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Abstract

Purpose: This study examined the objective demand characteristics of treatment programs in which
ubstance abuse patients, or psychiatric patients, were residing, It also examined associations of
bjective demand with substance abuse patients’ perceived expectations for functioning during
eatment and patients’ in-program participation. Methods: A total of 994 patients living in 79
rograms took part. Results: When patients had a substance abuse rather than a psychiatric problem,
bjective demand was higher: program policies had higher requirements for functioning and more
esident control; programs offered fewer health-treatment services; and the physical design provided
ewer safety features and social—recreational aids. Compared to substance abuse patients in low-
lemand programs, patients in high-demand programs perceived the program to have higher
xpectations, in that the treatment climate exerted more press to develop relationships, set goals, and
e organized. Patients in high-demand programs engaged more in self-initiated activities and
articipated more in treatment services and program-organized events. Substance abuse patients’
ctivity and participation levels were determined jointly by the level of demand and by the
xpectations for patients’ expressiveness and self-understanding of their personal problems.
mplications: The findings illustrate the importance of considering objective indices of demand in

onjunction with perceived expectations to improve patients’ treatment outcomes. © 2001 Elsevier
cience Inc. All rights reserved.
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1. Introduction

From a historical perspective, interventions for substance abuse and for psychiatric illness
have had separate and sometimes conflicting philosophies and procedures (Osher & Drake,
1996). Substance abuse treatment has emphasized demands for patients’ personal responsi-
bility, as well as confrontation of denial about substance use, and abstinence. In contrast,
treatment of psychiatric illness has emphasized support and empathy of providers for patients,
in addition to pharmacological treatment (Ries, 1993). The extent to which mental health
treatment is challenging for patients is reflected in two broad domains of program character-
istics. One domain encompasses relatively objective demand characteristics of programs, and
the other domain involves patients’ perceptions of the expectations that are characteristic of
the program.

The concept of environmenial demand has evolved as person—environment congruence
models, and more specifically, patient—treatment matching designs, have developed. Envi-
ronmental demand refers to requirements for personal competence, which is an array of
characteristics defining the individual’s functional capacity, or ability to manage the environ-
ment (Lawton, 1989; Moos & Lemke, 1994; Wapner & Demick, 2000). In the tradition of
congruence models, objective environmental demand is conveyed through policy, service.
and physical design factors. Perceived environmental expectations are conveyed through the
treatment climate, that is, the “personality” of the program, which exerts a press for patients
to behave in certain ways. :

Timko {1995) compared residential substance abuse and psychiatric programs on then
policies and services. Compared to psychiatric programs, substance abuse programs had
policies that reflected higher demands for personal responsibility and conformance to a
structure and routine imposed by the program. Specifically, substance abuse programs hix
higher requirements for patients’ functioning in terms of physical and mental health and daily
living skills. They also had more resident control (that is, more formal structures by which
patients influenced program policies, such as councils or committees by which patients
participated with staff in planning program schedules or activities) and communicated theh
policies more clearly (that is, through formal mechanisms such as patient orientation
programs, handbooks, and newsletters). Substance abuse programs also were more demand
ing because they provided less policy choice (that is, they had fewer options from which
patients could select individual patterns of daily living; for example, less choice of meal ot
bed times, less tolerance of patienis personalizing their bedrooms). In addition, substance
abuse programs had less daily living assistance available.

Kasprow, Rosenheck, Frisman, and DiLella (1999) compared residential treatmen
facilities that specialized in substance abuse treatment to those that treated botl
substance use and psychiatric disorders. Consistent with Timko’s (1995) findings.
specialized substance abuse treatment programs had higher requirements for patients’
functioning and provided patients with less choice in their daily schedules and activitics
Similarly, in contrast to modified therapeutic communities (TCs) that were designed lo
mentally ill substance-abusing patients, traditional TCs that targeted substance abuse-onh
patients gave patients less individualized flexibility in how program activities, interven
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- tions, and task assignments were carried out (Sacks, Sacks, De Leon, Bernhardt, &
- Staines, 1997).

§ One of the purposes of this study was to compare the objective demand characteristics of

sidential programs in which patients with substance abuse problems were placed and

~ treated, to those of residential programs in which psychiatric patients were under treatment.

