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ABSTRACT 

JULIA CEASE 

COURT-MANDATED SUBSTANCE USE TREATMENT: IMPLICATIONS FOR 

TREATMENT ADHERENCE BASED ON DRUG OF CHOICE  

 

AUGUST 2019 

 

  The ongoing opioid and stimulant epidemics place a significant burden on 

individuals, their families, and the broader community.  The prevalence rates of 

substance use disorders (SUDs) among women in particular are accelerating quickly, and 

the criminal justice system is increasingly involved in the intervention process.  A 

significant body of research has generated broad programmatic approaches to treatment; 

however, differentiations between the SUDs defined by drug of choice (DOC) are not 

well understood and therefore largely overlooked in treatment approaches.  The 

researcher designed a study to explore this additional layer, theorizing that women’s 

primary drug of choice (opioids versus stimulants) may reflect an approach or avoidance 

pattern to stimuli mimicking the stimulus effects of the drug itself.  Researchers have 

observed that approach-avoidance dynamics activate motivational systems, which 

positively or negatively influence individuals’ affective evaluation of incoming stimuli 

(Neumann & Strack, 2000).  These dynamics in turn serve as antecedents to active 

behavioral engagement necessary for the successful completion of a substance use 

treatment program.   
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 Very little research has specifically examined the relationship between primary 

drug of choice and approach and avoidance tendencies as they may influence treatment-

seeking and treatment-engaging behaviors.  In the current study, the researcher examined 

archival assessment data from 1,561 women court-ordered to participate in residential 

substance use treatment.  A series of Multiple Analyses of Variance were utilized to 

explore factors related to the discrepancies between self-reports of the degree to which 

participants are troubled and the degree to which they place importance on seeking 

treatment counseling for these problems, in addition to clinical judgments of the severity 

of these problems.  Consistent with most of the researcher’s predictions, results indicated 

that individuals who are drawn to opioids as their primary drug of choice have a broader-

reaching tendency to avoid experiences in addition to avoiding pain; similarly, results 

indicated that individuals who are drawn to stimulants as the primary drug of choice also 

have a general approach-oriented tendency for life experiences beyond drug use.  This 

novel approach-avoidance conceptualization is less pathologizing than traditional 

understanding about resistance to treatment and can be utilized to increase patients’ 

readiness for and engagement in mental health treatment.  Implications for theory, 

practice, training, and research and directions for future research are discussed.    
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CHAPTER I 

INTRODUCTION 

 Americans currently receiving substance use treatment number approximately two 

and a half million, although an additional 23 million are in need of treatment to restore 

social, educational, or occupational functioning (National Institute on Drug Abuse 

[NIDA], 2015).  Defined as the recurrent use of substances causing clinically and 

functionally significant impairment (American Psychiatric Association, 2013), the rate of 

substance use disorders (SUDs) has risen from 8.3% in 2002 to 9.4% in the United States 

(US) in 2013 (NIDA, 2016).  The use and abuse of illicit substances creates impacts that 

begin with the individual user and reach far beyond to impact families, communities, 

regions, and nations.   

 Records as far back as 13,000 years ago documented the impacts of mood and 

mind-altering substances on entire communities (Saah, 2005).  In approximately 2000 

B.C., authors recorded the first prohibitionist perspectives when describing the use of 

illicit drugs as degrading oneself like a beast (Crafts, 2000).  During the 17th century, 

societal responses to substance use peaked when reprisal escalated from public 

denouncement to widespread execution (Buxton, Haden, & Mathias, 2008).   

 The challenge of how to best intervene is encumbering to societies.  The majority 

of individuals in modern society consider punishment by itself an archaic approach to 

addressing substance use (Mass Criminalization, n.d.).  When implemented as a 

standalone response, disciplinary approaches ignore the biopsychosocial components 
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psychologists and physicians recognize as the underpinnings of diagnosable mental 

health disorders.  Society’s organized response now originates predominantly from a 

therapeutic treatment perspective.   

 Still, the well-documented link between substance use and criminal activity 

continues to burden judicial systems, which remain divided on the appropriate responses 

to organize (Klag, O’Callaghan, & Creed, 2005; Makkai, 2000).  The advent of drug 

courts arose as a response to the public demand to counter epidemics of illicit drug use 

with a combination of treatment and punitive confinement.  However, while the 

integration of rehabilitation and punishment appears to address an amalgamation of 

approaches, the two remain largely segregated.  The judicial system has the responsibility 

of creating a sequential prioritization of either rehabilitation or punishment; this complex 

responsibility includes discrepancies about whether substance use is a predictor of crime 

(e.g., VanderWaal, McBride, McElrath, & Van Buren, 2001), or crime is a predictor of 

substance use (e.g., Barish, 2008).   

