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May 18, 2021 
 

VIA EMAIL 

Board of Zoning Appeals 
City of Pasadena  
City Hall Chambers, Room S249 
100 N. Garfield Avenue 
Pasadena, CA 91101 

Re: Agenda Item #4A:  1811 North Raymond Avenue Senior Living Home 

Dear Honorable Members of the Board of Zoning Appeals: 

On behalf of our client, Pasadena Villa Senior Living, we respectfully request that you 
adopt the Zoning Administrator’s recommendation to uphold its February 18, 2021, 
Determination confirming Pasadena Villa Senior Living’s legal nonconforming “Residential 
Care, General” land use and allow the operation of senior housing with 58 residents to remain. 

The Staff Report and February 18 Zoning Administrator Determination correctly explain 
that the property did not cease operating as a “Residential Care, General” land use facility for more 
than twelve continuous months.  Therefore, the existing senior housing has the right to remain. 

The Zoning Administrator’s Determination is consistent with the Planning Department’s 
April 2019 zoning verification for the property.  That Planning Department letter confirmed to 
our client that “[t]he current use of the subject property is a 98-bed facility . . . classified 
Residential Care, General under the Zoning Code.”  The City made its April 2019 statement that 
the property’s current use was “Residential Care, General” with knowledge that the property was 
no longer operating as a State-licensed alcohol and drug treatment facility. 

Relying on the City’s representations that the property continuously maintained a legal 
nonconforming “Residential Care, General” land use, our client purchased the property from the 
prior owner in May 2019 for $6.9 million and invested $2 million in upgrades and renovations.  
Even after our client purchased the property, the City issued demolition and building permits and 
business licenses in 2019 and 2020 allowing Pasadena Villa Senior Living to operate.  The City 
did not raise any concerns about the senior living home’s operations during this time.   

Fifty-eight seniors, many of whom are disabled, currently live at the facility and rely on 
its caring staff for support and assistance meeting their everyday needs.  Attached are some 
pictures of current residents and letters expressing appreciation at being able to live at Pasadena 
Villa Senior Living.  (See Attachment A.)  We ask the Board to consider that should this facility 
be forced to close these residents would need to find new homes and the staff would be laid off.    
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At your April 22, 2021, meeting, after discussion and deliberation the Board ultimately 
did not dispute that Pasadena Villa Senior Living opened within twelve months after the 
Pasadena Recovery Center closed.  Nor did the Board dispute that one legal nonconforming use 
could step into the shoes of its prior nonconforming use and retain those use rights.     

Vice-Chair Coher raised questions regarding Pasadena Recovery Center’s operations and 
whether the Center was a lawful “Residential Care, General” use after it transitioned to an 
unlicensed sober living home.  To receive more information the Board continued its meeting to 
May 20, 2021.  Our review of the transcript confirms that the Board had only the following three 
discrete questions.  As the Staff Report confirms, the answer to each requires the Board to affirm 
Zoning Administrator’s Determination. 

1. Does a sober living home require a State license?  No. 

2. Does a sober living home fall within the Zoning Code’s definition of a 
“Residential Care, General” land use?  Yes. 

3. Did the Pasadena Recovery Center’s operations as a sober living home meet the 
criteria to be classified as a “Residential Care, General” land use?  Yes.   

Overwhelming substantial evidence shows that Pasadena Recovery Center operated a 
legal nonconforming “Residential Care, General” land use as a sober living home and that no 
State license was required. 

As explained in our April 15, 2021, letter, the Staff Report for the May 20, 2021 hearing, 
and Attachment B to this letter, sober living homes do not require State licenses.  Even so, sober 
living homes are “Residential Care, General” uses under Pasadena’s Zoning Code because they 
provide much-needed housing for individuals who seek a cooperative living arrangement that 
supports personal recovery from drug or alcohol abuse.   

As former Pasadena Recovery Center employees have testified, the Center provided 24-
hour nonmedical residential care for people in need of personal services, supervision, or 
assistance as part of the drug or alcohol addiction recovery process.  The Center’s residents 
“benefited by contact with their fellow residents and with the staff in encouraging them to 
strengthen their resolve to abstain from the use of alcohol and other drugs or intoxicating 
substances.”   

Indeed, there is no evidence whatsoever suggesting that Pasadena Recovery Center’s 
operations as a sober living home violated State law or the Zoning Code.  As the Staff Report 
correctly concludes, Pasadena Recovery Center “was not in violation of any applicable law or 
licensure requirements as the services provided did not require a license.”  (Staff Report, p. 6.)  
The City cannot infer that the Pasadena Recovery Center operated illegally, and it would be 
improper to do so.   

  Because our client began providing senior housing on April 1, 2020, less than twelve 
months from when the sober living home closed in May 2019, Pasadena Villa Senior Living 
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stepped into the shoes of the prior owner and acquired the nonconforming land use rights that the 
property’s prior uses had and that the City recognized.  (See Attachment C.)  As such, the prior 
legal nonconforming land use rights remain.  Following my signature below, we have attached 
more detailed discussions of these topics as Attachments B and C.   

We look forward to the Board’s further discussion of the Zoning Administrator’s 
Determination.  We respectfully request that the Board uphold the Determination and confirm 
the property’s legal status as a nonconforming “Residential Care, General” land use.  

Very truly yours,  

 
James L. Arnone 
of LATHAM & WATKINS LLP 

Attachments 

cc: David Reyes, Director of Planning & Community Development 
 Luis Rocha, Zoning Administrator 
 Jennifer Driver, Planner 
 Theresa Fuentes, Assistant City Attorney 
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ATTACHMENT B 

A. The “Residential Care, General” Land Use Designation Applies to
Unlicensed Residential Care Homes, Such as Sober Living Homes

As the Staff Report explains, the City’s “Residential Care, General” land use designation 
applies to residential care homes, whether they require a State license or not.  (Staff Report, p. 3.)  
That includes when Pasadena Recovery Center lawfully operated as a sober living home that did 
not need a State license.  (Id., pp. 5-6.)  

1. The Zoning Code Does Not Require Sober Living Homes to Be Licensed

The Municipal Code defines the “Residential Care, General” land use broadly, as 
follows. 

Residential Care, General (land use).  State licensed facility, family 
home, group care facility, or similar facility that is maintained and 
operated to provide 24-hour nonmedical residential care for seven 
or more adults, children, or adults and children in need of personal 
services, supervision, or assistance for sustaining the activities of 
daily life or the protection of the individual. . . . 

(See Muni. Code, § 17.80.020.R [emphasis added].) 

The Code’s definition is disjunctive.  While it includes a “State licensed facility,” it also 
lists other types of facilities and says “or” a “similar facility that is maintained and operated to 
provide 24-hour nonmedical residential care for seven more adults.”  The Code does not require 
“similar facilities” to be State licensed to constitute a “Residential Care, General” land use. 

State law is clear that licenses are required only for facilities that provide 24-hour 
nonmedical alcohol or drug abuse recovery or treatment services.  (See 9 Cal. Code Regs., §§ 
10505, subd. (a), 10501, subds. (6), (27); see also Health & Safety Code, § 11834.02, subd. (a).)   

Alcohol or drug abuse recovery or treatment services are a specific class of services 
designed to promote treatment and maintain recovery from alcohol or drug use problems, such as 
detoxification, group and individual sessions, education sessions, and/or alcoholism or drug 
addiction recovery or treatment planning.  (See 9 Cal. Code Regs., § 10501 subd. (a)(5).)  

In contrast, State licenses are not required for sober living homes.  A sober living home is 
considered a “recovery residence” and is described as a “residential dwelling that provides 
primary housing for individuals who seek a cooperative living arrangement that supports 
personal recovery from a substance use disorder and that does not require licensure by the 
department or does not provide licensable services.”  (Health & Safety Code, § 11833.05, subd. 
(f).)  These recovery residences are “commonly referred to as ‘sober living homes,’ ‘sober living 
environments,’ or ‘unlicensed drug and alcohol free residences.’”  (Ibid.)  



May 18, 2021 
Page  

The California Attorney General confirms that licensed “alcohol or drug abuse treatment 
facilities are different from . . . facilities that simply provide a cooperative living arrangement for 
persons recovering from alcohol and other drug problems.  The latter ‘sober living 
environments’ are not subject to licensing by the Department [of Health Care Services].”  (See 
Attorney General Opinion, 2007 Cal. AG LEXIS 26, at *2-*3 [emphasis added], attached as 
Exhibit 1.)   

From 2000 to 2018, Pasadena Recovery Center provided comprehensive drug and 
alcohol-related treatment to its residents pursuant to a State-issued license, such as individual, 
group, and educational sessions and recovery or treatment planning.  (See Staff Report, p. 4; see 
also Cal. Code Regs., Tit. 9, § 10501, subd. (a)(5) [licensing requirement for medically-assisted 
drug and alcohol treatment centers].)  In 2018, Pasadena Recovery Center transitioned to a sober 
living home, lawfully operating without a State license because it did not provide “alcohol or 
drug abuse recovery or treatment services” as defined under State law.  As described in detail 
below, substantial evidence in the record demonstrates that Pasadena Recovery Center’s 
transition to an unlicensed sober living home complied with the Zoning Code and State law. 

Further, as the Staff Report explains, “there are different business types that can be 
classified under the specific land use category of Residential Care, General.”  (Staff Report, 
p. 3.)  Thus, even if it no longer operated as a licensed drug and alcohol treatment facility,
Pasadena Recovery Center’s operation as a sober living home still constituted a “Residential
Care, General” use.  This interpretation is consistent with a 2001 Zoning Administrator
Interpretation regarding changes to nonconforming uses, which the Board affirmed.1

2. Sober Living Homes Provide Services and Support for Residents

As a sober living home, Pasadena Recovery Center operated a “Residential Care, 
General” use because it offered 24-hour nonmedical residential care for seven or more adults in 
need of services, supervision, or assistance essential to daily living or protection.  (See Muni. 
Code, § 17.80.020.)  Absent evidence otherwise, the City cannot infer or assume that Pasadena 
Recovery Center violated the Zoning Code.    

Sober living homes provide “primary housing for individuals who seek a cooperative 
living arrangement that support[] personal recovery from a substance use disorder.”  (Health & 
Safety Code, § 11833.05, subd. (f).)   

Typically, sober living facilities provide:  

• An alcohol and drug free living environment;

1 Attached to the April 22, 2021, Staff Report as Attachment C, Exhibits 11 and 12.  Specifically, the 
Planning Department and Board of Zoning Appeals confirmed that Pasadena Recovery Center (then 
operating as an alcohol and drug treatment center) could “utilize the non-conforming use rights of 
Mountain View Manor,” a home for developmentally disabled persons, because both were “Residential 
Care, General” uses. 
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• Mandate or strongly encourage attendance at 12-step self-help groups, such as
Alcoholics Anonymous;  and

• Require compliance with house rules, such as abstaining from alcohol and drug
use, participating in house chores, and attending house meetings.2

Sober living homes allow residents to develop a social network that is critical to the 
recovery process.  Generally, residents are encouraged to support their peers in the house.  
“Those who have been in the house the longest and who have more time in recovery are 
especially encouraged to provide support to new residents.”3  Residents support each by 
“providing suggestions about where to find work or how to seek help for medical or psychiatric 
problems.”4  To help residents maintain abstinence, they “are afforded social support through 
shared meals, socialization with recovering peers, house meetings, and access to a house 
manager.”5   

Because “many individuals seeking to abstain from alcohol and drugs have difficulty 
establishing social support systems that reinforce sobriety and finding long-term, stable housing 
that is free of alcohol and drugs,” sober living homes serve as  crucial resources for those 
recovering from substance abuse disorders.6  “Peer support and experiences of comradery 
engage[s] residents in ways that would be difficult to replicate outside the [sober living home].”7 

Here, Pasadena Recovery Center provided 24-hour nonmedical residential care for people 
in need of support during the drug or alcohol recovery process.  Former Pasadena Recovery 
Center employees testified in May 2019 that residents “benefited by contact with their fellow 
residents and with the staff in encouraging them to strengthen their resolve to abstain from the 
use of alcohol and other drugs or intoxicating substances.”  (See Mark Lytle Dec., ¶ 2; see also 
Robert Ruffin Dec., ¶ 2.)8  

2 See Staff Report, p. 5; see also Douglas L. Polchin, Ed.D, et al., What Did We Learn from Our Study on 
Sober Living Houses and Where Do We Go From Here?, J. Psychoactive Drugs (Dec. 2010), at p. 2, 
attached as Exhibit 2.  
3 Id. at p. 3. 
4 Douglas L. Polchin, Ed.D, et al., A Clean and Sober Place to Live: Philosophy, Structure, and 
Purported Therapeutic Factors in Sober Living Houses, J. Psychoactive Drugs (June 2008), at p. 4, 
attached as Exhibit 3.  
5 Douglas L. Polchin, Ed.D , et al., Community Context of Sober Living Houses (Dec. 2012), at p. 2, 
attached as Exhibit 4.   
6 Douglas L. Polchin, Ed.D, et al., Sober Living Houses for Alcohol and Drug Dependence: 18-Month 
Outcomes, J. Substance Abuse Treat. (Mar. 2010), at p. 2, attached as Exhibit 5.  
7 Douglas L. Polchin, Ed.D, et al., Motivation to Maintain Sobriety Among Residents of Sober Living 
Recovery Homes, J. Substance Abuse and Rehab. (Sept. 2015), at p. 106, attached as Exhibit 6.  
8 See Staff Report, at Att. C. 
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As the Staff Report correctly confirms, Pasadena Recovery Center “did provide 
nonmedical supervision and assistance in activities essential for sustaining the activities of daily 
living as a group care facility by creating a controlled environment in which individuals receive 
personal services, supervision and mutual support in their commitment to remain abstinent from 
drugs and alcohol.”  (Staff Report, p. 6.)  Thus, Pasadena Recovery Center lawfully operated as a 
“Residential Care, General” use.   

3. The City Has Consistently Deemed Sober Living Homes Residential Care
Facilities Under the Code

The City has long viewed sober living homes as falling under the “Residential Care, 
General” land use designation in the City’s Zoning Code.  There is no basis for the City to 
modify this long-held position.  In fact, if the City does not consider sober living homes to be 
“Residential Care, General” uses, then there is no other land use designation under which sober 
living homes could fall.   

In a 2006 recommendation to City Council, the City Attorney explained that group homes 
“can take the form of boarding houses, sober living facilities, residential care facilities, board 
and care homes and similar uses.  Although certain group type homes are licensed and regulated 
by the State, others are not licensed.”  (See 2006 City Attorney Report to City Council, p. 1 
[emphasis added].)9    

Further, the City confirmed that “[a] group home for persons who are recovering from 
drug or alcohol dependency is not licensed by the State and does not provide medical or 
therapeutic care.  It is established with the intent of allowing persons who are recovering to live 
together and support each other in recovering from their dependency.”  (See March 26, 2007 
Agenda Report from City Manager to City Council re: Zoning Code Amendment – Regulation of 
Group Homes in Residential Districts, p. 2 [emphasis added], attached as Exhibit 7.) 

In 2007, in adopting an ordinance extending the Zoning Code’s definition of “boarding 
house” to include unlicensed group homes, the City recognized that certain “[u]nlicensed group 
homes . . . provide housing for the disabled (for example those housing individuals recovering 
from drug or alcohol addiction who are deemed disabled under Federal and State Law).”  (See 
Aug. 18, 2007 Ordinance Fact Sheet, p. 2, attached as Exhibit 8.)   

In its 2012 State Legislative Platform, the City again identified sober living homes as 
group homes or residential care facilities, which fall under the City’s definition of a “Residential 
Care, General” use.  (See 2012 State Legislative Platform.)10     

9 Attached to the April 22, 2021 Staff Report as Attachment C, Exhibit 9.  
10 Attached to the April 22, 2021 Staff Report as Attachment C, Exhibit 10. 
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ATTACHMENT C 

A. The Property Did Not Cease a “Residential Care, General” Land Use for
Twelve Continuous Months

As explained in detail in our April 15, 2021, letter to the Board, the “Residential Care, 
General” uses on the property have operated continuously since 1965.  As the Staff Report 
correctly concludes, at no point did these uses cease for a twelve-month period.  (Staff Report, 
pp. 7-8.)   

City-issued permits, documents, and inspections confirm Pasadena Recovery Center’s 
and Pasadena Villa Senior Living’s continued status as “Residential Care, General” land use.   

• In August 2018, the City reported that Pasadena Recovery Center “no longer
operate[s] as an inpatient treatment facility but as a sober living.”  (April 22, 2021
Staff Report, Att. C, Ex. 4, p. 1.)  “Based on the change described, [Pasadena
Recovery Center] may no longer require a health permit.”  (Ibid.)

• In April 2019, the City acknowledged that “[t]he current use of the subject property
[Pasadena Recovery Center] is a 98-bed facility . . . classified Residential Care,
General under the Zoning Code.”  (See id., Ex. 5, p. 1 [emphasis added].)

• In November 2019, the City issued and finalized a building permit to Pasadena Villa
Senior Living for re-roofing work in which the City described the proposed work as
“tear off and re-roof hospital/convalescent with Class “A” energy composition
shingles.”  (See id., Ex. 8 [emphasis added].)

• In March 2020, the City confirmed that Pasadena Villa Senior Living was exempt
from the City’s environmental health permitting requirements and that it was “okay to
obtain your business license.”  (Id., Ex. 4, p. 7.)  The City also acknowledged receipt
of Pasadena Villa Senior Living’s Department of Social Services License for
operating a “Residential Care Facility.”  (Ibid.)

• In May 2020, the City confirmed that its licensing department “has updated
information in the [Department of Social Services] website regarding Pasadena Villa
[Senior Living].  They are an Assisted Living Facility.”  (Id., Ex. 4, p. 5 [emphasis
added].)

• On September 17, 2020, the City acknowledged that Pasadena Villa Senior Living
was operating pursuant to a State license for a “Residential Care Elderly Facility.”  “I
know they had been doing some reconstruction, [but] it must be a health care facility
now.”  (Id., Ex. 4, pp. 8-10.)

City records demonstrate that neither Pasadena Recovery Center nor Pasadena Villa 
Senior Living discontinued the property’s “Residential Care, General” land use for a continuous 
period of twelve months.  Therefore, the Zoning Administrator correctly determined that 
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Pasadena Villa Senior Living retains the right to continue operating its senior living home as a 
“Residential Care, General” land use.  The Zoning Administrator’s Determination should be 
upheld. 

B. The City Is Equitably Estopped from Finding that Pasadena Recovery
Center Did Not Operate as a Legal Nonconforming Use

Relying on the Planning Department’s April 30, 2019, written confirmation that the 
property’s “current” use was “a 98-bed facility . . . classified Residential Care, General under the 
Zoning Code,” our client bought the property in May 2019 at a cost of $6.9 million.  Aware of 
the City’s limitation on legal nonconforming uses, Pasadena Villa Senior Living moved quickly 
to make all necessary improvements and reopened the facility by April 2020—less than twelve 
months after the sober living facility closed in May 2019.  As such, the City is equitably 
estopped from finding that our client cannot operate Pasadena Villa Senior Living pursuant to its 
legal nonconforming “Residential Care, General” use rights.  

“The doctrine of equitable estoppel is founded on notions of equity and fair dealing.”  
(City of Oakland v. Oakland Police & Fire Retirement System (2014) 224 Cal.App.4th 210, 
239.)  The doctrine provides that a person cannot “deny the existence of a state of facts if that 
person has intentionally led others to believe a particular circumstance to be true and to rely on 
such a belief to their detriment.”  (Ibid.)  The California Supreme Court has explained that 
equitable estoppel is particularly appropriate “in cases where the party to be estopped has made 
affirmative representations, as opposed to mere silence or acquiescence.”  (See City of Long 
Beach v. Mansell (1970) 3 Cal.3d 462, 491.)  Further, equitable estoppel applies against a 
governmental body when necessary to avoid great injustice, so long as it would not 
significantly frustrate public policy.  (See id., pp. 496-497.)     

In Mansell, the State enacted legislation that disclaimed State and other public interest in 
certain lands in the City of Long Beach and authorized the settlement of certain boundary 
questions.  Based on the legislation, the City and the State negotiated agreements with private 
property owners to settle property title and boundary disputes for certain public and private 
lands, allowing the private property owners to keep and reside on purportedly private land.  
However, the City Manager and City Clerk refused to execute the agreements because certain 
lands agreed as private were actually public.  Relying on principles of equitable estoppel, the 
Supreme Court issued a writ of mandate commanding the City Manager and City Clerk to 
execute the agreements.  (See 3 Cal.3d 462, 492-500.)   

The Supreme Court explained that the State and City had “been aware of the serious and 
complex title problems in the . . . area.  More importantly, those public entities [had] been in a 
position to resolve such problems and to determine the true boundaries between public and 
private lands.”  (Id. at p. 492.)  Instead, the State and City “conducted themselves relative to the 
settled . . . lands in [this] area as if no title problems existed” and misled homeowners in the 
process.  (Ibid.)     

The Supreme Court also noted that the homeowners “were without any convenient or 
ready means for ascertaining . . .  knowledge of the true boundaries between public and private 
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lands in the area.”  (Ibid.)  Therefore, the homeowners’ reliance on the State’s and City’s 
representations was reasonable.  “Clearly this reliance induced a change of position on their parts 
which would result in substantial injury to themselves or their successors in interest if the state 
and city were now permitted to take a position contrary to the purport of their former conduct.”  
(Ibid.)  

Finally, the Supreme Court determined that a manifest injustice would result if the State 
and City were able to assert a successful claim of paramount title against the homeowners based 
on the governmental entities’ conduct in misrepresenting the property boundaries.  (Id. at p. 499.)  
Moreover, the Supreme Court held that applying equitable estoppel would not have a “significant 
deleterious effect” on public policy.  The purpose of the legislation at issue was to ensure that 
certain lands of unique public value remain public lands, and the overall process of development 
of the area had resulted in “an impressive array of public facilities for navigation and recreation.”  
(Id. at p. 500.)  Thus, estopping the State and City from wresting additional land from private 
homeowners who relied on representations that “the lands upon which they reside are their own 
private properties” would not frustrate that legislation.     

As in Mansell, here, the City is equitably estopped from determining that Pasadena Villa 
Senior Living cannot rely on the legal nonconforming use rights that the property’s prior owner 
had.  Based on the City’s knowledge and expertise regarding property rights and zoning, the City 
issued a Zoning Verification letter in April 2019 that confirmed that the “current” use of the 
property as a sober living home constituted a “Residential Care, General” land use.  In reliance 
on the City’s representations, our client bought the property for $6.9 million and spent over $2 
million dollars in upgrades and renovations.  The City also issued seven building permits for 
repair work and a business license (see Staff Report, Att. D) without raising any concern that the 
property might have lost its “Residential Care, General” land use designation.   

Further, a manifest injustice would result if the City contradicts its 2019 Zoning 
Verification Letter and determines that the property’s prior nonconforming land use rights had 
lapsed before our client purchased the property.  Since opening on April 1, 2020, Pasadena Villa 
Senior Living has been home for seniors and disabled persons from and around Pasadena.  Fifty-
eight seniors currently live there and rely on Pasadena Villa Senior Living’s support and 
assistance for their everyday needs.  Permitting Pasadena Villa Senior Living to remain pursuant 
to its legal nonconforming use rights would not frustrate public policy.  Rather, it is consistent 
with the City’s longstanding interpretation of the Zoning Code regarding residential care 
facilities. 
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Core Terms

treatment facility, license, alcoholism, city, has, drug abuse, section, ordinance, local needs, licensure, fewer, 
sufficient number, zoning, state law, residential, single-family, licensee, suspend, revoke, alcohol and drugs, 
statewide, charter

Question

 [*1] 

THE HONORABLE TOM HARMAN, MEMBER OF THE STATE SENATE, has requested an opinion on the 
following questions:

1. May the Department of Alcohol  and Drug Programs deny an application for licensure  or suspend  or revoke  the 
license  of an alcoholism  or drug abuse  treatment facility  because the particular community already has more than 
a sufficient number  of treatment facilities to meet the local need?

2. May a city limit the establishment of alcoholism  or drug abuse  treatment facilities serving  six or fewer persons 
because the particular community already has more than a sufficient number  of treatment facilities to meet the 
local need?

CONCLUSIONS

1. The Department of Alcohol  and Drug Programs may not deny an application for licensure  or suspend  or revoke  
the license  of an alcoholism  or drug abuse  treatment facility  because the particular community already has more 
than a sufficient number  of treatment facilities to meet the local need.
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2. A city may not limit the establishment of alcoholism  or drug abuse  treatment facilities serving  six or fewer 
persons because the particular community already has more than a sufficient number  of treatment facilities to meet 
the local need.

