
Interventions by professional helpers that are later recognized as ineffective or even harmful have a long
and colorful history. Some of the most widely practiced of such interventions have left later generations
pondering, “What on earth were they thinking?” Lectures on the history of addiction treatment stir feel-

ings of enlightened condescension amidst tales of treating morphine addiction with cocaine and other such
idiocies, but occasionally a conference attendee asks the tough question: “How will the current era of addic-
tion treatment be judged in the future?”And, of course, that is the rub, because it is so difficult to clearly see
our own professional miscues and mistakes without the benefit of historical hindsight. This essay explores
one practice — administratively discharging clients from addiction treatment — which we suspect will be
judged harshly by historians of the not so distant future.

Administrative discharge: Definition and criteria 
Administrative discharge (AD) — also referred to as “disciplinary discharge,”“discharge for cause,” or “dis-

charge upon staff request”— is the adversarial termination of services due to a client’s failure to comply with
program rules and expectations. The reasons for AD vary by modality but generally include:

• Failing to participate in service activities, e.g., missing counseling sessions.
• Threatening, or appearing to threaten, the physical or psychological safety of others.
• Breaking rules regarding relationship boundaries, e.g., having phone or face-to-face contact with family

members or friends during a “blackout” period, verbal abuse (profanity, racial slurs), or “fraternization”
(sexual or other inappropriate activity with another client).

• Refusing to live within rules established for communal living (e.g., hygiene, assigned chores, disrup-
tiveness, quiet hours, and punctuality for treatment activities).

• Failing to pay service fees.
• Possessing contraband in the treatment facility (e.g., illicit drugs, cigarettes, prohibited food items).
• Using alcohol or unprescribed drugs.
• Failing to secure medication for a psychiatric condition.
The AD status is distinct from successful treatment completion (sometimes referred to as “planned dis-

charge” or “graduation”), client termination of service participation against staff advice (also referred to as
“against medical advice,”“absent without leave”or “drop-outs,”or referrals to another treatment resource (also
referred to as “transfers”).
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Administrative discharge patterns 

A review of the addiction treatment literature reveals a number
of key findings related to current administrative discharge
practices.

Definitional Problems: Discharge categories and their defini-
tions differ across programs, but there is evidence that discharge
rates by type of discharge vary across community-based and
prison-based treatment programs (Pelissier, et al., 2003) and vary
from therapist to therapist within the same treatment program
(Najavits & Weiss, 1994).

Discharge Status and Clinical Outcomes: In adult populations,
addiction treatment retention and completion are predictive of
positive outcomes, and failure to complete treatment (including
those administratively discharged) is predictive of worse outcomes
(Price, 1997; Grella, et al., 1999; Wallace & Weeks, 2004).The role
of discharge status on adolescent treatment outcomes is less clear,
with one study noting superior outcomes for successful com-
pleters (Winters, et al., 2000), and one study noting no significant
differences between treatment completers and non-completers
(Godley, et al., 2001).

Administrative Discharge Profiles: Adult and adolescent non-
completers are more likely to have clinical profiles marked by
younger age, greater problem severity (although some studies
report a positive link between severity and retention) psychiatric
impairment (i.e., depression, conduct disorder, antisocial person-
ality disorder, schizophrenia), history of perpetration of violence,
less motivation for recovery, and less recovery supports in their
family and social network (Godley, et al., 2001; Hser, et al., 1998;
DeLeon & Jainchill, 1986; Agosti, et al.,1996; DeLeon, et al., 2000;
Pelissier, et al., 2003).

Administrative Discharge Prevalence and Level of Care Pat-
terns: At the present time, 18 percent (288,000 thousand) of the
1.6 million people admitted to publicly funded addiction treat-
ment in the United States are administratively discharged (com-
pared to 49 percent who complete treatment, 24 percent who
leave against staff advice; and 9 percent who are transferred) (Sub-
stance Abuse and Mental Health Services Administration, 2002).
Rates of AD are not uniform across levels of care. The highest to
lowest rates of AD are found in methadone maintenance (30.7 per-
cent), long-term residential (24.8 percent), outpatient (23.7 per-
cent), intensive outpatient (19.8 percent), detoxification (9.4
percent), short-term residential (9 percent), and inpatient hospital
treatment (4.6 percent) (SAMHSA, 2002).

Common objectives for the use 
of administrative discharges

In reviewing the literature and interviewing colleagues around
the country about AD practices, we found five primary objectives
that treatment professionals hope to achieve through the use of
administrative discharge:

Objective #1: To protect the integrity of the treatment milieu.
Administrative discharges are used to prevent and respond to
disruptive behaviors that negatively impact the treatment envi-
ronment. In this view, individuals who are acting out are sacrificed
for the greater good of other clients. Many readers would concur
that therapeutic milieu is a crucial but fragile dimension of addic-
tion treatment that can be compromised or lost. The AD stands as
the ultimate instrument for preserving that milieu, even if applied
in an inconsistent manner.

Objective #2: To assure the best utilization of limited treat-
ment resource. Administrative discharges are used to ration addic-
tion treatment services to those who the treatment provider
believes can most benefit from it. The AD practice assumes that
programs have limited resources and clients who act out are wast-
ing resources that more deserving others could be using. This
objective is also met in some programs by discharging clients who
cannot pay service fees on the grounds that the long-term financial
integrity of the service organization takes precedence over the
immediate needs of the non-paying client.

Objective #3: To protect the reputation of the treatment pro-
gram. Administrative discharges are used to terminate services for
clients who continue to use substances or exhibit other disruptive
behaviors within the context of treatment.The assumption under-
lying such extrusion is that allowing clients to continue treatment
while using would lead to a loss of community respect and sup-
port for the program. Rumors circulating within the using com-
munity regarding toleration of substance use during treatment
could also damage the reputation of the program in the eyes of its
most important constituents, including more compliant clients.

Objective #4: To prevent the treatment organization and its
staff from enabling clients. Programs that use AD to achieve this
goal assume that anything short of severing the service relation-
ship with the AOD-using client would, by protecting the client
from the consequences of his or her actions, constitute a form of
professional enabling. In this view, there is therapeutic harm for
continuing to treat the AOD-using client and therapeutic benefit (a
motivational “wake-up call”) resulting from treatment expulsion.
Clients returning to treatment following AD who contritely con-
fess that they weren’t ready for treatment and that they needed a
dose of reality add anecdotal support for this argument.

Objective #5: To fulfill the ethical obligation of terminating
and (at least nominally) referring clients who fail to respond to
program services. The assumption guiding this objective stems
from the need to protect clients from continuing exposure to
treatments that are ineffective or potentially harmful due to the
ideological biases or financial interests of the service provider
(White & Popovits, 2001). Tempering this argument for AD is
another ethical mandate: to not clinically abandon clients to
whom one has pledged loyalty and availability.

These five objectives provide the primary rationalization under-
lying the majority of administrative discharges. These objectives
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make the act of administratively discharg-
ing the non-compliant client seem com-
mon sense, necessary and even noble.
However, no program of qualitative or
empirical research has been conducted to
assess the validity of these objectives.

The case against administrative 
discharges

As noted, little research has been con-
ducted to test the assumptions upon
which current AD arguments rest, but
numerous treatment agencies around the
country are beginning to re-evaluate their
AD practices. There are seven emerging
arguments for stopping or significantly
reducing the scope of client behaviors that
can result in AD from addiction treatment
and for developing programmatic respons-
es that better benefit the client.