 Judicial responses to substance use also include extensive debates regarding the 

efficacy of mandated mental health treatment (e.g., Dorf & Sabel, 2000).  Although 

gender-specific data related to drug arrests and court mandated treatments are limited, 

overall court-mandated treatment now accounts for more than 42% of individuals 

participating in community-based, residential substance use programming (Taxman, 

Perdoni, & Harrison, 2007).  Although the aim of improving public health through the 

provision of mental health services is well-intended, serious ethical concerns regarding 

the nature of a coercive treatment structure persist.  Traditional drug treatment courts 
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often require participation in Westernized treatment approaches as a condition of 

probation or parole.  Research indicates that attaching conditions of mandatory mental 

health services with one’s ability to secure one’s own liberty may interfere with the 

effectiveness of treatment (Young, 2002).   

 In traditional treatment modalities, the client’s autonomy (Najavits & Weiss, 

1994) and motivation (Rosen, Hiller, Webster, Staton, & Leukefeld, 2004) are well-

established as necessary components.  When individuals initiate engagement in a 

treatment opportunity, they are more likely to develop problem recognition and an 

ongoing desire for help (Rosen et al., 2004).  Those who study mandatory drug treatment 

programming focus primarily on expanding the provision of programmatic components 

(Bouffard & Smith, 2005; Reif et al., 2014).  Additions and expansions to existing 

programming operate from an assumption that presenting individuals with an opportunity 

to participate in treatment programming results in individuals seizing the opportunity.   

While counseling psychologists have not traditionally focused particularly on 

addressing substance abuse, there are compelling reasons to do so. Advocates of 

traditional treatment programs have typically focused extensively or even exclusively on 

the treatment of the disorder itself without intentionally integrating considerations of 

contributing psychosocial factors related to the individual’s interpersonal dynamics, 

social location, spiritual practices, and cultural norms (Datchi & Ancis, 2017; Miller & 

Carroll, 2006), critical contextual tenets of counseling psychology.  Incorporating the 

myriad of influences on individuals’ functioning from developmental, vocational, and 
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multicultural perspectives is key to holistic treatment and healing (Martin, Burrow-

Sánchez, Iwamoto, Glidden-Tracey, & Vaughan, 2016). 

 Researchers categorize current substance use epidemics into two predominant 

groups: addictions to stimulants (e.g., cocaine, methamphetamine) and addictions to 

opioids (Inciardi, 2008).  Stimulants create an additive experience when users are under 

the influence such that they engender euphoria or mania (MacLaren, 2017).  Opioids, by 

contrast, create a subtractive experience when the user is under the influence; opioid use 

focuses on the removal of pain and the numbing of emotional sensation (Coleman, 2016).   

In the current study, the researcher explored whether a connection exists between 

the desire to create an additive experience as exhibited by primary drug of choice (e.g., 

cocaine or methamphetamine) and the desire to engage in treatment services.  The 

researcher also explored the potential association between the desire to create a 

subtractive experience as exhibited by primary drug of choice (e.g., heroin) and a desire 

to remain disengaged from treatment services.  Results may be used to facilitate the 

development of specific psychoeducational interventions to increase treatment readiness 

and compliance.   

Research Questions 

 

The research questions that guided the current investigation were as follows: 

1. Do individuals’ reports of the number of days they have experienced problems (i.e., 

employment/school, social, family, medical, and drug/alcohol) in the prior 30 days 

and the degree to which they report being troubled or bothered by these problems in 

the past 30 days differ between individuals addicted to opioids and stimulants?   
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2. Do individuals’ reports of how troubled or bothered they are by problems (i.e., 

employment/school, social, family, medical, and drug/alcohol) in the 30 days prior to 

court-mandated substance use treatment and the degree of importance they place on 

seeking treatment for these problems differ between individuals addicted to opioids 

and stimulants? 

3. Do individuals’ expressed degree of importance for seeking treatment for problems 

(i.e., employment/school, social, family, medical, and drug/alcohol) and the clinical 

judgment of the severity of the individuals’ problems differ between individuals 

addicted to opioids and stimulants? 

