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It is important to understand predictors of retention in rehabilitation for people with histories of 
addiction, co-existing mental health issues and criminal offending. This research examined 
whether admission status, ethnicity, age, substance use and forensic history were associated with 
length of stay in a therapeutic community in Dunedin. Retrospective data was gathered from 
clinical files for 240 tāngata whaiora who entered treatment in 2011–2020. The median stay was 
111.5 days (mean 182.62, SD 178.23); 80% were retained for at least a month; 56% for 3 months; 
38% for 6 months and 26% for 9 months. Having a mandate to undertake treatment was the only 
significant predictor of retention. Those with mandates were significantly more likely to complete 
at least 3-months treatment than those without a mandate. These findings demonstrate that 
mandated treatment may increase retention when few other factors predict retention in therapeutic 
communities 
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INTRODUCTION 
One of the most consistent findings in therapeutic 

community research is that retention in treatment is 

associated with positive treatment outcomes for tāngata 

whaiora (people seeking wellness) with histories of 

addictions, co-existing mental health issues and criminal 

offending. There is a wealth of research indicating that the 

longer one stays in treatment, the better the chances of 

recovery. But what influences tāngata whaiora to stay in 

treatment for longer? This article addresses this question 

by: 1) reviewing international literature in the area of 

retention in therapeutic communities; 2) investigating 

what factors may be associated with retention in 

therapeutic communities in Aotearoa New Zealand and 3) 

examining trends in retention over a treatment period of 9 

months (270 days).  
 

What is a Therapeutic Community? 
Therapeutic communities for the treatment of drug 

addiction were developed in mid-twentieth century and 

established in England, Western Europe and the United 

States (Glaser, 1981). Each therapeutic community differs 

in its treatment goals and how it operates (Glaser, 1981). 

Some therapeutic communities have a short duration of 

treatment (e.g., 3 months) and others are longer in 

durations (e.g., 3 years) (Gowing et al., 2002). 

Therapeutic communities can be outpatient or residential 

and some residential therapeutic communities are prison-

based (Gowing et al., 2002). Therapeutic communities 

provide different services to different people including 

adolescents, women and children, people with a history of 

criminal offending, psychiatric illnesses, drug addiction 

and co-existent disorders (Broekaert et al., 2006; Melnick 

& De Leon, 1999).  

The common feature shared by therapeutic 

communities is that therapy is group-based and involves 

collaboration between staff and clients who are active 

participants in their own therapy as well as other clients’ 

therapy (Ashdown et al., 2019; Glaser, 1981; Gowing et 

al., 2002). The main goal of the therapeutic community is 

to promote a healthier, drug-free lifestyle and identify 

areas of behaviour for change (De Leon, 1995). Tāngata 

whaiora learn about psychological, social, and emotional 

factors that can lead to drug use or criminal offending by 

listening to feedback from fellow tāngata whaiora and 

staff (De Leon, 1995). Therapeutic communities tend to 

be staffed by both professionally trained specialists as 

well as people with lived experience and graduates of a 

therapeutic community programmes who have made 

significant lifestyle changes to overcome addiction (De 

Leon, 1995). Most therapeutic communities structure their 

programmes around three ordinal stages of treatment: 1) 

induction / early treatment; 2) primary treatment; and 3) 

re-entry to society (National Institute on Drug Abuse, 

2003).  

Over the years, the therapeutic community model has 

been modified to include a variety of additional services 

such as medical and mental health services, family 

therapy, education and vocational training (Ashdown et 

al., 2019; De Leon, 1995). Many therapeutic communities 

have evolved to be culturally relevant to meet the needs of 

various ethnic and cultural groups of tāngata whaiora. In 

Aotearoa New Zealand, some therapeutic communities 

and other addiction services incorporate cultural 
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interventions, employ indigenous facilitators, apply 

traditional indigenous practices and accommodate the use 

of indigenous language in treatment to improve outcomes 

for the indigenous Māori population (Ashdown et al., 

2019). Likewise, there is an increasing awareness and 

effort to tailor treatment and therapeutic programmes to 

meet the distinct needs of immigrant communities to 

Aotearoa New Zealand, particularly those from Pacific 

Island nations.  
 

International Research 
One of the most consistent findings in therapeutic 

community literature is that longer duration of treatment 

is associated with better outcomes (Hubbard et al., 2003). 

Therefore, retention is an important factor in recovery 

success (Greenfield et al., 2004; Hubbard et al., 2003; 

Messina et al., 2000). Some studies have found that those 

who complete at least 3 months in treatment demonstrate 

improved treatment outcomes in comparison to those who 

leave treatment early. Greenfield et al. (2004) reviewed 

three studies that examined post-treatment abstinence 

from drugs and alcohol in follow-up interviews with 

women 6-12 months after discharge from treatment. They 

found that 68% to 71% of women in the three studies who 

completed 6 months or more in treatment reported that 

they were abstinent from drugs and alcohol. Furthermore, 

those who stayed at least 3 months in treatment and 

achieved their treatment goals demonstrated similar 

abstinence rates to those who stayed 6 months. Abstinence 

rates were substantially lower for those who did not 

complete treatment (51–52% reported abstinence). 