Argument #1. Administratively dis-
charging clients from addiction treat-
ment for AOD use is illogical and
unprecedented in the health care system.
A client is admitted to addiction treatment
on the grounds that he or she has a chron-
ic condition, the essence of which is the
inability to abstain from or willfully limit
their intake of psychoactive drugs in spite
of escalating problems related to such use.
Significantly, the just-admitted client is told
that AOD use is a violation of program
rules and grounds for his or her termina-
tion from treatment. The client then con-
sumes alcohol or other drugs in spite of
the promised consequence-confirming the
grounds upon which their diagnosis was
made and their need for professional assis-
tance. As a result of manifesting the pri-
mary symptom of the disorder for which
the client was admitted to treatment, he or
she is expelled from treatment.

We know of no other major health
problem for which one is admitted for
treatment and then thrown out for becom-
ing symptomatic in the service setting. For
other chronic health care problems, symp-
tom manifestation serves as a confirmation
of diagnosis or feedback that alternative
methods of treatment and alternative

approaches to patient education and moti-
vation are needed. In marked contrast,
symptom manifestation in the addictions
field is grounds for expulsion from service.

Administratively discharging clients
from treatment for alcohol or other drug
(AOD) use is hypocritical and contradicts
the very messages communicated by treat-
ment center personnel to the larger com-
munity. The messages outward are that:

• The client is not in control of their
alcohol and/or drug intake or its 
consequences.

• The client needs professional treat-
ment to reacquire such control.

• Reacquisition of control over AOD
use/nonuse decisions takes time and
may be preceded by one or more
episodes of relapse.

• Long-term recovery is best supported
by patience and support rather than
punishment and abandonment.

Current administrative discharge prac-
tices in addiction treatment contradict
these messages. We would hope that the
days are numbered in which the addic-
tions field can argue that addiction is a pri-
mary health care problem while its
clinicians continue to treat the primary
symptoms of addiction as bad behavior
subject to “disciplinary discharge.”

Expelling a client from addiction treat-
ment for AOD use — a process that often
involves thrusting the client back into
drug-saturated social environments with-
out provision for alternate care — makes
as little sense as suspending adolescents
from high school as a punishment for tru-
ancy.The strategy should not be to destroy
the last connecting tissue between the
client and pro-recovery social networks,
but to further disengage the client from
the culture of addiction and to work
through the physiological, emotional,
behavioral and characterological obstacles
to recovery initiation, engagement, and
maintenance. People with AOD problems
should be afforded the same continuity of
service contact that those with other
chronic health and behavioral health prob-
lems are afforded (White, et al., 2003).

Argument #2. Administratively dis-
charging clients from treatment for AOD
use reflects a fundamental misunder-
standing of the role of volition in addic-
tion and recovery. The very essence of
addiction is a progressive deterioration of
the will — the erosion of volitional power
to not use alcohol or other drugs or to reg-
ulate or stop such use once it is initiated.
Volitional control over AOD use decisions
should be viewed as a desired outcome of
addiction treatment, not a required ticket
of admission to treatment. If an individual
could consistently exert such control, he
or she would, by definition, not need
addiction treatment. For those addicted
and those recovering from addiction, free
will exists, not as a dichotomous state, but
in degrees of lost and reacquired power to
maintain congruence between intent and
actions. Treatment and sustained recovery
involve a progressive rehabilitation of the
will. Accountability for AOD use decisions
makes sense only to the extent one has re-
acquired the power to consistently assert
one’s choice over such decisions.

Argument #3. Administrative dis-
charge currently casts the role of the
treatment agency as one of persecutor,
and misjudges the meaning and conse-
quence of AD on the client.The synergy of
addiction-related pain and hope of a better
life constitutes the critical catalyst of
recovery initiation. To function as a moti-
vation for change, painful consequences
must be personally meaningful and direct-
ly linked to one’s AOD use. Extruding an
AOD-using client from treatment as a strat-
egy of motivation assumes that extrusion
from treatment will be experienced as a
personally painful loss and further self-
confirmation of the severity of the client’s
AOD problem. This is often not the case.
First, it is typically only the secondary loss-
es following such extrusion that tend to
have meaning for the AOD-using client,
e.g., loss of job, revocation of probation,
lost custody of children. Without such sec-
ondary losses, we suspect the AD experi-
ence has little meaning or therapeutic
effect, and shifts the role of the treatment
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program in the eyes of the client from that
of benefactor to another source of the
client’s problems. Moreover, such losses
create further despair and depression for
the AD client, further promoting a return
to AOD use.

Argument #4. Administratively dis-
charging clients from treatment for rule
violations is often the endgame in a
process of escalating negative counter-
transference. Countertransference is the
“total emotional reaction of the therapist
to the patient” — a reaction that involves
the therapist’s beliefs about the client, his
or her feelings for the client, and his or her
overall attitude toward the client (Imhof,
1991). The euphemisms for the AD prac-
tice — “throwing” or “kicking” someone
out of treatment — would suggest the act
involves a discharge of anger from the staff
toward the offending client. Such anger
springs from a client’s ability to stir feel-
ings of disappointment, ineptitude, and
frustration within service providers. The
AD can constitute the abrupt end of a ther-
apeutic relationship that has deteriorated

into a contempt-laden struggle for power
and face, e.g., “my way or the highway.”

For recovering staff, countertransfer-
ence can be further intensified by their
personal recovery processes. John Wal-
lace (1974) describes how early recovery
is often characterized by a rigid preferred
defense structure (PDS) (e.g., black/white
thinking, denial, overcompensation, intel-
lectualization) that therapeutically dis-
tances the individual from their past. With
recovery stability, time and maturity, this
early PDS softens or is abandoned com-
pletely. Service workers for whom these
defense structures remain brittle may
need to respond to the lapsing and relaps-
ing client with particular harshness to dis-
tance themselves from their own
vulnerability for relapse. Recovering
workers may also perpetuate the act of AD
as a process of intergenerational hazing,
replicating rituals of expulsion that were
common during their own treatment
experiences. Staff with histories of unre-
solved addictions in their family and social
histories may be similarly plagued by

countertransference problems with the
lapsing/relapsing client.

While AD can involve a specific toxic
chemistry between a particular client and
a particular service professional or service
provider team, the pervasiveness of the AD
suggests a much broader phenomenon
may be at work. The AD may constitute a
form of reverse “creaming”(“creaming”is a
euphemism for the practice of only admit-
ting those clients who have the most finan-
cial resources and the best prognosis for
recovery) through which the least attrac-
tive, least engaging, and most troublesome
and time-consuming clients are skimmed
from the caseloads of overworked and
underpaid staff. Such processes might
reflect a manifestation of the social stigma
of addiction acted out inside the treatment
milieu. The fact that African American and
Hispanic clients are over-represented
among those administratively discharged
from addiction treatment (Illinois Office of
Alcoholism and Substance Abuse, 2002)
also suggests the need to examine the par-
ticular sources of such over-representation

RESPONSE FROM RON HUNSICKER

White, et al., raised some disturbing albeit fascinating questions concerning

practices around administrative discharges (AD) from addiction treatment pro-

grams. Hidden behind the sanitized notion of administrative discharge is the

accepted practice of “kicking people out of treatment” when they manifest the

very symptoms that resulted in their diagnosis. Using “common”criteria for AD’s

and drawing on a small body of research in this area, White, et al., goes on to

suggest that 18 percent of those admitted to public treatment programs (SAMH-

SA 2002) were administratively discharged.

