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What Did We Learn from Our Study on Sober Living Houses and
Where Do We Go from Here?
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**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.
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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

Polcin et al. Page 2

J Psychoactive Drugs. Author manuscript; available in PMC 2011 March 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



(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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The Impact of Supportive 
Housing on Surrounding 
Neighborhoods: Evidence 
from New York City
This policy brief is a summary of the Furman Center’s research on the effects supportive housing has  

on the values of surrounding properties. The full study is available at http://furmancenter.nyu.edu. 

What Is Supportive Housing?
Supportive housing is a type of affordable housing that provides on-site services to people  

who may need support to live independently. Residents may include formerly homeless 

individuals and families, people with HIV/AIDS or physical disabilities, young people 

aging out of foster care, ex-offenders, people with mental illness or individuals with a 

history of substance abuse. Residents in supportive housing developments, unlike those 

in temporary or transitional housing options, sign a lease or make some other long-term 

agreement. Developments provide a range of services to residents, which can include 

case management, job training and mental health or substance abuse counseling. Sup-

portive housing developments are run by non-profit organizations that typically provide 

both support services and management. 

Researchers have found supportive housing to be an effective and cost-efficient way to 

house disabled and formerly homeless people.1 The combination of permanent affordable  

housing and support services is seen as key to providing a stable environment in which 

individuals can address the underlying causes of their homelessness—at far less cost 

than placing them in a shelter or treating them in a hospital.

 1 
See, e.g., Culhane, Dennis, Stephen Metraux and Trevor Hadley. 2002. Public Service Reductions Associated with Placement of Homeless 
Persons with Severe Mental Illness in Supportive Housing. Housing Policy Debate. 13(1): 107 - 163; Lipton, Frank R., et al. 2000. Tenure in 
Supportive Housing for Homeless Persons With Severe Mental Illness. Psychiatric Services. 51(4): 479-486.
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2
Supportive Housing  
in NYC 
Supportive housing grew out of attempts in 
the late 1970s and early 1980s to provide 
services to mentally-ill individuals who 
were homeless or living in substandard, 
privately-owned Single Room Occupancy 
(SRO) buildings. Soon thereafter, nonprofit 
groups formed to rehabilitate the housing 
in addition to providing on-site services. 

By 1990, New York City nonprofits were 
operating over 2,000 units of supportive 
housing. The success of these efforts led the 
state and city to sign a his toric joint initia-
tive to fund the creation of thousands of 
new supportive housing units for home less 
persons with mental illness. The “New York/
New York Agreement,” signed in 1990, was 
the first of three initiatives that have helped 
spur the development of over 14,000 units 
in more than 220 supportive housing resi-
dences in the city for formerly homeless and 
inadequately housed people with a range of 
disabilities. As Figure A shows, the over-
whelming majority of these developments 
were built in Manhattan, Brooklyn and the 
Bronx. As seen in Figure B, there has been 

fairly steady development throughout the 
past two decades, with a big building boom 
following the 1990 NY/NY agreement.

Signed in November of 2005, the “New York/
New York III Agreement” was the largest yet, 
committing $1 billion to cre ate 9,000 units 
of supportive housing (both scattered-site 
and single-site2) for homeless and at-risk 
individuals and families with disabilities 
in New York City over ten years. The large 
scope of this initiative ensures that there 

 2 
Our research looks only at the impact of single-site supportive housing (developments in which the supportive housing units all are located 
in a single building with on-site social services), but it is important to note that New York City has an additional 9,000 supportive housing 
units that are scattered-site (dispersed within non-supportive housing buildings).

Note: This figure includes all developments examined in this study: all supportive housing opening in New York City before 2004 that resulted from 
new construction or the gut renovation of a vacant building.

Figure a: Supportive Housing Developments in 
our Study by Borough (as of 2003)

table a: Supportive Housing Developments 
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Figure B: Supportive Housing Developments completed annually
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3
will continue to be a robust development 
pipeline of supportive housing to house 
homeless New Yorkers living with mental 
illness and other challenges.

As providers of supportive housing begin to 
implement the NY/NY III agreement, how-
ever, they are encountering two related and 
significant obstacles: New York City has a 
serious shortage of land suitable for build-
ing such developments; and community 
opposition to hosting supportive housing 
further limits the sites on which support-
ive housing can be built. The state and city 
require some form of public notification for 
all proposed supportive housing develop-
ments, and opposition by the local commu-
nity often makes it difficult or impossible 
for developments to secure the necessary 
funding and land use approvals. 

Despite the critical role that supportive 
housing plays in helping to address the prob-
lem of homelessness, communities asked to 
host the housing often resist, expressing 
fears that the housing will have a negative 
impact on the neighborhood. Neighbors 
voice worries, for example, that the support-
ive housing will increase crime, drain the 
neighborhoods’ services and overburden its 
infrastructure, bring people to the commu-
nity whose personal appearance or behavior 
will make residents and visitors uncomfort-
able, or otherwise decrease the quality of 
life in the neighborhood. They also com-
monly express a concern that supportive 
housing will depress the value of housing in 
the neighborhood, thereby depriving them 
of potential returns on their investment, 
and triggering a spiral of deterioration.

What Do We Know 
About Neighborhood  
Impacts of Supportive 
Housing? 
Theoretically, supportive housing develop-
ments could either depress or raise neigh-
borhood property values. If the development 
isn’t well-maintained or doesn’t blend in well 
with the surrounding community, it could 
have a negative impact on neighborhood 
property values. Similarly, if the residents of 
the new supportive housing engage in offen-
sive behavior or participate in or are targets 
for illegal behavior, the housing might cause 
prices to drop. On the other hand, if a new 
development is attractive and replaces a 
community eyesore, such as an abandoned 
or vacant property, or helps to house people 
who otherwise would be living on the streets 
nearby, it likely would have a positive impact 
on property values. Similarly, if the new 
development is a conscientious and good 
neighbor and provides useful services to the 
community, it could raise prices. 

While some who oppose supportive hous-
ing may do so regardless of the facts, objec-
tive, credible research about the experiences 
other neighborhoods have had with support-
ive housing should help to inform discus-
sions about proposed developments. Some 
researchers have studied the effects of group 
homes, but few have looked specifically at 
the supportive housing model. Moreover, 
previous studies have been limited by data 
constraints, including small sample sizes (as 
few as 79 units) and limited time frames, and 
have studied effects in low-density neighbor-
hoods, making it difficult to generalize their 
results to denser urban settings.3 

The Furman Center’s research aims to fill 
this gap in the literature with a rigorous, 
large-scale examination of the impacts of 
approximately 7,500 units of supportive 
housing created in New York City over the 
past twenty years. 

 3 
See, e.g., Galster, George, Peter Tatian and Kathryn Pettit. 2004. Supportive Housing and Neighborhood Property Value Externalities. 
Land Economics. 80(1): 35-54; for studies of precursors to supportive housing such as group homes, see, e.g., Colwell, Peter F, Carolyn A. 
Dehring and Nicholas A. Lash. 2000. The Effects of Group Homes on Neighborhood Property Values. Land Economics. 76(4): 615-637.
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4
About Our Research 
In order to measure the impacts of support-
ive housing on property values, we use a 
large dataset with information on the sales 
prices of all apartment buildings, condo-
minium apartments and one to four fam-
ily homes selling in the city between 1974 
and 2005, as well as property-level data 
on the characteristics of the units sold. We 
link these data to a list of all the supportive 
housing developments and their addresses, 
which we compiled with assistance from 
the New York City Department of Hous-
ing Preservation and Development (HPD), 
the New York State Office of Mental Health 
(OMH), the Supportive Housing Network 
of New York (SHNNY)—the member asso-
ciation of nonprofit supportive housing 
providers in New York State, and the Cor-
poration for Supportive Housing (CSH)— 
a financial and technical assistance interme-
diary to supportive housing providers. This 
comprehensive dataset includes 7,500 units 
in 123 developments that opened between 
1985 and 2003 and either were newly con-
structed or the result of gut renovations of 

vacant buildings.4 The median size of the 
123 developments is 48 units. 

Identifying the impacts of supportive hous-
ing on the values of neighboring properties 
is challenging, primarily because it is difficult 
to disentangle what causes what—to deter-
mine whether supportive housing affects 
neighboring property values or whether 
neighboring property values affected the 
decision to build supportive housing in 
the neighborhood. Developers of support-
ive housing might, for example, be more 
likely to build the housing on sites in neigh-
borhoods with very low property values, 
because more city-owned sites are available 
in such neighborhoods, because community 
opposition may be lower in these neighbor-
hoods, or because developers can only afford 
to build in neighborhoods with the lowest 
property values. In fact, a simple compari-
son of census tracts in the city reveals that 
in 1990, before most supportive housing 
was sited, tracts that now have supportive 
housing tended to have higher poverty rates 
and lower homeownership rates than tracts 
that do not (see Table A). 

 4 
Because we are interested in the impacts new developments have on a neighborhood, our data on supportive housing developments only 
include new construction or projects that involved the complete, physical rehabilitation of a formerly vacant building. We did not include 
instances where an occupied building received cosmetic rehabilitation or was converted into a supportive housing development without 
undergoing substantial renovation.

table a: Demographics (as of 1990) for census tracts with and without Supportive Housing

Indicator* (as of 1990) All Tracts  Tracts that Tracts
 in NYC now have without
  Supportive  Supportive
  Housing**  Housing

Number of Tracts	 2,217 102 2,115	

Poverty Rate 	 19.3% 31.4% 18.4%

Homeownership Rate	 28.6% 10.9% 30.5%
Source: 1990 Decennial Census data (NCDB). *All reported numbers represent the mean value across census tracts, weighted by  
population. **Tracts with supportive housing are those that are host to the 123 supportive housing developments in our study. 
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5

We address this problem by controlling for 
the difference between the prices of proper-
ties very near to a supportive housing site 
and the prices of other properties in the same 
neighborhood before the supportive housing 
is constructed. Specifically, our research com-
pares the price differences between proper-
ties within 500 and 1,000 feet of a support-
ive housing development, before and after it 
is built, with a comparable group of proper-
ties more than 1,000 feet from the site but 
still within the same census tract.5 

Our strategy is illustrated in Figure C. Our 
approach controls for differences in prices 
between properties near to supportive 
housing sites and other properties in the 
neighborhood before supportive housing 
is built. It also controls for neighborhood 
price appreciation over time. Accordingly, 
we are able to specifically isolate the impact 
of the supportive housing. Our approach 

also allows us to examine whether impacts 
vary with distance from the supportive 
housing development, because the impact 
on a property closer to a development might 
very well differ from impacts on properties 
still affected but further out in the 1,000 
foot ring. 

Finally, because impacts might be felt as 
soon as people learn that a supportive hous-
ing development is going to be built, and 
because construction of any building may 
bring noise, truck traffic, and other prob-
lems, we exclude the construction period 
from our estimate of property value differ-
ences between properties within the ring of 
supportive housing and those beyond 1,000 
feet, before supportive housing opens. 

 5 One thousand feet is approximately the length of four North/South streets in Manhattan; across the city, on average, 1,000 feet is about 
the length of two blocks. While previous property value impact studies have looked at larger distances, it is unlikely that the relatively small 
developments we study would have an effect on property values many blocks away in the fairly dense Manhattan, Bronx and Brooklyn 
neighborhoods in which they are concentrated.

Price differences between properties inside each ring  
and those more than 1,000 feet away from the site  

before supportive housing is built. 

Price differences between properties inside each ring  
and those more than 1,000 feet away from the  

supportive housing after it opens.

