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Abstract. This research study intended to determine which patient diagnostic group benefited most from an extended care
psychiatric rehabilitation program (Program). Archival data were used to assess the completion rates among those subjected
to one or more of the Program’s treatment modalities. A correlational design was used to determine whether demographic o
diagnostic variables were related to program completion. The results indicate that patients with a diagnosis of posttraumatic stress
disorder or bipolar disorder are the most likely diagnostic groups to benefit from participation in an extended care psychiatrig
rehabilitation program. Those patients with a diagnosis of schizophrenia or substance abuse may not be appropriate for this type
of treatment program, and in this study, were the least likely to benefit.
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1. Introduction

Extended inpatient treatment is one of several
approaches to treating combat-related posttraumatic
stress disorder (PTSD). Some extended programs treat
only patients with PTSD, while other programs com-
bine treatment of individuals diagnosed with PTSD
along with individuals labeled with various other di-
agnoses [6,7,10]. This research study focuses on the
effectiveness of an extended care psychiatric rehabili-
tation program (Program) in the treatment of PTSD as
compared to other diagnostic groups represented in the
same program, namely bipolar disorder, schizophrenia,
and substance-induced disorders.
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The Program is a 90-day, multi-disciplinary, patient-
centered, treatment program designed to assist veterans
and their families to cope with lifestyle and functional
problems resulting from chronic psychiatric disorders.
The overall goal of the program is to assist veterans with
psychiatric disorders to achieve an optimum functional
level. This level of functioning, determined by the treat-
ment team, is defined as “sustained symptomatic im-
provementto a level that enables the veteran to function
adequately in the community”. The major treatment
modalities employed in the Program include biomedi-
cal intervention; group therapy, individual therapy, and
psycho-educational groups; planned skills training for
daily living; and post-discharge placement and follow-
up therapy.

The health care team in the Program is composed of]
psychiatrists, social workers, nurses, special education
therapists, and rehabilitation specialists. The Program
promotes the
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active participation of patients in their treatment plan.
A thorough assessment is completed with each patient
to determine individualized needs and treatment goals.
Planned group experiences assist the patients to meet
their individualized treatment goals within the context
of the program structure. The Program’s participants
are deemed “successfully completed” by the treatment
team when they have sustained symptomatic improve-
ment to a level that enables them to function adequately
in the community. Program completion and “sustained
symptomatic improvement” are considered strong in-
dicators that a participant has benefited from the pro-
gram.

2. Literaturereview

Achieving optimal functioning for war veterans with
chronic, war-related PTSD is a challenge. There is ev-
idence to suggest that there is no proven effective treat-
ment method for veterans with war-related PTSD [6,7].
Research has consistently demonstrated that the trauma
response is very complex and affects many aspects of an
individual’s life, and frequently affects some individ-
uals for life [1,3,11,13,19]. Psychological trauma has
the potential to overwhelm emational, psychological,
and biological coping mechanisms to the degree that an
individual cannot function adequately [3,26-29]. Al-
so, there are several common co-morbid disorders as-
sociated with PTSD that can sully the trauma issue,
such as substance abuse or dependence, major depres-
sive disorder, panic disorder/agoraphobia, generalized
anxiety disorder, obsessive-compulsive disorder, social
phobia, and bipolar disorder [3,9,29]. In addition, there
is the ever-present danger for misdiagnosis, inappropri-
ate treatment, or a “blame the victim” attitude [3,9,17,
29]. Within this potentially dangerous treatment envi-
ronment, finding a “safe place” while working through
one’s trauma is essential to improvement.

It is necessary to develop a comprehensive under-
standing of the psychological and emotional effects of
traumatic events so clinicians can develop programs
and treatments that will help and not exacerbate the
problem [29]. If we can understand more clearly the
dynamics of trauma then we can provide more appro-
priate and effective treatment for our clients. There
are many suggested forms of treatment for PTSD and a
panel of trauma experts recommends an array of choic-
es [9,10]. Although still a controversial intervention,
Eye Movement Desensitization and Reprocessing or
EMDR is one treatment option. The results of numer-

ous controlled studies provide strong documentation
that supports EMDR as a successful treatment strategy
for “single-trauma cases” [22]. Likewise, Korn and
Leeds [14] found that one method of EMDR termed
Resource Development and Installation (RDI) can re-
duce the level of distress in people who suffer from
complex PTSD in the initial stabilization phase, and
prepare them for work in the middle phase of treat-
ment. Also in support of EMDR as a treatment for,
PTSD symptoms, Ironson et al. [12] found that both
Prolonged Exposure (PE), one type of exposure ther-
apy, and EMDR produced lasting reductions in PTSD
and depression symptoms. EMDR, however, took a lot
less time to achieve those results than did PE.

