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Abstract

Objective: Residents with severe psychiatric and substance use disorders living within sober living
recovery homes represent an overlooked and understudied group of high-risk individuals. The current
preliminary study explored the characteristics of Oxford House recovery home residents who were taking
either anti-psychotic psychiatric medications (classified as severe mental illness), anti-depressive or anti-
anxiety psychiatric medications (classified as general mental illness), or no psychiatric medications (classified
as controls).

Methods: In this study, residents in these three groups were compared on outcome measures assessing
overall recovery, length of time in residence, social networks, and negative exits when leaving the recovery
homes.

Results: There were no significant differences in these outcome measures among the three groups.

Conclusion: It is possible that those with severe psychiatric conditions, when appropriately medicated
and supervised by healthcare professionals, may have comparable outcomes to those with moderate or no
psychiatric conditions in well-structured community-based recovery settings like Oxford Houses. However,

given the sample size, these promising preliminary results need to be replicated with larger samples.
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1 INTRODUCTION

According to the National Survey on Drug Use and
Health, one in four individuals in the US aged 12 and older
reported using an illegal drug in the last year, representing
approximately 70.5 million individuals. In addition, 58.7
million adults have a mental illness, with 14.6 million
classified as having a severe mental illness (e.g., bipolar

disorder or schizophrenia)'"’. About 20% of individuals with
severe mental illness develop a substance use disorder”
.According to the Substance Abuse and Mental Health
Services Administration'”, 21.5 million adults have both a
substance use disorder (SUD) and a mental health disorder.
The prevalence of a comorbid substance use disorder
is 48-61% for bipolar II and bipolar I individuals®, and
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about 50% of people with schizophrenia. Those with
severe psychiatric conditions and SUD have a higher
likelihood of homelessness, suicidality, hospitalization, and
incarceration'”. In addition, those with severe psychiatric
conditions and SUD are frequently not included in clinical
trials”, and only 7.4% of individuals with severe psychiatric

conditions and SUD obtain treatment for both conditions™.

As indicated above, individuals with severe mental
illness encounter an increased risk for SUDs. They also
have a heightened vulnerability to comorbid physical
conditions'. However, these physical health issues
are frequently underdiagnosed, causing reduced life
expectancy'”. One contributing factor may be practitioner
bias, symptoms of physical illness in individuals with SUD
or severe mental illness are often dismissed as psychiatric
manifestations, or clinicians may assume these patients
would not benefit from treatment'”. A key challenge
contributing to these disparities is the fragmented nature of
healthcare. Treatments for severe mental illness and SUD
are often separated into distinct systems, despite evidence
suggesting that non-integrated models contribute to poorer
physical health outcomes due to inadequate preventive care
and chronic disease management'”. This structural division
creates significant barriers to recovery, particularly for those
with both disorders.

Given the complex challenges faced by individuals
with schizophrenia, bipolar disorder, and other severe co-
occurring mental health conditions alongside SUDs, there
is a need to identify effective, accessible, and community-
based treatment models. One such approach is Oxford
House, a democratically run network of recovery homes
with over 4,000 houses. Oxford Houses differ from
traditional recovery homes in several distinct ways,
including being self-run without staff, no limit on length
of stay, and the use of majority rule for decision-making®.
Research has found that this recovery setting offers
residents a sense of community, which increases with the
length of stay”. A study of 150 people exiting treatment
for SUD found that individuals randomly assigned to an
Oxford House had significantly higher income, lower rates
of incarceration, and decreased substance use after 24
months in comparison to Control individuals who were not

provided an opportunity to live in an Oxford House'".

Several studies with Oxford House samples have
examined those with co-morbid psychiatric conditions.
For example, Aase et al''". described characteristics of
Oxford House residents, some of whom had comorbid
mental health disorders; however, this study did not involve
residents with severe mental illness. Majer et al."” found
that those with non-specific psychiatric severity were
not at increased relapse risk in Oxford House. Bobak et
al"™” found that Oxford House residents with psychiatric
comorbidities often sought advice from others with
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psychiatric comorbidities within the house. However, that
study did not deal with severe psychiatric conditions. The
outcomes of Oxford House residents with severe psychiatric
conditions are still unclear.

Aside from typical treatment settings like inpatient or
outpatient services, alternative programs like Housing
First have been offered to people experiencing both
homelessness and severe mental illness'". Studies on
Housing First have found that the program is associated
with fewer hospital admissions and emergency department
use!"'. Additionally, Housing First has been linked
to greater housing stability for individuals with mental
illness''*'”. However, it is unclear whether housing models
that are “low demand”, not requiring abstinence for
residency, can be beneficial in terms of housing stability
for individuals with substance use disorders"". Somers et
al."”! examined participants who have schizophrenia or
bipolar disorder, involvement with the legal system within
the previous year, more than one hospitalization related to
mental health, and dependence on substances within the
previous month. These individuals were provided Housing
First with “assertive community treatment” or typical
treatment with the pre-existing resources and services for
homeless individuals with psychiatric conditions. They
found no significant differences between Housing First and
“treatment as usual”. Although Kirst et al.”” found Housing
First’s social network integration contributed to stable
housing, the program did not impact substance use. Further,
Baxter et al."™” also found Housing First participation to
have no effect on substance use.