Figure c: methodology

Supportive housing development is represented by the X. We compare prices of properties within 500 feet and 1,000 
feet of the development to similar properties in the same census tract but more than 1,000 feet away before and 
after the supportive housing is built.

500 feetSupportive 
Housing

X

1,000 feet500 feetCensus 
Tract

Census 
Tract

1,000 feet
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6
What Do We Find? 
Our research finds little evidence to sup-
port neighbors’ fears that supportive hous-
ing developments will reduce the price of 
surrounding properties over time. To the 
contrary, we find that the opening of a sup-
portive housing development does not have 
a sta tistically significant6 impact on the 
value of the properties within 500 feet of the 
development. 

We find that two to five years before a sup-
portive housing development opens, prop-
erties within 500 feet of the site sell for 
almost 4 percent less than properties in the 
compar ison group. This indicates that sup-
portive housing developments are generally 
being built in areas that are more distressed 
than the surrounding neighborhood. 

In the five years after completion, we find 
that the prices of those nearby properties 
experience strong and steady growth, appre-
ciating more than comparable properties in 
the same neigh borhood but further than 
1,000 feet from the supportive housing. 

As seen in Figure D, which illustrates the 
impact of a new supportive housing devel-
opment of median size (48 units) on proper-
ties up to 500 feet away, there is a slight 
increase in the value of nearby properties 
when the development opens (compared 
with their value before construction began), 
but this difference is not statistically signifi-
cant. After the supportive housing opens, we 
see a statistically significant rise in the value 
of these nearby properties, relative to prop-
erty values in the comparison group. As a 
result, the four percent discount neighbor ing 
properties experienced before the sup portive 
housing was built steadily narrows over time. 

Moving farther away from the development, 
we find that properties between 500 and 
1,000 feet away, unlike those less than 500 
feet away, see a statistically significant drop 
in value when the building is under con-
struction and when the supportive housing 
opens (compared to prices more than 1,000 
feet from the development but within the 
neighborhood). But once again, we find that 
prices then show a steady relative gain in the 
years after completion. That pattern might 
suggest that the positive effects of the sup-

Figure D: Sales Prices of Properties Within 500 Feet of Supportive Housing relative to  
comparison Group, by year relative to completion (For median Size Development of 48 units)
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In this figure, the dotted line represents what we estimate would have happened to the prices of nearby properties 
had there been no new supportive housing development; the solid purple line represents the results of our analysis, 
which show steady growth in the value of nearby properties. 
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6 

The term “statistically significant” refers to the likelihood that the differences between the groups being compared (in this study, the dif-
ference between the values of the properties near supportive housing and those further away) could have occurred by chance. If statistical 
methods show that results are statistically significant at the 95 percent level, we can be sure that the probability that the results are due 
to pure chance is five percent or less. Generally, researchers will consider results reliable only if they are statistically significant at the  
90 (or higher) percent level.  
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7
portive housing are diluted farther away 
from the site and initially are outweighed by 
community uneasiness about the housing, 
but as the neighborhood grows comfortable 
with the supportive housing, prices show 
steady growth relative to the comparison 
properties.

In sum, our research reveals that the prices 
of properties closest to supportive hous-
ing—which are the properties opponents of 
supportive housing claim are most likely to 
be affected by the development—increase 
in the years after the supportive housing 
opens, relative to other properties located in 
the neighborhood but further from the sup-
portive housing. Prices of properties 500 to 
1,000 feet from the supportive hous ing may 
fall somewhat while the buildings are being 
built and as they open, but then steadily 
increase relative to the prices of properties 
further away from the supportive housing 
but in the same neigh borhood. Our results 
accordingly suggest that over time, the val-
ues of homes near supportive housing do 
not suffer because of their proximity to the 
supportive housing.

Does the Size or  
Type of Supportive 
Housing Matter?  
Does the Population 
Density of the Neigh-
borhood Matter?
Because of the diversity of supportive hous-
ing developments and the neighborhoods in 
which they are being built, we also wanted 
to evaluate whether characteristics of either 
the development or the neighborhood 
influence any effects the development has. 
We were somewhat surprised to find that 
the effects on neighboring property values 
do not depend on the size of the develop-
ment (number of units) or the develop-
ment’s characteristics, such as whether the 
development sets aside a certain number of 
affordable units for neighborhood residents. 
The impact supportive housing has on prop-
erty values also does not differ between 
lower and higher density neighborhoods.

glass factory, a supportive housing development in the East Village, managed by BRC.
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tH e Fu rm an center For real eState an D u rBan Policy
is a joint research center of the New York University School of Law and the Robert 

F. Wagner Graduate School of Public Service at NYU. Since its founding in 1995, 

the Furman Center has become the leading academic research center in New York 

City dedicated to providing objective academic and empirical research on the legal 

and public policy issues involving land use, real estate, housing and urban affairs 

in the United States, with a particular focus on New York City. More information 

about the Furman Center can be found at www.furmancenter.nyu.edu.

What Do These Findings Mean? 
Our findings show that the values of properties within 500 feet of supportive 

housing show steady growth relative to other properties in the neighborhood 

in the years after supportive housing opens. Properties somewhat further away 

(between 500 and 1,000 feet) show a decline in value when supportive housing 

first opens, but prices then increase steadily, perhaps as the market realizes that 

fears about the supportive housing turned out to be wrong.

The city, state, and providers of supportive housing must continue to maximize 

the positive effects of supportive housing and ensure that supportive housing 

residences remain good neighbors. But the evidence refutes the frequent asser-

tions by opponents of proposed developments that sup portive housing has a 

sustained negative impact on neighboring property values.

jerome court, a supportive housing development in the Bronx, managed by Palladia, Inc.
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Substance abuse recovery odds increase in a community setting

CHICAGO — Following substance abuse treatment, individuals who live in a collaborative housing
setting with community rules and responsibilities have their substance abuse treated more
effectively than those not provided supportive housing, according to research led by Leonard
Jason, a community psychologist at DePaul University.

Research shows that living in a functional community and engaging in positive social structures
enhances the recovery trajectory for alcohol and drug abuse, noted Jason, director of the Center
for Community Research at DePaul.

“Our research looks at Oxford House and tests a dynamic systems-based theory that explains how
house residents with recovery-related attitudes, behaviors and social relationships co-evolve. It
also shows how these emergent individual characteristics and house-level social structures
subsequently link to individuals’ recovery endpoints,” said Jason.

Oxford House is a concept in recovery from drug and alcohol addiction. It is a democratically run,
self-supporting and drug free home. According to Jason, the number of residents in a house can
range from six to 15. There are houses for men or women and also houses that accept women
with children. Over the past year, more than 25,000 people have lived in these recovery homes,
making them the largest self-help residential recovery program in the country.

Since 1991, Jason and co-researchers have published more than 100 articles involving more than
2,000 Oxford House residents who are trying to overcome substance abuse in Illinois, other parts
of the U.S. and internationally. In one of the studies, some patients were assigned to an Oxford
House, while others were in a usual-care condition area such as an outpatient treatment center or
self-help group.

According to Jason, at the 24-month follow-up, those in an Oxford House setting had significantly
lower substance use, higher monthly income and lower incarceration rates, compared with the
usual-care condition.

Jason recently was awarded a five-year grant of a nearly $3 million from the National Institutes of
Health’s National Institute on Alcohol Abuse and Alcoholism to continue this research. The aim is
to study why individuals relapse when suffering from alcoholism and analyze the social and
collaborative atmosphere of Oxford Houses to see what makes those residents thrive.

Research findings
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The findings of this research may contribute to reducing unnecessary health care costs by
improving the effectiveness of the residential recovery home system in the United States. The
research team, which includes Ed Stevens, project director and former graduate of the community
psychology doctoral program at DePaul, and John Light, a sociologist from the Oregon Research
Institute who is one of the nation’s top authorities on social networks. At the present time there are
four DePaul graduate students in clinical and community psychology who are working on their
dissertations with Oxford House residents.

“This research on Oxford House and community behavior will provide significant insight on house
structure and predictors of an individual’s likelihood of maintaining a positive recovery trajectory,”
he said.

The findings also can provide data to help others restructure and improve similar community based
recovery settings, said Jason.

“Treating substance abuse disorders is costly and time consuming for the current health care
system. Our reports are looked at very closely by government leaders who are trying to decide
how to allocate resources to help treat substance abuse,” said Jason.

Different types of peer support

Similar to those who participate in Alcoholics Anonymous, members of an Oxford House receive
abstinence support from peers. However, unlike AA, there is no single, set course for recovery that
all members must follow, according to Jason. Residents of Oxford Houses decide personally
whether to seek outside of the home either psychological or substance abuse treatment by
professionals or a 12-step organization.

“These studies really have influence and a great impact on getting people to understand how
effective collaborative housing can be to treat drug and alcohol abuse,” said project director Ed
Stevens. “We are studying collaborative housing to understand what works and what doesn’t work
to help this type of treatment become more effective.”

“Oxford House offers residents the freedom to decide which treatment they desire while receiving
constant support and guidance within an abstinent communal setting,” said Jason. “It is a low-cost,
safe and effective way to treat substance abuse in a collaborative housing setting.”

Community support is important element for success

According to Jason, in order for the Oxford Houses to be the most effective in treating its residents,
it is best if they are located in safe neighborhoods or strong communities.
“Based on our research, the houses work best when they are close to public transportation, have
job opportunities, and have other supports such as AA self-help groups We also have data
showing that Oxford House residents do contribute and strengthen their neighborhoods,” Jason
said. “Our research shows that it is a win-win situation, with communities benefiting from these
Oxford Houses, and the support the Oxford House residents receive from their communities help
these former substance abusers live more productive and healthier lives.”

“Since residents pay all expenses, and there are no professional staff, these types of
self-governed settings have important public policy implications for inexpensive approaches for
stabilizing individuals with substance abuse histories, especially in an era of cutbacks in funding
for a variety of social service programs,” said Jason. “Because there is no maximum stay,
residents may have a greater opportunity to develop a sense of competence toward maintaining
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-

abstinence.”

There are more than 1,900 Oxford Houses in the United States, and its residents operate each
home independently, without help from professional staff.

“Oxford Houses are located in in almost every state, and are now spreading to other countries and
their allure is that they represent an effective and low cost method of providing community support
to prevent relapse,” Jason added.

More about Oxford House at http://bit.ly/oxfordhs. More about the Oxford House research team at
DePaul is at http://bit.ly/oxfordtm.

###

Source:
Leonard Jason
ljason@depau.edu
773-325-2018

Media Contact:
Jon Cecero
jcecero@depaul.edu
(312) 362-7640
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A R T I C L E

COUNTERACTING ‘‘NOT IN MY
BACKYARD’’: THE POSITIVE
EFFECTS OF GREATER
OCCUPANCY WITHIN MUTUAL-
HELP RECOVERY HOMES

Leonard A. Jason, David R. Groh, Megan Durocher,
Josefina Alvarez, Darrin M. Aase,
and Joseph R. Ferrari
DePaul University

Group homes sometimes face significant neighborhood opposition, and
municipalities frequently use maximum occupancy laws to close down
these homes. This study examined how the number of residents in Oxford
House recovery homes impacted residents’ outcomes. Larger homes (i.e.,
eight or more residents) may reduce the cost per person and offer more
opportunities to exchange positive social support, thus, it was predicted
that larger Oxford Houses would exhibit improved outcomes compared to
smaller homes. Regression analyses using data from 643 residents from
154 U.S. Oxford Houses indicated that larger House size predicted less
criminal and aggressive behavior; additionally, length of abstinence was
a partial mediator in these relationships. These findings have been used
in court cases to argue against closing down larger Oxford Houses.
�C 2008 Wiley Periodicals, Inc.

