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ABSTRACT

Objectives: In recent years, various treatment programs have been implemented in Iran aimed
at rehabilitation and improvement of drug-dependent patients but so far, few studies have been
conducted on the effectiveness of different treatment programs in terms of different outcomes.
This study was conducted to determine the differences among patients participating in three
therapeutic programs, outpatient, mid-term residential program, and therapeutic community
(TC) in terms of social, psychological, economic, and therapeutic outcomes.

Article info:

Received: 05 Oct 2021
Accepted: 20 Jun 2023
Available Online: 01 Sep 2023

Methods: The present study was conducted using a descriptive design and ex post facto
method. Data were collected from patients participating in three treatment plans (outpatient
treatment=49; mid-term residential treatment=49; and TC plan=49). Patients participating
in the TC program were all enumerated and patients participating in the outpatient and mid-
term residency treatment plan were selected by random sampling. Data collection tools were
a socio-demographic characteristics checklist, researcher-made questionnaire for relapse, a
general health questionnaire (GHQ), a world health organization quality of life (WHOQOL)
questionnaire, and a family relationship index (FRI). The data were analyzed by one-way
analysis of variance (ANOVA), chi-square, and Scheffe’s post hoc test.

Results: Significant differences were observed between the three treatments in terms of the
rate of relapse (P<0.01), participation in criminal activities (P<0.01), changes in drug use in
the treatment process or after treatment (P<0.01), employment status (P<0.01), mental health
(P<0.01), quality of life (P<0.01), and family relationships index (FRI) (P<0.01).

Discussion: The TC program showed more positive outcomes in terms of the rate of relapse

Keywords: ¢ and quality of life compared to the other two therapeutic programs. The outpatient treatment
Substance abuse, Program : program was more effective in terms of participation in criminal activities, changes in drug use,
evaluation, Therapeutic :  employment, and quality of family relationships. The mid-term residency program showed a
community, Residential . low or negative impact on all studied outcomes. Therefore, it is necessary to reevaluate the
treatment, Outpatient services programs presented in the mid-term residential program.
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Highlights

* The rate of relapse/recidivism among patients participating in the mid-term residential treatment program was
higher than in the therapeutic community (TC) and outpatient programs.

* The rate of criminal activity patients participating in the mid-term residential treatment program was higher than in
the TC and outpatient programs.

» Patients participating in outpatient treatment had better general health and overall quality of life.

* Patients in the TC program reported more problems on the family relationship index (FRI) compared to the outpa-
tient and TC treatment programs

Plain Language Summary

Drug addiction has many side effects for both the individual and the community. A wide range of treatment and
support programs and services exists for people with drug problems in Iran. The main support programs for quit-
ting addiction in Iran are the therapeutic community (TC) program (TC, mid-term treatment program, and outpatient
treatment program. The present study showed that the rate of relapse/recidivism and criminal activity among patients
participating in the mid-term residential treatment program was higher than the TC and outpatient programs while the
mental health status and quality of life of the participants in the outpatient treatment program were better. Also, patients
in the TC program reported more problems on the family relationship index (FRI) compared to the outpatient and TC

treatment programs.

Introduction

rug addiction is a complex psychosocial

problem that is often associated with ma-

jor problems in other areas of life, includ-

ing unemployment, homelessness, com-

munication conflicts, divorce, suicide,
criminal behavior, and psychiatric comorbidities [1].
One of the major challenges facing drug treatment and
rehabilitation organizations on the one hand and drug
addicts themselves on the other hand is the tendency
for drug users to abandon treatment and rehabilitation
programs, which is a phenomenon called recidivism
[2, 3]. The high prevalence rate of treatment abandon-
ment in different countries indicates this problem. For
example, some researchers reported a prevalence of
treatment failure and dropout ranging from 4.5% to
70% [1-8]. In Iran, the prevalence of drug recidivism
or relapse has been reported in the range of 20% to 90%
[9-11]. Unsuccessful treatment can have very negative
consequences for the individual and society. Some of
the outcomes of unsuccessful treatment include relapse
and recidivism after treatment [12-14], negative psy-
chological and social performance, poor educational or
occupational status [15], participation in criminal be-
havior [16, 17], and social costs, for example, pressure
on family and society [7].

Various treatment programs have been implemented
in different countries around the world, including Iran,
for treatment and rehabilitation of drug addicts, includ-
ing detoxification programs, non-drug outpatient treat-
ment, methadone maintenance treatment, long-term
residential treatment plans, and risk-reduction servic-
es. These programs can be divided into three groups,
long-term residential treatment programs or therapeutic
community (TCs), mid-term treatment programs, and
outpatient treatment programs. While each individual
may have short or long-term goals for treatment, all
treatment plans share three general goals. These goals
include reducing substance abuse or achieving a life
free of substance use, promoting multiple aspects of
life function, and preventing or reducing the incidence
and severity of relapse [18].

Currently, in most countries of the world, four treatment
modalities are used in the treatment of addiction based on
the three models described above. These models include
the Minnesota model of residential chemical dependency
treatment, drug-free outpatient treatment, methadone main-
tenance or opioid substitution treatment, and TC residential
treatment. Minnesota model emphasizes avoidance as the
primary therapeutic target and utilizes the 12-step program
of anonymous alcohol as a major tool to improve and pre-
vent relapse. This approach requires 28 to 30 days of out-
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patient treatment, followed by community-based care [19].
The drug-free outpatient treatment model utilizes a variety
of counseling techniques, skills training, academic support,
and little or no medication to meet the individuals’ needs to
move from active substance abuse to avoidance and absti-
nence [18]. Methadone maintenance or opioid substitution
treatment is used in particular for chronic heroin addiction
or drug addiction that may not benefit from other therapeu-
tic approaches. This treatment involves the replacement of
authorized or unauthorized derivatives with longer-lasting,
medically safer, potent, and purified alternatives that are
regularly used orally [20]. Finally, the TC-based residential
treatment approach is suitable for patients with substance
dependency who suffer from severe psychosocial adjust-
ment problems and need to be re-socialized in a highly
structured environment. This treatment emphasizes nega-
tive patterns of thinking and behavior that can be altered
through realistic individual and group therapy, peer-to-peer
meetings, and community-based therapy with hierarchical
roles, privileges, and responsibilities [21]. In this model, en-
rollment is relatively long-term and extensive, ranging from
at least 3 to 9 months of residual life to gradual entry into
the social environment.

In Iran, three therapeutic options for drug addicts exist.
The first method is TC-based residential treatment. The TC
program is a structured, supervised, and residential program
to assist and support the recovery of substance-dependent
individuals who have the potential to relapse and have not
made significant progress in early treatment [22]. In this
way, patients receive services between 3 and 6 months. The
mid-term treatment approach is based on mid-term recovery
centers operated by legal entities (for example non-govern-
mental organization [NGOs]) working for health and social
services purposes, and their statutes refer to treatment, reha-
bilitation, or recovery activities [23]. These centers operate
in the mid-term style (30 to 90 days) and under the supervi-
sion of the welfare organization. The main services of these
centers include helping to cope with the symptoms of drug
deprivation and detoxification, holding recovery sessions,
holding family sessions, and following and continuing re-
covery after discharge and referral. Short-term or outpatient
treatment programs include pharmaceutical services (de-
toxification and maintenance) provided at inpatient centers.
These centers provide inpatient detoxification and ongoing
outpatient psychotherapy and social work [24].

