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PREFACE 

 

 The following oral history is the result of a recorded interview with George De Leon 

conducted by Kristin Murphy on September 8th and November 6th, 2014. This interview is part of 

the Phoenix House Foundation Oral History Project.  

 The reader is asked to bear in mind that s/he is reading a verbatim transcript of the 

spoken word, rather than written prose. 



 

 

Q: So if we could just start with, maybe you could tell me your name, and where you were born, 

and something about your childhood. 

 

De Leon: Well, George De Leon is my name. I’m born and bred in New York City. I was 

actually born in The Bronx [New York] at Fordham Hospital. It doesn’t exist anymore. So the 

early years in Fordham Hospital, in the Bronx, and then movement into Brooklyn [New York]. 

Raised through a number of the early years in Brooklyn near the Coney Island [Brooklyn, New 

York] area, Bensonhurst in Brooklyn. What’s notable about that is that in Bensonhurst — that 

part of Brooklyn — that was a kind of a hotbed of early American urban comics, comedians, 

who were all in the area there. That had an early influence. My brother was in show business. 

That had an early influence on me. Some famous comics came out of that area. 

 

Q: Like? 

 

De Leon: Well not strictly out of Bensonhurst, but out of Brooklyn. Lenny Bruce [Leonard 

Schneider], for example, and [“Buddy”] Hackett came out of that. I’ll have to think of others, but 

I was kind of involved in that setting at the time. And playing music. The other important area of 

my life has been in music as a jazz musician, which I still play.  
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So that was the early career. Then I moved uptown in my twenties, again living uptown. But, 

then, in the roofing and siding business. 

 

Q: That was your business? 

 

De Leon: Well, that was the business I worked in and the owner was a friend and a comic. So I 

lived in Manhattan [New York] full time in the early twenties. So it was Bronx and then 

Brooklyn and then Manhattan, and I’m still in Manhattan, as you can see.  

 

Q: Well I’m curious, first, like did you consider becoming a comic? And how do you go from 

being in the field of contracting to a Columbia [University] —? 

 

De Leon: Good questions. Did I ever seriously think about being a comic? No — as I said, my 

brother was in show business. He was a comic. So I am close to comedy from my relationship 

with him and his work. I was kind of an observer/critic of his work, which I then kind of 

informally became among a number of these comics, in my twenties. So, I was living with a guy 

by the name of Jack Roy and he later became Rodney Dangerfield.  The important part about that 

story and what it reveals about me is while he was the owner of the contracting company — 

contracting was how I made my living then  — he was still writing material and still trying to get 

back into show business. But my role was basically the same one I had with my brother, which 

was being a critic. I was already in graduate school. So I was interested in psychology and I was 

emphasizing this psychological issue with him. He can write funny material, but if it’s not 

distinctive, it’s not a personality, if it doesn’t represent a distinctive feature about yourself, 
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you’re not going to stand out. I believe that indirectly based on those interactions, that theme of  

“I get no respect” eventually came out for him. So I was called an act doctor then, even before I 

was a psychologist. 

 

Q: I’ve never heard of such a thing. 

 

De Leon: No, but it was invented for me. Jack would bring comics up to the apartment and I’d 

look at their act and just talk about it from this kind of a critical point-of-view. What they really 

needed that would make them distinctive.  I don’t often talk about this since it has a little, 

directly, to do with Phoenix House [Foundation] and my work, but there is an indirect feature. 

Because I was a jazz musician, and because I was involved in comedy, I was on the urban edge 

of things. When the whole drug scene exploded in New York, the heroin epidemic of the 1960s, 

— I had gotten my Ph.D. degree in 1962 — so I was already a psychologist. But there were very 

few professional psychologists or psychiatrists, as you may know, that really knew anything 

about drug abuse. But I knew it from the street side of it. I wasn’t an addict and I wasn’t an 

active user, but I had been in among jazz musicians and comedy for years and it was all kind of 

very familiar to me. 

 

Q: How do you think you didn’t get pulled into it? 

 

De Leon: That’s also an important question. Two or three things. I think, fundamentally, fear. If I 

had to ask myself what was it about me — fear. I could not trust what would happen to me and I 

didn’t easily identify with the sensational aspects of being either an addict, or even the 
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sensational aspects of show business or the jazz world. That’s one of the reasons I didn’t pursue 

one hundred percent jazz, becoming a jazz musician, which would have involved probably a lot 

of drug involvement then too. So I had fear as a very fundamental feeling. I was not relaxed 

around drugs. I wasn’t receptive to “Let’s try this, let’s try that,” through altered states beyond 

some marijuana use and alcohol, and some early Dexedrine. But only really in experimental 

ways. But beyond that, after twenty-one years of age, I said, “No.” There was nothing I was 

really interested in. So there was fear, but the immunity factor that I really had was I had 

responsibility at the time. My mother was kind of dysfunctional and everything really depended 

on me. That was an everyday reality. When you have that reality, then, in a way, your decisions  

— at least mine were — were clearly influenced by that reality. From that personal experience, 

responsibility — knowing that people (my mother) counted on me and that I had to take care of 

her somehow protected me from getting lost.  I saw that theme in the early T.C. [therapeutic 

community]. It’s one of the fundamental elements in therapeutic communities; giving people 

responsibility and then having them experience the benefits of having responsibility, the self-

esteem that they can acquire as a result of that. So I was attracted to that element of it. 

 

Q: Why do you think the responsibility had to be yours though? 

 

De Leon: There was no one else who could take care of my mother. So there was a kind of 

fundamental there. I didn’t have a choice. I didn’t want a choice. I was like a little, big man from 

the earliest days. 

 

Q: Because some people would run from that. 
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De Leon: I know. So if you’re asking, is there a more fundamental immunity factor? It was this 

little-big man idea—the work ethic and the issues of responsibility were evident very early in my 

life. I had jobs from age five on. From building a shoe box to do shoe shining in Coney Island to 

delivering false teeth for a dental lab in Brooklyn, and selling from a vegetable and fruit truck. 

So I was always working. The actual experience from that was, of course, to become a little big 

man. You’re earning money, and people are essentially acknowledging you in that way. So there 

was that benefit in terms of my own growth. You lose your childhood to a certain extent. But the 

benefit for me was very early in terms of taking care of myself, developing a work ethic—I was 

born in poverty. It was food stamps, welfare workers and just me and my mother. My brother 

was already on the road in show business. My father was in jail. So I had already learned early 

it’s all up to me in life. That’s why I considered all of those years the advantaged years. We call 

them the disadvantaged these days, but for me it’s the advantaged years. The principle 

underlying that I later came to formulate for myself and see it also in Phoenix House, was the 

issue of having to take care of yourself — so you surrender a sense of entitlement — and then 

having a few successful experiences taking care of yourself is really the engine that really gets 

you going. And in my more grandiose thinking, and some of my writing over the years, I’ve seen 

this theme as one of the real big problems of the gradual affluence of the culture. As kids were 

given more and more, they were also robbed of this possibility of how they had to earn 

everything they had and experience what that would do for them. So I always considered those 

years the advantaged years instead of disadvantaged. 
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Q: What’s interesting about that is when you talk about taking care, the examples you gave are 

about kind of entrepreneurial taking care or financial taking care, and yet you didn’t go the 

entrepreneurial route of being just the provider. You became caretaker in the more holistic sense. 

 

De Leon: In terms of my mother you mean? 

 

Q: In terms of your career. I mean when you talk about that little boy, I see somebody going 

through and being an entrepreneur. 

 

De Leon: Oh, I see what you mean. 

 

Q: So that’s the caretaker you described, but the caretaker that you became was a different set of 

responsibilities and sense of responsibilities, I would think. 

 

De Leon: I need to hear to more about what you have to say about that. The word entrepreneur I 

haven’t used on myself or labeled myself that way. But maybe. I may need to hear more about 

your view on this. As I talk — even though I’m talking personally about myself and more 

biographically — you can hear already what were some of the influences in my essentially being 

in the movement — the early therapeutic community movement — in the early Phoenix House. 

When I first walked in to the West Eighty-Fifth Street setting, many of the residents who were 

there were in disordered states. Some of the recovered guys were already in more ordered states. 

They, of course, thought that I came as a psychologist, right?  So “How can they relate to me? 

How can I relate to them? How can I identify with them? How can they identify with me?” But 
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there was nothing new about what I saw all of my life.  Individuals who had made choices, 

gotten into trouble, and then lost their way and what they really had to learn to get back. So I 

knew right away what this was about, what the whole approach was about, in a curious way, 

from my own experience. I never had any difficulty relating to who they were and who I was. It 

was a natural interaction that occurred. 

 

Q: And also the way you’ve described therapeutic communities, from what I’ve read and 

watched, is an emphasis on the organic-ness of it emerging from people’s experiences. So it can 

emerge from multiple kinds of experiences, it sounds like what you’re also saying. 

 

De Leon: I welcome this opportunity to talk about it because it does relate my work to this 

personal side of myself, which has not been an explicit project of mine. But as I talk about it, it’s 

fairly obvious —what was working in the therapeutic community — what was working in 

Phoenix House were individuals learning how to live, and what I later called learning how to live 

right, right living. That included some very fundamental values, like work ethic, and 

responsibility. Very little was appreciated in the mental health world about that dynamic; people 

coming to learn a work ethic, beginning to feel the benefits of being responsible to themselves 

and other people. The powerful, mental health effect of that was obscure or underappreciated in 

the mental health world. Even the few addiction psychiatrists and psychologists then didn’t 

appreciate it.  

 

Q: It’s hard to un-imagine history now, right? So I can’t imagine what the people that were 

working in the detox fields — how did they expect people to go out onto the street? They didn’t, 
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right? An addict is an addict. But when they started to think about rehabilitation, how else 

besides relearning how to live? 

 

De Leon: Yes, anybody who worked with addicts and was around addiction lifestyle understood 

that it was going to take more than simply “Stop using drugs.” We knew, what we now teach in 

the therapeutic community, cessation of drug use is the first step. That’s how you begin, 

essentially to be available, to change your life, but first you have to stop. At the time, if we knew 

anything about treatment and addiction, ironically it came from classical psychoanalysis. There 

was no real theoretical view of addiction and the psychological treatment of addiction other than 

the Freudian analysts and some of the derivative analysts who essentially viewed addiction as a 

developmental disorder in terms of early psychosexual issues. The concept in psychotherapy was 

insight and then change. This was the weakness of traditional psychotherapy with respect to 

treating addiction; that the individual had to understand, get insight in order change. This is a 

distinctive point in understanding the change process, in the therapeutic community. The 

emphasis is on, “Teach them behavioral change. How to live differently, how to work, how to be 

responsible.” Observers said, “Well, that’s just behavior modification.” What they missed were 

the profound psychological consequences of behavioral changes; namely, that insight often 

follows the behavior change; behavioral changes would produce experiential changes, which 

would lead to an understanding of themselves.  You’ve interviewed some of the recovered 

addicts and they have deep self-understanding and understanding of other people.  

 

The principle operating is an inversion of the conventional psychotherapy understanding, which 

is we need insight in order to change. I began to write early on that insight often follows change, 
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certainly for addiction treatment. It was a view which separated me from later psychologists and 

theorists involved in other interventions, like cognitive behavioral therapy, and rational emotive 

therapy. I remember having a discussion with [Albert] Ellis on this. We did have an agreement 

that addicts had to change behaviorally but his emphasis was on first changing thinking. I noted 

that change in both thinking and behavior has to occur regardless of the directionality. But for 

behavioral disorders such as addiction or criminal deviance, the emphasis is initial behavioral 

change. We would say to the new resident, “Stop using and then you will find out why you are 

using.” 

 

Q: When you first came to Phoenix House, was it to do research or were you brought in as a 

clinician? 

 

De Leon: Okay, so you’re back on the center track now of the discussion, so to speak. But you 

gave me a little room to drift into some of this. 

 

Q: Please drift back and forth. 

 

De Leon: Okay. If it doesn’t take us too far afield, but the actual events that brought me to 

Phoenix House are basically rooted in my relationship with Mitch [S. Rosenthal]. You’ve talked 

with him. Mitch Rosenthal, right? 

