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ABSTRACT 

DONNA KAY STEPHENS 

WEEKDAY OR WEEKEND ADMISSIONS AS FACTORS 
IN SUBSTANCE ABUSE TREATl'vlENT SUCCESS 

AUGUST 2010 

Fewer than 50% of persons admitted to U. S. drug treatment programs complete 

them. Previous studies have associated decreased length of stay (LOS) with more 

negative treatment outcomes (e.g., resumption of drugs and alcohol. criminal recidivism, 

and unemployment), as well as societal outcomes that place a significant drain on the 

social wd fare and healthcare system. A retrospective, correlationaL causal modeling 

design was used to determine if weekday or weekend admissions to substance abuse 

detoxification and short-term residential (STR) programs contribute to LOS. A secondary 

purpose \Vas to determine the influence of demographic and clinical factors on LOS. The 

study sample was comprised of admissions to public substance abuse treatment programs 

in Texas between 2002 and 2007 (N = 39,866). For data analysis, the sample was 

randomly divided into three samples: consistent results of at least two were required for 

determining significance. 

Results demonstrated that weekday admission to detoxification or STR was 

associated with increased LOS in treatment. While none of the demographic or clinical 

variables significantly influenced the day of admission, they did show some signiticant 

Vl 



associations \Vith LOS. Overall, about 50% of those entering detoxification had a 

psychiatric diagnosis on admission. and this percentage increased to 70% for weekend 

admissions. Demographic and clinical factors related to increased LOS in detoxification 

included (a) akohol as the primary substance of abuse. (b) ethnicity other than Hispanic. 

lmd (c) age over 30. Females had a significant association with longer LOS in STR. while 

males <lid not. l ,css than l O days of use of the abused substance prior to admission \Vas 

significantly related to increased LOS in STR. 

Testing the models with \Vcekday or weekend admission as the mediating and the 

moderating variables demonstrated that the day of admission had no mediating or 

moderating effects in either detoxification or STR. While more research is needed to 

better understand the outcome of treatment success in substance abuse. the study results 

do provide implications and directions for future research and practice. 
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CHAPTER I 

INTRODUCTION 

The effects of substance abuse and dependence extend beyond the individual. 

Children and families, communities, employers, and the taxpayer are all negatively 

impacted in a myriad of ways. Substance abuse is a significant drain on public resources 

and is related to increased dependence on the social welfare system for unemployment 

benefits, disability, and Food Stamps according to Ettner et al. (2006). In addition to 

demands for substance abuse treatment services, the healthcare system is significantly 

impacted by providing services for those who suffer from alcohol-and drug- related 

healthcare needs. This includes emergency treatment for drug-and alcohol-related 

accidents and injuries, long-term treatment for chronic illnesses (e.g., cirrhosis, 

pancreatitis, and drug-and alcohol-related cognitive disorders), and the spread of 

infectious diseases ( e.g., hepatitis, tuberculosis, and HIV/ AIDS). 

Early substance abuse researchers (Joe, 1974; Joe & Simpson, 1975a, 1975b; 

Simpson, 1979, 1981) found positive outcomes from substance abuse treatment to be 

related not only to admission into a program, but also to the length of stay (LOS) in a 

treatment program. Simpson ( 1982) indicated that the improvements in the use of alcohol 

and drugs was proportional to the cumulative number of treatment sessions or "doses of 

treatment" generally indicated by LOS in treatment. Hser et al. (2002) demonstrated that 

for each $1 spent on drug treatment programs, society gained approximately $7 due to 



increased employment and productivity, and decreased arrests, incarcerations, demands 

for social services and medical care. The savings are not only financial, but extend to the 

increased quality of life for the individuals and families involved. 

Currently, treatment dropout ( or shorter LOS) is one of the most significant 

barriers to attaining positive outcomes (Ball, Carroll, Canning-Ball, & Rounsaville, 

2006). Shorter LOS or treatment dropout is associated with negative treatment outcomes 

that include diminished improvements in drug use, psychosocial functioning, and 

employment. Negative outcomes of substance abuse treatment include a resumption of 

alcohol or drugs, criminal recidivism, and greater demands on the healthcare system from 

both accidents and chronic health conditions related to substance abuse (Grella, Scott & 

Foss, 2005). The Treatment Episode Data Set (TEDS, 2006) revealed that 53% of adults 

entering substance abuse treatment dropped out prior to completing the treatment 

program. Evans, Li, and Hser (2009), in a pioneering study, evaluated the effects of 

substance abuse treatment for the "treatment dropout" and found that only 34.5% of 

dropouts had a successful outcome at one year compared to 59.1 % of program 

completers. They showed that the recidivism rate of dropouts in the criminal justice 

system was significantly higher at 62.9%, as compared to 28.9% for treatment 

completers. 

With the myriad benefits of substance abuse treatment evident, it becomes 

imperative to improve substance abuse treatment outcomes. Identifying factors that 

influence treatment success and increase LOS will allow clinicians and substance abuse 

workers to develop effective interventions at the program level, to improve outcomes and 
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increase the personal and social benefits of substance abuse treatment. Demographic and 

clinical features that have been associated with treatment dropout include age, gender, 

ethnicity, education, marital status, employment, having insurance, the primary substance 

of abuse, frequency of substance use, and prior treatment episodes (TEDS, 2006). 

Although untested in the drug rehabilitation literature, another variable that is 

related to treatment outcomes is weekend versus weekday admission for treatment. 

Healthcare outcome research in medical facilities has identified increased morbidity ( the 

presences of illness or disease) mortality (death as a result of morbidity, or the presence 

of illness or disease), and increased hospital LOS which increases healthcare costs, as 

factors affecting patient recovery and resumption of optimal levels of functioning as a 

negative healthcare outcomes. Negative outcomes have been identified for patients 

admitted for treatment on weekends compared to weekdays in medical units, intensive 

care units (ICU), emergency departments (ED), and obstetrics (Bell & Redelmeier, 2001; 

Bendavid, Kaganova, Needleman, Gruenberg & Weisman, 2007; Cram, Hillis, Barnett, 

& Rosenthal, 2005; Hamilton & Restrepo, 2003). In addition, Hamilton and Restrepo 

(2006) have identified demographic variables as risk factors for increased neonatal 

mortality on weekends, and O'Brien et al. (1997) identified demographic variables 

associated with the repetitive use of the ED for healthcare. 

As indicated above, LOS in treatment is a frequent indicator of healthcare 

outcomes. Decreased LOS in hospitals and acute medical settings is associated with more 

positive treatment outcomes including the effectiveness of treatment interventions for 

specific illnesses and disease states and the efficiency of care that reduces healthcare 
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costs. Drug rehabilitation research also uses LOS as an indicator of treatment outcomes. 

Positive outcomes for substance abuse treatment has been consistently related to the 

cumulative "doses of treatment" indicated by increased LOS in treatment (Simpson, 

1981 ). An extensive review of the literature indicates that weekend outcome research has 

not extended to include substance abuse treatment. There are no known studies that 

determine if the "weekend effect" noted in general medical, surgical, obstetric, and 

emergency services is present for those entering substance abuse treatment on weekends. 

Problem of Study 

Although demographic and clinical factors that affect drug program outcomes 

have been identified, treatment dropout remains a problem. The Substance Abuse and 

Mental Health Services Administration's (SAMHSA's) recent aggregate paired 

admission and discharge data from 42 states (approximately 1.55 million treatment 

episodes in 2006) revealed a 47% completion rate from U. S. drug treatment programs 

(TEDS, 2006). This rate is similar to completion rates found in previous large-scale 

studies. The fact that 53% of individuals left before completing treatment is troubling. 

Since the beginning of substance abuse research, early withdrawal has been associated 

with poor treatment outcomes (Carroll, 1997). 

One potential factor that may affect drug treatment programs is whether the 

patient was admitted on a weekday or weekend. Medical and nursing researchers have 

observed weekend differences in healthcare outcomes for a number of years. No studies, 

though, have been located that explore whether the "weekend effect" influences treatment 
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success for those entering substance abuse detoxification services or short-term 

residential substance abuse treatment. 

Rationale for the Study 

A better understanding of the individual variables that affect treatment outcome is 

needed. The current atmosphere of State budget shortfalls and escalating health care costs 

has Texas legislators, like lawmakers in other states, under increased pressure to show 

value for their healthcare expenditures. The California Treatment Outcomes Project (Cal

TOP) study (Ettner et al., 2006) examined the costs and savings associated with 

substance abuse treatment to determine whether savings from reductions in criminal 

activity, healthcare, and welfare dependency outweighed the costs of providing treatment. 

Ettner et al. (2006) wrote: 

Successful substance abuse treatment can change the course of peoples' lives, but 

in many cases, the people who need treatment are indigent and rely on public 

financing to pay for these services .... Given the stigma associated with 

substance abuse and skepticism about the value of treatment, it has been difficult 

for treatment professionals to make the case for public funding of substance abuse 

treatment. Policy-makers are more inclined to support treatment programs that 

"pay for themselves" through reductions in other costs such as criminal justice, 

healthcare, or welfare (p. 193). 

The Cal-TOP Study Final Report revealed that on average, taxpayers received $7 of 

benefits for each $1 of cost for substance abuse treatment. These benefits were primarily 

due to the reduction in the cost of crime (including incarceration) and increases in 
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employment earnings (Hser et al., 2002). Consistent with previous research, Hser found 

that individuals who stayed longer in treatment had lower rates of driving under the 

influence (DUI), lower arrest rates, lower incarceration rates, fewer emergency room 

visits, fewer hospitalizations, and a 26% increase in employment in the year following 

treatment. 

The results of this study will fill the void in the current body of outcome research 

by offering explanations regarding the role of weekday or weekend admissions to 

substance abuse treatment outcomes. Identifying_ potential differences in outcomes 

between detoxification and short-term residential treatment will further extend the 

knowledge regarding the pervasiveness of the weekend effect to different clinical 

settings. Determining the role of demographic and clinical variables on patient outcomes 

will allow substance abuse treatment staff to formulate specific interventions for target 

groups to maximize treatment success. If weekend differences in outcomes exist in 

substance abuse treatment, this knowledge will allow researchers to draw parallels 

between medical and mental health treatments and extend healthcare outcome research to 

a broader spectrum of treatment settings and improve the overall quality of healthcare in 

the United States. 

Purpose of the Study 

The major purpose of this study was to determine if weekday (WD) versus 

weekend (WE) admissions to substance abuse treatment programs (i.e., short-term 

residential (STR) and detoxification (detox) programs) contribute to LOS in these 
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programs. A secondary purpose will be to compare the effects of demographic and 

clinical factors on LOS for both detox and STR drug treatment programs. 

Conceptual Framework 

The framework guiding this study combines three main lines of existing research. 

Figure 1 shows the conceptual model developed by incorporating these lines of research 

and considering the complexity of the factors involved in one's decision to enter 

treatment. The relationships among the predisposing factors (i.e., demographic and 

clinical), weekday or weekend admission to treatment, and LOS in treatment are depicted 

in the order that they are expected to occur. 

The first line of research is based on studies that have identified predisposing 

demographic (i.e., age, gender, ethnicity, marital status, living situation, education, 

employment, and insurance) and clinical (i.e., previous treatment episodes, substance of 

abuse, frequency of use prior to admission, and a psychiatric diagnosis) factors that 

influence drug treatment program LOS (Dean et al., 2009; Evans, Li, & Hser, 2008; 

Fosados, Evans, & Hser, 2007; Sayre, et al., 2003; Simpson & Sells, 1982; TEDS, 2005). 

Factors associated with longer LOS include older age, male, non-Hispanic Caucasian, 

more education, employed full or part- time, less than daily use of substances, alcohol use 

rather than other drugs, previous treatment, and no psychiatric diagnosis at admission. 
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DEMOGRAPHIC 
FACTORS 

WEEKDAY 
OR 

WEEKEND 

CLINICAL 
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LENGTH OF 
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Figure 1. Conceptual model of factors influencing LOS in drug treatment programs. 

The second is based on research demonstrating that the "weekend effect" in acute 

medical settings is important. In a variety of health conditions ( e.g., stroke, myocardial 

infarction, cardiac arrest), the prognosis for those being admitted on a weekday is more 

positive than for those being admitted on a weekend (e.g., Bell & Redelmeier, 2001; 
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Bendavid, Kaganova, Needleman, Gruenberg, & Weissman, 2007). Research related to 

the admission of persons with other health conditions suggests that the "weekend effect" 

may also be important to outcomes in substance abuse treatment. As well as having direct 

effects on LOS, the demographic and clinical factors are viewed as also having indirect 

effects by influencing when one is admitted to substance abuse treatment. 

The third line of research supports the premise that LOS or "doses of treatment" 

represents substance abuse treatment success. Longer treatment allows more 

opportunities to make significant behavioral and cognitive changes and improve coping 

skills associated with lifestyle changes and treatment success. It is suggested that the 

complexity of individuals' lives and the mix of demographic and clinical factors 

influence not only LOS, but the day of admission to treatment as well. For example, 

ethnicity, gender, and age can be related to one's choice of the substance abused (Brecht, 

Greenwell, & Anglin, 2005). 

Socioeconomic status, lack of primary support, no transportation, or lack of public 

transportation, and long distances from treatment facilities may also contribute to 

difficulties entering treatment. This is especially true for women with children who 

require childcare services to engage in treatment (Ford et al., 2007). All of these factors 

may then work together to influence when and if an individual seeks treatment (Forsado, 

Evans, & Hser, 2007). Admission and LOS in treatment may be affected by the initial 

ability of staff members to deal with these complexities (Ford et al., 2007). 

Some background regarding one's decision to enter treatment is helpful in 

developing an adequate understanding of the decision to enter treatment, and why an 
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individual might drop out of substance abuse treatment. This background assists in 

explaining the conceptual model, showing the complexity of individual situations. 

Onken, Blaine, and Boren (1997) stated, in the opening comments for a symposium 

"Beyond the Therapeutic Alliance: Keeping the Drug-Dependent Individual in 

Treatment" sponsored by the National Institute on Drug Abuse, that 

If the pleasure associated with drug taking did not create so many social, 

financial, criminal, and medical problems, it is hard to imagine many 

people seeking treatment at all. Thus, while drug-addicted individuals 

want to stop the problems associated with drug use, they may not want to 

stop taking drugs. (p.1) 

Cohen, Feinn, Arias, and Kranzler (2007) found significant variations 

between treatment program goals of abstinence and a drug-free lifestyle and 

patient goals for entering treatment. Many individuals entering treatment did not 

desire to achieve abstinence but wanted to decrease consumption or stop using 

drugs temporarily to address a problem, meet a short-term goal, or address 

external pressures. Examples included stopping because of pregnancy, to maintain 

family relationships or to get one's family back, to preserve a job, obtain food and 

shelter, or in response to criminal justice pressure and the possibility of going to 

prison. Previous research ( e.g., Levin et al., 2006; Simpson, Joe, Fletcher, 

Hubbard, & Anglin, 1999; Timko Moos, Finney, & Connel, 2001; Tsogia, 

Copello, & Orford, 2002) consistently indicates that the primary reason 

individuals give for entering substance abuse treatment is to alleviate immediate 
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psychosocial problems. The desire to stop using drugs is rarely a primary cause 

for entering treatment. 

Treatment Success and LOS 

It has been argued by researchers (e.g., Carroll, Power, Bryant & Rounsaville 

1993; Evans, Li, & Hser, 2009; Laudet, Stanick, & Sands, 2009; McLelland, McKay, 

Forman, Cacciola & Kemp, 2005) that one of the main functions of addiction treatment is 

to keep patients engaged in treatment so that they can develop adaptive skills and 

relationships. Developing cognitive and behavioral changes takes time. Strengthening 

personal resources ( e.g., self-esteem, self-confidence, coping skills, and anger 

management), developing alternate rewards for substance abuse (e.g., improved health, 

improved employment, improved life satisfaction), and strengthening protective factors 

found in support groups and improved family and friend relationships are cornerstones 

for improved treatment outcomes. Longer participation in treatment is associated with 

stabilization and improvement in protective resources that, in tum, bolster the long-term 

effects of treatment and mediate part of its influence on remission from substance use up 

to 15 years later. The effect of treatment on protective resources "may contribute more to 

long-term remission than does treatment oriented toward reducing or eliminating 

substance use per se" (Moos & Moos, 2007, p. 51 ). 

Because addiction can affect many others beyond the identified patient, and 

because these "affected others" are often asked to contribute to and pay for the treatment 

of addiction, many different parts of society have legitimate expectations of addiction 
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treatments (McLelland et al., 2005). Treatment success for stakeholders and individuals 

seeking treatment include: 

1. Significant reductions in alcohol and drug use are the foremost goals of all 

substance abuse treatments, and success in this area may set the stage for other 

improvements. 

2. Increased personal health including improvements in medical and psychiatric 

health are important quality-of-life indicators for the patient and are associated 

with reductions in inappropriate utilization of the healthcare system ( e.g., 

emergency room use, long-term treatment for fetal alcohol syndrome, alcohol 

related dementia, and other cognitive disorders related to alcohol and drug 

addiction). 

3. Improvements in social functioning include improvements in employment and 

decreased dependence on public assistance such as Food Stamps, welfare, and 

housing. Improved social functioning can strengthen family cohesiveness, 

decrease Child Welfare interventions, and decrease the number of children 

entering the Foster Care system. Additionally, improved family and social 

relationships can foster relapse prevention. 

4. Decreases in behaviors that spread infectious diseases such as HIV, Hepatitis B & 

C, and tuberculosis improve public health. Public safety is improved by decreases 

in drug -and- alcohol related crimes to individuals and property and decreased 

injury and deaths due to driving while intoxicated. 
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Post-treatment outcome evaluation has been the traditional method of assessing 

the performance and accountability of addiction treatments since the 1970s. Virtually all 

outcome evaluations of addiction treatments have contacted patients one or two times 

following discharge to measure relevant behaviors such as current drug and alcohol use, 

employment, legal involvement and social functioning. Because positive treatment 

outcomes cannot be measured at discharge, researchers have determined that the 

alternative measure of LOS is a powerful marker of treatment success. Amodeo, 

Chasslera, Gettinger, Labiosa, and Lundgren (2008) indicate that LOS has been 

positively and consistently associated with improved treatment outcomes. 

LOS, the outcome variable in this study, is selected as a more powerful marker of 

treatment success than program completion. Program completion generally assumes that 

the individual has completed all treatment goals, a pre-specified LOS, and can 

successfully abstain from alcohol or drugs. The importance of program completion is the 

positive psychological bonus it adds for the individual leaving treatment (Wallace & 

Weeks, 2004 ). Despite the therapeutic benefits of program completion, the exact content 

and expected LOS for individual programs may vary making it a more inexact measure 

than LOS (Evans, Li, & Hser, 2009). 

Not all individuals complete treatment. Those withdrawing from treatment early 

may still demonstrate improved psychological functioning and positive changes in 

alcohol and drug use (Evans, Li, & Hser, 2009). Simpson (1982) found that decreases in 

drug and alcohol use and improved psychosocial functioning was directly related to the 

LOS or "doses of treatment" the individual received. 
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Assumptions 

An assumption is that the State of Texas Behavioral Health Integrated Provider 

System (SHIPS) database is accurate due to built-in program safeguards, acknowledging 

that individual clinicians throughout the State are responsible for data entry throughout 

the treatment process. Another assumption is that the BHIPS database is systematically 

scanned for errors prior to submission to SAMHSA and other Federal agencies that 

support and supply treatment funding. 

Research Questions 

The five major research questions are listed below. Each will be answered for 

individuals admitted to either of two types of treatment programs: detoxification and 

intensive short-term residential. The program treatment models vary in terms of the LOS 

considered adequate for a good outcome, thus they will be studied separately. 

1. Does weekday (WD) versus weekend (WE) admission to detox and STR residential 

treatment programs influence LOS in each type of program? 

2. Do demographic characteristics of patients (i.e., age, gender, ethnicity, marital status, 

living situation, education, employment status, and insurance type) influence LOS in 

detox and STR treatment programs? 

3. Do clinical factors of patients (i.e., abused substance, use of substance in past 30 

days, having a psychiatric diagnosis, and previous treatment episodes) influence LOS 

in detox and STR treatment programs? 

4. Does WD versus WE admission to detox and STR treatment programs mediate the 

relationship between the demographic/clinical variables and LOS? 
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5. Does WD versus WE admission to detox and STR treatment programs moderate the 

relationship between the demographic/clinical variables and LOS? 

Definition of Terms 

Weekend- refers to the period between 12:00 a.m. Saturday and 11 :59 p.m. 

Sunday. 

Substance abuse detoxification program (detox) - a program in either a hospital or 

residential facility that provides 24-hour a day medical management for the safe 

withdrawal from alcohol or drugs (TEDS, 2006). 

Short-term intensive residential (STR) treatment - treatment providing individual 

and group psychotherapy, relapse prevention, drug abuse education, skills training such 

as problem solving, anger management, and a variety of support groups (TEDS, 2006). 

Length of stay (LOS) - the actual number of days in a treatment program 

including the day of admission and day of discharge. For the purposes of this study, 

adequate LOS for STR treatment is 28 days or more and adequate LOS for detox services 

is 4 days or more (TEDS, 2006) . 

Predisposing factors - identified demographic (i.e., age, gender, ethnicity, marital 

status, living situation, education, employment, and insurance) and clinical factors (i.e., 

primary drug of abuse, frequency of use in the month prior to admission, and the 

presence of a psychiatric diagnosis) at admission that potentially affect treatment 

outcomes (TEDS, 2006). 
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Limitations 

Several limitations affect generalization of the study results: 

1. Data represent self-report of individuals entering treatment. 

2. An individual entering treatment may exaggerate or minimize levels of drug and 

alcohol consumption prior to seeking treatment. 

3. Only data from public treatment facilities that receive Federal funding are 

included. Thus, the data do not include all substance abuse admissions and 

discharges in the State of Texas. 

Summary 

LOS is a frequent indicator of healthcare outcomes. As previously noted 

decreased LOS is associated with positive outcomes in medical settings but is considered 

a negative outcome in the drug rehabilitation literature. Depending on the goals of 

treatment, LOS is considered a powerful outcome indicator. In this study, factors that are 

associated with increased LOS in treatment will provide valuable information for health 

care providers to improve the delivery of substance abuse treatment. 

The day of admission (i.e., WD or WE) has been identified as important to patient 

outcomes for those with a variety of medical diagnoses. Increased morbidity, mortality, 

increased LOS, and therefore increased costs, in addition to a decreased level of 

functioning and decreased quality of life has been noted with a number of common 

disease processes (Bendavid et al., 2007; Cram et al., 2005). Recognizing differences in 
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treatment outcomes allows clinicians to identify and address issues that affect quality of 

care, improve patient outcomes, and decrease healthcare costs. 

An extensive review of medical and nursing literature has revealed that research 

exploring WD and WE differences in patient outcomes has not extended to cover drug 

treatment and rehabilitation programs. A few researchers (Hamilton & Restrepo, 2006 

and O'Brien et al., 2007) have explored demographic and clinical variables as risk factors 

contributing to differences in patient outcomes. Demographic and clinical variables have 

been noted in previous acute medical care studies as part of the description of the 

research samples but have not been the focus of weekday and weekend outcome research. 

Identifying differences in demographic and clinical variables between WD and WE will 

allow researchers to extend current outcome research to more diverse treatment settings, 

fill a gap in the literature, and gain a better understanding of the role of patient 

characteristics, day of admission, and treatment outcomes. 
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CHAPTER II 

LITERATURE REVIEW 

This review of the literature is divided into four major parts. The first offers 

research and a discussion of differences in patient outcomes related to weekdays (WDs) 

and weekends (WEs) in medical facilities. The second highlights research regarding the 

demographic variables in this study (i.e., age, gender, ethnicity, marital status, living 

situation. education. employment. and insurance) and the clinical variables (i.e., primary 

drug of abuse. frequency of use in the month prior to admission, and the presence of a 

psychiatric diagnosis at admission). The third includes a review of studies highlighting 

the impact of length of stay (LOS) and program completion on treatment outcomes. The 

final part presents a summary of the possible role of these variables in the current study. 

Weekday and Weekend Differences in Patient Outcomes 

Acute Hospital Admissions 

Bell and Redelmeier (200 I) observed differences in mortality between WDs and 

WEs for three specific disease processes in Canadian hospitals over a I 0-year period. 

They studied ruptured abdominal aortic aneurysm (N = 5454), acute epiglottitis (N = 

1139). and pulmonary embolism (N = 11.686). Mortality for ruptured abdominal aortic 

aneurysms was 42% on WEs compared to 36% on WDs (p < 0.001 ). acute epiglottitis 

was 1.7% on WEs versus vs. 0.3% on WDs (p = 0.04), and pulmonary embolism was 
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13% on WEs versus 11 % on WDs (p= 0.009). The differences in mortality persisted for 

all three diagnoses after adjustment for age, sex, and coexisting disorders. 

Cram, Hillis, Barnett, and Rosenthal (2005) examined patients admitted to 

California hospitals from the Emergency Department (ED) with any of 50 common 

diagnoses (N = 641,860). They found an increase in the adjusted odds of death for 

patients admitted on WEs compared to those admitted on WDs ( OR 1.03, p = 0.005). 

Three diagnoses (i.e., cancer of the ovary/uterus, duodenal ulcer, and cardiovascular 

surgery) were associated with a statistically significant WE effect. While overall 

mortality was similar for patients admitted to all hospital categories, the WE effect was 

larger in major teaching hospitals compared to nonteaching hospitals ( OR = 1.13 vs. 1.03, 

p = 0.03). 

Bendavid, Kaganova, Needleman, Gruenberg, and Weissman (2007) examined 

approximately five million Medicare-funded hospital admissions in three states using 

eight Patient Safety Indicators developed by the Agency for Health Research and Quality 

(AHRQ). They found that four of eight complications occurred more frequently on WEs: 

postoperative hemorrhage, newborn trauma, vaginal deliveries without instrumentation, 

and obstetric trauma during cesarean sections. Among patients undergoing vascular 

procedures. surgical complications occurred more frequently. 

Ernest. Chen, and Seow (2007) examined 45,395 admissions to a Singapore 

hospital. They found that those admitted on WEs, after-hours on Friday, and all day 

Saturday and Sunday had a 0.3 day longer LOS than those admitted during the week. 

O'Brien et al. ( 1997) examined ED admissions (N = 902) at an urban teaching hospital in 
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Rhode Island. Patients who identified the ED as their regular source of care were 2. 7 

times more likely (95% Cl, 1.9-4.0) to be Black than Caucasian and were more likely to 

be younger than 30 years of age OR 1.5 ( 1.0, 2.4 ), to report an annual household income 

of less than $30,000 OR .3 (.2, .4), and to have less than a high school education OR 1.7 

( 1.2, 2.3 ). This group was also more likely to be uninsured or to be on Medicaid than to 

have other types of insurance ORl.7 (1.2, 2.4) and 1.5 (1.0, 2.4) respectively. Sixteen 

percent of the total sample reported more than two ED visits per year. These groups also 

reported lower social support, OR 1.5 ( 1.1, 2.2), were more likely to have alcohol OR 1.6 

( 1.1, 2.2) or drug problems, OR 1.8 ( 1.2, 2.8), and were more likely to report depression. 

This study of ED treatment-seeking behaviors by O'Brien et al. ( 1997) identified many of 

the same demographic characteristics as identified by Hamilton and Restrepo (2006) in 

their study of women who delivered on WEs or WDs. Similar demographics have been 

associated with decreased LOS in substance abuse treatment. 

Medical and Surgical Intensive Care Units (ICUs) 

Ensminger et al. (2004) observed the mortality rate of patients admitted to the 

ICU in an urban hospital between 1994 and 2002 (N = 20,084). They found increased 

mortality rates (11.3% vs. 7.0%) for those admitted on a WE compared to WD. Clark and 

Nonnile (2007) examined 1.536 patients admitted to the ICU from the ED over a two

year period from an iooer-city teaching hospital in the mid-Atlantic region of the United 

States. They found persons admitted on the WE from the ED to the ICU had an overall 

hospital mortality rate of 22.4% compared to a mortality rate of 15.3% for those admitted 

on WDs. In addition, patients admitted from the ED on the WE had a mortality rate of 
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Diagnoses and Medical Conditions 

Stroke 

Crowley ct al. (2009) compared mortality rates for a nationwide sample of 

patients admitted to hospitals on WDs or WEs for intracerebral hemorrhage 

(N = 13.821 ). They found the overall mortality rate was 12% higher for those admitted on 

WEs compared to WDs and the odds of death remained elevated at 7, 14, and 30 days 

compared to WD admissions. Saposnik, Baibergenova, Bayer, and Hachinski (2007) 

examined 26.6 76 patients admitted to 606 hospitals in Canada during 2003 and 2004 for 

ischemic stroke. Weekend admissions were associated with higher stroke mortality than 

WD admissions (8.5% vs. 7.4%). Higher mortality rates between WDs and WEs 

remained for both urban and rural hospitals after adjusting for age, sex. comorbidities, 

and medical complications. Reeves et al. (2009) examined data from 187,669 acute 

ischcmic stroke and 34,845 acute hemorrhagic stroke admissions who presented to the ED 

of 857 hospitals between 2003 and 2007. The hospital mortality rate was 5.8% for acute 

ischemic stroke admissions after hours and on WEs compared to 5.2% mortality for those 

admitted on WDs during business hours. For hemorrhagic stroke. mortality was 27.2% 

for after hours and WEs compared to 24.1 % for WO admissions during business hours. 

Myocardial Infarction 

Kostis et al. (2007) found that for patients with myocardial infarction. (N = 

59. 786) and WE admission was associated with higher mortality and lower use of 

invasive cardiac procedures compared to WO admissions. The differences in mortality 

rates were noted as early as the day after admission (3.3% vs. 2.7%) and remained 
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significantly higher for WE admissions at 30 days (12.9% vs. 12.0%) and persisted for up 

to one year. Becker (2007) examined Medicare patients admitted for acute myocardial 

infarction (N=922.074) and found WE admission led to a 3.47 % reduction in heart 

cathcri:t.ations. 1.52% reduction in angioplasty, and 0.35% decrease in bypass surgery. 

·1bcsc delays in treatment resulted in a 3.8% increase in I-year mortality and 2% increase 

in I -year admissions for congestive heart failure (p<.001) for those admitted on WEs 

compared to WDs. Significantly. Becker found longer delays in treatment in those 

hospitals that maintained an .. open,. catherization lab compared to hospitals that closed 

the lab for WE procedures. He sunnises that mandatory staffing and the availability of 

technology do not diminish WE effects on patient outcomes. 

Cardiac Arrest 

Pcberdy ct al. (2008) examined 86. 748 hospital cardiac arrest events between 

2000 and 2007 to compare survival rates between day and evening and night and WE 

cardiac events. Survival rates from cardiac arrest to discharge were 14. 7% on nights and 

WEs vs. 19.8% during days and evenings. Survival at 24 hours (28.9% vs. 35.4%) and 

favorable neurological outcomes ( 11.0% vs. 15.2%) were substantially lower during the 

night and WEs compared with days and evenings. Among in-hospital cardiac arrests 

occurring during day and evening hours, survival was higher on WDs (20.6%) than on 

WEs ( 17.4%). whereas among in-hospital cardiac arrests occurring during night hours, 

survival was similar on WDs (14.6%) and WEs (14.8%). 

Chan, Krumholz, Nichol, and Nallamothu (2008) found differences in time to 

defibrillation after cardiac arrest (N = 6,789) to be associated with decreased survival. 
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Survival rates were 22.2% when there was a delay compared to 39.3% survival when 

there was no delay in defibrillation. They found delayed defibrillation in 2,045 (30.1 %) 

of patients. Characteristics associated with delayed defibrillation included being of Black 

ethnicity, no cardiac admitting diagnosis, and occurrence of cardiac arrest at a hospital 

with fewer than 250 beds, in an unmonitored hospital unit, and during after-hours periods 

(i.e., 5 p.m. to 8 a.m. or WEs). 

Pulmonary Embolism 

Aujesky et al. (2009) explored mortality rates and LOS for patients (N = 15,531) 

admitted with acute pulmonary embolism (PE) on WDs and WEs. Patients admitted on 

WEs had a higher unadjusted 30-day mortality rate (I I. 1% vs. 8.8%) than patients 

admitted on WDs, with no difference in LOS. 

