.28 

The results for all patients, from Table 8, are shown above to represent 

a combination of data for subsamples with unlike outcomes. The excess over 

par for AiT at level I is seen. on .... ," among the nonaddicts, hut this was both 

below par and below expection in both addict suhs~mples. In general, the two 
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addict subsamples in DF experienced unfavorable post DARP outcomes while the 

nonaQQ.~~ts in DF had highly favorable outcomes. As shown in detail in Table 

16, for current addicts and former addicts this picture is clear for almost 

every outcome group; for nonaddicts, the favorable outcomes are seen mainly 

i~ the above par AIT ratios in outcome groups 1 and 8 and in the below par 

AIT ratios in groups 6, 9, 11, 10, and 7. 

Comparison of MM, TC, and DF outcomes for current addicts. Comparisons 

of outcomes across treatments are more appropriate by outcome group, using 

the data in Table 16 than by outcome level (Table 15) which was used in 

the comparisons within treatment groups. For current addicts, the relevant 

data are shomt in the upper panel of Table 16. Because of the small numbers 

of patients in many of the groups, the expected percentages (E) and the 

ratios (A-E)/T must be viewed cautiously. In most instances in Table 16 

they appear interpretable and the transition from condition (2), based on 

9 pre DARP predictors, to condition (3) based on these plus four duringDARP 

measures, reflects the effects of the during-treatment measures. However, 

the implications of these measures cannot be analyzed in detail until data 

become a~ailable on additional cases in the Cohort 3 samples foT. which field 

work is currently in progress. A brief summary of the outcome group results 

for current addicts follows; + and - signs are used to distinguish favorable 

and unfavorable results; when neither a + or - is appropriate, no comment is made. 

MM Fevorable range 
(Groups 1, 3, 2) 

Mod. Favorable 
range 
(Groups 8, 4) 

+ Significant favorable results in Group 2 
- Below par frequency in Group 1 

+ Signific~nt fevorable results in Groups 8 and 4 

78 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

MM (continued) 

Te 

DF 

Mod. Unfav. range 
(Groups 5, 6, 9) 

+ Below par frequency in 
- Above par frequency in 

Groups 5 and 9 
Group 6 

Unfavorable range + Significant favorable results in Group 10 
(Groups 11, 10, 7) + Below par frequency in Group 11 

Favorable range 
(Groups 1, 3, 2) 

Mod. Favorable 
range 
(Groups 8, 4) 

Mod. Unfav. range 
(Groups 5, 6, 9) 

+ Significant favorable results in Group 1 
- Below par frequency in Group 2 

- Significantly below par in 
- Below par frequency in 

Group 4 
Group 8 

+ Significant favorable results in Group 6 
- Ahove par frequency in Group 9 

Unfavorable ra~~ - Above par frequency in 
(Groupe 11, 10, 7) 

Groups 11 and 10 

Favorable range 
(Groups 1, 3, 2) 

Mod. Favorable 
range 
(GrouDs 8, 4) 

Mod. Unfa". range 
(Groups 5, 6, 9) 

- Significant unfavorable results in Groups 1, 3, 2 

- Significant unfavorable results in Group 4 
- Below par frequency in Group 8 

- Significant unfavorable results in Groups 5 and 6 
(nearly so in 9) 

Unfavorable range - Significant unfavorable results in Groups 10 and 7 
(Groups 11, 10, 1) + Sign:1.fic.ant favorable results in Gr.oup 11 

From this summary it appears first that the DF results were generally 

unfavorable for current addicts, while chose for MM were generally favorable. 

The outcome results for Te were mixed, but noteworthy primarily because of 

the high frequency (22.1%). well beyond expectat1o~j in group 1, the most 

favorable group. Indeed, Te was the only treatment above par in group 1. 

Te also showed favorable results in group 6, which is characterized by mod-

erate to heavy opioid use and some criminality, but in the remaining groups, the 

results were either negative (groups 3, 8, 4, 9, 11, 10) or not different from 

par. 
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In general, current addicts who did well in TC (level I) were those 

who could detoxify and continue on an abstinent basis after leaving treat-

mente These accounted for 35.6% of the TC current addict sample. An • 
additional 13.9% of the current addicts in Te were in level II groups, which 

involved moderate to light nonopioid use (group 8) or opioid use(group 4), 

• but zet'O or low criminality. By most TC standards, this group might not be 

judged successful, but by many MM standards, they would be considered to 

have done reasonably well. Thus in the following summary, TC exceeded MM 

• at level I; MM exceeded TC at level II; and MM exceeded TC at levels I and 

II combined. The interpretation of these results in terms of absolute 

perfor.mance depends on the value commitments of the decider. 