4. Is there a discrepancy between populations of individuals addicted to opioids or 

stimulants related to how individuals telescope, or progress through the stages and 

milestones (e.g., age at first use of primary DOC, secondary DOC, tertiary DOC and 

first admittance to residential treatment) of substance use? 
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CHAPTER II 

LITERATURE REVIEW 

Scope of Concern and Impact  

 On an average day in the US, 2,755 young adults between the ages of 18 and 25 

use an illegal substance for the first time (Substance Abuse and Mental Health Services 

Administration [SAMHSA], Center for Behavioral Health Statistics and Quality, 2014).  

Such early exposure is a significant contributing factor to the 20.8 million individuals 

aged 12 and over who met the criteria for a SUD in the US in 2015 (US Department of 

Health and Human Services, 2016).   Researchers expect the prevalence rates of SUDs 

across all genders and all racial/ethnic groups to continue to rise by the year 2020 (Han, 

Gfroerer, Colliver, & Penne, 2009).   

 Treatment providers traditionally assumed that SUDs develop after years of 

persistent use (Feuerlein, Küfner, & Soyka, 1989).  However, recent data indicate that the 

transition from substance use to disorder occurs relatively quickly, often within 3 years of 

initial use with the highest density of the onset of substance use disorders occurring 

between 10 and 19 years of age (Wittchen et al., 2008).   

 Not only are rates of use higher and the onsets generally earlier than previously 

thought, but the availability and potency of illicit substances are also increasing.  In 

Texas alone, recent trends indicate the sale of methamphetamine is the number one threat 

because it is available on the market with increasingly greater potency and purity; the sale 
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of heroin is a parallel threat as users are ever-younger and there is a 40% rise in the 

acreage used to grow the crop (Maxwell, 2016).  Although it is evident that the 

prevalence and potency of illicit substances is increasing, little is known about the 

developing chemical toxicities of these drugs and their effects on addiction (Ayres & 

Bond, 2012).   

 While the word epidemic describes the current state of drug use in the US, for the 

majority of the country’s history, SUDs as a broad category were not a state or national 

health priority (Whiteford et al., 2013).  Prior to the 20th century, mind and mood-

altering substances were innocently and legally embedded into the everyday fabric of 

American life.  For example, following the Civil War in the 1860s, opium became a 

popular medicinal crop at markets; as a pain reliever, it had a high market value and low 

transporting costs due to its light weight (Fearon & Laitin, 2003).  Opium lost its 

popularity as more potent and easily extractable drugs like cocaine became available in 

the 1880s (Melzack, 1990).  Soon thereafter, coca, the basis of cocaine, was regularly 

used as an ingredient in wines, soda drinks, anesthetics, and impotency medications 

(Karch, 1999).  Other substances such as heroin, morphine, Quaaludes, and 

methamphetamine were also initially legally marketed as medicinal, treating symptoms 

such as diarrhea, coughs, insomnia, and depression (Alder, 2013).   

 During the 20th century, medical professionals began to realize that psychotropic 

substances often coupled with addictive potential (Fearon & Laitin, 2003).  Beginning in 

1906, the Pure Food and Drug Act required the simple labeling of all substances 

(Greeley, 1907), and shortly later in 1914, the Harrison Narcotics Act restricted the 
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production and sale of several substances including heroin, morphine, and cocaine (King, 

1952).  The latter was a federal policy aimed directly at criminalizing the dispense of 

substances by medical professionals, and thousands of physicians were subsequently 

fined or jailed for noncompliance in the years that followed (Trebach, 1982).   

 One of the earliest legal cases that alluded to actual treatment of substance use, 

Webb et al., v. United States, targeted physicians and resulted in a Supreme Court ruling 

barring doctors from having the freedom and discretion to slowly taper the medications 

of clients suspected of having an addiction (1919).  Decades later, legal experts attempted 

a sterner approach at deterrence: in the 1950s, the Narcotics Control Act (NCA) 

established a law enforcement strategy charged with controlling the use and sales of 

drugs through steep criminal penalties (Eldridge, 1962).  The NCA was “the most 

punitive and repressive anti-narcotics legislation ever adopted by Congress” 

(McWilliams, 1990, p. 116).  This act created mandatory punitive guidelines including 

long-term parole sentences for first-time offenders and the potential for the death penalty 

for individuals caught selling drugs (McWilliams, 1990).   

In 1966, the Narcotics Addict Rehabilitation Act (NARA) appeared as the first 

legislation to conceptualize drug use as a mental illness (Leukefeld & Tims, 1990).  