Opinion By: EDMUND G. BROWN [*2]  JR., Attorney General; GREGORY L. GONOT, Deputy Attorney General

Opinion

ANALYSIS

The Department of Alcohol  and Drug Programs (Health & Saf. Code, § 11750; "Department")  1 licenses  
residential  facilities that provide nonmedical recovery, treatment, and detoxification services for users of alcohol  
and other drugs. (§§ 11834.01-11834.50; Cal. Code Regs., tit. 9, §§ 10500-10631; 76 Ops.Cal.Atty.Gen. 173, 175 
(1993).) Such a treatment facility  is defined as "any premises, place, or building that provides 24-hour residential  
nonmedical services to adults who are recovering  from problems related to alcohol,  drug, or alcohol  and drug 
misuse or abuse, and who need alcohol,  drug, or alcohol  and drug recovery treatment or detoxification services." 
(§ 11834.02, subd. (a); see Cal. Code Regs., tit. 9, § 10501.)

These treatment facilities are different from residential  care facilities that are subject to the California Community 
Care Facilities Act (§§ 1500-1567.8)  [*3]  and from facilities that simply provide a cooperative living arrangement 
for persons recovering  from alcohol  and other drug problems. The latter "sober living environments" are not 
subject to licensing  by the Department.

We are asked to determine whether the Department has the authority to deny an application for operating a 
treatment facility  because the particular community already has more than a sufficient number  of treatment 
facilities to meet the local need. Additionally, may a city limit the number of treatment facilities within its jurisdiction 
to prevent an overconcentration  of such facilities?

1. Department's Authority to Deny Licenses 

With respect to the scope of the Department's authority to limit the licensing  of treatment facilities, we will assume 
that the extent of the local need is ascertainable through an appropriate fact-finding process, and the determination 
will be based upon the incidence of alcoholism  and drug abuse  and the percentage of substance abusers seeking 
treatment in the community. What authority does the Department have to prevent an overconcentration  of 
treatment facilities in a particular locality?

Section 11834.01 states in part:

The department [*4]  has the sole authority in state government to license  adult alcoholism  or drug abuse  
recovery or treatment facilities.
(a) In administering this chapter, the department shall issue new licenses  for a period of two years to those 
programs that meet the criteria for licensure  set forth in Section 11834.03.

Section 11834.03, in turn, provides:
Any person or entity applying for licensure  shall file with the department, on forms provided by the department, 
all of the following:
(a) A completed written application for licensure. 

1 All further references to the Health and Safety Code are by section number only.

2007 Cal. AG LEXIS 26, *1
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(b) A fire clearance  approved by the State Fire Marshal or local fire enforcement officer.
(c) A licensure  fee, established in accordance with Chapter 7.3 (commencing with Section 11833.01).

Accordingly, each licensure  applicant must complete an application form, obtain a fire clearance,  and pay a fee to 
the Department. (See also § 11834.09, subd. (b).) Sections 11834.01 and 11834.03 provide no authority for the 
Department to deny a license  because the community already has an overconcentration  of such facilities.

The Department is also authorized to determine "that the prospective licensee  can comply with this chapter and 
regulations adopted  pursuant  [*5]  to this chapter" before issuing a license.  (§ 11834.09, subd. (a).) Subdivision 
(c) of section 11834.09 states:

Failure of the prospective licensee  to demonstrate the ability to comply with this chapter or the regulations 
adopted  pursuant to this chapter shall result in departmental denial of the prospective licensee's  application 
for licensure. 

Thus, a prospective licensee  may be denied a license  if he or she fails to demonstrate "the ability to comply" with 
sections 11834.01-11834.50 and the Department's regulations.  However, neither the statutory scheme nor the 
implementing regulations  make any reference to a community's current level of need for treatment facilities or to 
the sufficiency of existing facilities to meet the local need. No basis for the denial of an application is given in 
section 11834.09 other than the inability of the applicant to comply with the requirements for operating a facility.

Next, we examine the Department's authority to suspend,  revoke,  or deny a license  contained in subdivision (a) of 
section 11834.36, which states:

The director may suspend  or revoke  any license  issued under this chapter, or deny an application for 
licensure,  for extension [*6]  of the licensing  period, or to modify the terms and conditions of a license,  upon 
any of the following grounds and in the manner provided in this chapter:
(1) Violation by the licensee  of any provision of this chapter or regulations adopted  pursuant to this chapter.
(2) Repeated violation by the licensee  of any of the provisions of this chapter or regulations adopted  pursuant 
to this chapter.
(3) Aiding, abetting, or permitting the violation of, or any repeated violation of, any of the provisions described 
in paragraph (1) or (2).
(4) Conduct in the operation of an alcoholism  or drug abuse  recovery or treatment facility  that is inimical to 
the health, morals, welfare, or safety of either an individual in, or receiving services from, the facility or to the 
people of the State of California.
(5) Misrepresentation of any material fact in obtaining the alcoholism  or drug abuse  recovery or treatment 
facility  license. 
(6) Failure to pay any civil penalties assessed by the department.

All of the grounds specified in section 11834.36 involve the conduct of the license  holder or applicant. None 
focuses upon whether the community already has a sufficient number  of facilities to meet [*7]  the local need.

We recognize that a community's need for treatment facilities is mentioned in section 11834.20: "The Legislature 
hereby declares that it is the policy of this state that each county and city shall permit and encourage the 
development of sufficient numbers and types of alcoholism  or drug abuse  recovery or treatment facilities as are 
commensurate with local need." However, this reference is only an expression of legislative intent that cities should 
encourage development of treatment facilities, and cannot be reasonably read to impose a limit on such 
development. The affirmative policy articulated by the Legislature in section 11834.20 does not afford a basis for 
denying a license  where the applicant meets all basic qualifications for the license. 

As stated in Ferdig v. State Personnel Board (1969) 71 Cal.2d 96, 103-104: "It is settled principle that administrative 
agencies have only such powers as have been conferred upon them, expressly or by implication, by constitution or 
statute. [Citations.] An administrative agency, therefore, must act within the powers conferred upon it by law and 
may not validly act in excess of such powers."  [*8]  (See 76 Ops.Cal.Atty.Gen. 11, 15-16 (1993).) And, of course, 
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we are not at liberty to add, in the guise of statutory interpretation, an additional licensing  requirement. (See 89 
Ops.Cal.Atty.Gen. 159, 165; 83 Ops.Cal.Atty.Gen. 111, 116 (2000); 82 Ops.Cal.Atty.Gen. 246, 248 (1999); 78 
Ops.Cal.Atty.Gen. 137, 142 (1995).) Here, the Legislature has not given the Department any authority to consider 
the number of treatment facilities in a particular area when granting, suspending, or revoking a license  to operate a 
treatment facility. 

Finally, we note that the California Community Care Facilities Act, referenced above, requires the Department of 
Social Services to take "overconcentration"  of residential  care facilities into account when making its licensing  
decisions for such facilities. (§ 1520.5.) If the Legislature wishes to grant a similar authorization when the 
Department licenses  the treatment facilities in question, it knows how to do so. (See Safer v. Superior Court (1975) 
15 Cal.3d 230, 237-238; Board of Trustees v. Judge (1975) 50 Cal.App.3d 920, 927; [*9]  73 Ops.Cal.Atty.Gen. 13, 
23 (1990).)

We conclude in answer to the first question that the Department may not deny an application for licensure  or 
suspend  or revoke  the license  of a treatment facility  because the particular community already has more than a 
sufficient number  of treatment facilities to meet the local need.

2. City's Authority to Limit Treatment Facilities

The second question concerns whether a city may limit the number of treatment facilities serving  six or fewer 
persons within its boundaries. For example, may a city enact an ordinance  requiring that in addition to licensure  by 
the Department, the prospective operator of a treatment facility  must obtain the city's approval if the facility will be 
located within 500 feet of an existing treatment facility?  We conclude that it may not.

The Constitution provides that "[a] county or city may make and enforce within its limits all local, police, sanitary, 
and other ordinances  and regulations  not in conflict with general laws." (Cal. Const., art. XI, § 7.) The rules to be 
applied in determining whether a city's ordinances  would conflict with general laws were recently summarized in 
California Veterinary Medical Assn. v. City of West Hollywood (2007) 152 Cal.App.4th 536, 548: [*10] 

The California Constitution reserves to a county or city the right to "make and enforce within its limits all local 
police, sanitary, and other ordinances  and regulations  not in conflict with general laws." [Citation; footnote 
omitted.] "'If otherwise valid local legislation conflicts with state law,  it is preempted by such law and is void.'" 
[Citations.] A prohibited conflict exists if the local ordinance  duplicates or contradicts general law  or "enters an 
area either expressly or impliedly fully occupied  by general law. " [Citations.]

"'[I]t is well settled that local regulation  is invalid if it attempts to impose additional requirements in a field which 
is fully occupied  by statute.' [Citation.] '[L]ocal legislation enters an area that is "fully occupied"  by general law  
when the Legislature has expressly manifested its intent to "fully occupy" the area [citation], or when it has 
impliedly done so in light of one of the following indicia of intent: "(1) the subject matter  has been so fully and 
completely covered by general law  as to clearly indicate that it has become exclusively a matter of state 
concern; (2) the subject matter  has been partially covered by general law  couched [*11]  in such terms as to 
indicate clearly that a paramount state concern will not tolerate further or additional local action; or (3) the 
subject matter  has been partially covered by general law,  and the subject is of such a nature that the adverse 
effect of a local ordinance  on the transient citizens of the state outweighs the possible benefit to the" locality 
[citations].' [Citation.]" [Citation.]

With these principles in mind, we return to the provisions of sections 11834.01-11834.50. Two statutes are relevant 
to our inquiry. First, section 11834.22 provides that treatment facilities serving  six or fewer persons may not be 
made subject to any business taxes, local registration fees, use permit fees, or other fees to which ordinary single-
family  dwellings  are not subject. Second, and even more in point, section 11834.23 states with respect to local 
zoning  ordinances  governing such facilities:

Whether or not unrelated persons are living together, an alcoholism  or drug abuse  recovery or treatment 
facility  which serves six or fewer persons shall be considered a residential  use of property for the purposes of 
this article. In addition, the residents and operators of such a facility shall [*12]  be considered a family for the 
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purposes of any law or zoning  ordinance  which relates to the residential  use of property pursuant to this 
article.
For the purpose of all local ordinances,  an alcoholism  or drug abuse  recovery or treatment facility  which 
serves six or fewer persons shall not be included within the definition of a boarding house, rooming house, 
institution or home for the care of minors, the aged, or the mentally infirm, foster care home, guest home, rest 
home, sanitarium, mental hygiene home, or other similar term which implies that the alcoholism  or drug abuse  
recovery or treatment home is a business run for profit or differs in any other way from a single-family  
residence.
This section shall not be construed to forbid any city, county, or other local public entity from placing restrictions 
on building heights, setback, lot dimensions, or placement of signs of an alcoholism  or drug abuse  recovery or 
treatment facility  which serves six or fewer persons as long as the restrictions are identical to those applied to 
other single-family  residences.

This section shall not be construed to forbid the application to an alcoholism  or drug abuse  recovery or 
treatment facility   [*13]  of any local ordinance  which deals with health and safety, building standards, 
environmental impact standards, or any other matter within the jurisdiction of a local public entity. However, the 
ordinance  shall not distinguish alcoholism  or drug abuse  recovery or treatment facilities which serve six or 
fewer persons from other single-family  dwellings  or distinguish residents of alcoholism  or drug abuse  
recovery or treatment facilities from persons who reside in other single-family  dwellings. 
No conditional use permit, zoning  variance, or other zoning  clearance  shall be required of an alcoholism  or 
drug abuse  recovery or treatment facility  which serves six or fewer persons that is not required of a single-
family  residence in the same zone.

Accordingly, a city may not make its land use decisions in a manner that will disadvantage treatment facilities 
serving  six or fewer persons when compared to decisions applicable to ordinary single-family  residences.

The hypothetical ordinance  described above would allow the city to ban the operation of a new treatment facility  
within 500 feet of an existing facility. Such an ordinance  would be in conflict with section 11834.23, and thus be 
preempted [*14]  by state law.  (See, e.g., Doe v. City and County of San Francisco (1982) 136 Cal.App.3d 509 
[local law may not impose additional licensing  requirements when state law  specifically prohibits such 
requirements].)

Would our analysis and conclusion be different in the case of a charter  city? A charter  city, in contrast to a general 
law  city, is not subject to state statutes involving "municipal  affairs." (Cal. Const., art. XI, § 5, subd. (a); Sherwin-
Williams Co. v. City of Los Angeles (1993) 4 Cal.4th 893, 897, fn.1; California Veterinary Medical Assn. v. City of 
West Hollywood, supra, 152 Cal.App.4th at p. 548, fn. 6.) "[T]his constitutional 'home rule' doctrine reserves to 
charter  cities the right to adopt and enforce ordinances  that conflict with general state laws, provided the subject of 
the regulation  is a 'municipal  affair' rather than one of 'statewide  concern.' [Citation.]" ( Traders Sports, Inc. v. City 
of San Leandro (2001) 93 Cal.App.4th 37, 45.)

Here, section 11834.23 has been made applicable to all cities, both general law  and charter  (§ 11834.20),  [*15]  
and forbids the use of zoning  or other regulatory powers to treat small treatment facilities differently from other 
residential  dwellings  (§§ 11834.22-11834.24). Section 11834.23 addresses a matter of "statewide  concern" 
because it seeks to ensure that persons throughout the state who are recovering  from problems related to alcohol  
or other drugs will have access to residential  settings that provide treatment.

"[I]n articulating the test for preemption, the Supreme Court was concerned with ensuring that a state law  does not 
infringe legitimate municipal  interests other than that which the state law  purports to regulate as a statewide  
interest." ( City of Watsonville v. State Department of Health Services (2005) 133 Cal.App.4th 875, 889 [state law  
requiring fluoridation of local water supplies narrowly tailored to state's interest in improving dental health], italics 
added.) Here, the state law  in question has the precise aim of regulating local zoning  requirements in pursuance of 
a statewide  interest. The Legislature clearly intended to prevent local governments from applying any zoning  
clearances  to small treatment facilities by mandating that they be [*16]  treated the same as other single family 
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residences for zoning  purposes. The Legislature may properly look to the statewide  need, rather than the local 
need, to overcome a charter  city's municipal  interests.

We conclude in answer to the second question that a city may not limit the establishment of alcoholism  or drug 
abuse  treatment facilities serving  six or fewer persons because the particular community already has more than a 
sufficient number  of treatment facilities to meet the local need.
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What Did We Learn from Our Study on Sober Living Houses and
Where Do We Go from Here?

Douglas L. Polcin, Ed.D.*, Rachael Korcha, M.A.*, Jason Bond, Ph.D.*, and Gantt Galloway,
Pharm.D.**
*Alcohol Research Group Public Health Institute 6475 Christie Avenue, Suite 400 Emeryville, CA
94608-1010
**California Pacific Medical Center St. Luke's Hospital San Francisco, CA

Abstract
Lack of a stable, alcohol and drug free living environment can be a serious obstacle to sustained
abstinence. Destructive living environments can derail recovery for even highly motivated
individuals. Sober living houses (SLHs) are alcohol and drug free living environments for
individuals attempting to abstain from alcohol and drugs. They are not licensed or funded by state
or local governments and the residents themselves pay for costs. The philosophy of recovery
emphasizes 12-step group attendance and peer support. We studied 300 individuals entering two
different types of SLHs over an 18 month period. This paper summarizes our published findings
documenting resident improvement on measures of alcohol and drug use, employment, arrests,
and psychiatric symptoms. Involvement in 12-step groups and characteristics of the social network
were strong predictors of outcome, reaffirming the importance of social and environmental factors
in recovery. The paper adds to our previous reports by providing a discussion of implications for
treatment and criminal justice systems. We also describe the next steps in our research on SLHs,
which will include: 1) an attempt to improve outcomes for residents referred from the criminal
justice system and 2) a depiction of how attitudes of stakeholder groups create a community
context that can facilitate and hinder the legitimacy of SLHs as a recovery modality.

Keywords
Sober Living House; Residential Treatment; Recovery House; Social Model; Communal Living

Introduction
Research continues to document the important role of social factors in recovery outcome
(Polcin, Korcha, Bond, Galloway & Lapp, in press). For example, in a study of problem and
dependent drinkers Beattie and Longabaugh (1999) found that social support was associated
with drinking outcome. Not surprising, the best outcomes were predicted by alcohol-specific
social support that discouraged drinking. Similarly, Zywiak, Longabaugh and Wirtz (2002)
found that clients who had social networks with a higher number of abstainers and
recovering alcoholics had better outcome 3 years after treatment completion. Moos and
Moos (2006) studied a large sample of 461 treated and untreated individuals with alcohol
use disorders over a 16 year period to examine factors associated with relapse. They found
that social support for recovery was important in establishing sustained abstinence. Finally,
Bond, Kaskutas and Weisner (2003) reached a similar conclusion in a 3-year follow up
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study on 655 alcohol dependent individuals who were seeking treatment. Abstinence from
alcohol was associated with social support for sobriety and involvement in Alcoholics
Anonymous.

A critically important aspect of one's social network is their living environment. Recognition
of the importance of one's living environment led to a proliferation of inpatient and
residential treatment programs during the 1960' and 70's (White, 1998). The idea was to
remove clients from destructive living environments that encouraged substance use and
create new social support systems in treatment. Some programs created halfway houses
where clients could reside after they completed residential treatment or while they attended
outpatient treatment. A variety of studies showed that halfway houses improved treatment
outcome (Braucht, Reichardt, Geissler, & Bormann, 1995; Hitchcock, Stainback, & Roque,
1995; Milby, Schumacher, Wallace, Freedman & Vuchinich, 2005; Schinka, Francis,
Hughes, LaLone, & Flynn, 1998).

Despite the advantages of halfway houses, there are limitations as well (Polcin &
Henderson, 2008). First, there is typically a limit on how long residents can stay. After some
period of time, usually several months, residents are required to move out whether or not
they feel ready for independent living. A second issue is financing the houses, which often
includes government funding. This leaves facilities vulnerable to funding cuts. Finally,
halfway houses require residents to have completed or be involved in some type of formal
treatment. For a variety of reasons some individuals may want to avoid formal treatment
programs. Some may have had negative experiences in treatment and therefore seek out
alternative paths to recovery. Others may have relapsed after treatment and therefore feel the
need for increased support for abstinence. However, they may want to avoid the level of
commitment involved in reentering a formal treatment program. Sober living houses (SLHs)
are alcohol and drug free living environments that offer peer support for recovery outside
the context of treatment.

Characteristics of Sober Living Houses
Sober Living Houses are structured in a way that avoids some of the limitations of halfway
houses. The essential characteristics include: 1) an alcohol and drug free living environment
for individuals attempting to abstain from alcohol and drugs, 2) no formal treatment services
but either mandated or strongly encouraged attendance at 12-step self-help groups such as
Alcoholics Anonymous (AA), 3) required compliance with house rules such as maintaining
abstinence, paying rent and other fees, participating in house chores and attending house
meetings, 4) resident responsibility for financing rent and other costs, and 5) an invitation
for residents to stay in the house as long as they wish provided they comply with house rules
(Polcin & Henderson, 2008).

SLHs have their origins in the state of California and most continue to be located there
(Polcin & Henderson, 2008). It is difficult to ascertain the exact number because they are not
formal treatment programs and are therefore outside the purview of state licensing agencies.
However, in California many SLHs are affiliated with coalitions or associations that monitor
health, safety, quality and adherence to a peer-oriented model of recovery, such as the
California Association of Addiction Recovery Resources (CAARR) or the Sober Living
Network (SLN). Over 24 agencies affiliated with CAARR offer clean and sober living
services. The SLN has over 500 individual houses among it membership.

While some SLHs use a “strong manager” model where the owner or manager of the house
develops and enforces the house rules, contemporary SLH associations such as CAARR and
SLN emphasize a “social model approach” to managing houses that empowers residents by
providing leadership position and forums where they can have input into decision making
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(Polcin & Henderson, 2008). Some houses have a “residents' council,” which functions as a
type of government for the house.

Recovery Philosophy in Sober Living Houses
Central to recovery in SLHs is involvement in 12-step mutual help groups (Polcin &
Henderson, 2008). Residents are usually required or strongly encouraged to attend meetings
and actively work a 12-step recovery program (e.g., obtain a sponsor, practice the 12 steps,
and volunteer for service positions that support meetings). However, some houses will allow
other types of activities that can substitute for 12 step groups, provided they constitute a
strategy for maintaining ongoing abstinence.

Developing a social network that supports ongoing sobriety is also an important component
of the recovery model used in SLHs. Residents are encouraged to provide mutual support
and encouragement for recovery with fellow peers in the house. Those who have been in the
house the longest and who have more time in recovery are especially encouraged to provide
support to new residents. This type of “giving back” is consistent with a principle of
recovery in 12-step groups. Residents are also encouraged to avoid friends and family who
might encourage them to use alcohol and drugs, particularly individuals with whom they
have used substances in the past (Polcin, Korcha, Bond, Galloway & Lapp, in press).

Purpose
There are several primary aims for this paper. First is to summarize key outcomes from our
study, “An Evaluation of Sober Living Houses,” which was a 5- year study funded by the
National Institute on Alcohol Abuse and Alcoholism (NIAAA) (i.e., Korcha, Polcin, Bond
& Galloway, 2010; Polcin, 2009; Polcin & Henderson, 2008; Polcin, Korcha, Bond &
Galloway, 2010; Polcin, Korcha, Bond & Galloway, in press; Polcin, Korcha, Bond,
Galloway & Lapp in press). Second is to expand on these findings by considering potential
implications of our research for inpatient and outpatient treatment and for criminal justice
systems. Third is to describe the next steps in our research on SLHs. These include plans to
study the community context of SLHs by examining attitudes of community stakeholder
groups (e.g., neighbors, local government officials, mental health therapists, criminal justice
professionals and practitioners in substance abuse treatment programs). We also describe
plans to conduct studies of resident subgroups, such as individuals referred from the
criminal justice system.

Data Collection Sites
The study was designed to assess outcomes for 300 individuals entering two types of SLHs:
1) Options Recovery Services (ORS) in Berkeley, California was an adapted model of SLHs
in that the houses were associated with an outpatient treatment program. 2) Clean and Sober
Transitional Living (CSTL) in Sacramento County, California consisted of freestanding
houses that were not affiliated with any type of treatment. The descriptions of CSLT and
ORS that follow are summaries of Polcin and Henderson (2008), Polcin (2009) and Polcin,
Korcha, Bond, Galloway & Lapp (in press).

Clean and Sober Transitional Living (CSTL)
CSLT is located in Sacramento County California and consists of 16 houses with a 136 bed
capacity. Residency at CSTL is divided into two phases. Phase I lasts 30 to 90 days and is
designed to provide some limits and structure for new residents. Residents must agree to
abide by a curfew and attend at 12-step meetings five times per week. The purpose of these
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requirements is to help residents successfully transition into the facility, adapt to the SLH
environment, and develop a stable recovery program.

The second phase allows for more personal autonomy and increased responsibility for one's
recovery. Curfews and requirements for 12-step attendance are reduced. All residents,
regardless of phase, are required to be active in 12-step recovery programs, abide by basic
house rules, and abstain from alcohol and drugs. A “Resident Congress” consisting of
current residents and alumni helps enforce house rules and provides input into the
management of the houses. Although the owner/operator of the houses is ultimately
responsible, she/he defers to the Residents Congress as much as possible to maintain a peer
oriented approach to recovery. In order to be admitted to CSTL prospective residents must
have begun some type of recovery program prior to their application.

Options Recovery Services (ORS)
ORS is an outpatient substance abuse treatment program located in Berkeley, California that
treats approximately 800 clients per year. Most of the clients are low income and many have
history of being homeless at some point in their lives. Because a large number do not have a
stable living environment that supports abstinence from alcohol and drugs, ORS developed
SLHs where clients can live while they attend the outpatient program. Currently there are 4
houses with 58 beds. The houses are different from freestanding SLHs, such as those at
CSTL, because all residents must be involved in the outpatient program. Most residents
enter the houses after residing in a short term homeless shelter located near the program. At
admission, nearly all residents are eligible for some type of government assistance (e.g.,
general assistance or social security disability) and use those funds to pay SLH fees. To help
limit social isolation and reduce costs residents share bedrooms. Like other SLH models of
recovery, residence are free to stay as long as they wish provide they comply with house
rules (e.g., curfews, attendance at 12-step meetings) and fulfill their financial obligations.
Also like other SLH models, each house has a house manager who is responsible for
ensuring house rules and requirements are followed. ORS does not have any type of
Residents Council, but house managers meet regularly with the executive director and have
input into operation of the SLHs in during these contacts.