Without disputing the importance of the issue, it should be pointed out that

White builds his case in terms of the prevalence of the practice on public pro-

grams and ignores the private sector. All too often we draw conclusions con-

cerning addiction treatment from data only gathered via the public sector

programs.

Nevertheless, the article makes a number of compelling points and raises

questions about the continued practice of Administrative Discharges. White has

a knack for pulling out the skeletons found in the back of our closets. For years,

addiction treatment professionals repeated the mantra that addiction was a dis-

ease and deserved to be treated like other diseases. The push for parity falls in

this category. But what if we were heard? What if others began to recognize

addiction as a disease? For one, White suggests and I support, we would have to

change some of our practices and administrative discharges would be one of the

first practices to go! For what other disease do we terminate treatment when

the individual manifests increased symptoms of the disease?

Despite the well-crafted article by White, et al., there is still missing the base

assumption that grounds much addition treatment and that is that addiction

treatment far too often is delivered in a setting or a context where there is little

room for individuality. Persons in treatment are expected to progress and recov-

er at similar rates and in the same way. Deviation from this leads to punitive

action and often administrative discharges are considered. They are considered

because it makes it easier to provide treatment when everyone is doing the

same thing. The article is a wake up call to the treatment community to re-eval-

uate its understanding of the disease, its understanding of recovery, and its

understanding of the message that is sent when persons are “kicked out of treat-

ment” for a disease that is chronic, progress and fatal if left untreated.

If the person in treatment is not making it within the boundary of a particu-

lar prescribed treatment program, then we owe it to that person to try some-

thing else, to offer them another program, another level of intensity, another

approach, anything besides kicking them out of treatment. When was the last

time a person with chronic heart disease was kicked out of treatment for going

to McDonalds? 

Ronald Hunsicker, President/CEO 

National Association of Addiction Treatment



and the potential need for specialized and
more culturally appropriate strategies to
lower AD rates among people of color.

Argument #5. Administratively dis-
charging clients often involves behaviors
that are unrelated to, or have only a
weak connection to, the prospects or
processes of recovery or safety issues
within the treatment milieu. One exam-
ple is the use of AD as punishment for sex-
ual activity between clients in addiction
treatment. One is hard-pressed to find
other arenas of health care in which sexu-
al prohibitions are a condition of contin-
ued service access. Sexual activity
between clients can constitute a legitimate
clinical issue (behavior previously linked
to addiction or that serves as an obstacle to
recovery) and a milieu management issue

(effect of behavior on other clients/staff),
but this issue is best addressed clinically as
part of the treatment process rather than
as a disciplinary issue warranting expul-
sion from treatment. The exception to this
principle would be when sexual behavior
breaches the boundaries of physical safety
or crosses criminal law (e.g., sexual harass-
ment or sexual assault.) 

The benefit/harm ratio of AD policies
should also be examined related to other
behaviors that have achieved an unwar-
ranted level of importance and whose link-
age to recovery initiation is weak or
unclear, e.g., expelling clients for smoking,
possessing contraband (e.g., tobacco,
food/candy, caffeinated beverages, music
or books), profanity, making phone calls,
failing to go to or get out of bed on time,

insubordination (refusing a staff order),
missing meals, and oversleeping. Such
issues should be addressed within the larg-
er context of treatment and the helping
relationship, not constitute grounds for
service termination.

Argument #6. Administratively dis-
charging clients from treatment projects
casts the blame for treatment failure on
the client and prevents treatment pro-
grams from evaluating and refining clin-
ical practice. AD can flow from treatment
technologies (or the problems in imple-
mentation fidelity) that fail to adequately
engage the client or, in failing to meet the
client’s needs, leave the client to act out
his or her historical pathology. For exam-
ple, it is not uncommon to see a client
with very high problem severity, complex-
ity, and chronicity placed in a level of care
of such brevity and low intensity that there
is little likelihood of positive clinical out-
comes. Alternatively, clients may be sent
through the same treatment protocol
again and again, even when the evidence
suggests they likely need something differ-
ent. When the predictable relapse occurs,
the client is then extruded from treatment
and subjected to environmental conse-
quences on the grounds that he or she
“had their chance.” We would argue that
such mismatches are not chances, but set-
ups for failure, and that administratively
discharging clients under such circum-
stances prevents programs from critically
evaluating and improving their services.

Argument #7. Administratively dis-
charging clients from a publicly funded
addiction treatment program for failure
to pay service fees constitutes clinical
abandonment and is a breach of profes-
sional ethical principles and (potential-
ly) legal and regulatory standards. It is
normal business practice (and in some
states a regulatory requirement) to assess
clients entering publicly funded addiction
treatment a co-pay portion of their total
service fees based on each client’s assets
and income. It is also a normal business
practice to make reasonable efforts to col-
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COMMENTARY FROM ASSOCIATE DIRECTOR UCLA 
INTEGRATED SUBSTANCE ABUSE PROGRAMS

I have a great deal of sympathy for the authors’

arguments. For over two decades, I have felt that

administrative discharges (AD) should be seen as

a sign, not of patient failure, but rather of the fail-

ure of the treatment system and of the programs

treating those with AOD problems. In the former

case, regulations and lack of best practices guide-

lines have at the worst contributed to or, at the

best, ignored this issue, and should be reengi-

neered to lower the AD rate significantly, espe-

cially in the case of some modalities, e.g.,

methadone maintenance. In the latter case, pro-

grams develop their own rigidities and need self-

and external examination from the view of what

best can be done for the patient and his/her con-

dition, rather than, arguably, the best for the pro-

gram. At the least, programs should not simply

kick out a patient, but have a transfer option to

another program that may be better suited to the

patient’s needs.

Research and service priorities at NIDA and

CSAT also need restructuring to address the prob-

lem of AD, with a sustained empirical examina-

tion of their causes, evaluation of program

changes designed to reduce AD, and experimen-

tal study of alternative practices. One possible

and low cost intervention with the troublesome

patient could be as simple as assigning a ‘buddy’

who is a model patient and is willing, for human-

itarian or as part of his/her own recovery process,

to act as a guide, tutor, and role model. Such an

intervention model would be straightforward,

low cost, and subject to empirical assessment.

Notably, the intake procedure (especially when

medical exams are required) and initial weeks in

treatment are the most costly for each treatment

episode (staff time required for clinical intake, file

preparation, etc.). Such resource investment is

essentially wasted when the patient receives an

AD within the first 30 days of treatment entry.

When repeated multiple times as the patient

seeks suitable treatment in the current uncoordi-

nated system, these unrecovered costs continue

to mount.

For all these reasons, buttressed by the well

argued arguments and recommendations of the

authors, an ‘out of the box’shift in thinking needs

to be promoted at all levels: federal and state

agencies, professional organizations, program

managers and staff, and the general public. The

authors have made an excellent case for doing so.