• MM Ie DF 
A A/T A A/T A AlT T 

Percent Ratio Percent Ratio Percent Ra.tio Percent 

Level I 29.2 .96 35.6 1.17 21.6 .71 30.5 

• Level II 25.1 1.24 13.9 .67 17.2 .83 20.7 

Levels I +II 54.3 1.06 49.5 .97 38.8 .76 51.2 

As noted above, the DF treatment was contraindicated for current addicts by • 
these results. 

Comparison of MM, TC, and DF outcomes for former ad:dicts. The former 

addicts in DARP treatment represent a carefully defined group who were not • 
daily opioid users at admission although ~hey had. been daily users previously. 

Many of these entered DARP programs from other treatment programs; some came 

from jails or prisons where narcotics were generally not available and others • 

presumably had attempted detoxification unsuccessfully. This group had a 

be,tter overall prognosis in DARP treatments as shown by their T value\\I, 

compared to those for current addicts: • 
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Level I 
Level II 
Level III 
Level IV 

T Percents 
Current Addicts 

30.5 
30.7 
32.4 
16.4 

Former Addicts 

44.0 
21.3 
22.8 
11.9 

Thi! better prognosis probably reflects the effects of prior treatments, 

efforts to detoxify, and improved status at admission to DARP treatment 

and is supported by the higher E percentages for former addicts than for 

current addicts as shown in Tables 15 and 16 . 

A brief summary of the outcome group results for the former addict sub-

sample is presented as follows, based on the data in the middle panel of 

Table 16: 

MM Favorable rang,e 
(Groups 1, 3, 2) 

Mod. Favorable range 
(Groups 8, 4) 

Mod. Unfav. range 
(Groups 5, 6, 9) 

Unfavorable range 
(Groups 11, 10, 7) 

TC Favorable range 
(Groups 1, 3, 2) 

Mod. Favorable range 
(Groups 8, 4) 

Mod. Unfav. range 
(Groups 5, 6, 9) 

Unfavorable range 
(Groups 11, 10, 7) 

+ Significant favorable rasults in 
- Below par frequency in 

+ Significant favorable results in 
+ Above par frequency in 

+ Below par frequency in 

Group 2 
Groups. 1 and 3 

Group 4 
Group 8 

Groups 5 and 6 

+ Below par frequency in Groups 10 and 7 
- Significant unfavorable results in Group 11 

+ Significant favorable results in Group 1 
+ Above par frequency in Group 3 
- Significant unfavorable results in Group 2 

-Below par frequency in Groups 8 and 4 

+ Significant favorable results in Group 9 
- Significant unfavorable results in Group 5 

+ Below par frequency in 
- Above par frequency in 

81 

Group 11 
Groups 10 and 7 



I)F Flly.".ra.h,!,"" r.an~E; 
(I:, 0111'11 I, '1, ~) 

Mod. }'avorable range 
(Groups 8, 4) 

Mod. Unfav. range 
(Groups 5, 6, 9) 

£?favorable range 
(Groups 11, 10, 7) 

+ Above par frequency in Group 3 
•. S I ~n If [ lot unfavorable results in Group 2 

- Significant unfavorable results in Group 8 
- Eelow par frequency in Group 4 

- Significant unfavorable results in Groups 6 and 9 
+ Below par frequency in Group 5 

- Significant unfavorable results in Groups 11, 10 
and 7 

The results and conclusions for former addicts are, apart from the differences 

in A p~rcentages, essentially the same as for current addicts. The DF results 

.1 
I 
I 

I 
I 
I 

.1 .: 
i 

• I 
I 

were generally unfavorable; those for MM were generally favorable, particularly .1 
in respect to the excess above par and expectation at level II; and those for 

TC were distinguished mainly at level I. To the extent that former addicts 

include patients who show evidence of rehabilitation but inability to detoxify, 

the MM treatment is indicated as the most appropriate assignment. For those 

~o1ho are able to live in an abstinent state, either MM or TC may be indicated. 

As in the current addict sample, the DF treatment is contraindicated for 

former addicts who are returned to treatment. 