Procedures
Participants were interviewed within their first week of entering a sober living house and
again at 6-, 12-, and 18-month follow up. To maximize generalization of findings, very few
exclusion criteria were used and very few residents declined to participate. Primary
outcomes consisted or self report measures of alcohol and drug use. Secondary outcomes
included measures of legal, employment, medical, psychiatric and family problems. Some
measures assessed the entire 6 months between data collection time points. Others, such as
the Addiction Severity Index, assessed shorter time periods of 30 days or less.

Measures
1) Demographic Characteristics—included standard demographic questions such as
age, gender, ethnicity, marital status, and education.

2) Addiction Severity Index Lite (ASI)—The ASI is a standardized, structured
interview that assesses problem severity in six areas: medical, employment/support, drug/
alcohol, legal, family/social and psychological (McLellan et al., 1992). Each of the six areas
is scored for 0 (low) to 1 (high).
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3) Psychiatric symptoms—To assess current psychiatric severity we used the Brief
Symptom Inventory (Derogatis & Melisaratos, 1983). This 53-item measure assesses
severity of psychiatric symptoms on nine clinical scales as well as three global indices.
Items are rated on a 5-point scale and ask about symptoms over the past 7 days. We used the
Global Severity Index (GSI) as an overall measure of psychiatric severity.

4) Six month measures of alcohol and drug use—These measures were taken from
Gerstein et al. (1994) and labeled Peak Density and 6-month abstinence. Peak Density is the
number of days of any substance use (i.e., any alcohol or drug) during the month of highest
use over the past 6 months (coded 0-31). Six-month abstinence was a dichotomous yes/no
regarding any use of alcohol of drugs over the past 6 months.

5) Arrests—This measure was taken from Gerstein et al. (1994) and was defined as
number of arrests over the past 6 months.

Two additional measures were included as covariates because they assess factors
emphasized by as important to recovery in SLHs.

6) Alcoholics Anonymous Affiliation Scale—This measure includes 9 items and was
developed by Humphreys, Kaskutas and Weisner (1998) to measure the strength of an
individual's affiliation with AA. The scale includes a number of items beyond attendance at
meetings, including questions about sponsorship, spirituality, and volunteer service positions
at meetings.

7) Drinking and drug use status in the social network—These measures were taken
from the Important People Instrument (Zywiak, et al., 2002). The instrument allows
participants to identify up to 12 important people in his or her network whom they have had
contact with in the past six months. Information on the type of relationship (e.g., spouse,
friend), amount of contact over the past 6 months (e.g., daily, once or twice a week) and
drug and alcohol use over the past 6 months (e.g., heavy user, light user, in recovery) was
obtained for each person in the social network. The drinking status of the social network was
calculated by multiplying the amount of contact by the drinking pattern of each network
member, averaged across the network. The same method is applied to obtain the drug status
of the network member; the amount of contact is multiplied by the pattern of drug use and
averaged across network members.

Hypotheses
Hypotheses suggested that we would find two types of longitudinal outcomes: 1) Individuals
entering the houses with higher severity of problems would show significant improvement
between baseline and 6 months and those improvements would be maintained at 12 and 18
months and 2) Individuals entering houses with low severity would maintain low severity at
all follow up time points. It was expected that measures of social support for sobriety and
12-step involvement would be associated with primary outcomes.

The study design used repeated measures analyses to test how study measures varied over
time. Because the two types of houses served residents with different demographic
characteristics, we conducted disaggregated longitudinal analyses for each. For a more
complete description of the study design and collection of data see Polcin et al. (2010),
Polcin et al. (in press) and Polcin, Korcha, Bond, Galloway and Lapp (in press).
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Data Collection
At CSTL we recruited 245 individuals within their first week of entering the houses. Most
were men (77%), white (72.5%) and middle age (mean=38, se=0.65). Over 75% had at least
a high school education or GED. The most common referral source was self, family or
friend (44%) followed by criminal justice (29%) and inpatient treatment (15%). Over a third
(35%) of the sample indicated that jail or prison had been their usual housing situation over
the past 6 months and few reported any type of stable housing over the past 6 months. Just
7% reported renting an apartment as their primary housing, while 23% reported staying with
family or friends and 12% reported homeless as their primary living situation

ORS had 4 houses, where we recruited 55 participants. Most were African American (59%),
while 30% were white. The mean age was 43 years (se=1.2). Most residents had completed
high school or a GED (73%). Nearly half of the residents had been self referred of referred
by family or friends. About 24% were criminal justice referrals and a third had spent some
time in a controlled environment during the month before entering the house. Many of the
residents had histories of homelessness. When asked to indicate their usual housing situation
the past six months, a third indicated homeless or in a shelter.

Follow up rates for CSLT were 72% at 6 months, 71% at 12 months ad 73% at 18 months.
However, 89% of the sample (N=218) participated in at least one follow up interview. The
proportions successfully followed up at ORS were similar at 12 and 18 months (76% and
71% respectively) but higher at 6 months (86%). To address the issue of missing data from
individuals who we were not able to locate for follow up interviews, we used analytic
methods that did not require participants to complete 0interviews at all time points to be
include in the analysis. These included generalized estimated equations (GEE) and mixed
model regressions. In addition, when we compared baseline characteristics of individuals
successfully located and interviewed with those lost at follow up we did not find significant
differences. However, individuals who we were not able to follow up did have shorter
lengths of stay in the SLHs.

Main Findings
Detailed descriptions of analytic methods and statistical results have been reported in Polcin,
Korcha, Bond, & Galloway (2010), Polcin Korcha, Bond, & Galloway (in press), and Polcin
Korcha, Bond, Galloway & Lapp (in press). Our purpose here is to summarize the most
salient and relevant findings for SLHs as a community based recovery option. We then
expand on the findings by considering potential implications of SLHs for treatment and
criminal justice systems. We also include a discussion of our plans to study the community
context of SLHs, which will depict how stakeholder influences support and hinder their
operations and potential for expansion.

Retention
Retention of residents in the sober living houses was excellent. Average lengths of stay in
both types of sober living houses surpassed the National Institute on Drug Abuse
recommendation of at least 90 days to obtain maximum benefit. The average length of stay
at ORS was 254 days (se=169 days) and at CSLT it was 166 days (se=163).

Primary Outcomes
As hypothesized, there were two patterns of outcome for our primary outcome variables.
One pattern was that residents reduced or stopped their substance use between baseline and
6 month follow up and then maintained those improvements at 12 and 18 months. This was
the case for both substance use measures that assessed 6 month period of time: 1) complete
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abstinence over the 6 months and 2) maximum number of days of any substance use during
the month of highest use. For example, at ORS 6-month abstinence rates improved from
11% at baseline to 68% at 6- and 12-months. At 18 months abstinence was a bit lower,
(46%) but still significantly better than the time period before they entered the houses. For
CSLT, abstinence improved from 20% at baseline, to 40% at 6 months, 45% at 12 months
and 42% at 18 months. Maximum number of days of use per month at ORS on average
declined from 19 days per month at baseline, to 3 days at 6 months, 4 days at 12 months and
7 days at 18 months. CSLT declined from 19 days at baseline, to 11 days at 6 months, 9
days at 12 months and 13 days at 18 months.

Findings on the ASI alcohol and drug scales measuring the past 30 days reflected different
patterns. At CSLT, residents entered with low alcohol (mean=0.16, se=0.02) and drug
(mean=0.08, se=0.01) severity. Because severity was low there was limited room to improve
on these measures. Nevertheless, we found significant improvement at 6 months for both
alcohol (mean=0.10, se=0.02) and drug (mean=0.05, se=0.01). Those improvements were
maintained at 12 and 18 months. At ORS, residents entered with even lower alcohol
(mean=0.07, se=0.02) and drug (mean=0.05, se=0.01) severity that was maintained at 6, 12
and 18 month follow up. Potential reasons for low alcohol and drug severity at baseline
included large proportions spending some time in a controlled environment during the 30
days before they entered the houses. In addition, many residents had begun working on a
recovery program shortly before they entered the houses (e.g., attending 12-step meetings).
In fact, the ORS program typically required 30 days of abstinence before being eligible to
enter the residence.

It was noteworthy that a wide variety of individuals in both programs had positive outcomes.
There were no significant differences within either program on outcomes among
demographic subgroups or different referral sources. In addition, it is important to note that
residents were able to maintain improvements even after they left the SLHs. At 12 months
68% had left ORS and 82% had left CSLT. By 18 months nearly all had left, yet
improvements were for the most part maintained.

Secondary Outcomes
There were also improvements noted on the secondary outcome measures. At CSTL these
included improvements on employment, psychiatric symptoms, and arrests. The pattern was
again significant improvement between baseline and 6 months that was generally maintained
at 12 and 18 months. The percent arrested 6 months pre-baseline was 42%, which dropped
to 26% at 6-month follow up and 22% at 12 months. There was a light increase at 18 months
(28%), which was still significantly lower than pre-baseline. Employment severity on the
ASI improved from a mean of 0.76(se=0.02) at baseline to a mean of 0.53(se=0.02) at six
months. At 12 months the mean was 0.54(se=0.03), which increased only slightly at 18
months (mean=0.59, se=0.02). Psychiatric symptoms improved from a mean of
0.83(se=0.05) at baseline to 0.69(se=0.05) at 6 months. By 18 months there was a bit of an
increase (mean=0.72, se=0.06), which was no longer statistically significant but was still a
statistical trend (p<.10).

At ORS there were similar patterns of improvement on employment and arrests. From
baseline to 6 months the average score on the ASI employment scale improved from 0.61
(se=0.02) to 0.51 (se= 0.03) and was maintained at 12 and 18 months. The odds of being
arrested were reduced from baseline to 6 months by 80% and even further reduced at 12 and
18 months.
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Factors that Predicted Outcome
In addition to documenting longitudinal outcomes, we were interested in assessing factors
that predicted outcomes. Using GEE models that assessed a variety of factors across data
collection time points we found involvement in 12-step groups to be the strongest predictor
of our primary outcomes. For CSLT, 12-step involvement was associated with being
abstinent for at least 6 months (p<.001), lower maximum days of substance us per month
(p<.001, and fewer arrests (p<.01). For ORS, 12-step involvement was associated with
abstinent for at least 6 months (p<.05), lower maximum days of substance us per month (p<.
01), and lower ASI legal severity (p<.05).

We also examined how drinking and drug use in the participant's social network related to
outcomes. At CSLT we found heavier drinking and drug use in the social network was
related to worse outcome on all alcohol and drug outcome measures (p<.01 for all
variables). At ORS the findings were mixed. There was a significant relationship between
maximum number of days of substance use per month and drinking in the social network
(p<.05) and drug use in the social network (p<.01). However, there were no significant
relationships between social network variables and abstinence. In addition, for the ASI
alcohol and drug scales at ORS, the only significant association with social network
variables was heavier drug use in the social network predicting ASI alcohol outcome (p<.
01).

In a recent analysis of CSTL residents we looked at psychiatric severity as a predictor of
alcohol and drug outcome using growth curve models (Korcha et al (2010). We found that a
subgroup of about a third of the residents had significantly higher psychiatric severity than
other residents and had significantly worse outcomes. Our work on identifying and
describing these residents with worse outcome is continuing.

Limitations
There are several limitations to the study that are important to consider. First, we could not
directly compare which type of SLH was most effective because there were demographic
and other individual characteristics that differed between the two types of houses. Second,
individuals self selected themselves into the houses and a priori characteristics of these
individuals may have at least in part accounted for the longitudinal improvements. Although
self selection can be viewed as a weakness of the research designs, it can also be conceived
as a strength, especially for studying residential recovery programs. Our study design had
characteristics that DeLeon, Inciardi and Martin (1995) suggested were critical to studies of
residential recovery programs. They argued that self selection of participants to the
interventions being studies was an advantage because it mirrored the way individuals
typically choose to enter treatment. Thus, self selection was integral to the intervention
being studied and without self selection it was difficult to argue that a valid examination of
the invention had been conducted. In their view, random assignment of participants to
conditions was often appropriate for medication studies but often inappropriately applied
when used to study residential services for recovery from addiction.

Significance of the Study
Our study represents the first examination of sober living house residents using a
longitudinal design. To date, our papers have looked at study findings in terms of the types
of improvements residents make and factors associated with outcome, the substance of
which has been summarized above. One of our aims here, however, is also to look at
significance from the perspective of how SLHs might impact various service systems in the
community. The promising outcomes for SLH residents suggest that sober living houses
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might play more substantive roles for persons: 1) completing residential treatment, 2)
attending outpatient treatment, 3) seeking non-treatment alternatives for recovery, and 4)
entering the community after criminal justice incarceration.

Treatment Systems
The two types of recovery houses assessed in this study showed different strengths and
weaknesses and served different types of individuals. Communities and addiction treatment
systems should therefore carefully assess the types of recovery housing that might be most
helpful to their communities. Several considerations are reviewed below.

Outpatient programs in low income urban areas might find the Options Recovery Services
model of SLHs helpful. Relative to the other housing programs, this model was inexpensive
and the houses were conveniently located near the outpatient facility. Typically, residents
entered these SLHs after establishing some period of sobriety while they resided in a nearby
shelter and attended the outpatient program. A significant strength of the Options houses
was that residents were able to maintain low alcohol and drug severity at 12-month follow
up.

There are several significant advantages of establishing SLHs associated with outpatient
treatment as apposed to traditional halfway houses. First, residents in SLHs are free to stay
as long as they wish after completing the outpatient program as long as they abide by
program rules. This eliminates arbitrary discharge dates determined by the program, a
procedure often used by halfway houses to free up beds. Rather, the resident is able to
decide when he or she is ready to transition to more independence. Among other things, this
eliminates the need to move to questionable living environments that might not support
recovery due to time limitations. SLHs are also less costly than halfway houses, which are
usually funded by treatment programs.

SLHs combined with outpatient treatment may be especially valuable to resource poor
communities that do not have funds to establish residential treatment programs or have the
income levels that could support freestanding sober living houses which are more expensive.
Most of the rent for the Options SLHs was paid by General Assistance or Social Security
Income, so a variety of low income residents could be accommodated. While the level of
support is less intensive (and less expensive) than that offered in residential treatment, it is
more intensive than the relative autonomy found in freestanding SLHs. Some residents
probably benefit from the mandate that they attend outpatient treatment during the day and
comply with a curfew in the evening. For some individuals, the limited structure offered by
freestanding SLHs could invite association with substance using friends and family and thus
precipitate relapse. This could be particularly problematic in poor communities where
residents have easy access to substances and people who use them.

Freestanding SLHs
The roles that freestanding SLHs can play in communities are different from SLHs that are
associated with outpatient treatment. First, freestanding houses are often used by individuals
who have some previous experience with residential treatment. While some of these
individuals transition directly from the inpatient program to the SLH, others enter the houses
after some post-treatment period in the community. They may slip, relapse or feel vulnerable
to relapse, but for a variety of reasons not want to reenter a formal treatment program.
Nevertheless, they may feel the need to take action and get support for reestablishing
abstinence. Freestanding SLHs can be a good match for these individuals because they offer
support for sobriety outside the context of formal treatment.
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Freestanding SLH's offer a limited amount of structure and no formal treatment services.
Thus, they are optimal for residents who are capable of handling a fair amount of autonomy
and who can take personal responsibility for their recovery. Despite these limitations, CSLT
appeared to benefit many different types of residents who were referred from an array of
personal and institutional sources (i.e., self, family, criminal justice systems, and inpatient
treatment programs). Expansion of freestanding SLHs in communities might therefore ease
the burden on overwhelmed treatment systems. In communities that are unable to fund a
sufficient number of treatment programs for individuals with substance use disorders,
freestanding SLHs might be a clinically and economically effective alternative. The
availability of treatment slots for individuals released from jail or prison or particularly
lacking. For some those offenders who are motivated for abstinence and capable of handling
some degree of autonomy SLHs might be a viable and effective option for recovery that is
currently underutilized.

Criminal Justice Systems
Prison and jail overcrowding in the U.S. has reached a crisis point. Each year more than 7
million individuals are released from local jails into communities and over 600,000 are
released on parole from prison (Freudenberg, Daniels, Crum, Perkins & Richie, 2005).
Although the need for alcohol and drug treatment among this population is high, very few
receive services during or after their incarceration. In California, studies show that few
offenders being released from state prisons have adequate housing options and in urban
areas such as San Francisco and Los Angeles up to a third become homeless (Petersilia,
2003). Housing instability has contributed to high reincarceration rates in California, with up
to two-thirds of parolees are reincarcerated within three years. In a study of women
offenders released from jails in New York City 71% indicated that lack of adequate housing
was their primary concern.

Despite the enormous need for housing among the offender population, SLHs have been
largely overlooked as a housing option for them (Polcin, 2006c). This is particularly
concerning because our analysis of criminal justice offenders in SLHs showed alcohol and
drug outcomes that were similar to residents who entered the houses voluntarily. However,
as reviewed elsewhere (i.e., Polcin, 2006c), SLHs need to carefully target criminal justice
involved individuals so that they select offenders that have sufficient motivation to remain
abstinent and are able to meet their financial obligations.

Where do We go from Here?
There are multiple directions one could go in pursuit of additional research on SLHs. For
example, studies comparing different living situations for individuals in early recovery could
help highlight the relative strengths and weaknesses of SLHs. In addition, longer follow up
time periods could be assessed as well as outcomes for a wider variety of subgroups. These
might include minority groups, larger samples of women, and a variety of individual level
characteristics not assessed here (e.g., self efficacy and interpersonal skills). However, we
have opted to look at two topics that we think are of immediate relevance to communities: 1)
documenting and improving outcomes for criminal justice referred residents and 2)
understanding the community context within which SLHs operate.

Improving Outcomes for Criminal Justice Referred Residents
Findings from our study suggested that alcohol and drug outcomes for residents referred
from the criminal justice system were equivalent to that of voluntary residents. However,
offenders did not fare as well as others in two areas: finding and maintaining employment
and avoiding arrests. In addition, the numbers of criminal justice referred residents was
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relatively small and an examination of a larger sample of offenders is warranted. Among
other things, the larger sample would enable us to identify predictors of outcome among
offenders. The field would therefore be better equipped to identify those offenders who are
more likely to do well in SLHs.

In addition to studying a larger number of offenders, we hope to explore an innovative
intervention designed to improve outcomes for these residents in terms of employment,
arrests, and other areas. Toward that end, we are in the process of developing a Motivational
Interviewing Case Management (MICM) intervention designed to help offenders
successfully transition into SLHs, avoid rearrest by complying with the terms of probation
or parole, and succeed in activities that support successful transition into the community
(e.g., employment). Our intervention modifies motivational interviewing to address the
specific needs of the offender population (Polcin, 2006b). Specifically, it helps residents
resolve their mixed feelings (i.e., ambivalence) about living in the SLH and engaging in
other community based services. Thus, the intervention is a way to help them prepare for the
challenges and recognize the potential benefits of new activities and experiences.

Assessing the Impact of the Community Context
The fact that residents in SLHs make improvement over time does not necessarily mean that
SLHs will find acceptance in the community. In fact, one of the most frustrating issues for
addiction researchers is the extent to which interventions that have been shown to be
effective are not implemented in community programs. We suggest that efforts to translate
research into treatment have not sufficiently appreciated how interventions are perceived
and affected by various stakeholder groups (Polcin, 2006a). We therefore suggest that there
is a need to pay attention to the community context where those interventions are delivered.

As a next step in our research on SLHs we plan to assess how they are viewed by various
stakeholder groups in the community, including house managers, neighbors, treatment
professionals, and local government officials. Interviews will elicit their knowledge about
addiction, recovery, and community based recovery houses such as SLHs. Their perceptions
of the strengths and weaknesses of SLHs in their communities should provide data that can
be used to modify houses to improve acceptance and expand to serve more drug and alcohol
dependent persons. We hypothesize that barriers to expansion of SLHs might vary by
stakeholder groups. Different strategies may be needed for those who lack information about
SLHs, have beliefs that they are not effective, have allegiances to other treatment
approaches, have views that minimize social factors in recovery, and live in communities
where public policy hinders expansion of SLHs. Drug and alcohol administrators and
operators of houses might therefore need different strategies to address the concerns of
different stakeholders.

Conclusion
Many individuals attempting to abstain from alcohol and drugs do not have access to
appropriate housing that supports sustained recovery. Our study found positive longitudinal
outcomes for 300 individuals living in two different types of SLHs, which suggests they
might be an effective option for those in need of alcohol- and drug-free housing.
Improvements were noted in alcohol and drug use, arrests, psychiatric symptoms and
employment. Owners and operators of SLHs should pay attention to factors that predicted
better alcohol and drug outcomes, including higher involvement in 12-step meetings, lower
alcohol and drug use in the social network, and lower psychiatric severity. Although
criminal justice referred residents had alcohol and drug use outcomes that were similar to
other residents, they had a harder time finding and keeping work and had higher rearrest
rates. Areas for further research include testing innovative interventions to improve criminal
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justice outcomes, such as Motivational Interviewing Case Management (MICM) and
examining the community context of SLHs. Recognizing stakeholder views that hinder and
support SLHs will be essential if they are to expand to better meet the housing needs of
persons suffering from alcohol and drug disorders.
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EXHIBIT



A Clean and Sober Place to Live: Philosophy, Structure, and
Purported Therapeutic Factors in Sober Living Houses

Douglas L. Polcin, Ed.D., MFT and Diane Henderson, B.A.
Alcohol Research Group, Public Health Institute, 6475 Christie Avenue, Suite 400, Emeryville, CA
94608-1010

Abstract
The call for evidence based practices (EBP’s) in addiction treatment is nearly universal. It is a
noteworthy movement in the field because treatment innovations have not always been implemented
in community programs. However, other types of community based services that may be essential
to sustained recovery have received less attention. This paper suggests sober living houses (SLH’s)
are a good example of services that have been neglected in the addiction literature that might help
individuals who need an alcohol and drug-free living environment to succeed in their recovery. The
paper begins with an overview of the history and philosophy of this modality and then describes our
5-year longitudinal study titled, “An Analysis of Sober Living Houses.” Particular attention is paid
to the structure and philosophy of SLH’s and purported therapeutic factors. The paper ends with
presentation of baseline data describing the residents who enter SLH’s and 6-month outcomes on
130 residents.

Keywords
Housing; Sober Living House; Recovery House; Social Model Recovery

Both addiction researchers and treatment providers are increasingly calling for more evidence
based practices (EBP) (McCarty, September 6, 2006; Mee Lee, September 6, 2006; Miller,
Zweben & Johnson, 2006). In recent years, considerable resources have been directed toward
bridging research and treatment (Polcin, 2004). Perhaps the best known example of these
efforts is the National Institute on Drug Abuse Clinical Trials Network (CTN) (National
Institutes of Health, September 28, 1999). The CTN is an effort to conduct EBP trials in
community based treatment programs to demonstrate generalization of EBP’s to these “real
world” settings.

While bridging research and treatment is an important goal in which the addiction field is
making progress, community services that might play critical roles in the long term success of
recovery have not received sufficient attention (Polcin, 2006a). Alcohol and drug dependent
individuals with histories of homelessness, incarceration, and lack of social support for sobriety
are particularly vulnerable to relapse without the provision of long term community based
services that support sobriety.

This paper attempts to broaden the view of recovery beyond EBP’s by describing the potential
role of sober living houses (SLH’s). The paper begins with a depiction of the history of SLH’s
along with a description of how the sober living philosophy of recovery evolved over time.
Our 5-year longitudinal study funded by the National Institute on Alcohol Abuse and
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Alcoholism titled, “An Evaluation of Sober Living Houses” is then described. Particular
attention is paid to the structure, operations, and purported therapeutic factors of SLH’s.
Finally, baseline findings from our research that describe the characteristics of individuals
entering the houses and 6-month outcomes on 130 residents are presented.

Definition of Sober Living Houses
SLH’s are alcohol and drug free living environments for individuals attempting to maintain
abstinence from alcohol and drugs (Wittman, 1993). They offer no formal treatment but either
mandate or strongly encourage attendance at 12-step groups. SLH’s have been important
resources for individuals completing residential treatment, attending outpatient programs,
leaving incarceration or seeking alternatives to formal treatment (Polcin, 2006b).

Although there are similarities between SLH’s and other residential facilities for substance
abusers, such as “halfway houses,” there are important differences as well. Unlike many
halfway houses, SLH’s are financially sustained through resident fees and individuals can
typically stay as long as they wish. Because they do not offer formal treatment services, they
are not monitored by state licensing agencies. However, many sober living homes are members
of SLH coalitions or associations that monitor health, safety, quality, and adherence to a social
model philosophy of recovery that emphasizes 12-step group involvement and peer support.
Examples of SLH coalitions in California include the California Association of Addiction
Recovery Resources (CAARR) in the northern part of the state and the Sober Living Network
in the south. Over 24 agencies affiliated with CAARR offer clean and sober living services.
The SLN has over 250 individual houses among it membership. Outside of California, the
“Oxford House” model of sober living is popular, with over 1,000 houses nationwide as well
as a presence in other countries (Jason, Davis, Ferrari & Anderson, 2007). However, because
there is no formal monitoring of SLH’s that are not affiliated with associations or coalitions it
is impossible to provide an exact number of SLH’s in California or nationwide.