Labor and Delivery 

Hamilton and Restrepo (2003) found a 42% increase in the risk of neonatal 

mortality on WEs versus WDs. In a later study (2006), they examined 923,905 matched 

Texas birth and infant death certificates from 1999 through 2001. They found that women 

who were of an ethnic minority, unmarried. did not have Medicaid or private insurance. 

and did not have private prenatal care were more likely to deliver on WEs and that the 

odds of neonatal mortality increased 36.5% when a birth took place on the WE. These 

findings suggested that while the volume of WE births is less, the risk of neonatal 

mortality is increased. Gould, Qin, Marks, and Chavez (2003) studied births in California 

from 1995 to 1997. They found a 17.5% decrease in births on WEs, cesarean deliveries 

dropped from 22% on WDs to 16% on WEs. Observed neonatal mortality increased from 
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2.80 per 1000 births on WDs to 3.12 per 1000 births on WEs, and from 4.95 to 6.85 

deaths per 1000 cesarean deliveries. 

Stewart .. Andrews .. and Cartlidge ( 1998) explored intrapartum asphyxia (an 

unexpected outcome during nonnal labor and delivery) for 79 normal birth weight(> 

1.499 grams) infants in Wales between 1993 and 1995. There was a tendency for babies 

born towards the end of the week to have a higher rate of intrapartum related deaths. 

Monday and Tuesday births had the lowest relative risks (RR) of death, 0. 78, 95% C/ 

(0.39 .. 1.57] and 0.71, (0.36, 1.43], respectively, in contrast with 1.20 [0.68, 2.21] and 

1.48 (0.82, 2.68) on Saturday and Sunday. However, according to Stewart et al. ( 1998) 

these differences were not significant. 

Weekend Admissions for Medical Care, Demographic Factors, and Outcomes 

Hamilton and Restrepo (2006) identified sociodemographic factors associated 

with increased odds of WE delivery. Women who were ethnic minorities, unmarried, did 

not have Medicaid, and did not have prenatal care were more likely to experience a WE 

delivery. The odds of neonatal mortality increased 36.5% if the delivery was on a WE 

rather than a WD. O'Brien et al. ( 1997) found that frequent users of ED services for their 

routine source of medical care were 2. 7 times more likely (95% Cl) [ 1. 9-4.0] to be black 

than white, female, and were more likely to be younger than 30 years and to have less 

than a high school education. Over half reported full time employment and reported an 

annual household income of less than $30,000. This group was also more likely to have 

Medicaid or be uninsured. They were also less likely to report a chronic illness or to take 

medications. In addition, they reported more problems with alcohol, drugs, depression, 
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and less social support. The demographics related to negative neonatal outcomes and to 

use of ED departments for non-emergency care are similar to demographics identified in 

substance abuse treatment outcome studies and are related to decreased LOS in treatment. 

Perhaps being younger, lacking social and financial supports, having less education and 

employment adds to ambivalence about treatment and influences LOS. 

Facton Related to Substance Abuse Treatment Outcomes 

Age 

Fosados. Evans, and Hser, (2007) studied (N = 1,057) Proposition 36 Prison 

Diversion Program participants. They found Hispanics entering treatment to be younger 

(Ji= 33.2 years) compared to Whites (M = 36.9 years), and Black were oldest (M =40.9 

years). Stack, Cortina. Samples, Zapata, and Arcand (2000) examined veterans admitted 

for residential substance abuse treatment (N = 340). They found age and ethnicity as 

significant predictors of treatment dropout. Sixty-six percent of the veterans completed 

the program. The treatment cohort was 82% Black and 16% Caucasians. Black veterans 

( 71 % ) had significantly higher completion rates than Caucasian veterans ( 4 9% ). Veterans 

completing treatment were on average two years older than those who did not complete 

treatment. Younger Black veterans were more likely to leave treatment early. In addition, 

Caucasian patients were less likely to complete residential substance abuse treatment in a 

program in which the majority of both therapists and patients were Black. 

Older adults are not immune to drug abuse according to Bacharach, Bamberger, 

Sonnenstuhl, and Vashdi (2008). They examined (N = 978) blue collar workers from 

transportation, manufacturing, and construction sectors who were eligible for retirement, 
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were deterring retirement. or retired and returned to the workforce part-time. They found 

that 26% of the sample reported having at least one problem relating to drug abuse, and 

over 2% reported a level of abuse high enough to justify fonnal assessment for addiction. 

They also found that being fully retired. as opposed to deferring retirement, is associated 

with increased drug abuse severity. For those who have fully retired, age is inversely 

related to drug abuse severity with younger retirees reporting more abuse related 

problems than older retirees did. 

Gender 

Historically. women compared to men tended to start their drug careers at a later 

age. but the progression of the disease process and the development of significant 

negative health outcomes are more rapid in women. Fox, Hong, Paliwal, Morgan, and 

Sinha (2008) found increases in progesterone, estradiol, and cortisol throughout the 

menstrual cycle of newly abstinent cocaine addicts. Altered ratios of estradiol and 

progesterone are associated with negative mood, drug-seeking behaviors, and relapse. 

They also found that when progesterone levels are elevated, the subjective feelings of 

.. being high'' or "euphoria'' are attenuated in drug abusing women. The increased positive 

or pleasurable effect of the drugs reinforces continued abuse. Research suggests that 

neurobiological and hormonal differences contribute to the variable course of drug abuse 

careers between men and women. This also may contribute to their preferential use of 

drugs compared to alcohol. 

Arfken, Klein, Di Menza, and Schuster (200 I) reported that women entering a 

publicly funded substance abuse treatment program in Detroit had greater problem 
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severity and more psychosocial issues at admission and were less likely to stay in 

treatment for 30 days or complete the treatment program than were men Pregnant 

women enrolled in a comprehensive treatment ·program with drug-free (N = 85) or drug 

using (N = 82) male sexual partners were studied by Tuten and Jones (2003). Compared 

with male drug-free partners, male drug using partners had more unemployment and legal 

involvement, less education, were less likely to be supportive of the pregnant woman's 

recovery efforts. and were more likely to give them money to buy drugs. Male drug-free 

partners also had fewer medical, dental, legal, and transportation needs than male drug 

using partners did. Retention data suggest that women with male drug using partners 

remain in treatment for a shorter time compared to women with drug free partners. Choi 

and Ryan (2006) found that only 22% of parents or caregivers (N = 871) completed 

substance abuse treatment required by child welfare. Consequently, their children 

experienced longer stays in substitute care settings, and the risk of the termination of 

parental rights is increased. Heroin users were significantly less likely to complete 

treatment as compared with alcohol, cocaine, and marijuana users. 

Maxwell and Freeman (2007) examined 8,464 adult women and 21,155 adult 

males who entered substance abuse treatment in Texas between 2000 and 2005 that were 

on probation for Driving under the Influence (DUI), arrested for DUI, or referred to 

treatment by DUI probation. Females were significantly more likely to be White (73% vs. 

56% ), to have used drugs for a shorter period of time ( 1 7 vs. 19 years), and to be seeking 

custody of their children (11% vs. 2%). More women than men (32% vs. 23%) met the 

Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric 
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Association, 2000) criteria for drug dependence. Women compared to men had more 

psychiatric disorders including depression (16% vs. 7%) and bipolar disorder (12% vs. 

5%). Women had more serious drug involvement than men and were more likely to have 

injected drugs (31 % vs. 23%), to have used drugs daily (42% vs. 40%), and to have had 

prior treatment episodes (60% vs. 49%). Females compared to males were less likely to 

complete treatment (67% vs. 72%). Treatment follow-up at 60 days indicated that women 

were more likely than men (9% vs. 7%) were to be living with someone who abused 

alcohol or drugs. Although females comprised only 29% of this study, the results 

indicated that they experienced more psychosocial problems on entering treatment, were 

more severely impaired on admission, and had experienced more psychosocial 

difficulties after treatment. This study indicates that demographic and clinical 

characteristics of individuals entering treatment in Texas are comparable with nationwide 

data. 

Brecht. Greenwell. and Anglin (2005) examined risk factors for not completing 

residential (N = 32,230) or outpatient treatment (N = 81,345) in California over a I 0-year 

period. Predictors of increased risk for treatment dropout included: (a) being female. (b) 

being African American or Hispanic (vs. non-Hispanic Whites), (c) being younger at 

treatment admission, ( d) having less than a high school education, ( e) having a mental 

illness, and (f) engaging in daily methamphetamine use, injectable drug use (IOU), or 

secondary cocaine/crack or heroin abuse (as compared with those with no secondary 

drug). Outpatient risk factors were the same except for gender and included being male, a 
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minority, having less than a high school education, having a mental illness, daily 

methamphetamine use, IOU, and secondary drugs of cocaine, crack or heroin. 

Ethnicity 

Fosados, Evans, and Hser (2007) studied 1,057 Proposition 36 Prison Diversion 

Program participants. Proposition 36 allows nonviolent drug offenders to receive 

treatment in lieu of incarceration, probation, or parole. Despite mixed findings on ethnic 

differences in the drug treatment literature, researchers increasingly agree that minority 

groups experience more persistent and severe drug addiction, greater harmful 

consequences such as an increased rate of infectious diseases ( e.g., HIV, hepatitis 8 and 

C) related to intravenous drug use, and a higher prevalence of morbidity and mortality. 

Blondell, Amadasu, Servoss, and Smith (2006) chose a random sample of those 

completing detox and those who left treatment early. Significant predictors of treatment 

dropout included Latino ethnicity, detox from drugs rather than alcohol, Friday or 

Saturday discharge, Medicaid or no health insurance, and not having one specific 

attending physician. They found that 85% of patients with all these characteristics 

dropped out of treatment early. Only a single patient without any of these characteristics 

dropped out of treatment. 

Amaro, Arevalo, Gonzalez, Szapocznik, and lguchi (2006) in a review of the 

literature found more severe and disproportionate consequences of alcohol and drug 

abuse among Hispanic adults such as: HIV/ AIDS and other medical consequences of 

drug use ( e.g., Hispanic and Black injection drug users have greater infection risk for 

mycobacterium tuberculosis and Hepatitis Band C.) They also found higher rates of 
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alcohol-related problems, intimate partner violence, and cirrhosis mortality among 

Hispanic men. 

Milligan, Nich, and Carroll (2004) conducted two studies (N = 111 each) to 

determine if there were differences between African Americans and Caucasians who 

were undergoing treatment for cocaine dependence. Although baseline characteristics, 

treatment goals, and cocaine use outcomes were similar for African American and 

Caucasian participants, treatment dropout for African Americans was significant. LOS 

for African Americans was 33.6 days compared to 74.6 days for Caucasians. It is 

interesting to note that 82% of African Americans in Study 1 and 78% in Study 2 

expected improvement in less than one month compared to 74% of Caucasians in Study 1 

and 59% in Study 2. 

Marital Status 

Sayre et al (2003) found that treatment dropouts were more likely to be separated 

from their spouses, have poorer family and social functioning, have fewer years of 

education. and to be female. Those participants with higher education levels and those 

with poorer psychiatric functioning tended to remain in treatment longer. 

McCollum, Nelson, Lewis, and Trepper (2005) examined 62 heterosexual couples 

in which the female partner was in drug treatment. Participants reported more days of 

drug use post-treatment (7.4 days) when their partners reported higher relationship 

quality in the pretreatment assessment. When partners reported poorer relationship 

quality pretreatment, participants used drugs approximately 3 .3 days per month post

treatment. The assessment of relationship quality also predicted treatment dropout and 
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treatment completion. When the partner rated the relationship quality as high and the 

woman related the quality as low, 35% of women dropped out and 65% completed 

treatment. When both the woman and the partner rated the relationship quality as high 

30% dropped out and 70% completed treatment. As the woman rated the relationship 

quality as lower, treatment dropout decreased and program completion increased. When 

both the woman and partner rated the relationship quality as low, treatment drop out 

declined to 7% and treatment completion was 93%. 

Marital status of the ethnic groups was described for the 1,057 Proposition 36 

Prison Diversion Program participants their entering treatment (Fosados, Evans, & Hser, 

2007). Of those married, 18.4% were Black, 16. 9% Hispanic, and 13. 9% Caucasian. In 

addition, 41.9% of Caucasians, 31.3% of Blacks, and 30.1 % of Hispanics were separated 

or divorced. Those single or never married included 53% of Hispanics, 50.3% of Blacks, 

and 44.2% of Caucasians. These statistics suggest the positive role of social support 

through interpersonal relationships may reduce the development of legal consequences of 

alcohol and drug abuse and therefore admission to the Proposition 36 Prison Diversion 

Program. 

Living Situation 

Booth, Sullivan, Koegel, and Burnam (2002) studied 1, 185 homeless individuals 

in Los Angeles County. Almost half the sample (46.4%) had had a recent substance 

dependence diagnosis within the past six months. Alcohol dependence was most frequent 

(34.3%), followed by cocaine dependence (20.0%), cannabis (5.0%), and heroin (2.9%). 

Of this sample, 13.3% were recently dependent on alcohol and drugs, 21.3% on alcohol 
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alone. and 12.0% on an illegal drug alone. Just over half (53.7%) were not dependent on 

either alcohol or drugs in the previous six months. The substance-dependent homeless 

reported more multiple episodes of homelessness, longer episodes of homelessness, 

earlier age at first homelessness, and significantly more family and social troubles before 

their first episode of homelessness. They were more likely to have experienced 

institutional care, physical or mental health problems, and substance use before their first 

episode of homelessness compared to homeless individuals with no substance 

dependence. Those using only alcohol were older (40.6 years) compared to those with 

both alcohol and drug dependence (30.9 years) and drug dependence only (34.3 years). 

Those with no drug or alcohol dependence had a mean age of 38.0 years. 

Education 

Luchansky, Krupski, and Stark (2007) studied 12,726 primary methamphetamine 

users and found 43% had less than a high school education. Evans, Li, and Hser (2009) 

found Proposition 36 Prison Diversion Program dropouts (N = 1,335) to be younger (36.5 

vs. 3 7. 5 years) and have slightly less education ( 1 1. 7 vs. 11. 9 years); al 1 had less than a 

high school education. Brecht, Greenwell, and Anglin (2005) found that 42 to 44% of the 

242.000 annual admissions for drug treatment in California had less than 12 years of 

education. Sayre et al. (2003) found those having more years of education remained in 

treatment longer compared to those with less education. 

Dean et al. (2009) reports the association of lower levels of education with poorer 

treatment outcomes for methamphetamine abusers. Some studies suggest that cognitive 

function may play a role·in a participant's ability to persist in treatment and to resist 
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relapse. At face value, poor cognitive function would seem to be associated with the 

reduced effectiveness of cognitive treatment strategies ( e.g., cognitive-behavioral 

therapy). poor insight, and possibly reduced control over drug craving and early program 

dropout. 

Employment 

In 2003, the Interstate Cooperative Study (TOPPS-II ICSG) composed of 

researchers from Maryland, Washington, and Oklahoma examined the relationship 

between publicly funded substance abuse treatment and employment. Treatment and 

wage data from 20,495 treatment participants were examined. They found program 

completers 22% to 49% more likely to be employed than noncompleters and to earn 

higher wages in the year following treatment. Those staying in treatment longer than 90 

days (compared to those staying less than 90 days) were 22% to 43% more likely to be 

employed in the year following treatment. These findings were consistent across the three 

project States with different patient populations, treatment delivery systems, and labor 

markets. 

Insurance 

Altennan, Randall, and Mclellan (2000) examined nine outpatient treatment 

centers and compared outcomes between alcohol and cocaine dependent men (N = 145) 

and women (N = 149). The only difference noted was that patients with drug dependency 

treated via managed care showed more improvement than those with alcohol dependency. 

Maglione and Ridgely (2006) cite data from the Kaiser Family Foundation and 

the National Governors Association (2004) indicating Medicaid is the primary source of 
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health insurance for one in seven U.S. citizens and accounts for 16% of national spending 

on health care. Between 1989 and 1999, federal Medicaid spending grew by over 200%, 

from $35 billion to $108 billion and approximately 14% was used to fund behavioral 

health treatment, with 85% of these funds expended for mental health treatment and 

approximately 15% for substance abuse treatment. 

Clinical Facton and Treatment Outcomes 

In addition to the demographic factors affecting drug treatment success, there are 

clinical factors that likely have an effect as well. Program dropouts (decreased LOS) 

experience more severe social problems than those completing treatment. These problems 

affect multiple areas of functioning such as socioeconomic status, mental health, drug use 

patterns. criminal history, motivation level, and personal and social relationships (Evans, 

Li & Hser. 2009). 

Drug treatment dropout has been associated with a number of clinical factors. 

These factors include co-occurring psychiatric diagnoses, more frequent or recent drug 

use. primary use of drugs rather than alcohol (particularly heroin or cocaine), low 

motivation for treatment, more recent arrests, a history of childhood abuse or neglect, 

caring for dependent children, poorer family and social functioning, peer deviance, and 

unstable living situations including homelessness (Evans, Li, & Hser, 2009). 

Primary Drug of Abuse 

In a sample of 12,726 drug users, Luchansky, Krupski, and Stark (2007) studied 

the LOS of primary methamphetamine users compared to those entering treatment for 

alcohol, marijuana, and other hard drugs (cocaine, heroin, and other opiates). Hard drug 
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users had the lowest LOS (76.0 days) followed by primary methamphetamine users (77.9 

days). LOS was longer for primary marijuana (84.8 days) and alcohol (97.2 days) users. 

Frequency of Use in the Month Prior to Admission 

Dean et al. (2009) found that the frequency of methamphetamine abuse during the 

first two weeks of treatment, indicated by two or fewer urine tests positive for 

methamphetamine metabolites, were more likely to complete treatment and achieve 

abstinence from methamphetamine for the majority of the treatment program. 

Alternatively, participants with three or more methamphetamine positive urines during 

the baseline period were more likely to drop out and continue to use methamphetamines 

regularly. These findings note an association between baseline frequency of drug use, 

LOS. and treatment success. 

Carroll and colleagues (1993) have reported that those patients with more severe 

substance problems pretreatment tended to have a poorer treatment outcome. They 

indicated that cocaine-positive baseline urine screening is a strong predictor of negative 

outcomes for both inpatients and outpatients, suggesting that the inability to establish 

abstinence. even for a brief period, prior to treatment is more likely to occur among those 

with more severe substance abuse problems. 

Previous Treatment Episodes 

Hien and Schei er ( 1996) explored the relationship between trauma history and 

treatment outcomes for 101 randomly selected inner-city women entering treatment. 

Sixty women (59.4%) had positive short-term outcomes after detox. The study revealed 

that positive outcomes were related to the number of previous treatment episodes and 
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outpatient program participation. They suggest that women with acute alcohol and drug 

addiction problems may acquire abstinence through repeated treatment efforts. 

Cacciola .. Dugosh, Foltz, Leahy, and Stevens (2005) explored treatment outcomes 

between treatment-naive and treatment-experienced participants (N = 1,380). Compared 

to treatment-experienced participants, treatment-naive participants were younger, more 

likely to be women, and employed. They were also more likely to live with a substance 

abuser and view their substance use as less serious. The primary substance of abuse 

differed between the two groups. Alcohol, as opposed to illicit substances, was identified 

as the primary substance of abuse by 44% of the treatment-naive and only 29% of the 

treatment experienced. Although treatment-naive participants attended fewer self-help 

groups in the six-month period following treatment (which would be consistent with less 

perceived seriousness of substance use), LOS for the index treatment episode was 

comparable to that of the treatment-experienced participants. 

Psychiatric Diagnosis at Admission 

Hser, Evans, and Huang (2005) studied treatment outcomes among 1,073 

methamphetamine-abusing patients (567 women, 506 men) in outpatient and residential 

programs in California. The results of their study are consistent with a previous study 

noting that psychiatric disorders preceded the onset of substance abuse disorders more 

often in females than males (Grella, Polinsky, Hser, & Perry, 1999). Substance-dependent 

females were more likely to need help for emotional problems at a younger age and to 

have attempted suicide more often than substance-dependent males. They also found that 

despite a shorter length of treatment, females were more likely to pursue outpatient 
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support following treatment (Grella et al., 1999). Sayre et al. (2003) found that those with 

psychiatric diagnoses (N = 165) remained in treatment longer than those without a 

psychiatric diagnosis. 

Detoxification, Further Treatment, and Treatment Outcomes 

Carroll. Triplett. and Mondimore (2009) explored engagement in treatment after 

inpatient detox (N = 134). They report detox services are used by approximately 20% of 

all those admitted for substance abuse treatment. Fonnal detox is considered helpful in 

decreasing the withdrawal symptoms associated with heroin, and preventing 

complications of withdrawal from alcohol and sedatives. Additional findings were also of 

interest. Approximately 38% of those entering detox drop out before detox is completed. 

Twenty to forty percent of those completing detox sustain short-tenn (less than 90 days) 

abstinence. Only about 30% of completers sought further outpatient treatment. The first 

24 hours after discharge seems to be the "window of opportunity'' to engage the newly 

detoxified patient in further treatment. After the first day, it was rare to engage patients in 

aftercare treatment. 

Chutuape, Jasinski, Fingerhood, and Stitzer (200 I) investigated short-tenn 

outcomes of a three-day inpatient medical detox for heroin addiction. During the 30 days 

before detox, days of self-reported use of heroin was 28 days, cocaine 19, and for alcohol 

14 days. Prior to treatment, an average of $1,975 was spent on drugs. At six months 

following detox, the mean days of reported heroin use ranged from 11 to 14; 21-30% of 

patients reported no heroin use, whereas 25-36% reported almost daily use. Participants 

reported similar reductions in cocaine and alcohol use. Abstinence reports were verified 
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through urine screening tests. In addition, at least 41 % reported engaging in formal 

inpatient or outpatient treatment; another 25-33% reported attending self-help groups. 

Chaupute and colleagues also indicated that outpatient treatment following detox is 

associated with improved treatment outcomes. 

Program Completion and Treatment Outcomes 

Wal lace and Weeks (2004) compared program completers to program dropouts 

(N = 133) in a Veteran·s Administration (VA) drug treatment program. Program 

graduates in the year after treatment used fewer psychiatric hospital days (1.4 vs. 5.4) 

than before treatment. Treatment dropouts did not significantly reduce psychiatric 

hospital days (6.9 vs. 5.4). Program graduates were more likely to be abstinent at 6 

months (75% vs. 13%). less likely to have a full relapse at 6 months (9% vs. 62%), and 

less likely to be incarcerated at 6 months (I% vs. 10%). They also found treatment 

dropouts experienced a 50% higher death rate (15% vs. 10%) compared to program 

completers at three years. Wallace and Weeks also noted that program dropouts 

completing a larger percentage of the expected 20 treatment sessions before dropping out 

had a greater chance of abstinence at six months than those dropping out with fewer 

treatment sessions. 

The Impact of Length of Stay on Treatment Outcomes 

The paradox of substance abuse treatment LOS compared with other mental 

health and medical treatment LOS is that there is an inverse relationship between LOS 

and treatment outcomes. For substance abuse treatment LOS, "more is better" compared 

to medical and psychiatric treatment LOS where "less is best.'' With the advent of 
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managed care, the development of new medications, and more intensive outpatient 

treatment programs, there is constant pressure to discharge patients from the hospital 

sooner. According to Compton, Craw, and Rudisch (2006) inpatient care is the most 

expensive component of mental health services, so inpatient episodes are now typically 

brief and focused on managing crises and stabilizing symptoms. As a result, LOS on 

psychiatric inpatient units around the country has progressively decreased. 

Blais, Matthews, and Lipkis-Orlando (2003) identified variables associated with 

increased LOS for psychiatric patients admitted to a psychiatric hospital in Boston, 

Massachusetts. These variables could be assessed during the preadmission evaluation and 

could be used to predict increased LOS. Awareness of the potential for increased LOS 

would allow clinicians to allocate resources and focus treatment interventions to decrease 

costs and overall LOS. 

According to Heeren, Dixon, Gavimeni, and Regenold (2002) during a five-year 

study of readmissions to an urban geriatric psychiatry unit, the mean LOS for the index 

admission decreased significantly over the five years, from 33.6 days to 9.5 days, a 

decline of 72 percent. The mean LOS for patients who were not readmitted also 

decreased significantly, from 27.5 days to 12.7 days, but the 54% decline was less severe. 

During the same period, the overall proportion of readmitted patients doubled, from 5% 

in 1993 to 11 % in 1997. Heeren and colleagues propose that the temporal association 

suggests, but does not prove, that the readmission rate doubled because LOS declined. 

According to the Center for Mental Health Services (CMHS) Uniform Reporting System 
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( 2008 ). the LOS for acute psychiatric admissions to state hospitals in Texas is 15 days 

,..,ith a 30-day readmission rate of 8.5%. 

Blank. llixon. Gruman. Robison, Hickey. and Schwartz (:~005) explored 

predictors of LOS in a geropsychiatric unit. With an aging population. better 

understanding of factors intlucncing extended LOS in elderly psychiatric patients 

commands more attention. and encourages the development of interventions to help 

contain costs for inpatient treatment. They found that illness severity. cognitive 

irnpainncnts. and medical comorbidities were a more consistent predictor of extended 

I.< )S than spcci tic dcmogmphic or diagnostic factors. 

Simpson and Sells ( 1982) examined approximately 44.000 admissions to 52 

Jiffcrcnt treatment programs fi.lr heroin addiction as part of the Drug Abuse Reporting 

Program ( DARP) between I 969 and 1973. They found that regardless of treatment 

modality (e.g .. long-term residential therapeutic communities. outpatient dmg-frce. or 

methadone maintenance) improvements in dntg use and level of functioning at five years 

\\as associated with the LOS in treatment. Detox scrvkes on(,· had no impact on drug use 

and criminality at the five-year follow up assessment. Hubbard. Craddock. and Anderson 

( 2003) ft.lllowed 1.393 individuals that participated in the Drug Abuse Treatment 

Outcomes Study (DATOS) follow-up at one and five years post treatment. Their results 

supported previous research that indicated improvements in drug use and social 

functioning were stable over both reporting periods. and that the LOS in the index 

treatment episode was related to improved outcomes at one and five years (Simpson & 

Sells~ 1982). Zhang, Friedmann. and Gcmstein (2003) suggest that treatment retention 
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(i.e .. LOS) rather than program completion may be a more appropriate measure for 

capturing complex relations between duration and outcomes. Bait Carroll.. Canning-Bait 

and Rounsavi lie ( 2006) indicate that treatment retention is associated with better 

ouh.:omes and treatment attrition remains the major problem undercutting treatment 

cfl~ctivcness. 

Summary 

llcalthcare researchers have identified differences in morbidity .. mortality. and 

I .OS in general medical facilities. emergency departments (ED). intensive care units 

(ICU). and lnhor and delivery (L&D) between those seeking treatment on WDs or WEs. 

Bendavid ct al.. (2007) examined approximately five million Medicare-funded hospital 

admissions in three states using eight Patient Safety Indicators developed by the Agency 

for I lcalth Research and Quality (AHRQ). They found that four of eight complications 

occurred more frequently on WEs: postoperative hemorrhage. newborn tnmma. vaginal 

deliveries without instrumentation. and obstetric trauma during cesarean sections. Among 

patients undergoing vascular procedures. surgical complications also occurred more 

frequently on WEs. Increased mortality between WDs and WEs was also found for those 

with heart attacks (Becker. 2007). strokes (Kostis ct al.. 2007). cardiac arrest (Perbedy et 

al.. 2008) and neonatal mortality (Hamilton & Restrepo. 2004). Similar findings were 

noted internationally. Wunsch et al.. 2004) found increased WE mortality rates in mixed 

medical and surgical ICU's in England. Wales. and Ireland. Stewart .. Andrews, and 

Cartlidge ( 1998) explored intrapartum asphyxia (an unexpected outcome during normal 

labor and delivery) for normal birth weight infants in Wales. There was a tendency for 
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babies born towards the end of the week to have a higher rate of intrapartum related 

deaths although they did not lind the differences significant. Ernest, Chen. and Scow 

(2007) examined over 45.000 general admissions to a Singapore hospital. They found 

that those admitted on WEs. after-hours on Friday and all day Saturday and Sunday, had 

a 0.3 day longer LOS than those admitted during the week. Saposnik ct al., (2007) 

~xamined over 26.000 patients admitted to over 600 hospitals in Canada for ischcmic 

stroke. Weekend admissions were associated with higher stroke mortality than WD 

admissions (8.5% vs. 7.4%). Higher mortality rates between WDs and WEs remained for 

both urhan and rural Canadian hospitals 

Differences in patient outcomes between WD and WE admissions for medical 

treatment arc not isolated phenomena. Research indicates that medical hospitals in the 

U.S and abroad experience similar patterns in treatment outcomes between those seeking 

treatment on WDs and WEs lt.>r a variety of conditions. WE admissions arc associated 

with decreased survival rates, more complications, increased LOS and therefore increased 

costs of healthcare. Some studies also indicated WE admissions were associated with 

increased readmissions for further treatment which escalates healthcare costs and with 

increased morbidity and mortality up to a year following WE admissions ( Kostis ct al.. 

2007). As can be expected. there is much speculation regarding the causes of WE 

di fferenccs in healthcare outcomes; but no definitive reasons for these variations have 

been proven. 

Outcome research in the mental health field is in its infancy. In the last few years. 

SAMI-ISA has developed ten National Outcome Measures to improve reporting. The 
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ability to dctcnninc treatment outcomes systematically will allow SAMSHA to improve 

the treatment delivery. At this point, only eight of the ten measures have been developed 

and have been presented to the States. Changes in the infrastructure arc necessary in 

some States so the infommtion can be gathered. To date. detcnninations of treatment 

success has been measured through a number of large-scale research studies ( i.e. DARP. 

DA n )S. anJ TOPS). Consistently. researchers have found that substance abuse treatment 

success is dependent on the individual remaining in treatment long enough to complete 

treatment goals and gain the knowledge and tools to remain abstinent. 

Currently. treatment completion rates arc less than 50%, and for those who 

complete treatment. less than 30% report abstinence ancr six months. Previous 

researchers in the substance abuse rehabilitation field have fi.mnd that demographic and 

clinical variables arc associated with substance abuse treatment dropout and. therefore. 

\\'ith treatment outcomes. Age. gender. marital status. employment. education. insurance. 

drug of choice. frequency of use, previous treatment episodes. age of first use of 

substances. social support. and a variety of treatment modalities have been explored in 

relation to treatment completion. LOS. and treatment success. (den ti fication of individual 

demographic and clinical factors related to positive treatment outcomes is important in 

the development of treatment interventions to improve treatment outcomes. The ··one size 

tits all .. method of drug abuse treatment is no longer viable when the focus is on 

improving treatment success. To foster success. treatment programs must tailor their 

programs to meet the specific needs of various age groups. offer gender specific 

treatments, and provide treatments that support minority and ethnic di tlerences. 
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Many of the varied research results arc related to the lack of a definitive measure 

of treatment success. Since treatment .. success·· cannot be measured until the individual 

returns home. resumes nonnal activities. and faces the temptations and challenges of 

remaining abstinent can the real impact of treatment be appreciated. Some researchers 

have used program completion as a proxy measure of treatment success. but recently. 

other researchers such as Amodeo, Chasslcra. Octtingcr. Labiosa. and Lundgren (2008) 

indicate that LOS has been positively and consistently associated with improved 

treatment outcomes. They indicate that LOS is a better predictor of treatment success 

since the content and length of drug treatment programs can vary significantly. 

The demographic and clinical factors used in this study have all been associated 

\\ ith treatment outcomes in the drug rehabilitation literature. Their impact on LOS in 

treatment and subsequent treatment success or failure will provide another tool to combat 

negative treatment outcomes currently associated with substance abuse treatment. The 

impact of demographic and clinical variables on LOS in treatment in addition to the 

possibility of a 0 weekend effect'· in substance abuse treatment facilities will offer 

valuable insight into treatment outcomes for those entering treatment on WDs or WEs. 

45 



CHAPTER III 

METHODOLOGY 

Study Design 

The study used a retrospective. corrclationat causal modeling design to answer 

the research questions. The dataset used for the exploratory secondary analysis represents 

substance abuse treatment data from the State of Texas between 2002 and 2007. Portney 

and Watkins (2000) indicate that such a study design allows the examination of multiple 

variables that represent relationships that currently exist. including intricate 

interrelationships that represent the complexity of clinical phenomena. Descriptive 

studies do not involve manipulation of variables or randomization and therefore allow the 

rescan:hcr to use an existing database to revisit variables and answer questions other than 

those for which the data were collected. Well-known benefits of retrospective designs arc 

that they avoid the need to recruit patients .. conduct follow-up visits .. and maintain a large 

research staff This translates to a less expensive research process. The disadvantages of 

this approach arc the researcher's lack of control over the data collection process and that 

research questions asked arc restricted to those that can be answered by the data available 

( Arbaca & Annstrong .. 2000). 
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Research Questions 

I. Docs weekday ( WD) versus weekend (WE) admission to detoxification (detox) 

and short-term residential (STR) treatment programs influence length of stay 

(LOS) in each type of program? 

" Do dcrnogrnphic characteristics of patients ( i.e .. age .. gender, ethnicity, marital 

status .. living situation. education, employment status. and insurance type) 

intlucnce LOS in detox and STR treatment programs? 