Comparisons of MM, TC, and DF outcomes for nonaddicts. Nonaddicts were 

• I I 
I 
I .1 

defined arbitrarily as users of illicit drugs who had never used opioids daily ., 

at the time of DARP admission and they :l.ncluded some who had used opioids 

as well as nonopioids, but not daily, and also users of nonopioids 

only. The small sample size argued against fu't'ther partition of the samples. • 

Thi5 subsample was represented in TC and DF; they were not eligible for MM 

treatment. Since they included only nonopioid users and polydrug users they 

tended to be younger and to have had less criminality at admission; on th~ counts .1 

of drug use and criminality they were less deviant on the major dimensions 

of the criteria then either of the two addict groups. The former addict sub-

sample gained in favorable prognosis over the current addicts because of more • 
82 • 



• 

• 

• 

• 

• 

• 

• 

• 

• 
• 

favorable baseline measures and the nonaddicts had even more favorable back-

ground and baseline measures than the former addicts, although this may have 

been reduced somewhat in condition (3) as a result of the low tenure and high 

"quit" rate in OF. 

A brief summary of the results for the llonaddict outcome groups in TC 

and OF, based on the lower panel of Table 16, is as follows: 

TC Favorable range 
(Groups 1, 3, 2) 

Mod. Favorable range 
(Groups 8, 4) 

Mod. Unfav. ran&e 
(Groups 5, 6, 9) 

Unfavorable range 
(Groups 11, 10, 7) 

+ Significant favorable outcomes in Group 2 
- Significant unfavorable outcomes in Group 1 

- Significant unfavorable outcomes in Group 4 

- Significant unfavorable outcomes in Groups 6 and 9 
+ Below par frequency in Group 5 

- Significant unfavorable outcomes in Groups 11 and 10 
+ Below par (z7r~) frequency ta Group 7 

-------------------------------------
JlF Favorable range 

(Groups 1, 3, 2) 

Mod. Favorable range 
(Groups 8, 4) 

Mod. Unfav. range 
(Groups 5, 6, 9) 

Unfavorable rangD 
(Groups li, 10, 7) 

+ Significant favorable outcomes in Group 1 
_ Significant unfavorable outcomes in Group 2 

- Below par frequency in Group 4 

- Significant unfavorable outcomes in Group 5 
+ Below par frequency in Groups 6 and 9 

+ Below par frequency in Groups 1l, 10 
and 7 

Overall, these results were unfevorable in TC and favorable in OF. In 

TC, the high frequency in Group 1, above expectation, found in both addict sub-

samples, changed to below par for nonaddicts, and in the two unfavorable levels, TC 

was well above par and above expectation in four groups (6, 9, 11, and 10). 

i.n addition, there were no nonaddicts in group 7, either in TC or DF. The two 

groups in which TC outcomes were favorable (group 2, \l1ith 4.4% and group 5, 

with 2.9% of the TC nonaddict subsample) were small. In DF, there were no 
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nonaddicts in gr9ups 10 or 7 and the frequencies of the remaining unfavorable 

range (lp.vels III and IV) groups were below par except in group 5, where the 

results were opposite to those in Te. In addition \' the. OF nonaddicts were 

well above par and above expectation in group 1, wheI'e the A/T ratio was 1. 31. 

Summary of results for the addict and nonaddict subsamp1es. The results 

presented in Tables 15 and 16 and discussed in the preceding sections suggest 

that MM and Te have been effective in OARP for opioid addicts and OF for non-' 

addicts. Nonaddicts are precluded from admission to MM programs; they were 

included in TC programs and their outcomes were generally unfavorable. Both 

current and former addicts were included in DF programs and their results, 

toe, were unfavorable. 

The distinction between current and farmer addicts was made in the course 

of the analysis of these data on an a posteriori basis, using data obtained 

on the DARP admission record in the intake process. It was noted that the 

former addicts had more favorable baseline scores than the current addicts 

and both more fa~orable expectations (E percentages) and more favorable 

outcomes. The former addicts in MM had higher A/T ratios than current addicts 

in outcome groups 2 and 8, indicating a greater proportion who had ret'lrned to 

maintenance treatment, probably as a result of inability to detoxify, and also 

lower proportions in outcome groups 6, 10, and 7, in the unfavorable outcome 

range. At the same time, a substantial percentage of former addicts in OARP 

TC was found in outcome groups 1 and 3, who were abstinent (or nearly so) 
I 

for three years after DARP treatment. These results suggest that continua-

tion in maintenance treatment may well be indicated for addicts who are unable 

to detoxify and that this factor should favor MM over TO treatment aSSignment 

when a choice is possible. The former addicts in TC who had favorable outcomes 

after DARP must have been successfully detoxified. 
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Of course, all treatment groups had some of their patients in the favorable 

(abstinent) outcome groups of level I; the preceding discu~~ion was concerned 

with comparative frequencies, evaluated in relation to expectation. The 

absolute percen~ages (A) and their corresponding A/T ratios are summarized 

in Table 17 for ease of reference. 
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Table 17. Summary of A percentages and A/T ratios for current and former addicts and nonaddir.ts in 
DARP MM, TC, and DF. Reduced sample (N=1403). 