The History and Evolution of the Sober Living House Model
The earliest models of SLH’s began in the 1830’s and were run by religious institutions such
as the YMCA, YWCA, and Salvation Army (Wittman, 1993; Wittman, Bidderman & Hughes,
1993). These “dry hotels” or “lodging houses” evolved in part out of the Temperance
Movement, which sought ways for individuals to overcome social pressures to drink. These
Temperance based SLH’s tended to be run by operators and landlords who had strong personal
convictions about sobriety. Unlike many contemporary SLH’s, residents generally had little
input into operations of the facility and landlords/operators frequently encouraged attendance
at religious services.

After World War II many metropolitan areas increased in population. Along with a tighter
housing market came more widespread alcohol related problems (Wittman, Biderman &
Hughes, 1993). At the same time, the era of self help recovery via Alcoholics Anonymous
(AA) was emerging. In the city of Los Angeles, recovering AA members opened “twelfth step”
houses to address the increased need for alcohol and drug free living environments. Managers
of these houses either mandated or strongly encouraged attendance at AA meetings to facilitate
residents’ recovery. Operations of the house were generally the responsibility or the house
manager or owner. By the 1960’s Los Angeles supported several dozen such houses (Wittman,
Bidderman & Hughes, 1993).

The need for sober housing increased during the 1970’s and continues today. Wittman
(1993) observed that one reason for the increased need was the decline of affordable housing
in metropolitan areas during the mid 70’s. Cities decreased rooming houses and single room
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occupancy hotels that were frequently used as sober living residences. As a result, there were
fewer SLH’s available at the time when the need was high.

Other factors that contributed to the need for more SLH’s was the deinstitutionalization of
psychiatric hospitals without the provision of adequate community based housing (Polcin,
1990) and the decline of residential addiction treatment programs (Wittman, 1993). The result
has been an explosion of homelessness. As reviewed elsewhere (Polcin et al., 2004),
homelessness affected nearly 6 million people from 1987 to 1993. Conservative estimates
indicate 40% suffer from alcohol problems and 15% suffer form drug problems (McCarty et
al., 1991). In one county in Northern California, a study of homelessness revealed a lifetime
prevalence for substance use disorders of 69.1% (Robertson & Zlotnick, 1997).

Newer Models of Sober Living Houses
An important exception to the decline of SLH’s during the 1970’s was the development of
Oxford Houses (O’Neill, 1990). When a halfway house for substance abusers in Montgomery
County Maryland closed, the clients continued their residence by paying rent and utilities
themselves and implementing a shared, democratic style of managing the house. The residents
were apparently satisfied with this new arrangement and the model rapidly expanded. While
they are common in other parts of the country, they are rare in California, where other types
of SLH’s existed before Oxford Houses became widespread.

The Oxford House model offers a “social model” recovery philosophy (Kaskutas, 1999) that
emphasizes peer support for sobriety and shared, democratic leadership in managing house
operations. In addition, Oxford houses are financially independent of outside organizations
and are financially self-sustaining. Although residents are not required to attend 12-step groups,
they are generally encouraged to do so. Research in Oxford houses indicates that 12-step
involvement is high, with about 76% of the residents attending 12-step meetings at least weekly
(Nealon-woods, Ferrari & Jason, 1995).

Other types of SLH’s have been more varied in their operations. The early “dry hotels” or
“lodging houses” in particular were dominated by the influence of landlords or managers. Some
SLH’s today continue with a “strong manager” model of operations. Often, a person in recovery
rents out rooms, collects money for rent and bills, evicts individuals for relapse and either
mandates or strongly encourages attendance at 12-step meetings. The potential downfall of
these types of houses is they do not capitalize on the strength of peer support and peer
empowerment. Fortunately, many contemporary house managers have recognized the value
of integrating social model recovery principles into house operations. These houses tend to
have a residents council or a similar mechanism for resident empowerment and input into house
operations. In California, SLH coalitions such as CAARR and the SLN require evidence of
resident involvement in managing operations because peer support and empowerment are
thought to be key factors in the success of SLH’s.

An Evaluation of Sober Living Houses
An Evaluation of Sober Living Houses” is a 5-year study funded by the National Institute on

Alcohol Abuse and Alcoholism (Polcin, Galloway, Taylor & Benowitz-Fredercks, 2004). It
aims to track 300 individuals over 18 months who live in 20 different SLH’s administered by
2 different agencies. This report will focus on 6-month outcomes for 130 individuals residing
in 16 sober living houses affiliated with Clean and Sober Transitional Living (CSTL) in
Sacramento, California.

Study procedures included recruiting residents for the research within their first week of
entering the SLH. All participants signed informed consent documents and were informed that
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their responses were confidential. A federal certificate of confidentiality was obtained to further
protect study confidentiality. Interviews were conducted at entry into the houses and at 6-month
follow-up. We expected residents entering SLH’s who had established sobriety would maintain
that sobriety, while those with recent substance use would show significant improvement.

Primary outcome measures included the Addiction Severity Index (ASI) (alcohol, drug,
medical, legal, family/social, and vocational severity scales) (McLellan, et al., 1992), six month
measures of substance use (Gerstein et al, 1994), and the Brief Symptom Inventory to measure
psychiatric severity (Derogatis & Melisaratos, 1983). In addition, we examined factors that
correlated with outcome. Our protocol includes measures of social support for sobriety (Zwyak
& Longabaugh, 2002) and involvement in 12-step groups (Humphreys, Kaskutas & Weisner
(1998). To assess for DSM psychiatric diagnostic categories at baseline we used the Psychiatric
Diagnostic Screening Questionnaire (PDSQ) (Zimmerman & Mattia, 1999).

Before reporting study findings that compare resident functioning at baseline and 6-month
follow up, a description of the houses at CSTL will be provided that emphasizes SLH structure,
operations, and philosophy.

Clean and Sober Transitional Living
CSTL was founded in 1986 by a recovering alcoholic and addict who had lost a brother to
addiction and could not find affordable housing that was conducive to recovery. He and several
roommates opened their own sober living house and the facility grew to the sixteen houses
today. All of the houses are located in a suburb seventeen miles northeast of Sacramento,
California. All houses are within a 9 mile radius of each other, which facilitates a sense of
community and commitment.

Currently, about 90% of the residents pay their rent using their own funds; about 10% of the
residents have their rent paid by SASCA (Substance Abuse Services Coordinating Agency),
an agency created for graduates of Substance Abuse Programs in the California Department
of Corrections.

CSTL embraces the Alcoholics Anonymous and Narcotics Anonymous philosophy of recovery
and requires residents to be active members in those programs. The CSTL goal is to help the
addicted person create a new, alcohol and drug-free lifestyle. To accomplish this goal, CSTL
offers a long term, continuous clean and sober living environment and a culture of sobriety in
a community of peers. Social support for sobriety is emphasized along with “experiential
learning,” where residents learn strategies from each other about how to succeed in recovery.
In addition, residents support each other in informal ways, such as providing suggestions about
where to find work or how to seek help for medical or psychiatric problems. Consistent with
the principles of social model recovery, residents are empowered through participation in a
“Resident Congress.”

Phase System—One of the ways that CSLT has built upon the traditional sober living house
model is through implementation of a phase system. Rather than all residents immediately
having the same responsibilities and freedoms as soon as they enter the house, the phase system
ensures more structure for new members and increasing freedoms for those who have resided
in the house for a longer period. The program has found that increased limits and
responsibilities early in the residence helps individuals adapt to the sober living environment.
As they develop stability in their residence and recovery they tend to be more successful with
the increased freedom and autonomy of phase II.

There are 6 Phase I houses with 71 beds. To minimize isolation and maximize accountability,
bedrooms are shared by two or three people. All houses have 4 bedrooms with the exception
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of the larger main house, which includes offices for the administrative staff and the general
manager. This house also has a large community dining room offering home cooked dinners
nightly. The fee of $695 for Phase I houses includes rent, utilities, and family style meals.

There are 10 phase II houses and 65 beds, 61 of which have private rooms. Rent is $395 for a
shared room and $495 for a private room and includes furniture and utilities; residents are
responsible for food.

Policies and Operations—Before entering CSTL, prospective residents must have begun
a program of recovery. Some may be clean and sober because of incarceration, yet they may
be motivated to engage in sustained abstinence from alcohol and drugs. Others residents enter
with a recent history of residential treatment, while others have become substantively involved
in outpatient or self-help programs. Beyond that, decisions are made on a case by case basis.

All residents begin in Phase I, where they have the most restrictions and demanding chores.
Residents in Phase I carry an AA/NA meeting card that is checked for compliance with the
expectation that they attend five meetings per week. Residents must abide by a nightly curfew
and sign in and out for accountability. To progress to Phase II, a resident must have been in
Phase I a minimum of thirty days and have not been reprimanded for any violation of house
rules for thirty days. The resident requests the General Manager put them on the waiting List
for a Phase II house which usually has a thirty to ninety day wait. Phase II entails fewer
restrictions and more freedoms. For example, meeting cards to validate 12-step meeting
attendance are not required, there are no curfew requirements, and overnight guests are
permitted twice per week.

CSTL offers no form of counseling but requires that residents agree to 7 conditions:

1. not drink any form of alcohol;

2. not use any mind altering substances;

3. attend five 12-step meetings per week;

4. attend the mandatory Sunday Night House Meeting (a two hour meeting where
residents share what they did for their recovery that week as well as set goals for the
following week and share how their week went overall);

5. obtain a sponsor and be active in a 12-step program;

6. sleep at CSTL at least five nights per week;

7. be accountable for whereabouts when off CSTL property

In addition to abiding by the above seven conditions, residents are required to complete chores
and conduct themselves in a manner conducive to and consistent with recovery. Residents are
encouraged to find employment if they are not already employed when they move in.

CSTL tests for drugs and alcohol at random in both Phase I and Phase II. If relapse is suspected,
the resident is given an opportunity to admit to their use and a urine sample is taken. If the
resident denies use and the urinalysis is positive, the resident is immediately terminated from
the program. If the resident admits use, the resident is required to leave the property for 72 hrs
and then appears before a “judicial committee” made of senior peer residents who then
determine whether or not the resident is allowed to stay. Typical consequences for the first
relapse are community service activities or attendance at ninety 12-step meetings in ninety
days. Grounds for immediate termination include drinking or drug use on the property, taking
a fellow resident out to use, acts of violence, and sexual misconduct.
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If residents desire a change in the rules, they can make a request to the Resident Congress
which is governed by current residents and alumnae. Residents also have an opportunity for
input through their House Manager. The House Manager is a liaison between the residents and
the General Manger and advocates for residents. The House Manager is someone who has
demonstrated responsibility, integrity, is in good standing with the community and abides by
rules and regulations and is chosen by the General Manager.

Who Goes to CSTL?—Data from our research on 211 individuals enrolled in the study has
been presented at the Addiction Health Services Research (AHSR) Conference (Polcin,
2006, October 23–25). Baseline findings suggest that SLH’s serve a variety of individuals in
need of an alcohol and drug free living environment that supports recovery. The most common
referral source was the criminal justice system (25%), followed by family/friend (23%), self
(20%) and inpatient/residential treatment (13%). The role CSTL plays in addressing housing
problems for those in the criminal justice system can also be seen in the fact that 35% of the
sample indicated that jail or prison had been their usual housing situation over the past 6 months.
Few incoming residents reported stable housing over the past 6 months. While 7% reported
renting an apartment as their primary housing, 23% reported staying with family or friends and
12% reported homeless as their primary living situation. Ten percent indicate that a residential
treatment facility was their primary living situation.

In terms of demographic characteristics, a majority were male (76%), white (72%) and never
married (51%). The mean age was 36.5 (10.10).

While residents presented with a variety of substance abuse problems, those with
methamphetamine (49%) and alcohol (44%) dependence were the most prevalent. This finding
in part reflects the geographic area of the houses in the central valley area of California, an
area known to have high rates of methamphetamine abuse. Other substances were less
prominent: marijuana (25%) and cocaine (21%).

CSTL provides services to a large percentage of individuals who suffer from psychiatric
symptoms. We used the Psychiatric Diagnostic Screening Questionnaire (Zimmerman &
Mattia, 1999) to screen for prevalence of sixteen psychiatric disorders. Results indicated
widespread mental health problems. Large proportions of the sample met screening criteria for
various disorders: social phobia 46%, generalized anxiety 41%, post traumatic stress disorder
38%, major depression 35%, and psychotic disorders 30%. While the screening criteria were
significantly lower than the symptom level required for a DSM diagnosis, it does indicate the
existence of psychiatric issues that should be assessed and treated.

Despite the high prevalence of psychiatric severity, relatively few residents engaged in
psychiatric services. Only 12% reported attending outpatient psychotherapy sessions and only
30% reported receiving psychiatric medications between baseline and 6-month follow up.
Attendance in formal outpatient addiction treatment programs was also low, with 80%
reporting no alcohol or drug treatment during the 6 month assessment period.

Six Month Outcomes—Six month follow up findings have been reported on 130 residents
(Polcin, 2006, October 23–25). Findings indicated that residents made important improvements
between baseline and 6-month follow up. Despite the finding that 56% had left the houses by
the 6 month time point, 40% of the sample reported complete abstinence from alcohol and
drugs between baseline and 6-month follow up. An additional 24% reported they had been
completely abstinent five of the last six months.

To assess whether residents made improvement between baseline and 6-month follow up we
conducted comparisons of study variables between the two time points. Because most of the
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variables had data that were not normally distributed, we used a nonparametric analysis,
Wilcoxon Signed Ranks Tests for 2 Related Samples. Results showed that residents made
significant improvement over the 6-month period in terms of the number of months they used
drugs or alcohol (Z= 6.1, p<.001). On average, residents used substances about 3 of the 6
months before entering the sober living houses. That declined by half at 6-month follow up,
when they indicated they used substances 1.5 months on average. When we examined only
those individuals who relapsed (n=78), we found a significant reduction in the severity of
substance use between baseline and 6-month follow up. “Peak Density” (number of days of
substance use during the month of heaviest use) (Gerstein et al., 1994) declined from an average
of 23 days at baseline to 16 at 6-month follow up (Z= 3.4, p<.01). Other improvements were
noted in the number of days worked (Z= 5.0, p<.001), percent arrested (Z= 3.3, p<.01) and
severity of psychiatric symptoms (Z= 3.4, p<.01).

Although residents entered the SLH’s with relatively low ASI scores for Alcohol (mean=.17)
and Drug (mean=.08) scales, there were nonetheless significant improvements at 6 months for
alcohol (Z= 2.9, p<.01) and drug (Z= 2.8, p<01) scales. Significant improvement was also
noted on the ASI employment scale (Z= 6.1, p<.001) (Polcin, 2006, October 23–25).

What Factors are Associated with Outcome?—One of the goals of the research was
to identify factors that were associated with outcome. Interestingly, referral source was not
associated with outcome and those with criminal justice mandates did as will as those who
entered voluntarily (Polcin, 2006b). The two factors that appeared to be the strongest factors
associated with 6-month outcome were: 1) measures of psychiatric severity and 2) involvement
in 12-step groups (Polcin, 2006, October 23–25).

A modified version of the Alcoholics Anonymous Affiliation Scale was used to assess 12-step
involvement groups (Humphreys, Kaskutas & Weisner, 1998). The scale was modified to
include other types of 12-step meetings besides Alcoholics Anonymous, such as Narcotics
Anonymous. This measure included more than attendance at meetings; it also assessed
activities such as getting a sponsor, sponsoring others, participating in meetings, and
volunteering for service work (e.g., set up chairs, organize literature, and clean up after
meetings). Psychiatric severity was measured using the BSI (Derogatis & Melisaratos, 1983).

Logistic regression models were used to assess whether selected variables from 6-month
assessments were associated with 6-month outcome. As Table 1 indicates, involvement in 12-
step groups such as Alcoholics Anonymous or Narcotics Anonymous was strongly associated
with the number of months individuals used substances over the past 6 months. As involvement
in 12-step groups increased, individuals were about half as likely (OR=0.56) to be members
of the higher use group (defined as using substances during 2–6 months versus 0 to 1 month).

Involvement in 12-step groups was also a significant predictor of ASI alcohol severity. Table
2 shows that those with more involvement were less likely to be associated with higher alcohol
severity (O.R=0.75).

The other variable that was associated with 6-month outcome was psychiatric severity. At 6
months, those with higher psychiatric severity were nearly three times more likely to be
members of the high alcohol severity group. As shown in Table 3, psychiatric severity at 6
months also predicted higher ASI drug severity (OR=2.1).

Limitations—There are a number of limitations that should be apparent. First, the sample
was limited in size, geographic diversity, and type of SLH’s studied. Results obtained from
other areas of the country, other types of SLH’s (particularly “strong manager” houses), or
larger sample sizes could yield different results. Second, the study was descriptive and did not
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include comparison with individuals in a control group. We therefore do not know whether
comparable individuals would do better or worse in other types of living arrangements. Finally,
the results only examined 6-month outcomes. Whether these results hold over longer periods
of time is unknown.

Conclusion
The addiction treatment field must progress beyond the types of evidence based treatments
recommended in the literature if it is to succeed in helping large number of individuals achieve
sustained sobriety. Sober living houses are an excellent example of an underutilized modality
that could help provide clean and sober living environments to individuals completing
residential treatment, engaging in outpatient programs, leaving incarceration, or seeking
alternatives to formal treatment.

This paper has reviewed the historical roots of SLH’s along with the evolution of the SLH
philosophy of recovery. Findings from our study on SLH’s show they are utilized by a variety
of individuals and that residents show improvement at 6 month follow up in a variety of areas,
including substance use, work, arrests and psychiatric symptoms. While psychiatric severity
is high and improves at 6 months, relatively limited numbers of residents receive adjunctive
psychiatric services and higher psychiatric severity is associated with poorer outcome.
Consistent with the sober living philosophy of peer support for recovery, higher involvement
in 12-step groups such as Alcoholics Anonymous was associated with better outcome.
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Table 1
Logistic regression of 6-month variables predicting number of months used any substances at 6-month follow up (0–
1 versus 2–6) (N=130)

6-month Variable OR CI

AA/NA Involvement 0.56*** 0.43 – 0.73

***
p<0.001, controlling for age, sex, race, and psychiatric severity
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Table 2
Logistic regression of 6-month variables predicting ASI Alcohol Severity (Dichotomized) (N=130)

6-month Variable OR CI

AA/NA Involvement 0.75* 0.60 – 0.94
Psychiatric Symptoms (BSI) 2.8** 1.3 – 5.8

*
p<0.05,

**
p<0.01, controlling for age, sex, race and alcohol related social support
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Table 3
Logistic regression of 6-month variables prediction ASI Drug Severity (Dichotomized) (N=130)

6-month Variable OR CI

Psychiatric Symptoms (BSI) 2.1* 1.0 – 4.2

*
p<0.05, controlling for age, sex, race, and drug related social support
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Community Context of Sober Living Houses

Douglas L. Polcin, Ed.D., Diane Henderson, B.A., Karen Trocki, Ph.D., Kristy Evans, B.A.,
and Fried Wittman, Ph.D.
Alcohol Research Group, Public Health Institute, 6475 Christie Avenue, Suite 400, Emeryville, CA
94608-1010, Phone (510) 597-3440, Fax (510) 985-6459
Douglas L. Polcin: DPolcin@arg.org

Abstract
The success or failure of programs designed to address alcohol and drug problems can be
profoundly influenced by the communities where they are located. Support from the community is
vital for long term stability and conflict with the community can harm a program’s reputation or
even result in closure. This study examined the community context of sober living houses (SLHs)
in one Northern California community by interviewing key stakeholder groups. SLHs are alcohol
and drug free living environments for individuals attempting to abstain from substance use.
Previous research on residents of SLHs showed they make long-term improvements on measures
of substance use, psychiatric symptoms, arrests, and employment. Interviews were completed with
house managers, neighbors, and key informants from local government and community
organizations. Overall, stakeholders felt SLHs were necessary and had a positive impact on the
community. It was emphasized that SLHs needed to practice a “good neighbor” policy that
prohibited substance use and encouraged community service. Size and density of SLHs appeared
to influence neighbor perceptions. For small (six residents or less), sparsely populated houses, a
strategy of blending in with the neighborhood seemed to work. However, it was clear that larger,
densely populated houses need to actively manage relationships with community stakeholders.
Strategies for improving relationships with immediate neighbors, decreasing stigma, and
broadening the leadership structure are discussed. Implications for a broad array of community
based programs are discussed.

Keywords
Sober Living Houses; Residential Treatment; Environmental Influences; Neighborhood; NIMBY

The premise of this paper is that it is insufficient to study the effectiveness of community
based services without examining characteristics of the community context in which those
services are delivered. How services are perceived by key stakeholder groups will affect
whether they are implemented, the level of support they receive, and the types of barriers
they encounter (Guydish, et al., 2007; Jason, et al., 2005; Polcin, 2006). As an example, we
describe a study of the community context of Sober Living Houses (SLHs), which are
alcohol- and drug-free living environments for individuals attempting to achieve sustained
abstinence. The study compliments previous research showing that SLH residents make
improvements in a variety of areas, including reductions in substance use, arrests,
psychiatric severity and unemployment (Polcin et al., 2010). The community context of
SLHs is assessed by conducting qualitative interviews with stakeholders, including
managers of the houses, neighbors, and local key informants in one Northern California
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County. A typology of factors supporting and hindering operations and expansion of SLHs
in the community is provided.

Alcohol-and drug-free housing
Few problems in the treatment of addictive disorders have been more challenging than
helping clients find long-term, alcohol- and drug-free living environments that support
sustained recovery. The progress that clients make in residential treatment programs is often
jeopardized by the lack of appropriate housing options when they leave (Braucht, et al.,
1995). For clients attending aftercare or outpatient treatment, progress is often jeopardized
by their return to destructive living environments at the end of the treatment day (Hitchcock,
et al., 1995). These are often the same environments that originally contributed to their
addiction. Finding affordable housing has also become more difficult because of tight
housing markets in urban areas and the rise in unemployment.

One approach to the need for alcohol- and drug-free living environments has been to refer
individuals to residential treatment programs. However, as funding for residential services
has decreased over the years it has become an option for very few. Even when clients are
admitted to residential services, the length of treatment is typically short, often only a few
weeks. Although some programs have developed “half-way” or “step-down” living
facilities, these too have maximum lengths of time after which residents must leave
regardless of their readiness. Cost is an additional issue for halfway houses because
frequently public and private funders are unwilling to pay for services that are not medically
oriented. In addition, halfway houses tend to be available only to individuals who have
completed rigorous inpatient treatment, which diminishes the potential pool of individuals
who might make use of them.

Sober living houses
Polcin et al (2010) suggested sober living houses (SLHs) were an underutilized housing
option for a variety of individuals with addictive disorders, including those completing
residential treatment, attending outpatient treatment, being released from criminal justice
incarceration, and seeking non-treatment alternatives to recovery. SLHs offer an alternative
alcohol- and drug-abstinent living environment for individuals attempting to establish or
maintain sobriety (Wittman, 1993, 2009). Residents are free to come and go during the day
and are not locked into a group schedule, as is typical in most treatment programs. This
allows residents to pursue activities vital to recovery such as finding work or attending
school. Residents in most SLHs are afforded social support through shared meals,
socialization with recovering peers, house meetings, and access to a house manager. To help
residents maintain abstinence, SLH’s use a peer oriented, mutual-help model of recovery
that emphasizes social model recovery principles (Polcin & Borkman, 2008). As such, they
emphasize learning about addiction through personal recovery experience and drawing on
one’s own recovery as a way to help others.

Although management of SLHs varies, some include a residents’ council as a way to
empower residents in operation of the facility. While SLHs offer no formal counseling or
case management, they do either mandate or strongly encourage attendance at self-help
groups such as Alcoholics Anonymous or Narcotics Anonymous. Costs of living at the
facility are primarily covered by resident fees. Although some residents are able to draw
upon entitlement programs or financial help from their families, most must find work to
meet house rent and fees. Because SLHs are typically not part of formal treatment systems,
they are available to a broad range of individuals provided they follow basic house rules,
such as maintaining abstinence from substances, paying rent and fees, attending house
meetings and participating in upkeep of the facility.
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SLHs are similar to Oxford Houses for recovery, which are widely known in the U.S. and
developing in other countries as well (Jason, et al., 2005). Similarities between the two
housing models include prohibition of alcohol and drug use, social support for sobriety,
encouragement or a requirement to attend 12-step meetings and work a program of recovery,
and no limit on how long residents can live in the house. The main difference is that Oxford
houses have more regulations for structure, size, density and management of the houses.
Similar to our outcome studies of SLHs, which are described below, research on Oxford
houses has documented significant improvement of resident functioning over time. For a
more complete description of similarities and differences between the two housing models
see Polcin and Borkman (2010).