Notably, the majority (71%) of women in the three 

treatment programmes required at least 6 months to 

complete treatment. 

 Despite the extensive evidence base demonstrating 

that retention is associated with improved outcomes, 

retaining tāngata whaiora in a therapeutic community can 

be difficult. Stark (1992) noted that half of adults leave 

drug and alcohol treatment programmes within the first 

month and between 20–80% leave within 3 months. 

Attrition rates can be higher in some addiction services 

than in others. Simpson et al. (1997) found that long-term 

addiction treatment programmes had higher attrition rates 

than short-term addiction treatment programmes. 

Condelli et al. (2000) investigated treatment refusal and 

attrition in adults randomly assigned to a long-term 

therapeutic community treatment or a short-term chemical 

dependency programme. Treatment refusal and attrition 

were combined as a single outcome which was measured 

25 days after admission. Treatment refusal/attrition was 

significantly higher for participants assigned to the long-

term therapeutic community treatment than participants in 

the short-term chemical dependency programme. 

Condelli et al. (2000) suggested that higher 

refusal/attrition rates in the therapeutic community 

condition could be because the proposed duration of 

treatment was longer than in the chemical dependency 

condition. The prospect of long-term residential treatment 

may be less desirable than short-term residential treatment 

and this could be why attrition rates were higher in the 

longer-term therapeutic community condition. Condelli et 

al. (2000) proposed that treatment refusal and attrition 

rates could be reduced by structuring programmes in 

stages so that residents can mark their progress throughout 

the treatment process. 
 

Research on Therapeutic Communities in 
Aotearoa New Zealand 

In Aotearoa New Zealand, there is limited research on 

therapeutic communities and residential addiction 

treatment services. Research specifically investigating 

retention in treatment is even more limited. Based on a 

search of the literature, we identified three peer-reviewed 

and published studies that focused on retention in 

treatment in a therapeutic community within Aotearoa 

New Zealand (Mulder et al., 2009; Schroder et al., 2009; 

Newton-Howes & Stanley, 2015). Another two evaluation 

reports that have not been published in peer-reviewed 

journals were also identified (Adamson et al., 2010; King 

et al., 2019).  

Mulder et al. (2009) examined 3-month retention rates 

and the characteristics of tāngata whaiora who remained 

for the 3 months in a residential therapeutic community in 

Christchurch. The researchers conducted structured 

interviews and administered validated questionnaire 

measures to 200 consecutive admissions and followed 

them for 3 months. They found that 57% (107 out of 187) 

of the cohort remained in treatment for at least 3 months. 

Those who stayed in treatment for at least 3-months 

demonstrated higher baseline mental health scores, less 

lifetime stimulant dependence, higher current hypnotic / 

sedative dependence, and higher lifetime depression. 

Mulder et al. (2009) concluded that few factors reliably 

predict retention and attrition and therefore the process of 

screening and assessing prospective tāngata whaiora for 

therapeutic community treatment should be non-

discriminatory.  

Schroder et al. (2009) examined retention rates from 8 

different youth-specific alcohol and drug services in 

Aotearoa New Zealand during the years of 2003 and 2004. 

The 8 services ranged from residential, outpatient and day 

programmes. Some services incorporated kaupapa Māori 

and Pasifika approaches while others applied Western 

approaches. Data was collected from 79 qualitative 

interviews and 184 randomly selected clinical files. The 

youth participants were aged between 13 – 20. Most 

participants were male (62%) and identified with three 

main ethnic groups: New Zealand European / Pākehā 

(51%), Māori (37%), and Pasifika (8.2%). Schroder et al. 

(2009) found that the 42 participants from residential 

youth-specific services stayed in treatment for an average 

of 2.7 months and 17% of them left treatment within the 

first month. The study did not find any associations 

between fixed characteristics such as age, sex, ethnicity, 

substance use and mental health diagnoses and retention. 

Participants who reported less internal motivation and 

more external pressure to engage in treatment were more 

likely to leave treatment early (defined as within the first 

month of treatment). Moreover, those who left early were 

less likely to have reported abstinence from substance-use 

as a treatment goal and reported lower expectations of the 

impact of treatment on their lives and substance-use 

behaviours compared with those who stayed for more than 

a month. Schroder et al. (2009) proposed that fixed 

characteristics are not reliable predictors of retention in 

treatment and that dynamic characteristics such as 
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motivation, expectations about treatment outcomes, 

feeling involved throughout the treatment process and 

positive experiences with treatment staff are reliable 

factors in predicting retention in youth-specific treatment 

programmes in Aotearoa New Zealand.   

The most recent study examining factors associated 

with retention in therapeutic communities in Aotearoa 

New Zealand that we identified was conducted by 

Newton-Howes and Stanley (2015). They examined 

factors associated with treatment completion in an 8-week 

residential programme in Napier called Spring Hill. They 

reported that 62.2% of tāngata whaiora completed the 8-

week programme and there were no differences in 

completion rates between men and women. The most 

common drug of misuse was alcohol (51.9%) followed by 

methamphetamine (16.4%) and cannabis (14.2%) but 

there was no association between pre-entry drug use and 

programme completion. Those who identified as Māori 

were more likely to complete the 8-week programme as 

were those who had conflict with family or housing 

problems. Newton-Howes and Stanley (2015) concluded 

that pre-entry drug-use does not affect engagement in nor 

completion of an abstinence-based residential treatment 

programme. Furthermore, they suggested that those who 

are homeless or identify as Māori are more likely to 

complete the 8-week programme.  

