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REPORT STRUCTURE 

 

I. DEMOGRAPHIC CHARACTERISTICS | Who are the patients that Hazelden Betty Ford serves? 

Descriptive indicators of our patient population. 

II. PATIENT DIAGNOSES | What are the challenges that patients face? 

Examination of the types, co-occurrence, and complexity of our patients’ substance use 

disorders, mental health challenges, and medical diagnoses. 

III. TREATMENT DELIVERY-QUALITY ASSURANCE | What does treatment look like for our patients? 

Metrics include number of patients served by level of care, discharge status, length of 

stay, step down rates, treatment responses as measured by Feedback Informed 

Treatment (FIT) scores.  

IV. CLINICAL OUTCOMES | What are the treatment outcomes we observed? 

Post-discharge outcomes from all levels of care in substance use disorder (SUD) 

programs (Center City, MN; Rancho Mirage, CA; Naples, FL; Newberg, OR)  

including: group comparative analysis, response rates, abstinence rates, craving, 

treatment programs and services participation, peer recovery support attendance, 

recovery capital, and quality of life. 

 

V. FIVE-YEAR TREND DATA | Are there any trends to identify? 

Trend data includes number of encounters, admits, and discharges; most common SUD 

and mental health diagnoses and co-occurring diagnoses; abstinence and quality of life 

rates (additional trends will be added as data become available). 

VI. VOLUMES DATA | Engagement in new patient and alumni initiatives. 

Enrollment into Family and Children's service programs and Life-Long Recovery initiatives.  
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EXECUTIVE SUMMARY 

 

• Across all Hazelden Betty Ford Foundation (HBFF) sites and levels of care, alcohol 
(42.5%), nicotine (19.4%), and cannabis (12.3%) were the most common substance 
use disorders (SUD).  
 

• 72% of HBFF patients had two or more SUD diagnoses and/or co-occurring mental 
health diagnoses. Anxiety (37.5%) and depressive (34.1%) disorders were the two 
most common co-occurring mental health diagnoses. Recent studies have 
found between 56 - 71% of those with any SUD disorder had two or more diagnoses. 
Furthermore, ~46% of those with a SUD were also diagnosed with a mental health 
disorder within the past year.1-3  
 

• FIT scores showed improvement in multiple measures of patient mental health after 

HBFF treatment. Improvements in anxiety, depression, and PTSD symptoms were 

observed most often across all levels of care. 
 

• In 2025, approximately 37% of HBFF patients reported continuous abstinence at 12 
months. One-year continuous abstinence rates for HBFF patients are superior 
to those found in the SUD literature (i.e., 20% - 60%), furthermore, comparative 
estimates of continuous abstinence are often inflated by selective sampling of 
patients.4.5  
 

• Approximately 36% of HBFF patients reported a return to substance use within 6 
months; far less than the 50% - 60% reported in the scientific literature.6 
 

• A 75% medication adherence rate was found among HBFF patients prescribed an 
addiction treatment medication, well above the scientific literature’s reported average 
rates.7 
 

• According to the 2025 Gallup annual Mood of the Nation survey, 81% of U.S. adults 
were very satisfied/somewhat satisfied with their overall quality of life. Summed 
throughout the one-year follow-up period, 86% of Hazelden Betty Ford patients rated 
their overall quality of life as good or better.8 
 

• Throughout 2025, 85% of Hazelden Betty Ford patients rated their overall general 
health as good or better.  
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I. DEMOGRAPHIC CHARACTERISTICS 

Who are the patients that the Hazelden Betty Ford Foundation serves?  
Demographic questions are used to describe and understand the characteristics of the people 
who use our services.  

Figure 1. Age distribution of patients by developmental group   

 

 

Most patients (43%) were between the ages 26-44, followed by ages 45-64 (36%). These 
numbers are consistent with nationwide estimates of individuals who received SUD treatment in 
the past year. 9,10  

Figure 2. Distribution of patients by legal gender listed on government identification  

 
The majority of patients were male (63%), who have a higher prevalence of SUDs and greater 
admissions into treatment.11  
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Figure 3. Distribution of patients by self-reported race 

 

Figure 4. Ethnicity  

 

The majority of patients (90%) identified as Caucasian, and non-Hispanic (91%). Racial minorities 

are underrepresented among the Hazelden Betty Ford patient population, highlighting racial 

disparities in accessing SUD treatment that exists nationwide.9 Relationship and employment 

status are presented in Figures 5 and 6, respectively.  
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Figure 5. Distribution of patients by relational status  

 

 

Figure 6. Distribution of patients by employment status  
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II. PATIENT DIAGNOSES 

What are the challenges that patients face?  
This section presents the frequency and severity of SUDs and co-occurring mental health 
conditions among Hazelden Betty Ford patients. The data were obtained using the final 
discharge diagnosis documented in PowerChart.  
 