Shortly after, President Nixon declared a war on drugs and the Federal White Paper on 

Drug Abuse recommended federal funding for substance use treatment for the first time; 

however, significant efforts toward the provision of rehabilitation were unrealized 

(Inciardi, 1986).  In 1982, the federal government transferred the responsibility for the 

provision of drug treatment services to individual states (Gerstein & Harwood, 1992).  
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In the 1980s and 1990s, 12-step self-help approaches to substance use treatment 

burgeoned.  These programs became popularized as they centered on the development of 

special groups focused on the treatment of unique populations.  While legislation passed 

that increasingly criminalized substance use, other federal approaches gradually evolved 

to recognize substance use as a mental illness.  For example, the Americans with 

Disabilities Act (ADA) expanded to include protective factors for those experiencing 

addictions that impede work performance (Henderson, 1991). 

 Approaches to substance use treatment expanded as legislation increasingly 

recognized addiction as a public mental health concern.  Sharp escalations in the use of 

substances and their evolving chemical compositions highlighted the need to 

acknowledge and address the burden substance abuse inflicts on society (Whiteford et al., 

2013).    

Notably, historic rates and patterns of substance use are difficult to ascertain 

because of the evolving definitions of related diagnostic terms.  In the original Diagnostic 

and Statistics Manual, DSM-I, “Drug Addiction” was classified as a secondary diagnosis 

to “Sociopathic Personality Disturbances” (American Psychiatric Association, 1952).  

Only as recently as 1980 were these disorders classified as independent and primary 

diagnoses (American Psychiatric Association, 1980), and therefore data only exist 

regarding the trending progressions of these disorders within modern society.  

Estimations of the national prevalence rates for SUDs for individuals across a 12-month 

period are 3.9% and for individuals across a lifetime, 9.9% (Grant et al., 2016). 
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 Despite the limitations of the varying definitions of clinically impairing levels of 

chronic substance use over time, a steep progression in drug use is evident throughout the 

previous half-century in the US.  For example, during the 1960s, the first Gallup poll to 

survey US households reported only 4% of individuals had experimented with marijuana 

with 34% reporting they were unaware of the effects of marijuana on a person (Robison, 

2002).   In 1973, a follow-up Gallup poll revealed 12% of individuals had tried 

marijuana, and by 1977, twice as many (24%) individuals had tried marijuana (Robison, 

2002).  

 However, diagnoses do not rely necessarily on patterns of use, but instead on the 

degree of clinically significant impairment and distress caused by the use.  SUDs are 

commonly defined as occurring “when the recurrent use of alcohol and/or drugs causes 

clinically significant impairment, including health problems, disability, and failure to 

meet major responsibilities at work, school, or home” (SAMHSA, 2017, para. 9).  The 

current edition of the DSM similarly describes SUDs as “a cluster of cognitive, 

behavioral, and physiological symptoms indicating that the individual continues using the 

substance despite significant substance-related problems” (American Psychiatric 

Association, 2013, p. 483). 

Individual and Societal Burden 

 Understanding both the individual and population burdens is critical to developing 

appropriate preventative and intervening treatment regimens (Jeffrey, 1989).  Individual 

impacts include the deleterious effects of substance use on individuals’ physiological and 
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psychological well-being.  While the short-term effects are often treatable, long-term use 

significantly increases the chances of chronic physiological and psychological problems.   

Ongoing consumption of substances at high doses can affect nearly every organ 

system in the human body (American Psychiatric Association, 2013).  Long-term 

consequences of substance-related diagnoses include premature effects of aging on the 

brain (Dowling, Weiss, & Condon, 2008), diminished brain-reward thresholds (Jha, 

Knapp, & Kornetsky, 2004), development of neurotoxicity (Dowling et al., 2008), 

cardiovascular complications (Frishman, Del Vecchio, Sanal, & Ismail, 2002a; Frishman, 

Del Vecchio, Sanal, & Ismail, 2002b), kidney disease (Vupputuri et al., 2004), and 

diabetes (Johnson, Bazargan, & Cherpitel, 2001).  Chronic substance use can lead to 

gastrointestinal conditions, acute respiratory disorders, diabetes, hypertension, and 

malignant neoplasms (Dickey, Normand, Weiss, Drake, & Azeni, 2002).    

Chronic substance use can also cause harmful and irreversible effects on an 

individual’s brain circuitry (Leshner, 2001).  For example, reward thresholds expand so 

that they are no longer naturally attainable (Koob & Le Moal, 2001).   This dysregulation 

of individuals’ neurochemical balance hinders the ability to function normally without 

the assistance of the synthetic chemical boosts created by substance use.  The positive 

reinforcement created by the substance also creates a biological feedback loop that 

sustains the addiction cycle, further inhibiting individuals from focusing on goals 

unrelated to attaining the resultant high (Giancola, Shoal, & Mezzich, 2001).  