M. Douglas Anglin 

Associate Director

UCLA Intergrated Substance Abuse Programs

e-mail: doug_anglin@hotmail.com



www.counselormagazine.com   7

lect such fees. The question is whether
inability to pay such fees due to either lack
of financial resources or unwillingness to
allocate resources toward this debt are
grounds for termination of on-going treat-
ment services. It may be, for example, that
a person has legitimate and reasonable
higher priorities for the limited funds they
possess in early recovery, e.g., shelter,
food, needs of their children. Reasonable
payments plans should be negotiated as an
alternative to service termination. It is our
opinion that terminating publicly funded
addiction treatment services for inability
to pay is neither ethically nor clinically
appropriate and that this category of AD
should be now and forever abandoned.
This position would not prevent organiza-
tions from pursuing collection of fees sub-
sequent to treatment through other means
(e.g., payment plan, work programs).

Policy strategies to reduce 
administrative discharge

Lowering the rate of AD within the
American system of addiction treatment
will require changes at policy, program-
matic, and service relationship levels. A
good starting point for policy level
changes would be a NIH/NIDA — or
SAMHSA-sponsored consensus panel to
explore standards for, and alternatives to,
AD within addiction treatment programs.
The goals of the consensus panel would
be to make recommendations regarding
consistent AD definitions and AD data col-
lection and reporting procedures (to
allow country-to-country, state-to-state
and program-to-program comparison of
variance in AD rates), and to recommend
policies and clinical procedures that
could lower AD rates. In fact, standards
could be set for “best practices” in this
regard.The Network for the Improvement
of Addiction Treatment, a joint effort of
the Center for Substance Abuse Treatment
and the Robert Wood Johnson Founda-
tion, has already started addressing these
issues to achieve their goal of increasing
retention in addiction treatment. Some

state addiction authorities (e.g.,Texas) are
promulgating policies that prohibit the
exclusion and extrusion of clients within
particular program tracks (e.g., programs
for co-occurring disorders) on such
grounds as prior treatment failure or con-
tinued substance use. A similarly important
policy step would be to prohibit publicly
funded addiction treatment programs (via
licensure standards and contractual
requirements) from severing services on
the basis of a client’s inability or failure to
pay service fees without making alternative
and satisfactory arrangements.

The research infrastructure that sup-
ports addiction treatment needs to be
encouraged and given incentives to pursue
a research agenda related to AD practices,
effects, and alternatives. There are critical
influences on AD practices that need to be
explored, including the effects of program
modality/philosophy, staff background and
experience, and client characteristics, as
well as the potential influence of waiting
lists on AD practices, (e.g., Does front-end
service demand lower thresholds for

deviance that generate back-end extrusion?
Can successful interventions be developed
for lowing the AD rate?).(Feedback from
key informants noted that such pressure
increased as waiting lists grew longer and
referral sources became more aggressive in
their attempts to get their clients admitted
to treatment.) As a field, we need to know
the long-term effects of AD on addiction
and recovery careers, e.g., do administra-
tive discharges generate therapeutic, neu-
tral, or iatrogenic effects on those
discharged, and do these effects vary
across demographic and clinical subpopu-
lations? Research suggests that, for many
clients, the period of time between their
first treatment episode and achievement of
their first year of sobriety can span an aver-
age of 3 to 4 treatment admissions over the
course of 8 years (Dennis, et al., in press).
If we shift from thinking about individual
episodes of care to these longer treatment
careers — then we must evaluate whether
AD hastens the relapse process (accelerat-
ing the transition between lapse and full
relapse), reduces the likelihood and speed

COMMENTARY: LET EMPIRICISM PROVIDE GUIDANCE

Why shouldn’t difficult and unpleasant patients

be kicked out of treatment? This is the key question

that White and colleagues address in their provoca-

tive essay about the widespread practice of “admin-

istrative discharge”. We couldn’t be more delighted

to see this standard practice examined. We recom-

mend that these and other key assumptions in our

substance treatment system be subject to rigorous

testing. In fact, recent research demonstrates that

retention in treatment can be enhanced with moti-

vational interviewing and motivational incentives.

With these and other innovations, administrative

discharges may become an obsolete practice. In the

meantime, the general point remains that only

through careful examination of current practices

will we reach a place where future generations will

look back with pride. We will not be judged kindly

if we allow practices to go unchallenged, but if we

use science to determine which practices are useful

and which are not, future generations may be more

generous. In this particular case of administrative

discharge, there may be times when such a

response appears to be inevitable, just as a physi-

cian treating a patient with an intractable cancer

may recommend that further treatment would be

fruitless. The difference is that administrative dis-

charges are used not when all treatment has been

exhausted but as part of the “process” of treatment.

White and colleagues draw attention to the possible

over-reliance on this action. The key question for us

at the National Institutes on Drug Abuse is how sci-

ence can inform this discussion. We believe in the

process of critical appraisal and testing of promising

approaches as an alternative to ideology. We must

subject our key assumptions to rigorous testing.

That is the hope for the future.

Wilson M. Compton, MD, MPE and Jack B. Stein,

PhD, National Institute on Drug Abuse. E-mail:

wcompton@nida.nih.gov All opinions expressed in

this commentary are those of the authors and do

not necessarily represent the views of the National

Institute on Drug Abuse, the National Institutes of

Health or the Department of Health and Human

Services.



of the client returning to treatment (given
that it was a negative experience), and
results in increased health, social and
economic consequences for both the
individual, the family, and society.

We also need to explore how service
reimbursement systems influence the rate
of AD in addiction treatment. Where serv-
ice demand is high, there are no current
incentives for client retention and
completion, or disincentives for AD. There
may, in fact, be incentives to process the
largest numbers of individuals or service
units with the minimum amount of staff
resources by replacing the most difficult to
treat clients with the easiest to treat. Ideal-
ly, there would be incentives for addiction
treatment programs to engage, retain, and
facilitate positive outcomes across
episodes of care/time with clients who
present with the highest problem severity
and the most chronic histories of relapse
and re-admission.

Programmatic alternatives to 

administrative discharge

There are several responses at the pro-
gram design and service delivery levels
that could potentially reduce AD rates.
Pending scientific confirmation of the
most effective strategies to lower these
rates, the authors would recommend the
following.

Recommendation #1. Create a cultur-
ally appropriate pre-treatment engage-
ment and orientation process aimed at
enhancing motivation for change (via
recovery role modeling and motivational
interviewing), heightening and yet moder-
ating ambivalence (about continued use),
identifying chronic self-defeating styles of
interacting with professional helpers
(learning how to be helped), resolving
environmental obstacles to recovery,
mobilizing recovery support resources
within the family and kinship network,
empowering the client/family to partici-
pate in the admission and level of care
decisions, setting mutually agreeable goals
with the client/family for each level of
care, and supporting the client/family

through any delay in service initiation.The
purpose of such engagement efforts is to
transition the client from the extrinsic
(environmental) motivators that trigger
entry to treatment to the intrinsic motiva-
tors that catalyze and sustain long-term
recovery. This pre-treatment (recovery
priming) level of care would also serve as
a sanctuary within which clients who clin-
ically deteriorate within other levels of
care could be transferred for re-evaluation,
stabilization and replacement in a suitable
level of care.

Recommendation #2. Create a feed-
back loop between discharge processes
and assessment and admission processes
to determine the extent to which adminis-
trative discharges, clients leaving against
staff advice, and transfers to other pro-
grams result from inadequate assessment,
inappropriate admission, or level of care
misplacement. Reducing failure to com-
plete rates is likely contingent upon
improving front-end assessment and place-
ment decisions. Failure to consider alter-
natives to inpatient/residential care and
forcing such high intensity levels of care
when clients present legitimate needs to
remain in their homes (e.g., caretaking
responsibilities) often contributes to early
treatment cessation. Developing more
nuanced screening and assessment tools
and more clinically flexible decision trees
for admission/placement could potentially
lower AD rates (Pelissier, Camp & Moti-
vans, 2003).