From our searches of the literature, we identified two 

further articles that reported descriptive data on retention 

rates in Aotearoa New Zealand (Adamson et al., 2010; 

King et al., 2019). The two reports described retention 

trends but did not investigate factors associated with 

retention. The first report was an evaluation conducted by 

King et al. (2019) who reviewed Higher Ground, a short-

term residential therapeutic community (up to 18-weeks 

in duration) in Auckland. For the years between 2012 and 

2018, they found that the average length of stay was 80 

days with 51% of residents retained for 90 days. It took 

126 days on average to complete the programme but only 

32% graduated the programme. The second report was 

conducted by Adamson et al. (2010) who examined 

archival data from Moana House, a residential therapeutic 

community for men in Dunedin as part of a service 

evaluation report. Retention trends for the years of 2008 

and 2009 were examined. In 2008, 77% of tāngata 

whaiora stayed at least 30 days and 45% stayed for 90 

days or more. In 2009, the retention rates were higher with 

89% staying at least 30 days and 67% staying for 90 days 

or more. Adamson et al. (2010) proposed that whānau 

involvement in treatment and the significant Māori 

cultural components embedded in the therapeutic 

community were possible explanations for the relatively 

high retention rates observed in the evaluation. These 

explanations are supported by international research 

proposing that retention can be strengthened by the 

involvement of whānau in treatment and facilitating 

cultural practice for indigenous tāngata whaiora 

(Broekaert et al., 2006; Fisher et al., 1996). These 

explanations were further elaborated on in a qualitative 

study exploring the experiences of tāngata whaiora in the 

same therapeutic community evaluated by Adamson et al. 

(2010). In the research by Ashdown et al. (2019), seven 

Māori male tāngata whaiora were interviewed about their 

experiences in the therapeutic community. Participants 

reported that healing family relationships and 

reconnecting with their Māori culture were important 

aspects of their experience in the therapeutic community. 
 

The Present Study 
The research reviewed above demonstrates that 

retention in treatment is associated with efficacy of 

therapeutic community treatment and post-treatment 

outcomes. Despite this, many therapeutic communities 

throughout the world report that it is a constant challenge 

to retain tāngata whaiora for longer periods of time. 

Changes in drug use behaviours over recent years and 

increases in the availability of more harmful drugs in 

Aotearoa New Zealand, particularly methamphetamine, 

means that services and policy makers need to adapt to the 

continuously changing presentations and needs of tāngata 

whaiora. Recent data from the Moana House annual report 

suggests that the substance-use patterns of those seeking 

residential drug and alcohol services in Aotearoa New 

Zealand have changed. In 2010, 13% of Moana House 

referrals were methamphetamine related and for the most 

recent year 2019 – 2020, 81% of referrals were 

methamphetamine related (Moana House Annual Report, 

2020). Internationally there is a wealth of data on the types 

of people who access therapeutic community treatment 

programmes, retention trends and factors associated 

within retention. Domestically, in Aotearoa New Zealand 

there remains a lack of quantitative data on the types of 

people who access residential therapeutic community 

programmes. The studies identified in this literature 

review that examined domestic retention trends and 

factors associated with retention in Aotearoa New 

Zealand were conducted 5-10 years ago and only reported 

on short-term (8-week or 3-month) retention trends 

(Adamson et al., 2010; Mulder et al., 2009; Schroder et 

al., 2009). The previous studies are limited in that they do 

not provide detailed information on characteristics of 

tāngata whaiora nor any data on long-term retention trends 

(i.e., more than 3 months). Given that there is large 

international evidence-base demonstrating the association 

between retention and improved post-treatment outcomes 

and lack of up-to-date data on retention in residential 

therapeutic communities in Aotearoa New Zealand, the 

present study developed the following aims and addresses 

the subsequent research questions. 
 

Research Aims and Hypotheses 

• To provide further information about the 

characteristics of people attending therapeutic 

communities in Aotearoa New Zealand. 

• To provide insight into retention trends in therapeutic 

communities in Aotearoa New Zealand over a 9-

month treatment period and examine what factors are 

associated with retention for 3 months or longer in 

therapeutic communities in Aotearoa New Zealand. 
 

Based on past research it was predicted that that 1-

month, 3-month, and 9-month retention trends would be 

similar to those previously reported in Aotearoa New 

Zealand and that the number of days tāngata whaiora 

remain in treatment would be associated with the fixed 

characteristics of age, ethnicity, number of convictions, 

substance-use, and admission status (mandated or not).   
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METHOD 
 

The Programme 
Moana House is a residential therapeutic community 

located in Dunedin that was established in 1983 as an 

alternative to any further imprisonment for men with 

histories of addiction and criminal offending (Adamson et 

al., 2010). The residential programme is aimed to be 9 

months long with 3 months of after care. However, the 

length of time spent in residential or after care services is 

flexible and tailored to meet the needs of the individual. 