Like most individuals struggling with addiction, patients at Hazelden Betty Ford have multiple 
SUD diagnoses.12,13 Furthermore, the co-occurrence of a mental health disorder (e.g. 
depression, anxiety) is the rule rather than the exception among individuals with addiction.8  
 
As shown in Figure 7, only 18% of patients had a single SUD diagnosis. Meanwhile 72% of 
patients had two or more SUD diagnoses, and/or a co-occurring mental health or medical 
diagnosis. 

Figure 7. Percentage of patients by documented final/discharged diagnoses  

 
*Patient Dx not finalized at the time of data collection. 

Substance use disorders are diagnosed on a scale of mild, moderate, or severe. Severity is 
based on the number of symptoms a person has and how much it interferes with daily life.  
 
Table 1 presents the diagnostic severity of SUDs among HBFF patients. Similarly, Table 2 
displays diagnostic severity of mental health conditions. Meanwhile, Table 3 outlines the co-
occurring prevalences among the various SUD and mental health diagnoses.  
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Table 1. Frequency and severity of substance use disorder diagnoses  

 

Table 2. Frequency and severity of mental health diagnoses   
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Table 3. Most Common SUD diagnoses by mental health diagnosis  
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III.TREATMENT DELIVERY – QUALITY ASSURANCE 

What does treatment look like for our patients?  
Quality measures are used to help us understand variations in care, assess the impact of specific 
programs, and guide improvement efforts.  

Encounters per Patient  

In 2025, 9,555 unique patients received care across all Hazelden Betty Ford sites. These unique 
patients, on average, had 2.32 episodes of care (i.e. FIN numbers). As shown in Figure 8, 
approximately 53% of patients accessed more than one episode of care in 2025. As shown in 
Figure 9, of the 21,146 episodes of care provided, 28% were for residential treatment.  

Figure 8. Number/percentage of patients by number of encounters    
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SD = Standard Deviation 

 

Figure 9. Number/percentage of patient encounters by level of care  

 

 

 

 

 

 

 

 

 

 

 

 

 

Though successful outcomes of SUD treatment result from many factors, greater service 
intensity is typically associated with more favorable treatment outcomes.13-15  For residential 
programs, treatment intensity is defined as length of stay (in days), and the number of therapy 
sessions for outpatient programs.  
  
Average Length of Stay (ALOS) in days and Average Number of Treatment Sessions (ANOS)  
for each level of care are shown in Table 4.  

Table 4. Average length of stay and average number of sessions by level of care  

Level of Care n 
Average length of 

stay (± SD) 
Average number of 

sessions (± SD) 

Residential  6046  19.8 (±8.8) 21.5 (±9.2) 

Residential Detoxification  670  2.1 (±1.3) 3.8 (±2.5) 

Dual Enhanced Residential  287  21.5 (±8.6) 21.5 (±8.7) 

Intensive Outpatient  3209  42.7 (±25.5)  19.7 (±12.5) 

Outpatient  1342  67.2 (±48.6) 12.3 (±9.7) 

Day Treatment  2828  23.2 (±12.3) 15.2 (±8.0) 

Virtual Intensive Outpatient  519  41.0 (±24.6) 19.6 (±12.5) 

Dual Enhanced Intensive Outpatient  184  43.0 (±29.2) 20.7 (±15.0) 

Dual Enhanced Day Treatment  313  23.9 (±9.8) 15.3 (±6.8) 

Virtual Outpatient  177  46.8 (±31.5) 10.5 (±7.5) 
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Treatment Response – FIT Assessments  

FIT Assessments are brief questionnaires that assess several patient health features upon entry 
into treatment and throughout the course of HBFF care.  The calculated scores on the following 
questionnaires help guide the course of treatment.  
 
As shown in the following Tables 5 through 5f, symptomology improved following treatment for 
the vast majority of measures.   
 
Commitment to Sobriety Scale (CSS-5): Assesses a person’s commitment to sobriety.   

  
  
 

Table 5. CSS5 scores 
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Self-Efficacy Scale: This single question measures a patient’s confidence in their ability 
to stay clean and sober.  

  
  
 

Table 5a. Self-Efficacy Scale scores 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Generalized Anxiety Disorder (GAD-7): Instrument measures the severity of generalized 
anxiety, panic, social anxiety, and PTSD symptoms.  

  
  
 

Table 5b. GAD-7 scores 
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Patient Health Questionnaire (PHQ-9): Measures the severity of depression symptoms.  
  
