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Mental health providers 
who treat patients with 
substance abuse often ob-
serve the same individu-

als going through multiple treatment 
programs—and often repetitively 
through the same program. Repeat 
patients are seen as being readmitted 
through a “revolving door” to medi-
cine units or the intensive care unit 
(ICU) for detoxification treatment 
and to psychiatric units for treatment 
of the depression, suicidal ideation, 
homicidal ideation, and auditory or 
visual hallucinations that accompany 
their relapses to drug and alcohol 
use.1 Once these patients’ conditions 
are stabilized, bed availability at res-
idential substance abuse treatment 
programs is explored in discharge 
planning, generally without regard to 
previous admissions to the same or 
similar programs.2

This article explores the problem 
of repeat admissions by looking at the 
substance abuse treatment histories of 
patients enrolled in two separate sub-
stance abuse treatment programs at 
one VA medical center. Additionally, 
the extent of the problem is discussed 
according to national data on utiliza-

tion and cost of substance abuse ser-
vices, with a more detailed look at VA 
data and services. The implications 
for the treatment of substance abuse 
in the future also are examined. 

REVIEW OF patIEnts’  
REaDMIssIOn HIstORIEs In 
tWO tREatMEnt pROGRaMs

the programs
North Chicago VA Medical Center 
(NCVAMC), North Chicago, IL  of-
fers two substance abuse treatment 
programs, the Drug Dependency 
Treatment Center (DDTC) and the 
Drug and Alcohol Rehabilitation Unit 
(DARU). Both programs offer a full 
range of treatment services that in-
clude residential care, general medi-
cal care, psychiatric care (including 
psychotropic medication, when indi-
cated, but excluding opiate replace-
ment therapy), individual and group 
psychotherapy sessions, psychologi-
cal and vocational testing, vocational 
training, social services, aftercare ap-
pointments and meetings, and behav-
ioral tools for relapse prevention. 

The DDTC has a 90-day duration 
and is considered a long-term resi-
dential program. The DARU is con-
sidered to be a short-term residential 
program, providing 35 days of basic 
instruction to help patients recog-

nize the characteristics of addiction 
and their own particular “triggers” 
that lead to substance abuse and re-
lapse. Patients may be admitted to 
the short-term program directly from 
the street or transferred in from an-
other facility after a short detoxifica-
tion or stabilization period. Many of 
the patients in this program go on to 
transfer to a longer-term program fol-
lowing completion. 

The primary difference between 
the DDTC and the DARU is the 
length of treatment—the short-term 
program is considered specifically 
for “early” postdetoxification and 
the long-term program for extended 
postdetoxification rehabilitation and 
community reintegration. Patients 
frequently transition from the former 
to the latter, especially if they were 
homeless or unemployed at the time 
of initial admission.

Readmission history review
The roster of patients in admission 
at the long-term DDTC program on 
a single day in the summer of 2005 
was reviewed to determine their prior 
admissions to NCVAMC substance 
abuse treatment programs and to the 
hospital or emergency department 
for substance abuse–related treat-
ment (such as detoxification and 
psychiatric or medical stabilization 
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of symptoms directly related to drug 
or alcohol abuse). Treatment received 
outside of the NCVAMC was not re-
viewed. The present admission to the 
DDTC was included in each patient’s 
total admissions. For each admission, 
the length of stay was determined.

A second review was conducted 
of all the discharges at the short-
term DARU program over a five-year 
period (January 2001 to December 
2005). Multiple discharges from the 
DARU were tabulated. Whether any 
of these patients had received treat-
ment through additional substance 
abuse treatment programs outside of 
this VA facility was not explored.

These two programs were evalu-
ated differently (single-day preva-
lence versus five-year retrospective) 
with the rationale that a long-term 
program would be expected to have 
been preceded by detoxification or 
psychiatric stabilization and, pos-
sibly, a short-term substance abuse 
treatment program; whereas a short-
term program would be considered 
more as a first step in treatment, and 
the basic or elementary instruction 
learned therein should not need to 
be repeated. Therefore, the long-term 
program was evaluated by single-day 
prevalence in order to identify pa-
tients with any previous substance 
abuse program admissions and the 
short-term program was reviewed in 
order to identify patients with histo-
ries of being treated in the same pro-
gram more than once.