3. Do clinical factors of patients (i.e .• abused substance. use of substance in past 30 

days. having a psychiatric diagnosis. and previous treatment episodes) influence 

LOS in detox and STR treatment programs? 

4. Docs WD versus WE admission to detox and STR treatment programs mediate 

the relationship between the dcmogmphic/clinical variables and LOS? 

5. Docs WD versus WE admission to detox and STR treatment programs moderate 

the relationship between the demographic/clinical variables and LOS? 

Settings 

The data selected were drawn from approximately 75 public treatment facilities 

throughout Texas. Data entry by individual clinicians and facility staff (trained to enter 

data in the Behavioral Health Integrated Provider System [BHIPS] system) started at 

admission and continued through discharge from the facility. Due to study parameters 

and issues of confidentiality. no information regarding the program managers. physical 

descriptions. size of the treatment facilities. or their locations was requested. 
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Population and Sample 

The study population was all individuals entering substance abuse treatment in 

publicly funded facilities in Texas between September L 2002 and September 3 L 2007. 

A case-controlled sample of adults. age 18 and over .. entering public substance abuse 

treatment in Texas between September I. 2002 through September 31 .. 2007 (N = 

106.137 cases) was extracted from BHIPS. 

Protection of Human Subjects 

Approval for the study was simultaneously obtained from the Institutional Review 

Board ( IRB) of Texas Woman·s University and the IRB of The Texas Department of 

State I lcalth Services (TDSHS). Protocol #655-25-0601 approved access to the study 

sample. The BHIPS system protects patient confidentiality by assigning each record 

entered into the system a nmdomly generated unique identifier. This maintains 

unduplicatcd admission records when patients transfer to various treatment services 

within a single treatment episode. This identifier was deleted prior to release of the data. 

The dataset was further de-identified by removal of all personally idcnti fying data (e.g .. 

social security numbers or birthdays, randomly generated case numbers. all geographic 

identifiers such as city. county. zip code .. or facility) prior to release by the State of Texas. 

This researcher docs not have access to the BHIPS system. and does not anticipate future 

access to the BHIPS system. The potential for identifying a specific individual from 

admission or discharge data presents a negligible risk since these data were gleaned from 

the entire State and all geographic markers were deleted. 
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A Waiver for the Release of Confidential Health lnfi.mnation was secured from 

the State of Texas IRB under the criteria that (a) the research involves no more than 

minimal risk to the subjects, ( b) the waiver or alteration will not adversely affect the 

rights and welfare of the subjects. (c) the research could not practicably be carried out 

without the waiver or altcmtion. and (d) whenever appropriate. the subjects will be 

provided with additional pertinent information after participation. Criterion d did not 

apply to the current study. No individual subject was identified or contacted and no 

compensation was offored for study participation. 

Treatment of Data 

Additional inclusion/exclusion criteria were applied atlcr the sample was obtained 

and examined. Ouc to the large sample size, those cases containing any missing or 

miscoded data were deleted in a listwisc manner. According to Munro (200 I). listwise 

deletion of all cases with missing data and including only those cases with complete 

infonnation on all variables is the most efficient way of dealing with missing data if the 

original data set is large enough. 

Outliers were determined to be those values greater than three standard deviations 

(SD) from the mean. According to Mertlcr and Vanetta (2002), if a nonnal distribution is 

assumed. approximately 99% of the results will lie within three standard deviations of the 

mean. Then the sample was reduced further by applying the upper limits of the expected 

LOS for each treatment group. As a result. those in detox servi~es more than 14 days. and 

those in STR treatment more than 90 days were excluded from the study. Individuals 

over age 65 were excluded from the study since older adults present diftcrent challenges 
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in treatment and geriatric substance abuse is a specialty service beyond the scope of this 

study. Another exclusion criteria applied to the study involved the presence or absence of 

a psychiatric diagnosis at admission. The original data were coded ··yes .. , ··no·\ or 

··unknown ... No one with a coding of ·"unknown•· was retained for analysis because there 

is no reason to think people with the presence of a psychiatric diagnosis ··unknown·• will 

have similar characteristics to each other. 

Further Treatment of the Data 

A power analysis was conducted using G*Power 3.1 analytical software (Faul, 

En.ltcl<ler. Buchner. & Lang. 2009). Results indicate that with an alpha of .0 I~ a power of 

.99. and a moderate effect size with 25 predictors. the minimum sample required is 375. 

A minimum smnplc size of 500 for each of three cross-validation samples was used in 

this study Jue to an increase in predictors due to dummy coding. All preliminary analyses 

were run on the entire sample of participants who met the inclusion and exclusion criteria 

( N = 25.049 for detox programs; N = 14.817 for STR treatment). The primary analyses 

were nm on the three cross-validation samples and results were considered to be 

significant ifp < .05 on a minimum of two of the three samples. All analyses were 

computed separately for those who were in a detox program and those in a STR program. 

Descriptive statistics are shown for all variables of interest. Frequencies and 

percentages are presented for all of the demographic and clinical variables. As a result of 

the preliminary examination of the data. it was determined that the continuous variables 

(a) use of substance in past 30 days and (b) previous treatment episodes did not meet the 

assumption of a nonnal distribution. In order to retain them in the analysis using multiple 
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regn:ssions. these non-nonnally distributed continuous variables were recoded into 

categories. The means and standard deviations of age and years of education are 

presented. Further analyses were conducted using the categories of under 30 and 30 or 

more years for age and less than a high school diploma and a high school diploma or 

more for education. Previous findings in the literature indicate that these are decisive 

points in dmg treatment outcomes (TEDS. 2006). 

All demographic and clinical variables were analyzed as categorical variables. As 

such. all relationships among the demographic and clinical variables were analyzed using 

cross tabulations with Pcarson·s Chi Square (x.2). Cramcr·s Vis used for interpretation 

of effect size when there are more than two categories in each variable. The Phi 

coefficient or Cramer"s C (an adjustment to Phi) is used for a 2 x 2 contingency table as a 

measure of the relative strength of the association between two dichotomous variables 

( Portney & Watkins. 2000). All relationships with significance levels of p < .001 are 

reported in the text~ however. only relationships with p < .00 l and effoct sizes greater or 

equal to .10 were described in the text and tlagged as significant in the tables. Effect size 

is characterized as Oto less than . IO as little or no association .. 10 to less than .30 as low 

association .. 3 to .5 as moderate association and above .5 as large association (Munro. 

2001 ). See Table I. 

The primary outcome measures of interest~ WO/WE admission to a drug 

treatment program and LOS were described using frequencies and percentages for 

WD/WE admission and means (M) and standard deviations (SD) of LOS. The variables 

were described separately for those in a detox program and those in a STR program. 
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Table I 

1 ·ariahles ,~( Interest and Level of Measurement 

- - -- - - -· -- •··•·· - - ··--···-------- ---· - ···-·------------------------

(,ender 
Mak 
Female 

Age 
30 Y cars of Less 
More than 30 Y cars 

Education 
I ,css than HS 
llS Diploma or Higher 

Employment Status 
Not Employed 
l~mploycd 

Insurance 
No Insurance 
Any Insurance 

Marital Status 
Marric<l/Cohabitating 
Divorcc<l/Separatc<l/Widowed 
Never Married 

Ethnicity 
Caucasian 
African-American 
Hispanic 
Other 

Living Arrangement 
Family 
Alone 
Homeless 

Clinical Variables 

Psychiatric Diagnosis 
No Diagnosis 
Diagnosis 

Previous Sub. Used 30 Days Prior to Detox 
0-16 Days 
17-29 Days 
30 Days 

Previous Sub. Used 30 Days Prior to Residential 
No Days 
1-9 Days 
10-19 Days 
20-29 Days 
30 Days 

Abused Substance 
Alcohol 
Stimulants 
Marijuana 
Opiates 
Other 

Outcome Variables of Interest 

LOS 

Day of Admittance 
Weekday Admittance 
Weekend Admittance 
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The relationships of WD/WE admission with each of the demographic and 

clinical variables were calculated using cross tabulations with Pearson ·s chi-square (X\ 

The relationships between I .OS and each of the demographic and clinical variables were 

tested using one-way analysis of variance (ANOV A). ANOV As were used to test the 

relationships in order to understand which levels of the demographic and clinical 

variables were related to increased LOS (i.e .. whether those under 30 years had a longer 

LOS that those 30 and over. and. if so. the average LOS for each group). 
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CHAPTER IV 

RESULTS 

Analyses were conducted on secondary data extracted from the Behavioral Health 

Integrated Provider System (Bl·IIPS) of adults age 18 years and over entering public 

substance abuse treatment in Texas from 2002 through 2007. The dataset included 

information about individuals entering both detoxification (detox) programs and short

tcnn residential treatment (STR) programs. Due to the different goals" expected length of 

stay (LOS), and outcomes of these two types of programs. the analyses have been 

conducted separately for each group. This chapter presents the preliminary analyses 

section containing descriptive infonnation about the sample and relationships among all 

study variables. All the preliminary analyses were conducted on the full sample of 39.866 

participants. 

Due to the large sample size. the primary analyses were conducted on three 

individual cross-validation random samples of 500 participants. Significant findings arc 

Jiscussed in tcnns of results that were signi ti cant in at least two of the three random 

samples. 

Preliminary Analyses 

The preliminary analyses contain descriptive statistics that describe the 

participants of the total sample. This section also contains infonnation about the 

demographic. clinical. and LOS variables. as well as infonnation about the relationships 
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between these variables. The preliminary analyses were computed for all study 

participants (N = 39.866). Of the total number, 25.049 (62.8%) were in a detox program 

and l..J.817 (32.7%) were in a STR program. Due to the large sample size. most of the 

analyses were significant in the preliminary analyses. In order to diftcrentiate between 

findings that arc meaningful and those that arc possibly an artifact of the extremely large 

sample si1.e. only significant findings with an etlcct size of. IO or greater were marked as 

significant in the tables. Effect size is characterized as Oto 0.1 as little or no association, 

0.1 to 0.3 as low association. 0.3 to 0.5 as moderate association. and above 0.5 as large 

association (Munro. 200 I). 

Demographic Descriptives 

The sample for the current study included 39.866 participants. 25,049 in a detox 

program and 14.817 in STR. As shown in Table 2. over half of the participants were male 

(6J.41%) as opposed to fomale (36.6%). Most of the participants were unemployed and 

\Vere not seeking a job (73.3%), compared to unemployed and seeking a job ( 10.8%). 

full-time employed (8.3%), part-time employed (5.0%), and not in labor force (2.6%). In 

terms of relationship status. 36.2% reported that they have never been married. 17.6% 

reported that they are currently married, 17.4% were divorced with no custody. 13.5% 

were divorced with no children, 8.2% were divorced with custody, 4.9% were 

cohabitating. and only 2.2% were widowed. Regarding ethnicity, the majority of 

participants in this study were Caucasian (59.2%). compared to Hispanic Mexican 

(25.0%), African-American (12.5%), and other Hispanic (1.9%). Very small proportions 

of the participants regarded themselves as Indian (0.5%). miscellaneous (0.5%), or Puerto 
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Rican I lispanic (0.3'%). Less than 0.1 % of participants were Asian or Cuba Hispanic. 

Most of the participants reported that they were living with family (75.1 % ). compared to 

dwelling alone ( 11.6%). short-term homeless (9.3%). long-tenn homeless (2.5%), living 

in group quarters ( 1.3%). living in an institution and living in prison (both 0.1 %). Less 

than 0.1 % reported that they were living in a hospital. 

Table 2 

h·c:,1w!11des ancl Percentagesjc,r Categorical Demographic Variables.for Detox and 

Short-term Residelllial Treatment Programs 

Detox STR 
n % n % 

<,ender 
Female 9157 36.6 7952 53.7 
Male 15892 63.4 6865 46.3 

I :mploymcnt Status 
Full-Time Employed 2088 8.3 913 6.2 
Not in Labor Force 653 2.6 684 4.6 
Part-Time Employed 1242 5.0 516 3.5 
U ncmploycd. Has Sought 2717 10.8 1813 12.2 
U ncmployed, Not Sought 18349 73.3 10891 73.5 

Insurance 
Champus/VA 86 .3 45 .3 
Medicaid 515 2.1 1400 Q.4 
Medicare 107 .4 166 1.1 
None 23683 94.5 12906 87.1 
Other Puhl ic 390 1.6 142 1.0 
Prvt-No Sub Abuse 165 .7 113 .8 
Prvt-Sub Abuse 103 .4 45 .3 

( continued) 
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Table 2. continued 

Frequencies and Percentages/or Categorical Demographic Variables.for Detox and 

.\TR Treatment Programs 

Detox STR 

11 % n % 

Marital Status 
Cohabiting 1215 4.9 871 5.9 
Divorced no Children 3387 13.5 1280 8.6 
Divorced no Custody 4362 17.4 2465 16.6 
Divorced w/Custody 2055 8.2 1678 11.3 
Married 4408 17.6 2242 15.1 
Never Married 9079 36.2 6000 40.5 
Widowed 543 2.2 281 1.9 

Ethnicity 
Asian 12 .0 5 .0 
African American 3119 12.5 3407 23.0 
Indian 130 .5 77 .5 
Caucasian 14831 59.2 7985 53.9 
Hispanic Mexican 6274 25.0 2879 19.4 
Cuban Hispanic 5 .0 11 .1 
Other Hispanic 466 1.9 338 2.3 
P. R. Hispanic 84 .3 40 .3 
Other 128 .5 75 .5 

Living Situation 
Alone 2896 11.6 1588 10.7 
Family 18824 75.1 10253 69.2 
Group Quarters 327 1.3 210 1.4 
Homeless/Long-Term 619 2.5 869 5.9 
Homeless/Short-Tenn 2328 9.3 1586 10.7 
Hospital 4 .0 54 .4 
Institution 19 .1 31 .2 
Prison 32 .1 226 1.5 

Note. Detox not adding to 25,049, residential not adding to 14.817 reflect missing data 
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The descriptive statistics for participant age and education are displayed in Table 

3. Participants receiving detox treatment were. on average, approximately 3 7 years old 

(A,/= 36.68. SD= 10.12) with a minimum age of 18 and a maximum age of 65. 

Participants receiving STR treatment were, on average, about 35 years old (M = 34.55, 

SD= 9.88) with a minimum age of 18 and a maximum age of 65. Both groups of 

participants reported having an average of about 12 years of education (M = 11.82. SD= 

2.0 I for those receiving detox treatment, and M = 11. 73. SD = 2.03 for those receiving 

STR treatment). The minimum years of education for both groups were O years and the 

maximum was 20 years. 

Tahlc 3 

.\leans and Standard Deviations.for Co11ti1111011s Demographic Variahles.fi>r Detox and 

Short-term Resitlential Treatmenl Programs 

n Mean SD Min M,tX 

Age 

Detox 25049 36.68 10.12 18 65 
Residential 14817 34.55 9.88 18 65 

Y cars of Education 
Detox 25049 11.82 2.01 0 20 

Residential 14817 11. 73 2.03 0 20 
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Relationships Among Demographic Variables 

Due to the distribution of data for the demographic variables. the categories of 

several of the variables were collapsed (See Table 4). For employment status, full-time 

employed and part-time employed were collapsed into one category called ··employed:· 

Not in labor f<.ncc, unemployed (seeking employment) and unemployed ( not seeking 

employment) were collapsed into a category called ... not employed.'' For insurance. no 

insurance was compared to any insurance (Champus/V A. Medicare, Medicaid, other 

public. private [no substance abuse], private [substance abuse)). 

For marital status, those who were married and cohabitating were collapsed into 

one category and divorced (no children), divorced (no custody), divorced (with custody). 

and widowed were combined into one category of those who were fbrmcrly married. 

For ethnicity, I lispanic Mexican, Cuban Hispanic. Puerto Rican Hispanic, and 

other I lispm1ic were collapsed into a category called simply ·•Hispanic". Those who 

reported that they were Asian, Indian. and other were collapsed into an .. other ethnicity" 

category. For living situation, those who were long-tenn and short-term homeless were 

combined into one category of '"homeless'". Those who lived in group quarters~ hospitals. 

institutions. and prisons were collapsed into an -~other living situation"' category. 

In addition. the variables of age and education were recoded into categorical 

variables to test the etlects of being 30 years old or less versus over 30 years old and also 

to test having less than a high school diploma versus a high school diploma or higher. 

Both of these cutoffs have been shown to be related to drug treatment programs in 

previous research (TEDS, 2006). All analyses were also conducted with these variables 
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as continuous variables but the results were not different than the analyses by groups. 

Thcrcftm:. only the results using the categorical age and education variables arc 

presented. 

Cross tabulations with Pearson's Chi-Square were also conducted to examine 

relationships among the predisposing variables (i.e., demographic and clinical factors). 

The results of these tests that are significant are noted in Tables 4-8, 10, 12-20~ and 23 by 

use of asterisks ( ** • ). The degrees of freedom for each analysis follow chi-square in 

parentheses. Cramer's V is used for interpretation when there are more than two 

categories in each variable. Cramer's C is an adjustment to Cramer's V for a 2 x 2 size 

contingency table (Agresti, 1996; Licbctrau .. 1983 ). 

As shown in Table 4. cross tabulations with Pearson"s Chi-Square analysis were 

conducted among participants receiving detox treatment to examine the relationship 

hctwccn gender and the other categorical demographic variables. The same analyses were 

conducted to test the relationships for those in STR treatment. The results demonstrate 

that there was a significant relationship between gender and age for STR .. x.2 
( 1) = 589.20 .. 

p < .00 I. Cramer's C = .12. A greater proportion of participants who were 30 years old or 

younger were temale (49.9%) compared to male (30.2%). A greater proportion of 

participants who were over 30 years old were male (69.8%) compared to lemalc (50.1 %). 

The results also demonstrate that there was a significant relationship between gender and 

education for those in residential treatment, x2 ( 1) = 245.78, p < .001, Cramer's C = .13. 

For those in STR ... a greater proportion of participants with a high school diploma or 

higher were male (74.0%) compared to female (61.9%). A greater proportion of 
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participants who did not at least have a high school diploma were female (38.1%) 

compared to male (26.0%). For those in detox, the relationships between both education 

and gender and between age an<l gender were not significant and meaningful, ns. 

The results demonstrate a significant relationship between gender and 

employment status for those in STR (x.2 (I)= 249.31, p < .001, Cramer"s C = .13) .. sec 

Table 4. A greater proportion of participants in STR treatment who were not employed 

were female (93.9%) compared to male (86.2%). while a greater proportion of 

participants who were employed were male ( 13.8%) compared to female (6.1 %). The 

relationship between gender and insumncc status followed a similar pattern; there was a 

signi ticant relationship for those in STR, x.2 
( 1) = 305.18. p < .00 I, Cramer's C = .14. A 

greater proportion of participants who were uninsured were male (92.3%) than female 

( 82.6%). while a greater proportion of participants who had insurance were tcmalc 

( 17.4%) rather than male (7.7%). For those in detox. the relationships between both 

insurance status and gender and between employment status and gender were not 

signi ticant. ns. 

The results demonstrate that there was a significant relationship between gender 

and ethnicity for those in detox. x2 (3) = 225.37, p < .001. Cramer's V = .01. see Table 4. 

A greater proportion of Caucasian participants were fomale (65. l %) compared to male 

(55.8%). while a greater proportion of Africian American participants were male ( 13.1 %) 

compared to fomale ( 11.3%). A greater proportion of Hispanic participants were male 

(30. l %) than female (22.4%). For both detox and STR treatments~ the relationships of 

gender and living situation and marital status were not significant and meaningful for 
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participants receiving STR, ns. In addition, the relationship between gender and ethnicity 

was not significant ns. 

Table 5 shows the relationships of age with the other demographic variables. The 

relationship between age and education was significant for those in detox. x2 (I)= 

242. l 7. p < .00 I. Cramer's C = . l 0. A greater proportion of participants with a high 

school diploma or higher were more than 30 years old (73.3%) compared to those that 

were JO years or younger (63.7%) .. and a greater proportion of participants who did not at 

least have a high school diploma were 30 years or younger (36.3%) compared to those 

that were more than 30 years old (26.7%). The relationship between age and education 

was also significant for those in STR .. X,2 
( 1) = 344.17, p < .001. Cramer's C = .15 .. 

indicating that greater proportion of participants with a high school diploma or higher 

were more than 30 years old (73.5%) compared to those that were 30 years or younger 

( 58.9%). A greater proportion of participants who did not at least have a high school 

diploma were 30 years or younger ( 41.1 % ) compared to those that were more than 30 

years old ( 26.5%). In addition. the results demonstrate that there were no significant and 

meaningfol relationships between age and insurance status for neither those in detox nor 

those in residential treatment. ns. 

Also shown in Table 5, the relationship between age and marital status was 

significant for those in detox (x.2 (2) = 3457.5 L p < .001. Cramer's V = .37) and in STR 

(t (2) = 1890. 77.p<.001, Cramer"s V = .36). For those in detox .. a greater proportion of 

participants who were divorced or widowed were more than 30 years old (52.0%) 

compared to those 30 years old or younger ( 19.1 %), while a greater proportion of 
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participants who were never married were 30 years old or younger (60.7%) compared to 

those who were more than 30 years old (54.5%). For those in residential treatment, a 

greater proportion of participants who were divorced or widowed were more than 30 

)'Cars old (51.3%) compared to those 30 years old or younger ( 19.9%), while a greater 

proportion of participants who were never married were 30 years old or younger (60.1 %) 

compared to those who were more than 30 years old (27.0%). 

The results also demonstrate that there was a significant relationship between age 

and ethnicity for those in detox (x.2 (3) = 483.60 .. p < .001, Cramer's V = .14) and STR 

treatment (X,2 (3) = 448.25, p < .001, Cramer's V = .17). For those in detox, a greater 

proportion of African-American participants were more than 30 years old ( 15.4%) 

compared to those 30 years old or younger (6.4%), while a greater proportion of Hispanic 

participants who were never married were 30 years old or younger (32.5%) compared to 

those who were more than 30 years old (24. 7% ). For those in STR treatment a greater 

proportion of African-American participants were more than JO years old (28.4%) 

compared to those 30 years old or younger ( 15.1 %), while a greater proportion of 

I lispanic participants who were never married were 30 years old or younger (28.0%) 

compared to those who were more than 30 years old ( 17. 9% ). 
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Table 4 

Frequencies and Percentages jor Age, Educarion, Employmelll Star us, Insurance, Mariwl S1a111s. E1Jmici1y. and lil'ing 

Siluation by Genderfor Detox and STR Treatment Programs 

Detox STR 
Female Male Female Male 
n % n % n % 11 % 

Age *** 
30 Years or Less 3327 36.3 4808 30.3 3965 49.9 2074 30.2 

~ 

More than 30 Years 5830 63.7 69.7 ~ 11084 3987 50.1 4791 69.8 

Education *** 
Less than HS 2828 30.9 4646 29.2 3027 38.1 1783 26.0 
HS Diploma or Higher 6329 69.1 11246 70.8 4925 61.9 5082 74.0 

Employment Status *** 
Not Employed 8313 90.8 13406 84.4 7468 93.9 5920 86.2 
Employed 844 9.2 2486 15.6 484 6.1 945 13.8 

Insurance *** 
No Insurance 8490 92.7 15193 95.6 6571 82.6 6335 92.3 
Any Insurance 667 7.3 699 4.4 1381 17.4 530 7.7 

(continued) 



Table 4, continued 

Frequencies and Percentages for Age, Education, Employmt'lll Stt1tus. lnsurmu:e, Jlarital Staflls. Erlmidry. and Lil'ing 

Siwation by Gender for Detox and STR Treatment Programs 

Detox STR 
Female Male Female Male 
n % n % n % 11 % 

Marital Status 

°' 
Married/C ohabi ta ting 2040 'J? ., 

--·-' 3583 22.5 1680 21.1 1433 20.9 
VI 

Divorced/Widowed 4258 46.5 6089 38.3 3104 39.0 2600 37.9 
Never Married 2859 31.2 6220 39.1 3168 39.8 2832 41.3 

Ethnicity *** 
Caucasian 5961 65.1 8870 55.8 4274 53.7 3711 54.1 
African American 1038 11.3 2081 13.1 1686 21.2 1721 25.1 
Hispanic 2051 22.4 4778 30.1 1892 23.8 1376 20.0 
Other 107 1.2 163 1.0 100 1.3 57 .8 

Living Situation 

Family 7189 79.6 11635 74.4 5695 74.3 4558 68.7 

Alone 1001 11.1 1895 12.1 795 10.4 793 12.0 
Homeless 847 9.4 2100 13.4 1176 15.3 1279 19.3 

iV01e. *** p < .001 



Table 5 

Frequencies and Percemagesfor Education. Employmem Stullls. lmurance, Marital Status. Etlmici1y. and Lh'ing Si1zwtio11 by 

Age for Detox and STR Treatment Programs 

Detox STR 
30 Years or Less More than 30 Years 30 Years or Less More than 30 Years 

n % n % n % 11 % 

Education *** *** 
Less than HS 2955 36.3 4519 26.7 2480 41.1 2330 26.5 

0\ 
HS Diploma or Higher 5180 63.7 12395 3559 58.9 6448 73.5 0\ 73.3 

Employment Status 
Not Employed 7064 86.8 14655 86.6 5476 90.7 7912 90.1 
Employed 1071 13.2 2259 13.4 563 9.3 866 9.9 

Insurance 
No Insurance 7751 95.3 15932 94.2 5124 84.8 7782 88.7 
Any Insurance 384 4.7 982 5.8 915 15.2 996 11.3 

Marital Status *** *** 
Married/Cohabitating 1638 20.1 3985 23.6 1206 20.0 1907 21.7 
Divorced/Widowed 1556 19.1 8791 52.0 1202 19.9 4502 51.3 
Never Married 4941 60.7 4138 24.5 3631 60.1 2369 27.0 

( continued) 
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Table 5, continued 

Frequencies and Percentages for Educarion. Emp/oymenr Srarus, Insurance. Mariral Stallls. Etlmiciry. and Lh'ing Si111ario11 hy 

Age for Detox and STR Treatment Programs 

Detox STR 
30 Years or More than 30 30 Years or More! than 3 0 

Less Years Less Years 
n % n % n % n % 

Ethnicity *** *** 
Caucasian 4892 60.l 9939 58.8 3370 55.8 4615 52.6 
African American 518 6.4 2601 15.4 912 15.1 2495 28.4 
Hispanic 2646 32.5 4183 24.7 1693 28.0 1575 17.9 
Other 79 1.0 191 1.1 64 I.I 93 1.1 

Living Situation *** *** 
Family 6723 83.5 12101 72.8 4715 80.4 5538 65.7 
Alone 646 8.0 2250 13.5 471 8.0 1117 13.3 
Homeless 683 8.5 2264 13.6 682 11.6 1773 21.0 

Note. *** Denotes crosstabs which are significant (p < .001) and have a Cramer's Vor Cramer"s C of at least .10 



The relationship between age and living situation was significant for those in 

detox (x.2 (2) = 341.64.p < .00L Cramer's V= .12) and in STR treatment (;(1 (2) = 367.04. 

p < .00L Cramer's V= .16). sec Table 5. A greater proportion of participants in detox 

who lived with family were 30 years old or younger (83.5%) compared to those more 

than 30 years old (72.8%), while a greater proportion of participants who lived alone 

were more than 30 years old ( 13.5%) compared to those 30 years and under (8.0%). In 

addition. a greater proportion of participants in detox who were homeless were more than 

30 years old ( 13.6%) than those were 30 years old and younger (8.5%). For those in STR 

treatment a greater proportion of participants who lived with family were 30 years old or 

younger (80.4%) compared to those more than 30 years old (65.7%). while a greater 

proportion of participants who lived alone were more than 30 years old ( 13.3%) 

compared to those 30 years and under (8.0%). In addition. a greater proportion of 

participants who were homeless were more than 30 years old (21.0%) than those were 30 

years old and younger ( 11.6%). There were no significant relationships between 

employment status and age for both groups of participants. ns. 

Cross tabulations with Pearson's Chi-Square analysis were also conducted among 

participants receiving detox and STR treatment to examine the relationships between 

education and the other categorical demographic variables. Results arc shown in Table 6. 

The relationship between education and ethnicity was significant for those in detox (x.2 (3) 

= 1292.74.p < .001, Cramer's V= .23) and STR (x.2 (3) = 532.01,p < .00L Cramer's V= 

.19). For those in detox, a greater proportion of Caucasian participants had a high school 

diploma or higher (24.3%) compared to those that did not (44.1 %)~ and a greater 
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proportion of I lispanic participants did not have at least have a high school diploma 

H2.3°/4>) compared to those who did (20.9%). For those in STR. a greater proportion of 

Caucasian participants had at least a high school diploma (59.2%) compared to those that 

did not H2.9%). A greater proportion of Hispanic participants did not have at least a high 

school diploma (32.8%) compared to those who did (16.9%). There were no significant 

and meaningful relationships between education and the other demographic variables of 

employment. insurance status, living situation and marital status, ns. 

Table 7 shows the crosstabulations with Pearson's Chi Square between 

employment status and the categorical demographic variables of insurance status .. marital 

status. ethnicity. and living situation. The relationship between living situation and 

employment status was significant for those in detox (x.2 (2) = 424.29. p < .00 I. Cramer's 

i · '- . I J) and for those in STR treatment (t (2) = I 59.58. p < .001. Cramer's V = .11 ). For 

those in detox. a greater proportion of participants who lived alone were employed 

( 20.3%) compared to those who were unemployed ( I 0.4% ). also a greater proportion of 

participants who were homeless were unemployed ( 13.1 %) than to those who were 

employed (4.2%). For those in STR treatment, a greater proportion of participants who 

lived alone were employed (18.1%) compared to those who were unemployed (10.4%), 

while a greater proportion who were homeless were unemployed (18.3%) than those who 

were employed (7.1 %). The relationships between insurance status and the categorical 

demographic variables of marital status, ethnicity_ and living situation were not 

significant for those in detox or STR treatment, ns. 
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Table 6 

Frequencies and Percemages for Employment Statlls, Insurance. 1.\larital Stallls. Erlmiciry. and Living Siruarion by Eclw.:arion 

for Detox and STR Treatment Programs 

Detox STR 
HS Diploma HS Diploma 

Less than HS or Higher Less than HS or Higher 
n % n % n % 11 % 

......a 
o Employment Status 

Not Employed 6647 88.9 15072 85.8 4409 91.7 8979 89.7 
Employed 827 11.1 2503 14.2 401 8.3 1028 10.3 

Insurance 
No Insurance 7088 94.8 16595 94.4 4068 84.6 8838 88.3 
Any Insurance 386 5.2 980 5.6 742 15.4 1169 11.7 

Marital Status 
Married/Cohabitating 1817 24.3 3806 21.7 1145 23.8 1968 19.7 
Divorced/Widowed 2729 36.5 7618 43.3 1544 32.1 4160 41.6 
Never Married 2928 39.2 6151 35.0 2121 44.1 3879 38.8 

(continued) 
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Table 6, continued 

Frequencies and Percentages for Employment Status. l11s11ra11ce, Afariral Sra111s, Etlmic:ity. and Lfring Situation by Education 

for Dt:tox and STR Treatment Programs 

Detox STR 
HS Diploma HS Diploma 

Less than HS or Higher Less than HS or High~r 
n % n % 11 % 11 % 

Ethnicity *** *** 
Caucasian 3294 44.1 11537 65.6 2063 42.9 5922 59.2 

African American 933 12.5 2186 12.4 1120 23.3 2287 22.9 

Hispanic 3159 42.3 3670 20.9 1577 32.8 1691 16.9 
Other 88 1.2 182 1.0 50 1.0 107 1.1 

Living Situation 
Family 5878 79.7 12946 74.8 3468 74.5 6785 70.4 

Alone 627 8.5 2269 I 3.1 453 9.7 1135 11.8 

Homeless 866 11. 7 2081 12.0 736 15.8 -1719 17.8 

Nore.*** Denotes crosstabs which are significant (p < .001) and have a Cramer's Vor Cramer's C of at kast. IO 



Table 7 

Frequencies and Percemages for Insurance, Marital Status, E//micity, and Living Siwa1io11 by £111ploy111e111 Stalllsjvr Dt!lox 

and STR Treatmem Programs 

Detox STR 
Not employed Employed Not employed Employed 

11 % 11 % n % 11 % 

Insurance 
-...J 
l...J No Insurance 20512 94.4 3171 95.2 11582 86.5 1324 92.7 

Any Insurance 1207 5.6 159 4.8 1806 13.5 105 7.3 

Marital Status 

Married/Cohabitating 4614 21.2 1009 30.3 2731 20.4 382 26.7 
Divorced/Widowed 9094 41.9 1253 37.6 5187 38.7 517 36.2 
Never Married 8011 36.9 1068 32.1 5470 40.9 530 37.1 

(continued) 



Table 7, continued 

Frequencies and Perce111ages for Insurance, Alarital Srarus, Ethnicity, and Living Siwarion by Employmem Stalllsjvr Detox 

and STR Treatmenr Programs 

Detox STR 
Not employed Employed Not employed Employed 

11 % 11 % n % 11 % 

Ethnicity 
-....J 
w Caucasian 12742 58.7 2089 62.7 7191 53.7 794 55.6 

African American 2750 12.7 369 11.1 3178 23.7 229 16.0 

Hispanic 5996 27.6 833 25.0 2875 21.5 393 27.5 

Other 231 1.1 39 1.2 144 I.I 13 .9 

Living Situation *** *** 
Family 16356 76.4 2468 75.4 9214 71.4 1039 74.8 

Alone 2231 10.4 665 20.3 1337 10.4 251 18.1 

Homeless 2808 13.1 139 4.2 2356 18.3 99 7.1 

Nole. *** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at least .10 



Results of the variable relationships with marital status are presented in Table 8. 