  

Table 5c. PHQ-9 scores 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Posttraumatic Stress Disorder (PTSD) Checklist (PCL-5): Assesses the 20 DSM-5 
symptoms of PTSD.  

   
 

Table 5d. PCL-5 scores 
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Desire for Substance Questionnaire (DSQ): Measures craving and desire for substances. 
DSQ Subscale 1– Desire/Intention:  Indicates a patient’s desire or intention to use drugs 
or alcohol.  

 
 
 

 DSQ Subscale 2– Negative Reinforcement: Indicates if the patient feels that using 
drugs or alcohol would reduce their problems and make their life better/easier.  

 

  
  

Table 5e. DSQ scores 
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Working Alliance Inventory – Short Revised (WAI-SR): Examines therapeutic alliance 
between the clinician and their patient.  

WAI Subscale - Bond: Measures the nature of the relationship; Is there trust, 
appreciation, respect.   

 WAI Subscale - Goals: Measures whether the patient agrees with treatment 
goals; Does the therapist understand the goals, do therapist and patient share 
goals, etc.  

 WAI Subscale - Task: Measures the patient’s assessment of the treatment plan 
tactics, or tasks of therapy.  

Table 5f. WAI-SR scores 
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Patient Disposition  
Patient disposition following entry into HBFF care, is defined in terms of “Steps.” Stepped care 
involves matching treatment to patients based on the least intensive intervention that is expected 
to be effective. Based on how the patient responds to treatment, the addiction service provided 
can increase (i.e., step up) or reduce (i.e., step down) the intensity of treatment. This 
approach optimizes the use of resources by reducing unnecessarily intensive treatment.17  
  
In addition to being fiscally responsible, stepped care is crucial in addiction treatment outcomes 
as stepping down provides a gradual, structured transition from intensive to less intensive care, 
helping to prevent relapse by offering continuous clinical support and significantly improving long-
term recovery success.18,19   
  
The steps are labeled:  
 

Step In: The patient’s initial point of entry/encounter into HBFF treatment services.  
 

Step Down: The patient discharges from one level of care and transitions to a less 
intensive level of care within 7 calendar days between encounters (e.g., 
Residential to Outpatient).  

 

Step Up: The patient transitions to a higher level of care within 7 calendar days of 
discharge from a lower level of care.  

 

Step Over: The patient transitions to the same level of care within 7 calendar 
days (e.g., from in-person to virtual intensive outpatient programming). 

  
As shown in Figures 10 through 10d, following their initial point of entry (i.e., Step In), the 
majority of patients step down to a less intensive form of treatment. This indicates 
exceptional matching of patients with the appropriate level of care and demonstrates the 
continuity of care within the HBFF system that many addiction treatment providers do not 
offer. 20, 21  

Figure 10. Stepped care percentages for residential detoxification  
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Figure 10a. Stepped care percentages for residential and dual enhanced residential  

 

 

 

 

 

 

 

 

 

 

Figure 10b. Stepped care percentages for day treatment and dual enhanced day treatment    

 

 

 

 

 

 

 

 

Figure 10c. Stepped care percentages for outpatient and  virtual outpatient 
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Figure 10d. Stepped care percentages for intensive outpatient, virtual intensive outpatient and  

dual enhanced intensive outpatient 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discharge From Treatment  
An Against Medical Advice (AMA) discharge occurs when a patient chooses to leave 
treatment. Meanwhile, an administrative discharge is a provider-initiated, involuntary termination 
of treatment. In either case, premature termination of treatment is associated with negative 
outcomes and re-admissions.22-24  
  
The rates of AMA and administrative discharges were examined across categories of racial 
identity and ethnicity to assess health equity. Overall, there were 3,122 discharges against 
medical advice and 915 administrative discharges at HBFF in 2025. Alaska Natives constituted 
the highest proportion of AMA discharges at 57% (Figure 11).  
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Figure 11. AMA discharges by racial identity  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A relatively higher percentage of AMA discharges were also seen among Middle Eastern clients; 
however, rates were similar among all other racial groups. There was little difference in AMA 
discharges between Hispanic and non-Hispanic clients (Figure 12). Administrative discharges 
did not vary significantly among the identified racial groups (Figure 13) or between Hispanic and 
non-Hispanic clients (Figure 14). 
 