Jason and colleagues (2005) studied neighbor perceptions of Oxford Houses and found very
favorable views. However, they did not study other key stakeholders in the community, such
as local government officials and criminal justice staff. They also did not aim to understand
the impact of regulatory policies on the houses or what various stakeholders felt would
improve relationships. Finally, the study was limited to Oxford houses and might not
generalize to other types of recovery houses, including SLHs.

Purpose
The purpose of this study was to provide data that depicted the community context where
SLHs operate. We wished to understand views about SLHs among key stakeholder groups
and ways they support and hinder SLHs. To achieve our aim, we conducted qualitative
interviews with key stakeholders in the same geographic area where we conducted a
quantitative program evaluation of SLHs, Sacramento County (i.e., Polcin, et al., 2010). We
wanted to assess areas where stakeholder groups were in agreement about SLHs as well
areas where they disagreed. The ultimate goal was to create a typology of factors supporting
and hindering SLHs within as well as across stakeholder groups.

METHODS
Sample

To assess the community context of SLHs we conducted 43 in-depth qualitative interviews
with 1) neighbors of SLHs (N=20); 2) SLH managers (N=17), which included the owner of
the houses and the coordinator, and 3) key informants (N=6). Key informants included
representatives from the criminal justice system, local government, housing services, and
drug and alcohol treatment. The overall sample consisted of 18 women (43%), 3 from the
SLH manager group, 4 key informants and 11 neighbors. Eighty six percent of the sample
was white and ages ranged from 19 to 70. See Table 1 for a list of characteristics by
stakeholder group.

Data collection site
Clean and Sober Transitional Living (CSTL) in Fair Oaks, California was one of our data
collection sites for our earlier quantitative study (Polcin et al., 2010). Because the current
study was designed to complement our previous work, we interviewed house managers at
CSTL and neighbors who resided near one of the 16 CSTL houses. Key informants were
recruited from Sacramento County, the county in California where CSTL is located.

CSTL is slightly more structured than some SLHs because the houses are divided into six
phase I and ten phase II houses. Phase I houses are adjacent to each other and operate as one
unit, which includes shared dining and meeting spaces. These houses are located on a
frontage road next to a busy commercial street (i.e., not imbedded within a larger residential
area). The close proximity provides residents a sense of community that facilitates their
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commitment to the program. Although much less restrictive than residential treatment
programs, there is some degree of external control and structure. Phase I residents have a
curfew, must sign in and out when they leave and must have five 12-step meetings per week
signed by the meeting chairperson. A minimum of 30 days in a phase I house is required
before transitioning to phase II. The stability developed in phase I helps residents to be more
successful in phase II, which includes increased freedom and autonomy. Phase II houses are
conventional single-family homes and are dispersed in residential neighborhoods rather than
part of a single complex.

Although CSTL houses are owned by one individual, there are a number of ways that
residents are involved in management and operations. There is a “resident congress” that
develops rules for the community, a “judicial committee” committee comprised of residents
who enforce rules, and senior peers who monitor the behaviors of residents and bring rule
violations to the attention of the judicial committee. In addition, each house also has one
designated house manager and residents have an opportunity for input into the operation of
CSTL through this person.

CSLT tests for drugs and alcohol at random and may conduct a test at any time if substance
use is suspected. A positive test is grounds for dismissal from the house. However, a
resident with a positive urine screen may appeal to the judicial committee for reinstatement.
Other dischargeable offenses include drug use on the property, acts of violence, and sexual
misconduct with other residents. For a more complete description of CSTL see the Polcin
and Henderson (2008).

Our quantitative research on 250 CSTL residents who were tracked over an 18-month period
showed significant improvement in multiple areas of functioning, including alcohol and
drug use, employment, arrests, and psychiatric symptoms (Polcin et al., 2010). Importantly,
residents were able to maintain improvements even after they left the SLHs. By 18 months
nearly all had left, yet improvements were for the most part maintained. Although
individuals with a wide variety of demographic characteristics showed improvement, those
who benefited the most were those who were most involved in 12-step groups such as
Alcoholics Anonymous and those who had social networks with few or no heavy substance
users.

Procedures
All participants taking part in qualitative interviews were contacted by a research
interviewer and asked if they were willing to participate. They were informed about the
overall purpose of the study and if they agreed to participle they signed an informed consent
document. Interviews lasted about one hour and participants were offered $20 for their time.
All study procedures were approved by the Public Health Institute Institutional Review
Board in Oakland, California.

Content of the interviews
The overall goal of the qualitative interviews for all three stakeholder groups (i.e., house
managers, neighbors and key informants) was to identify areas of strength and weakness for
SLHs as well as barriers to expansion. Therefore, there was considerable overlap in the
questions asked of the three groups. Examples of questions asked of all three groups
included:

What are the strengths of SLHs? What are the weaknesses? What type of impact
have SLHs had on the surrounding neighborhood/community? What are the key
barriers to operating and expanding SLHs? How might SLHs be improved?
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Because the three groups had different relationships with SLH facilities, there were also
some differences in content of interviews. For example, house managers were asked:

What types of individual do well in SLHs? What types of individuals need a
different environment? How often are residents asked to leave because they cannot
pay rent and fees? How do you think management of the houses affects residents’
experiences and outcomes? Are there specific local government policies that
impact SLHs, such as housing, zoning or health policies? Describe some of the
resistance, if any, that was encountered when this house first opened. How were the
resistances over come? What actions were not effective? Describe how complaints
or concerns from neighbors are handled.

There were also questions that were specific to neighbors. Interviews with neighbors began
by asking them whether they knew about SLHs in the neighborhood and when they first
became aware of them. If they had no knowledge about SLHs the interviews was
terminated. If they were aware of SLHs in the neighborhood they were asked:

How would you describe them as neighbors? Have you or other neighbors had
complaints? Describe any interactions that you have had with SLHs in your
neighborhood. Describe any specific ways that you think SLHs impact alcohol and
drug problems in your community. What do you think of SLHs compared with
other approaches to addiction, such as formal treatment programs or criminal
justice consequences?

In addition to general questions asked of all the participants, key informant interviews
contained questions designed to elicit information about policies and local laws that might
impact SLHs. We queried these officials about their own views about SLHs, the roles SLHs
might play in the larger addiction recovery system, and ways they think public policy could
be modified to provide more support to SLHs. Examples of questions included:

What role does housing play for individuals attempting to establish sustained
recovery? What is your sense of how well housing needs for individual with
alcohol or drug problems are being addressed in your community? How would you
describe your department’s relationship with SLHs? Describe how SLHs support
and hinder the mission of your department. How do local politics affect SLHs in
your area?

Analytic plan
A triangulation design (Creswell & Plano-Clark, 2007) was created by drawing on data from
the three different stakeholder groups (SLH managers, key informants and neighbors). A
preliminary coding list was developed prior to the analysis of the interviews. These codes
were based on key research interests, such as factors supporting and hindering SLHs. To
analyze the qualitative interviews, we transcribed all sessions and entered text into a
qualitative data management program, NVivo, for coding and analysis (Bazeley & Richards
2000; Richards 2002). Team members then coded transcripts independently and met to
check coding accuracy and improve coding validity (Carey, Morgan, & Oxtoby, 1996).

RESULTS
The final coding scheme reflecting themes across all three stakeholder groups included
codes depicting drug and alcohol problems in the local community, strengths and
weaknesses of SLHs, barriers to operation and expansion, perceived impact of SLHs on the
surrounding community, views about SLHs in comparison to other approaches to alcohol
and drug problems (e.g., more intensive treatment and incarceration), and suggestions for
improving SLHs. Some additional codes were applicable to some stakeholder groups but not
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others. For example, codes for neighbors included knowledge about SLHs and interactions
with SLHs near them. SLH manager interviews yielded codes depicting views about
characteristics of good candidates for SLHs, the extent to which cost functioned as a barrier,
the perceived impact of zoning laws and other local policies, SLH relationships with various
professionals and local government, and past conflicts with neighbors and how those
conflicts were resolved. Codes that were relevant to key informants included ways SLHs
support goals of their departments and perceived impact of policies on SLHs.

Knowledge about SLHs
SLH managers provided extensive comments explaining how SLHs work to promote
recovery. Typical was this description from a phase I manager.

…I believe that it [SLHs] definitely plays a substantial role in that it – I would say
the biggest role it plays is it offers relief from isolation and that it can make people
aware…That one doesn’t have to worry about bills or that everything is inclusive is
a very significant role as well.

However, managers were only vaguely aware of problems and challenges the houses faced
in relation to the larger community. They noted these issues were handled by the owner of
CSTL. Managers offered little information in response to questions addressing the larger
context of SLHs, such as the types of relationships CSTL has with local and state
government, the effects of regulatory mechanisms (e.g., zoning laws), and how issues such
as NIMBY (not in my back yard) were addressed at the community level.

Key informants varied in their perceptions about how much they knew about SLH. Those
who felt most familiar with SLHs in general and CSTL specifically were those who worked
most closely addressing alcohol and drug problems. Surprisingly, the representative from
housing services had very little information about SLHs. When asked how familiar she/he
was with SLHs the reply was, “not very.” Although other key informants felt they had some
general knowledge about SLHs, it was nonetheless limited. For example, one key informant
stated, “I don’t know that we spend a lot of time hanging out at programs to see what’s
going on.”

Many of the neighbors also had a limited understanding of SLHs. In some cases they had no
idea a SLH existed in the neighborhood; it seemed to them like any other house. For those
who were aware that there was a SLH in their neighborhood there was often a fairly vague
notion of the population served and how the program operated. Without information, some
neighbors expressed fears that the residents were mostly parolees or that they included sex
offenders. They did not seem to be aware that a minority (about 25%) of CSTL residents
was referred from the criminal justice system (i.e., jail or prison) and CSTL does not accept
individuals convicted of sex offenses.

Who succeeds and who fails
Many of the respondents, and especially house managers, had very strong ideas about who
would be a successful candidate within the sober living environment. Paradoxically, many
house manager respondents said that a person had to ‘hit bottom’ to benefit, yet they also
noted potentially successful candidates needed to have enough strength to check themselves
into a recovery program and to have the motivation to “push through.” Success was viewed
as more likely for residents of the SLH who had accepted substance abuse as a disease, one
that isn’t going away on its own.

….[to be successful] they have had to accomplish what we refer to as the first step
in the program of AA… that there’s no denying of their alcoholism, that they’re
passed that point; that they’re willing to accept that they’re an alcoholic, that their
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lives are unmanageable and they need to do something about it. I think that
anybody who comes in these places too soon it’s not going to work you.

It was suggested that people who were too young and unmotivated might fail. Such
individuals were not as likely to have hit bottom, were often still supported (or ‘enabled’) by
family members and just did not have the long history of failures to motivate them.
Prospects for success or failure were also influenced by the right kind of financial support.
Most respondents felt that people who paid for their housing themselves from their own
earnings did the best as opposed to those who had a family member footing the bill.

… A lot of the kids around here, the parents just let ‘em run amuck and they did
whatever they want and now they’re in trouble and they’re goin’ “Mommy help
me” and when they screw it up they still get help from mommy. A lot of these kids
around here have been through a lot of programs… They’re just not ready.

On the other hand, many of the managers, all of whom were in recovery, said that they
would never have made it unless the first few months had been paid for by a social agency,
the criminal justice system, a family member or some other external form of support. Some
felt that more people would be successful if the funds for maintaining themselves at the SLH
were more easily available, especially for beginning recovery.

House managers also felt residents who are dual diagnosed with psychiatric disorders were
more likely to have a low probability of success. It was felt that such individuals needed
many more services than those provided for by the SLH and that some aspects of the
housing situation might exacerbate these other problems (e.g. people with social phobia
having to come in contact with many strangers on a daily basis or people with paranoia
having to share space with other residents). In addition, it was felt that people with more
severe mental disorders such as schizophrenia might need skilled personnel to monitor
medications.

Well definitely those with dual diagnosis that we are not prepared to handle – and
there are special cases I mean obviously if there is some illness that runs deeper
than alcoholism there’s no way they can get the help they need here, nor do they
pretend that they can offer that sort of help. ..’ And it’s not like people here don’t
go see psychiatrists or therapists or whatever because I know there are more than
one that do but just if the problems are running much deeper.

People who had been coerced into coming to the SLH were also thought to be unlikely to
succeed in the long-term. If an individual had chosen treatment instead of prison or parole,
or were forced by the courts, it was thought that they would be less likely to be successful.
Such individuals often end up as ‘fake it to make it’ individuals who try to get by with the
bare minimum of effort.

… they just want to be clean enough just to satisfy the court; once they’ve got that
done they’re on their merry way.

Strengths and weaknesses
Virtually all of the house managers and a majority of neighbors and key informants as well
mentioned that the strengths of sober living houses are that they provide structure and
support for a recovering substance abuser. The role models provided by the longer term
residents, the social support and encouragement of staff and residents, the house rules and
regulations and the availability of AA meetings all help to keep a person from relapsing.
One of the house managers described the importance of social support for abstinence:

… a lot of people in their usual neighborhoods are family. Like it’s not [a good
area] for them to get clean ‘cause they know a lot of people who they did drugs
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with. So being like a place where you can live with other people trying to do the
same thing and are all about the same thing is really supportive and it helps you
stay positively influenced to stay clean and get your life together...

Another house manger emphasized the importance of a supportive community:

Community, everybody gettin’ along, everybody helpin’ each other. Everybody’s
always helpin’ each other around here. If they see that you’re down and out they’ll
ask you ‘What’s wrong?’ or start the coffee or whatever and that’s what it is people
around here care about each other.

On the other hand, the factor of density was mentioned as an area of strength and as a
weakness, sometimes by the same respondents. Density of the SLH was viewed as an area of
strength for house residents because it allows a range of services to be on hand (including
meals, meeting places, AA and other types of classes) as well as a wide range of role models
and positive normative pressure. Yet, because there are separate houses, the residents do not
have the feeling of being in an institution; with one exception, the houses are approximately
family-sized and offer the opportunities to build skills, develop social relationships and offer
a degree of privacy. However, there is one neighborhood where there are six adjacent houses
together in one complex. Some neighbors experienced this high density arrangement as
having a negative impact on the surrounding neighborhood.

Impact on SLH residents and the surrounding community
Participants across all three stakeholder groups generally felt SLHs had a positive impact on
the residents who lived in them and the surrounding community. This was particularly
evident when respondents considered the consequences of ignoring alcohol and drug
problems or alternative approaches to dealing with them, such as criminal justice
incarceration. House managers were particularly strong proponents of this view.

I think we’ve raised property value. There is no crime going on here. You’ve got
seven houses here and the police don’t get called. Cars aren’t broken into, there’s
no burglary you know. I mean the level of integrity of the hundred people that live
here is gonna be three times as high as the people living on the street…one over….

Key informants, especially those who worked closely with SLHs and drug treatment, also
had positive views about the impact of SLHs. For example, one stated, “I would think that
it’s just more people that aren’t out there drinking and using.” Other key informant
comments included:

if they work I think they have a great impact…They’re good citizens, neighbors,
don’t create a nuisance within our community, and I think they have a great impact.

The more you can be in a home as opposed to an institution or shelter to me that is
beneficial to not only the individual but it’s actually probably beneficial to the
community at large too…

…if there were a lot of calls for service out there I’d be hearing about it…then we
know there are other things going on that we’ve gotta address but it’s usually not
been [the case] with CSTL.

A number of neighbors had family members or friends who had a history of addiction
problems. Their concern about family and friends who had addiction problems appeared to
influence their views about the impact of SLHs.

Well I don’t think that incarcerating people rehabilitates them. You know it’s like
my daughter if she was in that situation where she could at least was trying to get
herself cleaned up and can go to a home, I’d be all for that.
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…my younger sister had a problem and so she’s – so I know she’s been in a couple
in and out…It’s rare you talk to anyone you know honestly that doesn’t have a
sister or brother, a parent, an uncle, you know what I mean..

…Yeah they need help you know we have a daughter that’s a meth user and so I’m
all for anything that will help…Yeah and we’ve been estranged from her for the
last 20 years…

Although views about the impact of SLHs were generally favorable, concerns were raised
about the potential for detrimental impact to residents and the surrounding community if the
houses were not well managed. This was the view even among house managers. The owner
of CSTL emphasized the importance of standards and integrity.

We have a class here called Sober Living Specialist and it’s a 36-hour class that I
put together…. What we’re trying to do is create minimum standards and a high
level of integrity. And it goes beyond just having a house, I mean you’ve got
recovery integrity, you have fiscal integrity, you have community integrity you
know. So we talk about ADA [Americans with Disabilities Act], we talk about
FHA [Fair Housing Act]; we talk about structure and management; we talk about
how to keep your books and pay taxes and be financially in integrity. We talk about
confidentiality and do no harm and a code of ethics.

Phase I and phase II houses—Despite generally positive views about the impact of
SLHs on surrounding communities, key informants and some phase I neighbors raised
concerns about the impact when houses were too densely located in one neighborhood. One
key informant commented:

Well, it changes the atmosphere; I think that when you walk through, you drive
through and there’s a group of adults sitting outside you often wonder what’s that
all about. Is it a halfway house, is it sober living? What’s going on is it just about a
big family and you know those sorts of things. So it makes you wonder about the
neighborhood.

When we looked at the characteristics of the neighbors who had concerns it became clear
that they lived in the vicinity of the six phase I houses that were densely located along a two
block area in one complex. One neighbor stated, “I hate to say this, but I would say it’s been
negative. One would’ve been fine (laughs) but the whole block is too many for this small
street.” Some complaints of neighbors had to do with nuisance issues such as noise and
parking.

…The only thing that gets people in the neighborhood kind of upset is if you have
too many cars and sometimes if there’s too many people there, if they have too
many guests it’ll get the neighbor across the street upset…

…I don’t see them as strict enough…I mean they’re lifting weights at all hours of
the night, there is no – back there is no control of their language at all… every now
and then obviously there are screaming and yelling matches and sometimes they
are – they’re just you know people have lost their cool.

… they [should] cut the size of it and not have so many people over there in so
many houses and that they exercise control when they have these large groups and
stuff over there. Because these groups have to be coming from more than just those
houses because there’s been times when I saw hundred or more people there and
cars are parked not only up and down the entire street but over in the Safeway
parking lot there’s so many people there. And I just don’t understand why they
need that many people at one time.
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A few phase I neighbors expressed fears about safety, the potential for an increase in crime,
and declining values of houses in the neighborhood. However, when pressed by the
interviewer, they had difficultly providing examples of these issues. A phase I neighbor
stated she assumed housing values would fall as a result of the SLH in their neighborhood,
but did not elaborate or provide examples of declining values. Another neighbor described
concerns about crime:

…there were a couple of incidences where in the night…we had a couple of break-
ins and you don’t know if it was them or not.

Interviewer: So I’m wondering if the break-ins were close to each other and how
long ago it was or how recently?

Well, one of them was 5 years ago, the other one was in ’89.

The concerns raised by some neighbors of phase I houses were not unanimous. Different
points of view from phase I neighbors included:

Well, for me like I say to me it’s positive that there’s been a positive impact…the
crime situation has reduced. I mean we were broken into three times here before…
madhouse came.

It seems to be a big success. They have on you know specific nights of the week
and specific nights of the month they have a lot of people gathered there in support
of the people that are graduating from the program or hopefully successfully
moving on from that program. So I have a lot of support for that, I’ve known
several people in my lifetime through friends or employees that have been working
for us that had issues with drugs and needed to clean up. And so I think it’s a huge
benefit to helping people get back on track and finding that support system and
other people that are going through the same situations that can be there for each
other and be a good support structure for each other.

Another phase I neighbor succinctly summed up the pros and cons of having a large
community of phase I houses:

…because you have it the way it is the level of support is incredible as opposed to
having the phase 2 houses which are more isolated. But of course you have to work
to get that and…having large phase I houses is probably a good thing but it you
know it is in a residential neighborhood area and so you create a traffic issue and
the streets line up, I mean that’s what they have to do. And we were real worried
‘cause we thought that whole frontage area was gonna be gone on this latest
modification and it was like okay now what are they gonna do? But it isn’t, and
they are considerate, they do a good job, but it is a lot– they have a lot of people on
Sunday night.

Reactions from neighbors of phase II houses were nearly all positive. Neighbors were either
unaware that a SLH existed in their neighborhood and when they did know about one they
were perceived as good neighbors. One neighbor of a phase II house reported a positive
incident with a SLH resident who lived next door. During a violent late night altercation
with his wife, he was forced to leave his home. He found refuge and counsel from his next-
door neighbor. It was then he learned this was a SLH. In another neighborhood, a single
mother reported feeling “safe” because of the SLH residents living across the street. They
kept an eye on her house and reported to her when a group of teenagers climbed the fence to
her property. She also commented that the SLH residents were good role models for her
teenage son.
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Residents of phase II houses were viewed as quiet and they maintained their properties well.
A few reports suggested there was admiration among neighbors for the changes the residents
were attempting to make in their lives:

…I would hope that people would be more observant and respectful to them
because they chose to take a different road with their life…they’re trying to make a
difference for their lives and themselves and their families so I would hope people
would respect that.

One phase II SLH manager told a story of a neighbor expressing appreciation for their work
recovering from alcohol and drug problems.

…she likes to bake a lot so she brought me like cake, right and she’s like ‘hi, I’m
so and so. I live next door and I just came down here to support you and tell you
that I’m so proud of you and I like what you guys are doing here and keep doing
the right thing’ and I was like “who are you?”…they’re like an awesome old couple
next door and they have a couple grandchildren and like I said I walk out of the
house, they ask me how I’m doing.

Improving the community context
All three stakeholder groups felt the reputation of CSTL in the local community benefited
from a variety of volunteer activities in which residents participated. These included
involvements in activities such as hosting a Christmas holiday party open to the local
community and volunteering to support various events (e.g., parades, Veteran’s Day
activities and seasonal festivals). One house manager noted:

…so we do stuff like volunteer so that we don’t get a [bad] name. Because you
know a lot of us we stole a lot, we hurt a lot of people through our actions. So when
we give back it shows the community that we’re not like that now. We’re trying to
change. We’re still people. We just had problem and we’re fixing it now.

Phase I neighbors felt providing more information about SLHs and developing forums for
more interaction would be good ways to improve relationships:

“Well maybe if they had more interaction with the community as far as letting the
community know what’s goin’ on, what their goals are, what their success rate is.

Other suggestions from phase I neighbors included distributing brochures about CSTL to
local neighbors, inviting them to attend a question and answer meeting at the main facility,
and promoting a neighborhood barbeque. One man appeared to be frustrated not having the
phone number for whom to call if there were concerns. Another felt intimidated by the
residents and feared he would be misunderstood if he raised his concerns. One neighbor
suggested CSTL residents get involved in volunteer work, apparently not aware that CSTL
residents were already involved in a variety of volunteer activities.

It is important to note that like neighbors of CSTL, house managers also felt increased
contact and communication would improve relationships. Managers felt many concerns that
neighbors had were based on fear rather than information about the program:

I would challenge the skeptics to come spend a day or two around here and see how
the people are; see how these places work; see what they promote, what kind of
lifestyle they promote and you know see if their opinion hadn’t changed in that
period of time.

Another house manager felt similarly:
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Like come on in and check it out. Bring a city council member, bring a newspaper
reporter, you know bring whoever you’d like and come and see. It’s not a cult….its
people trying to better themselves.

Finally, like one of the neighbors, the coordinator of CSTL expressed a wish that residents
could be involved in more volunteer activities, mentioning breast cancer awareness as an
example.

Regulatory impact on SLHs
There is no state or local licensing of SLHs. Because anyone can set up a SLH and operate it
as they wish, stakeholders felt there was a need for standards for SLHs. When asked about
obstacles to expanding SLHs, several house managers noted that standards were important
for both the houses and the operators, “I think there should be more strict guidelines on who
can operate these places.” One of the key informants noted, “…you know licenses or having
somebody in the neighborhood that would involve you know the code of enforcement
people.” There was a clear sense among all participants that poorly run houses were a threat
to all SLHs and they therefore needed to be dealt with “swiftly because they are the ones
that make it bad for everybody else.” None of the participants mentioned that CSTL was a
member of the California Association of Addiction and Recovery Resources (CAARR),
which does certify SLHs for compliance with basic safety, health, and operations standards.

There were differences of opinion among stakeholders about the need for a special use
zoning permit. A few neighbors and key informants felt that any house containing more than
six individuals required a special use permit or it would violate zoning laws. The owner
challenged that contention citing the Americans with Disabilities Act and the Fair Housing
Act:

…since we are considered disable Americans, which the total public and the whole
government want to ignore… we’re protected by the Fair Housing Act which says
that people with addiction have to be treated like any other family. They can live
together; they can have more than six people. Now if the county wants to limit it to
six people and then anything over six people you get a use permit then that should
apply to every family in Sacramento County as well.