Some stay longer while others leave earlier. It should be 

noted that if an individual leaves early, this does not mean 

they did not complete their programme as treatment plans 

are individualized. For example, some stay for a short 

time to undertake an assisted detox while others decide to 

transition to other services closer to where they live. The 

residential and after care services are only for men but 

there is also a continuing care service which offers 

outpatient services to both men and women. In this study 

we only gathered data from men participating in the 

residential programme.   

The Moana House residential programme is based on 

four stages of treatment which are Whakaohooho 

(awakening / assessment); Stage I: Āhuatanga (the ‘shape’ 

of recovery); Stage II: Mōhiotanga (understanding); and 

Stage III: Mana Motuhake (autonomy and self-

determination) (Adamson et al., 2010). The framework of 

practice referred to as ‘Te Heke Tikanga’ was developed 

in consultation with a wide range of stakeholders at a local 

marae and is underpinned by three core values: tika 

(honesty, truthfulness, integrity), pono (good faith and 

belief in the goodness of others, and aroha (love and 

compassion). Heke Tikanga incorporates tikanga into the 

everyday running of the programme and clinical practice 

(although Moana House does not identify as a Kaupapa 

Māori service despite the strong influence of Māori 

cultural practices embedded in the programme). An 

example of how tikanga is incorporated into the 

programme is that every visitor to the House is welcomed 

in the process of mihi whakatau, which is a traditional 

Māori speech process for welcoming and greeting visitors. 

The Heke Tikanga framework provides a structure in 

which staff, tāngata whaiora and whānau can collaborate 

to improve overall health and wellbeing.  
 

Design 

This study utilized a retrospective case-control design. 

Descriptive analyses are presented on retention trends 

over a 9-month (270-day) treatment period. Inferential 

analyses are presented on the associations between fixed 

client characteristics (age, ethnicity, number of 

convictions, substance-use, admission status) and the 

length of stay in treatment.  

This research is significant to Māori as the majority of 

the sample in this study identified as Māori. Therefore, it 

was fundamental that the design of this study incorporated 

Kaupapa Māori Research principles. A Kaupapa Māori 

approach requires research to be conducted by Māori 

researchers, with Māori participants and for the benefit of 

Māori people (Smith, 2021). The primary author and one 

co-author in this study are Māori psychology researchers 

and have an awareness and understanding of Māori 

cultural values, knowledge, beliefs and Māori language 

thus allowing the research to be interpreted from a Māori 

worldview (Smith, 2021). Although qualitative research 

methods align more strongly with Kaupapa Māori 

research methods, it is important to highlight that the two 

Māori researchers were uniquely positioned to interpret 

and consider the implications of the findings from a Māori 

perspective.  
   

Audit Sample 

The sample consisted of 240 resident clinical files 

from the archives of the Moana House therapeutic 

community in Dunedin, Aotearoa New Zealand. Data 

were collected from Moana House archives dating from 

2011–2020. Information was collected on age, ethnicity 

(and iwi for Māori), forensic history (number of criminal 

convictions), admission status (whether or not treatment 

was mandated), type of substance-use disorder and length 

of stay. An additional 13 clinical files were accessed but 

excluded from the study as the length of stay data was 

missing. Approval for the study was provided as a service 

audit by the Downie Stewart Foundation who oversee 

Moana House. 
 

Criterion Variable 
Length of Stay: Length of stay was calculated in days 

from the date of admission to the date of discharge. Where 

figures are expressed in months, these are calculated as 

30-day periods as opposed to calendar months for each 

individual’s specific period of residence to provide better 

equivalence. We chose to make comparisons between 

those who stayed less than and more than 90 days because 

90 days treatment has been suggested as a minimum 

treatment period to benefit from therapeutic community 

treatment. Another study of retention in therapeutic 

communities in Aotearoa New Zealand also examined 

factors associated with 90 days retention and we chose to 

examine factors associated with 90 days retention so that 

comparisons can be made with research in a local context 

(Mulder et al., 2009). 
 

Predictor Variables 
Ethnicity: Ethnicity and iwi were determined by self-

reported primary identification with one of three ethnic 

groups (NZ European / Pākehā, NZ Māori, Pasifika).  

Forensic History: The number of convictions was 

obtained from both self-reports and official records. 

Forensic history was recorded as the total number of 

convictions at the time of admission and divided into two 

groups: more than or less than 20 convictions. We chose 

to categorize forensic history into more than or less than 

20 convictions so that comparisons could be made 

between the findings of this study and another local study 

that investigated whether having more or less than 20 

convictions was associated with 90-day retention in 

treatment in Aotearoa New Zealand (Mulder et al., 2009).  

Admission Status (mandated vs no mandate): Legal 

status at the time of admission was obtained from official 

documents held on file. The types of legal status recorded 

were bail, parole, partial residential restrictions, 

community-based sentence, intensive supervision. Legal 

status was divided into two groups: mandated (bail, 

parole, partial residential restrictions, community-based 

sentence, intensive supervision) and no mandate. Those 
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with mandates had specific legal conditions to undertake 

residential drug and alcohol treatment.  