The relationship between marital status and ethnicity was significant for those in detox 

(x1 (6) = 397.18.p < .00L Cramer's V= .13). A greater proportion of Caucasian 

participants were divorced or widowed (65.9%) compared to those who were married or 

cohabitating (58.8%) and those who were never married (53.6%). Approximately the 

same proportion of I lispanic participants were married or cohabitating (31.8%) as those 

who were never married (31.2%) compared to those who were divorced or widowed 

(21 .4%). The relationship between marital status and ethnicity was also significant for 

those in STR treatment (X2 (6) = 260.23. p < .001, Cramer·s V = .13). A greater 

proportion of Caucasian participants were divorced or widowed (60.4%) compared to 

those who were married or cohabitating (51.6%) and those who were never married 

( 48.9%). A greater proportion of African-American participants were never married 

(26.9•~~) compared to those who were divorced or widowed (21.1 %) and those who were 

married or cohabitating ( 18.9%). A greater proportion of Hispanic participants were 

married or cohabitating (28.3%) compared to those who were never married (23.2%) and 

those who were divorced or widowed (28.3%). 

Also in Table 8. the results show that there was a significant relationship between 

marital status and living situation for those in detox (x2 (4) = 1122.09, p < .00 I, Cramer's 

V = .15). A greater proportion of participants who lived with family were married or 

cohabitating (91.8%) compared to never married (75.6%) and divorced or widowed 

(68.4%). A greater proportion of participants who lived alone were divorced or widowed 

( 16.4%) compared to never married (l l.1 %) and married or cohabitating (4.3%). A 
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greater proportion of homeless participants were divorced or widowed (15.2%) compared 

to never married ( 13.3%) and married or cohabitating (3.9%). There was also a 

significant relationship between marital status and living situation for those in STR 

treatment <x2 (4) = 620.95, p < .001. Cramer's V = .21). A greater proportion of 

participants who lived with family were married or cohabitating (88.1 %) compared to 

thos..: who were never married (71.5%) and divorced or widowed (62.8%). A greater 

proportion of participants who lived alone were divorced or widowed ( 14. 7%) or never 

murried ( l I. I%) compared to those who were married or cohabitating (4.6%). A greater 

proportion of homeless participants were divorced or widowed (22.6%) or never married 

( 17.3%) compared to those who were married or cohabitating (7.3%). 

Crosstabulations with Pearson's chi square were used to examine the relationship 

between living arrangement and ethnicity, see Tables 9 and 10. For those in a detox 

program. the relationship of living arrangement with gender was not significant, ns. For 

those in STR treatment, there was a significant relationship between living arrangement 

and ethnicity, "l (6) = 279.679, p < .001, Cramer's V= .10. A greater proportion of 

participants who lived with family were Hispanic (80.9%) compared to those who were 

Caucasian (71.0%), those who reported their ethnicity as other (67.1 %), and those who 

were African-American (64.9%). A greater proportion of participants who lived alone 

reported their ethnicity as ·"other'' ( 14.8%) compared to those who were Caucasian 

( l 1.8%), African-American (10.7%), and Hispanic (9.6%). A greater proportion of 

homeless participants were African-American (24.4%) as compared to Caucasians 

( 17.2%) and Hispanics (9.6%). 
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Table 8 

Frequencies and Percentages for Ethnicity, and Living Situation by Marital Status for Detox and STR Trearmem 

Programs 

Detox STR 
Married/ Divorced/ Never Married/ Divorced/ Never 

Cohabitating Widowed Married Cohabitating Widowed Married 
n % n % n % n % n % 11 % 

-.J 
o-. Ethnicity *** 

Caucasian 3140 55.8 6822 65.9 4869 53.6 1606 51.6 3445 60.4 2934 48.9 
African 
American 636 11.3 1195 11.5 1288 14.2 588 18.9 1206 21.1 1613 26.9 
Hispanic 1788 31.8 2212 21.4 2829 31.2 882 28.3 997 17.5 1389 23.2 
Other 59 1.0 118 1.1 93 1.0 37 1.2 56 1.0 64 I.I 

Living 
Arrangement *** 

Family 5137 91.8 6947 68.4 6740 75.6 2686 88.1 3431 62.8 4136 71.5 
Alone 240 4.3 1666 16.4 990 11.1 141 4.6 803 14.7 644 11. l 
Homeless 219 3.9 1547 15.2 1181 13.3 221 7.3 1233 22.6 1001 17.3 

Note. *** Denotes crosstabs which are significant (p < .001) and have a Cramer's Vof at least .10 

*** 

*** 



Table 9 

Frequencies anc/ Perc:entagesfor living Situation hy Ethnicity for Detox Programs 

Detox 
African 

Caucasian American I lispanic Other 
11 % 11 % 11 % 11 % 

I ,iving Situation 
Family 10627 72.9 2267 74.2 5729 84.6 201 75.8 
Alone 2073 14.2 298 9.7 497 7.3 28 10.6 
Homeless 1872 12.8 492 16.1 547 8.1 36 13.6 

·rablc 1 0 

Frequencies and Perc:entagesfor living Situation by Ethnicity/or STR Treatment 

Programs 

STR 
African 

Caucasian American Hispanic Other 
n % n % n % n % 

Living Situation *** 
Family 5455 71.0 2135 64.9 2563 80.9 100 67.l 
Alone 911 11.8 352 10.7 303 9.6 22 14.8 
Homeless 1322 17.2 803 24.4 303 9.6 27 18.1 

Note.*** Denotes crosstabs which are significant (p < .00 I) and have a Cramer's V of at 
least.IO 
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Clinical Descriptives 

As shown in Table 11, about half of the total number of participants reported 

having a psychiatric diagnosis ( 47.0%). The majority of participants had not had any 

prior substance abuse treatment episodes ( 4 7.5% ), compared to those who had one prior 

treatment (27.5%), those who had two prior treatments (10.9%), those who had three 

prior treatments (5.5%), and those who had four or more prior treatments (5.6%). The 

primary substance of abuse among participants was found to be stimulants (38. 7% ). 

compared to opiates (28.3%). and alcohol (28.0%). The average use of the abused 

substance in the 30 days prior to receiving treatment was most ollen 26-30 days (55.4%), 

compared to 0-4 days (10.9%), 21-25 days (10.3%). 16-20 days (8.4%). 11-15 days 

(8.0%). and 5-10 days (7.0%). 

Relationships Among Clinical Variables 

Due to the distribution of data for the demographic variables, the levels of several 

of the variables were collapsed. For number of all previous treatment episodes. those with 

two or more previous episodes were collapsed into one category. In addition. the number 

of days the primary substance was abused in the 30 days prior to treatment was collapsed 

di ffcrcntly for detox than for residential treatment. For detox, 0-16 days of use were 

combined and 17-29 days were collapsed into a category. Thirty days (every day) was 

left as its own category. For residential treatment. 1-9 days of use were combined, 10-19 

days were combined, and 20-29 days were combined. No days of use and 30 days of use 

were lelt as their own categories. This differential coding was based on the distribution of 

data in the two programs individually. 
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Table 11 

Frequencies and Percentages for Categorical Clinical Variables for Detox and 

STR Treatment Programs 

Detox STR 
n % n % 

Psychiatric Diagnosis 
No 11986 47.9 9130 61.6 
Yes 13063 52.l 5687 38.4 

Number of All Previous 
Treatment Episodes 

0 12243 48.9 6700 45.2 
1 6789 27.1 4192 28.3 
2 2574 10.3 1759 11.9 
3 1348 5.4 851 5.7 
4 724 2.9 447 3.0 
5 505 2.0 317 2.1 
6 250 1.0 154 1.0 
7 177 .7 86 .6 
8 98 .4 74 .5 
9 55 .2 33 .2 
10 101 .4 83 .6 
11 15 .1 9 .1 

12 47 .2 31 .2 
13 10 .0 14 .I 
14 9 .0 11 .1 

15 38 .2 19 .I 
16+ 66 .3 37 .2 

(continued) 

79 



Table 11. continued 

Frec111encies and Percentagesji1r Categorical Clinical Variables.fhr Detox and 

STR Treatment Programs 

Detox STR 
n % 11 

Number of Days 
Substance was Abused 
Prior to Treatment 

0-4 Days 555 2.2 3799 
5-10 Days 909 3.6 1877 
11-15 Days 1347 5.4 1856 
16-20 Days 1566 6.3 1773 
21-25 Days 1822 7.3 2275 
26-30 Days 18850 75.3 3237 

Abused Substance 
Alcohol 7941 31.7 3221 
Stimulants 6756 27.0 8679 
Marijuana 168 .7 987 
Opiates 9693 38.7 1606 
Other 491 2.0 324 

% 

25.6 
12.7 
12.5 
12.0 
15.4 
21.8 

21.7 
58.6 

6.7 
10.8 
2.2 

Note. Detox not adding to 25,049, residential not adding to 14.817 rctlect missing data 

Table 12 shows the relationships of psychiatric diagnosis with each of the other 

clinical variables. The results demonstrate that there was a significant relationship 

between the primary substance of abuse and psychiatric diagnosis fi.)r those in detox, x2 

( 4) = 232.89, p < .001, Cramer's V = .10. A greater proportion of participants who used 

stimulants had a psychiatric diagnosis (30.4%) compared to those who did not (23.2%), 
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and a greater proportion of participants who used opiates did not have a psychiatric 

diagnosis ( 42.3%) compared to those who did (35.4%). The relationship between the 

primary substance of abuse and psychiatric diagnosis for STR treatment was not 

significant. ns. In addition, for both detox and STR treatment, the relationship of 

psychiatric diagnosis with the number of previous treatment episodes. previous use of a 

substance within 30 days prior to treatment was not significant ns. 

As shown in Table 13, the results demonstrate that there was a significant 

relationship between substances abused and previous substance use within 30 days prior 

to treatment for those in detox, x,2 (8) = 2267.24.p < .001, Cramer's V= .21. A greater 

proportion of participants who used alcohol had used the substance for 30 days ( every 

day) in the 30 days prior to treatment (32.9%) compared to those who used it for 0-16 

days (27.4%). A greater proportion of participants who used stimulants used them for 0-

16 days. 30 days prior to treatment (53.9%) compared to those who used them f<)r 17-29 

days ( 36.6%) and 30 days ( 18.1 % ). A greater proportion of participants who used opiates 

used them for 30 days (every day) 30 days prior to treatment (46.4%) compared to those 

who used it for 17-29 days (30.3%) and 0-16 days ( 15.7%). 

For both those in a detox program and those in STR treatment, the relationships of 

number of previous treatment episodes with use of the substance within 30 days prior to 

treatment and primary substance of abuse were not significant and meaningful, ns. 
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Table 12 

Frec1uendes and Percentages for Number of Previous Treatment Episodes, Substances 

Use ancl Ahused Suhstance hy Psychiatric Diagnosis/or Detox and STR Treatment 

Programs 

Detox STR 
No Diagnosis Diagnosis No Diagnosis Diagnosis 

n % n % 11 % n % 

Number of Previous 
Treatment Episodes 

None 6256 52.2 5987 45.8 4224 46.3 2476 43.5 
One 3160 26.4 3629 27.8 2524 27.6 1668 29.3 
Two or More 2570 21.4 3447 26.4 2382 26. l 1543 27.1 

Substance Use 30 
I )ays Prior to Detox 

0-16 Days 1325 11.1 1594 12.2 
17-'29 Days 2911 24.3 3489 26.7 
30 Days 7750 64.7 7980 61. l 

Substance Use 30 
Days Prior to STR 

No Days 1189 13.0 871 15.3 
1-9 Days 1885 20.6 1123 19.7 
10-19 Days 1971 21.6 1099 19.3 
20-29 Days 2943 32.2 1734 30.5 
30 Days 1142 12.5 860 15.1 

Abused Substance ••• 
Alcohol 3849 32.1 4092 31.3 1917 21.0 1304 22.9 
Stimulants 2783 23.2 3973 30.4 5387 59.0 3292 57.9 
Marijuana 42 .4 126 1.0 653 7.2 334 5.9 
Opiates 5065 42.3 4628 35.4 948 10.4 658 11.6 
Other 247 2.1 244 1.9 225 2.5 99 1.7 

Note. *** p < .00 I 
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Table 13 

Frequencies and Percentages for Abused Substance by Prior Substance Use for Detox and STR Treatment 

Programs 

Detox 

0-16 Days 17-29 Days 30 Days 

11 % n % n % 

00 

w Abused Substance *** 
Alcohol 799 27.4 1961 30.6 5181 32.9 

Stimulants 1573 53.9 2343 36.6 2840 18. l 

Marijuana 25 .9 57 .9 86 .5 

Opiates 459 15.7 1937 30.3 7297 46.4 

Other 63 2.2 102 1.6 326 2.1 

(continued) 



Table 13. continued 

Frequencies and Percentages for A.bused Substance by Prior Substance Use for Detox and STR Trearmem 

Programs 

STR 

No Days 1-9 Days 10-19 Days 20-29 Days 30 Days 

n % n % n % n % 11 % 

00 

.i:- Abused Substance *** 
Alcohol 368 17.9 521 17.3 647 21. l 1177 25.2 508 25.4 

Stimulants 1215 59.0 1983 65.9 1908 62.1 2562 54.8 IO l 1 50.5 

Marijuana 200 9.7 218 7.2 159 - ,, '·- 213 4.6 197 9.8 

Opiates 227 11.0 211 7.0 284 9.3 625 13.4 259 12.9 

Other 50 2.4 75 2.5 72 2.3 100 2.1 27 1.3 

Note.*** p < .001 



Table 13 also shows the relationship between substances abused and substance 

use within 30 days prior to treatment for those in STR treatment. The relationship was 

also significant x..2 (16) = 341.622.,p < .001, Cramer's V= .15. A greater proportion of 

participants who used alcohol had used the substance for 30 days (25.4%) and 20-29 days 

prior to treatment (25.2%) compared to those who used it for 10-19 days (21.1 % ) .. 1-9 

days ( 17.3%). or no days ( 17.9%). A greater proportion of participants who used 

stimulants used them forl-9 days in the JO days prior to treatment (65.9%) compared to 

those who used them for no days (59.0%), 20-29 days (54.8) and 30 days (50.5%). A 

greater proportion of participants who used marijuana had used it either for 30 days 

(9.8%) or no days in the 30 days prior to treatment (9.7%) compared to those who used it 

for I 0-19 days (5.2%). or 20-29 days (4.6%). Approximately the same proportion of 

participants who used opiates used them for 20-29 days prior to treatment ( 13.4%) as 

those who used them every day prior to treatment ( 12.9%) .. compared to those who did 

not use it any days prior to treatment (I 1.0%), 10-19 days (9.3%), and 1-9 days (7.0%). 

Relationships Between Demographic and Clinical Variables 

The relationship between gender and each of the clinical variables was examined 

using crosstabulations with Pearson's chi square. see Table 14. For those in STR 

treatment, the relationship between the use of a substance within 30 days prior to 

treatment and gender was significant, x.2 
( 4) = 244.51, p < .00 l, Cramer's V = .13. A 

greater proportion of participants who had not used a substance any days within 30 days 

prior to treatments were female (17.0%) compared to male (10.4%). A greater proportion 
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of participants who had used a substance 20-29 days within 30 days prior to treatments 

were also male (35.7%) compared to female (28.0%). 

The results also demonstrate that there was a significant relationship between the 

primary substance of abuse and gender for those in a detox program. x1 ( 4) = 280.64 l, p < 

.00 l. Cramer's V = .11. see Table 13. A greater proportion of participants who used 

alcohol were male (34.9%} compared to female (26.2%). A greater proportion of 

participants who used stimulants were female (28.3%) compared to male (26.2%). 

Approximately the same proportion of participants who used marijuana were male (.7%) 

as were female (.6%). A greater proportion of participants who used opiates were female 

(41.7%) as opposed to male (37.0%). A greater proportion of participants who used other 

substances were male ( 3 .1 %) compared to female ( 1.3 % ). There was also a signi ti cant 

relationship between the primary substance of abuse and gender for STR treatment (X,1 ( 4) 

= 376.55.p < .001, Cramer's V= .16). A greater proportion of participants who used 

alcohol were male (28.4%) compared to female ( 16.0%). A greater proportion of 

participants who used stimulants were female (63.0%) compared to male (53.5%). 

For those in detox, the relationship between the use of a substance within 30 days 

prior to treatment and gender was not significant, ns. In addition, no significant 

relationship was found for gender with psychiatric diagnosis or number of previous 

treatment episodes for those in both detox and STR treatment, ns. 
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Table 14 

Frequencies and Percentages for Psychiatric Diagnosis. Number of Previous Treatment Episodes. Prior Subsrance Use, 

and Abused Substance by Gender for Detox and STR Treatment Programs 

Psychiatric Diagnosis 
No 
Yes 

Number of Previous 
Treatment Episodes 

None 
One 
Two or More 

Substance Used 30 Days 
Prior to Detox 

0-16 Days 
17-29 Days 
30 Days 

Detox 
Female 

n 

4219 
4938 

4627 
2414 
2116 

1092 
2302 
5763 

% 

46.1 
53.9 

50.5 
26.4 
23.1 

11.9 
25.1 
62.9 

Male 
11 

7767 
8125 

7616 
4375 
3901 

1827 
4098 
9967 

% 

48.9 
51.1 

47.9 
27.5 
24.5 

11.5 
25.8 
62.7 

Female 
n 

4809 
3143 

3674 
2326 
1952 

% 

60.5 
39.5 

46.2 
29.3 
24.5 

STR 
Male 

n 

4321 
2544 

3026 
1866 
1973 

% 

62.9 
37.1 

44.l 
27.2 
28.7 

(continued) 



Table 14, continued 

Frequencies and Percentages for Psychiatric Diagnosis. Number of Previous Treatmellf Episodes. Prior Substance Use. 

and Abused Substance by Gender for Detox and STR Treatment Programs 

Detox STR 
Female Male Female Male 

n % 11 % n % 11 % 

Substance Used 30 Days 
~ Prior to STR *** 

No Days -- -- -- -- 1349 17.0 711 10.4 
1-9 Days -- -- -- -- 1794 22.6 1214 17.7 
10-19 Days -- -- -- -- 1559 19.6 1511 22.0 
20-29 Days -- -- -- -- ,,.,., "I .._. __ ., 28.0 2454 35.7 
30 Days -- -- -- -- 1027 12.9 975 14.2 

Abused Substance *** *** 
Alcohol 2401 26.2 5540 34.9 1272 16.0 1949 28.4 
Stimulants 2593 28.3 4163 26.2 5006 63.0 3673 53.5 
Marijuana 57 .6 111 .7 600 7.5 387 5.6 
Opiates 3820 41.7 5873 37.0 844 10.6 762 11.1 
Other 286 3.1 205 1.3 230 2.9 94 1.4 

Note.*** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at least .IO 



The relationships of age with each of the clinical variables are shown in Table 15. 

The relationship between the number of previous treatment episodes and age was 

significant for those in detox treatment~ (x2 (2) = 732.116.p < .001, Cramer's V= .17). A 

greater proportion of participants who had received no previous treatment were 30 years 

old or less (59. 7%) compared to those more than 30 years of age (43. 7%). A greater 

proportion of participants who had received two or more previous treatments were more 

than 30 years of age (28.5%) compared to those 30 years old or less (14.7%). For those in 

STR treatment. the relationship between the number of previous treatment episodes and 

age was also significant, (x.2 (2) = 627.599,p < .001, Cramer's V= .21). A greater 

proportion of participants who had received no previous treatment were 30 years old or 

less (55.1%) compared to those more than 30 years of age (38.4%). A greater proportion 

of participants who had received two or more previous treatments were more than 30 

years of age (33.6%) compared to those 30 years old or less (16.2%). 

For participants in a detox program. the relationship between age and the use of a 

substance within 30 days prior to treatment was not significant however. for participants 

in STR treatment, the relationship between the use of a substance within 30 days prior to 

treatment was significant (x.2 (4) = 195.33. p < .001, Cramer's V = .12). see Table 15. 

There was a greater proportion of participants who used a substance O days within 30 

days prior to treatment who were 30 years old or less ( 17.9%) compared to those who 

were more than 30 years old ( 11.1 % ). A greater proportion of those who used a substance 

20-29 days within 30 days prior to treatment were also more than 30 years of age (28.5%) 

compared to those who were 30 years or younger (33.7%). 
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There were significant relationships between the primary substance of abuse and 

age for both detox and STR treatment (X,2 (4) = 149l.73Lp < .001. Cramer's V= .24 and 

x2 (2) = I 031.039. p < .001, Cramer"s V = .26~ respectively), see Table 15. For those in 

detox. a greater proportion of participants whose primary substance of abuse was alcohol 

were more than 30 years of age (39.2%) compared to those 30 years old or younger 

( 16.0% ). A greater proportion of those whose primary substance of abuse was stimulants 

were 30 years old or less (32.9%) compared to those more than 30 years (24.1 %). A 

greater proportion of those whose primary substance of abuse was opiates were 30 years 

old or less (46.7%) compared to those more than 30 years of age (34.8%). For those in 

STR treatment, there were a greater proportion of participants whose primary substance 

of abuse was alcohol who were more than 30 years of age (28.1 %) compared to those 30 

years old or younger ( 12.4%). A greater proportion of those whose primary substance of 

abuse was marijuana were 30 years old or younger (12.3%) compared to those more than 

30 years old (2.8% ). 

No significant and meaningful relationships between employment status and any 

of the clinical variables of psychiatric diagnosis, number of previous treatment episodes. 

use of substance in 30 days prior to treatment, and primary substance of abuse for those 

in either detox or STR treatment, ns. In addition, no significant relationships were found 

between insurance status and any of the clinical variables, ns. 
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Table 15 

Frequencies and Percentages for Psychiatric Diagnosis, Number of Previous Treatment Episodes. Prior Substance Use. 

and Abused Substance by Age for Detox and STR Treatment Programs 

Detox STR 
30 Years or Less More than 30 Years 30 Years or Less More than 3 0 Years 

n % n % n % n % 

Psychiatric Diagnosis 
No 3954 48.6 8032 47.5 3793 62.8 5337 60.8 
Yes 4181 51.4 8882 52.5 2246 37.2 3441 39.2 

Number of Previous 
Treatment Episodes *** ** 

None 4855 59.7 7388 43.7 3328 55.l 3372 38.4 
One 2083 25.6 4706 27.8 1732 28.7 2460 28.0 
Two or More 1197 14.7 4820 28.5 979 16.2 2946 33.6 

Substance Used 30 Days Prior 
to Detox 

0-16 Days 1057 13.0 1862 11.0 
17-29 Days 2210 27.2 4190 24.8 
30 Days 4868 59.8 10862 64.2 

( continued) 



Table 15, continued 

Frequencies and Percentages for Psychiarric Diagnosis. Number of Previous Trearmem Episodes. Prior Subsrance Use 

and Abused Substance by Age for Detox and STR Treatment Programs 

Detox STR 
30 Years More than 30 Years More than 
or Less 30 Years or Less 30 Years 

n % n % n % 11 % 

'° Substance Used 30 Days 
N Prior to SIR *** 

No Days -- -- -- -- 1084 17.9 976 11. l 
1-9 Days -- -- -- -- 1320 21.9 1688 19.2 
10-19 Days -- -- -- -- 1221 20.2 1849 21. l 
20-29 Days -- -- -- -- 1722 28.5 2955 33.7 
30 Days -- -- -- -- 692 11.5 1310 14.9 

Abused Substance 
Alcohol 1304 16.0 6637 39.2 751 12.4 2470 28.1 
Stimulants 2676 32.9 4080 24.1 3584 59.3 5095 58.0 
Marijuana 122 1.5 46 .3 741 12.3 246 2.8 
Opiates 3803 46.7 5890 34.8 731 12.1 875 10.0 
Other 230 2.8 261 1.5 

.., ,, .., .,..,_ 3.8 92 1.0 

Note.*** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at least .10 



Crosstabulations with Pearson· s chi square were conducted to test the 

relationships between education and each of the clinical variables, see Table 16. For 

those in detox, there was no significant and meaningful relationship between the primary 

substance of abuse and education; however a significant relationship was found for those 

in residential treatment between the primary substance of abuse and education (x.2 (4) = 

244.600, p < .001. Cramer"s V = .13 ). There was a greater proportion of participants 

whose primary substance of abuse was alcohol who had at least a high school diploma 

(24.6°/4>) compared to those who did not ( 15.8%). A greater proportion of those whose 

primary substance of abuse was stimulants did not have a high school diploma (63.0%) 

compared to those with a high school diploma or above (56.5%). The relationships of 

education with psychiatric diagnosis, number of previous treatment episodes, and the use 

of a substance within 30 Jays prior to treatment were not significant and meaningful for 

those in detox or STR treatment. ns. 

Table 17 shows the relationships of marital status with each of the clinical 

variables. The results demonstrate that there was a significant relationship for those 

receiving detox treatment between the primary substance of abuse and marital status (x,2 

(8) = 488.73, p < .001. Cramer's V= .10). A greater proportion of participants who used 

alcohol were divorced or widowed (38.8%) compared to those who were married or 

cohabitating (27.9%) and never married (26.0%). 
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Table l 6 

Frequencies and Percentages for Psychiatric Diagnosis. Number of Prl!vious Trearmellf Episodes. Substance Used 

and Abused Substance by Education for Derox and STR Trearmenr Programs 

Detox STR 
Less than HS HS Diploma or Higher Less than HS HS Diploma or Higher 

n % n % n % n % 

Psychiatric Diagnosis 
No 3654 48.9 8332 47.4 3123 64.9 6007 60.0 
Yes 3820 51. l 9243 52.6 1687 35.l 4000 40.0 

Number of Previous 
Treatment Episodes 

None 3996 53.5 8247 46.9 2365 49.2 4335 43.3 
One 2025 27.l 4764 27.1 1361 28.3 2831 28.3 
Two or More 1453 19.4 4564 26.0 1084 T) ---·' 2841 28.4 

Substance Used 30 Days Prior 
to Detox 

0-16 Days 771 10.3 2148 12.2 
17-29 Days 1730 23.1 4670 26.6 
30 Days 4973 66.5 10757 61.2 

(continued) 
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Table 16, continued 

Frequencies and Percentages jor Psychiatric Diagnosis. Number of Previous Treatmenr Episode!,, Substance Used 

and Abused Substance by Education for Detox and STR Treatment Programs 

Detox STR 
HS Diploma HS Diploma 

Less than HS or Higher Less than HS or Higher 
n % n % 11 % 11 % 

v. Substance Used 30 Days 
Prior to Residential 

No Days -- -- -- -- 802 16.7 1258 12.6 
1-9 Days -- -- -- -- 1062 22.1 1946 19.4 
10-19 Days -- -- -- -- 890 18.5 2180 21.8 
20-29 Days -- -- -- -- 1399 29.1 3278 32.8 
30 Days -- -- -- -- 657 13.7 1345 13.4 

Abused Substance 
Alcohol 1933 25.9 6008 34.2 761 15.8 2460 24.6 
Stimulants 2023 27.l 4733 26.9 3028 63.0 5651 56.5 
Marijuana 68 .9 100 .6 455 9.5 532 5.3 
Opiates 3313 44.3 6380 36.3 442 9.2 1164 11.6 
Other 137 1.8 354 2.0 124 2.6 200 2.0 

Note.*** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at least .10 

••• 



For those receiving STR treatment, there was also a significant relationship 

between the primary substance of abuse and marital status (x.2 (8) = 332.89, p < .001, 

Cramer·s V = .11 ). see Table 17. A greater proportion of participants who used alcohol 

were divorced or widowed (27.2%) compared to those who were married or cohabitating 

( 18.4%) and never married ( 18.3%). A greater proportion of participants who used 

marijuana were never married (9.9%) compared to those that were married or 

cohabitating (6.5%) and divorced or widowed (3.4%). There were no significant and 

meaningful relationships for marital status with the clinical variables of psychiatric 

diagnosis. use of a substance within 30 days prior to treatment, or number of previous 

treatment episodes for those in detox or residential treatment, ns. 