‘That is, instead of comparing the characteristics of programs that were classified by their

+ and for psychiatric illness
ocedures (Osher & Drake, | ro
atients’ personal responsi- 1
ad abstinence. In contrast,
ty of providers for patients,
nt to which mental health
w@ins of program character-
icteristics of programs, and
1s that are characteristic of

- In addition, we compare programs in which substance abuse or psychiatric patients were
under treatment on physical features that reflect objective demands for patients’ function-
ng. These characteristics involve programs’ prosthetic aids (the extent to which the
program is accessible to people with physical disabilities), safety features (monitoring of
he program’s entrances, outside areas, and communal areas, and features for preventing
and responding to accidents, such as call buttons in bathrooms and bedrooms), and social—
ecreational aids (features that fostered social behavior and recreational activities, such as
ame tables or an in-program library). Fewer of these characteristics reflect higher demands
or patients’ functioning. _
We expected that programs in which substance abuse patients were receiving care would
¢ higher on objective demands for patients’ functioning than those in which psychiatric
atients were getting help. Specifically, in the policy domain, we expected that high-demand
rograms would have higher requirements for patients’ functioning, would involve patients
more in program planning, would communicate their policies more clearly, and would
rovide patients with less choice. In the service domain, high-demand programs were
xpected to have fewer services available in the health-treatment, social—recreational, and
aily living assistance areas, and, with respect to physical features, we expected fewer
rosthetic aids, safety features, and social—recreational aids to characterize programs for
ubstance abuse patients.
After identifying the policies, services, and physical features that distinguish substance
buse from psychiatric treatment programs, we examined whether demand assessed in these
elatively objective domains was associated with patients’ perceptions of program expect-
‘ations. More specifically, a second purpose of this study was to find out whether substance
buse patients in programs with more high-demand policy, service, and design features
erceived the treatment climate as having higher expectations in terms of personal relation-
ships and goals and the program’s organization. We expected that substance abuse patients in
“high-demand programs would perceive the treatment climate as emphasizing higher expect-
. ations for interpersonal involvement, decisionmaking, and orderliness than would substance
_abuse patients in Jow-demand programs.
Our final question concerned the extent to which demand was associated with substance
~abuse patients’ in-program participation. According to Moos (1997), high environmental
‘demands (for example, for patient input and accountability) should have positive conse-

—gnvironment congruence
ns, have developed. Envi-
nce, which is an array of
ity to manage the environ-
, 2000). In the tradition of
«d through policy, service,
s are conveyed through the
L exerts a press for patients

chiatric programs on their
ance abuse programs had
ty and conformance to a
tance abuse programs had
ind mental health and daily
ormal structures by which
nittees by which patients
;) and communicated their
ich as patient orientation
s also were more demand-
fewer options from which
ole, less choice of meal or
18). In addition, substance

ted residential treatment
those that -treated both
imko’s (1995) findings,
equirements for patients’
7 schedules and activities.
s) that were designed for
sted substance abuse-only
ygram activities, interven-




390 C. Timko et al. / Journal of Substance Abuse 12 (2000) 387403 C. Tim

!
quences for patients who have better psychosocial and cognitive skills, such as substance
abuse patients (Lehman, Myers, Johnson, & Dixon, 1995; Lehman, Myers, Thompson, &
Corty, 1993; Solomon, 1986--1987). We expected that substance abuse patients in high-
demand programs would initiate more activities on their own, and participate more in
treatment services and social-recreational activities offered by the program. = (alcohol or drug) use dis
Moos (1997) also proposed that, among better functioning patients, high objective demand. -+ primary psychiatric diso
may be most beneficial in the context of perceived high expectations for interpersonal - | posttraumatic stress disor
interaction. Substance abuse programs commonly exert a press for patients’ self-assessment. |
of personal problems, through exchanges with therapists, recovering peers, and family, to
begin recovery and then maintain abstinence (Sacks et al., 1997; Shechan & Owen, 1999).In
line with this idea, substance abuse patients who were encouraged to have open person-to- o
person interactions had improved outcomes at a 3-month follow-up (Hoffman, Dirito, &
McGill, 1993). Timko and Moos (1998b) found that a treatment milieu- that had high -
expectations for patients’ spontaneity and discussions of their personal problems was related
to better patient functioning, more patient activity, and more use by patients of program:
services. Based on these findings, we examine whether the combination of high demand and _
high expectations for spontaneity and personal problem expression is especially beneficial to
patients’ in-program participation.

In summary, the purposes of this study were to (1) compare the objective demand
characteristics of programs in which substance abuse, versus those in which psychiatric,
patients were receiving treatment, (2) examine whether high-demand substance abuse
programs aiso had treatment climates emphasizing high expectations, and (3) examine
whether high demand was associated with patients’ in-program participation, and whether
programs that combine high-demand features with a high-expectations treatment climate had .

 better in- program patient participation. '
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2. Method

2.1. Sample of programs

The sample consisted of 79 residential psychiatric and substance abuse programs, The
sampling frame included all of the residential psychiatric and substance abuse treatment
settings in six San Francisco Bay Area counties that met study criteria concerning program
services, location, and type of patients (see Timko, 1995, 1996). Of the 131 program
administrators with whom we met about the study, 100 (76%) agreed to participate and
returned one or more project forms. Reasons for refusing participation related mainly to lack

of time or a scheduled program restructuring or closing. Seventy-nine programs returned the
forms required for this study.