Not all studies have produced results that support
EMDR as a viable treatment option for PTSD. After
reviewing the extant evidence of EMDR in psychiatric
nursing practices, McCabe [16] concludes that mental
health professionals should be wary of EMDR because
it still has not been tested rigorously enough. This au-
thor even goes so far as to suggest that EMDR’s “mirac-
ulous” results are a product of urban-legend. Likewise,
in a meta-analysis of 34 studies on the effects of EMDR
on PTSD and other conditions researchers state that
“EMDR appears to be no more effective than other ex-
posure techniques, and evidence suggests that the eye
movements integral to the treatment, and to its name,
are unnecessary” [5]. EMDR is not the only contempo-
rary form of treatment that has been tested on the PTSD
population in recent years. Trauma Management Ther-
apy (TMT), Exposure Therapy with hypnosis, Multiple
Channel Exposure Therapy (M-CET), and Acceptance
and Commitment therapy (ACT) are other treatment ap-
proaches that have recently been studied. Trauma Man-
agement Therapy or TMT is an approach that has yield-
ed promising results. TMT, which is a combination of
PTSD education, individual exposure therapy, home-
work, group therapy, and social and emotional skills
training has been heralded as having “showed good
preliminary results in an open trial” on combat-related
PTSD [25]. Likewise, inarecentreview of PTSD treat-
ment research, Solomon and Johnson [24] conclude
that exposure therapy and hypnosis are the most ef-
fective PTSD treatment strategies for treating intrusive
symptoms, while numbing and avoidance symptoms of
PTSD are most affected by cognitive-behavioral and
psychodynamic interventions.

M-CET which is a therapeutic approach that com-
bines cognitive processing and panic control treatment
for the purposes of managing cognitive, behavioral, and
physiological symptoms, has been celebrated as a treat-
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ment for PTSD with co-morbid panic attacks [8]. Fi-
nally, ACT is an intervention that uses behavioral tech-
niques to improve clients’ “ability to make and keep
commitments to behavior change” [19]. With ACT,
the goal is for clients to commit to taking certain ac-
tions that will help them reduce their PTSD symptoms
and also improve other areas of their life. ACT is said
to work well in reducing “experiential avoidance” in
PTSD sufferers who refuse to participate in exposure
therapies [19]. This research study examines the ef-
ficacy of an extended care inpatient program for the
treatment of PTSD and thereby assists in the devel-
opment of the knowledge base for the comprehensive
understanding of psychological and emotional trauma.

2.1. Treatment methods

The “experts” believe there are there are five types
of therapy especially effective for treating PTSD: anx-
iety management, cognitive therapy, exposure therapy,
play therapy (for children), and psycho education [9,
10]. Foaetal. [9,10] also rated treatment methods as to
their effectiveness in the context which the above noted
therapies are administered. These are rated as follows
in order of most effective to least effective: individu-
al; combination of individual and group therapy; com-
bination of individual and family therapy; therapist-
led PTSD group; family therapy; and self-help PTSD
groups.

Individual therapy is the treatment of choice for
PTSD, however group therapy is also employed to al-
leviate feelings of isolation and alienation. Group ther-
apy provides a “holding environment” for feelings that
may trigger transference reactions that can be uncon-
tainable in individual therapy. The group reinforces
normal reactions and confronts or corrects pathological
ones. Danieli [4] believes that the strongest benefit of
this approach is the strength and healing it allows the
participants to provide to each other.

Bowen and Lambert [2] reported positive results uti-
lizing systematic desensitization therapy to lower the
symptoms of anxiety arousal in individuals suffering
with PTSD. Their approach consisted of pre-treatment,
treatment, and post-treatment stages. During the pre-
treatment stage, a “stress list” of both combat and non-
combat related traumatic events was composed and
listed in increasing severity of the stress they were
perceived to produce. The patient is then seated in
a biofeedback chair with sensing devices attached to
monitor nervous system responsivity. A baseline mea-
surement is taken and then each scene is read in ascend-

ing order. After each scene, the patient is instructed
to imagine being in the scene and the patient’s phys-
iological response is measured respectively. Next the
patient is told to rate the degree of stress felt on a five-
point scale. The patient is instructed to close his or
her eyes and relax. At this time his or her physiolog-
ical state is measured. This process is repeated until
all scenes are read. The treatment stage lasts about
three months. On an outpatient basis, the patient is giv-
en muscle relaxation training followed by desensitiza-
tion therapy, which consists of imagining the stressful
scene while maintaining relaxation. During the post-
treatment phase, the patient is again monitored in the
biofeedback lab exactly as he or she was before.