As shown in Tables 18 and 19 respectively, there was no significant and 

meaningful relationship between ethnicity and psychiatric diagnosis for both detox and 

STR treatment, ns. The results also demonstrate that there was no significant and 

meaningful relationship between the number of previous treatment episodes and ethnicity 

for detox , ns; however, there was a significant relationship between the number of 

previous treatment episodes and ethnicity for STR treatment, (x.2 (6) = 309.659. p < .001, 

Cramer's V= .10). A greater proportion of participants who have not received any 

previous treatment were Hispanic (55.0%), compared to those who were Caucasian 

(44.8%). those who reported their ethnicity as other (42.7%), and those who were African 

American (36.8%). A greater proportion of participants who had received two or more 

previous treatments were African American (34.7%) compared to Caucasian (26.6%), 

those who reported their ethnicity as other (25.5%), and Hispanic (17.6%). 
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Table 17 

Frequencies and Percentages for Psychiatric Diagnosis. Number of Previous Treatment Episodes, Prior Subsrance Use 

and Abused Substance by Alarital Sratusfor Detox and STR Treatment Programs 

Detox STR 
Married/ Divorced/ Never Married/ Divorced/ Never 

Cohabitating Widowed Married Cohabitating Widowed Married 
n % n % n % n % n % n % 

'° Psychiatric Diagnosis 
'-l No 2594 46.1 4842 46.8 4550 SO.I 1925 61.8 3438 60.3 3767 62.8 

Yes 3029 53.9 5505 53.2 4529 49.9 1188 38.2 2266 39.7 
..,..,..,.., __ .,., 37.2 

Number of Previous 
Treatment Episodes 

None 2989 53.2 4584 44.3 4670 51.4 1448 46.5 2358 41.3 2894 48.2 
One 1475 26.2 2873 27.8 2441 26.9 914 29.4 1587 27.8 1691 28.2 
Two or More 1159 20.6 2890 27.9 1968 21.7 751 24.1 1759 30.8 1415 23.6 

Substance Use30 
Days Prior to Detox 

0-16 Days 640 11.4 1158 11.2 1121 12.3 
17-29 Days 1425 25.3 2647 25.6 2328 25.6 
30 Days 3558 63.3 6542 63.2 5630 62.0 

(continued) 
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Table 1 7, continued 

Frequencies and Percentages for PJychiatric Diagnosis. Number of Previous Treatmellt Episodes. Prior Substance Use 

and Abused Substance by i\tlarital Status for Detox and STR Treatment Programs 

Detox STR 
Married/ Divorced/ Never Married/ Divorced/ Never 

Cohabitating Widowed Married Cohabitating Widowed Married 

n % n % n % n % n % n % 

Substance 
Use 30 Days Prior 
to Residential 

No Days -- -- -- -- -- -- 488 15.7 687 12.0 885 14.8 

1-9 Days -- -- -- -- -- -- 708 22.7 1068 18.7 p"' ') _ _,_ 20.5 

10-19 Days -- -- -- -- -- -- 647 20.8 1188 20.8 1235 20.6 

20-29 Days -- -- -- -- -- -- 909 29.2 1933 33.9 1835 30.6 

30 Days -- -- -- -- -- -- 361 11.6 828 14.5 813 13.6 

(continued) 



Table I 7, continued 

Frequencies and Percentages for Psychiatric Diagnosis. i\'umber of Previous Treatment Episodes. Prior Sub.Hance Use 

and Abused Substance by .Marital Status for Detox and STR Treatment Programs 

Detox STR 
Married/ Divorced/ Never Married/ Divorced/ Never 

C ohabitating Widowed Married Cohabitating Widowed Manied 

n % 11 % 11 % n % 11 % 11 % 

'° '° 
Abused Substance ••• 

Alcohol 1567 27.9 4013 38.8 2361 26.0 572 18.4 1552 27.2 1097 18.3 

Stimulants 1495 26.6 2753 26.6 2508 27.6 1919 61.6 3258 57.1 3502 58.4 

Marijuana 34 .6 51 .5 83 .9 201 6.5 194 3.4 592 9.9 

Opiates 2421 43.1 3339 32.3 3933 43.3 352 11.3 605 10.6 649 10.8 

Other 106 1.9 191 1.8 194 2.1 69 2.2 95 1.7 160 2.7 

Note.*** p < .001 

••• 



Table 18 

Fret/ uencies and Percentages/hr P.\ychialric Diagnosis, Number <?/'Previous Treatment 

l:iJisodes. Prior Substance Use and Abused Substance by Ethnicity }hr Detox 

Programs 

Detox 
African 

Caucasian American Hispanic Other 
n % n % n % n % 

Psychiatric Diagnosis 
No 6820 46.0 1862 59.7 3171 46.4 133 49.3 
Yes 8011 54.0 1257 40.3 3658 53.6 137 50.7 

Number of Previous 
Treatment Episodes 

None 7072 47.7 1392 44.6 3639 53.3 140 51.9 
One 4003 27.0 942 30.2 1762 25.8 82 30.4 
Two or More 3756 25.3 785 25.2 1428 20.9 48 17.8 

Substance Used 30 
Days Prior to Detox ••• 

0-16 Days 1800 12.1 457 14.7 632 9.3 30 11. l 
17-29 Days 4116 27.8 911 29.2 1289 18.9 84 31.1 
30 Days 8915 60.1 1751 56. l 4908 71.9 156 57.8 

••• 
Abused Substance 

Alcohol 5525 37.3 917 29.4 1398 20.5 101 37.4 
Stimulants 3921 26.4 1402 45.0 1358 19.9 75 27.8 
Marijuana 104 .7 33 I.I 29 .4 

.., .7 4,, 

Opiates 4857 32.7 754 24.2 3992 58.5 90 33.3 
Other 424 2.9 13 .4 52 .8 2 .7 

Note. *** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at 
least. l 0 
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Table 19 

Frequencies and Percentages/hr Psychiatric Diagnosis, Numher of Previous Treatment 

Episodes. Prior Substance Used and Abused Substance by Ethnicity for STR 

freatment Programs 

STR 
African 

Caucasian American Hispanic Other 
n % n % n % n % 

Psychiatric Diagnosis 
No 4727 59.2 2345 68.8 1962 60.0 96 61.1 
Yes 3258 40.8 1062 31.2 1306 40.0 61 38.9 

Number of Previous ••• 
Treatment Episodes 

None 3581 44.8 1255 36.8 1797 55.0 67 42.7 
One 2276 28.5 969 28.4 897 27.4 50 31.8 
Two or More 2128 26.6 1183 34.7 574 17.6 40 25.5 

Substance Used 30 
Days Prior to STR 

No Days 1107 13.9 303 8.9 627 19.2 23 14.6 
1-9 Days 1505 18.8 749 22.0 713 21.8 41 26.1 
10-19 Days 1774 22.2 693 20.3 566 17.3 37 23.6 
20-29 Days 2635 33.0 1069 31.4 938 28.7 35 22.3 
30 Days 964 12.1 593 17.4 424 13.0 21 13.4 

••• 
Abused Substance 

Alcohol 2100 26.3 477 14.0 606 18.5 38 24.2 
Stimulants 4191 52.5 2436 71.5 1964 60.1 88 56. l 
Marijuana 411 5.1 307 9.0 258 7.9 11 7.0 
Opiates 1054 13.2 138 4.1 401 12.3 13 8.3 
Other 229 2.9 49 1.4 39 1.2 7 4.5 

Note.*** p < .001 
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For participants who received detox treatment~ a significant relationship was 

found between the primary substance of abuse and ethnicity, x2 (12) = 2087.51,p < .001, 

Cramcr·s V = .17. A greater proportion of participants who used alcohol reported their 

ethnicity as other (37.4%) or Caucasian (37.3%), compared to those who were Hispanic 

(20.5%) or African American (29.4%). A greater proportion of participants who used 

stimulants were African American (45.0%) compared to those who were Caucasian 

(26.4%). those who reported their ethnicity as other (27.8%), and those who were 

Hispanic ( 19.9%). A greater proportion of participants who used opiates were Hispanic 

(58.5%). compared to those who reported their ethn-icity as other (33.3%). those who 

were Caucasian (32.7%), and those who were African American (24.2%). In addition, for 

participants who received residential treatment, a significant relationship was also found 

between the primary substance of abuse and ethnicity (x2 
( 12) = 635.58, p < .001. 

Cramc(s V = .12). A greater proportion of participants who used alcohol were Caucasian 

(26.3%), compared to those who reported their ethnicity as other (24.2%), Hispanic 

( 18.5%), and African American (14.0%). A greater proportion of participants who used 

stimulants were African American (71.5%), compared to those who were Hispanic 

(60. l %), those who reported their ethnicity as other (56. l %), and those who were 

Caucasian (52.5%). A greater proportion of participants who used opiates were 

Caucasian (13.2%), compared to Hispanic (12.3%), those who reported their ethnicity as 

other (8.3%)~ and those who were African American (4.1 %). There were no significant 

and meaningful relationships between the use of a substance within 30 days prior to 

treatment and ethnicity for detox and STR treatment, ns. 
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A significant relationship was found for those receiving STR treatment between 

the primary substance of abuse and living situation (x: (8) = 166.97, p < .001, Cramer's V 

= .18)~ see Table 20. A greater proportion of participants who used alcohol were living 

alone (27.9%) or were homeless (26.3%), compared to those who were living with family 

( 19.6%). A greater proportion of participants who used marijuana were living with family 

(7.5%) or living alone (6.7%), compared to those who were homeless (3.4%). 

Also shown in Table 20, the results demonstrate that a significant relationship was 

f<.mnd between the primary substance of abuse and living situation for participants 

receiving detox treatment x; (8) = 507.74,p < .001, Cramer's V= .10. A greater 

proportion of participants who used alcohol were living alone ( 43.5%), compared to those 

who were homeless (40.8%) and those who were living with family (28.4%). A greater 

proportion of participants who used stimulants were homeless (30.1 %), compared to 

those who were living with family (26.8%) and those who were living alone (23 .7%). A 

greater proportion of participants who used opiates were living with family (42.0%), 

compared to those respondents who were living alone (30.0%) and those who were 

homeless (27.6%). The results demonstrate that there were no significant and meaningful 

relationships for living situation with psychiatric diagnosis, number of previous treatment 

episodes, and use of a substance within 30 days prior to treatment for detox or STR 

treatment, ns. 
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Table 20 

Frequencies and Percentages for Psychiatric Diagnosis, Number of Previous Treatment Episodes, Prior Substance Use 

and Abused Substance by Living Situation for Detox and STR Treatment Programs 

Detox STR 
Family Alone Homeless Family Alone Homeless 

n % 11 % 11 % n % n % n % 

Psychiatric Diagnosis 
No 9190 48.8 1221 42.2 1444 49.0 6402 62.4 955 60.1 1485 60.5 

0 Yes 9634 51.2 1675 57.8 1503 51.0 3851 37.6 633 39.9 970 39.5 .p. 

Number of Previous 
Treatment Episodes 

None 9544 50.7 1380 47.7 1191 40.4 4907 47.9 702 44.2 897 36.5 
One 5174 27.5 726 25.1 783 26.6 3003 29.3 433 27.3 628 25.6 
Two or More 4106 21.8 790 27.3 973 33.0 2343 22.9 453 28.5 930 37.9 

Substance Use 30 
Days Prior to Detox 

0-16 Days 2115 11.2 340 11.7 342 11.6 
17-29 Days 4713 25.0 780 26.9 797 27.0 
30 Days 11996 63.7 1776 61.3 1808 61.4 

( continued) 



Table 20, continued 

Frequencies and Percentages for P5ychiatric Diagnosis, Number of Previous Treatment Episodes, Prior Substance Use 

and Abused Substance by Living Situation for Detox and STR Treatment Programs 

Detox STR 
Family Alone Homeless Family Alone Homeless 

n % n % n % n % n % 11 % 

Substance Use 30 
o Days Prior to 
Vl Residential 

No Days -- -- -- -- -- -- 1425 13.9 178 11.2 268 10.9 
1-9 Days -- -- -- -- -- -- 2189 21.3 316 19.9 391 15.9 
10-19 Days -- -- -- -- -- -- 2171 21.2 308 19.4 509 20.7 
20-29 Days -- -- -- -- -- -- 3165 30.9 535 33.7 883 36.0 
30 Days -- -- -- -- -- -- 1303 12.7 251 15.8 404 16.5 

Abused Substance *** *** 
Alcohol 5350 28.4 1259 43.5 1203 40.8 2014 19.6 433 27.3 646 26.3 

Stimulants 5051 26.8 686 23.7 886 30.l 5994 58.5 893 56.2 1481 60.3 
Marijuana 135 .7 17 .6 13 .4 768 7.5 106 6.7 84 3.4 
Opiates 7901 42.0 870 30.0 812 27.6 1218 11.9 128 8.1 214 8.7 

Other 387 2.1 64 2.2 
,,,, I.I 259 2.5 28 1.8 30 1.2 ., ., 

Note. *** p < .001 



Table 21 shows the frequencies and proportions of demographic variables by day 

of admission for detox and STR programs. Participants from both groups were most often 

admitted on a Monday (20.8% for detox and 20.0% for STR treatment) or a Tuesday 

(20.6% for detox and 22.0% for STR treatment). Wednesday was the next day in which 

patients were most often admitted, with 18.7% of participants receiving detox treatment 

and 20.3% of those receiving STR treatment. Participants were least often admitted on 

WEs. with only 4.7% of those receiving detox treatment and 3.1 % of those receiving 

STR treatment admitted on a Saturday, and only 4.1 % of participants receiving detox 

treatment and 1.6% of participants receiving STR treatment admitted on a Sunday. 

Table 21 

Frequencies and Percentages of Day ,~(Admission/hr Detox and STR Treallnenl 

Programs 

Detox STR 
n % n % 

Day of Admission 
Friday 3703 14.8 2310 15.6 
Monday 5211 20.8 2958 20.0 
Saturday 1169 4.7 458 3. l 
Sunday 1017 4.1 232 1.6 
Thursday 4123 16.5 2591 17.5 
Tuesday 5152 20.6 3257 22.0 
Wednesday 4674 18.7 301 l 20.3 

Note. Detox not adding to 25,049, residential not adding to 14,817 reflect missing data 
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J\s shown in Table 22, cross tabulations with Pearson's chi square were used to 

examine the relationship of day of admission with the demographic variables. For those 

in a detox program and those in a STR program, the relationships of day of admission 

with gender. age. education, employment status, marital status, insurance status, 

ethnicity, and living situation were not significant and meaningful, ns. 

J\s shown in Table 23, a significant relationship was found between psychiatric 

diagnosis and day of admission for those who received detox treatment (x.2 ( l) = 236.31, p 

< .00 I. Cramer's C = .10). A greater proportion of participants who did not have a 

psychiatric diagnosis were admitted on a WD (49.4%) compared to those admitted on a 

WE (32.2%). while a greater proportion of participants who did have a psychiatric 

diagnosis were admitted on a WE (67.8%) compared to those admitted on a WO (50.6%). 

For participants who received STR treatment, no significant relationship between 

psychiatric diagnosis and day of admission was found, ns. For both detox and STR 

treatment participants, there were no significant and meaningful relationships for day of 

admission with number of previous treatment episodes, use of a substance within 30 days 

prior to treatment, and primary substance of abuse, ns. 

Detox Program versus STR Program 

A multiple logistic regression was conducted to predict to which drug treatment 

program clients were admitted. Variables were entered in three blocks. The first block 

was day of admission only. The second block included day of admission and the 

demographic variables of age, education levels, gender, employment status, insurance, 

marital status, ethnicity, and living arrangements. The third block included day of 
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admission. the demographic variables. and the clinical variables of psychiatric diagnosis, 

whether the patient used drugs in the previous 30 days, number of previous treatment 

episodes. and primary drugs used. 

The model which included all three blocks had the best fit x.\8) = 11,260, p < 

.001. and predicted 34.3% of the variance. As shown in Table 24, people who were 

admitted to a drug program on a WD, compared to being admitted on a WE. were 

significantly more likely to be admitted to a residential program than a detox program 

( Odd\· ratio = 1. 74, p < .001 ). Those who were older, compared to being younger, were 

significantly less likely to be admitted to a STR treatment program than a detox program 

(Odds ratio = .829, p < .001 ). Females, compared to males, were significantly more 

likely to be admitted to a STR treatment program than be admitted to a detox program 

( Odd\· ratio = I. 736, p < .001 ). 

Those who were employed. compared to those who were unemployed, were 

significantly less likely to be admitted to a STR program than a detox program. 

Furthermore, people who were African-American, compared to Caucasian, were 

significantly more likely to be admitted to a STR treatment program than a detox 

program (Oddr ratio= 1.415, p < .001 ), while Hispanics were less likely to be admitted. 

Those who were living alone, compared to those living in a family, were significantly 

more likely to be admitted to a residential program than detox program (Odds ratio= 

1.092, p = .026). Those who were homeless, compared to living in a family, were 

significantly more likely to be admitted to a STR treatment program than a detox 

program (Odds ratio= 1.490. p < .00 I). People who had a psychiatric diagnosis, 
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compared to those who did not have a psychiatric diagnosis, were significantly less likely 

to be admitted to a STR program than a detox program (Odds ratio = .520, p < .001 ). 

Those who had used dmgs in the previous 30 days, compared to those who had not used 

in the last 30 days, were significantly less likely to be admitted to a STR treatment 

program than a detox program ( Od,l~ ratio = .03 7, p < .001 ). Additionally. those who had 

been to one previous drug treatment program, compared to who had not been to a drug 

treatment program previously, were significantly more likely to be admitted to a STR 

program than a detox program (Odds ratio= 1.205, p < .001). 

Furthermore, those who had been to two or more treatment programs previously, 

compared to no previous treatment, were significantly more likely to have be admitted to 

a STR treatment program than a detox program (Odds ratio= 1.374, p < .001). Finally, 

those who used stimulants, compared to using alcohol, were significantly more likely to 

he admitted to a STR treatment program than a detox program ( Odds ratio = 2. 770. p < 

.001 ). Those who used marijuana, compared to using alcohol were significantly more 

likely to be admitted to a STR treatment program than a detox program. Those who used 

opiates. compared to using alcohol were significantly less likely to be admitted to a STR 

treatment program than detox program. Those who used another type of drug, compared 

to those who used alcohol were significantly more likely to be admitted to a STR 

treatment program than a detox program ( Odcl\· ratio= 1.242, p = .008). 
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Table 22 

Frequencies and Percentages of Demographic Variables by Day of Admission for Detox and STR Treatment Programs 

Detox STR 
Admitted on Admitted on Admitted on Admitted on 

WD WE WD WE 
n % n % n % 11 % 

Gender 
Female 8402 36.7 755 34.5 7611 53.9 341 49.4 - Male 14461 -0 

63.3 1431 65.5 6516 46.1 349 50.6 

Age 
3 0 Years or Less 7398 32.4 737 33.7 5795 41.0 244 35.4 
More than 30 Years 15465 67.6 1449 66.3 8332 59.0 446 64.6 

Education 
Less than HS 6773 29.6 701 32.1 4600 32.6 210 30.4 
HS Diploma or 
Higher 16090 70.4 1485 67.9 9527 67.4 480 69.6 

Employment Status 
Not Employed 19867 86.9 1852 84.7 12763 90.3 625 90.6 
Employed 2996 13.1 334 15.3 1364 9.7 65 9.4 

(continued) 



Table 22, continued 

Frequencies and Percemages of Demographic Variables by Day of Admission for Detox and STR Treatment Programs 

Detox STR 
Admitted on Admitted on Admitted on Admitted on 

WD WE WD WE 

n % 11 % 11 % n % 

Insurance 

No Insurance 21590 94.4 2093 95.7 12296 87.0 610 88.4 - Any Insurance 1273 5.6 93 4.3 1831 13.0 80 11.6 

Marital Status 

Married/Cohabitating 5123 22.4 500 22.9 2960 21.0 153 22.2 

Divorced/Widowed 9442 41.3 905 41.4 5411 38.3 293 42.5 

Never Married 8298 36.3 781 35.7 5756 40.7 244 35.4 

(continued) 



Table 22, continued 

Frequencies and Percentages of Demographic Variables by Day of Admission for Detox and STR Trearmem Program.\ 

Detox STR 
Admitted on Admitted on Admitted on Admitted on 

WO WE WO WE 

n % n % 11 % 11 % 

Ethnicity -- Caucasian 13533 59.2 1298 59.4 7583 53.7 402 58.3 N 

African American 2898 12.7 221 10.1 3284 23.2 123 17.8 

Hispanic 6176 27.0 653 29.9 3114 22.0 154 22.3 

Other 256 1.1 14 .6 146 1.0 11 1.6 

Living Situation 

Family 17172 76.3 1652 76.4 9775 71.8 478 71.0 

Alone 2644 11.7 252 11.7 1515 11.1 73 10.8 

Homeless 2688 11.9 259 12.0 2333 17.1 122 18.l 

Note.*** Denotes crosstabs which are significant (p < .001) and have a Cramer's V of at least .10 



Table 23 

Frec1uencies ancl Percentages ,>f Clinica/ Variables by Day ,>f Admission.fiJr Detox and 

STR Treatment Programs 

Detox STR 
Admitted on Admitted on Admitted on Admitted on 

WO WE WO WE 
n % 11 % n % n % 

Psychiatric Diagnosis ••• 

No 11283 49.4 703 32.2 8734 61.8 396 57.4 
Yes 11580 50.6 1483 67.8 5393 38.2 294 42.6 

Number of Previous 
Treatment Episodes 

None 11194 49.0 1049 48.0 6425 45.5 275 39.9 
One 6171 27.0 618 28.3 3971 28.1 221 32.0 
Two or More 5498 24.0 519 23.7 3731 26.4 194 28.l 

Substance Use 30 
Days Prior 
to Detox 

0-16 Days 2654 11.6 265 12.1 
17-29 Days 5881 25.7 519 23.7 
30 Days 14328 62.7 1402 64.1 

Substance Use 30 Days Prior 
to STR 

No Days 1975 14.0 85 12.3 
1-9 Days 2921 20.7 87 12.6 
10-19 Days 2962 21.0 108 15.7 
20-29 Days 4411 31.2 266 38.6 
30 Days 1858 13.2 144 20.9 

Abused Substance 
Alcohol 7293 31.9 648 29.6 3017 21.4 204 29.6 
Stimulants 6016 26.3 740 33.9 8360 59.2 319 46.2 
Marijuana 146 .6 22 1.0 962 6.8 25 3.6 
Opiates 8947 39.1 746 34.1 1479 10.5 127 18.4 
Other 461 2.0 30 1.4 309 2.2 15 .., ') ... ,.,_ 

Note.*** p < .001 
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Table 24 

Block Logistic Regression Predicting Program T,ype (STR)from Day ofAdmission. 

Demographic Variables and Clinical Variables 

Odds 

B SE Wald Ratio 

Block l 

WD Program Admission3 .666 .045 214.41 1.95 

Block 2 

WO Program Admission3 .602 .047 166.17 1.83 

Over 30 Years of Ageb -.384 .025 231.66 .68 

HS Diploma or Higherc -.041 .024 2.88 .96 
Femaled .628 .023 778.27 1.87 

Employedc -.150 .035 17.82 .86 

Any I nsurancc'" .770 .039 387.72 2.16 

Divorced/Widowedg -.053 .030 3.07 .95 

Never Marriedg .005 .030 .03 1.00 

African Amcricanh .749 .030 606.99 2.12 

Hispanich -.090 .027 10.90 .91 

Other Ethnicity11 .017 .106 .02 1.02 

Lived Alonei .082 .036 5.25 1.09 

Homelcssi .475 .032 220.31 1.61 

p 

.000 

.000 

.000 

.090 

.000 

.000 

.000 

.080 

.873 

.000 

.001 

.875 

.022 

.000 

Note. acompared to WE admission, 6Compared to 30 Years or Less, ccompared to Less 
than HS diploma, dCompared to Male, ~compared to Not Employed, rCom_pared to No 
Insurance, gCompared to Married/Co~abitating, hCompared to Caucasian, 'Compared to 
Lived with Family 

( continued) 
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Table 24. continued 

Block Logistic Regression Predicting Program Type (STR) from Day ofAdmission, 

Demographic Variables, and Clinical Variables 

Od<l\· 

~ SE Wald Ratio 

Block 3 
WD Program Admissiona .554 .052 114.49 1.74 
Over 30 Y cars of Agl -. I 87 .030 40.19 .83 
I-IS Diploma or Higherc .040 .028 2.08 1.04 
Fcmaled .552 .026 467.72 1.74 
Employedc -.194 .040 24.01 .82 

f .706 .044 254.94 2.03 Any Insurance 
Di vorccd/Widowcdg -.061 .034 3.28 .94 
Never Marriedg .033 .035 .89 1.03 
African Americanh .347 .034 104.06 1.41 
I lispanich .048 .032 2.27 1.05 
Other Ethnicity" -.070 .121 .34 .93 
Lived Alone' .088 .040 4.93 1.09 
Homeless' .399 .036 125.80 1.49 
Psychiatric Diagnosis -.653 .025 676.12 .52 
Used Substance within 30 Days" -3.303 .098 1130.86 .04 
One Previous Treatment Episode1 .187 .030 39.87 1.21 
Two or More Previous Treatment 
Episodes 1 .318 .031 104.49 1.37 
Stimulantsm 1.019 .030 1168.45 2.77 
Marij uanarn 2.425 .092 688.19 11.30 
Opiatesm -1.003 .038 696.89 .37 
Otherm .217 .082 6.93 1.24 

p 

.000 

.000 

.149 

.000 

.000 

.000 

.070 

.345 

.000 

.132 

.561 

.026 

.000 

.000 

.000 

.000 

.000 

.000 

.000 

.000 

.008 

Note. 3Compared to WE admission, 6Compared to 30 Years or Less, ccompared to Less 
than HS diploma, JCompared to Male, cCompared to Not Employed, •compared to No 
Insurance, gCompared to Married/Cohabitating, hCompared to Caucasian, iCompared to 
Lived with Family, jCompared to No Psychiatric Diagnosis, kCompared to No Use within 
30 Days, 1Compared to No Previous Treatment Episodes, mcompared to Primary Alcohol 
Use 
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Length of Stay Descriptives 

As shown in Table 25, the overall LOS for all participants was about 14 days (M 

= 13.46. SD= 14.05), with a minimum stay of 1 day, and a maximum stay of 90 days. 

For participants receiving detox treatment, the average LOS was approximately 5 days 

(M = 5.47, SD= 2.19), with a minimum stay for 1 day, and a maximum stay of 14 days. 

For participants receiving STR treatment, the average LOS was approximately 27 days 

(A/= 26.97. SD= 15.25), with a minimum stay for 1 day, and a maximum stay of 90 

days. 

Table 25 

Mean and Standard Deviation of Overall LOS and LOS for Detox and STR 

li-eatment Programs 

Total LOS 

Detox LOS 

STR LOS 

N 

39866 

25049 

14817 

Alean 

13.46 

5.47 

26.97 

SD 

14.05 

2.19 

15.24 

Min Max 

90 

14 

90 

Participants were also divided into shorter and longer LOS. For detox, shorter stay 

was defined as less than 4 days, and longer stay was defined as 4 or more days. Four days 

was considered the minimum amount of time the one could potentially complete detox. 

For STR. shorter stay was defined as less than 21 days and longer stay was 21 days or 
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more. as 21 days was considered the minimum amount of time that one could complete a 

STR program. Table 26 then shows the number of participants who are likely to be 

considered program completers (based only on LOS). Participants receiving detox 

treatment were more likely to stay in treatment for a longer period of time (81.6%). while 

participants receiving residential treatment were more likely to stay in treatment for a 

shorter period of time (73.8%). 

Table 26 

Frequencies and Percentages of Categorical LOS Variables.for Detox and STR 

Trealment Programs 

Detox STR 

n % n (1/o 

LOS 

Shorter Stay 5166 18.4 29422 73.8 

Longer Stay 22961 81.6 10444 26.2 

Nole. Detox not adding to 25,049, residential not adding to 14,817 reflect missing data 

Relationships Between LOS and the Demographic/Clinical Variables 

The relationships between LOS and the demographic variables were tested in two 

ways. First, biserial correlations were conducted with LOS and each of the demographic 

variables. The results revealed that the only significant relationship was that between 

Hispanic ethnicity and LOS (r = -.199, p < .001 ), indicating that being Hispanic was 
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related to shorter LOS in a detox program. The relationship between LOS and the 

demographic variables was also examined using one-way analysis of variance (ANOV A) 

in order to compare the mean LOS for each demographic variable by category (see Table 

27). There was a significant difference in LOS for many of the demographic variables. 

however the effect sizes for all significant relationships was less than .10. At p < .001, 

there were significant differences in LOS by age (F(l, 25047) = 326.93, partial 112 = .01), 

education (F ( l, 25047) = 79.86, partial 112 < .0 I), insurance status (F ( 1, 2504 7) = 13.21, 

partial '1:! < .01), marital status (F ( 1, 25046) = 82.50, partial T}
2 = .01 ), ethnicity (F (2, 

24776) = 180.75. partial 112 
= .01), and living situation (F(2, 24664) = 38.73, partial ·'12 < 

.0 I) for those in a detox program. For those in residential treatment, there were 

significant differences in LOS by gender (F(L 14815) = 109.40, partial 112 = .01), 

insurance (F ( 1. 14815) = 60.51, partial 112 < .01 ). marital status (F (2, 14815) = 11.62, 

partial 1/ < .01 ). and ethnicity (F (2, 14657) = 71.55, partial T}
2 = .01 ). lt is important to 

note that the nonsignificant findings may be an artifact of the extremely large sample 

size. 

The relationships between LOS and the clinical variables were also tested in two 

ways. First, biserial correlations were conducted with LOS and each of the clinical 

variables. The results revealed that the only relationship that was significant with a 

correlation coefficient above .100 (and p < .001) was the relationship between alcohol as 

the primary substance of abuse and LOS (r= .114, p < .001), indicating that using 

primarily alcohol was related to longer LOS in a detox program. The relationships 

between LOS and the clinical variables were also examined using one-way ANOV As in 
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order to compare the mean LOS for each clinical variable by category (see Table 28). 

There was a significant difference in LOS for several of the clinical variables. however 

the effect sizes for all significant relationships was less than .10. At p < .001, there were 

significant differences in LOS by number of previous treatment episodes (F (2, 25046) = 

46.33. partial 11
2 

< .01) and abused substance (F (4. 25044) = 438.42, partial 112 = .02) for 

those respondents in a detox program. For those respondents in STR treatment, there 

were signi fie ant di ffcrences in LOS by whether the primary substance was used in the 30 

days prior at treatment admission (F(l, 14815) = 37.78, partial 112 < .01), and substance 

abused (F(L 14812) = 12.18, partial 112 < .01). Again, it is important to note that the 

nonsignificant findings may be an artifact of the extremely large sample size. 

Relationships Between LOS and Weekday/Weekend Admissions 

The relationship between LOS and WD/WE admission was also tested using 

biserial correlations and one-way ANOV As. The results revealed that the relationship 

between LOS and WE admission was significant (r = -.054, p < .00 I) for those in a detox 

program and also significant (r = -.039, p < .00 I) for those in residential treatment. 

However the effect size (size of the coefficient) is less than .10 for both of these 

relationships indicating a very small effect size. The relationship was also examined 

using ANOV As. For those in a detox program, the relationship between WD/WE 

admission was significant, F (2, 2504 7) = 54.46, partial 112 < .0 I, with a very weak eftect 

size. For those in a residential program, the relationship between WD/WE admission was 

also significant, F (2, 14815) = 15.52, partial 112 < .01, with a very weak effect size. The 

means and standard deviations for the two groups are presented in Table 29. 
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Table 27 

Means and Standard Deviations for LOS by Gender. Age, Education, Employment Status, 

Insurance. Marital Status. Ethnicity. and living Situation for Detox and STR 

Treatment Programs 

Detox STR 

11 Mean SD n Mean SD 

Gender 

Female 9157 5.48 2.23 7952 28.19 17.21 

Male 15892 5.47 2.17 6865 25.57 12.44 

Age 

30 Y cars or Less 8135 5.11 2.18 6039 27.24 16.84 

More than 30 Y cars 16914 5.64 2.17 8778 26.79 14.04 

Education 

Less than HS 7474 5.28 2.22 4810 27.19 16.57 
HS Diploma or 
Higher 17575 5.55 2.17 10007 26.87 14.56 

Employment Status 

Not Employed 21719 5.49 2.20 13388 27.06 15.48 

Employed 3330 5.36 2.15 1429 26.16 12.81 

lnsurance 

No Insurance 23683 5.46 2.19 12906 26.60 14.62 

Any Insurance 1366 5.68 2.11 1911 29.50 18.72 

( continued) 
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Table 27. continued 

Means and S~tandard Deviations/or LOS by Gender, Age, Education, Employment Status, 

Insurance, A4arital Status, Ethnicity, and living Situation for Detox and STR 

Treatment Programs 

Marital Status 

Manied/C ohabi tati ng 

Di vorccd/Widowed 

Never Married 

Ethnicity 

Caucasian 

African American 

Hispanic 

Living Situation 

Family 

Alone 

Homeless 

Detox 

n Mean 

5623 5.30 

10347 5.68 

9079 5.34 

14831 5.62 

3119 5.67 

6829 5.04 

18824 5.40 

2896 5.60 

2947 5.75 

121 

SD n 

2.11 3113 

2.20 5704 

2.21 6000 

2.19 7985 

2.16 3407 

2.15 3268 

2.17 10253 

2.17 1588 

2.24 2455 

STR 

Mean 

26.23 

26.64 

27.68 

25.66 

27.99 

29.16 

26.77 

26.67 

27.46 

SD 

15.17 

14.37 

16.04 

14.08 

16.14 

16.65 

15.48 

14.14 

14.71 



Table 28 

A1eans and Standard Deviations for LOS by Psychiatric Diagnosis, Number of Previous 

Treatment Episodes, Prior Substance Use and Abused Substance for Detox and 

STR Treatment Programs 

Detox STR 
n Mean SD n Mean SD 

Psychiatric Diagnosis 
No 11986 5.49 2.10 9130 27.18 15.94 

Yes 13063 5.46 2.27 5687 26.65 14.05 

Number of Previous 
Treatment Episodes ••• 

None 12243 5.34 2.16 6700 27.06 15.77 

One 6789 5.57 2.23 4192 26.82 14.81 

Two or More 6017 5.63 2.19 3925 26.98 14.79 

Previous Substance 
Used •• ••• 

No 134 6.02 3.41 2060 28.89 16.33 

Yes 24915 5.47 2.18 12757 26.66 15.04 

Abused S ubstancc ••• ••• 

Alcohol 7941 5.80 2.07 3221 26.94 13.13 

Stimulants 6756 5.30 2.08 8679 27.14 15.65 

Marijuana 168 5.17 2.74 987 28.97 17.96 

Opiates 9693 5.29 2.28 1606 24.87 14.75 

Other 491 6.35 2.68 324 27.13 16.04 

Note.*** p < .001; ** p < .01 
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Table 29 

A1eans and Standard Deviations/or LOS by Day of Admission for Detox and 

STR Treatment ProKrams 

Detox STR 

n Mean SD n Mean 

Day of Admission ••• 

Admitted on 
WD 22863 5.50 2.20 14127 27.08 
Admitted on 
WE 2186 5.14 2.09 690 24.74 

Note. *** p < .001. 

SD 

• •• 

15.29 

14.15 

The means and standard deviations for LOS by each of the demographic variables 

and day of admission are shown in Table 30. Similarly, in Table 31, the means and 

standard deviations for LOS by each of the demographic variables and day of admission 

are shown. 
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Table 30 

Atleans and Standard Deviations for LOS by Demographics by Day of Admission for Detox and SIR Treatmellf 

Detox SIR Treatment 

Admitted on WD Admitted on WE Admitted on WD Admitted on WE 
N Mean SD n Mean SD n Mean SD n Mean SD 

Gender 
Female 8,402 5.51 2.24 755 5.15 2.09 7,611 28.29 17.25 341 25.94 16.22 
Male 14,461 5.50 2.17 1,431 5.14 2.09 6,516 25.68 12.48 349 23.57 11.69 

-1-✓ Age 
..i::,. 