Objectives

Although various therapies have been reported to be
successful, different researchers have shown contradic-
tory results on their effectiveness. For example, while
some researchers have emphasized the effectiveness of
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TC programs compared to other programs [25-28], other
researchers [29] questioned the effectiveness of residential
treatments. Therefore, on the one hand, healthcare users,
treatment providers, and policymakers need to be aware of
the effectiveness of residential programs, and on the other
hand, given the lack of agreement on the effectiveness of
residential treatments and the lack of research in this area
in Iran, this study was conducted to compare three addic-
tion treatment programs, including long-term residential
treatment, mid-term treatment, and short-term treatment
in terms of major treatment outcomes, such as recidivism,
completion of treatment, participation in criminal activity,
change in substance use pattern, mental health, quality of
life, family relationships, employment, and economic activ-
ity, and avoidance of substance use.

Materials and Methods
Study design

The present study was conducted in an ex-post facto de-
sign. Based on this method, a sample of three groups of
substance abusers who participated in one of the three treat-
ment modalities, namely long-term residential, mid-term,
and outpatient treatment were compared for therapeutic
outcomes. To minimize the effects of intervening variables,
homogenous sampling was used in the process of com-
paring people in three therapeutic methods. The statistical
population of this study included all people with a history
of drug abuse in Guilan Province, Iran who participated in
one of the long-term residential, mid-term residential, and
outpatient rehabilitation programs and passed these courses
in 2018. Guilan Province had 75 outpatient addiction treat-
ment centers, 50 mid-term care centers, and 1 community-
based long-term care center. Using the modified Cochran
formula and the variance value equal to 0.5 and confound-
ing error equal to 0.05, and good probability accuracy (d)
equal to 0.08, the required sample size was determined to
be 150 individuals. Then, 49 patients were selected from
each group of treatment plans due to the limited popula-
tion of TC patients (49 available). Because the number of
patients participating in the TC treatment program was 50,
all these patients were counted. Then, based on the homog-
enization principle, 49 patients in the mid-term residential
treatment program and 49 patients in the outpatient treat-
ment program were selected by simple random sampling.
The selected samples included all patients participating in
two outpatient and mid-term residential treatment programs
in Guilan Province, 1 mid-term residential center and 1 out-
patient center in Rasht City (as representative of west Gilan
Province) and 1 mid-term residential center and 1 outpa-
tient treatment center selected in Astana Ashrafieh City (as
representative of East Guilan).

437
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Inclusion and exclusion criteria

The inclusion criteria included the participation of
substance abusers in one of the community-based thera-
peutic programs, outpatient and mid-term residential
programs. Therefore, all drug addicts who had recently
entered one of the three drug treatment centers were ex-
cluded from the study. Some information was given to
the respondents about the aims of the study by the in-
terviewer and then their approval was obtained for this
study using written consent.

Measuring instruments
Socio-demographic characteristics checklist

Characteristics, such as age, education, marital sta-
tus, monthly income, type of drug used, and type of
treatment received were measured using the socio-de-
mographic checklist. Also, employment status, with 1
question of current job status (full-time, part-time, and
unemployed), and patient participation in criminal activ-
ity with 1 question, has the patient committed a crime or
crime after participating in the treatment plan? (Yes, No)
were measured.

Family relationship index (FRI)

This index measures the severity of clients’ personal
or social performance problems with family adjustment
[30]. The family relationship index (FRI) describes the
severity of family relationship problems in a general way
and can be used as a tool to diagnose stress within the
family. The short form of FRI is a composite family rela-
tion index (FRI) of 25 items that are scored in a 7-degree
range (1=never to 7=all times). The scoring range of this
scale is 25 to 175. The cut-off score on the 25-item scale
is considered to be 70. A score above 70 indicates severe
family stress and a lower score indicates no problem in
family relationships. Hodson confirmed the reliability
and validity of the FRI [30]. The reliability coefficient
of FRI in Hudson’s study was calculated at 0.95 using
Cronbach’s a method. In Iran, the FRI in Masoudnia and
Farahani’s study [31] was validated in a study on the re-
lationship between family relationship indices and the
incidence of myocardial infarction. The reliability coef-
ficient of FRI was 0.89 using Cronbach’s o method and
its validity and reliability were confirmed.

General health questionnaire (GHQ) (12-items)

The general health questionnaire (GHQ) consists of 28
items that measure the four components of anxiety/in-
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somnia, physical symptoms, social dysfunction, and de-
pression [32]. All items in this questionnaire are scored in
a four-degree range (not at all, no more than usual, rather
more than usual, and much more than usual). A higher
score on this scale indicates general poor health. The re-
liability and validity of the GHQ have been confirmed in
several studies in Iran [33, 34]. For example, in Yaghubi
et al’s study [33], the best cut-off point of GHQ-12 was
9, and the sensitivity, and specificity, and overall clas-
sification for the best cut-off point were 81.5%, 77.1%,
and 17.8% respectively. Also, Cronbach’s a coefficient
was 0.92 and the split-half and Spearman-Brown reli-
ability was 0.91.

The World Health Organization quality of life
(WHOQOL-BREEF)

The World Health Organization quality of life (WHO-
QOL) questionnaire consists of 26 questions measuring
4 components with physical health (7 questions), mental
health (6 questions), social relationships (3 questions),
and environmental health (8 questions). Also, one item
assesses quality of life, and 1 item assesses health sta-
tus. All questions in this questionnaire are scored on a
5-point Likert scale. In Iran, the WHOQOL was vali-
dated by Nejat et al. [35]. In their study, the reliability of
the four components of physical health, mental health,
social relationships, and environmental health were 0.77,
0.77, 0.75, and 0.84, respectively. Also, the validity of
the WHOQOL was confirmed by the structural factors
method.

Relapse inventory

The questionnaire consisted of 1 item measuring the
frequency of return to substance use over the past year in
three options (1 to 10 times, 10 to 15 times, and regular
consumption).