GROUP HOMES AND ‘‘NOT IN MY BACKYARD’’

Since the 1960s, many institutional settings have been replaced with community-based
programs for persons with mental illnesses, developmental disabilities, and substance
abuse disorders (Michelson & Tepperman, 2003). An example of a community-based,
mutual-aid recovery home for individuals dealing with substance abuse problems is

The authors appreciate the financial support from the National Institute on Drug Abuse (grant number
DA13231).
Correspondence to: Leonard A. Jason at the Center for Community Research, 990 W. Fullerton Avenue,
Suite 3100, DePaul University, Chicago, IL 60614. E-mail: ljason@depaul.edu

JOURNAL OF COMMUNITY PSYCHOLOGY, Vol. 36, No. 7, 947–958 (2008)

Published online in Wiley InterScience (www.interscience.wiley.com).

& 2008 Wiley Periodicals, Inc. DOI: 10.1002/jcop.20259



Oxford House (OH; Jason, Ferrari, Davis, & Olson, 2006a). Oxford House has grown
since 1975 to over 1,200 homes across the United States, 30 in Canada, and 8 in
Australia. All homes are single-sex (i.e., men only or women only), and some Houses
sheltering women allow children of minor age to live with their mothers. Individuals
are typically referred to Oxford Houses by treatment facilities or through word-
of-mouth, and new residents are admitted based on an 80% House vote. Regarding
the operation and maintenance of Oxford Houses, no professional staff is involved,
enabling residents to create their own rules for communal governance (Oxford House,
2002). Residents are held accountable to abstain from substance use or disruptive
behavior; find and maintain a job; complete chores; and pay for rent, food,
and utilities. Failure to comply with these rules along with any disruptive/criminal
behavior or substance use is grounds for expulsion, and all rules are enforced by the
house residents. As long as rules are followed, residents are allowed to stay indefinitely.
In addition, residents are required to hold house positions (e.g., president or
treasurer) elected for 6-month intervals by am 80% majority vote. A randomized study
found that at 2-year follow-up, the Oxford House participants had lower substance use
(31% vs. 65%, respectively), higher monthly income ($989 vs. $440), and lower
incarceration rates (3% vs. 9%) compared to usual-aftercare participants (Jason, Olson,
Ferrari, & Lo Sasso, 2006).

There are numerous theoretical reasons why group homes such as Oxford Houses
should be located in residential areas (Seymour, n.d.). For example, group homes in
residential communities may allow for community integration, an active ingredient in
the treatment of substance abuse and many other disorders. Group homes might also
serve to educate the community about stigmatized populations (e.g., people with
substance abuse problems, developmental disabilities, or mental illnesses). Finally,
group homes can be a deterrent to crime because residents are generally required to
maintain positive behaviors (e.g., sobriety) and are often vigilant. The Oxford House
national organization dictates that new Houses be established in safe, low crime,
economically stable neighborhoods with minimal opportunities for relapse (Oxford
House, 2002). Regardless of geographic location, Oxford Houses are typically situated
in low-drug, low-crime communities in which residents have access to resources and
amenities that enable autonomy and substance-free lifestyles (Ferrari, Jason, Blake,
Davis, & Olson; 2006; Ferrari, Groh, Jason, & Olson, 2007).

Nonetheless, group homes in residential areas sometimes face significant
opposition (Zippay, 1997), with neighbors’ concerns relating to property values,
traffic, noise, inappropriate behavior (Cook, 1997), and safety (Schwartz & Rabinovitz,
2001; Solomon & Davis, 1984). This phenomenon is commonly referred to as the ‘‘Not
in My Backyard’’ syndrome (NIMBY; e.g., Dear, 1992; Kim, 2000; Low, 1993). Oxford
Houses are certainly not immune to NIMBY; for instance, a North Carolina Oxford
House was protested and vandalized by neighbors before it opened. In addition to
neighborhood opposition, municipalities employ several techniques to legally regulate,
restrict, or even close down group homes (Gathe, 1997). To start out with, cities
sometimes decline to provide the required license to prevent the opening of a recovery
home. Other regulatory tactics involve density limitations, which may include the Fair
Housing Act and Landlord–Tenant Laws (e.g., group homes cannot remove
substance-using or disruptive residents without a court order), prohibiting more than
one recovery home within a certain radius, and maximum occupancy rules—the focus
of the current investigation (i.e., too many unrelated people living in the same
dwelling).
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Despite the resistance faced by these homes, group homes actually have very little
impact on their surrounding neighborhoods and generally blend into the community
(Cook, 1997). Community members frequently expect to have more problems with
group homes than really occur (Cook; McConkey, Walsh, & Conneally, 1993), and
residential facilities do not tend to affect public safety negatively (Center for
Community Corrections, 2002). In fact, contrary to popular fears, literature reviews
suggest that these settings may actually increase property values in their neighbor-
hoods (Aamodt & Chiglinksy, 1989; Center for Community Corrections, 2002). Similar
patterns have been demonstrated for Oxford House recovery homes. Local
communities reported Oxford House residents blended well into the neighborhood
and made good neighbors (Jason, Roberts, & Olson, 2005). The majority of Oxford
House neighbors interviewed had either gained resources, friendships, or a greater
sense of security following contact with the Oxford House residents. Furthermore, no
evidence of property devaluation was found for neighborhoods containing Oxford
Houses; community members who knew of the Oxford House actually saw an increase
in property value over an average of 3 years.

Several studies investigated factors that influence the reception of group homes in
residential areas. The Center for Community Corrections (2002) interviewed
community members and found that neighbor acceptance of community justice
facilities and halfway homes was enhanced by an engaged public, a well-run program
with access to substance abuse treatment and job development, community input and
continuing involvement, discernible contributions to the community, and a careful
assessment of the community prior to entry. Additionally, the more a facility resembles
the neighborhood in which it resides and the more autonomous the facility residents,
the more likely residents will integrate into the community (Makas, 1993). Further,
research indicates that closer proximity (Gale, Ng, & Rosenblood, 1988) and increased
contact (Butterfield, 1983) between community members and group home residents
has a positive effect on the reception of the homes. Jason and colleagues (2005)
revealed that residents who lived adjacent to an Oxford House, as opposed to a block
away, had significantly more positive attitudes towards the need to provide a
supportive community environment for those in recovery, allow substance abusers
in a residential community, and the willingness to have a self-run home on their block.

In an attempt to reduce the amount and level of concern related to Oxford Houses
and other group homes, educational efforts might be developed such as documenting
the effects of group homes on property values, having facility residents maintain
friendly rapport with neighbors, and residents becoming more familiar with their
surroundings to address neighbors’ fears (Cook, 1997). For example, staff at a
residential facility implemented educational measures to inform the neighborhood
about the opening of the home (Schwartz & Rabinovitz, 2001). Significant interactions
were found between neighbors visiting these facilities and decreases in dissatisfaction.
Finally, it has been suggested that researchers should focus on developing ways that
the public can become more familiar with halfway houses and other group homes
(Center for Community Corrections, 2002).

Group Home Size

To implement educational efforts, this research study focused on one NIMBY threat to
group homes: house size. Although very little research exists on this topic, one study
(Segal & Sawyer, 1996) found that within sheltered care facilities for individuals with
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mental illness, although home size did not relate to levels of management, larger
homes were less restrictive in their rules and procedures. Larger homes also spent
more on program activities for their residents, and their residents were more involved
in facility-based activities. It is possible that these greater occupancy facilities were able
to provide more of an opportunity for residents to develop a sense of community.
However, this type of sheltered care facility is fairly different from Oxford House
recovery homes.

It is suggested that a sufficient number of residents in each home might be a
necessary component in the effectiveness of Oxford House through the mechanism of
social support. Individuals recovering from addictions should be surrounded by a
community in which they feel they belong and are able to obtain sobriety goals (Jason
& Kobayashi, 1995). Oxford House residents rated "fellowship with similar peers" the
most important aspect of living in an Oxford House (Jason, Ferrari, Dvorchak,
Groessl, & Malloy, 1997). The Oxford House experience also provides residents with
abstinent-specific social support networks consisting of other residents in recovery
(Flynn, Alvarez, et al., 2006). Individuals who spent more time in an Oxford House
had a greater sense of community with others in recovery, less support for substance
use (Davis & Jason, 2005), and more support for abstinence (Majer, Jason, Ferrari,
Venable, & Olson, 2002). Oxford Houses with more residents might have greater
opportunities for members to provide and receive these vital social resources. It is
believed that larger Houses will promote recovery through their ability to promote
larger (Zywiak, Longabaugh, & Wirtz, 2002), more supportive social networks
(MacDonald, 1987) that include sober others in recovery (Hawkins & Fraser, 1987;
Zywiak et al.), constructs linked to sober living.

In addition to increased levels of social support, there are other hypothesized
benefits to larger Oxford Houses. For instance, rent may be lower in larger homes
because residents can split the costs. Additionally, having more residents allows
members to learn from each other and increases opportunities for diversity. In this
study, we examined the effects of House size on criminal and aggressive behaviors
among Oxford House residents, two areas of significant concern to communities
containing group homes (Cook, 1997; Schwartz & Rabinovitz, 2001; Solomon & Davis,
1984). Oxford House has been found to promote positive outcomes regarding both
criminal activity (Jason, Olson, et al., 2006; Jason, Davis, Ferrari, & Anderson, 2007;
Jason, Olson, et al., 2007) and self-regulation (Jason Olson, et al., 2007), which relates
to aggression. Therefore, it was hypothesized in the present study that residents of
larger Houses (with eight or more members) would exhibit fewer criminal and
aggressive behaviors as measured by the Global Appraisal of Individual Needs-Quick
Screen than residents of smaller Houses.

METHOD

Procedure

Data included in the present study were from the baseline data collection (completed
between December 2001 and April 2002) of a community evaluation of residents living
in one of 213 U.S. Oxford Houses (see Jason, Davis, et al., 2007 for details).
Participants from this institutional review board-approved study were recruited and
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surveyed using two strategies. The majority of participants (n 5 797) were recruited
through an announcement published in the monthly Oxford House newsletter that
provided contact information for the study. We then contacted Oxford Houses via
letters to House Presidents, conducted follow-up phone calls to the Houses, and where
possible, members of the research team arranged to visit Houses. Of the 189 Oxford
Houses that were approached, 169 (89.4%) had at least one individual who agreed to
participate in the study, and the average number of individuals per House choosing to
participate in the study was 4.7. For the second method, 100 individuals were
randomly selected to fill out the baseline questionnaires at an annual Oxford House
Convention attended by 300 residents and alumni. Analyses revealed no difference in
demographic or outcome variables between the two recruitment groups.

In each case, the nature, purpose, and goals of the study were explained to the
potential participants. As part of the consent process, staff members explained that
participation was entirely voluntary and that withdrawal from the study was possible at
any time. Payments of $15 were made to participants following the survey. These data
were gathered by research staff who primarily administered questionnaires in person
to the participants. Some data were collected by telephone, which was often the case
for those who had left Oxford House. No significant differences were found based on
data collection method.

In addition, an environmental survey (assessing House size) was mailed to the
House Presidents of all 213 Oxford Houses. No identifiable information about any
House resident was requested, and confidentiality was maintained for all data. Most
often the survey was completed by the House President (60.2%) or another House
officer (31.6%), such as the Secretary or Treasurer. The survey then was returned by
mail, and a small package of coffee was subsequently sent to the House for
participation. Pilot testing indicated that it would take less than 20 minutes to
complete and mail the survey; surveys were collected over a 4-month period.