30 Years or Less 7,398 5.15 2.20 737 4.75 2.01 5,795 27.37 16.89 244 24.03 15.26 
More than 30 Years 15,465 5.67 2.18 1,449 5.34 2.10 8,332 26.88 14.06 446 25.13 13.51 

Education 
Less than HS Diploma 6,773 5.32 2.23 701 4.89 2.07 4,600 27.32 16.60 210 24.34 15.66 
HS Diploma or Higher 16,090 5.58 2.18 1,485 5.26 2.09 9,527 26.97 14.61 480 24.92 13.45 

Employment Status 
Not employed 19,867 5.52 2.20 1,852 5.17 2.10 12,763 27.19 15.54 625 24.50 14.04 
Employed 2,996 5.40 2.15 334 5.002.05 1,364 26.11 12.70 65 27.11 15.05 

( continued) 



Table 30, continued 

A-Jeans and Standard Deviations for LOS by Demographics and Day ofAdmission for Detox and STR Treatment 

Detox STR Treatment 
Admitted on WD Admitted on WE Admitted on WD Admitted on WE 

n Mean SD n Mean SD n Mean SD n Mean SD 

Ethnicity 
Caucasian 13,533 5.65 2.19 1,298 5.30 2.08 7,583 25.77 14.13 402 23.60 13.03 
African American 2,898 5.70 2.17 221 5.28 2.01 3,284 28.04 16.20 123 26.63 14.37 
Hispanic 6,176 5.07 2.16 653 4.77 2.08 3,114 29.31 16.66 154 26.07 16.29 

Living Arrangement 
~ Family 17,172 5.43 2.17 1,652 5.09 2.10 9,775 26.89 15.53 478 24.27 14.22 

Alone 2,644 5.62 2.17 ") "'") .... )_ 5.31 2.21 1,515 26.72 14.19 73 25.78 13.12 
Homeless 2,688 5.79 2.27 259 5.30 1.89 2,333 27.57 14.74 122 25.21 13.85 

Insurance Status 
No Insurance 21,590 5.49 2.20 2,093 5.13 2.08 12,296 26.70 14.65 610 24.51 13.97 
Any Insurance 1,273 5.70 2.09 93 5.38 2.26 1,831 29.63 18.84 80 26.48 15.41 

Marital Status 
Married/ Cohabitating 5,123 5.32 2.10 500 5.07 2.16 2,960 26.28 15.22 153 25.21 14.26 
Divorced/ Widowed 9,442 5.71 2.21 905 5.37 2.08 5,411 26.76 14.43 293 24.36 13.19 
Never Married 8,298 5.38 2.22 781 4.92 2.03 5,756 27.80 16.07 244 24.91 15.20 



Table 31 

.Means and Standard Deviations for LOS by Clinical Variables by Day of.Admission for Detox and STR Treatmel1f 

Detox STR Treatment 

Admitted on WD Admitted on WE Admitted on WD Admitted on WE 
n Mean SD n Mean SD n Mean SD n Mean SD 

Psychiatric Diagnosis 
No 11,283 5.51 2.10 703 5.14 2.01 8,734 27.29 15.97 396 24.74 15.00 
Yes 11,580 5.50 2.29 1,483 5.14 2.13 5,393 26.75 14.10 294 24.74 12.94 

N 

°' 
Any Previous Treatment 

None 11,194 5.37 2.17 1,049 5.02 2.05 6,425 27.15 15.81 275 24.93 14.59 
One 6,171 5.61 2.24 618 5.21 2.07 3,971 26.96 14.80 221 24.24 14.79 
Two or More 5,498 5.66 2.18 519 5.30 2.18 3,731 27.09 14.88 194 25.05 12.77 

( continued) 



Table 31, continued 

J.\'Jeans and Standard Deviations/or LOS by Clinical Variables by Day of Admission for Detox and STR Trearmem 

Detox STR Treatment 

Admitted on WD Admitted on WE Admitted on WD Admitted on WE 

n Mean SD n Mean SD n Mean SD n Mean SD 

Any Substance use in Past 30 Days 

No 119 6.31 3.47 15 3.73 1.67 1,975 29.04 16.38 85 25.42 14.74 

Yes 22,744 5.50 2.19 2,171 5.15 2.09 12,152 26.77 15.08 605 24.65 14.07 
N 
.......i 

Primary Substance of 
Abuse 

Alcohol 7,293 5.83 2.06 648 5.45 2.12 3,017 27.06 13.19 204 25.26 12.18 

Stimulants 6,016 5.35 2.11 740 4.90 1.77 8,360 27.20 15.65 319 25.45 15.66 

Marijuana 146 5.32 2.82 22 4.18 1.89 962 29.11 18.00 r _:, 23.84 15.94 

Opiates 8,947 5.31 2.28 746 5.07 2.26 1,479 25.08 14.88 127 22.49 12.99 

Other 461 6.32 2.66 30 6.77 2.99 309 27.32 16.25 15 23.13 10.38 



Primary Analysis 

The primary analyses section presents the mediation and moderation analyses of 

the effect of WD versus WE admission on the relationship between the 

clinical/demographic variables and LOS. In addition the predictive effects of the 

demographic and clinical variables, as well as WD/WE admission, were tested on LOS. 

Analyses were conducted on the three cross-validation samples and those in a detox 

program were analyzed separately from those in residential treatment. 

Mediation Analysis 

The mediation analyses were conducted on the three random samples to examine 

the potential mediating effect of WD or WE admission with the demographic and clinical 

variables on LOS ( Baron & Kenney, 1986). The first step involved examining the 

predictive ctlcct of the demographic/clinical variable on LOS using a regression model. 

The second step examined the effect of the demographic/clinical variable on WE versus 

WO admission using a logistic regression analysis. Finally, the third step involved testing 

the relationship between the demographic/clinical variable and LOS. adding WD versus 

WE as a predictor. A model that is mediated will show the demographic/clinical variable 

becoming nonsignificant in the third step, with the addition of WO/WE admission to the 

model. In order for WO versus WE to emerge as a significant mediating variable, 

mediation must be shown in at least two of the three random samples. Thus, although the 

tables may display significant relationships, only the significant mediating effects as 

described above are presented in the text. 
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LOS in detox programs. WD versus WE admission failed to emerge as a 

significant mediating variable in the analysis of the demographic variables on LOS in 

detox programs (see Table 32). Although older age (30+) was a significant predictor of 

greater LOS ( Beta = .124, p < .00 l) and predicted greater odds of a WE admission ( OR = 

1 ...t51, p < .05), adding WO versus WE admission with age to predict LOS did not 

change the relationship between age and LOS (Beta= .116, p < .05 ). In addition, the 

other two random samples failed to reveal age as a significant predictor of LOS (Betas= 

.134 .. 058: p > .05), and therefore the analysis failed to show a mediating relationship for 

WD versus WE admission. Likewise, as shown in Table 32, the analysis for education, 

gender. employment status, insurance status~ marital status, race, and living situation 

failed to reveal consistent patterns of significance across the three samples. 

Table 32 

Regression Analysis Testing/or Mediation of Day of Admission on the Relationship 

he tween Demographic Variables and LOS for Detox Programs 

Step 1 IV-+LOS 
More than 30 Years 

Step 2 IV-+WE/WD 
More than 30 Years 

RSI 
Beta 

Odd., Ratio 

.134 

.982 

129 

RS2 
Beta 

Odds Ratio 

.124 ** 

1.451 * 

RS3 
Beta 

Odds Ratio 

.058 

.983 

(continued) 



Table 32, continued 

Regression Ana(vsis Testing/or Atfediation of Day of Admission on the Relationship 

hetween Demographic: Variables and LOS for Detox Programs 

RSI RS2 RS3 
Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step 3 IV-+WE/WD--.LOS 
More than 30 Years .135 ** .116 * .058 
WD or WE Admission -.093 * -.131 ** -.052 

Step 1 IV--.LOS 
HS Diploma or Higher .039 .064 .028 

Step 2 IV-+WE/WD 
HS Diploma or Higher l.429 + 1.283 1.449 + 

Step 3 JV--.WE/WD--.LOS 
HS Diploma or Higher .032 .056 .024 
WD or WE Admission -.090 * -.137 ** -.050 

Step 1 IV-+LOS 
Gender .002 -.017 -.079 + 

Step 2 IV-+WE/WD 
Gender 1.019 .868 1.052 

Step 3 IV-+WE/WD--.LOS 
Gender .002 -.012 -.080 + 
WD or WE Admission -.093 * -.140 ** -.053 

( continued) 
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Table 32. continued 

Regression Analysis Testing_li,r Mediation of Day of Admission on the Relationship 

he tween Demographic Variables and LOS for Detox Programs 

Step 1 IV--+LOS 

Employment Status 

Step 2 IV--+WE/WD 

Employment Status 

Step 3 IV--+WE/WD--+LOS 

Employment Status 

WD or WE Admission 

Step 1 IV--+LOS 

Insurance Status 

Step 2 IV--+WE/WD 

Insurance Status 

Step 3 IV-+ WE/WD-LOS 

Insurance Status 

WO or WE Admission 

RSI 

Beta 

Odds Ratio 

-.070 

.618 + 

-.062 

-.088 + 

.069 

2.087 + 

.062 

-.088 + 

131 

RS2 

Beta 

Odds Ratio 

-.053 

l. l 94 

-.057 

-.142 ** 

.029 

1.862 

.020 

-.139 ** 

RS3 

Beta 

Odd" Ratio 

-.028 

.687 

-.025 

-.050 

.0 l 1 

1.000 

.0 l 1 

-.052 

( continued) 



Table 32. continued 

Regression Analysis Testing for Mediation of Day ofAdmission on the Relationship 

between Demographic Variables and LOS for Detox Programs 

Step 1 IV--.LOS 
Formerly Married 
Never Married 

Step 2 IV~WE/WD 
Formerly Married 
Never Married 

Step 3 IV~WE/WD~LOS 
Formerly Married 
Never Married 
WD or WE Admission 

Step 1 lV~LOS 
African American 
Hispanic 

Step 2 IV~ WE/WD 
African American 
Hispanic 

Step 3 IV-.WE/WD-LOS 
African American 
Hispanic 
WD or WE Admission 

RSI 
Beta 

Odds Ratio 

.081 

.074 

.972 
1.146 

.082 

.071 
-.093 * 

.042 
-.126 ** 

1.594 
.798 

.035 
-.122 ** 
-.089 * 

132 

RS2 
Beta 

Odds Ratio 

.007 
-.076 

.585 * 

.488 ** 

.024 
-.053 
-.036 ** 

.021 
-.090 + 

1.633 
.720 

.012 
-.080 + 
-.127 ** 

RS3 
Beta 

Odds Ratio 

.048 
-.016 

.974 

.904 

.048 
-.015 
-.051 

.006 
-.123 ** 

.937 

.686 + 

.006 
-.119 * 
-.038 
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Table 32~ continued 

Regression Analysis Testing/or A-fediation of Day of Admission on the Relationship 

he tween Demographic Variables and LOS J<>r Detox Programs 

RSI RS2 RS3 

Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step 1 IV ...... LOS 

Living with Family .056 -.021 -.025 

Homeless .062 .019 .020 

Other Living Situation .064 .100 * -.063 

Step 2 IV ...... WE/WD 

* 1.241 .914 Living with Family 1.701 

Homeless .625 1.503 .567 

Other Living Situation 1.897 3.103 3.579 

Step 3 IV~WE/WD~LOS 

Living with Family .045 -.027 -.023 

Homeless .068 .011 .025 

. l 12 * -.066 Other Living Situation .060 
* ** WO or WE Admission -.095 -.135 -.058 

Note. ** p < .0 l; * p < .05; + p < .10 
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Similarly, WO versus WE admission was not a significant mediating variable in 

the analysis of the clinical variables on LOS in detox programs (see Table 33). The 

analysis examining the effoct of psychiatric diagnoses in random sample two revealed 

that having a psychiatric diagnosis predicted lower lengths of stay (Beta= -.092, p < .05) 

and lowered odds of a WE admission ( OR = .4 77, p < .001 ). In addition, adding WO 

versus WE admission with psychiatric diagnosis to predict LOS revealed that WO versus 

WE admission predicted shorter LOS (Beta = -.128~ p < .00 l) and having a psychiatric 

diagnosis was no longer a significant predictor of LOS (Beta= -.069, p > .05). Thus, it 

appears that WO versus WE admission may potentially mediate the effect of psychiatric 

diagnosis on LOS; however, the finding was not replicated in the other two random 

samples and was therefore not deemed consistent. The analysis using the remaining 

clinical variables including previous treatment, recent substance use, and type of 

substance use failed to reveal consistent patterns of significance across the three samples 

(see Table 33). 

LOS in residential treatment programs. Admission into a residential program 

on WDs versus WEs was not a significant mediating variable in the analysis of the 

demographic variables on LOS. As shown in Table 34, the results failed to reveal any 

patterns suggesting a mediating effect for WO versus WE admission either within or 

across any of the three random samples for the demographic variables. 
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Table 33 

Regression Analysis Testingji>r iWediation of Day of Admission on the Relationship 

he tween Clinical Variables and LOS for Detox Programs 

RSI RS2 RS3 
Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step I IV~LOS 
Had Psychiatric Diagnosis -.033 -.092 * .051 

Step 2 IV~WE/WD 
I lad Psychiatric Diagnosis .391 *** .477 *** .669* 

Step 3 IV~WE/WD-LOS 
Had Psychiatric Diagnosis -.013 -.069 .057 

WD or WE Admission -.090+ -.128** -.057 

Step I IV~LOS 
Received 1 Previous Treatment .109* -.012 -.016 

Received 2 or More Previous 
Treatments .076 -.006 -.013 

Step 2 IV~WE/WD 
Received I Previous Treatment .976 1.009 1.011 

Received 2 or More Previous 
Treatments .992 1.421 .924 

Step 3 IV~WE/WD-LOS 
Received I Previous Treatment .109* -.012 -.016 

Received 2 or More Previous 
Treatments .076 -.017 -.013 

WD or WE Admission -.093 * -.142** -.052 

( continued) 
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Table 33. continued 

Regression Analysis Testing/or Mediation <fDay ofAdmission on the Relationship 

between Clinical Variables and LOS for Detox Programs 

Step l IV~LOS 
Used a Substance 0-16 Days Within 
30 Days Prior to Treatment 
Used a Substance 17-29 Days 
Within 30 Days Prior to Treatment 

Step 2 IV~WE/WD 
Used a Substance 0-16 Days Within 
30 Days Prior to Treatment 
Used a Substance 17-29 Days 
Within 30 Days Prior to Treatment 

Step 3 IV~WE/WD-LOS 
Used a Substance 0-16 Days Within 
30 Days Prior to Treatment 
Used a Substance 17-29 Days 
Within 30 Days Prior to Treatment 

WD or WE Admission 

RSI 

Beta 

Odds Ratio 

-.006 

.012 

.961 

.748 

-.006 

.018 

-.094 * 

136 

RS2 

Beta 

Odds Ratio 

-.044 

.019 

1.243 

1.395 

-.049 

.010 

-.141 ** 

RS3 

Beta 

Odds· Ratio 

-.088 + 

.018 

1.022 

1.379 

-.088 + 

.014 

-.050 

(continued) 



Table 33. continued 

Regression Analysis Testing/or J\,fediation of Day <>}Admission on lhe Relationship 

hetween Clinical Variables and LOS for Detox Programs 

Step I IV.._.LOS 

Abused Substance was Stimulants 

Abused Substance was Opiates 

Step 2 IV.._.WE/WD 

Abused Substance was Stimulants 

Abused Substance was Opiates 

Step 3 fV.._.WE/WD~LOS 

Abused Substance was Stimulants 

Abused Substance was Opiates 

WO or WE Admission 

RSI 

Bela 

Odds Ratio 

-.187*** 

-.114 * 

.415 *** 

.951 

-.174** 

-.114 * 

-.063 

Note.*** p < .001; ** p < .01; * p < .05; + p < .10 

137 

RS2 

Beta 

Odds Ratio 

-.151 ** 

-.084 

.779 

1.088 

-.144 ** 

-.086 

-. 131 ** 

RS3 

Bela 

Odd~· Ratio 

-.127 * 

-.136 ** 

.662+ 

1.018 

-.123 * 

-.136**, 

-.045 



Table 34 

Regression Analysis Testing/or Mediation of Day of Admission on 1he Relationship 

between Dernographic Variables and LOS for STR Treatment Programs 

Step l IV-+LOS 
More than 30 Years 

Step 2 IV-+WE/WD 
More than 30 Years 

Step 3 IV-+ WE/WO-+ LOS 
More than 30 Years 
WO or WE Admission 

Step 1 IV-+LOS 
HS Diploma or Higher 

Step 2 lV-+WE/WD 
HS Diploma or Higher 

Step 3 IV-+WE/WD---+LOS 
HS Diploma or Higher 
WD or WE Admission 

Step 1 lV-+LOS 
Gender 

Step 2 IV-+WE/WD 
Gender 

Step 3 IV-+WE/WD-+LOS 
Gender 
WD or WE Admission 

RSI 
Beta 

Odds Ratio 

.012 

.782 

.017 
-.086+ 

-.076+ 

1.028 

-.076+ 
-.085 + 

.064 

1.515 * 

.056 
-.079+ 

138 

RS2 
Beta 

Oddr, Ratio 

-.032 

.727+ 

-.024 
-.106 * 

.021 

1.025 

.020 
-. l 08 * 

.095 * 

1.155 

.092 * 
-.105 * 

RS3 
Beta 

Odds Ratio 

.022 

.914 

.024 
-.052 

.065 

.770 

.068 
-.056 

.087+ 

1.057 

.086+ 
-.050 

(continued) 



Table 34. continued 

Regression Ana~vsis Testing for !Ylediation of Day o/Admission on the Relationship 

between Demographic Variables and LOS/or STR Treatment Programs 

RSI RS2 RSJ 
Beta/Odds Ratio Beta/Od<l5 Ratio Beta/Odlb,Ratio 

Step 1 lV--+LOS 
Employment Status ~001 .052 .015 

Step 2 IV-+ WE/WO 
Employment Status 1.045 l.241 1.064 

Step 3 IV-+ WE/WO~LOS 
Employment Status .007 .048 .014 
WO or WE Admission -.085 + -.107 * -.05 I 

Step I IV--+LOS 
Insurance Status .014 .044 .067 

Step 2 IV--+WE/WD 
Insurance Status 1.613 + .976 .990 

Step 3 lV--+WE/WD~LOS 
Insurance Status .008 .045 .067 
WD or WE Admission -.084 + -.109 * -.052 

Step I IV--+LOS 
Formerly Married -.110 + .068 .116+ 
Never Married -.064 .072 .045 

Step 2 IV--+WE/WD 
Fom1erly Married .700 1.182 .875 
Never Married 1.140 1.289 1.014 

Step 3 IV--+WE/WD--+LOS 
Formerly Married -.104+ .064 .117+ 
Never Married -.066 .065 .044 
WD or WE Admission -.080 + -.106 * -.055 

( continued) 
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Table 34. continued 

Regression Analysis Testing for Mediation of Day of Admission on the Relationship 

between Demographic Variables and LOS for STR Treatment Programs 

Step 1 IV--+LOS 
African American 
Hispanic 

Step 2 IV--+WE/WD 
African American 
Hispanic 

Step 3 IV-. WE/WO-+ LOS 
African American 
Hispanic 
WO or WE Admission 

Step l IV-.LOS 
Living with Family 
Homeless 
Other Living Situation 

Step 2 IV--+WE/WD 
Living with Family 
Homeless 
Other Living Situation 

Step 3 IV--+WE/WD--+LOS 
Living with Family 
Homeless 
Other Living Situation 
WO or WE Admission 

Note. ** p < .01; • p < .05; + p < .10 

RSI 
Beta 

Odds Ratio 

.065 

.114 * 

1.430 
1.435 

.060 

.108 * 
-.075 

.028 
-.054 
-.023 

1.062 
1.125 
2.250 

.028 
-.056 
-.028 
-.087+ 
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RS2 
Beta 

Odds Ratio 

.015 

.018 

1.071 
.970 

.013 

.019 
-.111 * 

.012 

.088 

.050 

.940 

.791 
1.058 

.014 

.093 

.050 
-.111 * 

RS3 
Beta 

Odds Ratio 

.096+ 

.029 

1.858 ** 
1.195 

.091 + 

.028 
-.041 

-.128 + 
-.068 
-.011 

.773 
1.029 
1.576 

-.125 + 
-.068 
-.009 
-.045 



The results also failed to reveal a significant mediating effect for WD versus WE 

admission in the analysis of the clinical variables on LOS in STR treatment programs 

(see Table 35). The analysis for recent substance use in random sample two revealed that 

previous substance use in the last 30 days predicted longer LOS (Betas = .143 to .205; p 

< .05). In addition, substance use between 1 and 9 days predicted greater odds of a WE 

admission (OR= 3.517, p < .001) and substance use between 10 and 19 days predicted 

marginally greater odds of a WE admission (OR= 1. 729, p < . l 0). However, adding WD 

versus WE admission to the model predicting LOS failed to change the pattern of 

significance WD versus WE admission was only marginally significant (p < .10). In 

addition~ the pattern of results for substance use was not replicated in the other two 

random samples, and therefore, the analysis failed to provide statistical evidence of a 

mediating effect for WD vs. WE admission. The analysis for psychiatric diagnosis, 

previous treatment, and type of substance use failed to reveal any patterns suggesting a 

mediating effect for admission on LOS in residential programs. 

Moderation Analysis 

The moderation analysis was conducted on the three random samples to examine 

the potential moderating effect of WD or WE admission on the relationships between the 

demographic and clinical variables on LOS. The moderating effects of WO versus WE 

were detennined by evaluating whether the demographic/clinical variables and WD 

versus WE admission were related to LOS in the same direction. In addition, the analysis 

examined whether the interaction term of the demographic/clinical variables and WD 

versus WE admission demonstrated a stronger additive effect (Baron & Kenney, 1986). 
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Determining the effect of demographic and clinical variables on LOS wben 

influenced by WD/WE admission. To test whether WD versus WE admission acted as a 

moderator between demographic/clinical factors and LOS, the three-step linear regression 

analyses approach suggested by Baron and Kenny (1986) was used. Specifically, the 

demographic/clinical factors (predictor) were evaluated in relation to LOS (outcome) while the 

effect of the interaction of d~mographic/ clinical factors and WD versus WE admission 

(moderator) was evaluated. A moderator effect would be indicated by the significant effect of the 

interaction of the demographic/clinical factors and WD versus WE admission while 

demographic/clinical factors and WD versus WE admission were controlled (Baron & Kenny). 

Demographic variables. The moderation for the demographic variables are shown 

below. 

Gender. As shown in Table 36, the results failed to reveal a significant moderating effect 

for WD versus WE admission to detox programs on the relationship_between gender and LOS. In 

tenns of STR programs, although the results revealed that in random sample two being female 

predicted longer LOS (Beta= .092,p < .05) and WE admission predicted shorter LOS (Beta= -

. I 05, p < .05), these effects disappeared when the interaction was included in the model (all p > 

.05). In addition, these effects were not found in the other two samples (see Table 36). 
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Table 35 

Regression Analysis Testing/or Mediation <>/Day of Admission on the Relationship 

he tween Clinical Variables and LOS for STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step 1 IV~LOS 

Had Psychiatric Diagnosis .005 -.023 -.019 

Step 2 IV~WE/WD 

Had Psychiatric Diagnosis .882 .745 .811 

Step 3 IV~WE/WD~LOS 

Had Psychiatric Diagnosis .008 -.016 -.017 

WO or WE Admission -.085 + -.107 * -.05 l 

Step I IV~LOS 

Received I Previous Treatment -.050 -.002 -.059 

Received 2 or More Previous 
Treatments -.079 .014 -.020 

Step 2 IV~WE/WD 

Received I Previous Treatment .646* 1.176 .601 * 

Received 2 or More Previous 
Treatments .769 1.106 .871 

Step 3 IV-.WE/WD~LOS 

Received l Previous Treatment -.042 -.006 -.054 

Received 2 or More Previous 
Treatments -.075 .012 -.018 

WO or WE Admission -.080+ -.108 * -.046 

(continued) 
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Table 35. continued 

Regression Analysis Testing for Mediation of Day <if'Admission on the Relationship 

between Clinical Variables and LOS for STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step l IV--+LOS 

0 Days Within 30 Days Prior .133 * .143 * .037 

1-9 Days Within 30 Days Prior .121 * .205 *** .077 

I 0-19 Days Within 30 Days Prior .022 .187 ** .021 

20-29 Days Within 30 Days Prior .029 .155 * .023 

Step 2 IV--+WE/WD 

0 Days Within 30 Days Prior 1.704 1.314 1.926+ 

1-9 Days Within 30 Days Prior 2.163 * 3.517*** 2.600 ** 

l 0-19 Days Within 30 Days Prior 1.622 1.729 + 2.622 ** 

20-29 Days Within 30 Days Prior 1.190 .863 1.733 + 

Step 3 IV-+ WE/WO-LOS 

0 Days Within 30 Days Prior .126 * .139 * .033 

1-9 Days Within 30 Days Prior .111 + .188 ** .068 

10-19 Days Within 30 Days Prior .016 .178 ** .012 

20-29 Days Within 30 Days Prior .026 .158 * .017 

WO or WE Admission -.070 -.184 + -.046 

( continued) 
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Table 35, continued 

Regression Analysis Testing for Mediation of Day of Admission on the Relationship 

Between Clinical Variables and LOS for STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Odds Ratio Odds Ratio Odds Ratio 

Step I IV--.LOS 

Abused Substance was Stimulants .059 .101+ .025 

Abused Substance was Marijuana .120 .027 .016 

Abused Substance was Opiates -.075 * -.145** .039 

Step 2 IV--.WE/WD 

Abused Substance was Stimulants 1.477 + 1.967 ** 1.750 * 

Abused Substance was Marijuana 3.420 ** 1.936+ 3.722 * 
Abused Substance was Opiates .979 .577+ .620 

Step 3 IV--.WE/WD--.LOS 

Abused Substance was Stimulants .053 .090+ .018 

Abused Substance was Marijuana .112 * .021 .009 

Abused Substance was Opiates -.075 -.138 ** .044 

WD or WE Admission -.065 -.067 -.055 

Note.** p < .01; * p < .05; + p < .10 
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Table 36 

Regression Analysis Testing/or Moderation of Day ofAdmission on the Relationship 

he tween Gender and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step l - IVs 

Female .002 -.012 -.080+ 

WE Admission -.093 * -.140** -.053 

Step 2 - IVs & Interaction 

Female .011 .028 -.040 

WE Admission -.086 -.170 ** -.021 

F cmale X WE Admission -.015 -.064 -.065 

STR Treatment 

Step l - IVs 

Female .056 .092 * .086+ 

WE Admission -.079+ -. l 05 * -.050 

Step 2 - IVs & Interaction 

Female .004 .104 .109+ 

WE Admission -.134 * -.092 -.073 

Female X WE Admission .089 -.022 .041 

Note.** p < .01; * p < .05; + p < .10 

146 



Age. The results also failed to reveal a significant moderating effect for WO 

versus WE admission to detox programs on the relationship between age and LOS (see 

Table 37). Interestingly, both the results using random sample one and random sample 

two indicated that older age (30+) predicted longer LOS (Beta= .135,p < .001; Beta= 

.113, p < .05; respectively) and WE admission predicted shorter LOS (Beta= -.093, p < 

.05; Bela= -.131, p < .001, respectively). These effects disappeared when including the 

interaction eftect for random sample one (all p > .05), whereas in random sample two, the 

effects for age and admission disappeared (p > .05) when including the interaction effect, 

which was significant (Beta= -.146,p < .05). However, this finding was isolated in 

random sample two and therefore not deemed significant in terms of the definition of a 

moderating effect in this study. In terms of LOS in STR treatment programs, the results 

reveal a signi ti cant moderating effect for WO versus WE admission on the relationship 

between age and LOS (see Table 37). 

Etl11cation. Although WE admission was a significant predictor of shorter LOS in 

both random sample one and random sample two (Betas= -.09, -.137; p < .05, .001; 

respectively). However, education was not a significant predictor of LOS in either sample 

(p > .05). Thus, the results revealed that WO versus WE admission failed to emerge as a 

significant moderating etlect in the analysis of education on LOS in detox programs (see 

Table 38). Similarly, for STR, WE admission was a significant predictor of shorter LOS 

in random sample two (Beta= -.108, p < .05), however, education was not a significant 

predictor (p > .05). Therefore, admission was not a significant moderating effect in the 

analysis of education on LOS in STR treatment programs (see Table 38). 
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Table 37 

Regression Analysis Testing for Moderation of Day <~f Admission on the Relationship 

Between Age and LOS for Detox and STR Treatment Programs 

RSl RS2 RS3 
Beta Beta Beta 

Detox 
Step 1 - IVs 

More than 30 Years .135** .113 * .058 
WE or WD Admission -.093 * -.131 ** -.052 

Step 2 - IVs & Interaction 
More than 30 Years .100 .020 .088 

WE or WO Admission -.069 -.067 -.075 

30 Years or Less X WE Admission -.055 -.146 * .049 

STR 
Step l - IVs 

More than 30 Years .017+ -.024 .024 

WE or WO Admission -.086 -.106 * -.052 

Step 2 - IVs & Interaction -.051 

More than 30 Years -.01 l -.083 -.007 

WE or WO Admission -.062 -.045 -.028 

30 Years or Less X WE Admission -.047 -.050 

Note.** p < .01; * p < .05 
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Table 38 

Re Kress ion Analysis Testin?,jor Moderation of Day <~{Admission on the Relationship 

Be11veen Education and LOS jiJr Detox and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 
Step 1 - IVs 

HS Diploma or Higher .032 .056 .024 

WE or WD Admission -.090 * -.137** -.050 

Step 2 - IVs & Interaction 
HS Diploma or Higher .061 .034 .014 

WE or WO Admission -.108 * -.124 * -.044 

Less than HS X WE Admission .044 -.034 -.014 

STR 
Step 1 - IVs 

HS Diploma or Higher -.076+ .020 .068 

WE or WO Admission -.085 + -.108 * -.056 

Step 2 - IVs & Interaction 
HS Diploma or Higher -.050 .044 -.027 

WE or WO Admission -.104+ -.125 * .012 

Less than HS X WE Admission .043 .039 -.015 * 

Note. ** p < .01; * p < .05; + p < .10 
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Employment status. Admission into a detox program on WD' s versus WEs was 

not a significant moderating effect in the analysis of employment status on LOS (see 

Table 39). The results also failed to reveal a significant moderating effect for WD versus 

WE admission in the analysis of employment status on LOS in STR treatment programs 

(see Table 37). WE admission was, however, a significant predictor of shorter LOS in 

both the random sample two detox analysis (Beta= -.142,p < .001) and the random 

sample two residential analysis (Beta= -.107, p < .05). The interaction was not 

significant in the random sample two detox analysis (p > .05), but was significant in the 

residential analysis (Beta = .182, p < .001 ). However, these effects were not observed in 

the other two samples and not consistent enough to be interpreted as significant in the 

context of this study. 

Insurance status. The patterns of results for insurance status were similar to those 

for employment status. That is, WD versus WE admission into either a detox or 

residential program failed to reveal a significant moderating effect in the analysis of 

insurance status on LOS (see Table 40). WE admission was, however, a significant 

predictor of shorter LOS in both the random sample two detox analysis (Beta= -.139,p < 

.001) and the random sample two residential analysis (Beta= -.109,p < .05). The 

interaction effect, however, was not significant in either the detox analysis (p > .05) or 

the STR analysis (p > .05). However, these effects were not consistent in the other two 

samples and therefore WD versus WE admission did not have a moderating effect. 

150 



Table 39 

Regression Analysis Testingji.,r Moderation of Day of Admission on the Relationship 

he tween Employment and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step 1 - IVs 

Employed -.062 -.057 -.025 

WE Admission -.088 + -.142** -.050 

Step 2 - IVs & Interaction 

Employed -.090 -.080 -.054 

WE Admission -.073 -.152 ** -.036 

Employed X WD Admission .045 -.038 .046 

STR 

Step I - IVs 

Employed .007 .048 .014 

WE Admission -.085 + -.I 07 * -.051 . 

Step 2 - IVs & Interaction 

Employed .010 -.069 .073 

WE Admission -.084+ -.152** -.032 

Employed X WE Admission -.005 .182 ** -.089 

Note.** p < .01; * p < .05; + p < .10 
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Table 40 

Regression Analysis Testing/or Moderation of Day o,lAdmission on the Relationship 

between Insurance and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step l - IVs 

Insured .062 .020 .011 

WE Admission -.088+ -.139 ** -.052 

Step 2 - IVs & Interaction 

Insured .052 .038 -.033 

WE Admission -.091 * -.134** -.042 

Insured X WE Admission .016 -.030 .063 

STR 

Step l - IVs 

Insured .008 .045 .067 

WE Admission -.084+ -.109 * -.052 

Step 2 - IVs & Interaction 

Insured .017 .041 .050 

WE Admission -.080 -.110 * -.058 

Insured X WE Admission -.016 .006 .025 

Note.** p < .01; * p < .05; + p < .10 
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Marital status. As shown in Table 41, the results failed to reveal a significant 

moderating effect for WD versus WE admission to detox programs on the relationship 

between marital status and LOS. In terms of STR programs, the results also failed to 

reveal a moderating effect for admission on the relationship between marital status and 

LOS (see Table 41). 