When we asked house managers about the impact of regulatory laws and policies on SLH
operations the nearly unanimous response was that these issues that were dealt with
exclusively by the owner of CSTL. This individual is active in the local community and also
has connections in state government. It is important to note that some of the earlier critics of
CSTL now support the program. The owner attributes much of this shift to familiarity; the
fact that critics were able to get to know him personally and observe what actually goes on
in the houses.

Typology of factors supporting and hindering SLHs
Table 2 shows a summary of factors that support and hinder SLHs from the vantage point of
different stakeholders.

DISCUSSION
Overall, there was significant support for SLHs across stakeholder groups. To some extent,
our finding that phase II houses were either viewed favorably by neighbors or were not
perceived as different from any other house in the neighborhood replicates the study by
Jason et al (2005) of Oxford Houses. Even when neighbors or key informant had criticisms
of phase I houses, they nevertheless supported the importance of this type of service in the
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community and viewed it as preferable to alternative responses to alcohol and drug problems
(e.g., criminal justice).

Concerns about phase I houses appeared to center mostly on issues such as the larger size
and higher density of these houses in one area, as well as related concerns about noise and
traffic. Only a few mentioned issues related to resident behavior, such as offensive language
and leaving cigarette butts in the area. It is worth noting that even the most critical phase I
neighbors supported the importance of recovery programs and sober housing as a concept.
They tended to want the program to have more control over resident behavior and find
solutions to the high density of houses and corresponding problems such as limited parking.

CSTL faces a dilemma in that the larger, higher density phase I houses were viewed as
helpful to recovery by house managers and even by one of the neighbors. The large complex
of adjacent phase I houses creates a sense of independent living blended with extensive
support and some degree of structure, both of which are felt to be essential to recovery. The
design also allows the owner, coordinator, house managers, and senior peers to monitor the
behavior of new residents and address problems promptly. One could argue that the
increased oversight and sense of community in phase I prepares residents for success in
phase II, and thus leads to stable phase II houses in the community. Given the current
scenario, the program might consider collaborating with neighbor about ways to address
issues such as parking and traffic congestion. Examples might include holding some
meetings off-site or developing alternative places to park when large meetings are held at
the facility. Efforts to maintain a “good neighbor” policy by enforcing rules that limit noise,
offensive language, cigarette butts, etc. are clearly important.

In a number of areas there was significant agreement among stakeholder groups. Most of the
factors supporting and hindering SLHs were identified by participants from at least two
groups. For example, the importance of volunteering was mentioned by most of the house
managers as well as some neighbors. Size and density were viewed as hindrances by
neighbors, especially those who lived near phase I houses, as well as some of the key
informants. Both house managers and key informants viewed characteristics and activities of
the owner as important to the success of CSTL. Neighbors and managers both felt increased
communication and familiarity with SLH operations could help improve relationships.
Nuisance problems (e.g., parking) were viewed as a hindrance by neighbors and key
informants and all three groups felt that even a limited number of poorly run houses could
threaten the viability of all SLHs. Adopting “good neighbor” practices was viewed as
essential by nearly all participants.

Communication with neighbors
One of the clearest findings was that both house managers and phase I neighbors felt the
need for more communication and interaction. Phase II neighbors, in contrast, were fairly
unanimous in their praise of SLHs in their neighborhood and thus felt little need to take
action to improve relationships. Given the current stability and successes of phase II houses,
the best approach might be to leave well enough alone.

Phase I neighbors and managers proposed specific suggestions for increasing
communication that could be readily implemented. These included neighbors attending open
houses at the program, the program distributing brochures about CSTL to local neighbors,
neighbors spending a day at the program to experience what actually goes on, the program
implementing a neighborhood barbeque and developing regular meetings with managers and
neighbors to address questions and concerns that arise.
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It should be mentioned that the owner of CSTL reported some previous efforts in this regard
that were not very successful. One involved going door to door in the neighborhood to
introduce the program, which yielded some negative comments and threats. The other
involved some ice cream socials that were poorly attended. On at least two occasions letters
were sent out to neighbors containing a brief description about CSTL and contact numbers.
It is not clear why these efforts were not more successful. It could be that developing a
meaningful and sustained impact on the surrounding neighbors will require regular and
varied activities, such as regular social events, more substantive forums to address
neighborhood issues and problems, and a monthly or quarterly brochure that is distributed to
each neighbor.

Although CSTL residents are involved in extensive volunteer work in the local area, there
may be a need for more of those activities in the immediate neighborhood. Several
immediate neighbors did not appear to be aware of volunteer activities in which CSTL
residents participate and they suggested volunteering would improve relationships with the
community.

Addressing stigma
House managers believed that stigma plays a strong role in biasing some neighbors against
SLHs and their residents. This view was shared by participants in our previous work (e.g.,
Polcin et al., in press), where addiction counselors and mental health therapists rated stigma
as the main obstacle to expanding SLHs. Stigma was rated as a higher obstacle than
practical issues such as not have sufficient financial resources to pay for residence in a SLH.
In our interviews for this study we found negative assumptions about SLHs when neighbors
expressed concerns about increasing crime and decreasing housing values but were not able
to support their claims with specific examples.

A good way of addressing stigma was suggested by several house managers. They argued
convincingly that the more the local community understood about the day to day operations
of CSTL and the residents who lived there the more they would support SLHs in this and
other communities. Instead of relying on preconceived biases and notions, they would
increasingly base their views on observations about what occurs and interactions with
residents. Contact with stigmatized groups as a way to decrease stigma is a strategy
supported by a variety of stigma researchers (e.g., Corrigan et al., 2001). It might be
particularly helpful to create forums where successful residents could interact with
neighbors and share the stories about addiction and recovery. In addition to decreasing
negative assumptions about addicts and alcoholics, such interactions might offer hope to
families who have a member suffering from a substance use disorder.

Managing community relations
A number of managers and key informants noted how the owner was well connected within
the local community (e.g., president of the local chamber of commerce) and used those
connections in service of CSTL. A notable limitation of this scenario is that mobilizing
community influences in ways that support CSTL was the purview solely of the owner.
There is considerable risk that if this individual were not around, the relationships with local
and state officials would evaporate. It was striking how little house managers and residents
knew about critical issues directly affecting the viability of CSTL, such as zoning laws, the
Fair Housing Act, Americans with Disabilities Act, and initiatives at the state level to limit
SLHs. Increasing their knowledge of and involvement in these issues would leave the
program less vulnerable. This could be accomplished through delegating house managers to
attend selected meetings and discussion with the owner about how to best represent the
interests of CSTL.
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Implications for community based programs
Study findings suggest important considerations, not only for SLHs, but for community
based programs more generally. One area where there was nearly unanimous agreement
across stakeholder groups was the importance of being good neighbors. Therefore,
community based programs need to have policies and resources that ensure upkeep of the
facilities to standards consistent with the local neighborhood. Further, there need to be
policies in place to contain potentially destructive behaviors, such as drug use and other
behaviors that would be experienced as unacceptable (e.g., destruction of property). For
example, “Housing First” models for substance use disorders that tolerate alcohol and drug
use would not do well in the neighborhoods we studied. To avoid open community
resistance, it would seem that these types of harm reduction services would need to be
located in areas where substance use is more tolerated. In addition, community based
programs need to have mechanisms for handling complaints from neighbors. While CSTL
was praised by key informants for responding to complaints promptly, a few phase I
neighbors were unsure whom to contact and others felt intimidated and that left them feeling
frustrated and more negative toward the program. Phase II neighbors did not express this
uncertainty and seemed comfortable approaching residents of phase II houses.

Another consideration is how to handle the issue of anonymity. We found that small,
sparsely populated phase II houses were viewed favorably or were unknown to neighbors.
One workable option for community programs in such circumstances might be to maintain a
relatively low profile and simply blend in with the local community. However, when
programs are larger and their presence is obvious, it may be necessary to directly address the
concerns of local neighbors, especially to counteract negative assumptions associated with
stigma. Such a strategy requires forums for such interaction to occur. Both house managers
and neighbors had suggestions in this regard, ranging from neighborhood barbeques to
information meetings that describe the program and respond to neighbor questions and
concerns.

All of our stakeholder groups emphasized the importance of volunteer work. The specific
types of activities that community programs get involved in might be dependent in part on
the types of clients served and their capabilities. However, it seems that some very public
way of showing involvement in and support for the community is important to garner
support. In part, volunteer work might be viewed as important because volunteer work
contradicts assumptions associated with the stigma of addiction, such as crime and
exploitation of others.

It was clear from our interviews that the owner of CSTL had a long history of successfully
managing challenges to CSTL and navigating through the political and regulatory
environment. He appeared to persevere using a combination of knowledge about his rights
and applicable laws, involvement in local and state politics, and personal relationships that
he was able to develop with individuals who were once his adversaries. Such an individual
can be invaluable to the development of successful organizations. However, there are
serious questions about how the program could maintain its position in the community and
its political strength if this individual were not around. CSTL and other community based
programs might do well to consider shared models of leadership and responsibility (e.g.,
Polcin, 1990) for promoting the program’s agenda within political and regulatory circles.

Limitations
There are some inherent limitations in our study that are important to note. First, all of the
interviews took place in one Northern California County and the issues relative to SLHs
there might not generalize to other geographic regions. Second, all of the house managers
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were part of CSTL and all of the neighbors resided near CSTL facilities. Although CSTL
has implemented the sober living house principles promoted by the California Association
of Addiction and Recovery Resources in California, there may be individual factors that are
unique to CSTL that limit generalization of results. Other SLHs with different characteristics
(e.g., size, management, cost and house rules) might have different issues. Finally, the
results are specific to SLHs and might not generalize to other types of housing, such as
halfway, step down and Oxford houses.
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Table 2

Factors supporting and hindering sober living houses

Supporting Hindering

House Managers Volunteering
Characteristics of Owner
Familiarity with SLHs
Addressing Complaints Promptly
Scope of Addiction Problems
Communication

Poorly run houses
Stigma
Criminal Justice Mandated
Dual Diagnosis
Finances

Neighbors Volunteering
Familiarity with SLHs
Addiction in Family
Good Neighbor Behaviors
Addressing Complaints Promptly
Communication

Poorly run houses
Nuisance Problems
Perceptions of Crime
Perceptions that housing values decline
Large houses
Densely populated houses

Key Informants Characteristics of Owner
Addressing Complaints Promptly
Scope of Addiction Problems

Poorly run houses
Nuisance problems
Zoning Laws
Large houses
Densely populated houses
Finances

Note: Poorly run houses include factors such as poor appearance and lack of resident accountability.

Nuisance problems include factors such a noise level, parking, offensive language and cigarette butts.

Hindering factors for neighbors primarily refer to Phase I houses.
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Month Outcomes
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2California Pacific Medical Center, St. Lukes Hospital, 3555 Cesar Chavez, 7th. Floor, San
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Abstract
Objective—A major challenge facing many individuals attempting to abstain from substances is
finding a stable living environment that supports sustained recovery. Sober living houses (SLHs)
are alcohol and drug-free living environments that support abstinence by emphasizing
involvement in 12-step groups and social support for recovery. Among a number of advantages,
they are financially self-sustaining and residents can stay as long as they wish. Although SLHs can
be used as housing referrals after inpatient treatment, while clients attend outpatient treatment,
after incarceration, or as an alternative to treatment, they have been understudied and
underutilized.

Method—To describe outcomes of SLH residents we interviewed 245 individuals within one
week of entering SLHs and at 6, 12 and 18-month follow up. Eighty-nine percent completed at
least one follow-up interview. Outcomes included the Addiction Severity Index (ASI), Brief
Symptom Inventory (BSI), and measures of alcohol and drug use. Covariates included
demographic characteristics, 12-step involvement and substance use in the social network.

Results—Regardless of referral source, improvements were noted on ASI scales (alcohol, drug,
and employment), psychiatric severity on the BSI, arrests, and alcohol and drug use. Substance
use in the social network predicted nearly all outcome measures. Involvement in 12-step groups
predicted fewer arrests and lower alcohol and drug use.

Conclusion—Residents of SLHs made improvements in a variety of areas. Additional studies
should use randomized designs to establish causal effects of SLHs. Results support the
importance of key components of the recovery model used by SLHs: 1) involvement in 12-step
groups and 2) developing social support systems with fewer alcohol and drug users.

1. Introduction
Sober living houses (SLHs) are alcohol and drug free living environments for individuals
who are attempting to maintain abstinence and develop a recovery oriented lifestyle (Polcin
& Henderson, 2008). Despite research showing that living environments supportive of
recovery are associated with better outcome (e.g., Braucht, Reichardt, Geissler, & Bormann,
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1995; Hitchcock, Stainback, & Roque, 1995; Schinka, Francis, Hughes, LaLone, & Flynn,
1998), SLHs have been largely overlooked by policymakers and researchers. This paper
represents a first step toward correcting this oversight. After reviewing selected studies that
show alcohol and drug use is associated with characteristics of social networks and living
environments, SLHs are introduced as an underutilized resource for alcohol and drug free
housing. The paper then describes an exploratory investigation of outcomes for 245
individuals entering SLHs along with factors associated with outcome. The primary aim of
the study was to provide preliminary data that could be used to support implementation of
controlled studies comparing outcomes of residents in SLHs with outcomes of individuals
with addictive disorders in other living environments.

1.1 Social Networks and Living Environments
The characteristics of one’s social network are strong predictors of alcohol and drug
treatment outcome (Beattie & Longabaugh, 1999; Moos, 2007; Zywiak, Longabaugh &
Wirtz, 2002) and involvement in 12-step programs such as Alcoholics Anonymous (AA)
appear to be especially helpful (Bond et al., 2003; Moos & Moos, 2006). Studies have also
shown that provision of housing that is supportive of recovery is important, particularly for
individuals who are homeless or reside in destructive environments that encourage substance
use (Braucht, Reichardt, Geissler, & Bormann, 1995; Hitchcock, Stainback, & Roque, 1995;
Schinka, Francis, Hughes, LaLone, & Flynn, 1998). These findings indicate that individuals
completing treatment who remain homeless or return to substance using environments are
more prone to relapse than clients living in environments supportive of sobriety.

Despite their importance, many individuals seeking to abstain from alcohol and drugs have
difficulty establishing social support systems that reinforce sobriety and finding long-term,
stable housing that is free of alcohol and drugs. Individuals with limited incomes who
relapse are at risk for additional problems, such as homelessness, medical problems,
psychiatric disorders, and arrests for misdemeanor nuisance crimes (Milby, et al., 2003;
Polcin, 1999). The impact of these problems on local communities is significant. For
example, in one county in California, Robertson, Zlotnick and Westerfelt (1997) examined
substance use disorders among the homeless and found that 69% had a history of a
substance use disorder and a majority (52%) had a current alcohol or drug disorder. Other
studies have shown that poor heavy drinkers who become homeless frequently become
major burdens to health, welfare, and criminal justice systems (Tam, Schmidt & Weisner,
1997).

1.2 Characteristics of Sober Living Houses
Sober living houses are not formal treatment programs and therefore are not obligated to
comply with state or local regulations applicable to treatment. Thus, to a large extent, SLHs
are free to operate as they wish. However, there are critically important principles that are
emphasized in the literature on the SLH model of recovery (e.g., Polcin & Henderson, 2008;
Wittman, 1998) and by Sober Living House Associations that have been formed to support
and monitor them (e.g. The Sober Living Network in Southern California [SLN] and the
California Association for Addiction and Recovery Resources [CAARR]). The essential
characteristics of the contemporary SLHs model include: 1) an alcohol and drug free living
environment for individuals attempting to establish or maintain abstinence from alcohol and
drugs, 2) no formal treatment services but either mandated or strongly encouraged
attendance at 12-step self-help groups such as Alcoholics Anonymous, 3) required
compliance with house rules such as maintaining abstinence, paying rent and other fees,
participating in house chores and attending house meetings, 4) resident responsibility for
financing rent and other costs, and 5) an invitation for residents to stay in the house as long
as they wish provided they comply with house rules (Polcin & Henderson, 2008). For a
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more detailed description of traditional SLHs along with modified SLHs associated with
outpatient treatment see Polcin et al (in press).

SLHs have their origins in the state of California and most continue to be located there
(Polcin & Henderson, 2008). It is difficult to ascertain the exact number of SLHs that exist
because they are not formal treatment programs and are therefore outside the purview of
state licensing agencies. However, in California many SLHs are affiliated with coalitions or
associations that monitor health, safety, quality and adherence to a peer oriented model of
recovery, such as CAARR or SLN. Over 24 agencies affiliated with CAARR offer clean and
sober living services. The SLN has over 300 individual houses among it membership.

There are similarities between SLHs and other residential facilities for substance abusers,
such as “halfway houses.” Both are designed to promote recovery in a non-clinical home-
like environment. Still, there are important differences as well. Unlike most halfway houses,
SLHs have the advantage of being financially self-sustaining through resident fees. Most
residents meet their financial obligations through work, but others have access to family
support or government entitlement programs such as social security income. A second
difference is the residents of SLHs can stay as long as they wish, provided they meet their
financial obligations and abide by the rules, such as maintaining abstinence from drugs and
alcohol. Finally, there is typically no requirement about involvement in formal treatment for
most SLHS. Individuals in halfway houses have usually completed residential treatment or
are attending outpatient programs (Polcin & Henderson, 2008).

An alternate housing model for recovery from addiction that is similar to SLHs is the Oxford
House Model (O’Neill, 1990). There are a number of similarities between Sober Living and
Oxford Houses including an emphasis on peer support for recovery, no provision of formal
treatment services, a requirement that residents abstain from alcohol and drugs, financial
self-sufficiency, and an open-ended length of stay (Polcin & Borkman, 2008). Both are
ordinary houses located in residentially zoned areas (Wittman, 2009). As such, they fall
under the protection of the Fair Housing Amendments Act of 1988 (FHAA) regarding the
right to live in any residentially zoned area and personal privacy under the Fourth
Amendment. The FHAA prohibits housing discrimination by allowing people with
disabilities to live together for a shared purpose, such as mutually assisted recovery and
maintenance of an abstinent lifestyle. For a more complete description of the zoning and
legal issues that apply to Sober Living and Oxford Houses and recent challenges to these
regulations see Wittman (2009).

There are also a number of differences between the Sober Living and Oxford House models.
First, SLHs have the option of requiring residents to attend 12-step meetings as a condition
of residency. Oxford Houses generally encourage but never mandate attendance at 12-step
meetings. Second, Oxford house rules require that each house be managed by a rotating
democratically elected group of residents. SLHs vary in management styles, with some
houses emphasizing peer management and leadership of the house and others relying on a
strong house manager who is ultimately responsible to the owner/landlord. Third, Oxford
houses mandate a range of 6 to 10 members in each house, while the numbers of residents in
SLHs vary widely depending on the house. Finally, because all Oxford houses fall under the
auspices of Oxford House Inc, they tend to be more homogenous than SLHs. Some SLHs
are not part of any larger association and associations that currently exist have different
regulations.

1.3 Philosophy of Recovery in Sober Living Houses
Central to recovery in SLHs is involvement in 12-step self help groups (Polcin &
Henderson, 2008). Residents are usually required to attend meetings and expected to be
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actively working a 12-step recovery program (e.g., obtain a sponsor, work the 12 steps, etc.).
However, some houses will allow other types of activities that can substitute for 12 step
groups, provided they constitute a strategy for maintaining ongoing abstinence.

Developing a social network that supports ongoing sobriety is also an important component
of the recovery model used in SLHs. Residents are encouraged to give and receive support
and encouragement for recovery with fellow peers in the house. Residents who have been at
the house longest and who have more time in recovery are usually encouraged to provide
support to new residents. This type of “giving back” is consistent with a principle of
recovery in 12-step groups. Residents are also encouraged to avoid friends and family who
might encourage them to use alcohol and drugs, particularly individuals with whom they
have used substances in the past.

While some SLHs use a “strong manager” model where the owner or manager of the house
develops and enforces the house rules, contemporary SLH associations such as CAARR and
SLN emphasize a “social model approach” to managing houses that empowers residents by
providing leadership position and forums where they can have input into decision making
(Polcin & Henderson, 2008). Some houses have a “residents’ council,” which functions as a
type of government for the house.

1.4 Purpose
In order to test whether a large, rigorous examination of SLHs is warranted (e.g.,
randomized clinical trial), this paper reports on longitudinal outcomes for 245 SLH residents
at 6, 12 and 18 months. Lack of significant improvement over time or exacerbation of
alcohol and drug use would suggest that additional study of SLHs was not necessary.
However, significant improvement over time would suggest the need to test whether
individuals in other living situations made similar improvements or whether improvements
were due to the beneficial effects of SLHs.

Our preliminary analyses of a subsample of residents in SLHs suggested they made
improvements at 6 and 12 months (Polcin et al., in press). Our primary interest here was to
assess outcomes using the full sample over an 18-month period and assess how a variety of
covariates were related to outcome. Primary outcomes included severity of drug and alcohol
problems. Secondary outcomes included measures of employment, psychiatric, legal,
medical, and family problems. We hypothesized that residents who entered the SLHs with
high problem severity would improve at 6 months and those improvements would be
maintained at 12 and 18 months. Because some referrals came from controlled environments
and some residents had already begun a recovery program before they entered the SLH, we
expected that they would enter with lower problem severity and maintain that low severity at
6, 12 and 18 months. Because the philosophy of recovery in SLHs rests on the premise that
it is crucial to 1) build a social network that supports abstinence and 2) actively work a 12-
step program of recovery, we expected measures of these two factors to correlate with
outcomes across time points.

2. Method
2.1 Data Collection Site

All study participants were recruited from Clean and Sober Transitional Living (CSTL) in
Sacramento County California. CSLT operates 16 freestanding SLHs (136 bed capacity) and
is structured into two phases. The first (30 to 90 days) is designed to provide more limits and
structure (e.g., curfews, mandatory 12-step meeting attendance, shared rooms) to help
residents successfully transition into the facility. The second phase allows for more
autonomy (e.g., private rooms and fewer requirements for curfews and 12-step attendance).
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A “Residents Congress” consisting of current residents and alumni help enforce house rules
and provide input into the management of the houses. The cost at entry into the house is
$695 per month which includes family style meals and utilities. About 90% of the residents
use their own financial resources (e.g., employment earnings, savings, family resources, or
Social Security Income) to meet housing costs. About 10% of the residents receive financial
support from the Substance Abuse Services Coordinating Agency (SASCA), an agency
created for graduates of drug treatment programs in the California Department of
Corrections. For a more extensive description of CSLT see Polcin and Henderson (2008).

2.2 Procedures
Study participants were recruited and interviewed within their first week of entering the
houses between January 2004 and July 2006 and interviewed again at 6-, 12-, and 18-month
follow-ups. Interviews required about 2 hours and participants were paid $30 for the
baseline interview and $50 for each of the follow up interviews. All participants signed an
informed consent to take part in the study and all were informed that their responses were
confidential. Study procedures were approved by the Public Health Institute Institutional
Review Board and a federal certificate of confidentiality was obtained, adding further
protection to confidentiality.

To reach individuals for follow up interviews we required them to provide contact
information (e.g., phone number, address, e-mail, names of friends who might know there
whereabouts, family members’ phone numbers, health service professions from whom they
received services, shelters they frequented, and criminal justice personnel). Among the
sample of 245, 89% (N=218) participated in at least one follow up interview. Follow up
rates for each time point included 72% at 6 months, 71% at 12 months and 73% at 18
months. To assess whether individuals that we located and interviewed at follow up differed
from those whom we were not able to locate we conducted baseline comparisons. Separate
baseline comparisons were made for individuals interviewed and not interviewed at each
time point. On each of these comparisons we found no differences in terms of demographic
characteristics, Addiction Severity Index scales (i.e., medical, legal, alcohol, drug, family,
and vocational), psychiatric symptoms, and maximum number of days of substance use
(alcohol or drugs) per month during the previous 6 months. Thus, the demographic
characteristics and problem severity of individuals successfully followed up and lost at
follow up were not significantly different.

2.3 Measures
Several measures were limited to baseline administration and were included as descriptive
characteristics:

1. Demographic Characteristics included standard demographic questions such as
age, gender, ethnicity, marital status, and education.

2. DSM IV Checklist for Past 12 Month Alcohol and Drug Dependence was used to
assess substance use disorders over the past 12 months. Items are based on DSM IV
diagnostic criteria (American Psychiatric Association, 2000) Forman, Svikis,
Montoya & Blaine, 2004).

Outcome measures included the Addiction Severity Index (ASI), which measures severity of
problems over the past 30 days. In place of the ASI psychiatric severity scale we used the
Brief Symptom Inventory. Finally, we used measures that assess the past 6 months in terms
of substance use and arrests.