Figure 12. AMA discharges by ethnicity  
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Figure 13. Administrative discharges by racial identity  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 14. Administrative discharges by ethnicity  
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IV. CLINICAL OUTCOMES 

Outcomes for Patients Discharging Between January and December 2025.  
HBFF uses clinical outcomes data to inform quality assurance and improve patient care. Data 
collection specialists with the Butler Center for Research are rigorously trained in the 
standardized administration of various SUD and health measures to ensure data fidelity, integrity, 
and security. Following discharge, a random subset of HBFF patients is selected for post-
discharge clinical outcomes monitoring. Surveys are assigned to patients at 1-, 3-, 6-, 9-, and 12-
months post-discharge. Response rates are calculated as the number of completed surveys 
divided by the number of surveys assigned at each follow-up timepoint. This section presents 
the clinical outcomes data from patients discharged from adult inpatient and outpatient substance 
use programs between January to December of 2025. 

Table 6. Characteristics of patients who were and were not internally 

randomized to receive the survey (N=9046)  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Differences between randomized and non-randomized groups were assessed using chi-square tests (among categories with adequate n's) and Fisher's  
exact tests among categories with smaller n's). ** p < .01, * p < .05, † p < .10  
Note: Number of Diagnoses variable categories are not mutually exclusive. Otherwise, where intra-variable category percents do not total 100% it is  
due to missingness on that variable.  
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Summary  
There were statistically significant differences in race and ethnicity between patients who 
were/were not randomized to receive the survey. However, minoritized demographics are 
purposely oversampled to increase their representation in outcomes collection. There 
was also a higher proportion of patients with multiple SUD and co-occurring mental health 
diagnoses among patients randomized to receive the survey. Table 7 provides a complete list 
of demographics variables that differ between survey completers and non-completers. For 
most characteristics, group differences are relatively small and not clinically meaningful. 
Statistical significance is thought to be driven by the large sample size. Thus, these 
differences may not indicate that survey respondents are not representative of the entire 
HBFF patient population.  
  
Overall response rates are shown in Figure 15 and overall response rates by level of care are 
shown in Figure 15a.  

Table 7. Characteristics of randomized patients who did and 

did not complete at least one survey (N=6161)  

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Differences between randomized and non-randomized groups were assessed 
using chi-square tests (among categories with adequate n's) and Fisher's exact 
tests among categories with smaller n's). ** p < .01, * p < .05, † p < .10  
Note: Number of Diagnoses variable categories are not mutually exclusive. 
Otherwise, where intra-variable category percents do not total 100% it is due to 
missingness on that variable.  
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Figure 15. Response rates  

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: BCR collected follow-up survey data from patients discharged from adult inpatient and outpatient substance use programs who were randomized to receive post-discharge 

surveys in 2025. This analysis includes patients whose encounter status was ‘Discharged’ and who were assigned at least one follow-up survey. Response rates are calculated as 

the number of completed surveys divided by the number of surveys assigned at each follow-up timepoint (1, 3, 6, 9, and 12 months post-discharge). Response rates for later timepoints 

(6+ months) may be artificially low as many patients assigned surveys have not yet reached their survey window close date. Number of surveys (# Surveys) assigned/completed 

includes all surveys with assignment/open dates 60+ days prior to the current date (to capture response rates only among those with ample time to complete assigned surveys; data 

pulled in early February 2026). This differs from all other table/figure logic to best reflect overall response rates.  
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Figure 15. Response rates by level of care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

Response Rates by Level of Care 

NOTE: Number of surveys (# Surveys) assigned/completed includes all surveys with assignment dates 60+ days prior to the 
current date (to capture response rates only among those with ample time to complete assigned surveys). This differs from 
all other table/figure logic to best reflect overall response rates.  
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Abstinence  
Abstinence from alcohol and drugs is a commonly used metric for measuring success in SUD 
treatment. Patients were asked if they were abstinent from alcohol or drugs since they discharged 
or since last surveyed. Figure 16 displays the percentage of patients responding “Yes” to this 
question at each timepoint. Patient-reported abstinence by level of care is shown in Figure 16a. 
 
Finally, abstinence as a function of duration of the treatment period (i.e., length of engagement) is 
shown in Figure 16b, analysis revealed a significant positive association between length of 
engagement and abstinence (i.e., a longer duration of treatment is associated with higher rates 
of abstinence; p<0.05). 