The psychological burdens of substance addiction are often results of the 

cascading effects of significant structural abnormalities in the brain cause by the 
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substance use (Ersche, Williams, Robbins, & Bullmore, 2013).   For example, increased 

activity in the neurological reward circuitry causes decreased activity in other areas of the 

brain including the emotional control center (Ashcraft & Radvansky, 2010), which results 

in emotional instability and is detrimental to partnerships, employment, and family 

systems.   

Significant decreases in the gray matter in the brains of individuals affected by 

SUDs relate to decreases in the ability to discern actively appropriate behavioral and 

cognitive interactions with the environment (Ersche et al., 2013).  This impairment can 

manifest in maladaptive approaches to cognitive processing (Medford & Critchley, 

2010), increased obsessions and compulsions (Radua, Van Den Heuvel, Surguladze, & 

Mataix-Cols, 2010), and overall decision-making deficits (Clark & Robbins, 2002).    

The psychological effects of SUDs on individuals also include the debilitating 

effects of stigmatization of accompanying mental health concerns, including depression 

(Hogan, Maxwell, Fung, & Ebly, 2002), anxiety (Taylor, 2014), posttraumatic stress 

disorder (PTSD; Solomon, Gerrity, & Muff, 1992), and decision-making impairments 

(Bechara & Damasio, 2002).  Stigma can also have a commanding effect on 

psychological well-being by increasing both interpersonal stressors and the likelihood of 

discrimination.  For example, access to education, social support, and adequate medical 

care diminish for individuals diagnosed with a SUD (Link & Phelan, 2006).  

Both individuals and society shoulder the social, psychological, and financial 

costs of treating people with substance use disorders.  Addressing the legal factors 

affecting an increasing number of individuals complicates treating the presenting 
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concerns related directly to substance use.  Over 60% of individuals involved with the 

criminal justice system have substance use concerns and more than one-third have both 

substance use and other significant mental health concerns (Hyde, 2012).   

Illicit drug use increases individuals’ chances of becoming involved in illegal 

behaviors and the criminal justice system (Hyde, 2012) and decreases their ability to 

identify ways substance use can create failure to thrive in society (Belenko, Hiller, & 

Hamilton, 2013).  The average sentence for drug offenses is 7¼ years (Motivans, 2009) 

and the financial costs exceed $160 billion annually in the US alone (Klag et al., 2005).  

Almost two-thirds of inmates with a substance use disorder diagnosis released will 

reenter the criminal justice system within 36 months (Mumola & Karberg, 2006).   

Additionally, the drug epidemics witnessed currently in the US disproportionately 

affect marginalized and minority populations.  In The Rich Get Richer and the Poor Get 

Prison, Reiman and Leighton (2015) highlighted the grim reality that people from lower 

socioeconomic backgrounds are arrested, charged, convicted, and sentenced to harsher 

terms at a higher rate than their peers from wealthier neighborhoods.  Wealthy 

individuals have more access to better treatment as exemplified by the language of drug 

policy.  For example, the law targets possession of 5 grams of crack cocaine, more often 

found in poor, inner-city, predominantly Black or Latinx neighborhoods, with a 

punishment of the same rate as possessing 500 grams of cocaine, its more expensive 

counterpart, more often found in wealthy, suburban, predominantly White neighborhoods 

(Reiman & Leighton, 2015).   Researchers have consistently documented the racial bias 

in substance use related arrests, noting, “racial disparities in drug arrests cannot be 
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explained by differences in drug offending, nondrug offending, or residing in the kinds of 

neighborhoods likely to have heavy police emphasis on drug offending” (Mitchell & 

Caudy, 2015, p. 288). 

 Substance use not only affects people individually, but it also compromises 

familial stability.  Individuals within families often develop compensatory strategies 

aimed at resolving emotional deficiencies (Brown & Lewis, 2002).   These interpersonal 

dynamics can manifest in the display of relational dependency (Casillas & Clark, 2002), 

the formation of maladaptive attachment styles (Winham et al., 2015), and heightened 

exhibition of attention deficits (Molina & Pelham, 2014).  As family members adjust to 

accommodate the individual’s substance use, they give way to an unstable system in 

which they tend to feel lonely, helpless, and afraid of abandonment.   

This volatile environment is often further exacerbated by escalating financial 

uncertainties which are both a product of substance use and a precursor for substance use 

among other family members (Low, Sinclair, & Shortt, 2012).   This tension can be 

particularly inflammatory as illicit drug use is linked to higher rates of aggression and 

violence inside and outside of the home (Duke, Smith, Oberleitner, Westphal, & McKee, 

2017).   The effects of SUDs extend beyond the localized impact within single family 

dwellings. 