 

Q: I haven’t been doing the interviews, but I’ve read them all. 
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De Leon: Okay. Here I am now in 1963-64, in New York with a heroin epidemic going. I’m in 

Staten Island [New York] — I’m teaching. I’m an academic. I’m teaching liberal arts at Wagner 

College. I’m an assistant professor there and I’ve hooked myself up with the Staten Island 

Mental Health Society, which was (and still is) an important out-patient treatment setting for 

mental health disorders. So I had both jobs, in the mental health clinic and teaching in the 

college. Mitch came to the mental health clinic as a third year resident in adolescent psychiatry. 

The clinic is run by a psychoanalyst, [Richard] Dick Silberstein. Mitch and I meet in that setting. 

We actually had a congenial, and warm personal relationship (a lot of humor also). He’s a few 

years younger than I am. So he goes to the Navy and part of his whole experience in those years 

was in the Oakland [California] Naval Base on the alcohol ward there in a Project — I forget the 

name. 

 

Q: Forty-nine? 

 

De Leon: Forty-two or was it forty-nine? 

 

Q: I thought it was forty-nine. 

 

De Leon: But he also gets some experience down at Synanon. He comes back from there and 

then we re-meet. He’s getting influential in New York City [New York] with Efrén Ramirez, the 

commissioner, and Mitch becomes Assistant Commissioner. Mitch starts to get involved with the 

beginnings of Phoenix House which was developing by it first resident participants. At some 

point he asked me come and see the program and maybe help — I agreed. Whatever was going 
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on was going for about a year before I got there. After hanging out with the residents, and seeing 

the daily activity going on — I said to Mitch, “Look, what’s going on here has very little to do 

with conventional psychiatry or psychology.” You don’t need me as a clinician. You don’t need 

me as a counselor. Really the real work that’s going on here is in this community. They need me 

for something they can’t do for themselves, which is to study it.” 

So I kind of defined my role there. Yes, if some mental health issue comes up, I’ll put on 

a clinical hat if it’s needed. But the real role was to study it. But — and I’m compressing early 

conversations a bit — “Look, Mitch, this has to be researched because there’s something very, 

very important going on here.” He wanted to see the idea of research. There were other treatment 

programs. Daytop was already in existence. I think even Odyssey [House] was in existence at the 

time here in New York. Even Synanon, which did do some research in its early years. But none 

of those places had the capability or interest to launch a research effort that was really needed at 

the time.  We agreed on the importance of doing the research, even though we had no money to 

do it. He said, “Well, how do you want to do this?” What we worked out was, there was an 

associate of mine name Vincent Biase. Has that name come up? 

 

Q: In the writing it does. 

 

De Leon: But you’re not going to interview him? 

 

Q: No. 
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De Leon: I wonder where he is now. He may be upstate somewhere, but [D.] Vincent Biase was 

a young psychologist and colleague of mine on Staten Island, where I was working, and I asked 

him to come in and help. And another former student of mine, by the name of Harry Wexler— I 

don’t know if that name has come up — and I said, “We’ll put together a unit here.” Mitch and 

Vincent Biase were able to get a small grant from a foundation called The Grant Foundation, 

which still exists. It makes grants for problems of the young. About a $20,000 grant. So it was, in 

many ways, the first research funding that we had in Phoenix House, which started a research 

department. The people involved were [Henry] Wexler, and [D. Vincent] Biase, and Sherry 

Holland. I don’t know whether you know that name, but very smart and invested in this problem. 

She was there working in an administrative role and then got converted into a fine researcher. 

 

So within that first year that I was there, part time, we managed through this little grant, and then 

I think Mitch raised a few dollars more, to essentially get the research unit going. But he may 

have better details on this. 

 

Q: Was your background in research? How did you come to understand that that was what 

needed to happen here? 

 

De Leon: Well, the answer is yes, my background was in research. I went to Columbia 

[University]. If you know Columbia psychology at the time, you know it was an elite school in 

behavioral psychology. It had some other great stars there in social psychology and physiological 

psychology, but its distinction was like Harvard [University], like [B.F.] Skinner — behavioral 

psychology. 
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I received a Master’s and a Ph.D. in behavioral research. My thesis was on heart rate 

conditioning, and I published a paper in The Journal of Experimental Psychology. It was 

conditioning heart rates, as the thesis. So I was trained rigorously. But when I was down to my 

last couple of years toward my Ph.D., I wanted to do a clinical internship. Well, behavioral 

psychology at Columbia didn’t have any internships. I remember telling the psychology 

department that I wanted to work with humans and do an internship in a human setting. So we 

arranged politically with the Director of Psychology at the Manhattan VA [Veteran’s Affairs 

Hospital] in New York, Dr. Bernard Locke, to take me on as an experimental social psychology 

intern. So I spent 4,000 hours at the VA [New York] on the locked wards, working with the most 

seriously mentally ill veterans and getting exposure to the treatment and management of these 

clients. I wound up doing my dissertation there, but that was on the nurses, not on the patients. 

Turns out the human subjects were the nurses.  

Your original question had to do with what I did know about research.  I had a rigorous 

training in behavioral research. I knew that the plan going forward would involve applied 

research with follow-up studies, demonstrating psychological change, behavioral change, and so 

on. I did not know at the time that being the first Columbia intern in experimental social 

psychology was a precursor to a career researching the therapeutic community, which I later 

defined as a unique social-psychological approach.  

 

Q: You were also exposed to a really intense clinical setting though too. I mean the VA locked 

ward sounds like a very intense place. 
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De Leon: It was very intense and your point is very important because that exposure essentially 

kept me very comfortable around anything that was going on in terms of psychiatric problems, 

psychiatric breakdown, and also the whole medications approach. I was still teaching in Staten 

Island as an assistant professor. I always saw patients, even before my degrees. I had patient 

loads and I still do to this day. 

I was able to earn money teaching and in clinical practice so I really didn’t need the 

money at Phoenix House, but I had to be able to create some time to work there. Originally I was 

there two and a half days a week, and we were basically developing a research plan. The studies 

in the red book that you saw there, Studies in a Therapeutic Community (1968-73), summarize 

key research during this part time period.  

 

Q: ’72 or ’73. 

 

De Leon: To ’73. It was to get on record that we were active and studying and included a few 

other researchers who were involved. What was going on in Phoenix House was something that 

very few psychologists or mental health workers would see in any area of mental health. People 

who came in with totally disordered lives and with potentially life threatening behavior — an 

illness, if you want to call it that — come in one way, and go out another way. It wasn’t simply 

that they stopped using drugs. It was their entire life was changed. You rarely saw that in 

psychotherapy. You saw symptom relief. You saw improvement. You saw people feeling better, 

but not living another way. We weren’t seeing treatment. We were seeing transformations. I 

knew that this was very important; that whatever was going on here was profoundly important.  
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The ambitious side of myself was a researcher-scientist who was trying to define a career.  We 

were still out on the fringe to be involved in addiction treatment. To be doing this work, even 

Mitch’s colleagues were saying, “What the hell are you doing with those patients and what are 

you doing in that place on West Side [New York]?” It’s like “What were you doing with your 

career? You’re in the wrong place.” The addict was stigmatized, the profession was stigmatized. 

What kept me going as a psychologist, to a very great extent, was I saw the possibility of 

providing some real leadership in essentially defining an area of research. I used to say that in 

science the real achievement is, find a problem and then work on that problem. I don’t see that a 

lot among pre- and postdoctoral fellows that I deal with now. They’re not that interested defining 

and pursuing a problem. It’s more about getting a job than solving a problem.  

 

Q: It’s a researcher’s dream. I mean you found a puzzle that seemed to have a solution that was 

emerging. 

 

De Leon: Here we had addiction, urban addiction, and then we had an approach that was on the 

edge, on the fringe. It was an alternative approach. It didn’t come out of mental health. It did not 

come out of medicine. It was constantly challenged — still is, to some extent. I saw we could 

convert this into a real, major mental health issue. We can then do the research, and I began 

thinking, in my most deluded states, that it would have a great impact, much beyond addiction. If 

we do it right, if you do the therapeutic community — if you do the Phoenix Houses right, it will 

have an impact much beyond addiction. It’s one of the reasons I helped to launch and evaluate 

TC programs in mental health, in prison settings, in methadone maintenance and among 

adolescents. These other populations, were all still substance abuse related, but we were making 
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the case that the TC was going to have impact on other populations and problems, not simply 

addictions. 

 

Q: Are you saying you don’t think it has? 

 

De Leon: Well, I think it has. Certainly we have, now, therapeutic community oriented programs 

for different populations. There’s the blue book. I don’t know whether you’ve seen it. The 1997 

book; the blue book called Community as Method: [Therapeutic Communities for] Special 

Populations [and Special Settings]. 

 

Q: I’ve read about it. I haven’t seen it. So I didn’t know it was blue. 

 

De Leon: You should look at that book. Unfortunately they have priced it out of range. I don’t 

make any money on that book, but they do, whoever the new publishers are. That book describes 

fifteen different programs, which are all adaptations of the therapeutic community for special 

populations and special settings.  

 

Q: I didn’t realize they were case studies. 

 

De Leon: Basically a book of readings each chapter was written by the workers, who studied a 

modified program for the special population. Each chapter addresses the same issues in terms of 

how they started, what the evaluation shows, key modifications, and so on.  
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I still think the TC hasn’t reached its fullest potential in terms of impacting a wide range of other 

kinds of populations and other kinds of problems. One fantasy is the conversion of the TC 

principles into education, into certain kinds of schools. There have been some therapeutic 

community schools for emotionally disturbed, substance abusing kids. But I’m arguing that some 

of the fundamental principles in the therapeutic community are applicable to good education. We 

can convert the education system if we adapted some of these principles to cultivate the growth 

of individuals. They don’t have to be sick to grow. 

 

Q: Does it have to be one hundred percent residential? 

 

De Leon: No. 

 

Q: I’m just thinking about — I’m thinking practically about cost and schools. Could you imagine 

this being implemented in just a regular — not a regular school — but a non-boarding school or 

a non-residential? 

 

De Leon: Yes. The special issue of a twenty-four/seven residential setting, in some ways, is a 

standalone matter. It’s turning out to be relevant to the Affordable Care Act because there are 

limits on how much they want to pay for residential treatment. TCs now have been organizing to 

try to somehow get some of the funding through the act, to justify the residential component, 

which is now down to three months or something like that. Because of the severity of the 

disorder that TCs address, you need a residential component.  But your question is, “Are there 
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populations where that severity is not the overriding factor and you can run, basically, 

therapeutic communities without necessarily the residential component?” You can, of course. 

 

Q: So I’m thinking back to the red book [Studies in a Therapeutic Community] and you studied 

such a range of questions. How do you think that the research that you did fed back and changed 

what was happening? 

 

De Leon: You know, that early red book is a kind of summary of a range of the research 

questions that were studied— including outcome studies. It’s strange because in those early days 

of launching the research, we were very much interested in the treatment process. We were 

already convinced of the outcome [laughs], so we were saying, “How does this work and why 

does it work?” That’s why we started studying emotional changes through treatment. Biase and I 

studied the encounter group process itself and measured anxiety. We were interested, ironically, 

in the process. Well, the process had no political payoff because nobody knew from research 

whether the TC worked or not. So soon after the red book we shifted focus into outcome research 

because I knew that this was the question that was going to have to be solved first and we’re 

going to have to do that convincingly. So you say, “Well what was the impact of that work?” It 

basically provided some of the pilot credentialing for me to begin writing grants. So that by the 

time we submitted our first proposal to NIDA [National Institute on Drug Abuse], for studying 

outcomes, we had some credentials. Mainly the book had a funding impact. However it also had 

a scientific impact, particularly in Europe and Asia. 
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As for the years that I was at Phoenix House, in all of the studies I did — both outcomes and 

some of those process studies — I always did resident lectures on them. I always believed it was 

not only the staff, but the residents that had to hear the research. I would have a seminar on the 

research. The residents in many ways were as critical and skeptical as any good scientific 

audience would be. I don’t have a direct measure of the impact of the seminar in terms of 

program change, although we were able to change practices along the way. The first effect, 

internally, was to basically give information back to the residents. Now the positive effect of that 

was mostly indirect, to increase their motivation and strengthen their adherence to the process.  