Recommendation #3. Create alterna-
tives to reduce the misuse of residen-
tial/inpatient addiction treatment. As
community caretaking resources tighten
under the influence of fiscal austerity, peo-
ple can be referred to residential addiction
treatment not because they need such
services but because there are no
resources for what they do need, e.g.,
housing, monitored sequestration from
the community. Advocating, supporting
and utilizing community alternatives to
address these needs (e.g., housing alterna-
tives, day reporting programs, electroni-
cally-monitored home confinement) can

prevent residential treatment programs
from becoming revolving doors for per-
sons not seeking and who do not need this
level of addiction treatment services.

Mismatches between client needs and
placement decisions can also flow from
systems of placement criteria that rely 
primarily or exclusively on problem sever-
ity. Problem severity criteria direct people
to residential treatment who do not
necessarily need such resources (because
of offsetting intrapersonal and interper-
sonal resources) or who have broader
needs that conflict with residential place-
ment. Such mismatches can lead to acting
out and consequently to AD. More individ-
ualized, creative and assertive approaches
are likely to reduce the frustration and act-
ing out that currently lead to AD.

Recommendation #4. Minimize
“rules”and maximize processes of engage-
ment and motivational enhancement.
Excessive rulemaking can shift the focus of
the treatment milieu toward one of control
and compliance rather than relationship
building and recovery, and sets up many
unnecessary and unproductive authority
conflicts between clients and service
providers.A practice of collecting and pass-
ing on the wisdom of former clients to cur-
rent clients (the peer-based message “It has
been our experience that...”rather than the
authority-based “Thou shall not...”) might
prove more effective.

There is precedence for such flexibility.
Early in its history, Alcoholics Anonymous
abandoned its excessive membership
rules designed to keep out and kick out
those characterized in the late 1930s and
1940s as “beggars, tramps, asylum inmates,
prisoners, queers, plain crackpots, and 
fallen women” (AA, 1952/1981, p. 140).
AA replaced such misguided exclusiveness
with the simplest of admission criteria (“a
desire to stop drinking”) and a welcoming
message (“keep coming back”) that keeps
its doors open to the still struggling,
still-drinking alcoholic. That model of sim-
plicity and inclusiveness is worthy of
emulation.

Recommendation #5. Continue to
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reassess all changes in clinical status as a
matter of policy, rather than relegate
assessment to an intake function. Such
reassessment opens the opportunity for
early re-intervention prior to the onset of
AOD use by clients in treatment. Lapse
and relapse prevention and their manage-
ment ideally begin during rather than after
treatment. Reassessing changes in status
during treatment can reveal particular
points of vulnerability in the early recov-
ery process, including mismatches
between service interventions and emerg-
ing stages of recovery that can spark a
breakdown in the service relationship and
the clinical deterioration that often fol-
lows. In fact, for clients with the most
severe conditions, this process of continu-
ity of contact and reassessment should
span multiple episodes of care over years,
as is the case with the treatment of other
chronic conditions like cancer, diabetes,
hypertension and depression (McLellan, et
al., 2000)

Recommendation #6. Assign a patient
advocate, primary counselor, and/or
knowledge about a program ombuds-
man immediately upon admission and
assure that one-on-one time occurs daily
during the earliest period of treatment.
The goals of such intense professional and
peer-based recovery supports are to con-
stantly re-engage, re-motivate, process neg-
ative emotion, celebrate incremental
progress and resolve problems that can
escalate into premature service termina-
tion. The most crucial key to increasing
treatment completion rates is the power of
relationship.

Recommendation #7. Assure ade-
quate doses of medication and the avail-
ability of recovery support services
within methadone maintenance treat-
ment (MMT) and detoxification pro-
grams. Inadequate dosing and lack of
psychosocial supports contribute to drug
supplementation via unapproved AOD
use, staff-client conflicts, and poor treat-
ment retention rates in MMT (Capelhorn,
et al., 1993; National Consensus Develop-
ment Panel, 1998). When MMT clients

with high tissue tolerance encounter low
dose clinic policies, the results are often
withdrawal distress, self-medication with
alcohol and illicit drugs, and punishment
of the client (via administrative discharge)
rather than identification of the clinic’s fail-
ure to provide competent treatment.
Though less documented, a related prob-
lem is inadequate dosages during detoxifi-
cation. Even where drugs like
buprenorphine are prescribed to help
withdrawal, their use may be discouraged
under the misguided assumption that
withdrawal discomfort will help motivate
the recovery process. What is more likely
is the client leaving against staff advice,
failing to transfer from detox to treatment,
or becoming agitated and getting adminis-
tratively discharged from treatment. Ade-
quate dosing is the single most important
contributor to MMT retention, but ade-
quate dosing alone is insufficient to stop
AOD use among clients deeply enmeshed
in drug-using subcultures. Better counsel-
ing and recovery support services can, by
enhancing disengagement from such cul-
tures and facilitating engagement in local
communities of recovery and the larger
civilian community, reduce behaviors that
lead to administrative discharge (McLellan,
et al., 1988; McLellan, Arndt, et al., 1993).

Recommendation #8. Establish clini-
cal supervision and internal discharge
review protocol as frameworks to identi-
fy and resolve negative countertransfer-
ence, address client-staff conflict/
grievances, process level of care transi-
tions, structure the process of service ter-
mination, and debrief AD decisions.
Reducing administrative discharges is con-
tingent upon a sound clinical infrastruc-
ture — the centerpiece of which is
consistent and competent clinical supervi-
sion — and the development of internal
mechanisms of review of all recommenda-
tions for administrative discharges.

Recommendation #9. Provide conti-
nuity of contact in a primary recovery
support relationship that potentially
spans multiple levels of care and multiple
developmental stages of recovery. Many

clients entering addiction treatment have
histories of victimization and abandon-
ment that make them hypersensitive (and
prone to act out during) changes in inti-
macy levels within important relationships
in their lives. Replacing constant relation-
ship transfers (e.g., from the intake spe-
cialist to the inpatient counselor to the
outpatient counselor to the continuing
care counselor) with a more primary and
sustainable recovery support relationship
reduces the propensity for clients to
behaviorally act out their anxiety sur-
rounding such losses and transitions.
Experiments are currently under way to
provide such continuity through the use of
peer-based recovery coaches.

Recommendation #10. Evaluate laps-
es, relapses and other disruptive behav-
iors clinically prior to their evaluation
administratively. An episode of AOD use
or unremitting AOD use has different
meanings for different clients. It is best to
evaluate what the current pattern of AOD
use means in terms of a particular client’s
addiction and recovery careers. In this
view, AOD use during treatment is another
source of clinical data that, taken with
other data, calls for a re-evaluation and
refinement in the service plan. Lapses and
relapses should be evaluated based on:

1) whether they involve a primary or
secondary drug (secondary drug use
may indicate an attempt to stave off
primary drug relapse in the face of
increased craving, cue exposure, or
emotional distress),

2) the timing of use (e.g., stage of
addiction/recovery; change in level
of care),

3) the physical, psychological and
social context of use;

4) the intensity of use (e.g., risk to self
and others),

5) the duration of use, and 6) the
client’s response to use (e.g., mean-
ings and motivations).