2.4.2. Physical and archii

On the PACI, items ar
in this study were Prosti
with physical disabilitie:
Safety Features (extent
communal areas, and s
Recreational Aids (prese
activities; 26 items, a=.!

2.2. Sample of patients

A total of 994 patients living in the 79 programs participated in the project. On average,
patients were 36.7 years old (S.D.=9.9). Most of the patients were men (75.5%), white
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(56.3%), and unmarried (89.9%). A majority of patients had at least a high school education
(77%), but most were currently unemployed (62.1%) and had an annual income of $20,000 or
less (75.8%). Prior to entering treatment, most of the patients lived in a private home (60.8%).
‘The primary problem for which patients were in treatment consisted mainly of substance
(alcohol or drug) use disorders (79.9%). Fully 20.1% of the patients were in treatment for
‘primary psychiatric disorders (most commonly, schizophrenia, major depressive disorder,
‘posttraumatic stress disorder, and bipolar disorder).

3. Procedure

. This study used four forms of the Residential Substance Abuse and Psychiatric Programs
Inventory (RESPPI). The Policy and Service Characteristics Inventory (PASCI; Timko, 1995)
d the Physical and Architectural Characteristics Inventory (PACI; Timko, 1996) report on
e program, and are based on information obtained from staff members, direct observation,

and program records. Patients completed the Community-Oriented Programs Environment
Scale (COPES; Moos, 1996) and the Resident Background Inventory (RESBI), typically
3'dur1ng community meetings or another group activity.

are the objective demand 4. Measures
10se in which psychiatric,
-demand substance abuse
stations, and (3) examine
participation, and whether
tions treatment climate had

2.4.1. Policies and services

"~ On the PASCI, most items are scored dichotomously. Item scores are summed and raw
scores are converted to percentage scores. The PASCI dimensions assessing policies were
Requirements for Functioning (having higher minimum levels of physical and psycho-
logical functioning that are necessary for admission to the program; 9 items, o= .84),
Resident Control (having formal mechanisms for patients to influence program policies;
25 .items, o=. 82), Policy Choice (providing more options for individualized daily
routines; 22 items, o= .80), and Policy Clarity (communicating program pOllClCS clearly
through formal mechanisms; 11 items, a= .75). The dimensions assessing services were
vailability of Health-Treatment Services (31 items, e.g., regular doctor’s or nurse’s hours
for medical care, individual counseling or psychotherapy; «=.93), Daily Living Assistance
(10 items, e.g., help with using medications or with personal grooming; «=.84), and
Social—Recreational Activities (10 items, e.g., films or movies, cards or other games;
o=.76).

ance abuse programs. The
substance abuse treatment
riteria concerning program
96). Of the 131 program
agreed to participate and
ition related mainly to lack
nine programs returned the

2.4.2. Physical and architectural features

. On the PAC], items are scored as they are on the PASCL The PACI dimensions used
in this study were Prosthetic Aids (extent to which the program is accessible to people
¢ with physical disabilities, particularly to patients in wheelchairs; 14 items, a=.91),
? Safety Features (extent of security and monitoring of entrances and outside and
~‘cormmunal areas, and accident-prevention features; 13 itemns, «=75), and Social-
in the project. On average, | Recreational Aids (presence of features fostering social interaction and recreational
were men (75.5%), white 1 activities;'26 iterns, .cc=.84).
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2.4.3. Treatment climate

"The COPES data were obtained from patients afier they had provided informed consent.
Here, we focus on the COPES dimensions related to Relationships (Involvement, i.e., how
active patients are in the program, «=.77; Support, i.¢., how much patients help each other,
and staff support patients, a=.67; and Spontaneity, i.¢., the press for the open expression o!
feelings by patients and staff, «=.60), Personal Growth (Autonomy, i.e., patients’ sell-
sufficiency and independence in decisionmaking, «=.52; Practical Orientation, i.e., patients
learn practical skills and are prepared for program discharge, a=.70; and Personal Problem
Orientation, i.e., patients seek understanding of their feelings and personal problems, o=.76).
and System Maintenance (Order and Organization, i.e., importance of systematic organiza-
tion in the program, «=.67; and Program Clarity, i.e., expectations for day-to-day routines.
rules, and regulations are explicit, a=.56). As used in this study, dimensions had between 8
and 12 items. A patient’s score for a dimension was the number of items answered in the
scored direction.