Silver [23] utilizes an eclectic approach in a four
month long inpatient treatment program. This eclec-
tic treatment approach addresses altered and some-
times confusing cognitive perceptions of the environ-
ment, rigidly controlled and limited emotive process-
ing, and new questions of existential values and mean-
ings. Treatment approachesare paralleled because they
tend to reinforce each other and because while one may
not be effective at one time, the other may be. Individu-
al, group, and family therapies provide the framework.
All of these modalities assist to build continuity to a
community where survivors help other survivors, and
by doing so, heal themselves. Silver’s program follows
a general process through stages. The therapist guides
the individual through recovering long buried mem-
ories. As family therapy is introduced, hope grows,
symptoms decrease, self-worth increases, guilt is ad-
dressed, and atonement is suggested as a vehicle to
resolve guilt. As family therapy continues, education
and employment are addressed, and training is provid-
ed about learning to manage stress and anger appropri-
ately, including interacting with authority figures.

Eye movement desensitization reprocessing (EM-
DR), hypnotherapy, and psychodynamic psychothera-
py were not rated highly by the “experts” for the treat-
ment of PTSD [9,10]. A study by Johnson and Lu-
bin [13] revealed that veterans participating in treat-
ment programs rated the basic treatment modalities of
individual and group therapy, medications, and nursing
care as most beneficial.

3. Theprogram
This research study intended to determine which di-

agnostic group of patients benefited most from an ex-
tended care psychiatric rehabilitation program (Pro-
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gram). This type of intervention is described as a 90
day, multi disciplinary, patient-centered, treatment pro-
gram designed to assist veterans and their families to
cope with lifestyle and functional problems resulting
from chronic psychiatric disorders. The overall goal of
the Program is to help veterans with psychiatric disor-
ders to achieve an optimum functional level, as deter-
mined by the health care treatment team, involving the
following treatment modalities:

(1) continued stabilization of the psychiatric disor-
ders with biomedical intervention;

(2) promotion of understanding of self through
group therapy, individual therapy, and psycho-
educational groups;

(3) improvement in functional behaviors, such as
activities of daily living and use of leisure time,
through planned skills training; and,

(4) promotion of adaptation to the community
through appropriate post-discharge placement
and follow-up therapy.

The health care treatment team (composed of psy-
chiatrists, social workers, nurses, special education
therapists, and rehabilitation specialists) structures an
environment that promotes the active participation of
patients in their treatment plan. A thorough assess-
ment is completed with each patient to determine in-
dividualized needs and treatment goals. Ward milieu
therapy and planned group experiences assist the pa-
tients to meet their individualized treatment goals with-
in the context of the structured program. The pur-
pose of an extended care program is to enable chron-
ic and recurrently hospitalized psychiatric patients to
function outside of the hospital. Program participants
were deemed “successfully completed” by the treat-
ment team when they demonstrated sustained symp-
tomatic improvement to the level that enabled them to
function adequately in the community.

4. Purpose and research questions of this study

The information garnered by this research study will
be helpful in assessing the effectiveness and efficien-
cy of other extended care programs, selecting program
participants, and in planning future treatment programs.
There is a challenge that arises in defining the term
“benefit” as program participants have such individual
and varied combinations of illnesses, symptoms, expe-
riences, circumstances, and most of all, levels of func-
tioning. At times, the best measure may be merely a

subjective judgment on the part of the treatment team
as to whether or not a patient has attained the skills
necessary to function effectively for a long term in the
community.

The positive impact of a program may be expressed
in a variety of ways. Assessment of patient “bene-
fit” from the program in this study was determined
by attempting to answer the questions: How are diag-
nostic variables related to completion of the program,
length of stay in the program, competency upon exiting
the program, and Global Assessment of Functioning
(GAF) scores?

5. Methodology
5.1. Design and subjects

A correlational design was used to determing
whether demographic or diagnostic variables were re-
lated to completion of the program or to admission
and/or the past year GAF scores for those patients who
participated in the Program. The demographic infor-
mation included age, gender, educational level, em-
ployment history, marital status, and the presence of a
support system. The diagnostic information involved
the primary and secondary diagnosis and the Axis V
(GAF) at both intake and at discharge.