The goal is to transform near lapses and
lapses/relapses from windows of vulnera-
bility for re-addiction to windows of
opportunity for recovery enrichment. The
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latter is achieved by eliciting from the
experience new motivations, perspectives
and skills that can stabilize and strengthen
the long-term recovery process.

Recommendation #11. Use transfers
between levels of care, service modalities
or service settings instead of AD as the
primary response to AOD use and other
disruptive behaviors. We would be the
first to acknowledge that a client’s AOD
use or other behavioral indicators of clini-
cal deterioration could render the client
inappropriate for a particular level of care
or program at a particular point in time. If
such a client’s behavior becomes unman-
ageable, the next best approach is to con-
sider transferring the client to an
alternative treatment approach or service
setting. Flexibility seems to be the key to
retention. Where the professional recom-
mendation is for methadone maintenance
but the client wishes to try a short-term
trial of buprenorphine, we suggest trying
the client’s way with an agreement to try
alternatives if the first approach does 
not work.

Recommendation #12. Leave the
door open for readmission following AD
or transfer attempt from any level of care.
At the point of termination from a level of
care, define the conditions under which
readmission will be possible and continue
to monitor people who have been admin-
istratively discharged via recovery check-
ups (by phone whenever possible),
linkage to recovery mutual aid resources
and re-engagement in treatment (see Den-
nis, et al., 2003 for recovery checkup pro-
tocol). Monitoring the status of extruded
or transferred clients creates connecting
tissue between service episodes and has
the potential to shorten addiction and
treatment careers. We believe as a matter
of policy that all clients should be provid-
ed access to referrals for continuing care
regardless of discharge status.The goal for
clients with the greatest problem severity
and lowest recovery capital (intrapersonal
and interpersonal resources) is to find
service combinations and sequences that
have amplified effects in moving the
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RESPONSE FROM JOIN TOGETHER

Join Together’s experiences with Demand Treat-

ment! — a national initiative to increase quality

treatment for substance use disorders, confirm the

administrative discharge problems described by

White, et al. Often, the very traits that are the hall-

marks of the disease lead to discharge when they

should confirm the need for treatment.

We encourage researchers and policy makers to

include patients and people in recovery, and their

families and caregivers, in discussions about solu-

tions.At the hearings for our policy panels on treat-

ment quality (Rewarding Results — Improving the

Quality of Treatment for People with Alcohol and

Drug Problems, 2003) and discrimination (Ending

Discrimination Against People with Alcohol and

Drug Problems, 2003), we heard many accounts of

administrative discharge and its aftermath, particu-

larly from parents. We all must learn from their

experiences.

As White, et al., suggest, using patient advocates

at treatment initiation is one solution. Advocates

also can help people get treatment when insurers

say no. The client advocate at PRO-ACT, a group

that fights for enforcement of Pennsylvania’s man-

dated benefits law, has negotiated with insurance

companies to get over 600 additional days of treat-

ment for individuals who were previously denied

care. Being told “you’re in recovery now” just

because the insurance runs out does not have to

be the only option.

Finally, we need to break down the discrimina-

tion that surrounds people with substance use dis-

orders. How can someone succeed in treatment

without a safe place to live or a steady income?

Quality treatment is just one part of the solution.

Erika Edwards and Anara Guard

Join Together

RAISING AN IMPORTANT ISSUE

(The views expressed are those of the author,

and do not represent the opinion of the National

Institute on Alcohol Abuse and Alcoholism.)

White et al. are to be commended for raising the

important issue concerning the use of adminis-

trative discharge from addiction treatment pro-

grams. While this topic invites more lengthy

discussion (which I hope will ensue) I will con-

fine my comments to address the larger context

in which the discussion takes place: the nature of

“treatment.”

A national conversation is now taking place

concerning clinical models for addressing the

chronicity that occurs in a minority of persons

who develop substance use disorders. There is a

growing awareness of the limitations of the

model of transformative change occurring in a

time-limited intensive program that was devel-

oped in the middle of the last century. However,

most suggestions for change involve minor shifts

around the edge of that model. I submit that the

model is limited in this way: it is only appropriate

for a specific stage of illness, and for specific

clients who endorse its goals. Other models are

more appropriate for other clients and other

stages of illness. For example, for non-dependent

heavy drinkers, or those with mild alcohol

dependence, brief interventions in primary care

are more appropriate. Similarly, for those unable

to participate in an abstinence-oriented rehabili-

tation program do to severe co-existing prob-

lems, those who do not respond to it, and those

unwilling to submit to it, other modalities are

required. Care management strategies for manag-

ing chronic addictive disorders have been well-

described and there is empirical support for 

their efficacy.

Thus, I am suggesting that the answer to this

dilemma is to stop thinking of “TREATMENT” as

some magical transformative experience, and to

think of a continuum of strategies to be delivered

in many different places by many different pro-

fessionals, the majority of whom are not addic-

tion specialists. White et al. approach this idea

with their suggestion for transferring to another

level of care. In summary, I am suggesting that

specialty, abstinence-oriented (curative) rehabili-

tation treatment is best thought of as being one

of several modalities, and it is bracketed on one

side by brief motivational interventions and on

the other by chronic disease management.

Mark L. Willenbring, MD

NIAAA/National Institutes of Health

e-mail: mlw@niaaa.nih.gov



client through recovery priming and initi-
ation to recovery maintenance. The serv-
ice relationship goal is to build a
relationship that is sustainable even in the
face of a client disengaging from, or acting
his or her way out of, treatment. The mes-
sage to each client is: “we are uncondi-
tionally committed to your recovery and
that commitment continues regardless of
your discharge status” (J. Schwartz, Per-
sonal Communication).

Alternatives to administrative 
discharge for the frontline clinician

For the front line addiction counselor,
we would suggest six strategies to lower
AD rates.

Strategy #1. Find ways to rise above
the paper and the procedures to person-
alize your services to clients. Spend time
with your clients — with no paper and no
treatment task agendas — to get to know
each of them as individuals. Find ways to
increase your one-on-one time with each
client. The quality and frequency of posi-
tive contact may be more important than
the time involved in any single contact.
Continuity of kindness, respect, and
regard go a long way in lowering the resist-
ances that can arise within any helping
relationship.

Strategy #2. Recognize each client’s
historical pattern of resisting change,
including past self-defeating styles of relat-
ing to professional helpers. Anticipate that
such styles will be replicated at some
point within the current service relation-
ship and explore with the client how to
break such patterns to create a more posi-
tive treatment outcome (See White, 1996).
It is important to realize that many clients
are trapped in an immature stage of devel-
opment in which they have fleeting
moments of clarity one day, but then
repeat the same mistakes the next.

Strategy #3. Hate the condition and
love the person. When feeling anger, frus-
tration and disappointment toward a par-
ticular client, separate the person from the
disorder. Find and draw out the person
masked by the disorder, and recognize that

addiction can shroud the person in a most
unlovable veneer. If anyone could get
through this veneer, there would be no
need for addiction counselors. Getting
through the disorder to the person is the
very essence of addiction counseling.

Strategy #4. Utilize peer or clinical
supervision to process your feelings
toward your most difficult clients and to
brainstorm how to handle difficult prob-
lems. Seeking such support is not a sign of
incompetence or lack of emotional forti-
tude. It is the very epitome of profession-
alism and an effective antidote to fatigue
and burnout.