Ethnicity. The results revealed that WE admission was a significant predictor of 

shorter LOS in detox programs for both random sample one (Beta= -.089, p < .05) and 

random sample two (Beta= -.121,p < .001; see Table 42). In addition, the interacti9n 

effect for Hispanic x WD admission was a significant predictor of shorter LOS in random 

sample two (Beta= -.141,p < .05). However, the interaction effect for African American 

x WE admission was not significant (p > .05). In addition, the interaction effects were not 

significant in random sample one or random sample three (p > .05). Based on these 

patterns, the results failed to reveal a significant moderating effect for WD versus WE 

admission to detox programs on the relationship between ethnicity and LOS. In terms of 

STR programs, WE admission was a significant predictor of shorter LOS in random 

sample two (Beta = -.111, p < 05), however this predictor was not significant in random 

sample one or random sample three (p > .05; see Table 42). Therefore, the results 

indicated that there was no moderating effect for admission on the relationship between 

ethnicity and LOS in STR programs. 

l 
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Table 41 

Regression Ana(vsis Testing for i\4oderation of Day o_{Admission on the Relationship 

he tween Marital Status and LOS for Detox and Residential Treatment Programs 

RSI RS2 RS3 
Beta Beta Beta 

Detox 
Step I - lVs 

F ormcrly Married .082 .024 .048 

Never Married .071 -.053 -.015 

WE Admission -.093 * -.136** -.051 

Step 2 - lVs & Interaction 
Formerly Married -.004 -.026 .073 

Never Married -.047 -.150 .028 

WE Admission -.156 * -.072 .078 

Married X WE Admission .111 -.065 .033 

Never Married X WD Admission -.054 .077 -.029 

Intensive Residential 
Step 1 - IVs 

Formerly Married -.104 .064 .117 * 

Never Married -.066 .065 .044 

WE Admission -.080+ -.106 * -.055 

Step 2 - IVs & Interaction 
Formerly Married -.150 .044 .193 * 
Never Married -.055 .003 .137 

WE Admission -.041 -.149 * -.074 

Married X WE Admission .013 .024 .098 

Never Married X WE Admission .092 .072 -.033 

Note. ** p < .01; * p < .05; + p < .10 
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Table 42 

Regression Ana~vsis Testing for Moderation ,~f Day of Admission on the Relationship 

he tween Ethnicity and LOS for Detox and Residential Treatment Programs 

RSI RS2 RS3 
Beta Beta Beta 

Detox 
Step I - IVs 

African American .035 .012 .006 
Hispanic -.122** -.080+ -.119 * 
WE Admission -.089 * -.127** -.038 

Step 2 - IVs & Interaction 
African American -.007 .035 -.021 

Hispanic -.076 .010 -. l 01 

WE Admission .014 * -.180** -.060 

African American X WE Admission .065 -.045 .041 

I lispanic X WO Admission -.071 -.147 * -.027 

Intensive Residential 
Step l - IVs 

African American .060 .013 .091 + 
Hispanic .108 * .019 .028 

WE Admission -.075 -. l l l * -.041 

Step 2 - IVs & Interaction 
African American .034 -.014 .060 

Hispanic .085 .013 -.009 

WE Admission -.103 + -.130 * -.079 

African American X WE Admission .039 .043 .047 

Hispanic X WE Admission .035 .009 .054 

Note.** p < .0 l; * p < .05; + p < .10 
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Clinical variables. Moderation analyses for the clinical variables shown below·. 

Living situation. No significant moderating effect was found for WD vs. WE admission 

to detox programs on the relationship between living situation and LOS (see Table 43). The 

results using sample two indicated that another iiving situation predicted longer LOS (Beta = 

.112,p < .05) and WE admission predicted shorter LOS (Beta= -.135,p < .001). The analysis 

including the interaction effects revealed that the interaction for other living situation x WE 

admission predicted shorter LOS in detox programs (Beta= -.149,p < .001). The effects for . 

other living situation and WE admission remained when including the interaction effects in the 

model (p < .001). However, this pattern of significance was not observed in sample one and 

sample two for detox programs. In terms of LOS in residential treatment programs, the results 

failed to show a significant moderating effect for WD vs. WE admission on the relationship 

between age and LOS. 

Psychiatric diagnosis. Admission into a detox program on WDs versus WEs was not a 

significant moderating effect in the analysis of psychiatric diagnosis on LOS. The results also 

failed to reveal a significant moderating effect ~or WD versus WE admission in the analysis of 

psychiatric diagnosis on LOS in STR treatment programs. WE admission w3:5, however, a 

significant predictor of shorter LOS in both the sample two detox analysis (Beta = -.128, p < 

.001) and the sample two residential analysis (Beta= -.107, p < .05). The interaction was not 

significant in the sample two detox or the STR analysis (p > .05). However, these effects were 

not observed in the other two samples and not consistent enough to be interpreted as significant 

in the context of this study (see Table 44). 
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Table 43 

Regression Analysis Testing for Moderation of Day of Admission on the Relationship 

Between Living Arrangement and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step 1 - IVs 

Living with Family .045 -.027 -.023 

Homeless .068 .011 .025 

Other Living Situation .060 .112 * -.066 

WE Admission -.095 * -.135 ** -.058 

Step 2 - IVs & Interaction 

Living with Family .063 -.032 .016 

Homeless .077 -.034 .058 

Other Living Situation .086 .190 ** -.085 

WE Admission -.085 -.137 ** -.078 

Living Alone X WD Admission .020 -.005 -.050 

Homeless X WO Admission .006 -.071 -.009 

Other Living Situation X WE 
Admission -.032 -.149 ** .060 

STR 

Step 1 - IVs 
Living with Family .027 .014 -.125 + 

Homeless -.056 .093 -.068 

Other Living Situation -.028 .050 .009 

WE Admission -.087 + -.111 * -.045 

( continued) 
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Table 43, continued 

Regression Analysis Testing/or Moderation of Day of Admission on the Relationship 

Between Living Arrangement and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 
·Beta Beta Beta 

Step 2 - IVs & Interaction 

Living with Family -.018 .037 -.063 

Homeless -.133 .076 -.042 

Other Living Situation -.038 .027 -.025 

WE Admission -.096+ -.106+ -.087 

Living Alone X WE Admission -.043 .023 .065 

Homeless X WE Admission .063 -.056 .035 
Other Living Situation X WE 
Admission -.012 .049 .096+ 

Note. ** p < .0I; • p < .05; + p < .10 

Previous treatment. As shown in Table 45, the results failed to reveal a 

significant moderating effect for WD versus WE admission to detox programs on the 

relationship between previous treatment and LOS. WE admission was a significant 

predictor of shorter LOS in random sample two (Beta= -.142,p < .001), however the 

interaction effect was not significant (p > .05). In terms of STR programs, although the 

results revealed that in random sample two WE admission predicted shorter LOS (Beta = 

-.108, p < .05), the effect disappeared when the interaction was included in the model (all 
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p > .05). In addition, these effects were not found in the other two samples (see Table 

45). 

Table 44 

Regression Ana(vsis Testing/or Moderation ofDay <~/'Admission on the Relationship 

Between P.\:vchiatric Diagnosis and LOS for Detox and STR Treatment Programs 

RSI RS2 RS3 
Beta Beta Beta 

Detox 
Step I - IVs 

Had a Psychiatric Diagnosis -.013 -.069 .057 
WE Admission -.090+ -.128** -.057 

Step 2 - IVs & Interaction 
I lad a Psychiatric Diagnosis -.050 -.048 .079 
WE Admission -.055 -.147 * -.076 

Did Not Have a Psychiatric 
Diagnosis X WE Admission -.058 .034 .036 

STR 
Step I - IVs 

Had a Psychiatric Diagnosis .008 -.016 -.017 

WE Admission -.085 + -.107 * -.051 

Step 2 - IVs & Interaction 
Had a Psychiatric Diagnosis -.012 .001 -.030 

WE Admission -.103 + -.120 * -.040 

Had a Psychiatric Diagnosis 
X WD Admission -.035 -.026 .022 

Note.** p < .Ol; * p <.OS;+ p < .lO 
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Table 45 

Regression Analysis Testing for Moderation of Day of Admission on the Relationship 

Between Previous Treatment Episodes and LOS for Detox and STR Treatment 

Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step l - IVs 

Received l Previous Treatment .109 -.012 -.016 

Received 2 or More Previous Treatments .076 -.017 -.013 

WE Admission -.093 * -.142** -.052 

Step 2 - IVs & Interaction 

Received l Previous Treatment .135 .005 .008 

Received 2 or More Previous Treatments .120* -.088 .074 

WE Admission -.081 + -.195 ** -.089 
Received 1 Previous Treatme'nt X WD 
Admission -.040 -.027 .038 
Received 2 or More Previous Treatments 
X WE Admission -.068 .110 .138+ 

STR 

Step 1 - IVs 

Received l Previous Treatment -.042 -.006 -.054 

Received 2 or More Previous Treatments -.075 .012 -.018 

WE Admission -.080+ -.108 * -.046 

(continued) 
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Table 45, continued 

Regression Analysis Testing for Moderation of Day of Admission on the Relationship 

Between Previous Treatment Episodes and LOS for Detox and STR Treatment 

Programs 

RSI RS2 RS3 

Beta Beta Beta 

Step 2 - IVs & Interaction 

Received 1 Previous Treatment -.021 .045 .016 

Received 2 or More Previous Treatments -.073 .039 -.118 + 
WE Admission -.094 -.058 -.162 * 
Received 1 Previous Treatment X WD 
Admission -.032 .086 -.095 
Received 2 or More Previous Treatments 
X WE Admission -.001 -.041 .169 * 

Note.** p < .01; * p < .05; + p < .10 

Recent substance use. As shown in Table 46, the results failed to reveal a 

significant moderating effect for WD versus WE admission to detox programs on the 

relationship between recent substance use and LOS. In terms of STR programs, the 

results also failed to reveal a moderating effect for admission on the relationship between 

marital status and LOS (see Table 46). Interestingly, substance use in the last 30 days 

predicted shorter lengths of stay (p < .05); however, these effects disappeared once the 

interaction effects were included. 
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Table 46 

Regression Analysis Testing for Moderation of Day ofAdrnission on the Relationship 

Between Use of Prima,y Substance in 30 Days Prior to Treatment and LOS for Detox 

and STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step 1 - IVs 
Used a Substance 0-16 Days Within 
30 Days Prior to Treatment -.006 -.049 -.088+ 

Used a Substance 17-29 Days Within 
30 Days Prior to Treatment .018 .010 .014 

WE Admission -.094 -.141 ** -.050 

Step 2 - IVs & Interaction 
~ Used a Substance 0-16 Days Within 

30 Days Prior to Treatment .045 .037 -.013 

Used a Substance 17-29 Days Within 
30 Days Prior to Treatment .001 .016 .034 

WE Admission -.066 -.104 -.066 

Used a Substance 0-16 Days Within 
30 Days Prior to Treatment X WE 
Admission -.074 -.129 + .115 + 

Used a Substance 17-29 Days Within 
30 Days Prior to Treatment X WE 
Admission -.027 -.006 -.035 

( continued) 
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Table 46, continued 

Regression Analysis Testing for Moderation of Day ofAdmission on the Relationship 

Between Use of Primary Substance in 30 Days Prior to Treatment and LOS for Detox 

and STR Treatment Programs 

RSl RS2 RS3 

Beta Beta Beta 

STR 

Step l - IVs 

0 Days Within 30 Days Prior .126 * .139 * .033 

1-9 Days Within 30 Days Prior .111 + .188 ** .068 

10-19 Days Within 30 Days Prior .016 .178 ** .012 

20-29 Days Within 30 Days Prior .026 .158 * .017 

WE Admission -.070 -.084+ -.046 

Step 2 - IVs & Interaction 

0 Days Within 30 Days Prior .167+ .113 .058 

1-9 Days Within 30 Days Prior .125 .145 .158 

10-19 Days Within 30 Days Prior -.034 .150 .045 

20-29 Days Within 30 Days Prior -.003 .108 .012 

WE Admission -.049 -.094 .032 
0 Days Within 30 Days Prior to 
Treatment X WE Admission -.095 -.014 -.041 
1-9 Days Within 30 Days Prior to 
Treatment X WE Admission -.061 .008 -.149 * 
10-19 Days Within 30 Days Prior to 
Treatment X WE Admission .047 -.024 -.052 
20-29 Days Within 30 Days Prior to 
Treatment X WD Admission -.038 -.061 -.021 

Note. ** p < .01; * p < .05; + p < .10 
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Type of recent substance use. The results failed to reveal a significant moderating 

effect for admission on the relationship between the type of substance used on LOS in 

detox programs (see Table 47). The significant effects for the detox models in each of the 

random samples did not follow any clear pattern. For instance, in random sample one, 

stimulant use predicted shorter LOS (Beta= -.174,p < .001) and opiate use also predicted 

shorter LOS (Beta = -.114, p < .05). In random sample two, stimulant use also predicted 

shorter LOS (Beta = -.144, p < .001 ), whereas opiate use was not a significant predictor 

of LOS (p > .05). However, WE admission was a significant predictor of shorter LOS in 

random sample two (Beta= -.131, p < .001). In random sample three, stimulant use was 

not a significant predictor (p > .05), opiate use predicted shorter LOS (Beta = -.136, p < 

.05), and WE admission predicted shorter LOS (Beta= -.045,p < .001). With the 

exception of random sample one, these effects were weakened or disappeared when the 

interaction effects were added to the models. The results also failed to reveal a significant 

moderating effect for admission-on the relationship between the type of substance used 

on LOS in STR programs (see Table 47). 

LOS in Detox Programs 

A simple regression analysis was conducted to examine the influence of WD 

versus WE admission to programs on LOS in detox programs. The results showed that 

the overall regression model predicting LOS in a detox program from day of admission 

was significant, F(l, 498) = 4.34, p = .038, and explained 0.9% of the variance. As 

shown in Table 48, the results indicated that WE admission predicted shorter LOS in 
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detox programs in both random sample one (Beta = -.093, p < .05) and random sample 

two (Beta= -.141,p < .001). 

Table 47 

Regression Analysis Testing for Moderation of Day of Admission on the Relationship 

Benreen Prima,y Substance of Abuse and LOS for Detox and STR Treatment 

Programs 

RSI RS2 RS3 

Beta Beta Beta 

Detox 

Step I - IVs 

Abused Substance was Stimulants -.174** -.144 ** -.123 

Abused Substance was Opiates -.114 * -.086 -.136 * 
WE Admission -.063 -.131** -.045 ** 

Step 2 - IVs & Interaction 

Abused Substance was Stimulants -.256 ** -.183 + -.017 

Abused Substance was Opiates -.144 * -.067 -.145 * 
WE Admission -.004 -.103 -.126+ 
Abused Substance was Alcohol X 
WE Admission -.046 .029 -.014 
Abused Substance was Stimulants X 
WD Admission .079 .092 -.157 * 

( continued) 
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Table 47. continued 

Regression Analysis Testing for Moderation of Day of Admission on the Relationship 

between Primary Substance of Abuse and LOS for Detox and STR Treatment 

RSI RS2 RS3 

Beta Beta Beta 

STR 

Step I - IVs 

Abused Substance was Stimulants .053 .090+ .018 

Abused Substance was Marijuana .112 * .021 .009 

Abused Substance was Opiates -.075 -.138 ** .044 

WE Admission -.065 -.067 -.055 

Step 2 - IVs & Interaction 

Abused Substance was Stimulants -.131 -.012 -.101 

Abused Substance was Marijuana .039 -.021 -.003 

Abused Substance was Opiates -.059 .100 .015 

WE Admission -.273 -.501 -.114 

Abused Substance was Alcohol X 
WE Admission .034 .245 -.031 

Abused Substance was Alcohol X 
WD Admission -.187 -.071 -.120 

Abused Substance was Stimulants X 
WE Admission .131 .347 .024 

Abused Substance was Marijuana X 
WE Admission .003 .126 -.071 

Abused Substance was Opiates X 
WO Admission -.120 -.189 -.067 

Note.** p < .01; * p < .05; + p < .10 
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Table 48 

Summary of Simple linear Regression Analyses Predicting Length of Stay from Day of 

Admission.for Detox Programs 

WD or WE Admission 

Note.** p < .01; * p < .05 

RSI 
Beta 

-.093 * 

RS2 
Beta 

-.141** 

RS3 
Beta 

-.052 

A multiple regression analysis was conducted to test whether the demographic 

characteristics predicted LOS in the detox programs (see Table 49). The overall 

regression model predicting LOS in a detox program from age, education level, gender, 

employment status, insurance, marital status, ethnicity, and living arrangement was 

significant, F ( 12, 484) = 2.03, p = .020, and explained 4.8% of the variance. The only 

variable that emerged as a significant predictor in at least two of the random samples was 

Hispanic ethnicity. Being Hispanic predicted shorter LOS in both random sample one 

(Beta= -.114, p < .05) and three (Beta= -.134, p < .001 ). There were additional 

significant predictors in each of the three random samples. In random sample one, age 

(30+) predicted longer LOS (Beta= .129, p < .05), and random sample two revealed that 

another living situation predicted longer LOS (Beta= .120, p < .05). In addition, in 

random sample three, being female predicted shorter LOS (Beta= -.102, p < .05). 
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Table 49 

Summa,y of Nlultiple Linear Regression Analyses Predicting Length of Stay from 

Demographic Variables for Detox Programs 

RSI RS2 RS3 
Beta Beta Beta 

More than 30 Years .129 * .090 + .025 
HS Diploma or Higher -.005 .029 -.013 
Female -.011 -.018 -.102 
Employed -.058 -.048 -.039 
Insured .062 .019 .003 
Formerly Married .036 -.031 .039 
Never Married .079 -.072 -.008 
African American -.002 .006 .003 
Hispanic -.114 * -.067 -.134 
Living with Family .083 -.012 -.013 
l lomeless .047 .016 .006 

Other Living Situation .067 .120 * -.073 

Note.** p < .01; * p < .05; + p < .10 

* 

** 

As shown in Table 50, a multiple regression analysis conducted to examine the 

effect of the clinical variables on LOS. The overall regression model predicting LOS in a 

detox program from psychiatric diagnosis, previous treatments, previous use of 

substances, and type of drugs used was significant, F (7, 479) = 2.69, p = .010, and 

explained 3.8% of the variance. The results revealed that previous stimulant use predicted 

shorter LOS in random sample one (Beta= -.182, p < .00 I), random sample two (Beta= -
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. I 50. p < .00 l ), and random sample three (Beta= -.127, p < .05). In addition, previous 

opiate use predicted shorter LOS in random sample one (Beta= -.111, p < .05) and in 

random sample three (Beta= -.146, p < .001). 

Table 50 

Summary of Multiple linear Regression Analyses Predicting Length of Stay from Clinical 

Variables.for Detox Programs 

RSI RS2 RS3 

Beta Beta Beta 

Had Psychiatric Diagnosis .006 -.097 * .055 

Received 1 Previous Treatment .113 * -.005 -.011 

Received 2 or More Previous Treatments .056 -.010 -.041 
Used a Substance 0-16 Days Within 30 
Days Prior to Treatment .021 -.035 -.098 * 
Used a Substance 17-29 Days Within 30 
Days Prior to Treatment .008 .028 .027 

Abused Substance was Stimulants -.182 ** -.150** -.127 * 

A bused .Substance was Opiates -.111 * -.096+ -.146 ** 

Note.** p<.0l; *p<.05;+p<.l0 

LOS in STR Programs 

The simple regression analysis examining WO versus WE admission on LOS 

indicated that WE admission into residential programs predicted shorter LOS in random 

sample two (Beta= -.108, p < .05; see Table 51 ). The overall regression model predicting 

LOS in a detox program from day of admission to an STR program was significant in 
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random sample two only, F (l, 478) = 5.675, p < .05, and explained only 1.0% of the 

variance. However, WE admission did not significantly predict LOS in the other two 

samples (p > .05). 

Table 51 

Summary o.lSimple linear Regression Analyses Predicting Length of Stay from Day of 

Admission for STR Treatment Programs 

WD or WE Admission 

Note. * p < .05; + p <. IO 

RSI 
Beta 

-.085 + 

RS2 

Beta 

-.108 * 

RS3 

Beta 

-.052 

A multiple regression analysis tested whether the demographic characteristics 

predicted LOS in the STR treatment programs (see Table 52). The overall regression 

model predicting LOS in an STR treatment program from age, education level, gender, 

employment status, insurance, marital status, ethnicity, and living arrangement was not 

significant in any of the random samples, ns. Further examination of the results revealed 

no significant predictors of LOS in sample one. In the other two random samples, it was 

found that being female predicted longer LOS in random sample two (Beta= .112, p < 

.05) and random sample three (Beta= .097, p < .05). In addition, being African-American 

predicted longer LOS in random sample three (Beta= .105, p < .05). 
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Table 52 

Summary of Multiple Linear Regression Analyses Predicting Length <if Stay from 

DemoKmphic Variables for STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

More than 30 Years .053 -.033 -.011 

HS Diploma or Higher -.056 .041 .067 

Female .059 .112 * .097* 

Employed .011 ,089+ I .010 

Insured -.004 .053 .037 

F onnerly Married -.091 .081 .096 

Never Married -.060 .069 .028 

African American .061 .014 .105 * 

Hispanic .092+ .043 .054 

Living with Family .003 .011 -.098 

Homeless -.049 .116 -.057 

Other Living Situation -.007 .061 .011 

Note. * p < .05; + p < .10 

In terms of the clinical variables, the overall regression model predicting LOS in a 

detox program from psychiatric diagnosis, previous treatments, previous use of 

substances, and type of drugs used was significant, F (10,469) = 2.15, p = .020, and 

explained 4.4% of the variance, see Table 53. In random sample one, substance use on 

the day of admission into treatment predicted longer LOS (Beta = .114, p < .05) and 

previous marijuana use predicted longer LOS (Beta= .098, p < .05). The results from 
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random sample two revealed that no substance use within 30 days of treatment predicted 

shorter LOS (Beta= .125, p < .05), as did 1-9 days of use (Beta= .168, p < .01 ), 10-19 

days of use (Beta= .168,p < .01), and 20-29 days of use in the past 30 days (Beta= .144, 

p < .05). In addition, previous opiate use predicted shorter LOS in random sample two 

(Beta= -.145, p < .00 l ). 

Table 53 

Summary of Multiple Linear Regression Analyses Predicting Length of Stay from Clinical 

VariablesjiJr STR Treatment Programs 

RSI RS2 RS3 

Beta Beta Beta 

Had Psychiatric Diagnosis .020 .024 -.018 

Received 1 Previous Treatment -.041 -.386 -.049 

Received 2 or More Previous Treatments -.073 .428 -.015 

0 Days Within 30 Days Prior .114 * 2.210 * .035 

1-9 Days Within 30 Days Prior .099+ 2.888 ** .077 

10-19 Days Within 30 Days Prior .015 2.780 ** .023 

20-29 Days Within 30 Days Prior .023 2.217 * .021 

Abused Substance was Stimulants .040 1.376 .004 

Abused Substance was Marijuana .098* .426 .006 

Abused Substance was Opiates -.073 -2.818** .040 

Note. ** p < .0 l; * p < .05; + p < . l 0 
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CHAPTER V 

DISCUSSION 

The major purpose of this study was to determine if weekend versus weekday 

admissions (WD/WE) to substance abuse treatment programs (i.e., short-term residential 

[STR] and detoxification [ detox]) contribute to length of stay (LOS) in these programs. A 

secondary purpose was to compare the effects of demographic and clinical factors on 

LOS for both detox programs and STR programs. 

Detox services often serve as the gateway for entering substance abuse treatment 

(Mark, Dilonardo, Chalk, & Coffey, 2003). Detox is sometimes called a distinct 

treatment modality, although it is more appropriately considered a precursor to treatment 

because it is designed to treat the acute physiological effects of withdrawal (Coustasse, 

Singh, & Trevino, 2007). In some cases, detox may be a medical necessity, and untreated 

withdrawal may be medically dangerous or even fatal. A safe environment and 

interventions that may include administering emergency medications are otlen required to 

insure the safety of the patient and other individuals until the effects of the drugs 

dissipate, psychosis is resolved, and the patient is able to participate in further substance 

abuse treatment. 

Entry into STR treatment generally requires that the patient is medically stable 

and not engaged in active detox. Many residential treatment facilities do not have full

time medical services available. Entering STR treatment assumes that the individual is 

173 



able to participate in treatment activities such as group and individual therapies and is 

able to perform all self-care activities. 

Demographic Factors and LOS 

Detoxification Services 

Detox, in some circumstances, can be considered a medical emergency. 

Consistent with this assumption, the current study indicates that twice as many 

individuals entered detox services on WEs compared to those entering short-term 

residential treatment on WEs. Approximately two-thirds of the sample who entered detox 

services was male; predominantly they were Caucasian. Age was a significant positive 

predictor of LOS in detox, indicating that older patients were more likely to have a longer 

stay than were younger patients. It was also found that being Hispanic was a significant 

inverse predictor of LOS, indicating that being Hispanic, compared to being Caucasian or 

Black, was associated with shorter detox stays. These findings are consistent with other 

reported studies. McKellar, Kelly, Harris, and Moos (2006) found that younger patients 

and patients with less severe alcohol dependence were more likely to drop out. Ball, 

Carroll, Canning-Ball, and Rounsaville (2006) found predictors of dropout from inpatient 

and outpatient treatment included male gender, minority status, and younger age. 

Blondell, Amadasu, Servoss, and Smith (2006) found Latino ethnicity a significant 

predictor of treatment dropout. Amaro, Arevalo, Gonzalez, Szapocznik, and Iguchi 

(2006), in a review of the literature, suggested that decreased LOS in treatment for 

Latinos might be related to the incompatibility of current treatment methods with 

Hispanic culture and levels of acculturation. 
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Younger age and minority status may increase the influence of factors outside the 

treatment program. One can consider that admission to treatment is voluntary and 

younger individuals may have a shorter and generally less severe drug abuse history. 

Consequently, they may face less severe psychosocial, legal, and health consequences 

related to their drug and alcohol abuse and perceive less need for treatment. Those that 

impulsively enter treatment in response to a psychosocial crisis may have less motivation 

for treatment and determine that abstinence and significant lifestyle changes are not 

acceptable. Oken, Blaine, and Boren (1997) found that although drug-addicted 

individuals want to stop the problems associated with drug use, they might not want to 

stop taking drugs resulting in a shorter LOS in treatment. In addition, divergent cultural 

mores and the behavioral expectations of close social networks may not support an 

abstinent lifestyle (Amaro et al., 2006) and may make the decision to stop alcohol and 

drngs more ditlicult for minority individuals entering treatment and contribute to 

decreased LOS in detox services. 

Short-Term Residential Treatment 

The impact of demographic variables on LOS in short-term residential treatment 

found only female gender to be a significant predictor of longer LOS. Age, ethnicity, 

living arrangement, education, employment status, insurance status, marital status, and 

living arrangement were not significant predictors of LOS in this study. 

That female's stay in residential treatment longer is a finding that is in contrast 

with most other previously reported studies. Similarly, Laudet, Stanick, and Sands (2009) 

found that program completers, or those who stayed in treatment the longest, were more 
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likely to be female. Artken, Kline, Menza, and Schuster (2001) found female gender to 

be consistently and significantly associated with treatment dropout and decreased LOS in 

treatment. TEDS (2004) indicated that females had a slightly shorter LOS in STR 

treatment and less treatment completion than males in contrast to the findings of this 

study. 

Laudet et al. (2009) also looked at other demographic variables. Unlike th~ 

findings of the current study, they also found longer LOS in STR settings to be associated 

with those who were older and African American compared to Caucasian or other 

ethnicities. 

Clinical Factors and LOS 

Detoxification Services 

This study's findings indicated that an individual using stimulants and opiates as 

their primary drug of choice had a shorter LOS in detox than those whose primary drug 

of choice was alcohol. More men than women had alcohol as their drug of choice on 

admission to the detox unit. Daily use of opiates was greater than the use of stimulants, 

which were used approximately every other day. 

Short-Term Residential Treatment 

The primary drug of abuse and the frequency of use had a significant impact on 

LOS in STR. Those who used marijuana had the longest LOS (28.97 days SD+/- 17.96), 

followed, in order, by stimulant users, "other drugs", alcohol, and those who used opiates 

had the shortest LOS in STR (24.87 days SD+/- 16.04). The frequency of use of an 

individual's drug of choice had a significant effect on LOS. Generally, the more 
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frequently drugs were used in the month prior to admission, LOS decreased. Those who 

had less than l O days use of their dmg of choice in the month prior to admission had a 

longer LOS than those who used dmgs more frequently. Carroll and colleagues ( 1993) 

suggested that more severe dmg abuse pretreatment, as indicated by increased frequency 

of use in the month prior to entering treatment, was associated with shorter LOS and 

more negative outcomes. These researchers indicated that the inability to achieve even 

moderate abstinence prior to entering treatment predicted a reduced ability to achieve 

total abstinence and remain in treatment. 

Weekday or Weekend Admission and LOS 

Being admitted on a WD for both detox services and short-term residential 

treatment had a significant effect on LOS. WO admissions had a significantly longer LOS 

and, therefore, potentially better treatment outcomes than those admitted on WEs. That 

WD admission results in more successful treatment is similar to the findings of studies 

that examined other conditions (Bell & Redelmeier, 200 l; Bendavid, Kaganova, 

Needleman, Gruenberg & Weisman, 2007; Cram et al., 2005). 

Research questions l, 4, and 5 were answered using a path model to discover the 

direct and indirect effect of the independent variables on LOS, the dependent variable. 

WO admission for treatment predicted longer LOS for both detox services and STR 

residential treatment, but did not mediate or moderate the effects on LOS of other 

demographic and clinical variables. See Tables 52-56. 
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Summary of Research Question Findings 

To assist in reviewing the findings related to the study questions, a summary of 

the findings is provided for each. The findings are based on consistent results between at 

least 2 of the 3 random samples (i.e., RSI, RS2 and RS3). 

I. Does WO/WE admittance to detox and STR programs influence LOS in each type of 

program? 

WO admission to detox or STR treatment was significantly associated with longer 

LOS. This supports previous research in the literature that WE admission is associated 

with more negative treatment outcomes, specifically decreased LOS in treatment. 

2. Do demographic characteristics of patients (age, gender, ethnicity, marital status, 

living situation, education, employment status, insurance type) influence LOS in detox 

and STR treatment programs? 

Ethnicity, other than Hispanic, and being over 30 years of age was associated with 

longer LOS in detox services. Only female gender was significantly associated with 

longer LOS in STR. 

3. Do clinical factors of patients (abused substance, use of substance in past 30 days, 

having a psychiatric diagnosis, and previous treatment episodes) influence LOS in detox 

and STR treatment programs? 

Only the clinical factor of alcohol as the primary substance of abuse was 

significantly related to increased LOS in detox services. No days and up to 9 days of use 

of the substance abused in the 30 days prior to admission was significantly related to 

increased LOS in STR treatment, suggesting that individuals are more likely to leave 
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treatment when drug use has been more frequent during the month before entering 

treatment. 

4. Does WO/WE admittance to detox and STR mediate the relationship between the 

demographic and clinical variables and LOS? 

The analysis of the data indicated that there were no mediating effects of WD/WE 

admission between the predisposing variables (i.e., demographic and clinical) and LOS. 

See Table 52. 

5. Does WO/WE admittance to detox and intensive residential treatment programs 

moderate the relationship between the demographic/clinical variables and LOS? 

The analysis of the data indicated that there were no moderating effects of 

WO/WE admission between the predisposing variables (i.e., demographic and clinical) 

and LOS. See Table 52. 

Relationships Among Variables 

Examination of the relationships among the variables was of interest, since a 

better understanding of these could be useful in planning treatment. Because the day of 

admission did not mediate or moderate the LOS but does influence LOS, an increased 

understanding of the relationships among predisposing variables and the variables that 

influence WD/WE admission is of added importance. These relationships will be 

discussed for each of the two types of services (i.e., detox and STR). 
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Table 54 

Summary of Results by Research Question 

Detox STR 
Longer Longer 

Research Question Answer LOS Answer LOS 

Does weekday versus weekend Yes Weekday Yes Weekday 
admittance to detoxification and admittance admittance 
residential treatment programs 
influence LOS in each type of 
program? 