Increasing levels of substance use also impact state-level, regional, and national 

entities.  Stakeholders, including emergency responders, criminal justice system 

professionals, social services’ employees, mental health professionals, Child Protective 

Services (CPS) workers, and policymakers (Burns, Coleman-Cowger, & Breen, 2016) 
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charged with responding to the individual, are increasingly burdened.  For example, over 

a 5-year period, the number of drug-related emergency room visits increased by more 

than 80% to reach nearly 4.5 million visits in 2009 (Substance Abuse, 2009).  The 

international scale of the disease burden also creates global impacts; SUDs account for 

nearly 15% of worldwide physical and mental health concerns (Whiteford, Ferrari, 

Degenhardt, Feigin, & Vos, 2015).  Globally, the cost of SUDs equates to 2% of 

countries’ economies. 

 The burden of substance use on societies across the world also includes 

consideration of the highly correlative criminogenic factors related to their use.  

Approximately 80% of offenses committed in the US that result in time served in jail or 

prison relate to substance use (The National Council on Alcoholism and Drug 

Dependence, Inc. [NCADD], 2015), with 60% of arrestees testing positive for illegal 

substances at the time of their arrest (NCADD, 2015).  Moreover, nearly 20% of federal 

and state inmates report they committed their current charge in order to secure the 

financial means to purchase drugs (Mumola & Karberg, 2006), and nearly half of all 

incarcerated individuals remain clinically addicted to an illicit mind or mood-altering 

substance (NCADD, 2015).   

  Although the comprehensive burden of SUDs on society appears to be increasing 

according to Projections of National Expenditures for Treatment of Mental and Substance 

Use Disorders (SAMHSA, 2014), spending on treatment for SUDs is expected to slow 

over the course of the next decade in response to recent national legislation.  Reductions 

in spending on the lengths of stay allocated at specialized inpatient treatment centers, 
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closures of psychiatric hospitals that specialize in SUD treatment, and the increase of 

trends to treat SUDs medicinally without the adjunct of counseling services all contribute 

to the spending decrease (SAMHSA, 2014).  These recent legislative decisions are 

disparate from the projected need for treatment according to the escalating rates of SUDs.   

In 2017, the new presidential administration acknowledged the escalating SUD crisis, but 

the legislative abandonment of a mandatory health care package is widely viewed as an 

abandonment of the provision of SUD treatment as well (Clark, 2017). 

Demographics 

 Nearly 10%—25 million Americans ages 12 or older—reported having used an 

illicit drug in the past month (NIDA, 2015).  While overall illicit drug use has continued 

to rise in recent years, noteworthy trends pertaining to gender persist (Lewis, Hoffman, & 

Nixon, 2014).  Historically, men are more likely to use all types of illicit drugs and for 

use to lead to hospitalization; however, the rates of women’s use are escalating more 

rapidly than men’s (NIDA, 2016).  Notably, the current researcher was unable to locate 

studies examining the direct relationship between gender and specific drug of choice.  

However, the gender similarities hypothesis posits that psychological similarities across 

genders are prevalent (Hyde, 2005) and therefore both gender-specific and gender-

nonspecific literature is incorporated in the current review. 

 The rate of illicit drug use is 4.2% higher for men than for women in the US, and 

men are also more likely to be using multiple potent, illicit drugs (e.g., cocaine) at a rate 

doubled of women’s (Substance Abuse, 2013).  The rates of substance use across all 

racial and ethnic backgrounds steadily increased over the course of the previous decade 
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(Substance Abuse, 2013).  Asians endorse the lowest rate of substance use at 3.1%., 

while Latinx, White, and Black individuals represent a prevalence rate of 8-10% 

(Substance Abuse, 2013).  Native American and multiracial individuals comprise the 

highest prevalence rate at 17.4% (Substance Abuse, 2013).  Information related to 

primary drug of choice as it varies by racial and ethnic groups is not well established 

(McCabe et al., 2007).   

 By contrast, the relationship between prevalence rates of substance use and sexual 

and gender minority individuals is well-established (Marshal et al., 2008).  Meta-analytic 

data indicates the prevalence rate for SUDs in lesbian, gay, bisexual, or transgender 

(LGBT) youth is at minimum 190% higher than for their heterosexual, cisgender peers 

and as much as 400% higher for youth who are sexual and gender minorities (Marshal et 

al., 2008).  Minority stress theory posits that experiencing a hostile or oppressive social 

environment increases the mental health concerns of minority individuals (Meyer, 2003).  