2.4.4. In-program participation

The RESBI asked patients to report on their self-initiated activities (did they engage in
each of 12 activities in the past week, such as listening to music, or telephoning friends o
relatives); responses were coded as yes (high participation) or no (low participation). Thesc
were activities that patients initiated on their own, and were not organized by the program
Patients reported on their treatment services participation (how often did they participate in
each of 13 treatment services, such as group counseling or psychotherapy, or psychuo
education); responses were coded as “at least once a week” (high participation) or “less than
once a week™ (low participation). Patients also recorded their social—recreational activitics
participation (how often did they participate in each of 10 activities, such as exercise and
physical fitness, or film and movie presentations); responses were coded as “‘at least once o
month” (high participation) or “less than once a month™ (low participation). These social
recreational activities were organized and offered by the program. More activity, treatment
participation, and social-recreational participation were considered to be positive in
program processes.

3. Results

Because our data consisted of individual patients clustered within treatment programs, we
used random-effects regression models (RRMs) to analyze the data. RRMs are useful in the
analysis of clustered data because attributes at the individual level are modeled in terms o
cluster-level variables while concurrently estimating and adjusting for the amount of intra
class correlation present in the data. Furthermore, these models make no assumption
regarding cluster size (in this case, treatment program size), allowing for a varying numbu
of individuals within each cluster (Hedeker, Gibbons, & Flay, 1994; Hedeker, McMahon
Jason, & Salina, 1994).
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- Specifically, we conducted logistic random-effects regression analyses to examine asso-
ciations between program characteristics reflecting objective demand and patients’ clinical
problems. These analyses determined the policies, services, and physical features that were
associated with treatment for a substance abuse rather than a psychiatric problem. The results
are presented in Table 1, which shows that when patients had a substance abuse (rather than a
psychiatric) diagnosis, program policies had higher requirements for functioning and more
resident control. Substance abuse patients were in programs with fewer health-treatment

ad fewer safety features and social-recreational aids.
1. High demands and high expectations
Having determined that substance abuse patients were more likely to be in high-demand

programs than were psychiatric patients, we compared substance abuse patients being treated
in programs with these high-demand features to substance abuse patients in Jow-demand

ble 1

ogram demand characteristics associated with patients” substance abuse problems: logistic regression
coefficients (and standard errors}

Substance abuse problem

‘Program demand characteristics Regression coefficient Standard error

olicies
equirements for functioning 004+ 001
esident control 005*+* .002
licy clarity —.002 .002
licy choice .001 001
3.83%%
A2
rvices availability
‘Health-treatment —.028* 014
aily living assistance —.015 009
ocial—recreational activities .003 014
' 11.53%
.07
‘Physical and architectural
Prosthetic aids 004 008
Safety features — QT TA 017
‘Social-recreational aids —.027* 013
24, Jorrx
19
For the dependent variable, type of problem, psychiatric was coded as | and substance abuse as 2,
* p< 05,
*¥* p<.01.

*xk P 001

services. In addition, when patients had a substance abuse diagnosis, their treatment program.
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programs on their perceptions of the treatment settings’ expectations and on their in-program
participation. To proceed, we computed the median score of each of the five distinguishing

program demand characteristics (requirements for functioning, resident conirol, availability of

health-treatment services, safety features, social--recreational aids) for the group of substance
abuse patients.

We considered substance abuse patients to be in a high-demand treatment program when
the program had three or more of the following five characteristics: above the median on

requirements for functioning and resident control, and below the median on availability of

health-treatment services, safety features, and social-recreational aids. Substance abuse
patients were considered to be in low-demand programs when the programs had three or
more features that were opposite to the first set, i.e., they were above the median on health-
treatment services, safety features, and social—recreational aids, and below the median on
requirements for functioning and resident control.

This analysis identified 201 substance abuse patients who were in high-demand programs,
and 240 who were in low-demand programs. The remaining 353 substance abuse patients
were in programs that were not classified as clearly Jow or high in demand. The demographic
characteristics of the 441 substance abuse patients in high- or low-demand programs were

quite similar to those of the entire sample. We did not pursue a parallel classification of

psychiatric patients because of their smaller numbers and variability of diagnoses.