1. Addiction Severity Index Lite (ASI): The ASI is a standardized, structured interview
that assesses problem severity in six areas: medical, employment/support, drug/
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alcohol, legal, family/social and psychological. The ASI measures a 30 day time
period and provides composite scores between 0 and 1 for each problem area. The
ASI has demonstrated excellent reliability and validity in numerous studies
(McLellan et al., 1992). Although the instrument includes a measure of psychiatric
severity as well, we opted to use a more comprehensive measure for psychiatric
symptoms which is described below.

2. Psychiatric symptoms: To assess current psychiatric severity we used the Brief
Symptom Inventory (Derogatis & Melisaratos, 1983). This 53-item measure
assesses severity of psychiatric symptoms on nine clinical scales as well as three
global indices. Items are rated on a 5-point scale and ask about symptoms over the
past 7 days. We used the Global Severity Index (GSI) as an overall measure of
psychiatric severity.

3. Six month measures of alcohol and drug use: These measures were taken from
Gerstein et al. (1994) and labeled Peak Density and 6-month abstinence. Peak
Density is the number of days of any substance use (i.e., any alcohol or drug)
during the month of highest use over the past 6 months (coded 0–31). Six-month
abstinence was a dichotomous yes/no regarding any use of alcohol of drugs over
the past 6 months.

4. Arrests: This measure was taken from Gerstein et al. (1994) and was defined as
number of arrests over the past 6 months.

Two measures were included as covariates because they assess factors emphasized by as
important to recovery in SLHs.

1. Alcoholics Anonymous Affiliation Scale: This measure includes 9 items and was
developed by Humphreys, Kaskutas and Weisner (1998) to measure the strength of
an individual’s affiliation with AA. The scale includes a number of items beyond
attendance at meetings, including questions about sponsorship, spirituality, and
volunteer service positions at meetings. An overall scale score ranging from 0 – 9 is
generated by summing the items. Measures of internal consistency have been
shown to be good across a variety of groups. We included involvement in other 12-
step groups in addition to AA, such as Narcotics Anonymous (NA). We therefore
refer to “12-step” affiliation throughout the paper rather than AA affiliation.

2. Drinking and drug use status in the social network: These measures were taken
from the Important People Instrument (Zywiak, et al., 2002). The instrument allows
participants to identify up to 12 important people in his or her network whom they
have had contact with in the past six months. Information on the type of
relationship (e.g., spouse, friend), amount of contact over the past 6 months (e.g.,
daily, once or twice a week) and drug and alcohol use over the past 6 months (e.g.,
heavy user, light user, in recovery) was obtained for each person in the social
network. The drinking status of the social network was calculated by multiplying
the amount of contact by the drinking pattern of each network member, averaged
across the network. The same method is applied to obtain the drug status of the
network member; the amount of contact is multiplied by the pattern of drug use and
averaged across network members.

2.4 Analysis Plan
To assess longitudinal changes for each of our outcome measures (ASI scales, GSI, Peak
Density, abstinence and arrests) we used Generalized Estimating Equation (GEE) models
(Diggle, Heagerty, Liang & Zeger, 2002) that compared each follow up time point (i.e., 6,
12 and 18 months) with baseline. Each outcome measure was entered into a separate model
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controlling for a variety of baseline demographic covariates (i.e., age, race, education,
marital status and gender). We developed additional GEE models to assess whether factors
that are central to the recovery philosophy of SLHs (i.e., involvement in 12-step groups and
establishing a social network supportive of abstinence) were related to outcome. A key
advantage of the GEE models is that resulting coefficients allow for a longitudinal
interpretation of within-individual change in the outcome over time and associations with
time varying covariates of interest. Separate models examined how the 12-step involvement,
drinking status of the social network and drug use status of the social network were related
to each outcome. Models controlled for demographic characteristics and time of the
interview. Because most of our outcome measures were continuous (ASI, GSI, and Peak
Density) most outcomes are reported as coefficients and standard errors. Those that are
dichotomous (abstinent versus not and arrested versus not) are reported as odds ratios. GEE
analyses were conducted using Stata Version 9 statistical software (Stata, 2005).

3. Results
3.1 Sample

Two hundred forty five residents of CSLT were recruited into the study during their first
week after entering the house. In order to maximize our ability to generalize results we
employed few inclusion/exclusion criteria: all study participants were age 18 or older and
competent to provide informed consent. See Table 1 for a depiction of demographic
characteristics of the sample. Most participants were men (77%), white (72.5%) and middle
age (mean=38, s=0.65). Over three fourths had at least a high school education or GED and
the average income from all sources the month before entering the SLH was $963 (se=
$120). About half had never been married and slightly less (48%) had children under age 18.
Nearly all the participants had a history of previous treatment (94%) and 60% had been
admitted to a residential treatment program within the past 6 months (not shown in the
table).

3.2 Baseline Characteristics
In addition to demographic characteristics, Table 1 shows referral sources and pre-baseline
functioning. The most common referral source was self, family or friend (44%). Although
29% were referred through the criminal justice system, a much higher 42% indicated that
they had been arrested at least once over the past 6 months. Thus, having spent some time in
a controlled environment before entering the SLH did not necessarily mean that the
individual was referred to the SLH from that controlled environment. The most common
substances that residents were dependent on during the past year were methamphetamine
(53%) and alcohol (49%) (not shown in the table). Responses on the ASI for lifetime use of
alcohol and drugs was extensive, with 97% of the sample reporting at least 3 years of
substance use at baseline. The median number of years of substance us over participants’
lifetimes was 18.

Table 2 shows values for study variables at all 4 time points. Relative to individuals entering
treatment in our geographical area (e.g., Polcin & Beattie, 2007;Polcin & Weisner, 1999)
residents entered with lower ASI alcohol (mean=0.16, se=0.02), drug (mean=0.08, se=0.01)
and legal (mean=0.11, se=0.02) severity. Other baseline measures were of moderate to high
severity, which included other ASI scales (family, medical and vocational) and the GSI.
Measures that assessed the previous 6 months before residents entered the SLH revealed
more extensive substance use. For example, the average Peak Density (maximum number of
days of substance use per month) over the 6-month period prior to entering the house was
18.81 (se=0.83) within a potential range of 0 to 31.
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3.3 Longitudinal Outcomes
The average length of stay in the SLHs was over 5 months but that varied considerably. At
the 6-month time point, 42% were still residing in the SLHs. Residency dropped to 18% at
12 months and 16% at 18 months. Table 3 shows significant findings for study outcome
variables over the three follow up time points controlling for demographic factors. The
coefficients (continuous variables) and odds ratios (dichotomous variables) show how each
outcome measure at each time point compared to baseline. The coefficients and odd ratios
showed improvement between baseline and 6 months and then remarkably little change
between at 12 and 18 months. For example, ASI alcohol scores indicated low severity at
baseline (mean=0.16, se=0.02) that nonetheless showed significant improvement at 6
months (mean=0.10, se=0.01). The improvement noted at 6 months did not decline at 12 or
18 months. In fact, we found the same coefficient at 6, 12 and 18 month follow up
( 0.04[0.01], p<.01). Similarly, ASI drug coefficients showed that severity at 6 months
(mean=0.05, se=0.01) declined relative to an already low severity at baseline (mean=0.08,
se=0.01) and then varied by no more than .01 at 12 and 18 months. All time points were
significant at the .05 or .01 significance level.

Other outcome variables also showed significant levels of improvement by 6 months that did
not decline at 12 and 18 months, including, Peak Density (p<.001), abstinence (p<.001), ASI
employment (p<.001) and arrests (p<.001). See Table 3 for the coefficients and odds ratios
at each time point. At baseline, we found that 19% of the sample had been abstinent from
alcohol and drugs for 6 months. At the 6-month time point, that proportion increased to 39%
and by 18 months it was 42% reporting complete abstinence. Peak Density (maximum
number or days/month of alcohol or drug use) declined from a mean of 18.81(0.83) days per
month at baseline to 10.35(0.93) at 6 months. This improvement continued to the 18-month
time point (mean=11.73, se=0.97). We found the same pattern for ASI Employment, with a
mean of 0.76 (0.02) at baseline, 0.53(0.2) at 6 months and 0.59(.02) at 18 months. For
proportion arrested, there were 42% who had been arrested at least once in the 6 months
before entering the SLH. That proportion decreased to 26% at 6 months and was 28% at 18
months.

Although GSI showed significant improvement between baseline and 6 months ( 0.16,
se=0.05, p<01) and baseline and 12 months ( 0.14, se=0.05, p<.01), the difference between
baseline and 18 months was not statistically significant. Nevertheless, we continued to see a
statistical trend at 18 months (p=.058), which reflects some degree of ongoing improvement
relative to baseline, despite a decline from 12 months.

ASI and substance use outcomes at 12 and 18 months changed very little despite the lower
number of individuals still residing in SLHs. While 42% of the sample were still living in
the SLHs at 6 months, that declined to 18% at 12 months and 9% at 18 months. When we
used linear and logistic regression models to examine whether length of time in the SLH was
associated with primary outcomes (ASI drug, ASI alcohol, Peak Density and abstinence) at
18 months, we found no significant relationships.

Outcomes that were assessed and not found to improve significantly over time included ASI
legal, family and medical scales. However, there was a trend for improvement at the 12
month time point for family severity and all time points indicated less severity relative to
baseline. As described below, we did find that several factors significantly impacted these
variables despite their lack of improvement over time. Potential reasons for the lack of
improvement are reviewed in the Discussion section.
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3.4 Twelve-Step and Social Network Predictors of Outcome
In addition to tracking longitudinal changes over time, we were interested in factors that
were associated with areas showing improvement (e.g., ASI scales, alcohol and drug use,
GSI and arrests). Longitudinal models assessed how data collection time points were
associated with outcome variables controlling for a variety of demographic factors. In
general, few demographic characteristics were related to outcomes (see Table 3). However,
the notable exception was the relationship between age and abstinence. Older age categories
were over twice as likely to be abstinent than those age 18–28. Not surprising, residents with
at least a high school diploma had lower ASI employment severity. However, they also were
nearly twice as likely to be abstinent over the past 6 months and about half as likely to be
arrested.

Because involvement in 12-step recovery groups and developing a social network supportive
of abstinence are central to the recovery philosophy of SLHs we wanted to see how these
factors related to outcome measures. Twelve step involvement was relatively high across all
4 time points (>5 on a scale of 0 to 9), although there was an increase from baseline
(mean=5.1, se=0.13) to 6 months (Mean=5.8, se=0.14) that was largely maintained at 12
months (5.5, se=0.15). There were similar patterns for alcohol and drug related social
support. Across all time points, large majorities reported having no heavy drinkers or drug
users in their social network. At baseline, 24%reported having at least one heavy drinker in
their social network and that declined to 16% at 6 months. At 12 and 18 months it was 20%
and 14% respectively. For heavy drug users, 22% of the participants reported having at least
one heavy drug user in their social network at baseline. That was nearly cut in half by 6
months (12%) and stayed about the same at 12 months (12%) and 18 months (11%).

Table 4 shows how involvement in 12 step groups and characteristics of the social network
(drinking and drug use within the social network) predict outcome. These analyses show
associations that include all 4 time points. Thus, Table 4 builds on the outcomes exhibited in
Table 3 by adding an additional covariate to each model. Involvement in 12-step groups was
strongly associated with outcome measures that assessed a 6-month time period (Peak
Density, Abstinence and Arrests). In contrast, the social network variables were not only
significant for these variables measuring a 6-month period of time, but with nearly all of our
other outcome measures that showed improvement as well (i.e., ASI alcohol, drug and
employment scales; psychiatric severity on the Global Severity Index). The only 2 non-
significant associations for social network factors and outcomes were: 1) Drug use in the
social network did not predict ASI employment and 2) Drinking in the social network did
not predict GSI or arrests.

4. Limitations
There are several limitations that are inherent in the study. First, although we conducted
longitudinal comparisons within participants, we did not compare outcomes of SLH
residents with any type of comparison or control group. We therefore cannot necessarily
conclude that SLHs caused the improvements. Individuals self selected themselves into the
SLHs and the characteristics of these individuals may have at least in part accounted for the
longitudinal improvements. Second, on measures that assess a 6-month period of time the
improvements noted may have been a function of “regression toward the mean.” This
concept suggests that extreme scores drift toward the mean over time. There is the potential
that during the 6 months prior to entering the sober living houses participants exhibited
extremes in problem behaviors that improved at subsequent time points due to regression
toward the mean. However, regression toward the mean would not apply to ASI alcohol and
drug scales because those scores were very low at baseline. A third limitation is that we
were not able to locate some participants at follow up time points and these individuals
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might have had worse outcomes. While individual time points had follow up rates ranging
from 71% to 73%, 89% of the participants completed at least one follow up interview. In
addition, as noted in the Procedures section above, when we conducted baseline
comparisons of participants who were contacted for follow up interviews with those lost at
follow up we did not find any difference in terms of severity of ASI scores or alcohol and
drug use. Finally, our sample was largely white and male and participants with different
demographic characteristics might respond differently to residence in SLHs.

5. Discussion
Overall, the findings support the need for further studies on SLHs that examine their
effectiveness relative to outcomes of individuals in other living situations. Longitudinal,
within individual comparisons of participant functioning over time showed that significant
improvements were made between baseline and 6 months on all primary outcomes and some
secondary outcomes as well. It is noteworthy that the improvements were generally
maintained at 12 and 18 months. In addition, analyses reported here used GEE models to
show that theoretically relevant covariates (i.e., characteristics of the social network and 12-
step involvement) were associated with outcome.

In the discussion below we first consider in more detail findings for outcome variables
measuring a 6-month period of time (i.e., 6-month abstinence, Peak Density, days of
employment, and number of arrests). We then address findings for variables measuring
shorter time periods, such as the ASI scales. We end with an analysis of how our findings
support previous research emphasizing the importance of social factors in recovery and
considerations for additional research.

5.1 Findings for Variables Measuring 6 Months
Variables that measured a 6 month period of time showed large improvements between the
baseline interview and all follow up time points. These included measures of alcohol and
drug abstinence, Peak Density of substance use (days of use per month during the month of
highest use), days of employment and arrests. Overall, the 6 month period before entering
the houses showed that residents were experiencing significant problems. For example, the
vast majority (81%) reported some alcohol or drug use and Peak Density of substance use
was on average 19 days per month. About half had not been employed at all during the 6
month period and 42% had been arrested. Because these problem areas were high at baseline
there was room for improvement on these measures during subsequent assessments. When
we examined demographic factors as covariates of these outcomes across all four data
collection time points it was clear that improvements were being made by a variety of
demographic groups. An exception included young age groups (18–28) having smaller
proportions reporting abstinence over a 6-month time period. One reason could be that the
older age groups might have had more unsuccessful attempts to control their use and thus
opted for a goal of complete abstinence. If younger residents did have fewer failed attempts
to control their use they may be more likely than older residents to feel that controlled use is
an attainable goal.

5.2 ASI and Brief Symptom Inventory
Measures that assessed a shorter time period, such as the ASI (one month) and Brief
Symptom Inventory (7 days) showed more variability. For example, legal severity was
relatively low at entry into the houses and did not change to any significant extent at 12 or
18 months. While some individuals entering the houses did not have any legal issues, and
thus had low ASI legal severity scores, others had legal requirements to abstain from alcohol
and drugs. Over a quarter of the sample was referred from the criminal justice system.
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However, by the time these individuals were entering SLHs their legal status may have been
less concerning because the most important decisions about their legal status were already
decided. Typically, if they complied with SLH rules, such as abstinence, their legal issues
were resolved.

Two ASI scales that showed relatively low severity at entry into the houses (i.e., alcohol and
drug and scales) nonetheless showed significant improvement between baseline and 6
months that was maintained at 12 and 18 months. The fact that residents had relatively low
alcohol and drug severity at baseline is not surprising given that entry into the houses
required some demonstrated motivation for recovery to be accepted as a resident. Many
residents had already started attending 12-step meetings or had come from controlled
environments where access to substances would have been difficult (e.g., residential
treatment or incarceration).

On two scales measuring relatively short time periods (ASI employment and the Global
Severity Index from the BSI), we found residents entered with high severity that improved at
6 months and was maintained at 12 months. For employment, significant improvement also
persisted through the 18-month follow up point. For the Global Severity Index, the level of
psychiatric symptoms was no longer statistically significant (compared to baseline), but it
nonetheless continued as a clear statistical trend only slightly beyond the .05 level of
significance.

It is not surprising that employment severity was relatively high at pre-baseline given the
demographic finding that over three-quarters of the sample spent some period of time in a
controlled environment during the 30 days before they entered the facility. Whether the
controlled environment was incarceration, residential treatment or some other facility it
would have detracted from employment stability. In addition, given that residents were
expected to pay for rent and other fees, it was not surprising that employment severity
improved.

It was interesting that the improvements seen at 6 months were maintained at 12 and 18
months despite the fact that the vast majority of residents had left the residence at 18
months. At 18 months there was no relationship between outcome and length of stay in the
SLHs. Some of this may be due to residents having on average about a 5-month length of
stay, well beyond the minimum 3-month length of stay recommended for residential
treatment by NIDA (1999). While SLHs are not residential treatment, they have enough
similarities with it that one might expect that the amount of time necessary to maximize
effects would be similar. Thus, with a 5-month length of stay a majority of residents might
have maximized their benefit by the time they left. However, it was also interesting that the
relationship between social network variables (12-step involvement and drug and alcohol
use in the social network) continued across all follow up time points. The consistency of
outcomes across time points and the ongoing associations between social support variables
and outcome suggests the possibility that many residents were able to develop and maintain
social support for abstinence even after they had left the residence.

There were few demographic characteristics that predicted ASI and GSI scales. The few
significant predictors that were found revealed no pattern of subgroups that benefited more
than others. This finding supports the contention that a variety of individuals are able to use
SLHs to make improvements in these areas.

5.3 Social Support Influences
The findings that level of involvement in 12-step groups and characteristics of the social
network were related to outcome supports a growing body of literature emphasizing these
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factors in addiction outcome. For example, Bond et al (2003) studied a sample of individuals
entering alcohol treatment and found that fewer numbers of heavy drinkers in the social
network and higher level of involvement in 12-step groups were associated with better
drinking outcome at 1- and 3-year follow up. Moos and Moos (2006) found similar results in
a sample of treated and untreated individuals with alcohol use disorders who were followed
up over 16 years. They found involvement in AA and access to more social support
resources were associated with less drinking. In a review of outcome research in the drug
and alcohol field Moos (2007) emphasized a number social support factors, all of which are
relevant to AA, as important in recovery from addiction: 1) social bonds that shield one
from substance use, 2) social rewards for pro-social behaviors that are inconsistent with
substance use, and 3) social learning theory that involves individuals learning how to cope
with stress and get needs met without alcohol and drug use.

In addition to supporting previous research on the social factors influencing recovery, the
study findings also support the purported mechanisms of how SLHs are helpful (Polcin &
Henderson, 2008). Central to the philosophy of recovery in SLHs is the notion that persons
with substance use disorders need a sustained living environment (i.e., longer than that
typically offered by inpatient treatment) that is free of alcohol and drugs and offers social
support for sobriety. Results confirmed that to the extent individuals had more alcohol and
drug users in their social networks they were more likely to have worse outcomes on most of
our study variables. Also central to the recovery philosophy of sober living houses is the
notion that involvement in self help groups is important. Study results showed that greater
involvement in 12-step groups resulted in better outcome.

6. Conclusion
SLHs offer an alcohol and drug abstinent living environment and social support for recovery
for individuals attempting to abstain from alcohol and drug use. Strengths of the SLH model
include: 1) they are financially self sustained through resident fees and 2) residents can stay
as long as they wish. The SLHs studied here served as referral sources for a wide variety of
individuals with substance use disorders, including those completing inpatient treatment,
attending outpatient programs, leaving incarceration and voluntarily seeking help outside the
context of formal treatment. Examination of longitudinal outcomes showed that residents in
SLHs made significant improvements in a variety of areas, including alcohol and drug use,
employment, psychiatric severity, and arrests. However, causality cannot necessarily be
attributed to SLHs because study participants were not randomly assigned to different
study conditions. As expected, residents who had social networks that contained less
alcohol and drug use and those with higher involvement in 12-set groups had better
outcome. The results reported here support the need for larger, controlled trials that compare
outcomes of residents in SLHs with outcomes of individual in other living environments.
The important mechanisms of 12-step group involvement and alcohol and drug use in the
social network warrant further investigation in SLHs and other places where individuals
seeking recovery reside.
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Table 1

Baseline characteristics

N=245

Demographics %

Male 77

Never Married 50

Children under 18 48

White/Caucasian 73

GED/High School Education 79

Controlled Environment (past 30days) 76

Employed / past 6 months 51

REFERRAL SOURCE

    CRIMINAL JUSTICE 29

    INPATIENT 15

    SELF / FAMILY / FRIEND 44

    OTHER 12

Continuous Measures mean (se)

Age 38 (0.65)

Income from all sources $963 (120.26)

Length of stay (# days) 166 (11.20)
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Background: The study of motivation in the substance abuse field has typically examined the 

extent to which substance users want to quit or reduce substance use. Less frequently  examined is 

the desire to maintain sobriety after achieving abstinence. The current study examined  motivation 

to maintain sobriety among residents of sober living houses (SLHs), a type of recovery home 

for individuals with alcohol and drug problems. Previous research on this population showed 

favorable longitudinal outcomes over 18 months. Resident views about the costs of not using 

substances (ie, the difficulties encountered when not using), as well as the perceived benefits 

of not using, were strong predictors of substance use outcomes.

Methods: This study adds to these findings by conducting two focus groups with individuals 

familiar with the structure and day-to-day operations of SLHs, including administrators of SLH 

organizations, owners, and peer managers.

Results: Focus group results supported the importance of costs and benefits as motivational 

forces influencing abstinence. However, participants also emphasized characteristics of the sober 

living recovery environment as important factors influencing motivation. Interactions among 

recovering peers offer unique opportunities for feeling understood, recognizing vulnerability 

in others, identifying with the recovery processes of others, receiving supportive confrontation, 

and engaging in mutual accountability. These experiences are important elements of motivation 

that become activated by involvement in the SLH environment and are difficult to replicate 

outside of that context.

Conclusion: In addition to recognizing how motivation can be enhanced by addressing costs 

and benefits experienced by individuals, operators of recovery homes need to understand 

 motivation as a function of the recovery home social environment. Additional studies are needed 

on motivation as a longitudinal construct in a variety of peer-oriented environments. Studies 

are also needed to better specify interactions within SLHs that increase and hinder motivation 

among different types of residents.

Keywords: recovery residence, sober living house, social model, social environment

Introduction
Studies assessing motivation for change in the literature on addiction have found 

 significant but modest associations between motivation and subsequent treatment 

outcome.1,2 Most of these studies have been limited in a number of respects. First, 

 studies typically measure motivation only at treatment entry and overlook how 

 motivation can change over time. Second, studies on motivation have typically 

addressed motivation to stop or reduce use of alcohol and drugs. Motivation to maintain 

abstinence from drugs and alcohol among individuals who have ceased their substance 

use has largely been ignored. Finally, motivation has typically been studied within 
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the context of formal treatment programs. We therefore 

know little about motivation after treatment completion or 

among persons participating in peer-oriented services, such 

as 12-step programs or residential recovery homes.

Research conducted by Korcha et al3 was an exception to 

the typical studies on motivation. They studied motivation 

at three 6-month intervals among 167 individuals entering 

residential recovery homes in California. They assessed 

motivation to maintain sobriety in addition to motivation 

to quit or reduce substance use. Motivation was measured 

using the costs and benefits subscales of the Alcohol 

and Drug Consequences Questionnaire (ADCQ),4 which 

was  conceptualized using perceived costs and benefits of 

 continuing sobriety. Examples of costs included items such 

as “I will have difficulty relaxing”, “I will get depressed”, 

and “I will feel bored”. Examples of benefits include items 

such as “I will have a better relationship with my family”, 

“I will feel better about myself ”, and “I will be more active 

and alert”. Overall, participants expressed strong motivation 

for sobriety; they consistently reported higher perceptions of 

benefits than costs of sobriety at each interview.

With the use of lagged generalized estimating equation 

models across time, higher scores on the ADCQ costs scale 

consistently predicted increased substance use and severity 

of problems related to use. Higher scores on the benefits scale 

predicted better alcohol and drug outcomes, although the 

effects were less consistent and weaker than the costs scales. 

In a follow-up analysis, Korcha et al5 found that the cost scale 

was resilient; it was not moderated by a variety of social 

and demographic factors that the  researchers  examined. 

However, an analysis by Polcin et al6 found that high costs 

were particularly strong predictors among persons with high 

psychiatric severity. Korcha et al5 found that the benefits scale 

was particularly influential between two  subgroups: persons 

who had low affiliation with 12-step  recovery groups and 

persons who had large social networks. The authors con-

cluded that involvement in 12-step programs was a strong, 

resilient predictor of good outcome and individual percep-

tions about benefits only became important when participants 

had decreased 12-step attendance and activities. Among 

persons with large social networks, recognition of benefits 

was thought to operate as a prophylaxis to the high-risk 

situations that one might be increasingly exposed to when 

engaged in a large social network.