The vulnerability to substance use may be a coping strategy for managing significant 

sexual orientation stressors related to marginalization and discrimination (Mereish, 

O’Cleirigh, & Bradford, 2014).   

 Gender differences are particularly evident.  While men tend to encounter the 

initial milestone of exposure to illicit drugs at earlier ages (Greenfield, Back, Lawson, & 

Brady, 2010), researchers have found that women progress through the stages or 

milestones of substance use more rapidly (Diehl et al., 2007; Ehlers, Wall, Betancourt, & 

Gilder, 2004).  This process, referred to as telescoping, includes both negative milestones 

(e.g., the progression from initial use to regular use), as well as positive milestones (e.g., 
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engagement in or reentry to treatment) (Lewis et al., 2014).  The tendency for women to 

telescope from initial use to problematic use at faster rates than men may be attributable 

to later introduction to substances and reflects the viability of sociocultural influences 

compared to biological variations between groups (Johnson, Richter, Kleber, McLellan, 

& Carise, 2005).  

 For the current investigation, the researcher focused on women as the population 

of interest.  Women are particularly vulnerable to the compounding effects of substance 

use, typically presenting for treatment displaying greater declines in physical health, 

higher rates of anxiety, and more extensive histories of abuse compared to men 

(Henskens, Mulder, Garretsen, Bongers, & Sturmans, 2005).  Although many researchers 

have investigated gender-specific factors related to SUDs, few researchers have 

translated the needs into gender-specific treatment applications (Datchi & Ancis, 2017; 

Tripodi & Pettus-Davis, 2013), an omission the current researcher hopes her findings are 

used to help correct.  

 Women’s substance use has particular considerations. For example, nearly 11% of 

nonpregnant women and 6% of pregnant women (representing 380,000 live births) 

reported using illegal mind or mood-altering substances within the past 30 days 

(Substance Abuse, 2013).  Substance use rates are rising in female populations.  For 

example, the period from 2000-2009 resulted in a fivefold increase in opioid use among 

pregnant women alone (Forray, 2016).  The National Survey on Drug Use and Health 

indicated that 84% of women who meet the full criteria for a SUD diagnosis do not 

receive treatment for it (SAMHSA, 2007b).  One related factor is the lack of available 
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services, although compounding this structural deficit is the fact that women are also less 

likely to pursue treatment due to stigmatization, disapproval of male romantic figures in 

their lives, and lack of adequate child care services (Terplan, Longinaker, & Appel, 

2015).  On the other hand, when given the opportunity, women are more likely than men 

to complete treatment successfully (Stanick, Laudet, & Sands, 2008), which may be 

attributable to reduced tendencies toward risk factors such as impulsivity and antisocial 

perspectives more commonly evidenced among men (Falkenbach, Reinhard, & Larson, 

2017). 

 While individuals present at inpatient SUD treatment settings with a history of 

polysubstance use, they often report a primary drug of choice (DOC).  A comprehensive 

review of the literature reveals factors influencing primary drug of choice remain largely 

unidentified (Stahler, Mennis, & DuCette, 2016).  A variety of factors influences DOC 

including the availability of particular substances (Moore, 1995).  For example, the 

inexpensive form of cocaine, crack, is more likely to be available to purchase in poorer 

communities while its more expensive counterpart, powder cocaine, is more commonly 

found in wealthier communities.  However, although specific substances have a 

reputation of being more available to certain communities, access to drugs via telephone 

or internet has largely blurred these distinctions (Barratt, 2012).  Genetics and other 

environmental factors have displayed only a limited impact on an individual’s DOC 

(Agrawal, Jacobson, Prescott, & Kendler, 2004).   

 The association between individual factors related to DOC such as personality 

traits “is still unclear and only partially explored” (Gerra et al., 2008, p. 1).  Since the 
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1970s, researchers have studied differentiations among the typologies of users of drug 

choices according to psychopathology subtypes (Malow, Pintard, Sutker, & Allain, 

1988), personality correlates on the Minnesota Multiphastic Personality Inventory 

(MMPI; Trevithick & Hosch, 1978), and overall clinical differences such as leaving 

treatment prematurely against medical advice (Dolan, Black, Malow, & Penk, 1991).  

Recent researchers have identified a few themes influencing DOC.  Caan (2002), for 

example, theorized opioid users are individuals who actively focus on avoiding pain, 

humiliation, and anguish, although this has yet to be fully empirically explored.  