The subjects of this study were obtained from
archival medical records and were comprised of pre-
dominantly male veterans with a diagnosis of bipolar
disorder, PTSD, schizophrenia, or substance abuse that
participated in an extended care psychiatric rehabilita-
tion program between 1990-1995.

5.2. Instrumentation

A Data Coding Form (DCF) was used to record de-
mographic, diagnostic, and objective information about
subjects for data analysis. The DCF identified poten-
tial factors influencing program completion. The DCF
had five sections. The Demographic Information sec-
tion asked about age, gender, educational level, em-
ployment history, marital status, and the presence of
a support system. The Diagnostic Information section
included the primary and secondary diagnosis and Axis
V (GAF) at both intake and at discharge. The Program
Participation Dates section specified when the patient
participated in the Program. The Program Comple-
tion section indicated if the patient had completed the
program and if the patient was judged to be compe-
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tent and employable at time of discharge. The final
section, the Childhood Abuse section, included three
questions: Was childhood abuse acknowledged? Was
it addressed in the assessment by a social worker or a
physician? Was it addressed in treatment? The DCF
had no recorded information that could be readily used
to identify the corresponding patient.

5.3. Sampling procedures

A consecutive sample of 80 subjects was obtained
from the medical records of those program participants
with a diagnosis of PTSD, schizophrenia, bipolar dis-
order, or substance abuse (20 from each category). The
sample was selected from a list of patients admitted to
the Program beginning with 1995 and working back-
ward toward 1990 until the sample was filled. Da-
ta from the medical records of selected participants
were then entered on the DCF. Once the data-collecting
phase was complete, the data was entered into the SPSS
statistical program and analyzed.

6. Findings
6.1. Data analysis procedures

Descriptive statistics (numbers and percentages)
were conducted on all variables. A linear regression
was employed to examine variables which would im-
pact patients’ length of stay in the program and their
GAF scores. A logistic regression was employed to
assess the differences in program completion rates and
competency at program completion between diagnostic
groups.

6.2. Description of the sample

Seventy-eight participants were males and two were
female. The mean age for participants was 44.3 years,
with the youngest being 20 and the oldest being 70.
There was a slight difference between the ages of those
who completed the program (45.6) and those who did
not (42.5). Participants’ educational attainment was a
mean of 13.04 years of school, with a minimum of 10
years and a maximum of 17.5 years. Six participants
had not completed high school and 35 had. Twenty-one
had attended college and 11 had at least a bachelor’s
degree.

All participants had been married at some time dur-
ing their lives. Approximately 24% (n = 19) reported

being married at the time of admission to the program.
Of the 80 participants, 32 had never been divorced
(40%), 28 had divorced once (35%), 13 had divorced
twice (16.3%), and six had divorced three times (7.5%).
In addition, approximately two-thirds of the subjects
(n = 52) reported having a support system (friends,
family, clergy, community professionals) available to
them and 22 (27.5%) claimed they did not have a sup-
port system available to them.

6.3. Program outcomes

Nearly 60% (58.7%) of the subjects successfully
completed the program. Slightly more (61.6%) exited
the program as “competent”. An additional 8.2% were
given conditional competency status dependent upon
compliance with medications, sobriety, and/or follow-
up care. As part of the study design, the diagnoses upon
exit from the program were evenly divided among four
diagnostic categories (as determined upon exit of the
program) and included: schizophrenia; bipolar disor-
der; substance abuse; and posttraumatic stress disorder.

Although nearly all of the participants (97.5%) re-
ported being employed at some time between military
discharge and program entry, upon exiting the program
nearly half (49.2%) were deemed unemployable. An-
other 36% were conditionally employable (provided
they remained sober and/or received follow-up care and
were compliant with medications). Only 13.6% were
considered employable. For many of these participants,
consistent employment may not have been a realistic
goal due to the chronic nature of their illnesses. Anoth-
er reason for this high unemployment rate may be mo-
tivation for tertiary gains. These veterans may not have
been able to get or maintain benefits if they represented
themselves as able to work.