So I believe that the early research also had an indirect impact when used as a critical training 

element in therapeutic communities.  The major training that’s needed in therapeutic 

communities has to be direct training with the residents, not simply the staff, because it is a 

community. Because it is essentially a kind of holistic organism, they have to hear how and why 

this works. The kind of on-the-ground understanding of research is that when they hear the 

findings, it begins to make sense to them. As it starts to make sense to them, they get more 

invested in staying with the process.  

So we attempted to test this understanding in research called The Senior Professor Study, 

which was published in the journal Psychology of Addictive Behaviors.  I, myself, and several 

others of the research staff, and other senior research people — senior staff at Phoenix House — 

gave orientation lectures to brand new residents, coming in off the street. But the most senior 

people were giving those lectures, rather than the standard practice in TC, which is a kind peer 

led orientation.  But we had proposed that, in addition to the peer-led orientation, new residents 

would hear the most experienced people talk about this approach, so that every question that they 

can raise will get answered.  I started those lectures and had different people from different areas 
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— from administration to the clinical division, the research division — providing a ninety-

minute or a sixty-minute lecture.  With a careful research design including a control group, we 

showed that seminars increased the retention in treatment, particularly in the lower motivated 

clients. So the biggest effect on retention was on the low-motivated clients. 

 

Q: I had read this finding of yours without understanding what the intervention was. So I was 

curious what motivated low-motivated people, but didn’t work on these upper…? 

 

De Leon: It didn’t need to work. You know why? Because high-motivated clients stay longer 

than low-motivated. Our first retention studies showed that the biggest predictor of retention was 

initial motivation.  We had developed a sound psychometric measure of motivation and then 

were able to show that it consistently predicted retention. Why didn’t the senior professor 

intervention have such a big effect on the high-motivated people? Well, they’re already staying, 

and the intervention couldn’t add incrementally to that. So the main benefit was on the low 

motivated. 

 

Q: Did you ever use this tool to screen who was allowed into Phoenix House? Because there was 

a screening process, right? Some people were not taken in I assume? 

 

De Leon: No. The only screening process had to do with suitability for Phoenix House, 

suitability for this approach. The suitability criteria basically referred to, “Could these 

individuals live in a community? Were they too psychiatrically ill? Were they too violent and too 

socially deviant?” And did they have medical conditions which would impede their participation 
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in the program? So the screening criteria were very basic. Everybody is welcome, but you 

couldn’t be a threat to the community. But motivation was not a screening criterion. So you had 

a range of motivation among all admissions: low-motivated, medium-motivated, high-motivated. 

We did, however, learn a great deal about motivation in general. For example, the 

medium to high motivation clients included a dimension of readiness. Most admissions appeared 

motivated because they said they had a drug problem and they wanted to change. It wasn’t 

altogether true. A number of them were there for external pressures and were only complying by 

saying they had a problem. They didn’t really believe that they had a problem. But even among 

those who believed they had a problem, there was one other level that they had to get to, which is 

what we call readiness. Not only readiness in general — because we discovered that readiness 

for treatment differs from readiness to change.  

 

Q: Right. I’m not ready to do the work. I’m ready for the change, but I’m not ready to do the 

work. 

 

De Leon: Not ready to do the work. The way we tested it was in the admissions office, Allen 

Bernhardt was then the Director of Admissions at — the late Allen Bernhardt, sadly — was 

Director of Admissions, a loving colleague. So we sat in admissions together. I said, “Look, we 

should probably test out where they are.” We can find out that they’re motivated: “You’ve got a 

problem.” “Yes. I want to change.” Then give them a straight test and say, “Let me tell you what 

you’re getting into here. The food stinks. You’re going to live in a dorm with six other people. 

People are going to yell at you. You’ve got to get up at six in the morning. You’re expected to 

work. You’ve got to talk in groups. You’ve got to reveal yourself. What do you want to do?” 
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Typically, they would answer, “Well, let me think it over.” They did not enter treatment or 

dropped out early. That’s how we were able to make the differentiation: motivation and 

readiness for treatment. The ones who eventually stayed in treatment, though, would say things 

like, “Whatever it takes,” “I’ll do what I have to do.” These statements became the language of 

the widely used scale we developed called the CMRS [circumstances, motivation, readiness, and 

suitability]. There’s a lot to talk about, or at least I’m talking about, but bring me back. 

 

Q: What kind of changes did you see over — I mean, you were there for twenty years. I’m not 

even sure how to break down the periods to ask you about. But what kind of changes did you see 

in the therapeutic community that was Phoenix House, that is Phoenix House? 

 

De Leon: Changes in that organization you mean? Well, the twenty years that I was there, by 

most measures, were highly productive years. We got several million dollars in government 

research grants. I’ve been supported by NIDA for thirty-seven years; soft money for thirty-seven 

years. Twenty of those years were with Phoenix House and began at Phoenix House. So from the 

standpoint of research, the organization itself did acquire a kind of premier image, largely 

because A, of its size and the fact that it had been treating so many clients. B, a lot of that was 

Mitch in terms of how he represented himself and how he represented the program as a very, 

very efficiently run, sophisticated approach from a management side, as well as a clinical side. 

And the research – the fact that the whole TC field really looked to Phoenix House to make the 

case for the field when it had to be made. Unfortunately, we weren’t able to really cultivate a 

vibrant research capability throughout the whole industry. I tried to do that with a government 

grant to try to create a research capability throughout the whole field so that every program had a 
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major research department. Several did. Sherry Holland, who worked for me — I mentioned her 

name early — she went on to Gateway [Alcohol and Drug Treatment Centers] in Chicago 

[Illinois] and created the research capability. Biase went to Daytop and he created a research 

capability there. It’s a great liability that the whole field did not rise to some real threshold level 

of research capability. But more have, over the years, become part of national research efforts, 

surveys. So it’s not all dark, but I would have wanted to see much more in-house research.  The 

main purpose of external research (university) is to study questions that require independence.  

We did publish outcome studies that were considered credible, though we were a program based 

research team.  NIDA published the first major outcome study, which is Phoenix House Five 

Year Outcome Study. 

 

Q: Is this with the four hundred 400 dropouts and 100 graduates? 

 

De Leon: Yes. Nevertheless, outcome studies should be done independently. Other studies may 

involve understanding the process of change, or improving the treatment. Because these studies 

are more disturbing to program practices, they are best conducted by in-house research teams 

which are more readily accepted by the program staff, residents and administration.   

 

This is a kind of sociology of research issue. We did demonstrate this in the Senior Professor 

Study. That required immense cooperation from the staff and the program itself, involving 

significant changes in program procedures and activities. You only can do that with researchers 

who are trusted and a part of the process.  We should be training researchers to be working with 

staff in a close way so that they’re really seen as part of the whole community, but they have a 
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special job function, just like every other person in the community. That’s what I used to say in 

Phoenix House. “My job function is there to research,” I would say. First, I’m a member of this 

community. Secondly, my job function is to do research.  But your question was a broader one. I 

know I deviated a bit on it because you were asking about the broader changes, I think. 

 

Q: But can I deviate with you just for one second? 

 

De Leon: Please. This is a deviation squared now. 

 

Q: I’m just thinking about the practical side of it because this is the way — as a young researcher 

— I have to think about things. Wouldn’t it be sufficient to embed? Do they do this? Do they 

have researchers from universities come and for some periods of time—not twenty years—but 

they become the research arm for a year, or somewhere between a true member of the 

community and the outside invader? 

 

De Leon: You’re absolutely right about that and that has been one of the options. That is, in a 

few enlightened programs, they have pulled in researchers, university researchers, on a 

temporary basis and embedded, more often in Europe than here. So the Europeans have a more 

kind of communal sense of that. Those researchers are publishing on process issues. In a recent 

conference in Europe, I was encouraged to see that development. The strategy was to embed the 

researcher, so that they are really accepted and are not perturbers [sic] of the process. 

 

Q: Yes, so back to the other changes that you saw over time. 
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De Leon:  There are general changes in terms of the field and specific changes in Phoenix House.  

The main change in the field may be termed the evolution of the TC and is illustrated by the 

evolution of Phoenix House itself.  If you take the period from, let’s say’67, the evolution of the 

approach itself was fairly stable; Phoenix House as an organization became independent of the 

city and underwent fiscal and political challenges that I am sure are discussed in a number of 

interviews. 

 

The great change in Phoenix House and then the whole TC field was, in my estimation, the rush 

into the mainstream. The TC was an alternative approach — a community approach —was really 

a people’s approach developed by the participants themselves. It needed to be cultivated at its 

own rate to essentially reach its optimum, which means gradually weeding out what was not 

working, what was unnecessary. It simply had to cultivate or refine itself, at its own rate. But 

programs like Phoenix House focused on getting bigger rather than getting better — Mitch and I 

were always talking about getting better. He saw me as one of the persons who were supposed to 

help make it better. But he, as well as the administration at Phoenix House at that time, was very 

invested in first surviving — warding off all the challenges, constant funding fluctuations and so 

on — but then getting bigger. More clients, more locations, more programs. 

 

Q: And why? 

 

De Leon: That’s a wonderful question.  Beyond the need for fiscal stability for organizational 

survival, the answer lies in sociology and ego psychology. I always said the industry has an ego 
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problem.  In Phoenix House and most of the sister programs, these ego elements were occurring, 

and even at Synanon. Instead of focusing on, “What are we doing, how well do we do it, how do 

we do it better, what’s the support that we need to do it better?” –these questions, ironically, 

might mean less expansion outward and more refinement inward.  With a question like, “Do we 

need eighteen to twenty-four months for everybody?” We thought that was an absolute, clinically 

given. If you didn’t do eighteen to twenty-four months you were going to fail. Well, we now 

know that’s a highly questionable assumption. Maybe they don’t all need eighteen to twenty-four 

months. 

 

Q: Is there a new number? Just out of curiosity. 

 

De Leon: No. The reason why there’s not a new number is because we’ve been unable to strictly 

do the research that’s really needed, that matches time in program to particular individuals.  

We’ve specified some predicted variables, but we really do not have a blue print for matching. 

From clinical experience, a general criterion is that clients who are socially habilitated have good 

communal ties, low severity drug use, supportive family relations, do not need as much time in 

residence or a high intensity treatment; while high severity, less habilitated substance abusers 

need longer time in residence. Nevertheless, careful matching studies are needed.  The field has 

been engaged in natural matching, just clinically. But these efforts are unevaluated. 

 

But matching is only one example of the kind of research that is needed to improve the approach.  

A second is a focus on the practices issue. How do we actually do things internally and are we 

doing them at the highest fidelity? What’s the right training for fidelity? These questions take 
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time to answer with research.  If you’re only focused on expanding, there’s no patience or 

support for doing essentially smaller studies on questions that have to be answered internally. 

The price of expansion — and this is the big headline — was that here we were talking about a 

sophisticated method that I later termed “community as method.” It’s a complex variation on 

social learning. If the fidelity of the approach depends upon a threshold number of clients who 

become the role models and mediators of change, that’s got to be cultivated. It’s going to take 

time to do that. Who’s going to staff all those programs? Well, we ran out of graduates and we 

ran out of gifted role models. 

 

Q: I’ve only talked to people like [Howard] Josepher in terms of how they all went up through 

the ranks. I don’t know how people then learn to be TC employees or staff, if they didn’t come 

up through the system. 