NM TC DF 
Outcome Current Former Current Former Non- Current Former 

GraUE Addicts Addicts Addicts Addicts addicts Addicts Addicts 

A Percentages 1 13.9 16.7 22.1 34.2 20.3 10.8 27.3 
3 7.4 8.8 8.0 11. 7 14,5 5.4 12.7 
2 7.9 10.8 5.5 5.8 4.4 5.4 

", -;,\ 
1.8 

8 10.3 13.7 7.1 10.t 26.1 7.5 9.1 
4 14.8 21.6 6.8 3.3 a 9.7 1.8 

5 10.0 4.9 10.4 6.7 2.9 16.1 3.6 
6 7.4 3.9 5.2 5.8 1.5 8.6 10.9 
9 13.8 11.8 16.6 10.0 20.3 16.1 12.7 

11 5.0 6.9 6.4 5.0 4.4 1.1. 3 7.3 
10 4.0 a 6.1 1.7 5.8 8.6 3.6 

7 5.7 1.0 5.8 5.0 a 7.5 9.1 

AlT Ratios 1 .85 .63 1.36 1. 30 .77 .66 1. 03 
3 1. 00 .81 1.08 1.08 .95 .73 1.18 
2 1.18 1.59 .80 .85 1.83 .78 .26 

8 1.14 1.18 .79 .93 .96 .83 .78 
4 1. 26 2.20 .58 .34 a .83 .18 

5 .93 .91 .97 1.24 .60 1.50 .61 
6 1.09 .63 .76 .94 1.88 1.26 1. 76 
9 .93 1.05 1.11 .89 1.34 1.08 1.13 

11 .93 1.13 1.19 .82 1. 38 .80 1.20 
10 .78 a 1.20 1.21 1.81 1.69 2.57 

7 .fJ7 .23 .98 1.16 0 1.27 2.12 

N 582 102 326 120 69 93 55 

• • • • • • • .. 

Non-
addicts 

34.6 
14.6 
0 

29.1 
3.6 

7.3 
a 
9.1 

1.8 
a 
a 

1. 31 
.96 
a 

1.07 
.23 

1.52 
0 

.60 

.56 
0 
0 

55 

- -



• 

• 

• 

• 

• 

• 

• 

• 

I • 

Chapter 6 

EFFECTIVENESS ASSESSMENT AND CONCLUSIONS 

The analyses reported in this study involved comparison of post DARP 

outcomes of fOl'.r treatment modalities (MM, TC, DF, and DT) and a DARP no

treatment comparison group (10) included in the DARP Cohort 1-2 followup 

sample. These analyses were based on Black and White males, the only groups 

included in all five treatment samples. 

Chapter 4 presented comparisons of the five treatment groups in terms 

of percentages found in 11 post DARP outcome gro'),ps tha,t represented distinct 

outcome profiles and were arrayed on a scale of favorableness of outcome. 

These comparisons were aided by the computation of expected percentages that 

were designed to take into account, as far as possible, variations in prognosis 

for favorable outcome based on the pre DARP and during DARP characteristics 

and performance of patients in the respective treatment followup samples. 

Estimation of expectancy was based on weights for nine pre DARP variablciJi 

that l,'ere disclosed by multiple discriminant analysis, as explained in 

Chapter 3. Only pre DARP predictors could be included in this five-group 

comparison since during DARP data were incomplete for the short-term DT 

group and unavailable for the 10 group. 