We compared substance abuse patients in high-demand versus those in low-demand

programs on their perceived expectations, as reflected by individual COPES scores, using f

settings judged the programs to have higher expectations for involvement, support, and

Table 2
Comparisons of substance abuse patients’ perceived expectations in high-demand and low-demand programs
Treatment climate High-demand Low-demand
(perceived expectations) (N=201) mean {N=240) mean t
Relationship
Involvement 8.40 1.75 20.08%*
Support 7.81 7.14 10.06*
Spontaneity 6.39 5.75 13.15%*
Goal orientation )
Autonomy 5.98 5.55 7.63*
Practical orientation 6.14 5.47 14.44**
Personal problem orientation 7.83 6.84 17.13%
System maintenance and change
Order and organization 8.22 7.48 16.48%¢
Program clarity 7.60 6.73 IR
* P< 05
*#* p<.0].
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or patients’ autonomy, and for dealing with their practical and personal problems. High-
lemand programs were also seen as expecting more order and organization, and clarity
egarding program routines. '

ns and on their in-program
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for the group of substance 2
3.2. High demands and patients’ in-program participation
d treatment program when
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We compared patients in high-demand or low-demand programs on their in-program
articipation using chi-square tests (Table 3). Patients in high-demand programs were more
active than were patients in low-demand programs, in that a higher percentage read, played
le games (e.g., cards, checkers, chess) with other patients, and played other kinds of games. . '
g., pool, pinball, ping pong) alone or with other patients. In addition, patients in high-
demand programs participated more often in group counseling and in discharge planning, and
re somewhat more likely to participate in psychoeducation, peer counseling, and social
skills training. High-demand program patients participated more often in organized recreation
g., ball games), film and movie presentations, and cards, bingo, or other games organized
by the program.
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3 substance abuse patients
demand. The demographi¢
yw-demand programs were
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lity of diagnoses.

rsus those in low-demand
lual COPES scores, using ¢
3, patients in high-demand
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3. The combined effect of high demand and high expectations

‘The next set of analyses determined the combination of objective demand and
perceived expectations (communicated through the treatment climate) that was most

ble 3
mparisons of substance abuse patients’ in-program participation in high-demand and low-demand programs

-program participation High-demand (%) Low-demand (%) e
Self-initiated activities
:adfng 95.02 89.49 4.72*

md and low-demand programs

aying table games with others 50.24 37.81 6.86%*
f;é;‘a;‘:an : aying other games alone or with others 40.29 16.38 31.66%**

eatment services participation

20.08** oup counseling or psychotherapy 82.63 7424 4,35*

10.06* ischarge planning 3240 18.53 ' 9.81%*

13.15% ychoeducation 67.74 58.45 3.63
et counseling 83.41 76.88 2.79%
cial skills training 76.21 67.90 3411

7.63*

14.44%* cial—recreational activities participation

17.13#+ rganized recreation 69.61 57.34 6.34%*
Ims or movies 87.95 79.27 5.67*
ards or other games 64.21 51.16 7.05%%

16.48%#* * p< (5.

3111

Wk pe 01,
*rk P 001,
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beneficial to patients’ in-program participation. As noted earlier, based on the centrahty of % able 4 o

personal expression to substance abuse treatment, and, more specifically, on associations § ssoctations of objective demand,
°
|
=

between spontaneity and personal problem orientation with in-program outcomes (Timko
& Moos, 1998b), we focused on these aspects of the treatment milieu. In this set of
analyses, the dependent variables were the extent of participation in each of the 1l
activities found to differ between patients in high- or low-demand programs (see Table 3)
as described in Section 2, these variables were scored dichotomously to mdxcate low o
high participation.

Because the dependent variables were dichotomous, we conducted logistic regressxon :
analyses that examined associations between high or low demand, high or low spontamneity
(spontaneity was split at the median to also create a high—low dichotomy for this index), and -
high or low participation in each activity. Similar logistic regressions were conducted. to
examine associations between demand, personal problem orientation (which was split at the -
median to create a high—low dichotomy), and participation. Of the 22 regressions, 17 found
the demand by spontaneity, or personal problem orientation, interaction to be 51g111ﬁcan(
(P <.05). : § Psychoeduneation

The results revealed three patterns of significant associations based on the percentages of © Discharge planning
patients who partlc:lpated in different types of activities (i.e., self-initiated interpersonal % P-I recreation

Indices of expectations
and participation

51 table games

Personal problem orientation
S-I table games

§-1 other games
Discharge planning

Pattern 2
Spontaneity
Group counseling

activity, treatment services, and program-organized activities) when objective demand and: | S-I other games
perceived expectations were both high or low or when one was high and the other was low ~ Personal problem orientation
(Table 4). In describing the pattems, for the purpose of brevity, we often refer to high i:;ﬁ;ﬁfagz;mg
expectations for spontaneity, for example, as high spontaneity, and low expectations fot = peer counseling
personal problem orientation, for example, as low personal problem orientation. P-I recreation

The first pattern shows that patients in high-demand programs that also empha31zed hlgh ;
expectations for spontaneity or personal problem orientation tended to engage in more self-
initiated interpersonal activity. For example, 58% of patients in high-demand, high-sponta-’
neity programs had engaged in self-initiated games with other patients in the past’ week,
versus 43% of patients in high-demand, low-spontaneity programs, 36% of those in low:'_
demand, high-spontaneity programs, and 39% of those in low-demand, low-spontaneity
programs. In addition, patients in high-demand programs that emphasized expectations for #
personal problem orientation participated more in self-initiated table and other games, as well i
as discharge planning, than did their counterparts in high-demand, low-personal problem :
orientation or low-demand programs.