DDtC results
As expected, admissions for patients 
in the long-term program represented 
several different kinds of treatment: 
detoxification, ICU (for example, 
for chest pain secondary to cocaine 
use), psychiatric (for example, for 
patients who expressed suicidal or 
homicidal thoughts or hallucinations 
that the patients attributed directly 

to their substance abuse), and formal 
treatment through a substance abuse  
program.

On the day of the review, 23 veter-
ans were in residence at the DDTC. 

Only one patient (4.3%) was cur-
rently in his first substance abuse– 
related admission (Table 1). All of the 
patients ranged in age from 38 to 58 
years, except one who was 28.
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Table 1. Age, admissions, and days of care for  
23 patients in residence at the 90-day DDTCa 

 Age No. of Total days
Patient no. (years) admissionsb of carec

1 54 6 839

2 42 5 368

3 51 4 273

4 44 6 416

5 42 5 221

6 38 4 528

7 55 3 162

8  47 12 562

9 52 7 342

10 51 12 741

11 46 21 520

12 44 12 242

13 45 11 410

14 51 25 475

15 51 9 794

16 58 24 519

17 28 2 40

18 56 8 157

19 58 17 1,392

20 56 1 145

21 44 88 817

22 52 8 456

23 39 8 210

Total – 298 10,629

Average 48 12.9 462

Adjusted average 48.9d 9.5e 438f

aDDTC = Drug Dependency Treatment Center. bAdmissions to North Chicago VA Medi-
cal Center substance abuse treatment programs, as well as all admissions to this 
hospital and emergency department that indicated substance abuse as the primary 
diagnosis or primary contributing factor (includes the present admission). cTotal days 
of care through the day of review. dExcluding outliers (patient 17, aged 28). eExcluding 
outliers (patient 21, 88 admissions). fExcluding outliers (patient 17 and 19, 40 days and 
1,392 days, respectively). 



The 23 patients had a total of 298 
admissions among them, with 119 
(40%) greater than 21 days (Table 
2). The number of admissions per 
patient ranged from one to 88, for a 
mean of 12.9 admissions per patient. 
If the 88-admission outlier is elimi-
nated, the mean drops to 9.5 admis-
sions per patient. 

The total days of care for each pa-
tient ranged from 40 to 1,392. The 
total number of days of care for all 23 
patients amounted to 10,629—or ap-
proximately 462 days per patient. If 
the two outliers (40 and 1,392) are 
eliminated, the remaining 21 patients 
received 9,197 days of treatment 
among them, or 438 days per patient.

Fifteen patients (65.2%) had at 
least one previous admission of 90 
days or more. Of these, seven (30.4% 
of the entire group) had multiple ad-
missions of three to 10 months at a 
time (Table 3). 

DaRU results
Between January 1, 2001 and De-
cember 31, 2005, there were a total 
of 2,847 discharges from the 35-day 
DARU program (Table 4). A total of 
406 patients had multiple admissions 
to the DARU, accounting for 937 
(33%) of the total discharges. Of the 
406 patients with multiple discharges, 
316 had two (accounting for 632, or 
22%, of the discharges), 64 had three 
(accounting for 192, or 7%, of the 
discharges), 17 had four (accounting 
for 68, or 2.5%, of the discharges), 
and nine had five (accounting for 45, 
or 1.5%, of the discharges).

tHE LaRGER pICtURE
The problem with repeat substance 
abuse treatment admissions found 
at the NCVAMC is reflected nation-
wide. According to the Drug and Al-
cohol Services Information System 
(DASIS), of the 1.3 million annual 
admissions to state-funded substance 

abuse treatment programs in 1999, 
approximately 40% were first treat-
ment episodes, approximately 45% 
were readmissions of people who had 
been in treatment one to four times 
previously, and 13% were readmis-
sions of those who had been in treat-
ment five or more times previously.3 

Cost of substance abuse in  
the Va
The National Drug Control Strategy 
Fiscal Year (FY) 2009 Budget for the 
VHA indicates that over $435 mil-
lion was enacted for expenditure on 
substance abuse treatment services 
through the VA’s 19 inpatient, 155 
outpatient, and 66 residential rehabil-
itation and treatment programs in FY 
2008, and $453.8 million has been 
requested for FY 2009.4 More than 
$180 million of the requested amount 
for FY 2009 account for inpatient and 
residential rehabilitation and treat-
ment programs. 