Participants

For this investigation, we only included participants from the 154 Houses for which we
had data on House size, representing 72.3% of Houses in the larger study. On average,
Houses had about seven total members (M 5 7.1, SD 5 2.0, Mdn 5 7), and Houses in
this study ranged in size from 3–18 residents. Regarding geographic region within the
United States, 27.7% of Houses were located in the West, 18.4% were in the Midwest
and Texas, 28.3% were in the Northeast, and 25.7% were in the Southeast.

This present baseline sample consisted of 643 Oxford House residents, including
227 women (35.3%) and 416 men (64.7%). The sample was ethnically diverse, with
62.5% European American, 29.2% African American, 3.9% Hispanic/Latino, and 4.4%
others. At baseline, the average age of the sample was 38.3 (SD 5 9.2), and the average
education level was 12.7 years (SD 5 2.0). Regarding marital status, 50.4% were single
or never married, 45.4% were divorced/widowed/separated, and 4.2% were married.
With respect to employment, 67.4% reported being employed fulltime, 14.2% part-
time, 13.3% unemployed, and 5.1% retired or disabled, and the average monthly
income of the sample was $965 (SD 5 840). The average participant had stayed in an
OH for 1.0 years (SD 5 1.4). The mean length of sobriety was 1.7 years (SD 5 2.4) for
alcohol and 1.9 years (SD 5 3.2) for illicit drugs. Regarding recent substance use,
participants on average consumed alcohol on 2.3 days (SD 5 9.1) and drugs on 5.1
days (SD 5 18.3) in the past 90 days. Concerning legal status, 30% of participants were
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currently on probation, and 14% claimed that their entry into OH was prompted by
the law. Regarding lifetime data, the average participant was charged with a crime 9.9
times (SD 5 14.0) and were incarcerated a total of 15.9 months (SD 5 36.8).

Measures

Baseline demographic information (e.g., gender, race, substance disorder typology)
was obtained from items on the Addiction Severity Index-lite, fifth edition (ASI;
McLellan et al., 1992). The ASI assesses common problems related to substance abuse:
medical status, drug use, alcohol use, illegal activity, family relations, and psychiatric
condition. The ASI has been used in a number of alcohol and drug use studies over
the past 15 years and has been shown to have excellent predictive and concurrent
validity (McLellan et al.).

The Form–90 (Miller & Del Boca, 1994) was administered to obtain a continuous
record of alcohol and drug consumption and intensity within a 90–day time span. This
measure gathers information related to employment, health care utilization,
incarceration, and alcohol and other drug use over a 90–day retrospective (which
provides a reliable time frame for abstinence assessment; Miller & Del Boca, 1994).

The number of residents per Oxford House was determined using a brief version
of a reliable environmental audit developed and utilized by Ferrari and colleagues
(Ferrari, Jason, Blake, et al., 2006; Ferrari, Jason, Davis, Olson, & Alvarez, 2004;
Ferrari, Jason, Sasser, Davis, & Olson, 2006) for use with group recovery settings. This
survey requested responses to forced choice and frequency items in a number of
domains, including information about the House setting such as the percentage of
residents in recovery from alcohol, drugs, and polysubstances, along with the number
of inhabitants within a House. Other sections of this audit gathered information on the
interior and immediate exterior House characteristics, amenities found within a two-
block radius of the House, and characteristics of the surrounding neighborhood.

The Global Appraisal of Individual Needs–Quick Screen (GAIN-QS; Dennis &
Titus, 2000) is a self-report, clinical screening tool examining whether or not a
psychological or substance abuse symptom has occurred in the past 12 months
according to the criteria outlined in the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV; American Psychiatric Association, 1994). Although
the GAIN-QS is not a diagnostic tool, it has been utilized within clinical screening
contexts to identify problem areas and psychological symptoms that warrant further
explanation. For the purposes of this study, two subscales from the GAIN-QS were
used as the outcome variables measuring aggressive and criminal behaviors: conduct
disorder/aggression subscale (six items; Cronbach’s alpha 5 .78, mean score 5 1.34)
and the general crime index subscale (four items; Cronbach’s alpha 5 .69; mean
score 5 .29).

RESULTS

House Size and GAIN-QS Subscores

The average House size in this study was about seven members (M 5 7.1, Mdn 5 7).
Because a pending court case attempted to make it illegal for Oxford Houses to house
eight or more residents, we decided to compare seven or fewer members in a House
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(i.e., smaller Houses) with eight or more residents of an Oxford House (i.e., larger
Houses). Regression analyses1 determined that this dichotomized House size variable
significantly predicted the GAIN-QS subscales of conduct disorder/aggression,
b5�.10, t(632) 5�2.52, p 5 .01, and general crime index, b5�.10, t(634) 5�2.44,
p 5 .02. House size accounted for 0.8% of the variance in general crime scores and
1.9% of the variance in conduct disorder/aggression scores. Larger Houses had fewer
problems related to conduct disorder/aggression, and criminal activity. Smaller Houses
had a general crime index mean score of 0.34 and a conduct disorder/aggression
index mean score of 1.43, whereas the respective scores for larger Houses were 0.21
and 1.16 (lower scores indicate fewer problem symptoms in each area).

House Size and Demographic Analyses

Next, one-way ANOVA and chi-square analyses were run to determine whether large
and small Houses (seven or less vs. eight or more residents) differed on demographic
variables. Results indicated that the groups only differed on one key demographic
variable: larger House residents had been abstinent from drugs and alcohol longer
than individual from smaller Houses, F(1,637) 5 4.42, p 5 .04. Residents in smaller
Houses had 298.1 (SD 5 458.6) cumulative days of abstinence on average, compared to
379.5 (SD 5 476.5) days for residents of larger Houses. This indicates that individuals
living in larger Houses maintained abstinence for about 81 days longer. Because larger
Houses had significantly longer lengths of cumulative abstinence, we ran correlations
to determine if this variable also related to the GAIN-QS subscale scores. Among
participants for whom we have House size data, cumulative days sober did significantly
and negatively correlate with the GAIN-QS subscales of conduct disorder/aggression,
r(633) 5�.26, p 5 .000, and general crime, r(631) 5�.30, p 5 .000.

Mediational Analyses

We next examined whether the variables in the House size and GAIN-QS subscore
regression analyses were only significant because individuals in larger Houses had
been sober for longer periods of time. To evaluate this possibility, we utilized Baron
and Kenny’s (1986) framework for testing of mediation. In Baron and Kenny’s model,
the influence of variable A (the initial variable) on variable B (the outcome) may be
explained by a third variable known as variable C (the process variable). Complete
mediation occurs when variable A no longer affects B after C has been controlled.
Partial mediation occurs when the path from variables A to B (the total effect) is
diminished in total size, but is still different from zero after the mediating variable
is controlled. The mediational model is a causal one; therefore, the mediator is
presumed to bring about the outcome and not vice versa.

We used Baron and Kenney’s (1986) framework to determine whether cumulative
days sober mediated the relationship between House size and conduct disorder/
aggression [A 5 House size (seven or less vs. eight or more residents), B 5 cumulative
days sober, and C 5 conduct disorder/aggression]. As demonstrated earlier with linear
regression analyses, House size significantly predicted conduct disorder/aggression.

1 Although participants were nested within Oxford Houses, we decided not to focus on Hierarchical Linear
Modeling results because we wanted to test for mediation, which can be done using regression but not HLM.
However, we did run HLM analyses and found that House size (as a level 2 group variable) significantly
predicted individually-assessed level 1 General Crime Index scores (t[144] 5 -2.18, p 5 .03) but not level 1
Conduct Disorder/Aggression scores (t[144] 5 -1.17, p 5 .25).

Mutual-Help Recovery Homes � 953

Journal of Community Psychology DOI: 10.1002/jcop



House size also significantly predicted cumulative days sober, A - B; b5 .08,
t(637) 5 2.10, p 5 .04; r2 5 .007, and cumulative days sober predicted conduct
disorder/aggression, B - C; b5�.30, t(630) 5�7.86, p 5 .000; r2 5 .089. Finally,
when both House size and cumulative days sober were put in the model predicting
conduct disorder/aggression (A and B - C), House size maintained significance,
but less than earlier, House size: b5�.08, t(628) 5�2.11, p 5 .04; cumulative days
sober: b5�.29, t(628) 5�7.69, p 5 .000; r2 5 .096. Therefore, House size is related to
conduct disorder/aggression, and cumulative abstinence is a partial mediator in this
association. These two variables (i.e., House size and cumulative abstinence) explained
almost 10% of the variance in conduct disorder/aggression scores.

We again employed Baron and Kenney’s (1986) framework to determine whether
cumulative days sober mediated the relation between House size and general crime
index [A 5 House size (seven or less vs. eight or more residents), B 5 cumulative days
sober, and C 5 general crime index]. As reported earlier, House size was a significant
predictor of general crime index, and House size significantly predicted cumulative
days sober. Regarding new analyses, cumulative days sober predicted general crime
index (B - C; b5�.26, t[631] 5�6.77, p 5 .000; r2 5 .068). Finally, with both House
size and cumulative days sober as predictors of general crime index (A and B - C),
House size retained significance, but less so than before, House size: b5�.08,
t(630) 5�2.04, p 5 .04; cumulative days sober: b5�.25, t[630] 5�6.60, p 5 .000;
r2 5 .074. Thus, House size is related to general crime index scores, and cumulative
sobriety is a partial mediator in this relationship. These two variables (i.e., House size
and cumulative abstinence) explained more than 7% of the variance in general crime
index scores.

DISCUSSION

The objective of the present investigation was to examine how the number of residents
in an Oxford House impacted outcomes related to aggression and crime among
residents. Regression analyses supported our hypotheses that larger House size (i.e.,
eight or more residents) would predict less criminal and aggressive behavior. However,
an unexpected result was that length of abstinence was a significant mediator in these
relationships. House size lost a fair amount of significance when the mediator of
cumulative days sober was entered into the models predicting GAIN subscale scores,
and the addition of cumulative sobriety to the models greatly increased the amount of
variance explained. Cumulative sobriety partially explained the relationships between
House size and general crime index and House size and conduct disorder/aggression.
Thus, greater House size leads to greater cumulative abstinence, which, in turn, leads
to less criminal activity and aggression; however, House size does have some
independent impact of its own on these outcomes. It is clear that having more
residents in a House is beneficial to residents’ recovery from alcohol and drug abuse.

These findings have important policy implications regarding the future of
recovery homes. It is argued that local governments allow Oxford Houses immunity
from maximum occupancy regulations due to the great need in many communities for
these settings. It is very difficult for individuals lacking stable living environments to
maintain a sober lifestyle following residential treatment (Milby, Schumacher, Wallace,
Feedman, & Vuchinich, 1996). As the cost of housing continues to rise, many
individuals leaving inpatient facilities are unable to find affordable housing. Without
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Oxford House or other recovery home options, former addicts frequently have no
choice but to return to their old negative environments and fall back into their
pretreatment habits, which frequently include antisocial activities such as substance use
and criminal activity. Regardless of how successful a client has been in treatment, this
progress can be reversed through residence in an environment that promotes crime
and drug use (Polcin, Galloway, Taylor, & Benowitz-Fredericks, 2004). As demon-
strated in this study, a sufficient number of House residents is a factor in the ability of
Oxford House to promote these outcomes that benefit local communities.

Furthermore, it is suggested that maximum occupancy regulations that apply to
recovery homes are often based on false beliefs and fears. Neighbors often oppose
recovery homes because they fear increased crime and violence (Cook, 1997; Schwartz
& Rabinovitz, 2001; Solomon & Davis, 1984; Zippay, 1997), and to appease these
residents, cities frequently use maximum occupancy laws to close the group homes
(Gathe, 1997). This pattern is quite ironic given that the Houses being closed (i.e.,
larger homes) should actually give neighbors less reason for concern. It seems obvious
that laws based on these misconceptions should be eliminated. Overall, Oxford Houses
have positive (not negative) effects on local communities (Jason et al., 2005), and
residents of larger Houses appear to be highly desirable community members (i.e.,
who engage in less criminal and aggressive behaviors).