Statistical methods

After collecting and extracting data, SPSS software,
version 22 was used for data analysis. At the level of
descriptive statistics, statistical characteristics, such as
percentage, frequency, variance, Mean+SD, range, etc.
were used. To compare the social, therapeutic, econom-
ic, and psychological outcomes of treatment programs,
one-way analysis of variance (ANOVA), chi-square, and
Scheffe’s post hoc test were used. Also, the Kalmogorov-
Smirnov statistic was used to test the normality of data
distribution.
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Results
Socio-demographic characteristics of patients

One hundred and forty-seven patients were studied
from 3 treatment plans (outpatient treatment=49 patients;
mid-term residential treatment=49 patients; TC treat-
ment program=49 patients) (Table 1). The MeantSD
age of outpatient treatment patients was 22.49+56.5
years, the Mean+SD age of mid-term residential patients
was 31.6£7.9 years, and the Mean+SD age of TC pa-
tients was 38.2+8.7. From the educational point of view,
most outpatient treatment and mid-term residential treat-
ment patients had middle education (51.0% and 32.7%,
respectively). On the other hand, most TC patients had
middle school (26.5%), and high school education
(24.5%). In terms of marital status, most patients of mid-
term residential (55.1%) and TC treatment plan (51.0%)
were single while most patients in outpatient treatment
programs were married (34.7%). In terms of employ-
ment status, the percentage of unemployment among
TC patients was higher than among outpatient and mid-
term residential patients (63.3% compared to 41.3%
for mid-term and 12.2% for patients, respectively).
The mean monthly income of TC patients was higher
than patients in both outpatient and mid-term residen-
tial plans. Regarding the type of drug used, the highest
opium consumption was related to patients participat-
ing in outpatient treatment (83.7%) and the least opium
consumption was related to mid-term residential patients
(24.5%). In terms of heroin use, the most frequent us-
ers were patients in the TC program (44.9%) and then in
intermediate stay patients (38.8%), respectively. In terms
of cannabis use, the highest intake of this drug was in
TC patients (44.9%) and the least in outpatients (4.1%).
Regarding the use of morphine, the highest rate of use
was in TC patients (28.6%) and the least in outpatients
(0.2%). In the case of cocaine, the most frequent use
was in the mid-term residential patients (26.5%) and the
least used in the outpatients (0%). Regarding ecstasy, the
highest rate of use was for mid-term residential patients
(6.1%) and the least use was for outpatients (0.0%). Re-
garding methadone, the highest use was for TC patients
(46.9%) and the least was for outpatients (0.9%). In the
case of amphetamines, the highest rate of use was in TC
patients (42.9%) and the least use was in outpatients
(8.2%). Finally, no significant difference was observed
in the use of other substances between patients.
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Comparison of three addiction treatment plans in
terms of relapse rate, participation in criminal ac-
tivity, and employment status after participating
in treatment plan

Assignificant difference was observed between the three
treatment plans, outpatient, mid-term residential, and
TC in terms of patients’ relapse (P<0.01). The highest
rate of relapse was in patients who participated in mid-
term residential treatment plan (Table 2). A significant
difference was observed between outpatient, mid-term
residential and TC patients in participation in criminal
activities (P<0.01). The highest rate of participation in
criminal activities was related to patients in the mid-term
residential plan. A significant difference was observed
between the patients participating in the three treatment
plans regarding the employment status after participat-
ing in the treatment plan (P<0.01). The unemployment
rate among mid-term residential treatment patients was
higher compared to the other two treatment plans (55.1%
compared to 13.6% for outpatient and 53.3% for TC pa-
tients).

Comparison of three addiction treatment plans in
terms of mental health of patients

A significant difference was observed between patients
in the three treatment plans in terms of overall mental
health (P<0.01) (Table 3). Outpatient treatment plan
patients had lower average symptoms of mental disor-
ders than the other two groups and had better mental
health (recall that higher scores on the GHQ indicate
poorer mental health). The results of Scheffe’s post hoc
test showed (Table 4) that the outpatient treatment plan
patients had a significant difference of the patients in
the mid-term residential plan regarding mental health
(P<0.01) but no significant difference was observed be-
tween outpatient and TC patients (P>0.05) and between
mid-term residential patients and TC patients (P>0.05).

A significant difference was observed between patients
in the three treatment plans, outpatient, mid-term resi-
dential and TC for physical symptoms (P<0.05). Out-
patient patients had fewer physical symptoms than the
other two groups (Table 3). The results of Scheffe’s post
hoc test (Table 4) showed that the outpatient treatment
plan patients had a significant difference with the TC
patients for physical symptoms (P<0.001) but no sig-
nificant difference was found between outpatient plan
patients and mid-term residential patients (P>0.05) and
between mid-term residential patients and TC patients
regarding physical symptoms (P>0.05).
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Table 1. Socio-demographic characteristics of patients participating in outpatient, mid-term, and therapeutic community programs

MeantSD/No. (%)

Variables Treatment Types
OP (n=49) MTRP (n=49) TC (n=49)
Age (y) 22.4+56.6 31.6+7.9 38.2+8.7
Illiterate 2(4.1) 3(6.1) 2(4.1)
Elementary 5(10.1) 9(18.4) 7(14.3)
Middle school 25(51.0) 16(32.7) 13(26.5)
Education High school 12(24.5) 9(18.4) 12(24.5)
Associate degree 5(10.2) 6(12.2) 4(8.2)
Bachelor’s degree 0(0.0) 5(10.2) 6(12.2)
Master’s degree and over 0(0.0) 1(2.0) 5(10.2)
Employed 6(12.2) 19(41.3) 319 (63.3)
Occupation status
Unemployed 43(87.8) 27(58.7) 18(36.7)
Single 17(34.7) 27(55.1) 25(51.0)
Married 30(61.2) 16(32.7) 13(26.5)
Marital status
Divorced 2(4.1) 5(10.2) 10(20.4)
Dead wife 0(0.0) 1(2.0) 2(2.1)

Monthly income (Rial)

Opium

cannabis
Heroin

Morphine

Type of drug used
before entering Cocaine
the program
Ecstasy
Methadone

Amphetamine

Other

10,183,670+660,073.7 10,083,670.3+2,398,943.64

41(83.7)
2(4.1)
0(0.0)
0(0.0)
0(0.0)
0(0.0)
0(0.0)
4(8.2)

2(4.1)

12(24.5)
12(24.5)
19(38.8)
9(18.4)
13(26.5)
3(6.1)
5(10.2)
16(32.7)

1(2.0)

28,141,830.6+14,203,416.3

21(42.9)

22(44.9)

22(44.9)

14(28.6)

1(2.0)

1(2.0)

23(46.9)

21(42.9)

2(4.1)

[ranian Rehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.
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Table 2. Comparison of three treatment plans in terms of therapeutic outcomes

No. (%)
Variables Treatment Programs X2 P
op MTRP TC
No relapse 16(32.7) 4(8.2) 16(32.7)
1to 10 times 33(67.3) 23(46.9) 19(38.8)
Relapse status 33.76 0.000™
10to 15 times 0(0.0) 14(28.6) 7(14.3)
Regular_consump- 0(0.0) 8(16.3) 7(14.3)
tion
Participation in Yes 0(0.0) 25(55.1) 6(12.2)
criminal activi- 11.45 0.003™
ties No 49(100) 22(44.9) 43(87.8)
No jobs 8(16.3) 27(55.1) 24(53.3)
Occupation Full time job 13(26.5) 18(36.7) 6(13.3) .12 0.000™
status
Part time job 28(57.1) 4(8.2) 15(33.3)

[ranian Rehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.
"P<0.01.

A significant difference was observed between patients
in three treatment plans for anxiety/insomnia symptoms
(P<0.05). Outpatient patients had fewer anxiety/insom-
nia symptoms compared to the other two groups (Table
3). Scheffe’s post hoc test (Table 4) showed that outpa-
tient treatment plan patients had a significant difference
with mid-term residential program patients in terms of
anxiety and insomnia symptoms (P<0.05) but no signifi-
cant difference was found between outpatient program

patients and TC patients (P>0.05) and between mid-term
residential patients and TC patients (P>0.05) (Table 4).