 

De Leon: Right. So that’s the first point. To really be good at this treatment you’ve got to go 

through it. That’s what everybody believed. It is true, but it’s insufficient. Not only did Howie 

[Howard] Josepher have to go through it, but he also then had to have exposure to other more 

conventional training, and treatments, and research information. His life became more rounded 

to role model the actual maturation of an individual as a social being and not somebody as a 

successful graduate of Phoenix House. There’s more to life than Phoenix House. So yes, even 

those particular people who do go through it, we recommended in the early days, when you 

graduate here, that you not work here. You’ve got to leave and work in the world. That was the 

early recommendation to graduates. In fact, they didn’t even get a graduate certificate until a 

year after they left. You officially graduated a year after you separated from the program. That’s 
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what we knew intuitively in the early years. The principle was to have experience beyond the 

program.  You’ve got to demonstrate that you can thrive in the outside world. You’re not simply 

a Phoenix House graduate who talks the talk. You’re a person who now lives in the world and 

you’ve got something to teach and say. Then you can come back if you want to. Well, that was 

an ideal policy that could not be sustained at Phoenix House, which faced a paradoxical issue: if 

we’re going to expand, we need staff. If we need staff, it’s got to be TC experienced staff, but we 

don’t have enough TC experienced staff. So who are they going to be? Traditional professional 

staff; those who are willing to take the cut in pay and come and work in programs like this. 

What’s the training for them? How are they going to become that effective? As you can hear, 

rapid expansion was a paradoxical impediment in evolutionary process. Are you with me so far? 

 

Q: I’m with you. 

 

De Leon: I presented this analysis to Phoenix House before I left in 1987. I said, “Look, you’re 

in an expansionary stage here now. It’s all about money, contracts. It’s all about getting clients.” 

And I raised these issues. I shifted my role in Phoenix House, or amplified it from research to 

training. A few years earlier, with one of the gifted clinical staff people, Ray Dibble, we 

developed the first training curriculum for all staff in Phoenix House. 

 

Q: I hear the people that I’ve interviewed all talk about the amazing kind of trainings that they 

had going up through Phoenix House. Were you training only the residents or now are you 

talking about training people that are coming in, outside staff? 
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De Leon: Staff. Both. In other words, we started with some of the senior staff who were 

attending some trainings. Then we we’re getting new traditional staff who didn’t have 

therapeutic community experience, but small proportions of those. These were selected people 

who were willing to work in this kind of setting. There was less money and so on, and still 

working with a stigmatic population. So the training issue became then, and still is, the number 

one issue. But we were essentially dealing with a tidal wave. We’re going to open up a new 

program for 150 new admissions and we want to run a high fidelity therapeutic community— 

that is, one that’s faithful to the model. We would work with a mixed staff; those who have been 

through the TC, as well as some new, highly motivated social workers and psychologists who 

want to be part of this. We devised training strategies like immersion training: live as a resident 

for five days and six days.  This is an experiential training spearheaded by Ronnie Williams, 

Kevin McEneaney and others. What was missing, then, was a relevant didactic training. 

Everybody thought training was all experiential.  We have since learned that you need 

experiential and conceptual training. That’s one of the reasons I wrote the 2000 book long after I 

had left Phoenix House — to articulate the essential elements of the TC approach to guide 

training efforts for both traditional and non-traditional staff. 

 

Training for this approach is as sophisticated as any psychotherapy approach. Psychotherapists 

learn from course work and from their own therapy, which is often still a requirement in their 

education, to experience the effects of being a patient. Training for community as a method is 

challenging, as it requires experiential and conceptual understanding. The addiction treatment 

field, as well the participants in the Phoenix House, didn’t understand the method conceptually. 

Part of the great energy that we had in the ’70s was constantly being engaged in conceptual 
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discussions with some of the people you were talking about, when they were in the program. 

“What the hell are we doing here? How does this work? Why does it work?” I began to try to 

formulate these issues with language like “community as method” and teaching “right living,” to 

help organize a lot of the experiences that people had.  These concepts help to train all staff, 

particularly non-recovered staff — social workers, psychologists and counselors. They can get it 

intellectually, but it’s hard to get it from the practice point-of-view of their professional 

discipline. “What’s my role,” they would ask, “as a skilled counselor and mental health 

professional in community as method?” We had to teach these professionals that there’s a 

different kind role for staff in the TC approach.  They can be effective as facilitators of 

community and not treatment providers. 

 

Q: Are encounter groups still used or central to the therapeutic community? 

 

De Leon: No. Encounter groups have gradually morphed and faded over the years for a variety 

of reasons: funding limits that reduce the time in residence, which affects the frequency and 

quality of the encounter; lack of training, which is needed to reverse the inherent dilution in the 

encounter practice across several generations; regulatory demands of different settings; special 

clinical issues with different populations. A key reason is the influence of non-TC professionals 

who are generally unable to identify with the encounter group process and fail to appreciate its 

centrality.  Sometimes they were right because they were often seeing a process that was not 

being implemented at its highest fidelity. So the “classical” encounter group is rarely practiced 

today, although many variations are still evident. 
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Q: Because when you were describing how would a trained professional learn the experience of 

community as method, when you talk about community as method I think of — instead of the 

one-on-one — it’s stimuli coming from all sorts of unpredictable other encounters. So then I 

automatically thought, “Well, maybe if you throw these trained professionals into the encounter 

groups, if they’re still existing…” 

 

De Leon: That’s what we did. In the early days, those professionals that were motivated enough 

to say, “I really want to be effective here” had to participate in encounter groups. I did. From the 

first days I sat in Synanon groups here in New York and in Phoenix House also. All staff, with 

possible exceptions of administrative staff, participated in some encounters. That’s a necessary 

training component. You hardly see it today. Five generations later, professionals don’t really 

want that personal exposure in encounter groups.  It’s difficult for them. When they observe even 

a good encounter, they often judge it as too intense, maybe abusive.  In my view the encounter 

group format is critical to addiction treatment but also is an original contribution to group 

process in general. The demise of the encounter illustrates the trajectory I’m talking about, the 

slippage or the erosion of fidelity in the TC approach. 

 

Q: There’s so many of these original founders. You were inspired by your exposure to Synanon 

and the encounter groups, Mitch was inspired — 

 

De Leon: By the same. 

 

Q: Dan [Daniel Harold] Casriel. 
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De Leon: Dan Casriel, yes. 

 

Q: Everyone kind of looks back, not just at Synanon, but specifically the experience of that 

intense group interaction. 

 

De Leon: That particular group format, encounter group format, yes! Because it was so singular 

as a group format, so natural, and so spontaneous. It had all the power of great theater. You sit 

and listen to great theater in the audience, and you are moved vicariously at the intensity and 

authenticity of what you were seeing. That’s essentially what that format was — when it was 

practiced at its highest level — it had potential weaknesses to it. It could get off track, abusive, 

but any process or practice can go off track if you don’t have quality control over it through 

training.  It should noted that peer interaction, formal and informal, is a constant in the TC 

approach, and the encounter group is one format among other forms of group process and 

community meetings. 

The decline of the encounter illustrates a key evolutionary question. We’ve been able to 

advance and survive as organizations, but have we advanced the TC approach? Where I am, we 

have not advanced the approach, even though there are many different populations we’re 

treating, many diverse problems we’re addressing.  That’s true.  We have good organizations, 

which are dedicated and have some good staff and want to work with these populations. They’re 

doing good things, but the advance of the TC approach itself, its power and potential, has 

essentially been arrested. However, the advance of organizations goes on. In poor economic 

climates, some organizations may fold, but the Phoenix Houses will survive.  
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Q: But maybe not the Daytops. 

 

De Leon: Not the Daytops. And you can see all the mergers that are occurring and that’s true.  I 

would argue that TC derived organizations have morphed into essentially human services 

agencies which borrow some basic therapeutic community activities for some clients. They’re 

providing services for people that other human services agencies do not or will not serve; and to 

the extent that you retain some therapeutic community elements, it works. Even if you’re doing it 

sixty percent, you see good things because the approach is inherently powerful. But 

organizations which do not fully evolve as human services agencies, but also fail to contract and 

refine the TC approach for certain populations, will have more difficulty in surviving  

 

Q: You’ve got hundreds of thousands of people kind of improved, rather than the handful I see 

on Eighty-fifth Street pictures. 

 

De Leon: That’s right. What is paradoxical for me as a researcher — I keep saying, “What are 

the new outcome studies showing?” We don’t know yet. I’m not doing those studies now, but I 

don’t know who is. 

 

Q: Does Phoenix House currently have a research arm? 

 

De Leon: I believe they have a research arm, but I don’t know what they’re doing in the way of 

their research. It’s a good question. I think you should try to follow that up in terms of what 
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they’re doing. I talk to Mitch. We see each other several times a year. We kind of comfort one 

another in terms of what we think we’re seeing. He doesn’t disagree with me on this in terms of 

what’s happened, even though he’s still very active in Phoenix House. It’s his organization 

originally and it’s wonderful. So the changes that have occurred are expansionary changes, more 

sophistication, more professional staffing, dealing with many more array of problems, and 

they’re going and trying to catch up to be good at that and they are fairly good at that. In this 

regard Phoenix House is as good, or better, than most other agencies treating substance use and 

other related problems. But, if you had to summarize this evolutionary point, it would say that 

therapeutic communities like Phoenix House went mainstream and in going mainstream, they are 

providing important human services, at the expense of the TC approach itself, which has 

essentially been arrested in its evolution. 

I see a kind of solution or pathway in the TC evolution, which incorporates the two issues 

of organization expansion and maintaining TC fidelity. Organizations like Phoenix House can 

serve a variety of populations, utilizing any and all evidenced based practices that are 

appropriate. Within the spectrum of services and populations, however, the high fidelity 

Therapeutic Community is offered for the appropriate subpopulation. Thus, the survival of the 

organization and the identity of the TC approach are preserved.  

 

 

Q: I don’t know if I should ask the next question or if I should ask for a follow-up session to ask 

you a number of other questions. 

 

De Leon: Good question. We could have a follow-up session. I’m tired. Are you tired? 
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Q: Well, I’m actually probably more energized than anything else, but I think that I should 

probably write down some of the questions rather than jump all over the place as my brain is 

currently doing. So if we would wrap this up for today and then I would like to take a look at 

some of the readings that you’ve suggested and then review this and find the follow-up questions 

that are embedded in there. 

 

De Leon: Okay, that sounds good to me. I’m willing to do that. 

 

[END OF SESSION]

 

 



 

 

 

Q: So. I have read the transcript more recently. 

 

De Leon: You have? 

 

Q: I have. There were a number of things that I wanted to follow up on. But I was wondering, I 

mean, I know it's been a number of weeks since we talked. 

 

De Leon: Right. 

 

Q: But if there was anything that you thought that, you know, when we left last time that you 

wanted to talk about that we hadn't gotten to or thoughts that you've had about Phoenix House—

because you haven't been there in a while—that you wanted to throw in the mix before I start 

pointing out things from the previous— 

 

De Leon: I don't know exactly where we ended. That's unfortunate. But if it's Phoenix House, 

there is a theme about contemporary therapeutic communities in general and Phoenix House in 

particular, that may come up in some of your questions or some of your probes. We'll see if it 

comes out. What did you have? 
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Q: Well, they kind of run the range of places. One of the things that struck me—and this might 

be the broadest, yet it's also kind of specific—is you said something about, there were strengths 

and weaknesses of the Phoenix House model from the beginning, that maybe we'd talk about 

another time. 

 

De Leon: I said that? 

 

Q: Yes. 

 

De Leon: OK. So this is the other time, is that it? 

 

Q: Ideally. 

 

De Leon: OK. [laughter] 

 

Q: Because we never got to it. 

 

De Leon: No, I suppose not. So should we speak about that? 

 

Q: If you wouldn't mind. 
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De Leon: Well, of course, the strengths are more numerous and more obvious, and as I think I 

emphasized in our last conversation, when I first experienced Phoenix House, the impact on me 

was very great, as a psychologist, and that's really a testimony to its strengths, in terms of 

actually seeing a secular community approach unfold. You know, there are faith-based 

approaches. There have always been communes, but this was really a unique community. It was 

secular, to distinguish it from faith-based communities and from communities which are strictly 

therapeutic (i.e. to heal), but to a community which is designed to heal and teach.   