Substance-use: Type of substance-use disorder was 

obtained from comprehensive assessments using the 

American Psychiatric Association (2013) diagnostic 

criteria as a screening tool for substance-use disorder. 
 

Statistical Analysis 
Retention rates across the 9-month period from the 

date of admission were calculated as the percentage of 

people remaining in treatment at each 30-day time point 

across 270 days. Comparisons between those who stayed 

less than 90 days and those who stayed 90 or more days 

were conducted using χ2 tests for categorical variables. 

Means are reported for normally distributed variables and 

medians are also reported for skewed variables. Logistic 

regression analysis was planned to determine the 

independent association of variables that showed 

significant association (p < .05) with 3-month retention. 

Because some clinical files were only partially complete, 

the number of missing cases ranged from 0 (for length of 

stay and age) to 32 (for number of convictions). Missing 

data analysis revealed no associations between missing 

data status and the criterion variable of length of stay. 
 

RESULTS 
 

Characteristics of tāngata whaiora 
The age range of tāngata whaiora was 18 – 56, with a 

median of 32 (mean 33.06, SD = 8.82). Ethnicity data was 

recorded for 238 of the 240 tāngata whaiora and the 

majority of tāngata whaiora were Māori (71.8%), with 

28.2% non-Māori. Data on the number of convictions 

were available for 208 of the 240 tāngata whaiora. The 

range was 3 – 251 convictions with a median of 48.5 and 

considerable positive skew (mean 60.52, SD 49.91). The 

majority of tāngata whaiora had 20 or more convictions 

(78.8%). Data on the admission status were available for 

231 of the 240 tāngata whaiora, and the majority had some 

form of mandate to undertake treatment (82.3%). Data on 

substance-use disorder were available for 214 of the 240 

tāngata whaiora. All 214 met the diagnostic criteria for a 

substance-use disorder. Most had used more than one 

substance (93.9%), with 26.6% using two substances, 

32.2% using three, and 35.1% using four or more. 
 

Descriptive data on length of stay 
Data on length of stay were available for 240 tāngata 

whaiora. The range was 1 – 803 days (2.20 years) and the 

median was 111.5 days, with positive skewness (mean 

182.62, SD 178.23). Figure 1 displays the percentage of 

tāngata whaiora who were retained in treatment at each 1-

month (30-day) block over the anticipated 9-month 

treatment period. This analysis revealed that 80% were 

retained for at least a month; 56% were retained for at least 

3 months; 38% were retained for 6 months; and 26% were 

retained for 9-months. The period with the lowest rate of 

retention was the first 30 days where 20% of arrivals did 

not complete the first month of treatment. Across the 9-

months, retention sharply declined for the first 3 months 

after which retention declined relatively more steadily 

(see Figure 1). 

 

Comparison of length of stay with individual 
characteristics 

Admission status: There was a significant association 

between admission status and 90-day retention, with those 

who stayed for 90 days or more being significantly more 

likely to have a mandate to undertake treatment (see Table 

1). Tāngata whaiora with no mandate stayed an average of 

98.63 days and those who were mandated stayed an 

average of 204.71 days. This means that those who were 

mandated to undertake treatment stayed 106.07 days more 

on average than those with no mandate, and this 

association is statistically significant (see Table 1).  

Forensic history: There was no significant association 

between forensic history and 90-day retention rates. Those 

who had 20 convictions or more demonstrated similar 90-

day retention rates to those with less than 20 convictions 

(see Table 1). 

Ethnicity: There were no significant associations 

between ethnicity and 90-day retention rates. The tāngata 
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whaiora who were Māori demonstrated similar 90-day 

retention rates to non-Māori (see Table 1).    

Age: There were no significant age differences 

between those who completed 90 days or more treatment 

and those who completed less than 90 days. Those who 

stayed 90 days or more were a similar age, on average, to 

those who stayed less than 90 days (see Table 1). 

Substance use: There were no significant differences 

in the number of substance-use disorders between those 

who completed 90 days or more treatment and those who 

completed less than 90 days. Those who stayed 90 days or 

more presented with, on average, the same number of 

substance-use disorders (around three substance use 

disorders) as those who stayed less than 90 days (see  
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Table 1). Furthermore, there were no significant 

associations between type of substance-use disorder and 

90-day retention rates (i.e., those who presented with a 

history of stimulant use showed similar retention rates to 

those who did not have a history of stimulant use) (see 

Table 2).  
 

Logistic regression predicting length of stay 
Because admission status (mandated vs no mandate) 

was the only variable associated with 90-day retention in 

the above bivariate analyses, the logistic of relevant 

variables confirmed the association between admission 

status and length of stay (Table 3) as no other variables 

predicted retention. 
 

DISCUSSION 
This research has three main findings that provide 

novel insight into retention in therapeutic communities 

within the context of Aotearoa New Zealand. Firstly, the 

study provides novel insight into long-term retention 

trends within the context of Aotearoa New Zealand. 