The results of this study provided strong positive evidence for the 

effectiveness of MM and TC treatment and strong negative evidence questioning 

the effectiveness of DT treatment, as well as unfavorable outcomes for the 10 

sample. The results for DF were in between MM and TC on the positive side 

and DT and 10 on the negative side, but closer to MM and TC. In view of the 

fact that DF included addicts as well as nonaddicts and there were indications 

that these subsamples may have fared differently, further analyses were 

undertaken to compare them, as reported in Chapter 5. 
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The two major analyses reported in Chapter 5 involved (a) comparison of 

MM, TC, and DF, using expectancy percentages based on the nine pre DARP ,variables .1 
and also these plus four during DARP variables for which significant predictive 

weights had been obtained, and (b) comparison of current addicts (daily 

opioid user's at DARP admission), former addicts (not daily opioid users at 

admission but with a history of prior daily use), and nonaddicts (all others, 

consisting of less-than-daily users of opioids and users of nonopioids only 

with no history of daily opiold use). These analyses were res,tricted to the 

three major modalities for two reasons. First, as explained earlier. during 

DARP data were inadequate or not available for DT and 10, and second, the 

sample sizes of DT and 10 were too small to permit meaningful analysis of 

their subsi>mples. Indeed, the sl.lbsamples of MM, TC, and DF were marginal, in 

several instances, for the analY5es undertaken. 

The analyses in Chapter 5 could not be compared directly with those 

in Chapter 4 because the exclusion of DT and 10 and also of 224 patients in 

MM, TC, and DF who had missing during DARP data changed the sample significantly. 

This is explained in detail in Chapter 5 and had the effect of eliminating a portion 

of the "low end" of the total sample. The final samples were. considered suitable 

for the comparisons undertaken, but the data in Chapter 4 are believed to be 

more appropriate for generalization of the cffe('llVf-~nl'sl:l resulLH. 

The inclusion of during DARP predictors had a number of significant 

effects on expected percentages that were noted in detail in Chapter 5. 

However, the general results obtained in Chapter 4 were not materially altered. 

The comparison of both current and former addicts with nonaddicts confirmed, 

the expectation that OF treatment was not effective for addicts and indicated 

a superior level of effectiveness for nonaddicts in DARP DF. A surprising 

result was that nonaddicts did very poorly in TC. Overall, the results for 
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MM would be rated best in both addict subsamples, if level II outcomes were 

accepted along with level I as favorable. However, even if this were not 

accepted, the superiority of TC for addicts was apparent only in the surplus 

of patients in the first two outcome groups (1 and 3). In view of the many 

problems that have been noted as relevant in interpretation of the results 

obtained, it appears most appropriate to conclude that MM and TC were found 

to be effective treatments for addicts (both current and former) and not 

nonaddicts and that DF was effective nonaddicts, but not for addicts. 

A major problem was encountered in this study as a result of the 

decision to use the same criteria to compare ouLcomes of the different 

treatments. This was the result of two circumstances: first, differences 

in pre DARP status of the patient populations found in MM, TC, and DF 

treatment, which have been discussed in detail in the preceding text, and 

second, differences in program philosophy and goals, that impact differentially 

on the criteria. However, the general goals of the research required that 

the total DARP system be addressed and this' could best be accomplished with 

a uniform profile of behavior--based on criteria that were ordered according 

to a scale of overall favorableness of outcome. The development of discrete 

outcome groups and the ranking of the outcome groups in terms of overall 

favorableness of outcome was of major importance in this research because 

it ena,bled gross judgments of treatment effectiveness on the basis of proven 

criteria while at the same time it enabled examination of percentage variations 

in different outcome groups (with different characteristic profiles) that 

contribute to the understanding of the results. 

The problem referred to is well illustrated by one of the criterion 

profile variables (T, return to treatment) which was scored negatively (that 

is, as an unfavorable outcome) in the present study. Despite the fact that 

89 



return to treatment has been advocated by leaders in MM treatment (e.g.', Dole 
I/' 

and Joseph, 1977) and is probably' justified for those long-term opioid addicts 

• 
I 

in MM who appear unable to detoxify, there can be little basis for considering .1 
return to treatment as a positive outcome of treatment. It may be necessary 

when detoxification is impossible, but it still represents a failure of treat-

ment, as Savage and Simpson (1977) and Simp~on and Savage (1978) have clearly • 
shown. True, return to treatment has been considered here as only one of 

six variables defining the criterion profile. For example, outcome group 2, 

for which the profile is defined by high employment, abstinence from opioids • 
and nonopioids, zero criminality, and 100% return to treat~ent, is classified 

in level I, among the three most favorable groups, while group 7, unfavorable 

on all measures, also involves 100% return, to treatment. Although both involve • 

return to treatment, their positions on the favorableness of outcome scale 

are determined by their scores on the other measures in the profile. The final 

criterion composite reflects scores computed on the basis of drug use (opioids • 

anL: nonopioids), employment, criminality, alcohol use, and return to treatment. 