 But its main weakness became apparent over time and can be summarized as the gradual 

decline in fidelity of the approach, which reflected various reasons. But a key reason was the 

disinclination to understand or improve on its own native theory (a phrase that Barry Sugarman 

utilized), that is, the rationale, the reasons, for their practices and procedures.  The rationale for 

why we do what we do was strictly based on their own experience, their own attempts to recover. 

We could say it was without a clear formal theory. But they were averse to formal theory, and I 

agreed with them. I certainly didn't want to see academic theories imposed in any way because 

what had evolved was an approach based on a day-to-day, trial-and-error experience that seemed 

to be consistent with sustaining their recovery and changing their lifestyles. 

So the model gradually evolved from first-hand experience. It was really practice to 

theory, rather than theory to practice. But in that vector, which is from practice to theory, you 

begin to see the gaps in understanding why you do what you do. The tendency for a model like 

that is to become kind of rigid. And then by the second or third generation of residents, five 

years after the beginning, or 10 years after the beginning, the a gradual loss of understanding as 

to the rationale for why we do what we do leads to the tendency toward rigidity of practice. This 
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occurs I think in any therapy, and even in many educational approaches when there is a loss of 

understanding and evaluating the reasons and rationale for why we do what we do.  

And therefore the model began to suffer from some unnecessary rituals, rigidity in 

practice, including some practices which could be seen as harsh or abusive. The early version of 

therapeutic community probably had a kind of first-hand, experiential rationale for why we 

experimented with or engaged in particular practices.  Five years or ten years later, in terms of 

generational change, staff and residents couldn't explain exactly why they were doing what they 

were doing, only to say that this is what works. These effects gradually widened the gap between 

what today we would call theory and practice. I've argued that over the years this gap was largely 

a main weakness in the evolution of the TC [therapeutic community]—in Phoenix House and 

elsewhere—approach because it slowed the evolution, the improvement, of community as 

method.  

The rigidity, ritualization and lack of theoretical understanding limit the flexibility of the 

approach to deal with changing client populations and problems. This results in resistant, 

skeptical clients who do not affiliate with community and hence fail to capture its imperative to 

change. Moreover, this in turn accelerates a burnout process in staff who are not inspired by the 

challenge to creatively adapt and implement community as method.  

I might have mentioned this in our last conversation; that the TC movement into the 

mainstream was at the great expense of refinement of community as method. And we have 

witnessed diffusion and erosion in the model itself.  

 

A fundamental weakness in the early model was related to an early strength, the 

charismatic personality features of first generation founders. But fortunately, the personality 
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influence in the approach gradually did fade away. So by the fourth or fifth generation, we were 

seeing decreases in the personality influences of the leadership, let's say, of the approach.  

But charismatic energy is an essential to a community approach and it was not replaced 

by a general theory as to why we do what we do. Charismatic founders should be replaced by 

energized staff and resident role models who are invested in the approach and who understand, 

demonstrate and can explain how and why it works.  

Which is the real reason I began to move from research to theory in my own professional 

life in the field. The first twenty years was just focused on the research. Then I realized this 

approach would never last without a theory. So the last twenty years of my own work has really 

been continually trying to refine the TC from a theoretical point of view.  

Ideally, when community is a method the charismatic elements are optimally functional 

when diffused among many resident role models. Many messengers can rapidly and efficiently 

disseminate the teachings of right living and recovery. Indeed, this is the quintessential 

ingredient of a community approach, which minimizes the potential limits and risks inherent in 

single charismatic leaders.  The excitement and energy is generated by the membership 

observing itself and committed to the change process. 

So I think that's it for the moment. But maybe some of the earlier weaknesses in terms of 

the model will come back as I free associate to other questions. We'll see. 

 

Q: I have two free-association questions. 

 

De Leon: OK, go ahead. 
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Q: Why do you think—it's interesting, because people do talk about the large personalities and 

the role that they played in the early years. Why would the role of personality have decreased, do 

you think? 

 

De Leon:  The validity of the approach itself should transcend the importance of its founding 

personalities. And in the course of time, individual personalities themselves, the individuals, 

move on. They either die or they age, or, even if they remain, as some did even in Phoenix 

House, they lose the energy of creating and beginning.  So the receding of charismatic 

personalities of the TC was inevitable in its evolution.  It's true in any kind of a social collectivity 

endeavor where a real important feature is charisma of the founding personalities.  

 

Q: As long as the structure is built up around it. Because I guess I'm thinking of Sinnamon as a 

counter example to this. 

 

De Leon: Yes, well, Synanon makes the point. It was charismatically bound, which contains risk 

and error. Once you have individuals who are essentially the primary force of the approach, then 

everything depends upon the balance and growth of the individual, which is a high-risk 

proposition. And maybe I'm talking about a deeper kind of law that may function on this, and 

why there's a limit to the utility of charismatic leadership. Usually the highest utility of 

individual personality charisma factor is in the early launch of a program, in bringing people 

together, getting them involved and teaching by example. But then you have to develop an 

approach, so that it has life after the charismatic personalities. I think this is the natural evolution 

of an effective approach.  
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But, as I say, it was not an evolution which was accompanied by a continued cultivation 

of theory.  Even today we know that new programs get launched usually on the energy of 

individuals.  Ultimately, however, its endurance lies in the power of the approach itself, not in 

the individual. And theory guides the approach over time. 

 

Q: It's harder to motivate people to change something that already exists than to start their own, 

right? In some ways I imagine the reification of the personalities in the approach—who then 

changes the approach? I guess if the approach came, in some ways, out of personality. 

 

De Leon:  The approach did not come out of personality but from shared realities of how to live 

right.  Personalities launched programs and often energized the overall effort. Yes. It's one thing 

to have exciting teachers in your life, which has a charismatic element to it. It's another thing to 

say that we can't go forward without them. The continual refinement of the approach must be 

grounded in its theory and cannot depend upon the original personalities. 

 

Q: I may have had kind of a simplistic response or an automatic response when you were talking 

about losing the attachment of rituals to the original point.  You know, having grown up in the 

Catholic Church, I was thinking about what are the meanings of a lot of rituals, and do they any 

longer have any meaning for the people that are still practicing them? Are they any longer useful 

to the people that are practicing them? 
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De Leon: Yes. That's right. When TC activities, meetings, groups are practiced without meaning 

they are rituals which lose their educational and therapeutic impact.  The rituals that retain value 

have specific meanings such as graduations, birthday celebrations, phase changes.  

 

Q: Right. We can respect that there's tremendous power in rituals.  

 

De Leon: Yes. 

 

Q: But being able to connect to what that power is and the meaning behind them— 

 

De Leon: Yes. You are referring to symbolic rituals, which can have special effects. When the 

meaning of basic program activities is lost, they are ritualized practices. This what I was talking 

about as weaknesses.  

 

Q: One other thing is I went searching for some of the writings that you had done, and I realized 

how much of you I can find in video form. 

 

De Leon: Oh, I see. 

 

Q: So I tried to get Community as Method on interlibrary loan and didn't, but I saw some videos 

that you had made, discussing Community as Method. 

 

De Leon: Old videos, you mean? How far back do they go? 
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Q: I don't remember what years they were. But also lectures you had given primarily it seemed in 

Europe.  

 

De Leon: Yes. Yes. 

 

Q: One of the things that I was wondering about is, how is the therapeutic community or the 

environment and the reception to the therapeutic community—is the development different here 

versus in Europe? Because there seems to be—I was surprised at how many times I was seeing 

you in Europe. 

 

De Leon: Yes, oh, yes. 

 

Q: And I don't know if that was just a sampling problem? 

 

De Leon: No, no, I have been active in Europe. And it's a whole separate topic, the development 

of the therapeutic community worldwide and in Europe in particular. So I don't know whether 

you can get into it. That's not all together strictly Phoenix House. 

 

Q: It's connecting you, I mean; you started your therapeutic community world in Phoenix House. 

 

De Leon: That's correct, yes. 
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Q: So in some ways I'm looking at the influence, the connection, between you, Phoenix House. 

So it doesn't seem unrelated to me. 

 

De Leon: OK, that's fair enough. And as you know, Phoenix House itself was a primary training 

post for actual programs that were launched in Europe and some were called Phoenix House.  

People came from Europe to observe and stay in Phoenix House and see how it works. I had 

many conversations with them and provided an informal kind of training with them while they 

were here, as Director of Research in Phoenix House. They would then essentially take the 

model, as they understood it, back to Europe. So Phoenix House has made a significant 

contribution to worldwide therapeutic community development.  

Daytop [Village] is probably a larger worldwide influence because that was a big mission 

of theirs under the leadership of late Monsignor [William B.] O'Brien, who just recently passed. 

Daytop, from its early days, had as a mission the advancement of the approach worldwide.  I had 

my own professional reasons for wanting to advance the model all over the world.  My appearing 

in Europe begins with my research role in Phoenix House here in New York. Also, while I was at 

Phoenix House, I had contributed to the planning of the conference format of the first World 

Federation of Therapeutic Communities (WFTC) because I had chaired the planning committee 

of the first national conference of Therapeutic Communities of America (TCA). 

 

Q: When did that take place? 

 

De Leon: I think 1977 is the right year. That was a NIDA [National Institute on Drug Abuse] 

funded conference on therapeutic communities. Therapeutic communities in North America, for 
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a long while, were more competitive than cooperative. Then gradually, largely under the 

leadership of O'Brien from Daytop, and Mitch [Mitchell S. Rosenthal] to a certain extent, who 

helped to organize the field for political reasons, funding reasons. The first officially-launched 

TC conference in the United States is the one supported by NIDA—that's why I use the word 

‘officially,’ because NIDA supported a conference, which would bring together some of the 

main TC programs. That was launched in 1977 in Crystal City, Virginia, outside of Washington, 

DC. 

 NIDA had funded my research at Phoenix House, which is why I was asked to chair the 

planning committee that designed the format of that conference.  NIDA published the written 

proceedings that came out in I think 1977 or '78. I have a copy of it here, so you got to try to 

remind me, so we'll get the dates straight. But you'll see the proceedings there. It's a very 

important proceedings, as a matter of fact. It was the first therapeutic community conference, and 

we had some very good people there. When the World Federation of Therapeutic Communities 

was launched in Europe, they borrowed much of the TCA conference format for their first 

conference in Sweden.  The videos that you've been seeing, if I remember some of them, really 

reflected the fact that there were very few Americans involved in Europe—I think David Deitch 

was and has been very involved—his association with Daytop early and then later as a 

distinguished trainer.  He did a lot of work in Europe, particularly in Greece, as he probably 

mentioned in his remarks. It only illustrates that the Europeans needed or required some of the 

North American people to keep them oriented as to how the whole movement was going 

forward, both in research and in training. So that's how I got to Europe. I just came back again 

from Belgium, as a matter of fact. I was there ten days ago. And it's like nothing's changed, I 

mean, in the sense that they're interested to know what's going forward and what's ahead. But in 
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many ways, of course, they are moving forward on their own. We're losing a lot more ground 

here than they are. 

 

Q: That's what I'm wondering. Where do we stand in terms of, are we going in different 

directions? Are we—? 

 

De Leon: Well, sometimes it looks that way, but I don't think so. I think the evolutionary forces 

are first manifested here in the U.S. We're still ahead. But whatever's going to happen, we're 

basically auditioning it for the world, The trajectory of the North American therapeutic 

community—particularly the Phoenix House version has had great successes and made great 

impact in public health, but as I have discussed the therapeutic community approach itself has 

suffered from that. In Europe they're beginning to feel that also. The lag is usually five to seven 

years in Europe.  

Of course, the main evolutionary issues here and in Europe have been justification for 

long-term residential treatment and the cost of that kind of treatment, and the inherent difficulty 

for the biomedical and mental health approach to fully understand the therapeutic community, 

because it's a fundamentally self-help driven approach. These factors have essentially limited 

both the acceptance and the growth of the therapeutic community as a method.  The other main 

issue has been the growth of the TC agencies themselves.  I have made this point in our last 

conversation—we've seen an advance of organizations, which, however, is not the same or 

equivalent to the advance of the TC as an approach. 