2 Do demographic characteristics of Yes Over 30 Yes Female 
patients intluence LOS in years; Not 
detoxification and residential Hispanic 
treatment programs? 

3 Do clinical factors of patients Yes Primary Yes 0 & 1-9 day.s 
influence LOS in detoxification substance substance 
and residential treatment programs? alcohol use in 30 

days prior 

4 Does weekday versus weekend No No 
admittance to detoxification and 
residential treatment programs 
mediate the relationship between 
the demographic/clinical variables 
and LOS? 

5 Does weekday versus weekend No No 
admittance to detoxification and 
residential treatment programs 
moderate the relationship between 
the demographic/clinical variables 
and LOS? 
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Table 55 

Regression Analysis Testing for Nfediation of Day of Admittance on the Relationship between Demographic Variables and 

LOS for Detoxification Programs 

Direct Effect Indirect Effect Total Effects 
RSI RS2 RS3 RSI RS2 RS3 RSI RS2 RS3 

Older than 30 Years .135 ** .116 * .058 .889 1.320 .931 1.024 1.436 .989 

High School Diploma + .032 .056 .024 1.339 1.146 1.399 1.371 1.202 1.423 

Gender .002 -.012 -.080 + .926 .728 .999 .928 .716 .919 

~ Employment Status -.062 -.057 -.025 .530 1.052 .637 .468 .995 .612 -
Insurance Status .062 .020 .011 1.999 1.723 .948 2.061 1.743 .959 

Formerly Married .082 .024 .048 .879 .549 .923 .961 .573 .971 

Never Manied .071 -.053 -.015 1.053 .452 .853 1.124 .399 .838 

Black .035 .012 .006 1.505 1.506 .899 1.540 1.518 .905 

Hispanic -.122 ** -.080 + -.119 * .709 .593 .648 .587 .513 .529 

Living with Family .045 -.027 -.023 1.606 1.106 .856 1.651 1.079 .833 

Homeless .068 .011 .025 .530 1.368 .509 .598 1.379 .534 

Other Living Situation .060 .112 * -.066 1.802 2.968 3.521 1.862 3.080 3.455 

Note.*** p < .001; ** p < .01; * p < .05; + p < .10 



Table 56 

Regression Analysis Testing for .Mediation of Day ofAdmittance on the Relationship benveen Clinical Variables and 

LOS for Detoxification Programs 

Direct Effect Indirect Effect Total Effects 
RSI RS2 RS3 RSI RS2 RS3 RSI RS2 RS3 

Psychiatric Diagnosis -.013 -.069 .057 .301 .349 .612 .288 .280 .669 

Received I Prev. Treat .109 * -.012 -.016 .883 .867 .959 .992 .855 .943 

Received 2+Prev Treat .076 -.017 -.013 .899 1.279 .872 .975 1.262 .859 

-
~ Used a Substance 0-16 

Days Within 30 Days 
Prior to Treatment -.006 -.049 -.088 + .867 1.102 .972 .861 1.053 .884 

Used a· Substance 17-29 
Days Within 30 Days 
Prior to Treatment .018 .010 .014 .654 1.254 1.329 .672 1.264 1.343 

Previous Substance 
Used was Stimulant -.174 ** -.144 ** -.123 * .352 .648 .617 .178 .504 .494 

Previous Substance 
Used was Opiate -.114 * -.086 -.136 ** .888 .957 .973 .774 .871 .837 

Note.*** p < .001; ** p < .01; * p < .05; + p < .10 



Table 57 

Regression Analysis Testing for Alediation of Day ofAdmittance on the Relationship benveen Demographic Variables and 

LOS for Residential Treatment Programs 

Direct Effect Indirect Effect Total Effects 
RSI RS2 RS3 RSI RS2 RS3 RSI RS2 RS3 

Older than 30 Years .017 -.024 .024 .696 .621 .862 .713 .597 .886 

High School Diploma or Above -.076 + .020 .068 .943 .917 .714 .867 .937 .782 

Gender .056 .092 * .086 + 1.436 1.050 1.007 1.492 1.142 1.093 

00 Employment Status .007 .048 .014 .960 1.134 1.013 .967 1.182 1.027 
w 

Insurance Status .008 .045 .067 1.529 .867 .938 1.537 .912 1.005 

Formerly Married -.104 + .064 .117 + .620 1.076 .820 .516 1.140 .937 

Never Married -.066 .065 .044 1.060 1.183 .959 .994 1.248 1.003 

Black .060 .013 .091 + 1.355 .960 1.817 1.415 .973 1.908 

Hispanic .108 * .019 .028 1.360 .859 1.154 1.468 .878 1.182 

Living with Family .028 .014 -.125 + .975 .829 .728 1.003 .843 .603 

Homeless -.056 .093 -.068 1.038 .680 .984 .982 .773 .916 

Other Living Situation -.028 .050 -.009 2.163 .947 1.531 2.135 .997 1.522 

Note.** p<.01; * p<.05;+p<.10 



Table 58 

Regression Analysis Testing/or .Mediation of Day of Admittance on the Relationship between Clinical Variables and 

LOS for Residential Treatment Programs 

Direct Effect Indirect Effect Total Effects 
RSI RS2 RS3 RSI RS2 RS3 RSI RS2 RS3 

Psychiatric Diagnosis .008 -.016 -.017 .797 .638 .760 .805 .622 .743 

Received I Prev Treat -.042 -.006 .-.054 .566 1.068 .555 .524 1.062 .501 

~ Received 2+ Prev Treat -.075 .012 -.018 .689 .998 .825 .614 1.010 .807 
.i::,. 

Used a Substance 0 
Days Within 30 Days 
Prior to Treatment .126 * .139 * .033 1.634 1.130 1.880 1.760 1.269 1.913 

Used a Substance 1-9 
Days Within 30 Days 
Prior to Treatment .111 + .188 ** .068 2.093 3.333 2.554 2.204 3.521 2.622 

Note.** p<.01; * p<.0S;+p<.10 ( continued) 



-

Table 5 8, continued 

Regression Analysis Testing for Afediation of Day of Admittance on the Relationship between Clinical Variables and 

LOS for Residential Treatment Programs 

Direct Effect Indirect Effect Total Effects 
RSI RS2 RS3 RSI RS2 RS3 RSI RS2 RS3 

Used a Substance 10-19 
Days Within 30 Days 
Prior to Treatment .016 .178 ** .012 1.552 1.545 2.576 1.568 1.723 2.588 

00 
Vl Used a Substance 20-29 

Days Within 30 Days 
Prior to Treatment .026 .158 * .017 1.120 .679 1.687 1.146 .837 1.704 

Previous Substance 
Used was Stimulants .053 .090 + .018 1.412 1.900 1.695 1.465 1.990 1.713 

Previous Substance 
Used was Marijuana .112 * .021 .009 3.355 1.869 3.667 3.467 1.890 3.676 

Previous Substance 
Used was Opiates -.075 -.138 ** .044 .914 .510 .565 .839 .372 .609 



Detoxification Services 

The current study indicates that twice as many individuals entered detox services 

on WEs compared to those entering short-term residential treatment on WEs. 

Approximately two-thirds of the sample entering detox services was male and 

predominantly Caucasian. Those entering detox services were slightly older than those 

entering residential treatment and had more years of education. The majority of those 

entering detox were widowed or divorced and tended to be older than those who were 

married or cohabitating, or never married. More married and never married individuals 

lived with family and those who were widowed or divorced more frequently lived alone. 

As expected, more individuals living alone were employed compared to those living with 

family. Homeless individuals were more likely to be divorced, widowed, or never 

married and unemployed. 

Of particular interest is the finding that more than 50% of those entering detox 

services had a psychiatric diagnosis at admission. The percentage of individuals with a 

psychiatric diagnosis increased to almost 70% if they entered treatment on a WE which is 

associated with decreased LOS and more negative outcomes. A greater proportion of 

those with a psychiatric diagnosis at admission used stimulants compared to those 

without a psychiatric diagnosis. Those with a psychiatric diagnosis may use stimulants to 

improve negative mood states related to various psychiatric diagnoses (Cynders & Smith, 

2007). 

There was a significant relationship between ethnicity and the primary drug of 

abuse. Caucasian males were more likely to use alcohol than Caucasian females and were 
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more likely to use alcohol compared Blacks or Hispanics. Blacks were more likely to use 

stimulants compared to Caucasians or Hispanics, and Hispanics were more likely to use 

opiates compared to Caucasians or Blacks. Of those who used stimulants, the greatest 

proportion used them less than half the days of the month compared to the majority of 

opiate users who reported daily use. 

A greater proportion of those without a psychiatric diagnosis used opiates 

compared to those with a psychiatric diagnosis. Since the Hispanics in this study were 

more likely to have opiates as a primary substance of abuse, these findings are consistent 

with previous research (e.g., Amadeo et al., 2008; Amaro et al., 2006) indicating that 

Hispanics compared to other ethnicities were less likely to have a psychiatric diagnosis or 

receive psychiatric medications. 

Short-Term Residential Treatment 

Individuals entering short-term residential treatment were slightly younger than 

those entering detox services. There was a significant relationship between gender and 

employment with a greater proportion of females being unemployed and a greater 

proportion of males not having health insurance. Although more males were employed 

than females, they may have been employed in jobs that did not provide insurance as a 

benefit of employment. Unemployed females were more likely to have Medicaid due to 

pregnancy or having dependent children in the home. 

A signi ti cant relationship between gender and the primary substance of abuse 

was found. A greater proportion of males used alcohol compared to females and a greater 

proportion of females used stimulants compared to males. These findings are consistent 
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with TEDS (2006) indicating that females were more likely to use drugs compared to 

alcohol than males were. Males were more likely to report daily use of substances in the 

30 days prior to admission than were females. Almost twice as many females reported no 

use of substances in the 30 days prior to admission compared to males. 

There was also a significant relationship between marital status and primary drug 

of abuse. A greater proportion of those divorced or widowed used alcohol compared to 

those who were married, cohabiting, or never married. 

Ethnicity is a variable that deserves consideration, for it revealed a number of 

significant relationships. A significant relationship existed between ethnicity and drugs of 

abuse with Caucasians more likely to use alcohol than Blacks or Hispanics. Blacks were 

more likely to use stimulants than Caucasians or Hispanics. The prevalence of opiate use 

was over three and one-half times higher for Caucasians and Hispanics compared to 

131acks. In addition .. there was a significant relationship between ethnicity and previous 

treatment episodes. A greater proportion of Hispanics were entering residential treatment 

for the first time compared to other ethnicities. A greater proportion of Blacks had two or 

more treatment episodes compared to Caucasians and Hispanics. 

Living situation and treatment episodes showed a significant relationship. More 

individuals living with family entered treatment for the first time compared to those who 

had other living situations (e.g., shelters, group homes, hospitals, prisons, or homeless). A 

greater proportion of those in other living situations had two or more previous treatment 

episodes compared to those who lived alone or with family. Many alternative living 

situations such as shelters and group homes prohibit alcohol and drug use and individuals 
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expelled from these facilities may enter treatment more frequently in an effort to gain 

temporary shelter and perhaps temporarily stop alcohol and dmg use in an effort to return 

to their previous living arrangements. 

Greater social instability and lack of supportive networks is characteristic of those 

who are homeless or in alternative living situations. The lack of supportive resources has 

previously been associated with negative treatment outcomes (Evans, Li, & Hser, 2008; 

Fosados. Evans. & Hser, 2007) and could foster repetitive attempts at treatment through 

environmental pressures. 

Revised Models 

The study results suggest that a revised model is appropriate for each type of 

treatment included in the study. Figures 2 and 3 show that there is no indirect path 

through day of admission to LOS for the demographic and clinical variables for either 

type of service (i.e .. detox and STR treatment). Additionally, each model (i.e., detox and 

STR treatment) depicts those demographic and clinical variables that were found to be 

significant. The Figures' notes indicate the predisposing variables having significant 

relationships. 

This study fills a gap in outcome research and confirms that the WE effect noted 

in medical outcome studies extends to drug rehabilitation programs. Demographic and 

clinical variables associated with poor treatment outcomes identified in this study were 

predictive of decreased LOS in detox services and STR treatment but were not 

specifically predictive of WD/WE admissions. WO/WE admissions in both programs 
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predicted variations in LOS. WE admissions were associated with a significant decrease 

in LOS and could result in more negative treatment outcomes. 

Over 30 Years 01«1 

Not Hispanic 

\Veekday 
A. d1nitta11 <' e 
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Lengtb 
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Figure 2. Model of factors intluencing LOS in Detoxification Programs. 
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Figure 3. Model of factors influencing LOS in Residential Treatment Programs. 
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Limitations 

Limitations in this study include the use of a secondary dataset that prohibits 

treatment intervention and manipulation of the data. Retrospective studies give the 

researcher no chance to ask questions and clarify infonnation. The dataset in this study 

had multiple internal codings related to discharge status so that discharge due to program 

completion was unclear and could not be analyzed. According to the literature, LOS is 

the best indicator of positive treatment outcomes, but the relationship with program 

completion could not be detennined. 

Additional coding issues required deletion of some participants, making the 

dataset smaller. Some responses were labeled as '"miscoded" and others were labeled as 

.. missing" fi.lr a single variable: when this occurred, both missing and miscoded data was 

deleted from the analysis. The internal coding for psychiatric diagnosis at admission in 

this dataset was troublesome. It included the responses '·yes", ''no·'. and "unknown". 

Over half of the responses were marked hunknown" and it could not be detennined if this 

response indicated that the question was not assessed or the individual had no knowledge 

regarding a psychiatric diagnosis. Only those with "yes" or '"no" responses were included 

in the analysis. 

This dataset represented public institutions in Texas, thus the findings cannot be 

generalized to other types of institutions or to other regions of the United States. 

Differences in the variables studied may exist in other states and regions of the country. 
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Future Research 

Future studies could explore the role of ethnicity, drugs of abuse, and LOS since 

t:hangcs in the t:thnic makeup of the treatment population could require changes in 

treatment planning. This study indicated that approximately 70% of individuals with 

psychiatric diagnoses are admitted on WEs and highlights the need for more research in 

meeting the unique needs of individuals with dual-diagnoses (psychiatric and substance 

abuse). Since psychosocial stressors are the most frequently stated reason for entering 

treatment (Cohen. Fcinn .. Arias .. & Kranzler, 2007). developing programming to quickly 

address the psychiatric and psychosocial stressors related to entering treatment from this 

particularly vulnerable population could improve treatment retention and thereby increase 

treatment success. Exploration of the role of demographic factors and treatment-seeking 

behaviors would add to the fund of knowledge regarding drug rehabilitation. 

Summary 

The ··weekend effect" identi tied in acute medical settings is associated with 

increased mortality. morbidity, and extended hospital stays resulting in more negative 

treatment outcomes .. increased expense, and reduced quality of life. WE differences in 

outcomes is pervasive in acute medical units, intensive care units (ICU), emergency 

departments (ED), and obstetrics (Bell & Redelmeier, 2001; Bendavid, Kaganova, 

Needleman .. Gruenberg & Weisman, 2007; Cram et al., 2005; Hamilton & Restrepo, 

2003). 

This study supported the premise that the ·-weekend effect" is also found in 

substance abuse treatment programs. WE admission for detox and STR was associated 
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\vith (.kcreased LOS in treatment thereby increasing the potential for negative treatment 

outcomes. 

Admission to treatment on a WO was associated with increased LOS in both 

detox and STR programs. The demographic characteristics of being over age 30, not 

I lispanic. and the clinical factor of alcohol as the primary substance of abuse significantly 

predicted increased LOS in detox. Being female and reporting ··no use"' or 1 to 9 days 

substance use in the 30 days prior to admission was significantly related to increased 

LOS in STR. These findings were reported if they were significant in two of three 

random samples of 500 subjects each from both treatment modalities. Knowledge of 

variables associated with increased LOS in treatment, and therefore improved treatment 

outcomes. can be beneficial for program planning and substance abuse treatment 

profossionuls. 
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DENTON DALLAS HOUSTON 

April 20, 2006 

Ms. Donna Stephens 

Dear Ms. Stephens: 

Institutional Review Board 
Office. of Research and Sponsored Programs 
P.O. Box .425619, Denton, TX 76204-5619 
940-898-3378 Fax 940-898-3.416 
e-mail: IRBOtwu.edu 

Re: Does Weekend Admission to Det~xification and Short-Term Treatment Facilities 
Effect Program Retention ~nd Completion? 

The above referenced study has been received and reviewed by the Texas Woman's 
University Institutional Review Board (IRB) and has been determined to be exempt from 
further review. because it has been reviewed and approved by the Institutional Review 
Board of the Texas Department of State Health Services in Austin, Texas. 

Another review by the TWU IRB is required if your project changes in any way, and the 
TWU IRB must be notified immediately regarding any adverse events. If you have any 
questions, feel free to call the TWU Institutional Review Board at the phone number 
listed above. 

cc. Dr. Marcia Hern, College of Nursing 
pr. Patti Hamilton, College of Nursing 
✓Graduate School • 
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Dr. David Nichols, Chair 
Institutional Review Board - Denton 
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TEXASDEPARTMENTOFSTATEHEALTHSERVICES 

DAVID L LAKEY, M.D. 
COMMISSIONER 

DSHS Institutional Review Board #2 
FWA #00008616 

January 28, 2010 

P.O. Box 149347 
Austin, Texas 78714-9347 

1-888-963-711 l 
TTY: l..S00-73S-2989 

www.dshs.state.tx.us 

Prot~ol # 655-25-0601: Does Weekend Admission to Detoxification and Short-Term Treatment 
Facilities Effect Program Retention and Completion? · 

Dear Ms. Stephens: 

Thank you for your recent submission of an Application for Continuing Review of the above 
referenced study. Your application has been reviewed by the DSHS Institutional Review Board 
(IRB), and the study has been.approved (through expedited review) for an additional one year. 

Protocol Expiration Date: January 28, 2011 

As an ~vestigator, you have the following responsibilities: 

1. Report immediately to the IRB any severe adverse reaction or serious problem, whether 
anticipated or unanticipated; 

2. Report immediately to the IRB the death of a subject, regardless of cause; 
3. Report promptly to the IRB any significant findings that become known in the coul'se of the 

research that might affect the willingness of subjects to participate in the study; 
4. Submit any changes(s) to key research personnel along with documentation of education in 

protection of human subjects; 
5. Protect the confidentiality of all personal identifiable info1mation collected and train your 

staff and collaborators on policies and pl'ocedures for ensuring confidentiality of this 
infonnation; 

6. Submit any change(s) to the protocol and/or consent document(s) to the IRB fo1· review and 
approvaJ prior to the implementation of the change(s); 

7. Submit a Continuing Review Fom1. Federal regulations require that the IRB review of on
going projects no less thnn once a year (a Continuing Review Form) will be sent to the . 
principal investigator 2 months prior to the expiration date; 

8. Notify the IRB when the study has been completed and to submit a final repo11. • 

J~28,2010 

Date 

211 



TEXAs DEPARTMENT OF STATE BEALm SERVICES 

DAVID L LAKEY, M.D. 
COMMISSIONER 

DSHS Institutional Review Board #2 
FW A #00001616 

February 23, 2009 

P.O. Box 1493-47 
Austin, Tcxa.178714-9347 

l-888-963-7\ 11 
ITV: l-800.735-2989 

WWW .dshs.staae.tx.us 

Protocol# 655-25-0601: Does Weekend Admission to Detoxification and Short-Tenn Treatment 
Facilities Effect Program Retention and Completion? 

Dear Ms. Stephens: 

Thank you for your recent submission of an Application for Continuing Review of the above 
referenced study. Your application has been reviewed by the DSHS Institutional Review Board 
(IRB), and the study has been approved for an additional one year. 

As an investigator, you have the following responsibilities: 

1. Report immediately to the IRB any severe adverse reaction or serious problem, whether 
anticipated or UDBDticipated; 

2. Repon immediately to the IRB the death of a subject, regardless of cause; 
3. Report promptly to the 1RB any significant findings that become known in the course of the 

research that mighf affect the willingnes., of subjects to participate in the study; 
4. Submit any changcs(s) to key research personnel along with documentation of education in 

protection of human subjects; 
5. Protect the confidentiality of all personal identifiable infonnation collected and train your 

staff and collaborators OD policies and procedures for ensuring confidentiality of this 
infonnation; 

6. Submit any change(s) to the protocol and/or consent document(s) to the IRB for review and 
approval prior to the implementation of the change(s); 

7. Submit a Continuing Review Fonn. Federal regulations require that the 1RB review of on
going projects no less than once a year (a Continuing Review Form) will be sent to the 
principal investigator 2 months prior to the expiration date; 

8. Notify the IRB when the study has been completed and to submit a fmal report. 

March 20, 2010 

Date 
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~ TEXAs DEPARTMEl'l"T OF STATE HEALm SERVICES 

1100 W. 49'1' Street• Austin, Texas 78756 
DA VJD L LAKEY, M.O. t-888-963-7111 • http://www.dshs.state.tx.us 
COMMJSSJONER TOD: S12-4S8-7708 

DSHS Institutional Review Board #2 
FW A #00003616 

March 6, 2008 

Protocol# 65S-25-0601: Does Weekend Admission to Detoxification and Short-Tenn Treatment 
Facilities Effect Program Retention and Completion? 

Dear Ms. Stephens: 

The protocol modification you have requested, which was received on March 5, 2008, has ·been 
approved by the DSHS ·Institutional Review Board (IRB) through expedited review. This 
modification was judged to not affect the risks associated with study participation. 

This approval is for the following ~endment you subnrlttcd: 
1. BHIPS data for patients 18 and older from Sept 1, 2002 through Sept.' 31, 2007. 
2. Date and day of week of admission, 
3. Date of discharge, 
4. Admission level (type of service at admission) 
5.Age, . 
6. Gender, 
7. Ethnicity, . 
8. Relationship S1atus, 
9. Employmtnt Status, 
10. Years of Education, 
11. Living arrangements 
12. Funding source It admission 
13. Number of all prior subStance abuse treatment episodes, 
14. Primary substanoe of abuse 
15. Frequency of use of primary substance 30 days prior to admission 
16. Secondary substance of abuse, 
17. Frequency of use of secondary substance 30 days prior to admission 
18. psychfatrfc comorbldlty at admission (yes or no) . 
19. Reason for discharge (program completion, ecfminlstr~lve, etc) 
20. L~gth ~f stay 

If you have any questions about these concerns, please contact Tanya Guthrie, Ph.D., IRB #2 
Research Administrator at 512-206-5730 (email: tanya.guthti.e@dshs.state.tx..us). 

~ID 
CO IRB Chai.r or Acting Chair Date 
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DEPARTMENT OF STATE HEALTH SERVICES 
CENTRAL OFFICE INSTITUTIONAL REVIEW BOARD 

APPLICATION FOR CONTINUING REVIEW OR STUDY CLOSURE 

. . · I Protocol#: liff§:_-.2£_-J¼?t I . 
PnJ:i~_Title:j1.,.- Wt!e){<~~,R Rtin is, :,,,0 ./.,Pf4; l"Mlt/J/1 f .::kt/G,4 hi,&, £;/{e.::; 

2 lf~d ~,I/Ht e 'l!Alh'l>AJ t1Nef..CoHY,Jld-i1JAI . 

Principal Investigator(s): (Give address for correspondence about approval.) 

7!}p,wvtJ £'56eh¢s 73f {J;lbzn. !2ueJJC,IJl dj;('1@22.l{iJ/;if/,,,.A1ef 
(Name - type print) Address ~ 7S'f7Z- E Address 

If funded, indicate title of grant and funding agency: 

tJ/tt 
Date of initial IRB review: ,3/ U I fl lz Dale ~{last IRB review: -~/lo} 0 8 
DHHS regulations require an annual review of continuing projects at least once per year. This 
review must take place on or before the ono-year anniversary of the previous IRB rt,view, 
regardless of when the research project itself began. Investigators must also report to the IRB any 
planned changes in the protocol of the study because these may affect the protection of human 
research participants. Please complete items 1 through 8 as they apply to your project during the 
period following your last IRB review. · 

Please attach your current Research Proposal (See Section "Topics to Address in the Research 
Proposal") and your current Consent Form(s). 

1. Has the research begun? Yes 
2. Enrollment of subjects ongoing? 
3. Date that first subject was enrolled: 
4. Number of participants originally proposed: 

Number actually enrolled as of this date: 
Number of subjects emolled in the~ 12 months: 
Number withdrew or dropped out 
Number dropped out because of adverse study events: 

(Explain in #9) 
S. Study interventions ongoing Yes 

(e.g. Surveys, questionnaires, etc) · 

6. Is this a Final Report? _ Y cs 
(Protocols can be inactivated when all research 
activities, including data analysis, have been completed). 

Central Office IRB Application tbr ContfnuiDa Review or ~tudy Closure 
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7. Informed Consent 

Was consent obtained for all subjects? Yes ~o 
Did all subjects receive a copy of the signed consent form? 
Where are signed consent forms stored? 

_Yes '/ii~ 
(Site: Bldg ::;jroom number) 

Did you cnarunter any problems in obtaining coment? Yes ~ 
lfyes, please descnl>e: _______________ £J.&!_A'!!...L,Hz:__ 

Is the person obtaining consent approved by the IRB? Yes _No 
If no, please desmoc: JI.J A · 

8. Have any changes bec:n-madc--·..,___.to.___tbe_fol_low---:.-ing-: -----------

Protocol? 
Coosent? 
Qucstionnain:s? 
Study lntrrventions? 
New Investigators? 
If yes to any of above, please descnoe on a separate sheet. 

Yes 
Yes 
Yes 
Yes 
Yes 

9. Has any new scientific information (sucli as recendy identified risks of participating in 
research of this type or new treatment/alternative approaches been found) since the last lRB 
approval? _ Yes ~ 

lfyes, please describe on a separate sheet this new information andnow the risk to subjects 
in your study may be affected by these findings. 

10. During the past 12 months please indicate the following: ~~ 
Number of serious adverse events: _ _ 
Number of deaths: 
Were the events listed above J)lplllpdy reported to the IRB? Yes Al I? No 
Ifno, please explain: _--:...,,:iJr;.....;,,_A _____________ _ 

11. Summarize Study Activities and Findings to Date. (Attach resulting publications). . 
~ 't!! t! PtV <:f 11-12>1 d ,4,f A 6 e I- - ,a~e l,·111, 111~! cf ~fA :Sc.J'! ee A/,~ 

IN /J~Lte'&s 

IJwe c:atlfy lbat ~ ldlde~~ ~~ wncmruDg ~~me hue, 

~d~~~RJU ~ 
Signature o P ipal Investigator ts:{;'-

REVIEWED and APPROVED: 

The information provided has been reviewed and approved by the DSHS Central Office 
Institutional Review Board (CO-IRB) for the Protection of Human Subjects in Research for 
compli with eral regulations for continuing review. 

Date of Review 

Central Office IRS ApptlOldoD fbr Coad11alna RIYfew Of Study Closure 
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TEXAS DEPARTMENT OF STATE HEALTH SERVICES 

DAVID L LAKEY, M.D. 
COMMISSIONER 

DSHS Institutional Review Board #2 
FW A #00008616 

February 28, 2008 

1 ioo w. 4cJ' Street• Austin, Texas 78756 
l-88&-963-7111 • http://www.dsbs.state.u.us 

TDD: 512-458-7708 

Protocol# 655-25-0601: Does Weekend Admission to Detoxification and Short-Term Treatment 
Facilities Eff~t ;program Retention and Completion? 

Dear Ms. Stephens: 

Thank you for your recent submission of an Application for Continuing Review of the above 
referenced study. Your application has been reviewed by the DSHS Institutional Review Board 
(IRB), and the study has been approved for an additional one year. 

As an investigator, you have the following respo11S1oilities: 

1. Report immediately to the IRB any severe adverse reaction or serious problem, whether 
anticipated or unanticipated;. 

2. Report immediately to the IRB the death of a subject, regardless of cause; 
3. Report promptly to the IRB any significant :findings that become kn~wn in the course of the 

research that might affect the willingness of subjects to participate in the study; 
4. Submit any changes(s) to key research personnel along with documentation of education in 

protection of human subjects; 
5. Protect the confidentiality of all personal identifiable information collected and train your 

staff and collaborators on policies and procedures for ensuring confidentiality of this 
information; . 

6. Submit any change(s) to the protocol and/or consent document(s) to the IRB for review and 
approval prior to the implementation of the cbange(s); 

7. Submit a Continuing Review Form. Federal regulations require that the IRB review of on
going projects no less than once a year (a Continuing Review Form). will be sent to the 
principal investigator 2 months prior to the expiration date; 

8. Notify the IRB when the study has been completed and to submit a final report. 

Protocol Expiration Date: March 20, 2009 

'comBChairor Acting Chair Date 
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·TEXAS DEPARTMENT OF STATE HEALTH SERVICES 

DA YID L LAXEY, MD. 
COMMISSIONER 

DSHS Institutional Review Board #2 
FWA #00008616 

March 2, 2007 

1100W. 4~ Street• Austin, Texas 78756 
1-888-963-7111 • http://wwwdshs.statetx.us 

TDD: 512-458-7708 

Protocol# 655-25-0601: Does Weekend Admission to Detoxification and Short-Tenn Treatment 
Facilities Effect Program Retention and Completion? 

Dear Dr. Stephens: 

Thank you for your recent submission of an Application for Continuing Review of the above 
referenced study. Your application has been reviewed by the DSHS Institutional Review Board 
{IRB), and the study has been appro~~ for an additional one year. 

; . 

As an investigator, you have the following responsibilities: 

J • Report immediately to the IRB any severe adverse reaction or serious problem, whether 
anticipated or unanticipated; 

2. Report imm~diately to the IRB the death of a subject, regardless of cause; 
3. Report promptly to the IRB any significant findings that become known in the course of the 

research that might affect the willingness of subjects to participate in the study; 
4. Submit any changes(s) to key research personnel along with documentation of education in 

protection 9f human subjects; 
5. Protect the confidentiality of all personal identifiable information. collected and train your 

staff and collaborators on policies and procedures for ensuring confidentiality of this 
information; 

6. Submit any change(s) to the protocol and/or consent document(s) to the IRB for review and 
approval prior to the implementation of the changc(s); 

7. Submit a Continuing Review Fonn. Federal regulations require that the IRB review of on
going projects no less than once a year (a Continuing Reyiew Fonn) will be sent to the 
principal investigator 2 months prior to the expiration date; 

8. Notify the IRB when the study has been completed and to submit a fmal report. 

Protocol Expiration Date: March 20, 2008 

3/16/07 

CO IRB Chair or Acting Chair Date 
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TEXAS DEPARTMENT OF STATE HEALTH SERVICES . . 

BDUARDO J. SANCHEZ, M.D., M.P .H. 
CO~ONER 

1 JOO W. 49111 Street• Austin, Texas 78756 
1-888-963-7111 • http://www.tdh.state.tx..us 

TDSHS Institutional Review Board #2 
FW A #00008616 

March 24. 2006 

Protocol# 655-25-0601: Does Weekend Admission to Detoxification and Short-Term Treatment 
Facilities Effect Program Retention and Completion? 

Dear Dr. Stephens, 

I am happy to Inform you that your proposal has been approved by the DSHS Institutional 
Review Board (IRB) in accordance with the Code of Federal Regulations 45 CFR 46, Protection 
of Human Subjects, and the Texas Administrative Code, Chapter 414, Subchapter P, Research 
in TDMHMR Facilities. . . · 

As an Investigator, you have the following responsibiliUes: 

1. Report immediately to the IRB any severe adverse reaction or serious problem, whether 
anticipated or unanticipated; 

2. Report immediately to the IRB the death of a subject, regardless of cause; 
3. Report promptly to the IRB any significant fi~dings that be~me known in the course of the 

research that might affect the willingness of subjects to participate in the study; 
4. Submit any changes(s) to key research personnel along with documentation of education in 

protection of human subjects; . 
5. Protect the confidentiality of all personal identifiable Information collected and train your staff 

and collaborators on policies and procedures for ensuring confidentiality of this information; 
6. Provide appropriate Information to allow for an accoun~ng of disclosures of protected health 

information related to the requested waiver of authorization · 
7. Submit any change(s) to the protocol and/or ·consent document(s) to the IRB for review and 

approval prior to the implementation of the change(s); . 
8. Submit a Continuing Review Form. Federal regulations require that the IRB review on-going 

projects no less than once a year. A Continuing Review Form will ~e sent to the principal 
investigator 2 months prior to the expiration date. 

9. Notify the IRB when the study has been completed and submit a final report. 

Protocol Review Date: 

Protocol Expiration Date: 

March 21, 2006 

March 20, 2007 
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