This investigation provides one more step in the movement to improve the
reception of Oxford Houses and other group homes in local communities. Although
second-order change alters the systems that cause the problems (Dalton, Elias, &
Wanderman, 2001), ‘‘Not in My Backyard’’ typically serves to inhibit this type of
change. Changing the attitudes of mental health professionals, community members,
and policy makers may break down the barriers to second-order change (Olson et al.,
2002). Educational efforts along with successes in the court room may promote a more
positive social climate and set legal precedents. Finally, researchers have argued that
social scientists should explore ways that the public can become more familiar with
residential facilities (Center for Community Corrections, 2002). We hope that these
efforts and the efforts of other researchers, individuals in recovery, treatment
providers, lawyers, and political activists are successful in reducing the opposition to
group homes in residential areas.

Concerning limitations, our findings might not apply to other group homes or
residential facilities, which can vary greatly in focus, procedures, setting, and size. For
instance, a large Oxford House setting (i.e., greater than seven members) might be
very small in comparison to other residential settings, which may accommodate several
dozen residents. It is actually possible in these cases that somewhat smaller settings are
more effective. In addition, we were typically not able to collect data from all members
within a House; thus, some Houses have more representation than others in this
sample. Future studies in this area should acquire information from all members of a
House if possible. Furthermore, data analyzed in this study were self-report; therefore,
it may have been useful to obtain House size estimates using data from other sources
such as Oxford House Inc., the national body that oversees Oxford Houses. Also,
alcohol and drug use had little variability within this sample because all participants
were recruited from Oxford Houses instead of treatment or detoxification centers
(suggesting a later stage in recovery), and because residents caught using a prohibited
substance can be evicted. Perhaps future research assessing occupancy levels of
recovery homes should consider a sample with more variability with regards to
substance use. A final limitation is our use of regression analyses as opposed to
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hierarchical linear modeling (HLM) due to the tested nature of the data; however, we
wanted to test the mediational model, which can be done using regression, but not
HLM. Nonetheless, future researchers assessing group home size may want to
seriously consider the use of HLM.

To improve the reception of Oxford Houses in local communities and counteract
the NIMBY syndrome, the Oxford House Research Team has provided expert
testimony in court cases, sent information to legislators, disseminated research findings
with policy implications, collaborated with community partners and state-level
agencies, and worked with the media to change the image of recovery homes (see
Jason, Davis, Ferrari, & Bishop, 2001). In particular, the DePaul University research
team has been involved in several court cases over the past several years on the behalf
of Oxford Houses. Recently, municipalities located in Kansas, Iowa, and North
Carolina have attempted to close down Oxford Houses or similar recovery homes due
to too many unrelated individuals living in one dwelling. Findings from the present
study were used in these court cases, and at the present time, the Oxford House
organization has won every court case.
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Policy Guide on Community Residences  

Adopted by Special Delegate Assembly, September 21, 1997 
Ratified by Board of Directors, September 22, 1997  

Municipalities and counties throughout the nation continue to use zoning to exclude community 
residences from the single-family residential districts despite 25 years of planning standards1 and 
the vast majority of court decisions2 that recognize community residences for people with 
disabilities as a residential use. Misconceptions about their nature and impacts abound although 
there is a wealth of scientific evidence that community residences for people with disabilities 
generate no adverse impacts on the surrounding community and function as residential uses. More 
recently the Fair Housing Amendments Act of 19883 prohibited zoning regulations of community 
residences that are based on unfounded myths and fears about the residents, and appeared to 
explicitly disallow the use of special use permits as the primary means of regulating community 
residences. Yet this misclassification and exclusion continues unabated throughout most of the 
nation. 

During the 1970s and 1980s, every state, as well as the federal government, started to reshape its 
policies toward people with severe disabilities. States recognized that warehousing people with 
disabilities in institutions was not only extremely costly, but also ineffective. A large proportion of 
those who were institutionalized could live in much less restrictive environments such as a familylike 
environment in a house or apartment surrounded by other residential uses. They did not require the 
high level of care furnished by an institution. Overwhelming evidence showed that allowing 
individuals with disabilities to live in a familylike setting in the community in a community residence 
was not only much less expensive than consigning them to institutions, but also substantially more 
effective. In a familylike setting, people with disabilities could learn the life skills we teach our own 
children on a daily basis. Living in a community residence, namely a group home or halfway house, 
fosters normalization in which these individuals learn to lead as normal a life as possible. As the 
courts have noted time and again, community residences are the very opposite of an institution in 
terms of how they function and perform, and in terms of how they use the land. To achieve a 
familylike setting, these community residences need to be located in the same residential zoning 
districts as dwellings occupied by biological families.  

Definitions 

Because there is so much misunderstanding of this subject, it is essential to first define several 
terms.  

Group Home 

A dwelling unit occupied as a single housekeeping unit in a familylike environment by up to 
approximately 12 to 15 persons with disabilities plus support staff. Residents are supervised by a 
sponsoring entity or its staff which furnishes habilitative services to the group home residents. A 
group home is owned or operated under the auspices of a nonprofit association, private care 
provider, government agency, or other legal entity, other than the residents themselves or their 
parents or other individuals who are their legal guardians. Interrelationships between residents are 
an essential component of a group home. A group home imposes no time limit on how long an 
individual can reside in the group home. A group home is a relatively permanent living arrangement 
where tenancy is measured in years. 



The group home constitutes a family, a single housekeeping unit where residents share 
responsibilities, meals, and recreational activities as in any family. The intention is for group home 
residents, like members of a biological family, to develop ties in the community. Like people without 
disabilities, these individuals attend schools, work, and may receive other support services in the 
community. The group home staff is specially trained to help the residents achieve the goals of 
independence, productivity, and integration into the community. Together, the staff and residents 
constitute a functional family.4 The group home's staff teaches the residents with disabilities the 
same life activities taught in conventional homes. They learn personal hygiene; shopping cleaning, 
laundry, and recreational skills; how to handle money; how to take public transportation; how to 
use community facilities. They learn how to live as a family. The group home fosters the very same 
family values our most exclusive residential zoning districts advance. 

The primary purpose of the group home is to provide a familylike setting with ongoing supervision 
and support for persons unable to live independently in the community. It is not a clinic where 
treatment is the principal or essential service provided. A treatment regime may be incorporated 
into the daily routine of persons with disabilities wherever they may live, whether with their 
families, in an institution, or in a group home. So, just like the person with a disability who lives 
with her family, the group home resident may have a daily habilitation regime to follow. Any 
treatment received at home is incidental to the group home's primary purpose.5 

Residency in a group home is long term relatively permanent and measured in years, not months or 
weeks. There is no limit on how long an individual can live in a group home. A group home can 
house people with developmental disabilities (mental retardation, autism, etc.), mental illness, 
physical disabilities, or addiction to drugs or alcohol. When the residents have a drug or alcohol 
addiction, the group home is called a recovery home.  

The number of individuals who live in a group home varies from just two or three to as many as 12 
to 15, or in rare cases as many as 20. For people with developmental disabilities, it is felt that 
smaller homes are more productive. Group homes for people with mental illness tend to house six 
to 15 residents for both therapeutic and financial reasons. Group homes for the frail elderly can 
require as many as 20 residents to be financially and therapeutically sound. The maximum number 
of residents is determined by applying a jurisdictions housing code for residential uses to the 
property.  

Some group home residents graduate from this type of community living arrangement to live on 
their own with only occasional visits from professional staff. Most, however, will live out their lives in 
a group home.  

Recovery homes for people with drug or alcohol addictions are another type of group home. 
Occupants typically sign an annual lease and can live in a recovery home for years.  

A singlefamily residential district is essential for most group homes to succeed, although for some, a 
multiplefamily district can work. Group home operators want to establish group homes in the same 
sort of pleasant, safe neighborhoods you and I strive to live in, for the same reasons we seek them.  

Halfway house or recovery community 

A temporary residential living arrangement for persons leaving an institutional setting and in need 
of a supportive living arrangement in order to readjust to living outside the institution. These are 
persons who are receiving therapy and counseling from support staff who are present when 
residents are present, for the following purposes: (a) to help them recuperate from the effects of 
drug or alcohol addiction (a disability); (b) to help them reenter society while housed under 
supervision while under the constraints of alternatives to imprisonment including, but not limited to, 
prerelease, work release, or probationary programs (not a disability); or (c) to help persons with 
family or school adjustment problems that require specialized attention and care in order to achieve 
personal independence (not a disability). Interrelationships between residents is an essential 
component of a halfway house. Residency is limited to a specific number of weeks or months.  



People with drug or alcohol addictions often need to live in a halfway house as a transitional living 
arrangement before they can live more independently in the community or return to their homes. 
The key for them is to learn to abstain completely from using drugs or alcohol. Treatment usually 
consists of an initial withdrawal period followed by intensive counseling and support both through 
treatment programs and through residential living arrangements. Such community residences are 
based on the group home model with some significant differences with implications for proper 
zoning regulation.  

The halfway house or recovery community helps people with drug or alcohol addictions readjust to a 
normal life before moving out on their own. A person with an addiction is admitted only after 
completing detoxification. The halfway house staff helps residents adjust to a drugfree lifestyle, 
learn how to take control of their lives, and learn how to live without drugs. Nearly all halfway 
houses place a limit, measured in months, how long someone can live there. Unlike a group home, 
the halfway house aims to place all its residents into independent living situations upon graduation. 
For both therapeutic and financial reasons, most halfway houses need 10 to 15 residents to be 
successful. Because the number of residents in a halfway house is greater than in a group home and 
their length of tenancy shorter, halfway houses more closely resemble multiplefamily housing than 
singlefamily residences, although, like group homes, they work best in singlefamily neighborhoods.6 

Disability 

A physical or mental impairment that substantially limits one or more of a persons major life 
activities, impairs their ability to live independently, or a record of having such an impairment, or 
being regarded as having such an impairment. Prison preparolees, for example, do not, as a class, 
fit this definition.  

Most people with disabilities do not require a community residence to live in the community. More 
than 80 percent of them live with their families or on their own with some support services.7 Still, in 
1990 over 3.9 million Americans had disabilities so severe that they were prevented from working 
at a job or doing housework or they required assistance with daily tasks like getting in and out of 
bed, dressing, bathing, shopping, or light housework, or had a developmental disability, Alzheimers 
disease, or senility making many of them appropriate candidates to dwell in a community 
residence.8 

This set of policy guidelines of the American Planning Association does not advocate for or against 
community residences, the broad term that includes group homes and halfway houses. It does not 
include hospices, emergency shelters, residences for victims of abuse, or other group living 
arrangements.9 This policy guideline seeks to establish the maximum level of zoning regulation 
permissible for community residences for people with disabilities in accord with sound planning 
principles, the Fair Housing Amendments Act of 1988 (FHAA), and case law. These policy guidelines 
do not suggest that any community or state with less restrictive zoning provisions should make 
their zoning provisions more restrictive.  

Exclusionary zoning practices 

Limiting the number of unrelated individuals who can dwell together has been one of the most 
commonly used zoning techniques to exclude community residences from singlefamily districts.  