Figure 16. Self-reported abstinence  

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 

 
NOTE: Figure 16 is roughly the inverse of Table 3 (in PPR visuals file), where patients first responded to a general abstinence/return to use question (e.g., "have you used any 
drugs or alcohol"). Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables.  
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included  
variables 

 

Figure 16a. Self-reported abstinence by level of care  

 

Patient Reported Abstinence by Level of Care 
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Figure 16b. Self-reported abstinence by length of engagement  

 

 

 

 

 

 

 

 

 

 

 

 

 
  

Patient Reported Abstinence by Length of Engagement 

NOTE: Number of patients (# Patients) includes survey completers (individual patients) with non-missing information on included variables. Level of analysis: Individual patients 

(one row per patient; ex: 1 pt contributing 5 surveys with abstinence reported 3 of 5 times contributes a personal rate of 60%, and the group rate is the average of all patients' 

personal rates). Significant differences across length of engagement groups were tested on this outcome measure. Where marked, *p < .05 indicating a significant difference 

between that LOE group and the baseline LOE group (Up to 2 weeks of LOE) and that there is a less than 5% probability that the observed results occurred by random chance 

alone (AKA the significant difference is likely real). 
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. Continuous abstinence reflects no return 
to use since discharge at that survey timepoint. If patients had valid information containing data on continued abstinence since discharge at a later timepoint, gaps in missing data 
were filled in using this information. 

Continuous Abstinence  
Continuous abstinence is when a patient reports that they’ve been 100% abstinent since 
discharge, through the current survey point. Figure 17 displays the percentage of patients 
responding “Yes” to this question at each timepoint. Patient-reported continuous abstinence by 
level of care is shown in Figure 17a. Rates of abstinence and continuous abstinence among 
HBFF patients are notably higher than those in the published literature.25-28  
 
Continuous abstinence as a function of duration of the treatment period (i.e., length of 
engagement) is shown in Figure 17b. Analysis revealed a significant positive association between 
length of stay and continuous abstinence (i.e., a longer duration of treatment is associated with 
higher rates of abstinence; p<0.05).  

Figure 17. Self-reported continuous abstinence  

 

 

 

 

 

 

 

 

 

 

 

 

  

Patient Reported Continuous Abstinence 
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Figure 17a. Self-reported continuous abstinence by level of care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient Reported Continuous Abstinence by Level of Care 

NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on 

included variables. Continuous abstinence reflects no return to use since discharge at that survey timepoint. If patients had valid 

information containing data on continued abstinence since discharge at a later timepoint, gaps in missing data from earlier 

timepoints were filled in using this information. 
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Figure 17b. Self-reported continuous abstinence (since discharge/last survey) by length of 

engagement  

 

 

 

 

Recovery Capital  
Recovery capital refers to all the internal and external resources that a person can access in 
support of their recovery process. The BARC-10 is a measure used to the tools and resources a 
patient has available to support their SUD recovery (i.e., recovery capital). 
 
Average BARC-10 scores are shown in Table 8. BARC-10 scores of 47 or higher that are 
sustained over time indicate higher chances for long-term recovery.29 Thus, the percentage of 
HBFF patients with BARC-10 scores of >47 is shown in Table 9. BARC-10 by level of care is 
shown in Table 10 and BARC-10 as a function of duration of the length of engagement is shown 
in Table 11.  

Table 8. Recovery capital – average BARC-10 score    

 

 

 

 

 

 
 
 

 

 

 

Patient Reported Continuous Abstinence by Length of Engagement 

NOTE: Number of patients (# Patients) includes survey completers (individual patients) with non-missing information on included variables. Each patient's continuous abstinence status 
is at their FURTHEST covered timepoint. A patient is counted as "continuously abstinent" if he/she reported abstinence since discharge through their latest covered timepoint. If patients 
had valid information containing data on continued abstinence since discharge at a later timepoint, gaps in missing data from earlier timepoints were filled in using this information. Level 
of analysis: Individual patients (due to cumulative nature of responses). Significant differences across length of engagement groups were tested on this outcome measure. Where marked, 
*p < .05 indicating a significant difference between that LOE group and the baseline LOE group (Up to 2 weeks of LOE) and that there is a less than 5% probability that the observed 
results occurred by random chance alone (AKA the significant difference is likely real). 

 

NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on 
included variables. 
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. 

Table 9. Percentage of patients with BARC-1O scores of 47+ (indicating likely long-term 
remission) at 2+ timepoints  

 

 

 

 

Table 10. Average BARC-10 score by level of care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables and 

relevant timepoints. Counts/rates represent a score of 47+ on the BARC-10 across at least 2 timepoints (which may/may not include the current 

timepoint). Numbers of surveys eligible for inclusion are smaller due to respondents needing to have non-missing information at multiple timepoints 

(ex: To have ANY data at 3 Months, a respondent must have data at BOTH months 3 and 1. Meanwhile, to have ANY data at 12 Months, a 

respondent must have data at BOTH month 12 and one+ prior timepoint). 
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. Values from these 
timepoint-specific descriptive analyses differ from Section E BARC-10 calculations in two ways: (1) Section E pools each patient’s BARC-10 totals across all 
timepoints where they completed all 10 items into a single per-patient mean score; and (2) Section E reports are at the patient level (rather than survey level) to 
satisfy the independence-of-observations statistical assumption required for significance testing. 