On a scale of 0 (most favorable) to 100 (most unfavorable), the four outcome 

levels had the following mean scores, rounded to whole numbers: • 
Level I Croups 1, 3, 2 Favorable outcomes 8 

Level II G,:'oups 8, 4 Moderately favorable outcomes 20 

Level III Groups 5, 6, 9 Moderately unfavorable outcomes 39 

Level IV Groups 11, 10, 7 Unfavorable outcomes 64 

The overnll assessment of treatment effectiveness, based on the data 

prt'Rl'lll'l'd III I his study. Is IH'IIl'vt'd tu Ill' rt.·fll'cted best hy Tubl" 8 whleh • 
Ind.udes the f iVL! treatment groups In the followup study. lo'or these data 

expectancy values were necessarily based only on pre DARP predictors. The 
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data reflect the actual and expected percentages of each treatment group at 

ea.ch level and enable estimation of outcome effectiveness based on adjustment 

• for the dHferenC',es between actual and expected percentages. Although the 

estimation of expected percentages does not adjust fully for sample differences 

and the samples are not representative of the general population of drug users 

• in treatment, the data are considered useful to assess outcome effectiveness, 

although not for calculation of effectiveness rates. Unfortunately the sample 

sizes were too small to permit decomposition of Table 8 into results for 

• current and former addicts and nonaddicts. Hence the Table 8 results should 

be interpreted in conjunctj.on with those presented in Table 15. 

I. As shown in Table 8, the gross results (A percentages) for MM, IQ, and DF 

I 
were highly favorable, with between 55% (MM) and 53% (TC) of their patients 

at level I or II. By contrast, DT and 10 fell considerably behind, with 35% 

• (DT) and 37% (10) in the favorable ranger 

~ fell slightly behind TC and DF at level I, but still had 29.5% of its 

patients at this favorable level. 
"1 

This was slightly below par but slightly 

• greater than expectation. At level II, however, the 25.6% of MM patients 

was both well above par and well above expectation; in addition. MM was the 

only treatment group with positive results for level II. In the unfavorable 

• range, NN was well below par at level IV and well below expectation at both 

level III and level IV. Overall, MM must he considered a succesefu~ treatment, 

but the estimation of effectiveness rates requires that a value jud~~ent be 

• made concernin~ the inclusion of level II in the favorable outcome r~nge. 

1£ had the highest percentage at level I (36.9%), which was also well 

above expectation. At level II, however. TC was below par and below expec-

tation while at levels III and IV the results were not discriminably below 

par. The high percentage at level I in particular qualifies TO 88 8 Buccessful 

treatment. 
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DF was also above ~1 at level I, but the other indication~ for DF in Table 8 

were not favorable. The 34.4% at level I was almost exactly as expected for 

thir treatment Group which {ncluded a substantial number of nonopioid users, .' whi.lt! til!.! 19.9% at lev!."l n was W'~1l below expectation and the 31.1% at level 

III and the 14.6% At level IV were both above expectation. Questions were 

raised in Chapter 4 concerning the overall effectiveness of OF, which was 

repr'esented in DARP by a mixed sample of addicts and nonaddicts. As shown in 

Chapter 5, when these subsamples were considered separately, OF was shown to 

be ineffective for the two addict groups addressed, but functioned at a highly • 
favorable level for the nonaddict group. 

OT and 10. The results for DT and 10 must be regarded as evidence that 

OT is not an effective treatment while the patients included in the 10 group • 
showed that they had not received treatment in DARP. In view of the short time-

span of OT treatment, it is believed that a primary function of DT should be 

to recruit patients for more extended treatment. • 
Conclusion. The computation of specific effectiveness rates for the 

treatments included in this study was considered and it was concluded that 

the data available were not appropriate as a basis for such rates. Issues 

of sampling and the relatively small size of the samples followed have been 

discussed in this regard. Nevertheless the data analyzed do support the 

general conclusion that treatment of drug users in the OARP, in the MM, TC, • 
and OF modalities, was highly successful. MM and Te were found to be effective 

for opioid addicts but not for nonaddicts and OF, for nonaddicts but not addict.s. 

MM was contraindicated for nonaddicts by virtue of its chemotherapeutic • 
specificity. OT could not be considered as a viable treatment on the basis 

of the followup study results. 
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