A logistic regression analysis was conducted to de-
termine the impact of all variables used on the “suc-
cessful” program completion outcomes of all subjects.
The independent variables used in the regression analy-
ses were: age, gender, educational attainment by years,
the presence of post-military discharge employment,
marital status, times divorced, presence of a support
system, primary psychiatric diagnosis, secondary psy-
chiatric diagnosis, employability status at discharge,
and whether or not childhood abuse occurred. The de-
pendent variables used in the regression analyses were
GAF scores at entry, GAF scores for the year, com-
petency determination at discharge, completion status,
and days in the program.
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A linear regression was conducted to determine the
impact of all variables used on the competency status
of subjects at the time of discharge from the program.
Results of this analysis were not significant. A linear
regression analysis was also conducted to determine if
subjects’ entry GAF scores or their GAF scores for the
previous year impacted their program completion rates.
No statistical significance was found between diagnos-
tic groups in relationship to program completion on the
basis of GAF scores, or on the GAF score upon entry
while controlling for the previous year’s score.

Whether a patient successfully completed the pro-
gram was found to be significantly associated with their
primary diagnosis upon exiting the program. Seventy-
five percent of those subjects with a primary diagnosis
of PTSD successfully completed the program. This is
nearly double the completion rate of those with a diag-
nosis of substance abuse (40% successfully complet-
ed). Those exiting with a diagnosis of bipolar disorder
were close to the PTSD group in their rate of success-
ful completion (70%). Those exiting with a diagnosis
of schizophrenia successfully completed the program
50% of the time (see Table 1).

A logistic regression was conducted to test the differ-
ences among the four diagnostic categories. These re-
sults can be examined in Table 2. This analysis showed
that patients exiting with a diagnosis of PTSD were
statistically more likely to successfully complete the
program than those diagnosed with either substance
abuse or schizophrenia. Although bipolar disorder was
not statistically significant at a p value of 0.05, it ap-
proached a significant level at 0.06.

A linear regression was conducted to determine the
impact of all variables used on the length of stay in the
program. The number of days in the program was sta-
tistically different among the four diagnoses assigned
to subjects upon completion of the program. Those
exiting with a diagnosis of substance abuse left the pro-
gram, on average, after 56.5 days in the program. In
a similar fashion, those with schizophrenia stayed an
average 69.2 days before exiting the program. Those
with PTSD and bipolar disorder, on the other hand, av-
eraged 87 and 85.6 days in the program, respectively.
Those with PTSD and bipolar disorder were more like-
ly to successfully complete the Program and those with
substance abuse and schizophrenia were more likely to
leave the Program prior to successful completion (see
Tables 3 and 4).

Subjects diagnosed with substance abuse by the time
of their discharge from the program were the most like-
ly to leave the Program prior to completion. This group

Table 1
Completion rates by diagnostic group

Diagnosis Completion rate
PTSD 75%
Bipolar Disorder 70%
Schizophrenia 50%
Substance Abuse 40%

Table 2
Impact of exiting diagnostic categories on suc-
cessful completion of the program

Diagnosis Beta Coefficient P Value
PTSD —1.5041 0.0291
Bipolar —1.2528 0.0608
Schizophrenia —0.4055 0.5257
Substance Abuse Constant

Table 3

Mean number of days in
the program by exit diag-
nosis category

Diagnosis M
PTSD 87.0
Bipolar 85.6
Schizophrenia 69.2

Substance Abuse 56.5

Table 4
Impact of exiting diagnosis on the number
of days in the program

Diagnosis Coefficient P Value
PTSD Constant

Bipolar —-14 0.8955
Schizophrenia —17.85 0.0971
Substance Abuse —30.55 0.0052

had an average length of stay of 56.5 days (p = 0.005).
Those diagnosed with schizophrenia were also likely
to leave the program prior to the intended 90 day peri-
od, although not at the significant p = 0.05 level (p =
0.097). Again, those diagnosed with PTSD and bipo-
lar disorders were most likely to stay in the program,
complete the program, and return to the community.

Most of the 80 subjects carried more than one diag-
nosis and over half (44 of 80) were dually diagnosed
(with substance abuse and another psychiatric disor-
der). Additional regression analysis was conducted in
an attempt to explore the impact of a secondary diag-
nosis on program completion while controlling for pri-
mary diagnosis. Outcomes were not found to be signif-
icant. This is most likely the result of a lack of statis-
tical power due to having only 20 cases per diagnostic
category.
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6.4. History of child abuse