Strategy #5. Extend special effort to
engage and counsel individuals with
multiple prior episodes of treatment. At
your worst moments, you must stem the
propensity to see such clients as “retreads”
or “losers.” Remind yourself of these key
points:

• Many people suffering severe and
persistent addiction will require mul-
tiple episodes of treatment before sta-
ble recovery is achieved-yet over half
do recover and this is one of the high-
est recovery rates of behavioral, psy-
chiatric and many chronic health
disorders.

• What I do as an addiction profession-
al in this episode of care could short-
en or lengthen my client’s addiction
career.

• There are developmental windows of
opportunity that can open in all of
our lives and forever change the tra-
jectory of who we are at a most fun-
damental level.

• What I do or fail to do with this client
at this moment could open or close
this window of opportunity.

• I must find a way to seed the very
essence of recovery within my rela-
tionship with this client.

Bill Wilson, co-founder of Alcoholics
Anonymous, and Marty Mann, founder of
the National Council on Alcoholism and
Drug Dependence, were both treatment
recidivists (ten prior treatments between
them before finding sobriety). Their clini-

cians — Dr. William Silkworth and Dr.
Harry Tiebout, respectively — through
positive regard and perseverance found
ways to tip the scales of their lives from
continual re-addiction to relocation in the
psychological and social worlds of recov-
ery. Remind yourself that sitting among
the recidivists you counsel could be the
next Bill Wilson or Marty Mann, and that
the ability to achieve or not achieve his or
her personal and historical destiny may
rest, in part, on the nature of what you
bring to the service relationship.

Strategy #6. Respect the diversity of
recovery pathways and styles. Each client
has to find his or her own pathway to
recovery. The good news is that there are
many such pathways and styles of recov-
ery initiation and maintenance. Our job as
service professionals is not to program this
pathway for each client, but to help each
client use the building blocks of their own
individual experience and those who have
recovered before them to forge an
approach to recovery that personally and
culturally works. Recognize your own
recovery pathway/style biases, educate
yourself to alternative pathways and styles
of recovery, and open yourself to the pos-
sibility that each client may find a pathway
of recovery quite different than your own
and quite different than any you have wit-
nessed in the lives of your previous clients.

Summary
The addiction treatment field has a long

history of administratively discharging
clients for alcohol and other drug use and
other prohibited behaviors. Such extru-
sion has been justified on clinical, ethical,
and organizational grounds. It is argued
here that this practice, as it has been
extended to an ever-widening array of
behaviors, is illogical, hypocritical, and
counterproductive. Policy, programmatic,
and clinical strategies are suggested as
potential means of reducing AD Rates.

It is time that we as a field dramatically
reduce the circumstances within which
we expel clients from addiction treatment.
It is time we asked ourselves: Would more
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than 200,000 clients be thrown out of
addiction treatment each year if we really
believed that addiction was a chronic dis-
ease from which recovery was not only
possible, but a living reality in the lives of
hundreds of thousands of individuals and
families? Our clients are not at their best at
the times they are on the verge of being
thrown out of treatment, but we are quite
often not at our best at such moments
either. It is time we were. �

Acknowledgement:
Work on this paper was supported by grants from the

National Institute on Drug Abuse (Grant R01 DA15523
and Grant R37 DA11323). The opinions expressed here
are those of the authors and do not reflect the opinions
or policies of any governmental agency. We would like to
thank the following people for sharing with us AD prac-
tices in their areas or sharing their thoughts and com-
ments on early drafts of this article: Jim Balmer, Ben Bass,
Brian Coon, Alexandre Laudet, Joe Powell, Bob Savage,
and Jason Schwartz.

William White, MA, Christy Scott, PhD, and
Michael Dennis, PhD, work in Chestnut Health
Systems’ research division, the Lighthouse 
Institute, Bloomington, IL. Michael Boyle, MA
is President and CEO of Fayette Companies,
Peoria, IL and Director of the Behavioral Health
Recovery Management project. Collectively, they
have more than a century of professional experi-
ence in the addictions field. Correspondence
regarding this article can be sent to
bwhite@chestnut.org.

References
Agosti, V., Nunes, E. & Ocepeck-Welikson, K. (1996).

Patient factors related to early attrition from an outpatient
cocaine research clinic. American Journal of Drug and
Alcohol Abuse, 22(1), 29-39.

Alcoholic Anonymous (1952/1981). Twelve Steps and
Twelve Traditions. New York: Alcoholics Anonymous
World Services, Inc.

Capelhorn, J.R.M., McNeil, D.R., Kleinbaum, D.G.
(1993). Clinic policy and retention in methadone mainte-
nance. International Journal of Addiction, 28, 73-89.

DeLeon, G. & Jainchill, N. (1986). Circumstance, moti-
vation, readiness and suitability as correlates of treatment
tenure. Journal of Psychoactive Drugs, 18(3), 203-208).

DeLeon, G., Melnick, G., Thomas, G., Kressel, D., &
Wexler, H.K. (2000). Motivation for treatment in a prison-
based therapeutic community. American Journal of
Drug and Alcohol Abuse, 26(1), 33-46.

Dennis, M.L., Scott, C.K, & Funk, R. (2003). Main find-
ings from an experimental evaluation of recovery man-
agement checkups and early re-Intervention (RMC/ERI)
with chronic substance users. Evaluation and Program
Planning. 26, 339-352.

Dennis, M.L., Scott, C.K, Funk, R.R., & Foss, M.A. (in
press).The duration and correlates of addiction and treat-
ment. Journal of Substance Abuse Treatment.

Godley, M.D., Godley, S.H., Funk, R.R., Dennis, M.L., &
Loveland, D. (2001). Discharge status as a performance
indicator: Can it predict adolescent substance abuse treat-
ment outcome? Journal of Child & Adolescent Substance
Abuse, 11, 91-109.

Grella, C.E., Hser, Y.-I, Joshi, V. & Anglin, M.D. (1999).
Patient histories, retention, and outcome models for
younger adults in DATOS. Drug and Alcohol Depen-
dence, 57(2), 151-166.

Hser, Y.-I, Maglione, M., Joshi, V. & Chao, B. (1998).
Effects of Treatment Program and Client Characteristics
on Client Retention. Rockville, MD: Center for Substance
Abuse Treatment.

Illinois Office of Alcohol and Substance Abuse (I-OASA),
DARTS record system for state fiscal year 2000 [Comput-
er file]. Prepared for Chestnut Health Systems, Blooming-
ton, IL [producer and distributor], 20002.

Imhof, J. (1991) Countertransference issues in alco-
holism and drug addiction. Psychiatric Annals, 21(5),
292-306.

McLellan,A.T.,Arndt,A. O., Metzger, D. S.,Woody, G. E.,
& O’Brien, C. P. (1993). The effects of psychosocial serv-
ices in substance abuse treatment. Journal of the Ameri-
can Medical Association, 269, 1953-1966.

McLellan, A.T., Lewis, D.C., O’Brien, C.P, and Kleber,
H.D. (2000). Drug dependence, a chronic medical illness:
Implications for treatment, insurance, and outcomes eval-
uation. Journal of the American Medical Association
284(13):1689-1695.

McLellan, A. T., Woody, G. E., Luborsky, L., & Goehl, L.
(1988). Is the counselor an ‘active ingredient’in substance
abuse treatment? An examination of treatment success
among four counselors. Journal of Nervous and Mental
Disease, 176, 423-430.