The definition of family in most zoning codes allow no more than three, four, or five unrelated 
individuals to occupy a dwelling unit. Some allow no unrelated people to live together, even as 
roommates.10 The U.S. Supreme Court upheld these restrictive definitions in Village of Belle Terre v. 
Borass11. Since most community residences need six or more residents to succeed therapeutically 
and financially, this restriction has effectively blocked most community residences from locating in 
the residential areas in which they need to locate.  

Another common technique has been to require a special use permit for a community residence to 
locate in a residential district.12 At a public hearing, an applicant must demonstrate that its 
proposed land use meets the criteria for granting a special use permit. In the case of community 
residences, neighbors commonly claim that the proposed community residence will reduce property 
values and introduce crime and congestion to the neighborhood. Many opponents assert that the 



community residence is a business rather than a dwelling. In many allwhite communities, opposition 
is driven by a fear of racial integration, namely that group home residents and staff may be of 
African ancestry. All of these objections reflect false impressions of community residences and their 
occupants.  

City officials quite often yield to objections by neighbors and reject the application of the community 
residence even when the applicant demonstrates it meets the criteria for awarding the special use 
permit. This was the scenario that led to the U.S. Supreme Courts 1985 decision in City of Cleburne 
v. Cleburne Living Center where the Court ruled the city had illegally denied the group homes 
special use permit based on the neighbors unfounded fears and myths about the group home and 
its residents.13 

This technique is extremely effective at limiting the housing opportunities for people with disabilities 
who need a community residence to live in. When a special use permit is required, the buyer usually 
seeks to purchase the property with a clause that makes the sale contingent on receiving the special 
use permit. That sort of provision is quite common in the sale of commercial property, but 
extremely rare in the sale of owneroccupied residential property. Few homeowners can afford to sell 
their houses subject such a contingency clause. Most homeowners need the proceeds from the sale 
of their current house to buy a new one. Consequently, few homeowners are willing to sell to a 
group home operator who insists on this kind of contingency clause and few group home operators 
can afford to take the risk that their special use permit application will be denied and theyll be stuck 
with a house they cannot use as a group home.  

In 1974 the American Society of Planning Officials (one of APAs predecessor organizations) 
surveyed 400 U.S. cities and found that the zoning ordinances of fewer than 25 percent provided 
specifically for community residences. Of those that mentioned group homes or halfway houses, the 
vast majority either prohibited them from singlefamily districts or required them to obtain a special 
use permit to locate in such residential zones.14 

Ten years later, the zoning picture for community residences was still grim. The General Accounting 
Office found that 65.5 percent of the time local zoning ordinances or practices prevented or made it 
difficult for group homes for people with developmental disabilities to locate in the singlefamily 
districts their operators preferred.15 Subsequent recent research prior to adoption of the Fair 
Housing Amendments Act of 1988 found that little had changed.16 

Role of the Fair Housing Amendments Act of 1988 

Rather than simply add people with disabilities to the list of protected classes under the Fair 
Housing Act, Congress added a new section to the act that declared discrimination includes:  

a refusal to make reasonable accommodations in rules, policies, practices, or services, when such 
accommodations may be necessary to afford such person equal opportunity to use and enjoy a 
dwelling.17 

Much of the FHAA litigation has revolved around the issue of reasonable accommodation. Given this 
statutory language, it is hard to see how anybody can contend that the FHAA requires that 
community residences be treated the exactly the same as singlefamily residences. The statute 
requires only that a reasonable accommodation be made in a citys zoning ordinance to give people 
with disabilities an equal opportunity to use and enjoy a dwelling. This does not mean that they 
have a right to dwellings they cannot afford to buy or rent. It does not mean that a city must 
change its zoning to allow communes, boarding houses, or fraternities in its most exclusive 
singlefamily districts. 

But this provision does mean that a city is required to bend its zoning rules to enable members of 
the protected class, many of whom need a community residence living arrangement to live outside 
an institution, to establish such residences in singlefamily and multiplefamily zoning districts. And it 
means that a city cannot impose additional barriers to community residences for people with 
disabilities. 



Consequently, if a zoning ordinance defines family as any number of unrelated persons living 
together as a singlehousekeeping unit, the locality cannot impose any additional restrictions on 
community residences. A community residence which, of course, constitutes a singlehousekeeping 
unit with 12 unrelated residents complies with this definition of family. 

However, if a zoning ordinance places a cap on the number of unrelated people who can dwell 
together, the FHAA requires the local ordinance to make a reasonable accommodation to enable 
community residences for people with disabilities to locate in every zoning district where residences 
are allowed. While the FHAA does not mention zoning or group homes, its legislative history 
provides a clear picture of what the FHAA sought to accomplish:  

These new subsections would also apply to state or local land use and health and safety laws, 
regulations, practices or decisions which discriminate against individuals with handicaps. While state 
and local governments have authority to protect safety and health, and to regulate use of land, that 
authority has sometimes been used to restrict the ability of individuals with handicaps to live in 
communities. This has been accomplished by such means as the enactment or imposition of health, 
safety or landuse requirements on congregate living arrangements among nonrelated persons with 
disabilities. Since these requirements are not imposed on families and groups of similar size of other 
unrelated people, these requirements have the effect of discriminating against persons with 
disabilities.  

The Committee intends that the prohibition against discrimination against those with handicaps 
apply to zoning decisions and practices. The Act is intended to prohibit the application of special 
requirements through landuse regulations, restrictive covenants, and conditional or special use 
permits that have the effect of limiting the ability of such individuals to live in the residence of their 
choice in the community.18 [emphasis added]  

The legislative history goes on to suggest that restrictions on community residences that are based 
on fact, not fiction, may be legal. The paragraph that follows in the House Committee Report 
suggests that municipalities can impose rationallybased zoning regulations on community 
residences:  

Another method of making housing unavailable has been the application or enforcement of 
otherwise neutral rules and regulations on health, safety, and landuse in a manner which 
discriminates against people with disabilities. Such discrimination often results from false or 
overprotective assumptions about the needs of handicapped people, as well as unfounded fears of 
difficulties about the problems that their tenancies may pose. These and similar practices would be 
prohibited.19 

The FHAA essentially codified the majority opinion of the courts regarding community residences. 
For more than 20 years, the vast majority of court decisions involving attempts to locate community 
residences in singlefamily zoning districts found community residences to be akin to the traditional 
family20 and constitute functional families that belong in singlefamily zones unlike fraternities and 
sororities, communes, and other loose, temporary group living arrangements.21 

It is clear from court decisions under the FHAA that when a jurisdictions definition of family does not 
cap or limit the number of unrelated individuals who may occupy a dwelling unit the FHAA prohibits 
imposing additional zoning requirements on community residences for people with disabilities.22 

Unlike capless communities, jurisdictions that place a limit on the number of unrelated persons who 
can live together, can regulate community residences to an extent. Court decisions strongly suggest 
that zoning restrictions on community residences can be legal if you can answer yes to all three of 
the following questions:  

• Is the proposed zoning restriction intended to achieve a legitimate government purpose?  

• Does the proposed zoning restriction actually achieve that legitimate government purpose?  

• Is the proposed zoning restriction the least drastic means necessary to achieve that 
legitimate government purpose?  



In Bangerter v. Orem City Corporation, the Tenth Circuit articulated these questions a bit 
differently. The court stated that [r]estrictions that are narrowly tailored to the particular individuals 
affected could be acceptable under the FHAA if the benefits to the handicapped in their housing 
opportunities clearly outweigh whatever burden may result to them.23 

Findings  

1 Community residences are a residential use of land.  

For zoning purposes, community residences are much closer in terms of land use to a residence 
ordinarily occupied by a conventional family than any other land use. The majority of courts have 
ruled that are a community residence is the opposite of an institution, boarding house, or a 
commercial use.  

2 Community residences have no effect on the value of neighboring properties.  

More than 50 studies have examined their impact on property values probably more than for any 
other small land use. Although they use a variety of methodologies, all researchers have discovered 
that group homes and halfway houses do not affect property values of even the house next door. 
They have no effect on how long it takes to sell neighboring property, including the house next 
door. They have learned that community residences are often the best maintained properties on the 
block. And they have ascertained that community residences function so much like a conventional 
family that most neighbors within one to two blocks of the home don't even know there is a group 
home or halfway house nearby.24 

3 Community residences have no effect on neighborhood safety.  

A handful of studies have also looked at whether community residences compromise neighborhood 
safety. The most thorough study, conducted for the State of Illinois, concluded that the residents of 
group homes are much less likely to commit a crime of any sort than the average resident of 
Illinois. It revealed a crime rate of 18 per 1,000 people living in group homes compared to 112 per 
1,000 for the general population.25 

4 Community residences do not generate adverse impacts on the surrounding community.  

Other studies have found that group homes and halfway houses for persons with disabilities do not 
generate undue amounts of traffic, noise, parking demand, or any other adverse impacts.26 

5 Community residences should be scattered throughout residential districts rather than 
concentrated in any single neighborhood or on a single block.  

For a group home to enable its residents to achieve normalization and integration into the 
community, it should be located in a normal residential neighborhood. If several group homes were 
to locate next to one another, or be placed on the same block, the ability of the group homes to 
advance their residents' normalization would be compromised. Such clustering would create a de 
facto social service district in which many facets of an institutional atmosphere would be recreated 
and would change the character of the neighborhood.  

Normalization and community integration require that persons with disabilities be absorbed into the 
neighborhood's social structure. The existing social structure of a neighborhood can accommodate 
no more than one or two group homes on a single block. Neighborhoods seem to have a limited 
absorption capacity for servicedependent people that should not be exceeded.27 Social scientists 
note that this level exists, but they can't quite determine a precise level. Writing about 
servicedependent populations in general, Jennifer Wolch notes, At some level of concentration, a 
community may become saturated by services and populations and evolve into a servicedependent 
ghetto.28 



According to one leading planning study, While it is difficult to precisely identify or explain, 
saturation is the point at which a community's existing social structure is unable to properly support 
additional residential care facilities [group homes]. Overconcentration is not a constant but varies 
according to a community's population density, socioeconomic level, quantity and quality of 
municipal services and other characteristics. There are no universally accepted criteria for 
determining how many group homes are appropriate for a given area.29 

Nobody knows the precise absorption levels of different neighborhoods. However, the research 
strongly suggests that as the density of a neighborhood increases, so does its capacity to absorb 
people with disabilities into its social structure. Higher density neighborhoods presumably have a 
higher absorption level that could permit group homes to locate closer to one another than in lower 
density neighborhoods that have a lower absorption level.30 

This research demonstrates there is a legitimate government interest to assure that group homes 
do not cluster. While the research on the impact of group homes makes it abundantly clear that 
group homes a block or more apart produce no negative impacts, there is concern that group 
homes located more closely together can generate adverse impacts on both the surrounding 
neighborhood and on the ability of the group homes to facilitate the normalization of their residents, 
which is, after all, their raison dtre.  

6 Community residences should be licensed or certified to protect the welfare of their residents.  

The individuals who occupy a community residence constitute a vulnerable population unable to 
fully care for themselves. Licensing helps ensure that the operator is qualified to furnish the 
requisite care and support services the group home residents need. It helps assure that staff is 
qualified and properly trained, and sets a minimum standard of care. The welfare of the residents of 
a community residence constitutes a legitimate government interest, narrowly tailored to the 
individuals who live in a group home, and whose benefits clearly outweigh whatever burden may 
result.  

Policy Positions  

Zoning is essentially performance oriented. When officials select the uses that are permitted as of 
right in each zoning district, they make the implicit assumption that these land uses belong in the 
district and do not generate adverse impacts on the surrounding properties. Special or conditional 
uses are those that belong in a district, but are known to produce adverse impacts under certain 
conditions unless precautions are taken. The extensive research on the impacts of community 
residences shows that they generate no adverse impacts on the surrounding neighborhood as long 
as they are licensed and not clustered on a block. There is no need to subject community residences 
to special use permit procedures because the licensing and spacing threshold issues are purely 
factual questions that can be determined administratively and do not require the extra scrutiny of a 
special use permit hearing.  