Across a 9-month period, 80% of admissions were 

retained for 1 month, 56% for 3 months, 38% 6 months 

and 26% for 9 months. The sharpest decline in retention 

was from admission until 3 months, after which retention 

steady declined. Secondly, the results show that being 

mandated to undertake treatment was significantly 

associated with retention of 3 months or more in 

treatment. This is the first study in Aotearoa New Zealand 

to find that mandated treatment is associated with 

increased retention in drug and alcohol treatment 

programmes. Thirdly, age, ethnicity, substance-use 

history and forensic history did not predict 3-month 

retention, which indicates that these characteristics may 

not be predictive of who will do well in therapeutic 

community treatment programmes. 

Within Aotearoa New Zealand there are few studies 

available to compare retention trends with those reported 

in this study. Shroder et al. (2009) reported that 17% of 

admissions of youth attending residential and day 

programmes left within the first month. Newton-Howes 

and Stanley (2015) reported that 62% of tāngata whaiora 

completed an 8-week residential therapeutic community 

programme at Spring Hill in Napier. Similarly, Mulder et 

al. (2009) reported that 57% remained in treatment for 3 

months or more at Odyssey House residential therapeutic 

community in Christchurch. And King et al. (2019) 

reported an average length of stay over a 6-year period of 

80 days, with 51% retained for 90 days at Higher Ground 

residential therapeutic community in Auckland. Adamson 

et al. (2010) reported varying retention data gathered from 

the same population as the present study at the Moana 

House therapeutic community for the years prior to the 

present data collection period. For the year 2008, 

Adamson and colleagues reported that 77% stayed at least 

1 month and 45% stayed for 3 months or more while in 

2009 the retention rates were higher with 89% staying at 

least 1 month and 67% staying for 3 months or more.  

In comparison with local retention data available, the 

retention rates observed in the present study are similar to 

those reported throughout therapeutic communities in 

different regions of Aotearoa New Zealand, but it should 

be noted that there is very little data available for 

comparison. Although comparisons in retention trends 

between treatment programmes are difficult due to the 

high variability in therapeutic community programmes, 

tāngata whaiora characteristics and methodological 

constraints, the widespread reporting in the international 

literature of challenges in retaining tāngata whaiora over 

the long-term appears to be a feature shared by therapeutic 

communities in Aotearoa New Zealand.  

This study found novel findings within the context of 

Aotearoa New Zealand in that tāngata whaiora who were 

mandated to undertake treatment were significantly more 

likely to complete 3 months of treatment than those 

without a mandate. Moreover, those who were mandated 

tended to stay 106 days longer on average than those who 

were not mandated. This association was not found in the 

other major local study that examined the association 

between mandated treatment (and other variables) and 3-

month retention in a therapeutic community in 

Christchurch, Aotearoa New Zealand (Mulder et al. 

2009). The results are, however, consistent with 

international literature on 3-month retention predictors. 

Hiller et al. (1998) examined retention rates across 18 

residential treatment programmes in the US and found that 

those who reported moderate to high legal pressure to 

undertake treatment were significantly more likely to 

complete 3 months or more treatment than those with low 

legal pressure.  

Prior research indicates that tāngata whaiora who have 

been mandated to undertake treatment experience lower 

motivation than those who are not mandated (Harford et 

al., 1976). The issue of motivation is important as higher 

internal motivation has been shown to be associated with 

long-term behavioural change (Deci & Ryan, 1985). More 

recent research, however, demonstrates that although 

tāngata whaiora who undertake mandated treatment report 

lower motivation levels than those who undertake 

treatment without having a mandate, those with mandates 

are just as, or more likely to complete treatment than those 

without (Coviello et al., 2013; Brecht et al., 1993; Farabee 

et al., 1998; Hiller et al., 1998; Kelly et al., 2005; Martin 

et al., 2003). Moreover, Kelly et al. (2005) reported that 

although motivation was lower for those with mandates, 

they showed similar levels of therapeutic change as those 
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who were not mandated both during treatment and 5-years 

afterwards. 

Although there is increasing evidence to suggest that 

mandated treatment is associated with increased retention 

in therapeutic communities, the finding should be treated 

with caution as it does not provide evidence of a direct 

causal relationship that mandated treatment results in 

improved post-treatment outcomes. As highlighted by 

Schroder et al (2009), while time in treatment is a strong 

predictor of improved treatment outcomes, it may not be 

a sufficient predictor alone and is unlikely to be the sole 

reason for more successful outcomes.  

There was no significant association between ethnicity 

and overall length of stay. The association between 

ethnicity and retention in Aotearoa New Zealand is mixed. 

The results of the present study support those of Mulder 

et al. (2009) who found that Māori were just as likely to 

complete 3 months treatment as non-Māori. Likewise, 

Shroder et al. (2009) reported that Māori, Pasifika, 

European and amalgamated other ethnic groups did not 

differ in retention in drug and alcohol treatment 

programmes for youth. Newton-Howes and Stanley 

(2015) found that Māori were significantly more likely to 

complete an 8-week residential treatment programme than 

non-Māori and whilst this might be considered surprising 

given persistent criminal justice inequities for Māori, the 

authors stated that the reason for this result was unclear.  