Table 11. Average BARC-10 score by length of engagement  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Craving   
Craving is a core feature of all SUDs and plays a significant role in substance use and relapse.30  
Patients were asked to what extent they experienced craving for their substance(s) of choice. As 
shown in Table 12, at each time point, the majority of patients (i.e., 71-79%) reported having no or 
mild cravings.  
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. 

Table 12. Craving for substance(s) of choice (since discharge/last survey)   

 

 

 

 

 

 

Adherence  
Adherence to prescribed SUD treatment medications (e.g., acamprosate or naltrexone) was 
assessed using the question: “Have you taken your anti-craving medication, as prescribed?”   
  
As shown in Table 13, of those patients who have a prescription for an anti-craving medication, 
the majority reported medication compliance. The percentage of patients reporting a prescribed 
treatment medication decreased throughout the year of follow-up. In Table 14 medication 
adherence is shown as a function of SUD diagnosis. Medication adherence was high for all 
diagnostic groups but was substantially greater among patients with opioid use disorder (OUD). 

Table 13. SUD treatment medication prescription and use by follow-up  

 

 

 

 

 

 

 

Table 14. SUD treatment medication prescription and use by diagnosis  
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Continuing care  
Continuing care or “aftercare” is often used to describe treatment that follows an initial episode of 
care. Continuing care includes a variety of modalities such as peer-recovery support and/or self-
help meetings. Active participation in continuing care has been shown to increase positive SUD 
treatment outcomes.31  
  
Patients were asked if they participated in any non-Hazelden Betty Ford addiction treatment 
programs or services since discharge/last follow-up survey (Figure 18).  
 
Figure 18. Percent participation in any non-Hazelden Betty Ford TX programs (since discharge/last survey)  

 
NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. "Tx" = Treatment. 
 

Table 15. Peer recovery group support attendance frequency (since discharge/last survey)  

 

 

 

 

 

 

 

 

 

Patient Participation in any Non-Hazelden Betty Ford Treatment Programs 

NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. Values represent percents (%) 

and counts (#). 
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Quality of Life  
Quality of life has been increasingly recognized as an important indicator of holistic recovery for 
individuals with SUDs. Consideration of an individual's quality of life can benefit assessment and 
treatment of addictive disorders.34  
  
Patients were asked to rate their overall quality of life on a scale from poor to excellent. A significant 
portion of patients rated their quality of life as good or better at every survey follow-up 
period (Figure 19). Generally, quality of life is notably higher among HBFF-treated patients than 
what is typically reported in the scientific literature.32-34  
 
Similarly, patients were asked to rate their overall general health on a scale from poor to excellent. 
Ratings were high at every survey follow-up period (Figure 20).  

Figure 19. Patient self-reported overall quality of life as GOOD or BETTER  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. 
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NOTE: Number of surveys (# Surveys) includes survey completers (individual patients) with non-missing information on included variables. 

Figure 20. Patient self-reported overall general health as GOOD or BETTER  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient Self-Reported Overall General Health GOOD or BETTER 
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 V. FIVE-YEAR TREND DATA 

Are there any trends to identify?  
This section outlines important patient information over the past five years. Trend data helps to 
identify patterns that can improve operational efficiency and patient safety and outcomes. 

Figure 21. Most common SUD diagnoses by percentage of patients by year   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Alcohol-related disorders were the most commonly diagnosed each year for the past 5 years.  

Figure 22. Most common SUD diagnoses by percentage of patients with a severe diagnosis   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Alcohol-related disorders were diagnosed as the most severe each year for the past 5 years.  

Most Common SUD by Percentage of Patients by Year 

Most Common SUD by Percentage of Patients with a Severe Diagnosis 
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Figure 23. Co-occurring SUD diagnoses by percentage of patients  

 

Over the past 5 years, the most patients had SUD and at least 1 mental health diagnosis. 

Figure 24. Average number of diagnoses per patient by year    

 

 

 

 

 

 

 

 

 

 

 

 

The average number of diagnoses per patient was found to be consistent over the past 5 years.  

Co-Occurring Diagnosis by Percentage of Patients 

Average Number of Diagnoses per Patient by Year 
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 Figure 25. Most common mental health diagnoses by percentage of patients   

 

Anxiety disorders were the most common dual diagnoses each year for the past 5 years.  

Figure 26. Number of unique patients by admission year   

 

The number of patients admitted decreased each year for the past 2 years.  