A significant difference was observed between patients
in the three treatment plans for social dysfunction symp-
toms (P<0.05). Patients in the TC program had less so-
cial dysfunction symptoms compared to the other two
groups (Table 3). The results of Scheffe’s post hoc test
also showed that the outpatient treatment patients had a

Table 3. Comparison of patients in therapeutic community, mid-term residential and outpatient treatment program regarding

to mental health and its components

MeantSD
Mental Health Treatment Programs F P
oP MTRP TC

Somatic symptoms 1.6+£0.52 1.7+0.61 1.9+0.53 3.25 0.041"
Anxiety/insomnia 1.7+0.55 2.1+0.82 1.8+0.77 3.57 0.031"
Social dysfunction 2.7+¢0.90 2.610.50 2.4+0.54 4.37 0.014"
Depressive symptoms 1.1+0.13 1.9+0.85 1.6+0.74 11.24 0.000™
Total 1.7+0.33 2.1+0.50 1.9+0.38 7.6 0.001™

Mranian Fehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program:

"P<0.05, "P<0.01.
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Table 4. Scheffe’s post hoc test on the difference of patients in therapeutic community, mid-term residential and outpatient
treatment programs for mental health

Mental Health Treatment Type (1) Treatment Type (J) MeanzSD (I-)) P
MTRP -0.13+0.11 0.52
oP
TC -0.28+0.11 0.042"
oP -0.13+0.11 0.52
Somatic symptoms MTRP
TC -0.15+0.11 0.38
oP 0.28+0.11 0.042
TC
MTRP 0.15+0.11 0.38
MTRP -0.38+0.14 0.037"
OP
TC -0.10+0.14 0.76
OP -0.38+0.14 0.037"
Anxiety/Insomnia MTRP
TC 0.27+0.14 0.18
OP 0.11+0.14 0.76
TC
MTRP -0.27+0.14 0.18
MTRP 0.15+0.13 0.52
OoP
TC 0.40+0.13 0.015"
oP 0.15+0.13 0.52
Social dysfunction MTRP
TC 0.24+0.13 0.20
oP -0.40+0.13 0.015"
TC
MTRP -0.24+0.13 0.205
MTRP -0.95+0.13 0.000™
OP
TC -0.56+0.13 0.000™
OoP 0.95+0.13 0.000™
Depressive symptoms MTRP
TC 0.38+0.13 0.016"
OP 0.56+0.13 0.000™
TC
MTRP -0.38+0.13 0.016"
MTRP -0.32+0.08 0.001™
oP
TC -0.13+0.08 0.255
oP 0.32+0.08 0.001™
Mental health (total) MTRP
TC 0.18+0.08 0.08
op 0.1340.08 0.255
TC
MTRP 0.18+0.08 0.08
P<0.05, “P<0.01

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.
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Table 5. Comparison of patients in outpatient, mid-term, and therapeutic community treatment plans regarding the quality of

life and its components

MeantSD
Quality of Life Treatment Programs F P
oP MTRP TC

Physical health 3.1+0.26 2.7+0.69 3.3+0.59 12.7 0.000™"
Mental health 3.4+0.54 2.6+0.88 3.5+0.84 17.7 0.000™
Social relationships 3.3+0.74 2.6+0.97 2.9+0.79 9.37 0.000™
Environmental health 2.8+0.46 2.7+0.87 3.1+0.70 4.1 0.018"
The quality of life 3.7+0.9 2.5+1.4 3.3+1.1 15.0 0.000™

The quality of health 3.240.93 1.04£1.3 34413 1.4 0.24

"P<0.05, "P<0.01.

Mranian [Hehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.

significant difference with the patients in the TC treat-
ment plan for social dysfunction symptoms (P<0.05) but
no significant difference was found between outpatient
and mid-term residential patients (P>0.05) and between
mid-term residential and TC patients (P>0.05) (Table 4).

A significant difference was observed between patients
in three treatment plans for depression symptoms (Table
3). Outpatient treatment program patients had fewer de-
pressive symptoms compared to the other two groups.
Scheffe’s post hoc test (Table 4) showed that the outpa-
tient treatment plan patients had a significant difference
with the patients in the TC patients (P<0.01) and mid-
term residential patients (P<0.01), mid-term residential
patients had a significant difference with TC patients in
terms of depressive symptoms (P<0.05).

Comparison of three addiction treatment plans in
terms of quality of life

Significant differences were observed between patients
in the three treatment plans in terms of quality of life
(P<0.01). Outpatient treatment plan patients reported a
higher quality of life compared to the other two treat-
ment plan patients (Table 5). Scheffe’s post hoc test
showed that outpatient treatment patients had a signifi-
cant difference with mid-term residential plan patients
(P<0.01), and mid-term residential patients had a sig-
nificant difference with TC patients (P<0.01) in terms
of quality of life. No significant difference was observed
between patients in the three treatment plans in terms of
overall health quality (P>0.05) (Table 6).

Regarding the physical health component, a significant
difference was observed among the patients in the three
treatment plans. Patients in community-based treatment
plan reported higher mean physical health than patients
in the other two treatment plans (Table 5). Scheffe’s post
hoc test showed that outpatient treatment patients had a
significant difference between the mid-term residential
plan (P<0.05) and TC patients plan (P<0.05). On the
other hand, patients in the TC treatment plan had a sig-
nificant difference with patients in mid-term residential
(P<0.01) and outpatient plan patients for physical health
(P<0.01) (Table 6).

Significant differences were observed between the
patients in the three treatment plans in terms of mental
health (Table 5). Patients in TC treatment plans reported
higher average mental health than patients in the other
two treatment plans. Scheffe’s post hoc test showed a
significant difference between patients in mid-term resi-
dential treatment plan with outpatient (P<0.01) and TC
patients in terms of mental health (P<0.01) (Table 6).

Significant differences were observed among the pa-
tients in the three treatment plans regarding the quality
of social relationships (P<0.01). Outpatient treatment
plan patients had better mean quality of social relation-
ships compared to the other two treatment plan patients
(Table 5). Scheffe’s post hoc test showed that outpatient
program patients had a significant difference with mid-
term residential plan patients (P<0.01) and TC patients
regarding social relationships (P<0.05) (Table 6).
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Table 6. Scheffe’s post hoc test on the difference of patients in therapeutic community, mid-term residential and outpatient
treatment programs for quality of life

Quality of Life Treatment Type (l) Treatment Type (J) MeanzSD (I-)) P
MTRP 0.29+0.11 0.03"
oP
TC -0.2610.11 0.05
oP -0.29+0.11 0.03"
Physical health MTRP
TC -0.56+0.11 0.000™
oP 0.26+0.11 0.05
TC
MTRP 0.56+0.11 0.000™
MTRP 0.7340.15 0.000™
OoP
TC -0.12+0.15 0.72
OP -0.73+0.15 0.000™
Mental health MTRP
TC -0.86+0.15 0.000™
OP 0.12+0.15 0.72
TC
MTRP 0.86+0.15 0.000™
MTRP 0.73+0.17 0.000™
oP
TC 0.41+0.17 0.05
oP -0.73+0.17 0.000™
Social relationships MTRP
TC -0.32+0.17 0.16
oP -0.41+0.17 0.05
TC
MTRP 0.32+0.17 0.16
MTRP 0.0940.14 0.79
OoP
TC -0.29+0.14 0.12
OP -0.09+0.14 0.79
Environmental health MTRP
TC -0.39+0.14 0.025"
OoP 0.3940.14 0.12
TC
MTRP 0.39+0.14 0.025"
MTRP 1.2+0.23 0.000™
oP
TC 0.42+0.23 0.18
OP -1.2+0.23 0.000™
Overall quality of life MTRP
TC -0.81+0.23 0.002™
oP -0.42+0.23 0.18
TC

MTRP 0.81+0.23 0.002"
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Quality of Life Treatment Type (1) Treatment Type (J) MeanzSD (I-J) P

MTRP 0.18+0.24 0.75

opP
TC -0.22+0.24 0.65
oP -0.18+0.24 0.75

Overall quality of health MTRP

TC -0.41+0.24 0.24
OoP 0.22+0.24 0.65

TC
MTRP 0.41+0.24 0.24

[ranian Rehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.