General Policy Position 

Based on sound planning and zoning principles, the American Planning Association recognizes that 
community residences for people with disabilities are residential uses that should be allowed as of 
right in all zoning districts where other residences are permitted uses. When the proposed 
community residence complies with the jurisdictions zoning code definition of family, no additional 
restrictions can be imposed. When the number of residents in the home exceeds the cap on the 
number of unrelated individuals set in the definition of family, the jurisdiction should amend its 
zoning code to make a reasonable accommodation to provide for community residences in all 
residential districts within the capacity of the jurisdiction to absorb additional community residences 
into its social structure.  

Specific Policy Positions Supported by the American Planning Association and its chapters  



POLICY 1: A proposed community residence for people with disabilities that complies with 
the jurisdictions definition of family should be allowed as of right in all residential 
districts under the definition of family. (Additional) Zoning requirements that are more 
restrictive than those applicable to residential uses in the underlying district are not 
permitted.  

By adding people with disabilities to coverage of the Fair Housing Act, the Fair Housing Amendments 
Act of 1988 effectively prohibits placing additional zoning requirements on a community residence 
for people with disabilities that otherwise meets the zoning code requirements for other residential 
uses.  

POLICY 2: When a proposed group home for persons with disabilities does not comply with 
the jurisdictions definition of family, then the jurisdiction is required to make a 
reasonable accommodation in its zoning code to allow group homes for people with 
disabilities as of right in all residential districts if it meets these two requirements:  

1. That a rationally based spacing requirement be provided to avoid an undue concentration 
of community residences and  

2. When the proposed group home or its operator must be licensed or certified by the 
appropriate state, national, regional, or local licensing or certification body.  

If a proposed group home fails to meet both tests, then a zoning ordinance should allow the 
operator to apply for a special use permit.  

The Fair Housing Amendments Act of 1988 requires jurisdictions to make a reasonable 
accommodation to enable community residences for people with disabilities to locate in residential 
districts. Such accommodations must be the least drastic necessary to actually achieve a legitimate 
government purpose. Based on sound planning principles and the extensive evidence found by 
studies on the impacts of community residences, the American Planning Association believes that 
this approach outlined here constitutes the maximum permissible degree of zoning restrictions.  

A oneblock spacing distance appears to be long enough to assure that community residences 
achieve the normalization they seek for their residents and help preserve the residential character 
of a neighborhood. Concentrating or clustering several community residences on a block can 
recreate an institutional atmosphere exactly the opposite of what community residences seek to 
achieve.  

Since the residents of a community residence are a vulnerable population, requiring licensing or 
certification helps assure their welfare and safety in the least intrusive manner.  

Group homes include recovery homes for people with drug or alcohol addictions. Like other group 
homes, recovery homes are longterm residences that do not limit how long individuals may live 
there. They should not be confused with halfway houses for people with disabilities, including drug 
or alcohol addiction.  

POLICY 3: When a proposed halfway house for persons with disabilities does not comply 
with the jurisdiction's definition of family, then the jurisdiction is required to make a 
reasonable accommodation in its zoning code to allow halfway houses for people with 
disabilities as of right in all multiplefamily residential districts if the proposed halfway 
house meets these two requirements:  

1. That a rationally based spacing requirement be provided to avoid an undue concentration 
of community residences and  

2. When the proposed group home or its operator must be licensed or certified by the 
appropriate state, national, regional, or local licensing or certification body.  

If a proposed group home fails to meet both tests, then a zoning ordinance should allow the 
operator to apply for a special use permit.  



From a zoning perspective, halfway houses perform more like multiplefamily housing than 
singlefamily housing. They don’t emulate a family quite as closely as a group home does. They billet 
many more people. They place a limit on length of residency, unlike a group home which is a more 
permanent living arrangement akin to singlefamily housing.  

POLICY 4: Halfway houses should be allowed in all singlefamily zones by special use 
permit due to their multiplefamily characteristics that warrant the extra scrutiny provided 
by the special use permit or comparable review process when locating in a singlefamily 
district.  

On many occasions the operator of a halfway house may prefer to locate it in a singlefamily district. 
Halfway houses are not, per se, incompatible with singlefamily homes. However, the heightened 
scrutiny of a conditional use permit hearing is warranted to assure that a proposed halfway house 
will be compatible with the other land uses in a singlefamily district. The standards to apply are the 
same ones used for other special uses.  

POLICY 5: Local planners should, on an informal basis, seek to facilitate communication 
between the operators of proposed community residences and the surrounding 
community to help foster full integration of the residents of a community residence into 
the community. Planners should help neighbors learn how each proposed community 
residence emulates a family and how it serves as a residence that is properly located in a 
residential zone, not an institutional use that belongs outside residential districts. They 
should disseminate to neighbors and public officials the findings of the extensive 
research on the absence of adverse impacts of community residences on the surrounding 
community.  
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Executive Summary 

 

Addiction and the larger arena of alcohol and other drug (AOD) abuse and related problems 

exact an enormous toll on individuals, families, organizations, local neighborhoods, and whole 

communities in the United States.  Although a great number of advances have been made in 

AOD treatment, far too few individuals who could benefit from treatment receive it, and many 

who do receive treatment will resume AOD use following their discharge from it. New recovery 

support institutions are emerging beyond the arenas of traditional addiction treatment to support 

individuals hoping to initiate and to sustain long term recovery from addiction. One promising 

mechanism is the recovery residence. 

 

Recovery residences (e.g., sober living houses, recovery homes, and Oxford Houses
TM

) are 

sober, safe, and healthy living environments that promote recovery from AOD use and 

associated problems. At a minimum, recovery residences offer peer-to-peer recovery support 

with some providing professionally delivered clinical services all aimed at promoting abstinence-

based, long-term recovery. Recovery residences are sober living environments, meaning that 

residents are expected to abstain from alcohol and illegal drug use. Each credentialed recovery 

residence publishes policies on relapse sanctions and readmission criteria and other rules 

governing group living.  Recovery residences may require abstinence from particular types of 

medications according to individual policy. Although the exact number is currently unknown, 

many thousands exist in the United States.  

 

A small but growing body of research supports the effectiveness of recovery residences in 

sustaining abstinence and promoting gains in a variety of other domains, and the National 

Association of Recovery Residences has developed guidelines to define levels of care and 

standards to ensure the quality of care received. Yet, despite these advances, recovery residences 

face innumerable challenges.  Critical questions regarding the operations and effects of recovery 

residence participation remain unanswered, and research scientists wishing to study recovery 

residences face considerable funding challenges given the prevailing funding emphasis on the 

neuroscience of addiction.  Efforts to establish or relocate recovery residences face challenges 

with start-up funding and often face considerable neighborhood and political opposition.  Also of 

importance, many health and human professionals are unaware of recovery residences and their 

benefits on long-term recovery outcomes.  
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The Society of Community Research and Action (SCRA) has developed, with the executive, 

advocacy and research committees of the National Association of Recovery Residences (NARR), 

a policy statement on the value of recovery residences in the United States.  This policy 

statement 1) describes the emergence and rapid growth of recovery residences as a new addiction 

recovery support institution, 2) highlights research to date on the positive effects of participation 

in a recovery residence on long-term addiction recovery and related outcomes, 3) champions a 

research agenda that would address many unanswered questions related to such participation, 4) 

advocates social policies (laws, regulations and funding guidelines) in which recovery residences 

can flourish, 5) supports programs of education and training to increase referrals to these new 

resources by health and human service professionals, and 6) promotes programs to educate local 

political leaders and the public about the value of recovery residences for individuals, families, 

and communities in the United States. 

 

 Background 

 

Addiction and the larger arena of alcohol and other drug (AOD) and related problems exact an 

enormous toll on individuals, families, organizations, local neighborhoods and whole 

communities in the United States.  Since the mid-twentieth century, an elaborate network of 

professionally-directed addiction treatment programs has been funded to respond to these 

problems, but more than half of individuals treated in these institutions will resume AOD use 

following their discharge from treatment—most often in the first 90 days following discharge. 

Assertive continuing care and support is not a routine component of addiction treatment in the 

United States and only a small percentage of persons treated participate in post-treatment 

continuing care, which involves post-treatment monitoring and support. There are growing calls 

to shift acute care models of addiction treatment to models that emphasize sustained, post-

treatment recovery management in order to elevate long-term recovery rates and enhance the 

quality of personal and family life in long-term recovery. Recovery management is a 

philosophical framework for organizing addiction treatment services to provide long-term 

recovery maintenance and quality-of-life enhancement for individuals and families affected by 

severe substance use disorders.    

 

New recovery support institutions are emerging beyond the arenas of addiction treatment and 

recovery mutual aid societies to achieve these goals. By providing a physical and social world to 

recover within, these new institutions (e.g., recovery residences, recovery schools, recovery 

industries, recovery ministries, recovery community centers, recovery cafes, etc.), mark a major 

milestone in the history of recovery in the United States.  One of the earliest to develop and one 

of the most important of these new institutions is the recovery residence.  

 

Recovery residences (e.g., sober living houses, recovery homes, and Oxford Houses
TM

) are 

sober, safe, and healthy living environments that promote recovery from AOD use and 

associated problems. The number of recovery residences in the U.S. has grown dramatically in 

the past 25 years and have helped fill the void of community support between professionally-

directed addiction treatment and peer-led recovery mutual aid societies. The purpose of a 

recovery residence is to provide a safe and healthy living environment to initiate and sustain 

recovery—defined as abstinence from alcohol and other non-prescribed drug use and 

improvement in one’s physical, mental, spiritual, and social wellbeing.  Individuals build 



resources while living in a recovery residence that will continue to support their recovery as they 

transition to living independently and productively in the community. Although recovery is 

commonly believed to refer to abstinence and a general sense of quality of life, recovery is by no 

means a simple construct that has uniform definition (i.e., some individuals define it as 

abstinence only from their primary drug; or as use of alcohol, but no drugs; or as no use of “hard 

drugs” but use of marijuana, or allow for use of “medical marijuana.”)   

 

There is growing consensus that recovery from severe substance use disorders involves three 

critical components:  sobriety, improvement in global (physical, emotional, relational, spiritual) 

health, and citizenship (positive community reintegration).  Recovery residences are abstinence-

based environments that provide mutual support for these three elements of recovery  -in contrast 

to "wet housing" that allows residents to use alcohol or other drugs or "damp housing" that 

discourages but does not exclude persons for using and that do not address these larger recovery 

processes. 

 

A recent publication, A Primer on Recovery Residences in the United States (Jason,  Mericle,  

Polcin, White, & the National Association of Recovery Residences, 2012), released by the 

National Association of Recovery Residences based on a review of all materials published on 

recovery residences to date found that: 

 

 Although the exact number of recovery residences is currently unknown, there are many 

thousands of such residences  operating in nearly every state across the nation; 

 Recovery residences in the U.S. span from low to high service intensity and meet the 

needs of residents at various stages of recovery (see figure below): 

 

 
 



 Most individuals in recovery residences have past or current involvement in addiction 

treatment and participate in 12-Step or other recovery mutual aid organizations during 

their time in the recovery residence. 

 Participation in a recovery residence decreases in-treatment and post-treatment relapse 

rates and significantly increases recovery outcomes (using such recovery measures as 

sustained abstinence rates, improvements in global health and social functioning—e.g., 

high rates of employment) at up to two-years of follow-up.  Longer-term (5-10 years) 

follow-up studies have not yet been conducted.  