Another interesting finding was the fact that more
than a quarter of the sample had experienced childhood
abuse (21 patients or 26.3% of the sample). To deter-
mine this, social workers had asked 54 patients (67.5%)
and an attending physician asked another 11 patients
about abuse history. The literature indicates that the
presence of childhood abuse may be a predictive fac-
tor for the development of subsequent combat or other
related PTSD [15,18,20,21,30]. When the correlation
of diagnosis to abuse was examined, childhood abuse
was found to have occurred in 25% of the PTSD sub-
jects, in 15% of the bipolar subjects, in 30% of the
schizophrenic subjects, and in 35% of the substance
abuse subjects. While the small number of subjects
in each diagnostic category in this study may not be
generalizeable to the entire population, in this sample
there does appear to be a significant correlation be-
tween being abused as a child and the later develop-
ment of a mental disorder. This finding also substan-
tiates that perhaps a standardized interview protocol
should be implemented in order to obtain consistent
and accurate social information, especially concerning
childhood abuse. This research did not reveal whether
subjects who had reported being abused as a child were
treated for this issue. Information concerning specific
treatment

goals was not available in the discharge summary
or social history assessment sections of the subjects’
medical records. It appears from this research that it
may be beneficial to address this issue specifically in
order to provide the best possible treatment for these
patients.

7. Conclusions

The results of this study imply that there are defi-
nite differences between diagnostic groups in relation
to their program completion rates, hence their benefit
from the treatment. The practical implications of this
study directly address the selection of participants for
similar programs in order to maximize the treatment’s
benefits to the most patients for the dollars spent. More-
over, it may require developing incentives determined
by organizational policy to encourage patients to stick
with the treatment program. This study also substan-
tiates that a 90-day stay in an extended care program
appears necessary if the treatment is to be effective.
Those subjects who remained in the program for at least

88 days were more likely to successfully complete it.
Patients with a diagnosis of PTSD or bipolar disorder
are shown by this study to be the most likely diagnostic
group to benefit from participation in this type of treat-
ment program. It also appears that those patients with
a diagnosis of schizophrenia or substance abuse may
not be appropriate for this type of treatment program,
and are the least likely to benefit from it.

7.1. Limitations of the study

Some of the variables assessed were self-reported,
and as these subjects are chronically mentally ill pa-
tients, the information may not be completely reliable.
Johnson and Lubin [13] note, “veterans’ self-reports
may not be reliable or valid measures of actual out-
come” (p. 401). Obtaining a consecutive sample was
somewhat compromised due to the delayed or lack of
availability of some records that had to be ordered from
outlying clinics, other hospitals, and deceased and re-
tirement holding areas across the United States. Also,
complete variable information was not available in the
medical records of all subjects. A useful measurement
for program effectiveness is the difference between the
entrance and exit scores of the subjects” GAF. Subjects’
medical records contained entrance GAF scores only.

7.2. Suggestions for future research

The researchers observed that a large number of the
subjects’ parents were (one or both) reported to be al-
coholics. Future research on the incidence and preva-
lence of this parental variable for those with PTSD will
be useful in determining how important it is for our
society to approach the prevention of mental illness via
the prevention and treatment of substance abuse. This
parental variable raises questions of predisposition that
require scientific inquiry.

The prevalence of childhood abuse among the sub-
jects of all diagnostic groups in this study indicates that
more research is needed to determine if this finding is
indicative of other patients within the same diagnostic
categories. This supports the need to focus more at-
tention on the prevention and treatment of child abuse
to reduce the chance that it will result in posttraumatic
stress disorder.

Further observations indicate that it may also be help-
ful to assess the benefit of an extended care treatment
program by looking at the subjects’ diagnosis at entry
into the program, as this diagnosis often changed (most
frequently to bipolar disorder) by program exit. It is
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interesting to note that the majority of subjects whose
diagnosis changed incurred a new diagnosis of bipolar
disorder. Further assessment as to why this occurred
may be needed to determine whether or not this change
in diagnosis indicates a bias on the part of the attend-
ing physician or a higher prevalence of bipolar disorder
in the general population. This may also indicate that
bipolar disorder is often misdiagnosed especially when
there has been insufficient time to observe the patient.

7.3. Practiceimplications

Many practitioners working with traumatized clients
in extended care speculate about which clients will
complete their treatment program and which will not.
The information from this research study will be help-
ful in assessing the effectiveness and efficiency of oth-
er extended care programs, selecting program partic-
ipants, and in planning future treatment programs. It
is hoped that this research will indicate that consistent
and accurate assessment and record keeping of a pa-
tient’s social history is extremely important if treatment
options are to be appropriately administered. Since the
dropout rate was highest among the group being treated
for substance abuse, future research should account for
this. When possible, patients dropping out of treatment
should have an exit interview to determine the factors
leading to their decision to leave. This and other efforts
may lead to greater attention to success factors in the
treatment program and, as a result, significantly lower
the dropout rate.
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