"P<0.05, "P<0.01.

Table 7. Comparison of patients in outpatient, mid-term, and therapeutic community treatment plans regarding the FRI

Treatment Programs, No. (%)

Quality of Relationships in the Family X2 P
oP MTRP TC
Having problems in family relationships 3(6.1) 21(42.9) 25(51.0)
25.22 0.000™
Having no problems in family relations 46(39.9) 28(57.1) 24(49.0)

Mranian [Eehabilitation Mournal

Abbreviations: TC: Therapeutic community; OP: Outpatient program; MTRP: Mid-term residential program.

"P<0.01.

Significant differences were observed among the pa-
tients in the three treatment plans in terms of environ-
mental health quality (P<0.05) (Table 5). Patients in the
TC treatment plan reported better mean environmental
conditions compared to patients in the other two treat-
ment plans. Scheffe’s post hoc test showed that patients in
the TC program had a significant difference from patients
in the mid-term residential plans in terms of satisfaction
with environmental conditions (P<0.05) (Table 6).

Comparison of three addiction treatment plans in
terms of family relationship index (FRI)

A significant difference was observed between patients
in the three treatment plans regarding the quality of re-
lationships in the family (P<0.01) (Table 7). Patients in
TC treatment plans reported more problems in family re-
lationships than patients in the other two treatment plans
(51.0% compared to 42.9% for mid-term residential and
6.6% for outpatient patients).

Discussion

This study was conducted to compare the patients
participating in three-drug treatment plans, namely TC,

mid-term residential, and outpatient treatment in terms
of social, psychological, economic, and therapeutic out-
comes. Three groups of patients participating in outpa-
tient, mid-term residential, and TC treatment plans were
compared regarding variables, such as relapse situation,
participation in criminal activities, mental health, fam-
ily relationships, and quality of life. In terms of socio-
demographic characteristics, the mean age of outpatient
patients was 22.49 years, the mean age of patients with
mid-term residential treatment was 31.65 years, and the
mean age of TC treatment plan patients was 38.16 years.
This result was consistent with previous results [36].
Due to the therapeutic arrangement, and considering that
substance-dependent patients participate in outpatient
treatment plans before entering the mid-term and TC
treatment plans, the average age of outpatient treatment
patients was less than patients of the mid-term residen-
tial and TC plan.

Most drug-dependent patients in all three treatment
plans had very low education (guidance levels). This re-
sult was also consistent with previous results. Moulavi
and Rasoulzadeh found that low education and academic
failure with a coefficient of 57.5 has the greatest impact
on people’s tendency to drug abuse [37]. In terms of
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marital status, most outpatients were married. This re-
sult is consistent with previous results [36]. On the other
hand, most patients in the mid-term residential and TC
treatment plan were single. This condition can be related
to the marital separation of drug-dependent patients dur-
ing periods of addiction. In terms of job status, the un-
employment rate among the patients in the TC treatment
plan was higher than the outpatient and mid-term resi-
dential patients. This condition can be attributed to the
gradual loss of employment by drug-addicted patients
during addiction. One study found that people with a
permanent job had a lower chance of developing drug
abuse than those with a temporary job [38].

Most patients in all three treatment plans had a history
of drug abuse. Most patients in the outpatient treatment
plan consumed substances, such as opium, cannabis, and
amphetamine while patients participating in the mid-
term residential treatment plan had a history of heroin,
cocaine, and amphetamine use, and patients in the TC
treatment plan had a history of substance use, such as
cocaine, ecstasy, morphine, heroin, cannabis, opium, and
amphetamine.

A significant difference was observed between outpatient,
mid-term residential, and TC treatment plans in terms of pa-
tients’ relapse in substance use. The highest rate of relapse
for substance use was in patients participating in mid-term
residential treatment plans. Relapse rates among TC plan
patients were lower than among outpatient and mid-term
residential treatment plan patients. These results are con-
sistent with the previous results [22, 23]. In a meta-analysis
of 29 studies (21 nonrandomized studies and 8 randomized
controlled trials) [25], the strong positive effect of the TC-
related therapies on staying in treatment and non-recidivism
was shown. In another study, Malivert et al. performed a
systematic meta-analysis on 12 studies of TC process and
outcomes [26]. They showed that treatment completion
rates varied widely (from 9% to 56%), and treatment aban-
donment in the above studies occurred more frequently in
the first 15 to 30 days of treatment. All studies reviewed
showed a decrease in drug abuse during the follow-up pe-
riod. According to Bandura’s social cognitive theory, the
community-based TC creates the environment for drug-
dependent patients to learn healthy behaviors and facilitates
the learning of cognitive and behavioral skills to resist drug
abuse [39].

Significant differences were observed between outpa-
tients, mid-term residential, and TC patients in terms of
participation in criminal activities. Participation rates in
deviant and criminal activities among patients in the mid-
term residential plan were higher than in outpatient and TC

Ilranian [Ziehabilitation Blournal

plans. Patients in mid-term residential plan reported greater
involvement in criminal activity, such as drug trafficking,
harassment of others, and theft compared to the outpatient
and TC treatment plans. This result is consistent with the re-
sults of De Leon, Melnick, and Kressel’s study on the effec-
tiveness of TC-based therapies in reducing participation in
criminal activities [40]. In his meta-analysis of 8 controlled
studies, it was shown that seven of the above studies con-
ducted by a randomized controlled trial method proved the
effectiveness of a TC program in reducing drug addicts’ par-
ticipation in criminal activity. Also, the results of the present
study on the effectiveness of community-based treatment in
the reduction of criminal activity are consistent with the re-
sults of Vanderplasschen, Vandevelde, and Broekaert [27].
Their meta-analysis of 16 studies demonstrated the effec-
tiveness of therapeutic communities in indicators related
to improvement, such as substance abuse, participation in
criminal behaviors, employment, mental health, and social
and family relationships compared to other sustained inter-
ventions. According to social pressure theory, as a form of
social learning theory, the effective role of peers in adopting
risky behaviors, such as criminal behavior is undeniable.
For example, participation in criminal activity is affected by
what is called “explicit social pressure” [41]. Under normal
circumstances, drug-dependent patients are affected by peer
pressure to engage in criminal activity, but in a structured
and controlled environment, such as a TC, patients are af-
fected by peer pressure to reduce or disengage from devi-
ant behaviors. Also, they teach the cognitive and behavioral
skills needed to resist peer pressure regarding abusive be-
haviors in an environment, such as a TC.