Inpatient treatment includes costs 
associated with “care, treatment and 
support of inpatients in a locally des-
ignated subacute substance abuse 
psychiatry bed; diagnosis and treat-
ment of patients admitted to a drug, 
alcohol, or combined alcohol and 
drug treatment unit; a Psychiatric 
Residential Rehabilitation Treatment 
Program focusing on the treatment 
and rehabilitation of substance abuse 
patients; and staff and contract costs 
associated with the Alcohol and Drug 
Contract Residential Treatment Pro-
gram.” Inpatient programs typically 
treat patients for 14 to 28 days.4

The rest, and the majority, of the 
VA’s 24-hour substance abuse treat-
ment care is provided through resi-
dential rehabilitation and treatment 
programs. These programs “are based 
in on-site VA domiciliaries and in on-
and off-site residential rehabilitation 
centers. They are distinguished from 
inpatient programs as having less 

medical staff and services and longer 
lengths of stay (about 50 days).”4

REtHInkInG tHE tREatMEnt 
stRatEGy
The findings of the DASIS report 
tend to support the perception of 
practitioners that patients with sub-
stance abuse disorders who have ac-
cess to treatment programs tend to 
go through them more than once.1,5 
Consideration should be given to 
whether we are using our public dol-
lars (federal and state) wisely. 

Beyond that, it is reasonable to ask 
the question of whether residential 
treatment programs help patients 
with substance abuse problems. Are 
they actually contributing to the 
problem? “Enabling” and “codepen-
dent” are two terms frequently used 
in the substance abuse treatment 
arena. The definition of enabling is 
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Table 2. No. of  
admissions,a according  
to LOS,b for patients in  
residence at the DDTCc

 No. of 
LOS (days) admissions

≤ 21 170

21–34 34

35–89 59

90–179 4

180–199 6

200–249 13

250–299 2

≥ 300 1
aAdmissions to North Chicago VA Medi-
cal Center substance abuse treatment 
programs, as well as all admissions to 
this hospital and emergency department 
that indicated substance abuse as the 
primary diagnosis or primary contribut-
ing factor (includes the present admis-
sion). bLOS = length of stay. cDDTC = 
Drug Dependency Treatment Center.
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“doing for another what they need to 
do for themselves.” And a codepen-
dent is “one who tries to ‘take care’ of 
situations caused by the [drug user], 
and protects the drug user from the 
negative consequences of [his or her 
behavior].”6 It can be argued that res-
idential treatment programs—which 
accept patients who are court-ordered 
to receive substance abuse treatment 
with the potential for a dismissal of 
legal charges upon program comple-
tion—are fulfilling the role of code-
pendent. In this, as well as in other 
situations, residential treatment may 
be triggering the “rescuing-enabling” 
and “codependency” phenomena 
that tend to reinforce substance abuse 
rather than alleviate it. 

The substance abuse literature 
reveals a wide variety of approaches 
to studying these issues. Studies that 
compile the statistics of substance 
abuse treatment programs with dif-
fering parameters abound.7–26 In ad-
dition to comparing long-term with 
short-term residential treatment in 
general, specific residential treatment 
programs for women who receive so-
cial support and employment services 
have been compared to residential 
treatment programs for women who 
do not receive social support and em-
ployment services,7,8 residential treat-
ment settings have been compared to 
inpatient treatment settings,18,27 and 
types of posttreatment care have been 
compared to one another.12,13 Several 
outcomes are evaluated in these stud-
ies, as well, but with wide variation in 
how success and recidivism are de-
fined. Success, for example, often is 
relative and defined according to the 
length of follow-up for that particu-
lar study. Only one article reviewed 
made the observation that “treatment 
gains are often short lived and even 
multiple treatment episodes do not 
always succeed in breaking the addic-
tion cycle.”5

Despite these ambiguities, sobriety 
clearly is only successful if it is main-
tained outside the hospital walls, in 
the community. Perhaps that is where 
treatment should be focused. Future 
research is needed to elucidate the 
issue by following a cohort who re-
ceives outpatient treatment only and 
a similar group who receives inpa-
tient or residential treatment. 