More research is needed on community-based settings,
such as Oxford House and Housing First, particularly for
those with housing insecurity, substance use, and mental
disorders. It is unclear whether those with more severe
psychiatric comorbidity, when properly medicated, might
be able to live in recovery home settings. The current
preliminary study examined those with severe, moderate,
and no mental illness to determine their status within
Oxford House recovery homes. In this exploratory study,
our first objective was to determine whether there were
residents with a severe mental illness in a large sample
of Oxford Houses. We next examined their status in an
archival data set in terms of recovery when compared
with those with less severe psychiatric conditions and
those without psychiatric comorbidities. This study was
designed to provide pilot data for a more thorough future
investigation.

2 MATERIALS AND METHODS

Data were collected from Oxford House recovery home
residents during a two-year study of 42 OH recovery homes
across Texas, North Carolina, and Oregon (see Jason et
al.?'"y involving 627 residents. We were able to identify
10 residents with severe mental illness, which was only
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1.6% of the sample. We matched these 10 participants with
severe mental illnesses, to 10 individuals taking medication
for general mental illness, and to 10 individuals taking non-
psychiatric medication. Participants in all three categories
were matched based on gender, age, and race (categorized
as white or non-white).

The severe mental illness group consisted of two
individuals diagnosed with schizophrenia who reported
taking either Olanzapine or Lurasidone. The other eight
individuals in the severe mental illness category either
reported a bipolar disorder diagnosis or were taking one of
two medications, Lithium, the “gold standard” of bipolar
treatments”™ or Lamotrigine, a frequently used medication
for bipolar disorders’™'. These participants either reported
treatment for psychiatric problems in inpatient and
outpatient settings, and/or were consistently taking their
prescribed medications at the time of data collection. The
general mental illness group included individuals with
non-psychotic disorders, such as anxiety and depression,
who either stated their diagnosis of these disorders or were
taking antidepressant medications. The control group
comprised participants who were on medication for non-
psychiatric conditions, with the majority taking medication
for blood pressure issues.

We explored differences among these three groups,
comprised of validated measures assessing social support,
quality of life, hope, sense of community, self-efficacy, self-
esteem, and stress. These domains have previously been
found to load on one main recovery factor (RF) (see Jason
et al.”"), and this was the factor used in the current study.
Social support referred to monetary aid, the availability
of others to discuss problems, and others to do activities
with®. Quality of life was assessed across dimensions
of environment, social relationships, psychosocial, and
physical™. Hope was measured as the sum of pathways
(plans of goal-meeting) and agency (determination of
goals)™®. Sense of community involved participants’ scores
on three dimensions: self, entity, and membership.”” Self-
efficacy was measured by confidence in substance use
abstinence™. Self-esteem involved negative and positive
feelings about oneself””. Stress was assessed by reported
levels of life stress"™”.

To complement these individual-level psychosocial
measures, we also examined the residents' immediate social
context by analyzing the structure of their interpersonal
relationships within each house using the Social Network
Instrument”"). This analysis focused specifically on
friendship ties within each resident’s ego network and
compared these across the three levels of our mental health
group classifications. Friendship ties or connections were
identified when a resident rated another as a “close friend”
or “friend.” Ratings of “acquaintance,” “stranger,” or
“adversary” were not considered connections. We examined
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three features of these networks: density, reciprocity, and
isolation.

These structural features offer important insights into
the quality and integration of social relationships within
each house. Density measured the overall connectedness
of each network, calculated as the ratio of observed
connections/relationships between residents to the total
possible connections/relationships. Reciprocity reflected the
proportion of mutual relationships, calculated as the number
of reciprocal connections divided by the number of possible
reciprocal connections (excluding isolates). This measure
ranged from 0 to 1, with higher values indicating greater
mutuality in friendships. Isolation was assessed as a binary
indicator, where residents who had neither incoming nor
outgoing friendship ties received a score of 1 (isolated), and
those with at least one incoming or outgoing tie received a
score of 0 (not isolated).

To assess other outcomes, we examined the length of
time in months living in Oxford Houses and the exit status
of each resident. Each resident was categorized as having a
positive outcome (leaving the Oxford Houses voluntarily or
remaining in the house) or a negative exit involving being
asked to leave the Oxford House due to rule violations such
as substance use, disorderly conduct, or not being able to
pay for rent.

2.1 Statistical Analysis

Nonparametric methods were selected due to the small
sample sizes, as they do not require the assumption of
normality. An independent-sample Kruskal-Wallis test was
used to assess differences in RF mean scores, length of stay,
and friendship network measures across the three resident
groups: those with severe mental illness, those with general
mental illness, and controls. Additionally, a chi-square test
was conducted to examine the distribution of negative exit
scores across these groups.