A significant difference was observed between patients
in outpatient, mid-term, and community-based treatment
plans regarding employment status after participating
in the treatment plans. The percentage of unemployed
patients in the mid-term residential treatment plan was
higher than the other two treatment plans. These results
were consistent with the results of De Leon, Melnick, and
Kressel’s study [40]. Their meta-analysis of 8 controlled
studies showed that the outcomes of the TC program in
terms of job outcomes were significantly better than the
non-TC group. Another meta-analysis of 16 studies also
showed that the status of patients in a TC treatment plan
was better in terms of job outcomes than in other inter-
vention plans [27]. According to social learning theory,
environmental conditions are vital in encouraging indi-
viduals to engage in a particular behavior, for example
creating or acquiring jobs, as well as learning job skills
from their peers. Given the potential for job creation in
the TC, patients participating in this project will be more
likely to gain or create jobs than outpatient and mid-term
residential programs.
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A significant difference was observed between patients
in three outpatient, mid-term, and TC treatment plans
for mental health. Outpatient treatment plan patients had
better overall mental health than in the other two groups.
Also, a significant difference was observed between pa-
tients in the three treatment plans regarding physical,
anxiety/insomnia, social dysfunction, and depression
symptoms. Patients participating in the outpatient treat-
ment program reported fewer physical symptoms (such
as feeling sick, and needing effective medication), few-
er anxiety and insomnia symptoms (such as decreased
sleep, fear, and anxiety), and fewer depressive symptoms
(such as hopelessness, worthlessness) compared to mid-
term residential and TC program patients. On the other
hand, patients in the TC program had fewer symptoms
of social dysfunction (such as dissatisfaction with daily
activities, inappropriate performance, and feeling un-
happy) compared to outpatient and mid-term residential
program patients. The results of the present study were
consistent with previous results only about one compo-
nent of mental health, namely social dysfunction. For ex-
ample, in the meta-analysis of Vanderplasschen, Vande-
velde, and Broekaert [27] on 16 studies, the effectiveness
of the TC program compared to other interventionists
was shown concerning the mental health indicators. One
possible reason for this may be related to different ways
of assessing mental health. Another possible reason may
be related to the lower distance of patients participating
in outpatient treatment from the mental health phase
(before the onset of addiction) to after the onset of ad-
diction. In other words, if it is assumed that an inverse
relationship is observed between substance abuse and
mental health, it can be concluded that as the duration
of the addiction period increases, the individual’s men-
tal health declines further. Also, a possible explanation
for why participants in the TC treatment plan had poorer
mental health was that they had more severe problems
due to a longer experience of substance use than other
participants.

A significant difference was observed between patients
in three treatment plans of outpatient, mid-term, and TC
in terms of quality of life. Patients participating in outpa-
tient treatment plan reported higher quality of life com-
pared to patients in TC and mid-term residential treat-
ment plans. Regarding the components of quality of life,
a significant difference was observed between patients in
three treatment plans in terms of physical health, mental
health, quality of social relations, and quality of envi-
ronmental health. First, patients in the TC plan reported
better physical health (for example, lower physical pain,
less need for medical treatment, lower energy intake,
and higher ability to perform) compared to patients in
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outpatient and mid-term residential treatment plans. Sec-
ond, patients participating in the TC plan reported bet-
ter mental health (for example, higher life satisfaction,
higher focus on work, more self-satisfaction and physi-
cal well-being, lower hopelessness, anxiety and depres-
sive symptoms) compared to the two outpatient and mid-
term residential plans. Third, patients participating in the
outpatient treatment plan reported higher satisfaction in
personal relationships, sexuality, and support received
from friends than patients in the mid-term and TC treat-
ment plan. Finally, patients participating in the TC plan
reported better environmental conditions (such as higher
security, higher environmental health, access to daily in-
formation and more leisure activities, greater satisfaction
with their living environment, and greater satisfaction
with access to medical services) than patients with the
outpatient and mid-term residential plans. These results
were consistent with the results of some previous stud-
ies. In a study conducted in Iran, Nazari et al. showed
that participation in the treatment-avoidance program
had a significant effect on interpersonal sensitivity, one
of the personality traits [42]. They studied 12 patients
with symptoms of attention deficit hyperactivity disorder
(ADHD) before TC interventions. After participating in
TC treatment, the number of patients decreased to 1 per-
son. In another study conducted in Iran, Bavi and Borna
showed that the psychological services of community-
based rehabilitation therapy had a significant effect on
pre-test self-esteem of clients compared to post-test [43].
In the present study, the status of patients participating
in an outpatient treatment plan was only better for one
component of quality of life, namely social relationships
than the other two plans. One possible reason for this is
that outpatients had less history of drug use; therefore,
their social relationships had not yet been significantly
harmed. Given that the TC treatment program provides a
space for the growth of coping mechanisms and prepares
the individual for living in the outside world through
the acquisition of successful experiences for living in
a small community, therefore it can be a good way to
increase the quality of life, mental health, self-esteem,
and life skills promotion through problem-solving, com-
munication skills, self-awareness, emotion management
and self-care for substance-dependent people.

A significant difference was observed between patients
participating in outpatient, mid-term residential, and TC
treatment programs in terms of quality of family relation-
ships. The prevalence of problems in family relationships
was higher among patients receiving TC treatment ser-
vices. TC therapy patients reported more problems in
family relationships (for example, lack of family-friendly
relationships, family disputes, lack of understanding in
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family relationships, disagreement among family mem-
bers, and inattention to family members) compared to
outpatient and mid-term residential treatment plans. The
results of this study were inconsistent with many previ-
ous results. A study conducted in Iran found that the resi-
dents’ daily program at the TC center had a significant
impact on the social and family relationships of addicts,
and the more people involved in these programs, the bet-
ter their social relationships [44]. In the meta-analysis of
Vanderplasschen et al. on 16 studies, the efficacy of thera-
peutic communities compared to other interventions was
shown according to the social and FRI [27]. In addition to
cultural differences, one possible reason may be related
to differences in family relationship measurement tools.
The effect of the study design may also be another pos-
sible reason for the differences in the results of the present
study with previous studies. Since the present study was
conducted as a survey design, its results will likely be dif-
ferent from those of a randomized controlled trial.

Conclusion

The rate of relapse/recidivism and criminal activity
among patients participating in the mid-term residential
treatment program was higher than in the TC and outpa-
tient programs. On the other hand, patients participating
in outpatient treatment had better health and quality of
life. Finally, patients in the TC program reported more
problems on the FRI compared to the outpatient and TC
treatment programs.