World wide there appears to be an inverse relationship between growth and fidelity of the 

TC approach.  The pressures against long-term residential treatment have reduced the number of 
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TCs.  Only larger organizations survive.  As the surviving organizations have gotten bigger and 

more accepted and more mainstream, however, we have seen actually an erosion of the 

approach, even at Phoenix House. So the therapeutic community practice and method are simply 

increasingly diluted and, in my view, less effective. We don't even have, to my knowledge, any 

new long-term outcome studies of the current therapeutic community.  Let's say therapeutic 

communities whose admissions entered treatment in 2010 or 2011. What do these clients look 

like now, three or four or five years later? We don't have these studies here, or in Europe. So 

world wide, the therapeutic community approach, from an evolutionary point of view, is at a 

critical crossroad. It might have already crossed the road, but I'm still optimistic there are choices 

here, and TCs can go in certain directions.  

 

Q: Do you think there were critical moments of road crossings or possible road crossings, either 

in terms of the expansion or the changes in the therapeutic community approach, moments where 

you think the intersection was problematic? 

 

De Leon: I'm not sure about a moment. But a key intersection was the expansion of the approach, 

for different populations, and settings.  This involves working with different human services 

systems, like the juvenile system, the mental health system, the prison system and the homeless 

system.  Articulating with those systems put the TC on some kind of a collision path. That is, 

some major adjustments had to be made for TCs to continue to insinuate their approach into 

those systems. So I wouldn't call it a moment, but a gradually evolving condition.  As agencies 

like the Phoenix House were getting successful, they were getting contracts, going to the prisons, 
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to the homeless shelters, to some mental health settings.  But being in these systems dramatically 

impacted the TC approach itself. 

So you not only have to modify the model for sensible clinical reasons for the population 

being treated, but then there are the system related regulatory demands and the staffing 

requirements and professional differences; for example, working with custodial staff or mental 

health staff.  These professionals have to either understand this model, buy into the model—

which most of them did not do fully—or simply they will take over the model and then begin to 

modify it from their point of view, which is largely what happened in many settings. 

 

Q: I see. When you're saying ‘involvement in the systems,’ you mean the therapeutic community 

entering those systems. Because I was initially thinking about how Phoenix House for a long 

time was taking in formerly incarcerated, formerly homeless—so you're talking about the other 

direction? 

 

De Leon: Ironically, the initial research demonstrated that we had success with all of those 

special populations, whether referred to Phoenix House or treated by Phoenix House in special 

settings.  However, these findings were based upon high fidelity TC models implemented in 

various settings where the systems issues were minimized or at least well managed.  

For example, despite remarkable successes with early prison TCs, we never really solved 

the problem of system integration with correctional settings in any uniform way.  It's still a 

struggle.  With few exceptions, TC programs in correctional settings today are watered down and 

extremely limited in practice, which of course bears upon outcomes. The mental health system 

was the same way, and the juvenile justice system the same way, and to a lesser extent the 



  De Leon - Session 2 – 15 
 

homeless system. Because these are well-established systems with their own philosophy, their 

own professional disciplines and none of them are rooted in self help. So you can see the 

potential for continued kind of troubled interactions and modifications of the TC model.  

 

Q: And dare I say their own political concerns, so they may have their own idea of what success 

looks like. 

 

De Leon: Yes, that, too. But it doesn't mean it was the wrong evolution. My concern in all this is 

not that we expanded, it's that it was always at the expense of the approach itself. And I really 

argued that concern from the first day.  My leaving Phoenix House in 1987 was in the context of 

the expansion issue.  I had then argued with Mitch and others in the program, saying, for one, 

that this rate of expansion was too accelerative.  And we did not really have the TC experienced 

labor force to just keep opening up new facilities to handle more and more people.  

Fundamentally, that labor force needed enough TC graduates to seed those programs, to 

keep faithful with the model.  But, graduation required 18 to 24 months two years.  So we 

couldn't produce qualified people that came out of the approach at a sufficient rate to begin to 

implement high fidelity TC programs.  The labor force also needed traditional professionals who 

could be effective in the TC approach.  This meant training traditional professionals, many 

without recovery experience, mental health, criminal justice, juvenile staff.  Well, those people 

have to be special people whose primary skills and professional roles are modified in a complex 

mutual self-help approach, implemented as client-driven programs.  Moreover, addiction 

treatment in general was not viewed as highly attractive for professional careers. 
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So those staff were not readily available or easily trainable, and we didn't have even an 

organized training approach for that staff.  That's another reason I began to focus more and more 

on theoretical writing, because I knew we'll never reach the mental health custody of human 

services staff, strictly on experiential grounds. That is, achieving recovery or living as a resident 

in a TC, which was the basic training experience of the early staff.  They would have to 

understand this approach conceptually, and how it relates to their professional discipline as a 

sociologist, as a psychologist, as a social worker? I got involved in trying to activate theoretical 

writings quickly, because they were going to be used for teaching, training. 

 

Q: So where would one find it in a curriculum, in a social work curriculum or a mental health 

training curriculum? Is it in the mental health training curriculum? 

 

De Leon: No. It's been a long-standing issue even in our field. You don't even find, with rare 

exceptions, good versions of a therapeutic community 101 course in a bonafide educational 

setting.  To its credit, CSAT [Center for Substance Abuse Treatment] published a comprehensive 

TC training curriculum around 2005, which is available online.  Most of the agencies, like 

Phoenix House and Daytop, have their own training capabilities and their own curricula. 

Training is confined essentially to those settings.  If a social worker wanted to work in a 

therapeutic community, they wouldn't have any preparation in school.  They have to learn about 

the TC as on the job training. The Europeans have done a little bit better on this because they're a 

little more intellectually oriented. Some universities in Europe offer a course in therapeutic 

communities. In the US one or two universities offer a TC course but they don't come to mind 

right away.  
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One way we introduced TC training for traditional professionals was in launching 

therapeutic community programs in special settings.  One example was the Greenhouse program 

in Bellevue [Hospital Center] in 1989, a modified TC for serious axis 1 psychiatric clients with 

substance abuse problems.  That required the Director of the Division Alcohol and Drug Abuse, 

Mark Galanter, a very forward-looking psychiatrist who asked me to join him, to launch a 

modified TC program at Bellevue, which essentially involved on site training for mental health 

staff and psychiatric fellows in addiction medicine   

 

Q: It would have been very helpful. 

 

De Leon: I concluded that the training challenge for the expanding labor force, particularly the 

traditional human services professionals, would require a formal text on theory and method, 

which was the basis for my book published in 2000 (TC: Theory, Model and Method). But also 

because I believed the future of the TC model was in doubt.  

 

Q: Why? 

 

De Leon: Well, for one, it's a model that really made its claim based on serious addicts who had 

not only addiction problems, but lifestyle problems.  Changing lifestyles takes a long time. So for 

that population, transformative changes required two years to three years. Nobody wants to pay 

for that kind of a treatment approach these days, although it's still needed for a significant subset 

of the population of substance abuse users. Today, many middle- and upper class substance 
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abusers who don't have endemic lifestyle problems have a variety of treatment approaches which 

are helpful to them.  These do not require habilitation or rehabilitation of lifestyles.  

 

Q: When I first heard that distinction in an interview, it blew my mind. I was like, there's this 

idea.  

 

De Leon: Yes, I remember going to Yale [University] and discussing this distinction between 

habilitation and rehabilitation, which was not only simply a cosmetic change in the language, but 

a framework for treatment.  Habilitation is teaching right living to people who never had an 

ordered lifestyle.  Rehabilitation is helping people return to a lifestyle that they understood, and 

they essentially departed from because of their addiction.  But increasingly over the years drug 

abuse became more and more acculturated, which means people using at younger years and at all 

levels of the population.  Many from the middle class were already being encumbered by drug 

use even before they were developing lifestyles.  They had to learn how to live, which required a 

long treatment duration. 

 The industry has evolved where you've got rehabilitative programs for middle and upper-

middle class and affluent addicts who are not so much suffering from lifestyle problems but 

suffering from the direct effects of their addictions. So these are the treatment options that are 

made available to them. I would add though, the effectiveness of those programs, in my view, 

has still not been very well documented, even though there are many claims about them. There's 

still a real question, no matter what lifestyle you come from, how long you have to be in 

treatment orientation to have a stable recovery. 
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Q: I would also wonder if they don't also have lifestyle problems. 

 

De Leon:  Oh, yes, they do. In the last analysis some of the characteristics of even the Wall 

Street cocaine addicts can be shared with disadvantaged heroin addicts. They're not that far apart 

in some basic characteristics. Their unchecked addictions would, as we learned in early Phoenix 

House, eventually erode their lifestyle.  But that's another discussion we can have. Well, wait a 

minute.  I'm on a long free association, so you're going to have to bring me back in. 

 

Q: No, I think it's a useful free association. Do you think that the therapeutic community is not 

necessarily as effective for the newer population of addiction? 

 

De Leon: I have no doubt it would be absolutely effective for them. The therapeutic community 

approach for them would have to be further refined as a teaching, because that population in 

many ways will not even consider being in a relatively longer-term residential setting, without 

really understanding why they have to be here and what's really involved. So my thrust in trying 

to adapt these programs for those populations has been that they really need to hear the science 

and theory behind this, because they believe they don't need to be in six or nine months of 

residential treatment.  So you need more education for those individuals, as if you were doing 

cancer education.  Why it's got to be six to nine months, what we really know about this disorder, 

how we recover in a therapeutic community approach, a twenty-four/seven residential model.

 This is a recommendation I've been making over the years. The more clients actually 

understand this, the greater the likelihood they will consider it, and this was one of the 

weaknesses of the old days.  In the old days, we expected people to learn by osmosis.  The high 
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demands TC life made on these clients contributed to high dropout rates.  They couldn't take it.  

It was too frustrating to them. Had they gotten some sensible explanations about why we do what 

we do it might have helped.  That was another one of the main weaknesses of the early model.  

Adaptations of the therapeutic community have to be accompanied by an educational 

component, so that the client themselves understands what this approach is.  

 A second adaptation for the shorter-term rehabilitative settings, serving more affluent, 

socialized addicts, is the appropriate use of TC elements.  Some of these programs have 

borrowed elements of the therapeutic community.  So there has been some diffusion of the TC 

approach, although it is not readily acknowledged.  

 

Q: If you don't mind making it explicit, what do you think that effect was? 

 

De Leon: The main effect is a clinical weakness in these programs and an undermining of the 

utility of the TC elements. Many of these short-term “rehab” programs utilize elements and 

activities of the therapeutic community.  They set up a morning meeting or an evening meeting, 

some peer groups and tasks.  However, the long-term therapeutic community evolved these 

elements not only for management purposes, but as important clinical activities.  For example, 

use the resident job function, not simply to occupy clients but to learn about themselves—a 

central social learning concept in the TC.  The job function will reveal a great deal about who 

you are, which can be addressed in groups and one on one clinical formats.  

 The client job functions, which are so central to the TC treatment program, have been 

watered down in some of these rehabilitative settings, to small tasks.  They never really use those 

job functions in any therapeutic way. Similarly, they do not optimally utilize other elements, 
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such as community meetings or peer confrontation. I call these TC oriented programs. They don't 

understand community as method as an organized framework.  

 In terms of your question, there's still room for bringing a kind of authentic therapeutic 

community to these populations, but it would have to be done with education and with the 

acceptance of the need for a longer involvement in treatment time.  Recovery cannot be 

accomplished in twenty-eight days, or ninety days, which is the insurance coverage.  Clients with 

serious substance abuse may not need a year or two in residence, but they may need six months 

of intensive therapeutic community, followed by a continuing aftercare process.  But all of that is 

shrinking anyway.  Nobody wants to pay for any of this process.   

 We're seeing some revision of the thinking in this because of the Affordable Care Act, 

which is beginning to accept the idea that maybe there's a place for residential treatment. Why? 