In the second pattern of associations, the combination of low demand and high expect- . likely to participate in soc
ations for spontaneity or personal problem orientation was associated with less participation attend recreational events o
in treatment services and in program-organized recreation. An example of this pattern. |  In the third pattern of inf
concerns group counseling or psychotherapy (Table 4): Only 69% of patients in low-demand, o for spontaneity or persona
high-spontaneity programs participated in group counseling at least once a week, compared (6 program-organized activity
80% in high-demand, high-spontaneity programs, 85% in high-demand, low-spontaneity  spontaneity programs atter
programs, and 75% in low-demand, low-spontaneity programs. Patients in low-demand, higl- igh-demand, high-spontar
spontaneity programs were also least likely to participate in psychoeducation, discharge  (67%), or low-demand, hig]
planning, and program-initiated recreation, as well as in self-initiated nontable (other) games, low-personal problem-orier
In addition, patients in low-demand, high-personal problem orientation programs were least = tions and card games, and

Pattern 3

Spontaneity
P-I games

Personal problem orientation

;- P-1 movie presentations

f’g P-T games

¢ Group counseling
§.]=self-initiated and P-I=m

spontaneity or personal problem

g

i
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High demand Low demand
Expectations are: Expectations are:
dices of expectations High Low High Low Z
d participation (%) (%) (%) (%) value
attern |
ontaneity
S5-I table games 58 43 36 39 2.62
rsonal problem orientation
56 45 41 36 2.79
S-I other games 41 38 18 18 3.02
Discharge planning 37 28 22 17 246
attern 2
ontaneity
Group counseling 80 83 69 75 ' 2,28
‘Psychoeducation 69 66 47 61 230
Discharge planning 32 33 15 21 2.69
‘P-I recreation 72 68 40 63 246
I other games 39 43 17 19 224
ersonal problem orientation :
Social skills training 76 77 62 71 3.23
Psychoeducation 71 64 44 63 2.38
‘Peer counseling 83 84 70 82 234
‘P-I recreation 69 72 49 61 3.07
'attern 3
pontaneity
'P-I games 64 67 56 49 2.59
ersonal problem orientation
P-1 movie presentations 87 39 88 73 322
P-1 games . 62 69 59 48 349
{Group counseling 32 84 T7 71 2.81

-] =self-initiated and P-I=program-initiated; Z values >1.96 indicate that the interaction of demand x
pontaneity or personal problem orientation is significant at P<.03,

ikely to participate in social skills training, psychoeducation, and peer counseling, or to
ttend recreational events organized by the program.

: In the third pattem of interactions, the combination of low demand and low expectations
or spontaneity or personal problem orientation was associated with less participation in
rogram-organized activities. For example, fewer patients (49%) in low-demand, low-
pontaneity programs attended program-initiated card and bingo games than patients in
igh-demand, high-spontaneity programs (64%), high-demand, low-spontaneity programs
67%), or low-demand, high-spontaneity programs (56%). Similarly, patients in low-demand,
ow-personal problem-oriented programs attended fewer program-organized movie presenta-
ons and card games; and participated less in group counseling.
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4. Discussion .1 Halikas, & Mee-Lee, 1987)
o follows that such patients
Substance abuse patlents were more likely than psychiatric patients to receive treatment in 3 prescribed and structured
programs with policy, service, and design features establishing higher demand for pauents community meetings, decis
functioning. High objective demand was associated with substance abuse patients’ percep- %than on the availability of
tions that the treatment climate was high in expectations, and with more activity and treatment
participation on the part of these patients. In addition, substance abuse patients’ activity and g
participation levels were related to combinations of objective demand and perceived expect-
ations in the treatment environment. n

Specifically, substance abuse patients’ treatment programs had policies setting hagher
requirements for patients’ functioning at admission as well as more resident. contro
during the program stay (Kasprow et al, 1999; Timko, 1995), offered fewer .hea_lth_-
treatment services, and had fewer safety features and fewer social-recreational aids,
Given that substance abuse patients often demonstrate better cognitive and psychosocial
adjustment than psychiatric patients do, the finding that they are in higher-demand
programs indicates that, at least to some extent, patients are placed appropnateiy in
treatment programs.