National Consensus Development Panel on Effective
Medical Treatment of Opiate Addiction (1998). Effective
medical treatment of opiate addiction. Journal of the
American Medical Association, 280(22), 1936-1943. (See
http://odp.od.nih.gov/consensus/cons/108/108_
statement.htm)

Najavits, L.M. & Weiss R.D. (1994). Variations in thera-
pist effectiveness in the treatment of patients with sub-
stance use disorders: An empirical review. Addiction, 89,
679-688.

Pelissier, B., Camp, S. & Motivans, M. (2003). Staying in
treatment: How much difference is there prison to prison?
Psychology of Addictive Behaviors, 17(2):134-141.

Price, R.H. (1997). What we know and what we actual-
ly do: Best practices and their prevalence in substance
abuse treatment. In: Egertson, J.A., Fox, D.M., & Leshner,
A.I., Eds., Treating Drug Abusers Effectively. Oxford:
Blackwell Publishers, pp. 125-155.

Schwartz, J. (June 28, 2004). Personal Communication.

Substance Abuse and Mental Health Services Adminis-
tration Office of Applied Studies (2002). Treatment
Episode Data Set (TEDS): 1992-2000. National Admis-
sions to Substance Abuse Treatment Services, DASIS
Series: S-17, DHHS Publication No. (SMA) 02-3727,
Rockville, MD, 2002. http://wwwdasis.samhsa.
gov/teds00/TEDS_2K_Highlights.htm; http://wwwdasis.
samhsa.gov/teds00/TEDS_2K_Chp6.htm#Length of Stay).
http://wwwdasis.samhsa.gov/teds00/6.3a.htm

Wallace, A.E. & Weeks, W.B. (2004). Substance abuse
intensive outpatient treatment: Does program graduation
matter? Journal of Substance Abuse Treatment, 27,
27-30.

Wallace, J. (1974). Tactical and Strategic Use of the
Preferred Defense Structure of the Recovering Alcoholic.
NY: National Council on Alcoholism, Inc.

White, W. (1996). Pathways from the Culture of Addic-
tion to the Culture of Recovery. Center City, MN:
Hazelden.

White, W., Boyle, M., & Loveland, D. (2003). Alco-
holism/addiction as chronic disease: From rhetoric to
clinical application. Alcoholism Treatment Quarterly,
20(3/4), 107-129.

White,W. & Popovits, R. (2001). Critical Incidents: Eth-
ical Issues in the Prevention and Treatment of Addic-
tion. Bloomington, IL: Chestnut Health Systems.

Winters, K.C., Stinchfield, R.D., Opland, E., Willer, C. &
Latimer, W.W. (2000) The effectiveness of the Minnesota
model approach in the treatment of adolescent drug
abusers. Addiction, 95(4), 601-612.

12 COUNSELOR April 2005

William White Christy Scott

Michael Dennis Michael Boyle



www.counselormagazine.com   13

AFFIRMATION AND REGRET

Upon seeing the White et al., article — my immediate reaction was affirmation

of the author’s perspective.The practice is archaic at best.The next reaction was

a sheepish regret, that I have been part of a silent literature on the topic that

should have been broken a generation earlier.

So, first I want to extend appreciation to the authors for elevating this issue

from the informal discussion circuit, and offering a cogent description and cri-

tique of the practice. Lest there be any question on my position on the matter,

there is no place for administrative discharge, as defined, in addiction treatment.

Later in my comments, I will address, circumstances involving violations of law

related to personal safety that may warrant the application of legal restrictions,

but those instances are extremely rare and can be considered a patient initiated

separation from treatment.

Ok, I’ve taken a strong position from the comfort of my foundation perch, but

as some might attest, the position was formed and honed, and practiced with

colleagues in a large treatment and prevention agency that offers all various 

levels of care.

Not the junk yard dog discussion again....
Early in my exposure to the addiction treatment and prevention field, it

became clear to me that while people might take up alcohol or drug use for a

variety of reasons, no one stayed addicted to alcohol or drugs because it was a

great and easy life.This realization led to a simple premise,“if someone asked for

help, that was the time to respond and give it”. At the time, the science of reten-

tion and engagement was not as developed as it is today, so the underpinning to

the instinct was also that it seemed the right thing to do. Fortunately, the last

decade has given us science that supports the need for administrative practices

that immediately engage patients and retain them over time in an appropriate

level of care or self managed activity.

Let me tell you how this played out in our organization. As predictable as bi-

annual expiration of congressional terms, our management team agenda would

contain an item that led to a discussion of, ‘Daphne the drug-sniffing poodle.’

Usually precipitated by the fact that contraband was confiscated in the ceilings,

wall sockets, bathroom fixtures, person, etc. of a detox, residential, or intensive

outpatient location.What should we do ... to achieve any combination of the five

objectives for using AD described by the authors? The ensuing discussion fol-

lowed a three-act play:

Act 1. The threat, presented by the contraband. Threat to reputation, absti-

nence, safety and any other real and imagined external forces;

Act 2. The dilemma. Let’s increase our vigilance. In today’s foreign policy

terms, conduct a preemptive strike with a drug-sniffing dog. We’ll find it first,

and send a message, increase staff surveillance, and install cameras.

Act 3.The resolution. We are a treatment organization, present to help people

who come for our expertise, and care. We aren’t organized, trained, or mission

driven to perform surveillance of unhealthy lifestyles.

So the resolution led to a different line of analysis that is applicable to exam-

ining this and many other practices that can support improved quality in the

treatment that we offer. If treatment works, why do we have “failure”? In any

industry a sub par product or service is attributed to one of three categories of

factors:

• problems with the materials, (in this case the patient and the condition that

they live with),

• problems with the processes that treat the materials, (in this case the clini-

cal and administrative processes that admit, engage, and treat); or

• problems with the context that govern the production of product or service

(in our case the policy, financing and regulatory environment)

Our recent experience with the Network for the Improvement of Addiction

Treatment, as well as prior organizational research, indicates that faulty, dys-

functional or inefficient organizational processes are more important to deter-

mining quality than either material defects or contextual shortcomings. In other

words, the use of administrative discharge not only blames the client (faulty

material) it masks problems in how we organize and deliver treatment more

than it reflects a recalcitrant patient.

Hence the dozen strategies, offered by the authors as alternatives to admin dis-

charge appropriately reflect changes in the organization’s administrative and

clinical practices and systems. This is not a menu of discreet alternatives, but

rather a set of related practices that together support the aim of keeping the

patient who came for help engaged.

Two concluding thoughts
What about the safety issue? Would I discharge a patient that is fighting or that

threatens a counselor? In my view, the unprovoked fight, and potential for injury

is an assault and therefore legal matter that occurred in a health facility, and I

wouldn’t hesitate to call police to remove the person from the premises. In these

cases, I believe we have a patient elected termination of their treatment with the

consequence of entering the legal system and not an administrative discharge.

Finally, the authors have thankfully performed a service of calling upon our

field to consider other arcane practices such as testing motivation, or readiness;

restricting family or related interaction; or aversion the use of medications.

Addiction can’t be a disease, and simultaneously isolated from the principles and

structure of our health care system. The first premise of the health professional

is,“do no harm.”Unfortunately, administrative discharge is one of many practices

that harm patients. Its time we replace them all with practices that engage and

treat anyone who needs help with this condition.

•For this discussion lets consider failure, any disconnection or incompletion

that remains unattended. That is reconnection doesn’t occur.
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