Internationally, some studies have found that 

indigenous and minority populations tend to stay less time 

in treatment. Li et al. (2013) reported that indigenous 

aboriginal people from Canada were significantly less 

likely to complete an inpatient detox treatment 

programme than non-aboriginal people while De Leon et 

al. (1993) reported that Latino men were significantly less 

likely to complete 30 days and 1 year’s treatment in the 

US than African and White Americans. Melnick et al. 

(1997), however, found no differences in 45-day retention 

rates for White Americans, African Americans, and 

Latinos. The results of the present study support other 

local research that suggests that there is no association 

between ethnicity and retention in treatment within the 

context of Aotearoa New Zealand. These results are 

particularly encouraging given the substantial proportion 

of Māori who access residential therapeutic community 

treatment services in Aotearoa New Zealand.  

There was no significant association between the 

number of convictions tāngata whaiora reported at entry 

and 3-month retention. Tāngata whaiora who had an 

extensive criminal history (20 or more convictions) were 

just as likely to be retained for 3 months or more as those 

who had a less extensive criminal history. These results 

are consistent with other local reports in Aotearoa New 

Zealand by Mulder et al. (2009) who did not find any 

association between forensic history and 3-month 

retention. The implications of this finding are important in 

that it indicates that one’s criminal history should not 

prevent them from being able to access treatment. As the 

results indicate, tāngata whaiora with extensive histories 

of criminal recidivism demonstrate the same retention 

rates as those with less extensive histories.  

The international evidence base to support this claim 

is mixed. Evans et al. (2009) investigated factors 

associated with treatment completion in 30 programmes 

throughout California. They found that those who left 

early had more extensive criminal histories than those 

who completed treatment. Likewise, Huebner and 

Cobbina (2007) reported that those with extensive 

criminal histories were more likely to leave treatment 

early. Lang and Belenko (2000) also reported that those 

who completed community-based residential treatment 

programmes as an alternative to prison had less drug-

related convictions than those who left early.  

There were no significant differences in 3-month 

retention rates for the three age groups (25 or younger, 26-

50 or 51 or older). These results support other local 

findings in Aotearoa New Zealand that reported no 

association between age and 3-month retention (Mulder et 

al., 2009). Some international studies, however, have 

reported that age may predict retention and programme 

completion. Harley et al. (2018) found that those less than 

25 years of age and those over 50 were significantly less 

likely to complete a therapeutic community programme 

based in Australia. They reported that the age category 

that was most likely to complete treatment was those aged 

26 – 50 with the peak age associated with treatment 

completion being 38. Similarly, Malivert et al. (2012) 

reported that older people were more likely to leave 

treatment early in a meta-analysis of 12 studies examining 

the effectiveness of therapeutic communities. However, 

López-Goñi et al. (2008) reported that younger people 

were more likely to leave treatment early and those older 

than 44 were more likely to complete treatment. A recent 

study by Andersson et al. (2018) also reported that those 

under 25 were significantly more likely to leave early. 

While Keen et al. (2001) reported no association between 

age and retention. The evidence is mixed on whether age 

is associated with retention but in the context of Aotearoa 

New Zealand there is no evidence to suggest that an 

individual’s age can predict the likelihood that they 

remain in treatment for 3 months or more. The implication 

is that adult tāngata whaiora should have equal access to 

treatment and age should not be a determining factor in 

suitability for therapeutic community treatment in 

Aotearoa New Zealand.  

There was no significant association between 

substance-use and 3-month retention. Those who 

presented with polysubstance use at entry demonstrated 

similar 3-month retention rates as those who only 

presented with a disorder diagnosis for one substance. 

Furthermore, there was no significant difference in 3-

month retention rates between the different types of 

substance-use presentations. For example, those who 

presented with a history of stimulant use (e.g., 

methamphetamine) were just as likely to be retained for 3 

months as those who did not. These results differ to those 

of Mulder et al. (2009) who reported that sedative use was 

associated 3-month retention and stimulant use was 

associated with leaving early in another therapeutic 

community in Aotearoa New Zealand.  

Internationally, the evidence-base for the association 

between substance use factors (e.g., type of substance use 

and polysubstance use) and retention is mixed. Some 

studies reported that opioid use was associated with 

leaving treatment early (Evans et al., 2009; Zanis et al., 

2009) while others have reported that stimulant use was 

associated with leaving early (Brown, 2010; Mulder et al., 
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2009; Joe et al., 1999). Andersson et al. (2018) reported 

that leaving treatment early was associated with 

intravenous drug use or having alcohol as the primary 

substance of concern. Some studies have reported no 

associations between polysubstance use and retention 

(Keen et al., 2001) while others have found associations 

between polysubstance use and increased risk of leaving 

treatment early (Andersson et al., 2018). It is difficult to 

draw any firm conclusions on the association between 

type of substance-use and polysubstance use on retention 

in therapeutic communities given the wide range of 

findings in the literature. The results of the present study, 

however, are promising in that the modified therapeutic 

community model specific to this study appears to be 

effective in retaining tāngata whaiora regardless of what 

type of substance-use disorder they present with or 

whether they present with polysubstance use.  