Limitations

The present study has limitations that should be cau-
tious when generalizing the results of this study. The first
limitation of the present study was access to all patients
participating in the outpatient treatment plan. Clinical
information on patients previously on outpatient treat-
ment was not available due to a lack of follow-up. The
second limitation of the present study was related to the
measurement instruments. This limitation was related
to the indirectness of the instrument for measuring vari-
ables. Because the use of self-meters may be influenced
by people’s preferences [45], many respondents may be
reluctant to present their true attitudes about the quality
of relationships in the family or about variables, such as
participation in criminal activity or exaggeration of their
health and quality of life. Therefore, it is recommend-
ed for future researchers to use self-report with more
indirect scales that are less sensitive to these effects to
measure the variables associated with the outcomes of
treatment plans. The third limitation was related to the
relatively few samples in the present study. This limita-
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tion was due to the small size of the patient population
attending the TC program (approximately 50). There-
fore, the patients in these three designs needed to match
each other in terms of sample size to accurately compare
patients in the three treatment plans. Therefore, it is rec-
ommended that future researchers increase the sample of
other treatment plans by selecting patients participating
in TC programs in several provinces of Iran.

Ethical Considerations
Compliance with ethical guidelines

All ethical principles are considered in this article. The
participants were informed of the purpose of the research
and its implementation stages. They were also assured
about the confidentiality of their information and were
free to leave the study whenever they wished, and if de-
sired, the research results would be available to them.
A written consent has been obtained from the subjects.
principles of the Helsinki convention was also observed.

Funding

This work was supported by the Guilan Welfare Orga-
nization (No.: 93496/157412 on 3/18/2018). The fund-
ing agencies had no role in study design, data collection,
analysis or interpretation of data, writing or review of
the manuscript, or decision to submit the manuscript for
publication.

Conflict of interest
The author declared no conflict of interest.
Acknowledgments

The author thanks all the managers of outpatient, mid-
term, and TC centers, as well as all the patients who con-
tributed to the data collection.

References

[1] Andersson HW, Wenaas M, Nordfjeern T. Relapse after in-
patient substance use treatment: A prospective cohort study
among users of illicit substances. Addictive Behaviors. 2019;
90:222-8. [DOI:10.1016/j.addbeh.2018.11.008] [PMID]

[2] Chung T, Maisto SA. Relapse to alcohol and other drug use in
treated adolescents: Review and reconsideration of relapse as
a change point in clinical course. Clinical Psychology Review.
2006; 26(2):149-61. [DOI:10.1016/j.cpr.2005.11.004] [PMID]

448



http://irj.uswr.ac.ir/
https://doi.org/10.17583/rimcis.2020.5277
https://doi.org/10.1177/1066480704270099

IIranian [Ziehabilitation Blournal

[3] McCarthy DM, Tomlinson KL, Anderson KG, Marlatt GA,
Brown SA. Relapse in alcohol- and drug-disordered adoles-
cents with comorbid psychopathology: Changes in psychi-
atric symptoms. Psychology of Addictive Behaviors. 2005;
19(1):28-34. [DOI:10.1037/0893-164X.19.1.28] [PMID]

[4] Volkow ND, Koob GF, McLellan AT. Neurobiologic advanc-
es from the brain disease model of addiction. The New Eng-
land Journal of Medicine. 2016; 374(4):363-71. [DOI:10.1056/
NEJMra1511480] [PMID]

[5] McQuaid R]J, Jesseman R, Rush B. Examining barriers as
risk factors for relapse: A focus on the canadian treatment
and recovery system of care. The Canadian Journal of Addic-
tion. 2018; 9(3):5-12. [DOI:10.1097/CXA.0000000000000022]
[PMID]

[6] White WL. Draft Executive summary: Toward recovery
management and recovery-oriented systems of care scien-
tific rationale and promising practices. Tell City: ATTC; 2008.
[Link]

[7] Appiah R, Danquah SA, Nyarko K, Ofori-Atta AL, Aziato
L. Precipitants of substance abuse relapse in Ghana: A quali-
tative exploration. Journal of Drug Issues. 2016; 47(1):104-15.
[DOI:10.1177/0022042616678612]

[8] Hser Y, Anglin MD. Addiction treatment and recovery ca-
reers. In: Kelly JF, White WL, editors. Addiction recovery
management: Theory, research and practice. Berlin: Springer;
2010. [DOI:10.1007 /978-1-60327-960-4_2]

[9] Dabbaghi P, Asgharnejad Farida A, Atef-Vahidb MK, Bol-
haric J. [Effectiveness of group cognitive therapy based on
mindfulness and spiritual schema activation in the preven-
tion of opioid abuse relapse (Persian)]. Iranian Journal of Psy-
chiatry & Clinical Psychology. 2008; 13(4):366-75. [Link]

[10] Seragi A, Momeni H, Salehi A. [Investigation of factors on
tendency to narcotic agents and to stability abandon in nar-
cotics anonymous in Khomain (Persian)]. Journal of Arak
University of Medical Sciences. 2010; 13(3):68-75. [Link]

[11] Mohammadkhani S, Sadeghi N, Farzad V. [The causal
model of relationships of negative emotions, core beliefs,
substance-related beliefs, craving and emotion regulation
with substance abuse relapse (Persian)]. Journal of Modern
Psychological Researches, 2011; 6(23):155-81. [Link]

[12] Orlando M, Chan KS, Morral AR. Retention of court-
referred youths in residential treatment programs: Client
characteristics and treatment process effects. The Ameri-
can Journal of Drug and Alcohol Abuse. 2003; 29(2):337-57.
[DOI:10.1081/ ADA-120020518] [PMID]

[13] Messina N, Grella CE, Cartier J, Torres S. A randomized
experimental study of gender-responsive substance abuse
treatment for women in prison. Journal of Substance Abuse
Treatment. 2010; 38(2):97-107. [DOI:10.1016/j.jsat.2009.09.004]
[PMID]

[14] SpearSF, Ciesla]R, SkalaSY. Relapse patternsamongadoles-
cents treated for chemical dependency. Substance Use & Mis-
use. 1999; 34(13):1795-815. [DOI:10.3109/10826089909039427]
[PMID]

[15] Klingemann H. Successes and failures in treatment of
substance abuse: Treatment system perspectives and lessons
from the European continent. Nordisk Alkohol- & Narkoti-
Katidskrift : NAT. 2020; 37(4):323-37. [PMID]

September 2023, Volume 21, Number 3

[16] Galaif ER, Hser Y1, Grella CE, Joshi V. Prospective risk
factors and treatment outcomes among adolescents in DA-
TOS-A. Journal of Adolescent Research. 2001; 16(6):661-78.
[DOI:10.1177/0743558401166008]

[17] Mossman SE. What Works with youth? An evaluation of
the adventure development counselling programme [PhD
Dissertations]. Christchurch: University of Canterbury; 2005.
[DOL:10.26021,/10063]

[18] No Author. Practice guidelines for treatment of pa-
tients with substance use disorders: Alcohol, cocaine, opi-
oids. American Psychiatric Association; 1995; 152(11):1-59.
[DOI:10.1176/ ajp.152.11.1]

[19] Landry MJ. Overview of addiction treatment effectiveness.
Pub. Rockville: Substance Abuse and Mental Health Services
Administration (SAMHSA); 1996. [Link]

[20] World Health Organization (WHO). Clinical guidelines
for withdrawal management and treatment of drug depend-
ence in closed settings. Geneva: World Health Organization
(WHO); 2009. [Link]