 

Most Common Mental Health  Diagnosis by Percentage of Patients 

Number of Unique Patients by Admission Year 
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Figure 27. Number of encounters by admission year   

 

The number of unique encounters decreased each year for the past 2 years.  

Figure 28. Average number of encounters per patient   

 

The average number of encounters per patient was relatively consistent over the past year, 
only varying by ±0.1.  

 

 

Number of Encounters by Admission Year 

Average Number of Encounters per Patient 
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Figure 29. Patients by race by admission year   

The majority of patients identified as Caucasian over the past 5 years.  

 

 

 

 

 

 

 

 

 

Patients by Race by Admission Year Patients by Race by Admission Year 
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Figure 30. Patients by ethnicity by admission year   

 

 

 

 

 

 

 

 

 

 

 

 

 

The majority of patients identified  as non-Hispanic over the past 5 years.  

Figure 31. Percentage of successful discharges by year  

 

Successful discharges are all discharges that are not AMA or Administrative discharges.  
In 2025, the number of successful discharges were greater than the past two years. 

Percentage of Successful Discharges by Year 

Patients by Ethnicity by Admission Year 
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Table 16. Percentage of successful discharges by race   

 

Caucasian patients were less likely to be administratively discharged. This finding is generally 
consistent over the  past 5 years.  

 

Figure 32. Percentage of successful discharges by ethnicity    

 

The data indicates a slight decrease in successful discharge rates over the past 3 years, across 
all ethnic groups.  

Percentage of Successful Discharges by Ethnicity 
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Figure 33. Percentage of AMA discharges by year   

 

The percentage of AMA discharges decreased over the past two years.  
 
Table 17. Percentage of AMA discharges by race   

 

Caucasian patients were less likely to be discharged AMA. This finding is generally consistent 
over the past 5 years.  
 

Percentage of AMA Discharges by Year 
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Figure 34. Percentage of AMA discharges by ethnicity   

 

Non-Hispanic patients were less likely to be discharged AMA, over the past 5 years.  
  
Figure 35. Percentage of administrative discharges by year   

 

The percentage of administrative discharges in 2025 was lower in comparison to 2024 and 2023, 
but higher than 2022 and 2021.  
  

Percentage of AMA Discharges by Ethnicity 

Percentage of Administrative Discharges by Year 
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Table 18. Percentage of administrative discharges by race   

 

Caucasian patients were less likely to be administratively discharged. This finding is generally 
consistent over the past 5 years.  

 

Figure 36. Percentage of administrative discharges by ethnicity   

 

Non-Hispanic patients were less likely to be administratively discharged, over the past 5 years.  

 

 

 

 

 

Percentage of Administrative Discharges by Ethnicity 
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Figure 37. Average step-down rate across all levels of care by year   

 

 

 

 

 

 

 

 

 

 

 

 

Over the past 5 years, the percentage of patient step-down rates have remained relatively consistent.  

 
Figure 38. Abstinence rates by year   

 

Abstinence rates have remained consistent over the past 5 years.   

Step Down Rates Across All Levels of Care 

Abstinence Rates by Year 
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Figure 39. Continuously abstinent rates by year   

 

Within the past 5 years, rates of continuous abstinence peaked in 2021 and subsequently saw a 
decrease over the next 4 years.  
 
Figure 40. Percentage of medication adherence by year   

 

In 2025, medication adherence was lower than in the previous 3 years.  

Continuously Abstinent Rates by Year 

Percentage of Medication Adherence by Year 
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Figure 41. Peer recovery support attendance by year  

 

Over the past 5 years, peer recovery support attendance has remained relatively consistent.   
 
Figure 42. Percentage of patients reporting GOOD or BETTER quality of life by year   

 

Over the past 5 years, the percentage of patients reporting GOOD or BETTER quality of life has 
remained relatively consistent. 
 

Peer Recovery Support Attendance by Year 

Percentage of Patients Reporting GOOD or BETTER Quality of Life by Year 
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VI.VOLUMES DATA 

Engagement in new patient and alumni initiatives.  
Families supporting loved ones with SUDs often shoulder profound emotional, psychological, 
and functional challenges. The family-focused SUD programs at HBFF seek to support 
families of loved ones with SUDs. Figure 43 details the engagement in these various services.   
 

Figure 43. Family services volumes   

 

Life-Long Recovery (LLR)  

At Hazelden Betty Ford Foundation we recognize that recovery is a lifelong process requiring 
sustained support beyond initial treatment.  Life-long recovery (LLR) is a program improvement 
initiative designed to strengthen HBFF’s aftercare offerings by enhancing the structure and 
frequency of recovery support through increased check-in calls and increased engagement with 
alumni programming and the MORE (My Ongoing Recovery Experience) for Lifelong Recovery 
digital platform. These enhancements aim to improve patient outcomes such as quality of 
life, recovery capital, and relapse prevention.   
  