The findings of this study suggest that there are few 

factors that predict retention in therapeutic communities 

in Aotearoa New Zealand. However, there may be some 

practitioners, service providers and policy makers within 

the health sector who are biased towards believing that 

certain factors mean that some tāngata whaiora will not do 

well in treatment (personal communication, Moana House 

Programme Director, October 5th, 2021). Some service 

providers may decline referrals because they view them as 

unmotivated due to the fact that they have been mandated 

by the court or a parole board to undertake treatment. 

Indeed, previous research with tāngata whaiora at the 

Moana House therapeutic community indicated that some 

tāngata whaiora initially enter treatment as a “get out of 

jail card”, however, this does not mean that one is 

unmotivated. Ashdown et al. (2019) suggested that 

although some participants may be extrinsically motivated 

before entering treatment (e.g., motivated by external 

factors such as getting out of prison), with time in 

treatment and progression towards programme goals, this 

motivation changes to more intrinsic motivations (e.g., to 

improve one’s wellbeing for themselves and their 

whānau).  

Historically, Māori communities, indigenous peoples 

and ethnic minorities internationally have been 

marginalized by society and state health systems, resulting 

in inequities in health and wellbeing outcomes (Ashdown 

et al., 2018). However, given that there was no association 

between ethnicity and length of stay in treatment in this 

study, the modified therapeutic community could be an 

equitable treatment service option for tāngata whaiora. 

This could be due to the imbedded cultural and whānau-

based interventions in the Moana House programme 

(Ashdown et al., 2019).  

Practitioners, addiction service providers and policy 

makers should consider the importance of culture when 

designing and delivering services. Furthermore, addiction 

services should be accessible to all tāngata whaiora, 

regardless of whether they have been mandated to 

undertake treatment. Service specifications and contracts 

for organizations that provide addictions services should 

be designed in a way that reduces barriers to access.  
 

Limitations 
The present study had several limitations relating to 

research design and generalisability of findings. Firstly, 

the study examined data from men only and therefore the 

study does not provide us with any retention information 

relating to women and their dependents (babies and young 

children), non-binary people, or youth attending 

residential therapeutic community treatment programmes 

in Aotearoa New Zealand. Secondly, data was only 

collected from one residential therapeutic community 

(Moana House) and therefore the observed findings may 

be limited to this specific treatment programme. 

Comparisons with research involving other therapeutic 

communities are difficult due to inherent differences in 

programme delivery, tāngata whaiora characteristics and 

research design. Thirdly, given that this was a 

retrospective study that involved data from archives, some 

data were missing. Missing data reduced the statistical 

power of the study and consequently the findings may not 

be a reliable representation of the population. 

Furthermore, only a limited number of variables 

(admission status, age, forensic history, substance-use) 

were available to be abstracted and analyzed in relation to 

their association with retention and therefore the research 

does not provide information on how other factors (e.g., 

mental health, support, motivation, severity of substance 

use etc.) could be related to retention. Finally, the study 

does not provide any information about factors associated 

with long-term retention (e.g., 6, 9 and 12 months) nor 

post-treatment outcomes. Although the results suggest 

that having a mandate to undertake residential therapeutic 

community treatment is associated with increased 

retention, this does predict that mandated treatment will 

result in long-term improvements in health and wellbeing 

post-treatment.  
 

Future research 
There is a concerning lack of research in therapeutic 

community programmes in Aotearoa New Zealand. To 

date, only two other peer-reviewed research articles have 

been published that have examined factors associated with 

retention in therapeutic communities (Mulder et al., 2009; 

Newton-Howes & Stanley, 2015). A number of 

programme evaluations have reported on retention data in 

Aotearoa New Zealand but relevant findings have not 

been published in peer-reviewed journals. This raises the 

question: How effective are therapeutic communities at 

producing long-term improvements in health and 

wellbeing in Aotearoa New Zealand? A nation-wide, 

comprehensive study that collects data from various 

therapeutic communities throughout Aotearoa New 

Zealand (including services for woman and their children) 

focusing on long-term retention trends, factors associated 

with long-term retention, and post-treatment outcomes 

could reduce the current knowledge gap by providing 

valuable data on the efficacy of therapeutic community 

programmes in Aotearoa New Zealand. 
 

Conclusion 
The present audit study highlights the considerable 

lack of research available in relation to therapeutic 

communities in Aotearoa New Zealand. The findings 

bridge this knowledge gap by providing novel insight into 

long-term retention trends and factors association with 3-

month retention in treatment. After analyzing associations 

between length of stay in treatment and five variables 

(admission status, ethnicity, forensic history, age and 
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substance-use), admission status was the only variable 

significantly associated with 3-month retention. Those 

who were mandated to undertake treatment were 

significantly more likely to remain in treatment for 3 

months or more than those who were not mandated. This 

finding should be considered with caution as the study 

does not provide any evidence of a direct causal 

relationship between mandated treatment and long-term 

improvements in health and wellbeing post treatment. The 

findings support an unbiased approach to admission into 

treatment as few factors appear to be able to predict who 

will do well in therapeutic communities in Aotearoa New 

Zealand. In other words, regardless of one’s past, all 

people seeking therapeutic community support should 

continue to have equal access to a range of well-resourced 

therapeutic services to improve their health and wellbeing. 
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