[21] United Nations Office on Drugs and Crime (UNODC).
Guidance for community-based treatment and care services
for people affected by drug use and dependence in Southeast
Asia. New York: United Nations Office on Drugs and Crime
(UNODC); 2014. [Link]

[22] Yarmohammadi-Vasel M, Qaemi F, Qannadi F. [Effective-
ness of therapeutic community approach to addiction treat-
ment and comorbid psychological disorders. Clinical Psy-
chology Studies. 2012; 2(6):3-39. [Link]

[23] Amani M, Saemian H, Rezvan-Doust H. Comparison of
residential and therapeutic community centers in prevent-
ing substance abuse recurrence and reducing self-destructive
behaviors of substance users. Addiction & Health. 2019;
11(1):43-50. [DOI:10.22122/ ahj.v11i1.227] [PMID] [PMCID]

[24] Bina Zadeh M, Naderi S. [Evaluating economic perfor-
mance of drag abuse rehabilitation centers (Persian)]. Social
Welfare Quartery. 2002; 1(4):145-57. [Link]

[25] Lees J, Manning N, Rawlings B. A culture of enquiry:
Research evidence and the therapeutic community. The
Psychiatric Quarterly. 2004; 75(3):279-94. [DOI:10.1023/
B:PSAQ.0000031797.74295.£8] [PMID]

[26] Malivert M, Fatséas M, Denis C, Langlois E, Auriacombe
M. Effectiveness of therapeutic communities: A system-
atic review. European Addiction Research. 2012; 18(1):1-11.
[DOI:10.1159/000331007] [PMID]

[27] Vanderplasschen W, Vandevelde S, Broekaert E. Thera-
peutic communities for treating addictions in Europe: Evi-
dence, current practices and future challenges. Lisbon: Euro-
pean Monitoring Centre for Drugs and Drug Addiction; 2014.
[Link]

28] De Leon G. Is the therapeutic community an evidence-
p ty

based treatment? What the evidence says. Journal of Thera-
peutic Communities. 2010; 31(2):104-28. [Link]

[29] Smith LA, Gates S, Foxcroft D. Therapeutic communities
for substance related disorder. The Cochrane Database of Sys-
tematic Reviews. 2006; (1):CD005338. [DOI:10.1002/14651858.
CD005338.pub2] [PMID]



http://irj.uswr.ac.ir/
https://crossmark.crossref.org/dialog/?doi=10.32598/irj.21.3.51.6
http://dx.doi.org/10.32598/irj.21.3.51.6
https://doi.org/10.4103/jehp.jehp_487_20
https://doi.org/10.4103/jehp.jehp_487_20
https://pubmed.ncbi.nlm.nih.gov/35281382/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8893073/
https://www.amar.org.ir/english/Population-and-Housing-Censuses
https://lirias.kuleuven.be/3148351?limo=0
https://orcid.org/0000-0001-9305-4523
https://orcid.org/0000-0001-9057-9252
https://orcid.org/0000-0002-9231-5338
https://orcid.org/0000-0003-1939-1470
https://en.uswr.ac.ir/
https://pubmed.ncbi.nlm.nih.gov/35310921/
https://www.amar.org.ir/english

September 2023, Volume 21, Number 3

[30] Hudson WW. The WALMYR Assessment scales scoring
manual. Tallahassee: WALMYR Publishing Company; 1997.
[Link]

[31] Farahani A, Masoudnia E. [Relationship between family
functioning indices and incidence risk of myocardial infarc-
tion (Persian)]. Iranian Journal of Cardiovascular Nursing.
2015; 4(3):26-34. [Link]

[32] Goldberg DP, Williams P. A user’s guide to the general
health questionnaire. London: Nfer-Nelson; 1999. [Link]

[33] Yaghubi H, Karimi H, Omidi A, Barouti E, Abedi M. [Va-
lidity and factor structure of the General Health Question-
naire (GHQ-12) in university students (Persian)]. Interna-
tional Journal of Behavioral Sciences. 2012; 6(2):153-60. [Link]

[34] Abazari F, Lakzaei H, Jahani Y, Mansouri A, Saboori A.
[The survey of relationship between social support with men-
tal health in Kerman Medical University (Persian)]. Teb Va
Tazkieh . 2016; 24(2):9-18. [Link]

[35] Nejat S, Montazeri A, Holakouie Naieni K, Mohammad K,
Majdzadeh S. [The World Health Organization quality of life
(WHOQOL-BREF) questionnaire: Translation and validation
study of the Iranian version (Persian)]. Journal of School of
Public Health and Institute of Public Health Researchs. 2006;
4(4):1-12. [Link]

[36] Feyzi H, Vaisi Raygani AA, Abdi A, Shakeri J, Mardokhian
M. [The predisposing factors for drug abuse in viewpoints of
referrers to addiction treatment centers in Kermanshah (Per-
sian)]. Iranian Journal of Rehabilitation Research in Nursing.
2016; 2(2):47-56. [Link]

[37] Molavi P, Rasoul Zadeh B. [Factors impacting on the youth
tendency to substance abuse in Ardabil City (Persian)]. Jour-
nal of Health & Care. 2004; 5(2):36-48. [Link]

[38] Asayesh H, Qorbani M, Salary H, Mansorian M, Safari R.
[The relation between individual and familial characteristics
with substance abuse tendency (Persian)]. Journal of Gorgan
University of Medical Science. 2011; 12(4):91-4. [Link]

[39] Bandura A. Social foundations of thought and action. In:
Marks D, editor. The health psychology rader. Thousand
Oaks: Sage Publication; 2002. [Link]

[40] De Leon G, Melnick G, Kressel D. Motivation and readiness
for therapeutic community treatment among cocaine and oth-
er drug abusers. The American Journal of Drug and Alcohol
Abuse. 1997; 23(2):169-89. [DOI:10.3109/00952999709040940]
[PMID]

[41] Masoudnia E. [Medical sociology (Persian)]. Tehran: Teh-
ran University Press; 2018. [Link]

[42] Nazari H, Saki M, Zareai Dehno M, Birjandi M. [The effect
of daily therapeutic community model on personality traits
of the substance abusers referred to Khorramabad TC center
(Persian)]. Yafte. 2011; 13(3):1-8. [Link]

[43] Bavi S, Borna MR. [The influence of rehabilitation course of
psychological services in addicts negative self concept, anxi-
ety, depression and self-esteem in the rapeutic communing
center of Ahwaz (Persian)]. Knowledge & Research Applied
Psychology. 2010; 11(39):54-66. [Link]

Ilranian [Ziehabilitation Blournal

[44] Sadrosadat SJ, Mohammadi-Rostam Kalateh Z, Keldi A.
[A study on the association between therapeutic community
program and social relationship of previously addicated per-
sons (Persian)]. Archives of Rehabilitation. 2005; 6(3):10-13.
[Link]

[45] Farnham SD, Greenwald AG, Banaji MR. Implicit self-es-
teem. In: Abrams D, Hogg MA, editors. Social identity and
social cognition. Oxford: Blackwell; 1999. [Link]



http://irj.uswr.ac.ir/
https://opac.nlai.ir/opac-prod/search/briefListSearch.do?command=FULL_VIEW&id=5615886&pageStatus=1&sortKeyValue1=sortkey_title&sortKeyValue2=sortkey_author