In the past, such studies have pro-
vided differing conclusions. For exam-
ple, in a 1986 review of 26 controlled 
studies on inpatient alcoholism treat-
ment, Miller and Hester concluded 
that residential treatment consistently 
showed no “overall” advantage over 
treatment in nonresidential settings 
and that “the outcome of alcoholism 
treatment is more likely to be influ-
enced by the content of interventions 
than by the settings in which they are 
offered.”27 Five years later, Cummings 
noted that “controlled studies have 
replaced the previous research litera-
ture, which was largely composed of 
uncontrolled studies,” and went on 
to advise that “A research consensus 
is developing that states inpatient re-
habilitation has no advantages over 
outpatient treatment and that even 
hospitalization for detoxification is 
unnecessary for 90% of patients.”28 In 
1993, Pettinati’s group disagreed with 
Miller and Hester’s recommendations, 
identifying “shortcomings such as the 
use of random assignment designs, 
which excluded psychiatrically-com-
plicated patients.”29 They concluded, 
“Patients with high psychiatric se-
verity and/or a poor social support 
system are predicted to have a better 
outcome in inpatient treatment, while 
patients with low psychiatric severity 
and/or a good social support system 
may do well as outpatients without 
incurring the higher costs of inpatient 
treatment.”

Homelessness and unemployment 
are part and parcel of alcohol and 

drug abuse. Of the 23 patients in the 
DDTC review, all were unemployed 
and 21 were homeless. Providing pa-
tients with help in those areas will 
continue to be a requisite for success-
ful treatment. 

There may be patients who go 
through a residential treatment pro-
gram only once, learn how to recog-
nize and avoid their relapse triggers; 
find or renew their employment, 
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Table 3. Admissionsa  
that exceeded 90 days’  

duration (LOSb) for  
patients in residence  

at the DDTCc as of the  
date of review

 LOS (in days) of  
Patient no.  admissions

1 315, 219, 193d

2 230

4 239

5 113

6 232,d 228

8 192, 121, 118d

9 219

10 231, 192

11 208

13 153,d 96

15 255, 246, 165

19 268, 246, 225,  
 141, 123

21 96

22 240

23 122
aAdmissions to North Chicago VA Medi-
cal Center substance abuse treatment 
programs, as well as all admissions to 
this hospital and emergency department 
that indicated substance abuse as the 
primary diagnosis or primary contribut-
ing factor. bLOS = length of stay. cDDTC 
= Drug Dependency Treatment Center. 
dPresent admission through the date of 
review. 



housing, and support systems; and 
remain clean and sober for the rest of 
their lives. What is unclear—and war-
rants firm study—is whether repeated 
admissions to residential programs are 
useful or, in fact, reinforce relapse.

As the study presented here was an 
informal admissions/discharge review, 
the data herein are limited. Neverthe-
less, they suggest that the practice 
of repeated residential treatment for 
substance abuse should be revisited, 
with consideration toward more out-
patient treatment and more effective 
use of ancillary resources. ●
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Table 4. Patients with single and multiple discharges from the 
35-day DARUa between January 2001 and December 2005 

No. of discharges  No. (%) Total no. (%)
per patient  of patients  of discharges

1 1,910 (82.5) 1,910 (67.0)

2 316 (13.6) 632 (22.0)

3 64 (2.8) 192 (7.0)

4 17 (0.7) 68 (2.5)

5 9 (0.4) 45 (1.5)

Total 2,316 (100.0) 2,847 (100.0)
aDARU = Drug and Alcohol Rehabilitation Unit.
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