Research on the physical design of mental health treatment facilities has hlghllghted the_' sample of psychiatric and
need for safety features, to allow surveillance of patients and program visitors, and to | patients was drawn.
prevent accidents and violent incidents, as well as social-recreational aids to facilitife © Thus, among substance
social interaction (e.g., Gutkowski & Guttmann, 1992; Manoleas, 1991; Timko, 1996), . multiple functions, in tha
However, these features reflect a lower level of demand on patients and thus may be  attainment during treatm
detrimental for patients in substance abuse treatment programs. Willis (1980) cautioned thai ° expectations are clear, a
too many security features may discourage improvement among patients who are more | leisure-time activities. Mz
capable, such as substance abuse patients. Specifically, the conspicuous presence of safety | narrower set of health ane
features to prevent harm to others or oneself (such as laminated safety glass) ‘may defer - oriented toward the forma
patients’ open interactions in therapy (Lacy, 1981), which are often a key component of emphasis on the open exc
substance abuse treatment. patients for discharge.

Social—recreational aids (e.g., televisions, VCRs, and CD players, furnished outdoor pati(} In this vein, we found it
areas for having barbecues), which create a domestic atmosphere, may reduce the demand for - determined jointly by the
patients to assume responsibility for their own well-being and participate in program services — personal problem explorati
and activities (Collins et al., 1985). Empirically derived typologies of mental health programs. - emphasized spontaneity ot
have found reduced demand to be associated with increased support (Coulton, Fitch, & i lelsure-tlme games with ot
Holland, 1985; Downs & Fox, 1993; Werbart, 1992). The reduced demand conveyed by &
homelike setting may be less useful for substance abuse than for psychiatric patients, who are
more in need of a supportive environment (Timko, 1996).

For example, Grosenick and Hatmaker (2000) reported that substance abuse clients -
described the hospital-like appearance of their treatment setting as encouraging work on -
sobriety because it served as a reminder that they were in treatment for a disease; the
professional appearance also communicated to clients that the treatment provided was of high
quality. Substance abuse patients who meet criteria for residential care often do so in part
because they need to be temporarily separated from their current, disordered fiving environs
ment to concentrate on treatment (American Society of Addiction Medicine, 1996; Hoffiman,
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alikas, & Mee-Lee, 1987) by adhering to orderly program procedures (Sacks et al., 1997). It
llows that such patients need a setting in which the focus is on participation in the
prescribed and structured program routines tapped by the resident control index (e.g.
mmunity meetings, decision-making committees, and cooking and cleaning chores), rather
an on the availability of social and recreational amenities.

:nts to receive treatment in
igher demand for patients’
~ ce abuse patients’ percep-
nore activity and treatment
ibuse patients’ activity and
. 1and and perceived expect-

1. Demand, expectations, and patients’ in-program participation

Our results indicate that high-demand policy, service, and design features are associated
ith higher expectations in the treatment climate. Compared to substance abuse patients in
w-demand programs, those in high-demand programs reported more emphasis on relation-
hips, personal growth, and organization. To some extent, high levels of objective demand
‘{reatment programs may help to create high levels of perceived expectations among both
atients and staff (Timko & Moos, 1998a). Substance abuse patients in high-demand
rograms also more frequently engaged in self-initiated and program-organized. activities,
d participated more in the program’s treatment services. These findings are consistent
ith those Timko and Moos (1998b) obtained in program-level analyses of the broader
ample of psychiatric and substance abuse programs from which the present sample of
atients was drawn.

+Thus, among substance abuse patients in residential treatment, high demand may serve
wltiple functions, in that it fosters active and involving relationships, personal goal
ttainment during treatment, the structure of having an orderly program in which
xpectations are clear, and more engagement by patients in treatment-focused and
isure-time activities. More specifically, as noted by Moos (1997), programs with a
arrower set of health and treatment services (an aspect of high demand) may be more
riented toward the formation of expressive relationships. Such programs may put more
mphasis on the open exchange of feelings and be less exclusively focused on preparing
atients for discharge.

~.In this vein, we found that substance abuse patients’ activity and participation levels were
etermined jointly by the amount of objective demand and expectations for spontaneity or
ersonal problem exploration in the program. Patients in high-demand programs that also
mphasized spontaneity or a concern with personal problems were more likely to initiate
eisure-time games with other patients. These results are consistent with a common clinical
ractice in which better-functioning individuals are deemed appropriate for group therapies
involving active interactions with peers and staff, or for programs in which the sharing of
ersonal histories and emotional support is central to treatment (Snyder, Wallace, Moe, &
jiberman, 1994). In a review of patient—treatment matching studies, Mattson et al. (1994)
oncluded that relationship-oriented treatment is effective for patients whose primary
roblems are related to substance abuse.