3 RESULTS

Table 1 displays the demographic comparison of age,
gender, and race across the three participant groups within
each mental health category. No significant differences
were observed among the groups.

Table 2 presents differences in RF mean scores across
three patient categories: severe mental illness, general
mental illness, and controls. There were no statistically
significant differences in RF mean scores across three
groups of residents, y? (2, N=30)=1.51, p=0.47.

Friendship network indicators, including density,
reciprocity, and isolation, were generally similar across
groups. Additionally, there were no statistically significant
differences in length of stay between the three groups, »? (2,
N=30)=1.37, p=0.51.
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Table 1. Demographics of Individuals within the Oxford House Sample
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Severe
M(SD)

General
M(SD)

Control
M(SD)

Age

Gender
Male
Female

Race
White
Non-White

40.60 (09.51)

Frequency
% (1)

50.0 (5)
50.0 (5)

70.0 (7)
30.0 (3)

40.20 (09.57)

Frequency
% (1)

50.0 (5)
50.0 (5)

90.0(9)
10.0 (1)

40.00 (10.12)

Frequency
% (n)

50.0 (5)
50.0 (5)

70.0 (9)
30.0 (1)

Table 2. Recovery Factor, Residence Length, Friendship Networks, and Negative Exit by Mental Illness Level

Severe
M (SD)

General
M (SD)

Control
M (SD)

Recovery Factor
Length of Stay
Friendship Density
Friendship Reciprocity

Friendship Isolation

Negative Exits

02.29 (00.81)
11.20 (11.92)
00.63 (00.28)
00.66 (00.32)
00.00 (00.00)
% (n)
40% (4)

02.43 (00.77)
13.93 (08.50)
00.67 (00.21)
00.64 (00.30)
00.00 (00.00)
% (n)
30% (3)

02.54 (00.54)
09.85 (10.54)
00.62 (00.12)
00.44 (00.36)
00.00 (00.00)
% (n)
30% (3)

Table 2 also shows the differences in exit across the three
mental health categories. There were also no significant
differences between the groups for the negative exit
variable, ¥° (2, N=30)=0.30, p=0.86.

4 DISCUSSION AND CONCLUSION

We found that the severe group had only 10 identified
cases out of 627 current residents, suggesting that although
houses are open to these residents, the vast majority of
residents do not have these types of severe mental health
conditions. However, the preliminary findings for residents
with severe mental illness are promising. Individuals with
severe mental illness had comparable friendship social
network metrics in comparison to the other two groups, and
no participants across groups were socially isolated. There
were also no differences in negative exit outcomes, as three
of the severe group left the house due to the relapse, and
one left for financial reasons. In the moderate group, two
left due to relapse, and one left for disruptive behavior. All
three control participants had a negative exit due to a relapse.
These findings suggest that residents with severe mental
illness were socially integrated within the house, a factor that

may play a protective role against relapse and early exit"”.

It is possible that settings that foster social integration,
mutual accountability, and a sense of belonging may buffer
against the negative outcomes typically associated with
severe mental illness and SUDs. Further research will need
to determine the factors that led to these outcomes, and it
might result from the support provided by peers in Oxford
House in helping residents with severe mental illness
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manage their challenges effectively.

As pointed out by Ruppelt et al.*”), the literature on severe
mental illness and SUDs has disproportionately focused
on their consequences rather than on the development of
effective treatment models. This gap suggests a need for
more comprehensive, integrated care approaches that address
both physical and mental health. In the U.S., the rapid rise
in overdoses and adverse health outcomes related to SUDs
between 2010 and 2020 highlights the shortcomings of existing
treatment models.”" Addressing these gaps will require not
only expanded access to care but also a fundamental shift
toward integrated and evidence-based treatment strategies for
those with severe mental illness and SUDs.

It should be noted that the individuals in the current study
with severe mental illness were on medications and had
oversight by medical personnel outside the recovery homes
prescribing the antipsychotic medications. It is likely that
having their medical conditions well-managed contributed to
the positive outcomes. In addition, these residents with severe
mental illness needed to have the social and interpersonal
skills to interview when they were accepted to live in the
recovery homes. In other words, it is unlikely these positive
outcomes would have occurred for those with severe mental
illness who were not appropriately medicated and who did
not have these basic interpersonal and social skills to be
admitted by other house residents to the Oxford Houses.””

A limitation of the study is that the lack of significant
differences across groups may be due to the relatively small
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sample size, which limits statistical power. This study could
serve as a pilot for future research, which should examine
larger datasets to determine whether similar findings occur.
It is certainly possible that there were other patients in this
sample with a psychotic psychiatric condition who did not
report having a severe mental illness diagnosis. As diagnoses
were based on self-report and medication use rather than
clinical verification, misclassification cannot be ruled out.
Finally, as this study only analyzed data from a sample of
Oxford House residents, it is unclear if the findings generalize
to other recovery home settings.
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