Purpose
The purpose of the current study was to expand upon the 

quantitative findings reported earlier by eliciting views about 

motivation from persons who actively work with sober living 

houses (SLHs) and SLH residents on a daily basis, including 

administrators of SLH associations, owners of the homes, 

and house managers. While our findings for the influence of 

perceived costs and benefits on sobriety were compelling, we 

surmised there might be a variety of motivational  influences 

not tapped by the ADCQ that could be identified by these 

individuals. In addition, we wanted to better understand 

our quantitative findings by hearing how our focus group 

 participants viewed them. Based on our findings, we aimed to 

develop suggestions for maximizing motivation to maintain 

sobriety. Finally, we hoped our results would provide direc-

tion for additional research on motivation in SLHs and other 

types of recovery homes. Study procedures were reviewed and 

approved by the Public Health Institute Institutional Review 

Board. Informed consent procedures were approved by the 

Public Health Institute Institutional Review Board. As the  

study data was limited to perceptions about motivation in 

sober living recovery homes and did not involve disclosure of 

individual level personal information from focus group par-

ticipants, informed consent was limited to description of focus 

group procedures and verbal agreement to participate.

Analysis
Data of two 1-hour focus groups were audiotaped and 

transcribed. Two raters independently hand coded text for 

dominant themes within specific content areas queried during 

the interview. Content areas included questions addressing 

general factors motivating residents, peer influences,  family 

influences, views about costs and benefits of sobriety as 

motivational influences, and views about our quantitative 

findings showing how motivation varied by social network 

and psychiatric severity characteristics. The two coders then 

discussed the themes each area generated and discrepancies 

were resolved through discussion. Dominant themes within 

each area were finalized and examples of relevant text were 

selected for inclusion in the study.

Methods
Participants
The current study used a mixed method design, drawing on 

previous quantitative research in recovery homes3,5,6 and new 

qualitative data from two focus groups to create a broader, 

more comprehensive view of motivation. The first focus group 

consisted of six individuals associated with a sober living 

organization in Northern California: the owner of the houses, 

a longtime administrative coordinator, and four current or 

recent house managers. All of the  participants except the 

administrative coordinator were men and all were in recovery 

from alcohol and drug problems. In  addition to being a site for 
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collection of focus group data, these were the houses used to 

collect the prior quantitative data on motivation.3,5,6

The program consists of 16 recovery homes divided into a 

beginning phase for new residents and a more advanced phase 

for residents who have established some period of sobriety, 

typically a month or more. House sizes range from three to 

12 bedrooms, the latter being a large phase I house where 

entering residents benefit from more containment (eg, rules 

such as curfews) and support from the larger community. 

The houses use a “social model” approach to recovery7–9 

that emphasizes peer support as the essential ingredient in 

recovery. No onsite services are offered but residents are 

encouraged to pursue services they need in the community, 

and all are required to attend 12-step meetings. While living 

at the house, residents are expected to be involved in work, 

school, or other productive activities. Residents are expected 

to abstain from alcohol and drugs, required to attend house 

meetings, and involved in upkeep of the facility. Costs associ-

ated with the homes are  primarily covered through resident 

fees, although some criminal justice programs will pay 

1 month or 2 months of rent for ex-offenders upon entry into 

the SLH. Residents are free to live in the homes for as long as 

they like, but most use it as transitional living into indepen-

dent living in the community. The average length of stay is 

slightly over 5 months (mean 166 days; standard deviation 

163). An evaluation of resident outcomes showed significant 

improvement on measures of alcohol and drug use, sever-

ity of drug and alcohol problems, employment, and arrests. 

Improvements were evident between baseline and 6-month 

follow-up and continued at 18 months even though the vast 

majority had left the homes at that point.10 Consistent with the 

social model view of recovery, social  network characteristics 

and the level of involvement in 12-step groups predicted 

outcome. More detailed  information about SLHs is available 

in Polcin and Henderson11 or  Wittman and Polcin.12

The second focus group consisted of six individuals asso-

ciated with the sober living network in Southern California. 

The operations of these houses are generally similar to those 

studied in Northern California, although there is no phase 

system that residents transition through as time in the home 

increases. Sober living network is an advocacy network for 

SLHs that provides certification and training for approximately 

500 homes in California. Participants included an administrator 

and five house managers, four men and one woman. The houses 

they operated ranged in size from six to 16 bedrooms.

Process and content of focus groups
Both focus groups were audiotaped in private locations onsite 

at the SLH organizations. Interviews took slightly 1 hour 

to complete and began with a general, open-ended question 

about factors felt to influence motivation to remain absti-

nent from alcohol and drugs. Specific follow-up questions 

included inquiries about the influence of peers, family, and 

friends on motivation. We then presented findings from our 

quantitative studies of motivation and asked participants to 

comment on them. Results presented to them included our 

findings that both costs and benefits predicted whether an 

individual used substances. We also presented the finding 

that two factors appeared to moderate the impact of benefits 

(ie, 12-step involvement and size of the social network). 

Finally, we asked participants to comment on our finding that 

persons with high psychiatric severity had worse substance 

abuse outcomes, and costs, but not benefits, were particularly 

strong predictors of those worse outcomes. Table 1 identifies 

the questions asked.

Results
Overall views about motivation
In response to the general question about motivation for main-

taining sobriety, focus group participants emphasized many 

factors based on benefits and costs. For example, implementa-

tion of random and targeted urine screening, which could lead 

to eviction if positive for drug use, was viewed as an impor-

tant motivator for keeping one’s  sobriety. Many individuals 

Table 1 Focus group questions

General questions

  What do you think are the key factors that motivate residents to stay 
sober?

  Do you think motivation varies depending on how long they have 
been at the sober living house?

Interpersonal influences
 Are there ways that peer support influences motivation?
  Are there ways that support from family and friends influences 

motivation?
Costs and benefits
  (After defining costs and benefits as they are used on the Alcohol and 

Drug Consequences Questionnaire)
  Both costs and benefits predicted outcome. What are your thoughts 

about that?
Moderating influences
  Benefits had a stronger impact on residents who did not get involved 

in 12-step groups very much. What are your thoughts about that?
  Residents with smaller social networks (defined as the number 

of important people in your life) had more sobriety overall than 
residents with large social networks. The exception was residents 
with large social networks also reported high benefits of sobriety. 
What are your thoughts about that?

  When we looked at persons with high psychiatric severity, we found 
costs but not benefits predicted outcome. We also found costs were 
much higher among those with high psychiatric severity. What are 
your thoughts about that?
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enter the SLH with few if any other viable housing options. 

Participants also noted that costs related to substance use prior 

to entering the SLH were important  motivators. Comments 

included, “I think one of the big  motivators too is when most 

got here [they were] broken up. … ran into the ground”. “I’ve 

literally seen people come in here that look like they’re about 

two inches from dying”.

Consistent with studies of treatment entry for substance 

abuse problems,13 motivation to enter recovery homes was 

often viewed as a response to external pressure. Focus 

group participants pointed out there were significant costs 

for many residents if they did not take action to deal with 

their  substance abuse. The consequences of inaction could 

include financial, legal, and interpersonal costs. One house 

manager stated, “I think the majority of people that come in 

their  families, loved ones, employers, the courts are the 

 motivator of them coming in here”. Several managers noted 

that  financial pressures from families can increase  motivation. 

This was particularly common for young persons who were 

still financially dependent on their parents.

… the fear of being homeless. And you know if we can 

get the parents to pull the cash away from them, then that 

becomes a very real fear and then you are motivated because 

it’s either there or the street.

Although family and other types of pressure were viewed 

as motivation to enter the recovery home, over time these 

sources of pressure came to be experienced as beneficial 

reasons to maintain abstinence. As residents rebuilt their 

lives over time, they often got their families back.

And so when most of the family are coming here they’re 

like dropping them off … We love you but we can’t watch 

you … if an individual makes it through at least the first 

sixty or ninety days [the] family starts coming back around 

and they become willing to help … they come to have dinner 

with them … even maybe come to a meeting. They become 

willing to come get them and take them out to eat or go to 

shopping or come home for the weekend.

Several house managers described motivation as a 

process where initially motivation was based on  negative 

 consequences associated with substance use, “deficit 

 motivation”. However, for the resident to succeed over time, 

there needed to be a switch at some point to motivation that 

was based on the benefits of recovery.

Deficit motivation … the felonies and the evictions and the 

breakups … [When] the deficit motivation is gone … . see 

ya … But you’ve got to realize that you’ve got to get into 

a growth motivation so you start hearing about the benefits 

and a lot of the benefits are unactualized benefits. Because 

you have to work for them. They don’t just happen … you’re 

expected to do the work.

Examples of benefits included finding work,  reengaging 

with one’s family, clearing up legal problems, and  regaining a 

driver’s license. Several participants pointed out that  achieving 

these goals typically required practical and  emotional sup-

port from resident peers. One manager described a meeting 

labeled the “Been There, Done That” meeting. “We have the 

meetings where you can become of service and help people 

get to doctors, court appointments, I mean anything”. Another 

participant pointed out that the resident who developed that 

meeting received  recognition in the household for his efforts, 

which furthered his  commitment to the house as well as 

his individual recovery. Ways that  residents supported one 

another resulted in a type of  substitute family where persons 

could reside until they were able to begin reestablishing trust 

with their family.

Very few have family support that still want to engage when 

they first come in here and that’s what makes motivation 

too for someone to be here in this environment … this kind 

of becomes your replacement family but it gives you time 

to start mending with the family …

SLH social environment
The importance of the social environment within the SLH 

was emphasized as a motivator for sobriety in multiple 

ways. Peer support and experiences of comradery engaged 

residents in ways that would be difficult to replicate outside 

the SLH context. Over time, appreciation of the value of 

these  experiences becomes a potent benefit of maintaining 

abstinence. One focus group participant stated:

… having instead of just a couple people they’ve got like 

this little town of peers here that are like-minded, that all 

have the same goal … we’ve got to leave our old places, 

people behind if we want to stay clean and sober. So if you 

have to do that you’ve got to have new people. And a sober 

living environment provides that.

Study participants felt residents were most likely to be 

receptive to feedback when it came from other residents 

rather than house managers. Within an interpersonal context 

of understanding and support, they were more motivated to 

address issues they needed to work on and acknowledge 

ways they were vulnerable to relapse. One participant 

stated, “They’re more apt to listen to their peers in regards to 
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 behavior or advice or criticism, whether it’s constructive you 

know whether it’s critical or just trying to be helpful”.

The SLH environment also created a context where 

residents could recognize vulnerability in others and take 

action to be helpful.

One of the things that I think is completely awesome is when 

somebody is having a bad day around here and you can kind 

of see … You kind of feel it, the aura … There [are] people 

that step up that ask you, hey, what’s going on?

One of the participants gave an example from her own 

recovery experience in a SLH. She described feeling upset 

and going for a walk. Suddenly, she was surrounded by her 

peers who stated they were going with her.

And part of me was like what the … Why are you going 

with me? What’s your problem? But the other part of me 

was like, wow, they’re showing they care for me … . And 

what they said was, you’re not okay. Everything on your 

face shows terror, anger and fear, and we just want to go 

with you … that’s what sober living is all about … I thought 

that things were okay that day but clearly I was not okay.

The care and concern experienced by this participant 

became an important motivator toward continuing sobriety. 

Experiences like this were felt to be examples of ways that 

mutual accountability was facilitated and supported sobriety 

within the household. Each individual in the household was 

accountable to other residents, not only in terms of their own 

behavior (eg, maintaining abstinence), but also in terms of 

contributing to a healthy recovery environment. The actions 

of the peers in the above case to reach out and help the 

 resident who was upset and potentially vulnerable to relapse 

is an excellent example.

There were similar comments from other participants, 

including the contention that peers could often confront each 

other in ways that were experienced as helpful and supportive 

and resulted in increased motivation. One manager used the 

phrases “carefrontation” and “positive peer pressure”. “…

you’ve got a group of guys around you trying to push you in 

a positive direction it can help motivate you to change your 

behavior …”

A final way that residents were thought to be  motivated had 

to do with leadership of the house manager. One  participant 

felt that the house manager “hopefully, is almost parentified. 

[Residents] want their approval … their  validation”. Using 

residents’ motivation for approval, it was suggested that 

house managers make it a “goal to create a healthy family 

dynamic … How do we learn to  communicate, express our 

feelings, have conflict resolution without getting loaded or 

punching a guy in the face?” Motivation based solely on 

compliance with external demands without learning these 

skills and without internal emotional work on oneself was 

felt to be short-lived.

Reflections on cost/benefit  
quantitative findings
In addition to general questions about motivation, we asked 

participants to comment on our quantitative findings.5 We 

presented to them the finding that perceived cost of sobriety 

was a robust predictor of substance use. We explained that 

when residents felt abstinence it would be difficult and would 

require them to tolerate high discomfort, they then tended 

to use substances more. This was particularly the case for 

persons with high psychiatric severity. We also noted that 

perceived benefits of abstinence were associated with sobriety 

overall, but benefits were particularly influential for persons 

who were less involved in 12-step meetings and persons who 

had a large number of persons in their social networks.

Reactions of focus group participants to our findings 

highlighted a number of points. Several participants thought 

perceived costs of sobriety were more prevalent in early 

recovery.

The costs I would say those are for somebody that is in very 

early recovery and hasn’t had some treatment … . hasn’t 

got any relief, emotional relief yet.

One participant noted that costs of abstinence subsided 

as one worked a recovery program and found new ways to 

manage the challenges of abstinence. “You’ve got to find a 

sufficient substitute”.

When we presented findings about ways the benefits 

operated differently for different groups (ie, interactions 

with 12-step involvement and size of one’s social network), 

 participants mostly responded to the latter issue. The 

 finding about differential effects of benefits for persons with 

high  versus low 12-step involvement drifted into general 

 discussions about how recovery through the 12-step  program 

worked. There were also few reflections about why benefits 

would be more important for persons with larger social 

networks. However, there were interesting reflections about 

the overall finding that smaller social networks had better 

outcomes than large networks. Several participants felt that 

in early recovery, it was common to feel like you were friends 

with large numbers of fellow 12-step members. As  recovery 

proceeded, many individuals become more  discerning about 

their relationships and considered persons in their social 
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network to be those they knew more intimately. As one 

participant put it, “find four people you can call at two in 

the morning and that’s more important than fifty people on 

speed dial”.

Reflections on psychiatric findings
We also asked participants to reflect on our finding that 

 persons with more serious psychiatric problems had higher 

costs associated with sobriety and higher levels of substance 

use. One response was that standard SLHs were not a good 

option for some of these individuals. One participant in 

charge of overseeing a large group of houses pointed out that 

“some people with schizophrenia or mental health disorders 

do better in a small house that’s just like a six-bed house 

because of their psychosis and they’re paranoid they do much 

better with just a smaller group”. In addition, participants 

pointed out that persons with dual diagnosis needed a less 

demanding and more tolerant environment.

One manager described one of his facilities as  primarily 

housing persons with dual diagnoses of psychiatric and 

substance use disorders. He felt many such residents were 

able to do well “if you can keep them medication compliant 

and you can get them introduced into co-occurring disorder 

groups”. He described the house as part of a “full service 

partnership”, where residents who were relapsing could 

 readily be admitted to other types of housing without a 

sobriety requirement. However, his perception was that a 

significant number of dual diagnosed individuals preferred 

the modified SLH arrangement.

Discussion
Motivation has rarely been studied outside the context of 

formal treatment programs, and it has usually been studied 

in terms of desire to stop or cut down substance use. This 

study combined previously published quantitative data with 

new qualitative work to study motivation to maintain sobriety 

in SLHs. Unlike formal treatment, SLHs rely primarily on 

peer support rather than professionally delivered services as 

the primary therapeutic mechanism. The practice of social 

model recovery within the houses has important implications 

for understanding and enhancing motivation.

Motivation as a function of household 
relationships
In most studies, motivation is conceptualized as an 

 individual’s desire to make changes, recognize  problems, 

and take steps to address problems.14,15 Strategies to enhance 

motivation involve individual-based interventions such 

as  motivational interviewing.16 A relatively novel but not 

 unexpected finding in the current study was the conceptualiza-

tion of motivation in terms of the SLH peer environment.

There are a number ways that peer dynamics within SLHs 

can facilitate motivation to maintain sobriety. Focus group 

participants felt there was often a level of understanding 

among peers that made it easy to recognize when a fellow 

resident was experiencing difficulty and was vulnerable 

to relapse. The typical response was to reach out to these 

individuals to find out what was wrong and be of  assistance. 

Although residents sometimes initially rejected these 

 overtures, they often came to experience them as supportive, 

as one manager put it, a type of “carefrontation”. Helping 

fellow residents was one way to receive acknowledgment 

and recognition that strengthened one’s commitment to the 

shared goal of abstinence.

Focus group participants also pointed out that residents 

were often able to consider feedback from their peers that 

they might reject if it came from others. It needs to be 

 emphasized that the interactions they were referencing 

 typically focused on potential harm to the resident, their areas 

of vulnerability, and were not personal attacks. Within the 

supportive environment of the SLH, residents were often able 

to acknowledge vulnerability and potential harm in ways that 

increased their commitment to abstinence and to the overall 

household. The emphasis on feedback about potential harm 

being experienced as supportive is consistent with previous 

research on supportive confrontation in SLHs.17–19 However, 

for individuals to feel supported by these interactions, it is 

important that the comments came from persons who are 

respected. They are particularly helpful when received from 

persons who have extensive recovery experience.18

Our study findings suggest that understanding  motivation 

in SLHs requires a broader conceptualization. First, 

 motivation exists at different levels, including individual, 

interpersonal, and household. One way to increase  motivation 

is to facilitate self-reflection among individuals about 

 reasons to maintain sobriety. However, residents of SLHs 

also enhance motivation in other ways, including ways they 

reach out to residents to help them avoid relapse. Initially, the 

resident may avoid relapse primarily as a response to external 

pressure. However, our focus group participants suggested 

that over time, and when coming from trusted peers, they 

may be more receptive to accepting the validity of potential 

harm. The care and concern from fellow residents becomes 

important reasons to stay sober, and relapse could result in 

the loss of valued personal relationships. The challenge to 

managers of SLHs and other types of recovery residences 
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is facilitating an environment within the SLH where social 

interaction among peers facilitates motivation for recovery. 

Specific suggestions on ways to enhance social environments 

within SLHs are given in Polcin et al.8 Although  motivation 

to change substance use has been discussed in terms of 

potential loss of intimate partners, friends, and family, it has 

typically not been examined in terms of desire to maintain 

relationships with peers in recovery.

Several house manager participants characterized life 

in a SLH as a family and that may be part of the reason 

household relationships can serve as important motivators. 

In terms of support for recovery, the SLH family can often 

provide more than actual families. Khantzian and Mack20 

pointed out that fellow members of Alcoholics Anonymous 

often have a level of understanding about one another that 

creates the safety necessary to honestly discuss issues that 

otherwise might not be discussed at all, not even with intimate 

family  members. The identification with other Alcoholics 

 Anonymous  members is a way persons in early recovery are 

able to regain the self-esteem necessary to move forward. 

This peer dynamic may be even more prevalent for recover-

ing persons who live together in one household. The unique 

ways peers are able to give and receive support in SLHs 

appear to be important motivators to maintain sobriety.

View of costs and benefits
In addition to emphasizing the peer context of motivation, 

focus group participants emphasized the importance of a vari-

ety of well-established factors known to influence  motivation. 

These included the important role of costs associated with 

substance use as motivation to seek help.4 In particular, they 

mentioned family pressures, legal problems, and  periods 

of homelessness or the threat of homelessness. They also 

emphasized the important role of benefits associated with 

abstinence as a reason to continue sobriety.  However, 

 participants felt there were time-varying influences for some 

motivational factors. For example, they felt perceived costs 

of sobriety (ie, the challenges associated with not using) 

were more prominent early in recovery. Persons still using 

substances or those in early recovery were viewed as often 

not having confidence that they could manage without 

 substances. In contrast, managers felt the benefi ts of sobriety 

were stronger influences at later time points. With the passing 

of time, residents in recovery regained important aspects of 

their lives that had been lost, particularly relationships with 

estranged family members. To date, there has been limited 

examination about the ebb and flow of motivation over time, 

particularly factors related to maintenance of sobriety.

Participants were not able to explain potential reasons for 

factors that moderated benefits (size of the social network and 

level of involvement in 12-step groups). However, there were 

general comments about how the size of one’s social network 

changed over time. They felt early in recovery a large number 

persons in 12-step recovery meetings were considered to be part 

of one’s social network. However, many persons felt differently 

over time. As the recovery process proceeded, they felt many 

persons were more discerning about whom they identified as a 

member of their social network. In general, it was felt to be more 

important to have strong relationships with a fewer number of 

persons than superficial connections with many.

When we presented our previous finding that persons with 

psychiatric disorders experienced higher costs associated 

with abstinence and those higher costs were associated with 

more substance use (ie, Polcin et al6), there was little surprise. 

Although persons with more psychiatric problems showed 

improvement on measures of alcohol and drug use, study 

group participants indicated that traditional SLHs might not 

be the best option for some of these individuals. Modifica-

tions were needed to reduce the level of stress and increase 

flexibility around relapse policies. One manager described 

a facility designed for these dual diagnosed persons that 

employed a “Housing Choice” model that offered a variety 

of housing options to individuals. Chronic homelessness 

occurring with substance abuse and mental illness further 

complicates housing choices. Although some of the dual 

diagnosed residents opt for housing funded by the Depart-

ment of Housing and Urban Development that does not focus 

on abstinence, a significant number of residents desire a trial 

in a house with a focus on abstinence. A variety of housing 

providers targeting services for substance abuse, mental ill-

ness, and homelessness are debating which housing models 

best match individual needs. Waegemakers Schiff and Schiff21 

provide a recent review of this literature.

Limitations
There are a number of limitations in our study. First, the 

data were limited to two focus groups in California and 

results might be different in other geographical areas. The 

N’s were small (N 6 for each group) and only included 

two women. Second, we only interviewed  administrators 

and managers of the houses, not residents. However, 

most of the house  managers who participated in the focus 

groups had at a  previous time been residents themselves 

in sober houses and they were therefore able to draw upon 

their  experiences as a resident as well as a manager when 

responding to focus group questions. Third, SLHs represent 
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one type of  residential setting and may not be generalizable 

to other recovery homes or residential treatment programs. 

Fourth, the focus group methods resulted in qualitative data 

that cannot be used to verify that the factors emphasized by 

participants caused increases in motivation. Fifth, we asked 

participants to comment on our findings about motivation 

that assessed motivation using the ADCQ. There are other 

measures of motivation that might have resulted in  different 

f indings. Finally, our questions asking participants to 

 comment on the findings from our research on the ADCQ 

were difficult for some participants to understand.

Conclusion
Individuals who are intimately familiar with SLHs felt 

 motivation to maintain sobriety among residents in 

their homes was influenced by factors known to affect 

 motivation in formal treatment programs. These included 

the  perceived costs and benefits associated with substance 

use and  abstinence. However, motivation has typically been 

 measured only at treatment entry and focus group participants 

felt the factors influencing motivation differed over time. 

Perceived costs were viewed to be more influential early in 

treatment and benefits were thought to be more influential 

as recovery time increased. More research is needed on the 

trajectories of costs and benefits across time for different 

populations of substance abusers.

Studies on motivation rarely identify peer relationships 

within service settings as important motivators to sustain 

recovery over time. However, focus group participants 

felt relationships within SLHs were potent motivators 

for  continued sobriety. Fellow peers provided a level of 

 understanding and support that to a large degree was viewed 

as uniquely supportive. Ways that residents reached out to 

fellow peers in distress were felt to facilitate motivation at 

individual and household levels. There is a serious need for 

research on the specific types of peer interactions that best 

facilitate motivation for different individuals. The content 

and intensity of peer interactions that are helpful might vary 

by resident characteristics (eg, age, sex, length of time in the 

residence, history of addiction and treatment, and severity 

of co-occurring problems). We also need information about 

destructive peer interactions that hinder motivation.

Housing service providers are struggling to identify 

housing models that best respond to the needs of specific 

subgroups, particularly persons with psychiatric disabilities 

and chronic homelessness who may not be motivated for 

abstinence. Focus group participants felt that standard SLHs 

may not be appropriate for some of these individuals and 

modifications were being made in SLHs designed to serve 

residents who presented serious psychiatric disorders in 

addition to substance abuse. There is a need for research on 

the effectiveness of different housing models for  different 

 populations and research that can inform placement of 

 different residents across time. Housing choice should not 

be viewed as a single event for individual residents, but as 

an ongoing choice based on needs and motivation.
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