Because the insurance companies themselves recognize that they can't have this revolving door 

approach with repeated relapse. So there is a little bit of light at the end of this tunnel, and now 

some people here in New York are working on residential redesign as a component of longer 

term treatment involvement, based on a recovery framework.  But I don't know how much 

they're still going to be including therapeutic community programs.  It's not only TC elements 

and the activities, but how they're practiced and why they are practiced. That's missing, even in 

today's Phoenix House.  

 

Q: Can I push back and maybe then take us on a tangent? It gets to both the new population but 

also something you said in a previous discussion about it going mainstream in the first place. 

This started out as kind of a fringe idea. 
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De Leon: Alternative. 

 

Q: An alternative. This was not very specialist centered. It was a people's movement. So then it 

came into this mainstream in the mid, late '70s. That struck me as kind of an interesting moment 

for a people's movement to pick up speed rather than lose speed. So now I'm thinking about the 

meaning of community over time, and the role of community in different segments of society at 

the moment. I'm wondering how meaningful is community as something recognizable to some 

populations? Like some of the wealthy may have never had a meaningful, maybe even a nuclear 

family, never mind some sort of— 

 

De Leon: You got a point, yes. 

 

Q: So is that not necessarily something they would recognize as a therapeutic environment? So 

how much does a method for a therapy—is it affected by cultural change? You know, I'm 

coming at this as a sociologist, right?  

 

De Leon: I think what you're saying is very sensible. What is compelling about the concept of 

community, in a society that may be gradually losing its own experience with community? As a 

matter of fact, the TC red book ends with a paragraph that makes the point that the loss of 

community is one of the profound diagnostic issues in our society.  Why we're having 

widespread drug use and why we're having a lot of youth problems reflects the gradual loss, the 

fragmentation of the family, which is the first kind of unit of community. And then the loss of 

larger communities, which are collections of families.  
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 It was the loss of community, which is a contributor to behavioral breakdown, drug use, 

and social deviance in general, and delayed social maturation in young folks in particular. So 

that's why community is even more important, as an approach. You're saying, if people can't 

even respect the concept of community, because they don't have an experiential contact with it 

for one reason or another, why would they even be attracted to it as an approach? 

 

Q: Or, and maybe this also sounds too cynical, they go in, they really like it, they feel 

empowered by it, they leave, and they can't find it again. 

 

De Leon: You are referring to a special issue of re-entry, which was evident in the early long 

term TC. But as we shaped the TC into more of a public health treatment model, it weakened the 

powerful ingredient of affiliation with a community. That is, to bring about these changes in the 

individual, they really have to be affiliated with a community of others who are working in the 

same way they're working to change each other: “I’m using you to help me change, and you're 

using me to help you change.” In order for individuals to learn from a community about 

themselves, they have to be affiliated with that community to feel safe and trust in that 

community.  But to build affiliation in the community takes time.  What I just described is less 

and less likely to occur as you shorten the time of that treatment, as you to make regulatory 

demands that essentially impede the natural growth of affiliation in a community.  As it 

mainstreamed itself to abide by the regulatory requirements, the funding requirements, the TC 

weakened its ability to build community.  

 We have less community now in current therapeutic communities.  Remarkably, because 

it is such a potent approach, even in shorter-term therapeutic communities there is an affiliation 
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effect.  But it is now at a lower level of efficiency, because we haven't fostered it and refined it 

so it can meet its full potential. 

 

Q: And you think it can have that power independent of the meaning of community outside of 

the walls? 

 

De Leon: Yes. 

 

Q: You know, once we've now controlled for funding sources and time and duration— 

 

De Leon: Right. 

 

Q: —not necessarily, we don't need to control for the cultural milieu. 

 

De Leon: No, we don't. I think that because we know from the history of this approach that early 

programs were kind of oases for these people, a safe haven that they can live in and learn to 

change in, despite whatever is going on around them in the world.  They learned that they can 

stay long enough in treatment, they can actually reenter the world and not be at risk in the way 

they were.  Today that's a questionable conclusion, because of the changes we've been talking 

about.  But I guess we'll come back to this, because I don’t want to leave the impression that we 

couldn't, even in the current context, refine the model so that it can reach its potential. I still 

believe that, in the current context, we can refine the model and get much closer to its potential. I 
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never believed that it had reached its potential. I just thought there were better days and better 

programs. 

 

Q: I didn’t see them as exclusive. I guess I was just wondering—is that one of the forces—how 

does that force need to get contended with, or does it? 

 

De Leon: Which force? 

 

Q: The force of what community means outside. I don't know that it would have a predictable 

result inside, like whether or not one knows the meaning of community or has the experience 

with community outside.  I'm not sure I know how that would impact one 's experience inside. I 

just wonder how— 

 

De Leon: Well, in some ways—we may be making more of a problem of the outside-inside 

community issue. Look, we have universities. People go to school, and they become identified 

with teams, they become identified with universities for three or four years, colleges. They're in 

communities that they're identified with and they have some affiliation with. And then they 

leave, and they live their lives, essentially having had the impact or benefit of their university 

community experience.  Synanon had the other view.  Synanon said, “You could not leave this 

community, otherwise you would not survive.” That was their teaching.  That's one of the 

reasons I think it took a wrong turn and essentially kind of dissolved in its own mission. The post 

Synanon therapeutic community emphasized that “you must to go back to the larger society. This 

is what it's all about. You don't stay here." So the issue is, there's got to be enough of an effect on 
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individuals while they were in the TC so that they return differently into the larger society, and 

make a difference in the larger society.  This was the meaning of re-entry in the TC approach.  

One way they made a difference was that they created programs. The graduates helped to launch 

more programs, so it was a little bit like the religious evolution in that sense.  The main point 

about re-entry, the return to the outside world, is the fact that the individual receives a new kind 

of social-psychological education which helps them become effective in the world.  They can 

certainly resist the threats of the outside world, and in many cases they can change it.  

 

Q: Now, to go back into the mainstreaming at first. Why do you think it went from this kind of 

marginal or in some ways unlikely to be mainstreamed approach to becoming a dominant 

method for treatment? 

 

De Leon: Well, I wouldn't say the dominant method. A) It’s a mass treatment, in that it treats 

many people at the same time, it’s not a one-on-one treatment, B) it's treating populations that 

often are not treatable in other ways.  So there's always a place for the therapeutic community. 

Sometimes it was considered the treatment of last resort.  These two parameters suggest why the 

mainstream even paid attention to the therapeutic community and why it still has to continue to 

pay attention.  Because they know there are populations that can't be managed in other ways, 

with any kind of success. And that will still be the main claim I think for therapeutic 

communities.  In the early days TCs, in their own arrogance, would say, “Send me your clients 

and we'll treat them.”  But the real message is that there is an approach that mainstream mental 

health and mainstream criminal justice will need for people that they cannot deal with. 



  De Leon - Session 2 – 27 
 

Sometimes, in my darker views of the future of the TCs, I would say, “The TC approach is going 

to be for the most difficult populations.” 

 

Q: Why is that dark? 

 

De Leon: Well, maybe it's dark relative to my own experience.  I saw and still see a general 

model having a potential for everybody.  In my delusions, for example, I wanted to see the 

transformation of educational institutions, borrowing elements from the therapeutic community.  

In my more arrogant days, I would say the schools were dead institutions. You had people sitting 

passively for hours.  Instead, we can turn that school into a community where all of the 

participants, teachers and students, were responsible for making that school community work. 

And the educational component of that can then be integrated in that. But the first experience for 

the students is to begin changing their lives, by being responsible for making the school work.  

So I had grand illusions of how to transform education, as well as leadership training.  That's 

why I say dark relative to those illusions.  Today the best statement we can make about the TC 

approach is, “Well, we'll deal with the most difficult populations.”  

 

Q: Right. Because one could optimistically read, it works with even the most difficult 

populations. 

 

De Leon: Yes, yes.  

 

Q: Interesting. I did have—so, random associations. 
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De Leon: OK. 

 

Q: I was talking to a social worker friend of mine and trying to ask about therapeutic 

communities, and she said, "Oh, do you mean community mental health?" 

 

De Leon: Yes, that's something else.  

 

Q: Can you just— 

 

De Leon: What that is, you mean, what that distinction— 

 

Q: Yes, why would someone who went through social work school assume this is the same? 

 

De Leon: Oh, I hope not. They may be confused. ‘Therapeutic communities’ is a distinctive 

phrase.  Community mental health is a whole perspective and discipline in the mental health 

system, particularly for social workers.  It's a very broad phrase.  It has very little to do with 

therapeutic communities. 

 

Q: More like public health? 

 

De Leon: Yes. That phrase, community mental health, becomes prominent during the de-

institutionalization policy phase, when we decided back in the '60s to close down the big 
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psychiatric hospitals and have patients treated in their local communities.  That launched what 

we thought was the community mental health system.  A community-based capability for dealing 

with individuals who had previously been locked up in mental health institutions. The focus was 

on dealing with mental health issues, much closer to home, closer to families, in the community 

at the community level.  It's been a troubled history for de-institutional policy. Some of those 

clients wound up in jails, and so prisons became the places for dealing with mental health issues.  

Prisons today are dealing with a lot of mental health issues, which they shouldn't be dealing with 

them.  Also, the resources for stable community mental health system were insufficient. 

 

Q: And a lot of drug issues. 

 

De Leon: And drug issues. So the community mental health concept has very little to do with 

therapeutic communities. 

 

Q: It sounds about as far away from therapeutic communities as it gets. On the policy issue, too, 

I guess one of the things I was thinking about when I saw you in all these videos in Europe is, 

we've made a very different decision about drugs than most of the world in terms of our War on 

Drugs and locking people up as quickly as we do. I thought maybe that was part of the reason 

that therapeutic communities were blossoming in Europe versus here. How have our drug 

policies changed, affected our treatment programs? And do you see a difference here versus—

because you were describing us as a leader. In some ways Europe is going to catch up to us. But 

in some ways I see us as very deviant on a couple of areas, and one of them is maybe not drug 

treatment, but drug policy. Nobody's going to follow us on drug policy or prison policy, I hope. 
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De Leon: Well, I think what you're pointing out is something valid, that there were more 

examples in Europe of a benign view of drug use as a disorder, and more legalization. But it 

wouldn't describe all of Europe. There were countries that were closer to our country, including 

the U.K. [United Kingdom], in which there was still a lot of criminalization of drug use. So your 

impression is partially valid, in the sense that there were countries that have a different view of 

drug use and drug addiction, a more non-criminal view, which should be addressed from a 

human services and a mental health approach. For example, they tried to approach heroin 

addiction less from a criminalization approach, but from a mental health approach.  However, as 

in the USA, the conventional mental health approaches weren't effective.  

 That's how therapeutic communities for addictions got started in Europe, because they 

were discovering, particularly for heroin addicts, that the mental health approaches, human 

services approaches, were not effective. Holland is a very good example of that, where the first 

residential program, Emiliehoeve, began as a mental health approach and what they called a 

therapeutic community approach. But it was a therapeutic community that the British had 

developed, the so-called psychiatric therapeutic community.  That's a whole other discussion. 

You probably need to get familiar with that TC, and some of that is summarized here in the 

book.  

 

Q: It's sort of about personality disorders rather than addiction. 

 

De Leon: Personality disorder.  They were using therapeutic community elements for that, but 

they were still not effective for the heroin addicts. British therapeutic communities for 
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personality disorder have elements in common with the American addiction therapeutic 

community.  But what they learned in Europe—Holland first learned this—that the therapeutic 

community for personality disorder, even though it had therapeutic community elements, was not 

effective for primary heroin addicts and they converted to the American addiction TC model. 

There's a very good account of the conversion from the so-called democratic (mental health) 

therapeutic community to the concept therapeutic community, which is the addiction therapeutic 

community.  A better understanding of the addiction and personality disorders is needed, and the 

TC model that could work best for each.  

 But your point, which is, what about the criminalization policy? Portugal, now, and 

Holland were much more inclined to decriminalize drug use and leave it to the mental health 

system and the human services system to manage this.  We resisted that here for a long time, I 

think partly rationally, for reasons that—we weren't convinced that the existing mental health 

and human services system could handle this. And even therapeutic communities in the first days 

here argued for essentially decriminalizing, in support of a treatment policy. 