In contrast to the benefits of joint high demand and high expectations, the combination of
ow objective demand and high perceived expectations was related to less participation in
treatment services and program-organized recreational events. These results suggest that, in
ow-demand programs, high expectations do not provide benefits as they do in high-demand
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programs. Possibly, when patients perceive expectations to be high, but these expectations arc
inconsistent with the program’s low level of demand, the lack of congruence discourages
patients’ active use of program resources.

Patients were less likely to participate in group counseling, psychoeducation, social skills
training, peer counseling, and discharge planning, and in recreation (e.g., softball, basketball,
or volleyball teams) when demand was low but expectations regarding patients’ spontaneity
or self-understanding were high. Given that low-demand programs have lower requirements
for patients’ functioning, these findings fit with those of other studies concluding that high
expectations for interpersonal interaction may create difficulties for poorly fumctioning
patients (Cooney, Kadden, Litt, & Getter, 1991; Kadden, Cooney, Getter, & Litt, 1989; Liu,
Babor, Delboca, Kadden, & Cooney, 1992; Project MATCH Research Group, 1997). They
also fit with more general models of person--environment matching stating that when
environmental expectations are too high for an individual’s level of competence, maladaptive
behavior and negative affect are likely to oceur (Lawton, 1989; Moos, 1997; Timko, Moos, &
Finney, 2000).

The combination of low demand and low expectations was related mainly to less
attendance by patients of program-initiated activities, particularly the program’s card, bingo.
and other games. Generally, when demands regarding patients’ functional abilities are low,
patients use fewer services offered by treatment programs (Moos & Lemke, 1994; Segal &
Aviram, 1978). These low-demand, low-expectation programs resemble the “undifferenti-
ated” residential substance abuse treatment programs identified by Moos, Moos, and
Andrassy (1999) that lacked a solid treatment orientation. Compared to patients in programs
with a strong treatment orientation, patients in undifferentiated programs were least involved
in counséling services and social activities, were least likely to complete treatment, and had
poor symptom and functioning outcomes at a 1-year follow-up.

One approach to improving treatment outcomes in programs with low demand may be o
increase the amount of support, encouragement, and individual attention given to patients.
Moos (1997) proposed that patients in low-demand treatment settings may show improved
outcomes, if the treatment milieu also provides high levels of support. According to Moos,
the benefits of high support may occur even when demands are low and perceived expect-
ations are high, Earlier research on psychiatric treatment supported these ideas (Friis, 1986,
Wendt, Mosher, Matthews, & Menn, 1983). Future studies should examine whether the
combination of high expectations and high support is beneficial to patients’ outcomes in low-
demand programs.

4.2. Limitations and conclusions

The findings presented here should be considered in light of the methods used. Firsi,
demand, treatment climate, and:patients’ in-program participation were measured concu
rently, so the results do not demonstrate a causal relationship between demand, or the
interaction of demand and treatment climate dimensions, on patients’ participation. Related to
this point, patients self-reported their participation, and results should be replicated using
assessments of patients’ activities by observers, such as program or research staff. Secondly,
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lthough we found support for positive associations between high demand and more activity
mong substance abuse patients, and for interactions between objective demand and
erceived expectations, these results were not robust or entirely consistent across the activity
indices. The results may be stronger and more consistent using programs that are more purely
igh or low demand than the ones studied here.

The primary aim and strength of our reliance on a naturalistic design was its realism: It
ssessed associations among objective demand, perceived expectations, and program partic-
pation in programs as they were actually delivering treatment {e.g., with changes in approach

when the help selected was not working) with the population that actually received it. In this -

ense, the naturalistic design is a crucial ingredient in the study’s external validity. However,
with the naturalistic design, internal validity is lower, and results regarding associations
among demand, expectations, and participation are limited specifically to substance abuse
lients who were deemed appropriate by participating programs. We cannot state that results . -
would generalize to substance-abusing individuals who are randomly assigned to high or low
bjective-demand programs.
- Our findings support the idea that programs’ demand characteristics, reflected in policies,
ervices, and design domains, influence substance abuse patients® perceptions of treatment
xpectations and their in-program participation. They also illustrate the potential importance ,
f considering objective indices of demand in conjunction with the perceived treatment
milieu in studies of how patients fare during treatment. It will be critical for future research to
ontinue to refine how demand is conceptualized and assessed, and to follow patients after
discharge so that the longer-term implications of demands and challenges during residential
reatment can be determined.
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