Figure 44 presents LLR enrollment at the two treatment facilities at which it has been piloted. 
Figure 45 shows the two most common SUD diagnoses at each facility, and Figure 46 shows the 
two most common mental health conditions. Response rates to LLR coaching calls are shown in 
Table 19. LLR data collection was still ongoing at end of 2025. 
 
Treatment outcomes for LLR participants are shown in Figure 48 (Quality of Life), Figure 49 
(Return to Use), and Figure 50 (Recovery Capital). 
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Figure 44. Lifelong recovery enrollment  

 

 

 

Table 19. Lifelong recovery coaching response rates 

 

 

 

 

 

Figure 45. Two most common substance use disorders - Center City and Rancho Mirage   

 

Figure 46. Two most common mental health conditions - Center City and Rancho Mirage   
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Figure 47. Alumni 14-day call   

 

Table 20. Response rates to alumni coaching calls   

 

Figure 48. Quality of life   
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Figure 49. Return to use   

 

Figure 50. Recovery capital  
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GLOSSARY 

Administrative discharge:  A provider-initiated, involuntary termination of treatment. 
  
AMA: Against Medical Advice; When a patient chooses to leave treatment without the support of the attending health 

professional. 
  
ALOS: Average Length of Stay; calculated by taking the number of days from the discharged encounter divided by the 

number of total discharged encounters.   
  
ANOS: Average Number of Sessions; calculated by taking the number of sessions from the discharged encounters divided 

by the number of total discharged encounters.  
  
Day Treatment: also known as partial hospitalization, this is the highest level of outpatient drug and alcohol rehab available, 

with programming that typically meets 4-5 days a week for five to six hours a day for approximately 3-4 weeks. 
Some people start drug rehab in day treatment level of care and others transition into this program after completing 
residential addiction treatment.  

  
Employment Status: patients were allowed to select as many responses as were applicable.  
  
FIN: Financial Identification Number; unique patient identifier assigned to individuals per episode of care.  
  
Intensive Outpatient: treatment is 3-4 days a week and includes a variety of groups and individual sessions. Clients may 

be able to attend school or work while also living at home. Treatment lasts approximately 6-8 weeks.  
  
Legal Gender: refers to gender listed on a government issued document (i.e., birth certificate, driver’s license). Patients 

were asked both their legal gender identity and their gender identity.  
  
Levels of Care: several factors, including severity and length of time someone has used drugs or alcohol impact the decision 

of which type of care to seek. For this reason, different levels of care exist within the addiction treatment 
industry (i.e.: residential detoxification, residential, day treatment, intensive outpatient, outpatient).  

  
Mental Health: services are available to new patients, current patients enrolled in substance use programming, family 

members, and concerned significant others of individuals who have a substance use disorder.  
  
Outpatient: for those who are demonstrating stability in many areas and can benefit from less frequent clinical support in 

weekly group settings and monthly individual sessions. The number of sessions may be reduced as your clinical 
milestones are met. These groups are available for those who may be transitioning from a more structured treatment 
setting or may be a place to start to explore benefits of a recovery lifestyle.  

  
Patient Encounter: a patient interaction with the health care system. An encounter can happen as an inpatient, an 

outpatient, and with a clinic visit.  
   
PowerChart: An electronic medical record (EMR) system developed by Cerner Corporation, designed to streamline patient 

care and optimize clinical workflows in healthcare settings. 
  
Race/Ethnicity: race and ethnicity were self-reported.  
  
Residential: recommended for individuals whose use and symptoms may make it difficult to manage at other levels of care. 

Patients live on campus for approximately 4-6 weeks and participate in both individual and group therapy; social 
support, education, and skills development are also provided. Staff are present 24 hours a day, 7 days per week.  

  
Residential Detoxification: an initial step in the addiction treatment process, withdrawal symptoms are 

medically managed and clients are overseen by medical professionals. Individuals remain until they are physically 
and psychologically stabilized.  

 

MORE INFORMATION 

Data sources for this report include the CDU 
(cerner_encounter_dm, cerner_patient_dm, cerner_encounter_diagnosis_pc_dm, cerner_cm_by_fin_dm, axiom_goal_dm & cerner_e
ncounter_engagement_enhanced_dm, cerner_fit_rollup_dm) and survey data from the Butler Center for Research SRS platform 
(srs_respondent_survey_bcr_dm, srs_respondent_survey_dm).  
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