 Over the years, there is a generational change on the whole legalization issue. What we 

have found over time is that there are too many problems with the criminal policy. We didn't 

anticipate the changing the prevalence or overall acculturation of drug use, for one.  Despite the 

punitive policies newer generations continue to use, and drug related crime continues.  Now 

we're beginning another part of the experiment, at least in the case of marijuana. That's why it's 

very important empirically to see whether legalization will make a difference.  

 Europe in the early days, particularly places like Holland, didn't have the crime problem 

to begin with. They were inclined—and also in Scandinavia—to see their drug addicts, even 

those who were committing some crimes, as essentially mental health problems, and to somehow 
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arrange what resources they had to try to treat them. Most of the treatment approaches didn't 

work.  Some of the human services approaches were more receptive to harm reduction strategies; 

housing for substances abusers, access to methadone, access to heroin in regulated heroin clinics.  

It's kind of a European humanistic approach.  These are individuals who choose to be drug 

addicts.  We don’t have a right to impose our value system on them.  If they want to use drugs, 

we shouldn't be punishing them and let them do it in a safe way. 

  

Q: I guess I'm also wondering what the role, even just the label, of ‘criminal’ and ‘crime’ had, 

not only on the behavior of the addicts or the process of addiction, but on the process of research 

and treatment.  Who's willing to treat them, who's willing to care, who's going to take this on? 

We’re talking about this as a particular kind of approach being kind of marginalized, but also 

when I think about addiction treatment, not everyone wants to go into that field to begin with. 

Maybe that would have been different, had it not been criminalized? 

 

De Leon: You got a point. The attitude, the stigma, and the entire addiction industry, from the 

client to the workers, the people who did provide treatment, to the social workers who provided 

human services, they were all stigmatized in this.  Even in mainstream psychology and 

psychiatry—during the '60s, ‘70s, and ‘80s, if you were a psychologist working in this area, there 

was always a question from your colleagues, "Why are you working in this area?" With 

stigmatized patients, stigmatized approach, no money, no status, no professorial chairs. That was 

Mitch's experience. It was my experience. "Why are you working on that? It's a fringe area." So, 

to your point, there were stigmatic effects.  
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 I think the more important stigma point is that, in the illegalization, did we then create for 

addicts an added problem of criminalizing them so that they were engaged in criminal behaviors 

that they ordinarily would not be engaged in? To a certain extent there was that problem; it did 

happen. A number of people who just wanted to use their drugs, and essentially then began 

committing crimes to use their drugs, because they couldn't get legal access to their drugs. We 

don't know how much though. It's an overstated or in some ways misstated proposition. We don't 

know what the extent of that was. But I can accept that the illegal policy has criminalized, 

encouraged a certain amount of criminal behavior in the user.  I'm not talking about just the 

supplier, but in the user.  

 Maybe we, then, as a result of these policies, created unnecessary pain for those 

individuals, which is now the basis for talking about legalization. A user is not a dealer, and so 

let's not criminalize the user, and that was a mistake.  

 

Q: This could be connected to a question that I thought of before, in terms of a new type of 

addict, right, the prescription-starting addict? 

 

De Leon: Right. 

 

Q: This could be an addict that never actually has to go the street illegal route, at least. They can 

stay addicted through prescriptions. There's semi-legality there. Clearly some, but not necessarily 

the kind of street crime that we're talking about when we're talking about the stigmatized addict. 

 

De Leon: Right. 
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Q: Do you think that the pathways to addiction are going to require different treatments for 

addiction? So there are possibly multiple questions in that. But that's one pathway, is that you 

start with a prescription, versus you start many other kinds of ways that are presumably illegal. 

But starting in the legal route, some of them will go to heroin now, which is now this big 

discussion. Some of them won't. But are those different addictions? 

 

De Leon: Are which different? 

 

Q: The prescription-starting addiction versus other pathways to addiction? 

 

De Leon: If you're talking about prescription drug use, we now know in some number of cases it 

leads to addictions. The issue is, do we continue to keep them in a legalized, safe state, so that 

they simply get the prescribed drug as much as they want, and so there's no need for them to do 

anything illegal to obtain more drugs? Now the problem with addiction is the problem of 

tolerance, so this is what could happen. You may be prescribed the drug, and then if you get 

addicted you need more of the drug. This individual now is seeking this drug because they want 

to maintain the euphoric effects of the drug.  That is, we don't have a pain problem, we have an 

addiction problem.  

 There are limits on what the prescriber, that is, an ethical prescriber, will do. He'll say, 

"Look, I can't keep prescribing drugs. You have enough to manage your pain, but now you're 

getting a new kind of pain, which is the pain from addiction and withdrawal. You need more 

drugs so you don't feel uncomfortable because you have less of the drug." This is the addiction 
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on top of the original pain issue. Next thing you see is diversion. Now this client is going 

somewhere else to get the original drug.  And not only that, they may now seek other more 

potent drugs, like heroin, and injecting.  All of that is the addiction process.  That's not the 

original prescription process. And once you're in that, we're back to where we started, which is 

now, "This is illegal addiction." 

  And do we now simply say, “Drop all restrictions”? An individual, if they want to get 

addicted, let them get addicted? Make the heroin available to them, and if they have low potency 

heroin, let them go to high potency. In other words, let's not push them into any deviancy at all. 

Let them find what they can find. But nobody really has done that experiment except in Holland, 

and some other countries where you can go to a supervised heroin clinic, but it's usually for those 

clients who have said they've tried a lot of treatments, they've tried everything, and now they 

need to have regular access to the illegal drug in a legal way. So we don't know yet whether the 

pathway to a street-crime addiction is simply the non-availability of the legal drug.  But it may 

very well be that the addictive disorder, as we understand it, will continue to escalate for many of 

the people, regardless of the legal accessibility of the substance. So the next thing we know is 

that they're engaged in other activities, prostitution and dealing and so on.  

 

Q: So can we have both of these addicts in the therapeutic community? Will the therapeutic 

community, the same therapeutic community, serve both populations equally well together? 

 

De Leon: Well, when you say both populations, you mean— 

 

Q: You know, the newer, more affluent script— 
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De Leon: Well, I can tell you, the evidence is yes, that that can happen. The more prominent 

parameters are not so much the pathway to addiction as socio-economic and class issues and race 

issues, that's where you may find integration problems difficult. The early TCs had everybody. 

They had street addicts, and they had prescription addicts, and they had alcoholics, which is a 

legal drug, and people even from all classes. Gradually, through the subsequent generations, 

more and more middle and upper-class individuals got involved, the differences were much more 

apparent in terms of the socio-economic factors, not simply the drug factors.  We used to say a 

prescription addict is like a heroin addict. They share a lot more in common in terms of their 

addictive features. That was true. Where they don't share is in these socio-economic features. So 

the middle class from the Wall Street cocaine addict would say, "I'm not an addict. That's an 

addict. I'm not an addict." 

 

Q: Why do you think that distinction was not as prominent at first? 

 

De Leon: Because the addicts who were coming in, the so-called middle- and upper class addicts 

who were coming in, were very damaged people. It's because in many ways they were protected 

by socio-economic class. They could go on and on with their addiction, lose everything, and 

alienate families, finally get involved in the criminal justice system.  They knew that their 

addiction destroyed their life.  So when they finally get into a TC and they're sitting in groups 

and talking together in the same ways, even though they came from different paths, about a life 

lost or a life never lived, they recognized that they needed this. I think I've answered or 

addressed your question, Why in the early days? We had very upper-middle class white addicts 
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who were sicker in many ways than those who were coming out of the disadvantaged 

background. In fact, we have data to show that. That is, the middle and upper-middle class white 

heroin addict or prescription drug addict had a lot more psychological problems than the non-

white heroin addicts, for whom drugs were in a curious way sociologically more normative.  For 

those who were having to make a greater break from their advantaged backgrounds, their 

addiction meant more social-psychological deviance.  They were more troubled people. 

 

Q: That's really interesting. Because I have been thinking about—there are so many things that 

are special about the early years of Phoenix House, right, and one of them is the diversity. 

Another is, in some ways, the success rate? 

 

De Leon: Yes.  

 

Q: I don't know what the success rate is now at Phoenix House. There were not many options, 

right? The ones that needed it most were the ones that I guess ended up there. 

 

De Leon: Yes. 

 

Q: So it was those that were not only ready, but ready to change? 

 

De Leon: Maybe. It's a good question. It may be—you're right about saying there weren't many 

treatment options, and so many were simply driven, forced, to go to the TC option. It's an 

unanalyzed but a valid point, I think. Has, now, the proliferation of treatment options left 
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Phoenix House, and other the therapeutic communities, with a much smaller pool of people who 

actually need the TC? My question concerning the proliferation of options is, how actually 

effective are they? I don't have a clear picture even as a scientist.  For example, I don't know the 

five-year success rates of Betty Ford [Center]. So we can talk as matter of opinion but I think we 

need more data.  

 A related point is the demand characteristics of the treatment option. TCs were viewed as 

a high demand treatment in terms of longer planned duration and higher intensity of treatment. 

This no doubt contributed to drop out but also treatment selection.  

 

Q: I realize I have lots of tangents I can go off on— 

 

De Leon: Tangents, OK. 

 

Q: No. But I do think I have taken enough of your time for today. Unless, is there something that 

you feel like we have not gotten to that you know that we needed to circle back to? Or that I cut 

you off and detoured around? 

 

De Leon: Well, I think I'm prone to detouring, so I'm not sure. But look, it's a question I really 

have of you, because I felt I probably did some rambling today, and I might have done it last 

time also. I will try to summarize, at least, themes in our conversation within an evolutionary  

framework.  Phoenix House, like other large TC organizations, has advanced as a major human 

service provider.  However, this advance has been at the expense of the TC approach, the fidelity 

of which has been diluted or eroded and has contributed to identity confusion within these 
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organizations.  I am making the distinction between the growth of an organization and the 

refinement of a treatment approach.  A second theme is that, despite the mainstreaming of 

Phoenix House and therapeutic communities in general, conventional science still challenges 

their efficacy, which has undermined resources but also impeded the scientific advance of the 

approach itself.  One example; in 2002 I wrote a proposal to NIDA, which was premised on the 

fact that TCs are effective but could be significantly improved with research that refined peer 

interactions, the key ingredient of the model.  The proposal was rejected after several 

resubmissions, not on scientific merit but on concerns that TCs were not yet proven to be 

effective with randomized control trials and that the TC relies heavily on confrontation, which is 

a pejorative term in the mental health field.  Some peer reviewers were saying that we don't even 

know that confrontation itself works.  I considered the rejection of this proposal to be a 

crossroads point for the future in terms of gaining scientific support for advancing the TC.  And 

the decade or so following this illustration has not produced significant TC research in North 

America. 

 I have two hopes: that the project that you're working on can maybe reawaken interest in 

the TC.  That's one of the reasons why I'm worried about my own discussion in this, because I 

haven't been that focused. I should have been using a PowerPoint as I talked to you.  But I'm 

worried about that.  It may need more conversation.  That's why I've got to see transcripts.  

 

Q: And you get to edit transcripts. 

 

De Leon: Yes. My hope is that you and people like you will get interested in this field. It needs 

smart people who have a global view.  I'll give you my delusion again.  Beginning with my 



  De Leon - Session 2 – 40 
 

experience in Phoenix House, I saw community as method as a profoundly important approach 

for helping people change their lives.  It's not simply addiction.  Sociologists like yourself and 

other people, if you can get any kind of interest in this reawakened, it could move the whole 

evolution forward. 

 

Q: I mean, I have to admit, I'm interviewing a biased sample, because I'm interviewing all of the 

early devotees of the method. 

 

De Leon: Oh, you are, yes. Right. 

 

Q: But anyone reading these transcripts, I can't imagine would walk away not interested in 

therapeutic communities. 

 

De Leon: Well, that's encouraging. And so we'll see. Are you going to be back, or is it all going 

to be transcripts now or what? 

 

Q: I don't know. 

 

 

[END OF INTERVIEW]  