 These benefits extend to women, women with children, African-Americans, and persons 

with co-occurring psychiatric diagnoses.     

 These benefits are contingent on adequate lengths of stay (more than 6 months in level I 

recovery residences) and a supportive community environment. 

 The cost-effectiveness of recovery residences has not yet been rigorously investigated. 

However, some recovery residences, such as Oxford and California Sober Living Houses, 

are self-financed primarily through resident fees.  

 Research to date generally finds that recovery residences do not negatively affect 

neighborhoods and may even provide benefits to the communities in which they are 

located.  

 

Some recovery residences are designed specifically for individuals with certain needs (e.g., co-

occurring addiction and severe mental illness, veterans, mothers with children); however, some 

recovery residences may not be equipped to adequately meet these residents’ needs.   Individuals 

with specific service needs seeking recovery residences should ask the provider about how these 

needs can (or cannot) be addressed within a particular residence. It is still unclear if outcomes 

differ for people with co-occurring disorders (mental health, process addictions, major medical 

issues such as Hepatitis C or HIV) living in recovery residences. 

 

Recovery residences are divided into Levels of Support based on the type as well as the intensity 

and duration of support that they offer. Services provided span from peer-to-peer recovery 

support (all recovery residences) to medical and counseling services (recovery residences 

offering higher levels of support).  The National Association of Recovery Residence Standards 

defines minimum services for each Level of Support, but additional services may be provided at 

each level. Section 5 of the National Association of Recovery Residences Standards, included in 

A Primer on Recovery Residences in the United States, details the minimum required service 

elements for each Level of Support.   National Association of Recovery Residence-certified 

recovery residences meet standards addressing safety from an administrative, operational, 

property, and good neighbors’ perspective. Recovery residences’ internal governance varies 

across National Association of Recovery Residence Levels of Support. Forms of governance 

range from democratically run by the residents to oversight by licensed professionals. The 

regulation of recovery residences vary from state to state, local government to local government, 

and model to model. In general, states regulate professional services and local governments 

regulate health and safety standards. Both state and local government regulation must adhere to 

federal laws and limits, such as the Americans with Disabilities Act and the Fair Housing Act. 

 

The National Association of Recovery Residences, established in 2011, currently represents 

approximately 1,500 residences through its local organizational affiliates. The National 



Association of Recovery Residences advocates for recovery residences and their residents at the 

national and local levels. Members of the National Association of Recovery Residence maintain 

standards for recovery residences of all kinds across the four National Association of Recovery 

Residence Levels of Support, from Level 1 peer-operated residences to Level 4 residences 

offering a wide variety of treatment and recovery support services. Three additional recovery 

residence organizations exist with a national scope. The oldest is the Association of Halfway 

House Alcoholism Programs, founded in 1958, and all are now affiliated with the National 

Association of Recovery Residences. The members of the Association of Halfway House 

Alcoholism Program include all of the National Association of Recovery Residences Levels of 

Support.  The Association of Halfway House Alcoholism Program’s residences operate in 

accordance with social model recovery principles.  Oxford House Inc. was established in 1975 

and supports Oxford Houses internationally. Oxford Houses are National Association of 

Recovery Residence Level 1, with each residence operated solely by the residents in accordance 

with Oxford House guidelines. Oxford House Inc. supports and promotes its model for peer-

operated recovery residences through training, technical assistance, and access to startup 

financing. They also advocate for recovery housing rights and provide legal support to Oxford 

Houses involved in disputes with cities and towns over their right to exist.  Treatment 

Communities of America (formerly Therapeutic Communities of America) represents more than 

600 residential addiction treatment programs in the United States. 

 

Recovery residences face innumerable challenges in spite of their rapid growth and positive 

findings on their effects on recovery outcomes.  Critical questions regarding the operations and 

effects of recovery residence participation remain unanswered, and research scientists wishing to 

study recovery residences face considerable funding challenges given the prevailing funding 

emphasis on the neuroscience of addiction.  Efforts to establish or relocate recovery residences 

face challenges with start-up funding and often face considerable neighborhood and political 

opposition.  Also of importance, many health and human professionals are unaware of recovery 

residences and their benefits on long-term recovery outcomes.  

 

Recommendations 

 

In light of these findings and circumstances, the Society of Community Research and Action 

(SCRA): 

 

1) Recommends that national, state, and local agencies support local networks of recovery 

residences.  Specially, the SCRA calls upon:    

 The Substance Abuse and Mental Health Services Administration to develop 

funding mechanisms to support the development, sustainment, and expansion of 

recovery support services specific to housing. 

 The Department of Housing and Urban Development to develop funding 

mechanisms to support the development, sustainment, and expansion of housing 

services specifically for individuals in recovery from behavioral health disorders.   

 The National Association of Recovery Residences to disseminate national 

standards for recovery residences and to provide technical assistance for local 

organizations to meet these standards as a means of improving the quality of local 

recovery residences in the United States.  This is of particular importance in order 



to deal with a perception by some that relapse is common among residents in 

recovery homes, they are often in unsafe neighborhoods, and many are 

disorganized and even exploitive of residents.   

 Single State Authorities on alcohol and other drug problems to establish loan 

funds and other mechanisms that will support the development of recovery 

residences where the need for such resources has been established.  

 The National Conference of State Legislatures, the United State Conference of 

Mayors, and the National League of Cities to develop policy documents and host 

webinars and conferences related to the issues surrounding the development of 

supportive housing for recovering individuals in local communities. 

 

2) Recommends enhanced funding for critical research related to recovery residences.  The 

SCRA calls upon:   

 The National Institutes of Health (the National Institute on Alcohol Abuse and 

Alcoholism and the National Institute on Drug Abuse) to fund research related to 

recovery residences, including randomized clinical trials, long term outcome 

studies, cost-effectiveness studies, and studies that isolate the most potent 

ingredients of the recovery residence model of recovery support. We need 

recovery outcome and cost savings data across the Levels of Support for various 

populations (including co-occurring, re-entry with criminal mindsets, etc.) 

recovering from a diversity of chemical substances in comparison to or in 

combination with alternative approaches. Without published research and 

evidence-based practice designations, licensed professionals and policymakers 

will continue to question the legitimacy of recovery residences and peer-based 

recovery. 

 The Substance Abuse and Mental Health Administration’s Center for Substance 

Abuse Treatment to fund evaluations studies related to the integration of recovery 

residences and related recovery support institutions (e.g., recovery community 

centers, recovery schools, recovery industries, recovery ministries) within the 

network of health care initiatives being launched by state and federal government.   

o Federal, state, and local funding sources to prioritize recovery residence 

research studies that address 1) the effects of participation in a recovery 

residence on treatment retention/completion and post-treatment relapse 

and recovery rates as well as measures of global health and social 

functioning—e.g., high rates of employment) at longer-term (5-10 years) 

intervals, 2) the degree of benefits living within recovery residences 

extends to women, women with children, African-Americans, and persons 

with co-occurring psychiatric diagnoses, 3) the degree to which benefits 

are contingent on adequate lengths of stay (more than 6 months in level I 

recovery residences) and a supportive community environment, 4) the 

relative cost-effectiveness of recovery residences, and 5) the effects of 

recovery residences on neighborhoods and communities in which they are 

located. These are all high priority areas for research that is needed to 

develop a more solid basis for our understanding of recovery residences 

and their impacts on residents and communities. 



 National Association of Recovery Residences to increase their presence at key 

national conferences (National Association of Addiction Treatment Providers, the 

American Society of Addiction Medicine, and the American Association for the 

Treatment of Opioid Dependence) to engage the research community on the need 

for research on recovery residences. 

 Editors of addiction-related professional and trade journals to continue to publish 

studies and reviews and special issues on the effects of participation in a recovery 

residence on long-term recovery outcomes.  

 

3) Recommends strategies to educate and train addiction treatment professionals and allied 

health and human services professionals on the value of recovery homes. The SCRA calls 

upon:    

 The APA to disseminate this policy document to all APA members as well as to 

other major related professional associations (e.g., the American Psychiatric 

Association, the National Association of Social Workers) with the 

recommendation that the latter develop and disseminate policy statements on 

recovery residences and related recovery support institutions. 

 College and university addiction studies programs, independent addiction 

counselor training programs, and educational and training programs for 

psychiatrists, psychologists, and social workers to integrate information on 

recovery residences within their respective curricula. 

 The national network of Addiction Technology Transfer Centers to disseminate 

information on recovery residences, including assertive referral procedures that 

can be used to access such resources and how recovery residences can be 

integrated into a continuum of care supporting long-term personal and family 

recovery from substance use disorders.  

 The major addiction professional certification bodies [including NAADAC: The 

Association of Addiction Professionals, the International Certification & 

Reciprocity Consortium (IC&RC), the American Board of Addiction Medicine, 

and state addictions counselor certification boards] to integrate questions related 

to recovery residences into certification exams and their respective continuing 

education programs.   

 The American Society of Addiction Medicine to formally recognize recovery 

residences as a level of care within its Patient Placement Criteria. 

 

 

4) Recommends public education strategies that will address the stigma and misconceptions 

often attached to recovery homes and their residents.  The SCRA calls upon:  

 The National Association of Recovery Residences to develop a public education 

campaign on recovery residences aimed at state and local civic leaders and media 

representatives. 

 The National Association of Recovery Residences’ regional and state recovery 

residence consortia to collaborate with such leading recovery advocacy 

organizations as Faces and Voices of Recovery to incorporate issues related to 

recovery housing within larger recovery advocacy and anti-stigma campaigns. 



 The Legal Action Center to develop a kit for local recovery residences on how to 

respond to NIMBY hysteria and discrimination related to recovery housing 

regulations and their enforcement. 

 The Substance Abuse and Mental Health Services Administration (SAMHSA) 

and the National Association of Recovery Residences co-develop a recovery 

residence press kit and a webinar that could be incorporated into SAMSHA’s 

2013 Recovery Month activities. 

Having reviewed the available scientific evidence on recovery residences, we believe these 

actions will play a significant role in elevating long-term addiction recovery outcomes in the 

United States and contribute to the quality of life of individuals, families and communities 

throughout the country. 

The term recovery is a broad term and encompasses more than recovery from addiction.  Mutual-

aid/self-help occurs for many disorders; it is individualized, person-centered, and does not rely 

on manualized models of care. The term recovery residence pertains to houses for individuals in 

recovery from addiction (and often in simultaneous recovery from other co-occurring conditions 

and related problems), and these represent one recovery option among others.  Most 

recovery residences do allow for the use of psychiatric medications. Although our policy 

statement refers to recovery residences for addiction, we are not recommending any specific 

recovery residence system.  Outcome evaluations have shown residents in a variety of recovery 

residences for addiction make significant improvements over time.  There is evidence of 

effectiveness for the Oxford House model, which was placed in SAMSHA’s National Registry of 

Evidence Based programs and practices 

(http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=223). 

 

This policy statement was written by the National Association of Recovery Residences (NARR) 

research committee and approved by the NARR executive committee before submission to the 

SCRA.  The NARR research members include Leonard A. Jason, PhD, Director, Center for 

Community Research, DePaul University; Amy A. Mericle, PhD, Research Scientist, Treatment 

Research Institute; Douglas L. Polcin, EdD, Senior Scientist, Alcohol Research Group; and 

William L. White, MA, Senior Research Consultant, Chestnut Health Systems.  
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This policy statement is an official statement of the Society for Community Research and 

Action, Division 27 of the American Psychological Association, and does not represent the 

position of the American Psychological Association or any of its other Divisions or subunits. 
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