McKernan et al. (2015) empirically established that stimulant users are actively focused 

on seeking stimulation in order to stave off affective components of depression.   

Select Review of Substances 

From 2010 to 2014, the top 10 illegal substances causing lethal overdose were 

predominantly opioids or stimulants (Warner, Trinidad, Bastian, Miniño, & Hedegaard, 

2016).  An opioid epidemic is currently sweeping the US (Manchikanti et al., 2012).  

Deaths from opioid use now kill more than 100 individuals a day, equating to more 

deaths than any other cause in individuals under the age of 50 (Blau, 2017).  Projections 

indicate increases in death tolls by 250%, topping 650,000 in the next decade and 

surpassing the collective total of deaths in the worst year of gun violence or AIDS related 

deaths in US history (Blau, 2017).  Yet with the rise of the opioid crisis, doctors are 

beginning to express concern that an epidemic of stimulant use is next (McCauley, 2017).  

The number of deaths involving stimulants such as cocaine steadily increased 5.8% and  
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the number of death involving methamphetamine more than doubled between 2010 and 

2014 (Warner et al., 2016). 

Opioids 

 In 2016, the Surgeon General of the US officially named opioid addiction as the 

number one health crisis in the nation (US Department of Health and Human Services, 

2016).  Just two years prior, a record proportion of the total drug overdose deaths in the 

US involved opioids which accounted for 28,647 of 47,055 overdose deaths (60%; US 

Dept. of Health and Human Services, 2016).  Additionally, the average age of individuals 

whose cause of death relates to opioid use has decreased from 41 years in 2005 to 36 

years in 2013 (Maxwell, 2014). 

 Opioids are highly addictive, powerful painkillers originating from derivatives of 

the opium poppy plant.  Individuals with Opioid use disorder typically suffer from an 

addiction to pharmacologically-produced prescription pain killers such as Lortab, 

Vicodin, and Oxycodone or to the semi-synthetic opiate, heroin.  The Surgeon General’s 

2016 Report on Alcohol, Drugs and Health specifically identified a link between a spike 

in the number of prescriptions for painkilling drugs and an increasing heroin epidemic 

(US Department of Health and Human Services, 2016).  Research indicates 4 out of 5 

heroin users report that their opioid use began with prescription opioid pain relievers 

(Muhuri, Gfroerer, & Davies, 2013).   

Data suggest individuals may be financially incentivized to transition to heroin 

from prescription opioids because street versions of opioids are much less expensive 

(Kolodny et al., 2015).  Trends also indicate two recent substances emerging on the 
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opioid street market in response to the burgeoning demand: fentanyl and carfentanil.  

Both are synthetic opioids, while fentanyl is 25-50 times more potent than heroin (Drug 

Enforcement Administration Department of Justice, 2008), and carfentanil is 100 times 

more potent than heroin (National Center for Biotechnology Information, n.d.).  

Overdose deaths from these emerging substances affect emergency responders in addition 

to the individuals who use the substances themselves because skin contact alone with as 

little as 1 microgram of these substances can be lethal (National Center for 

Biotechnology Information, n.d.). 

The Surgeon General reports that prescriptions for opioids quadrupled since 1999 

(Rudd, Aleshire, Zibbell, & Gladden, 2016), although there is not a corresponding change 

in the amount of pain that individuals report in either life-threatening, emergency settings 

(Chang, Daubresse, Kruszewski, & Alexander, 2014), nor in non-life-threatening, 

nonemergency situations (Daubresse et al., 2013).  This incongruence suggests the 

escalation of painkiller use is not necessarily, simply, nor linearly associated with pain 

itself.   

The use of opioids mimics the experience of natural, painkilling endorphins, 

which are themselves named after a naturally occurring opiate produced by the human 

body, endogenous morphines (Holden, Jeong, & Forrest, 2005).  Researchers have found 

that the embedded positive and negative reinforcements inherent in opioid use create the 

highly addictive aspects of opioids.  The euphoria experienced serves as a positive 

reinforcer whereas the dysphoria experienced when attempting to scale back or quit 

serves as negative reinforcement (Kolodny et al., 2015).  Chronic use can permanently 
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alter the brain structures related to the neurological reward circuitry which also 

exacerbates reinforcement effects (Kolodny et al., 2015).   

 Side effects of long-term opioid use include decreased libido, bone frailty, nausea, 

and chronic gastrointestinal dysfunction (Buenaventura, Adlaka, & Sehgal, 2008).  Side 

effects such as fatigue can be mild and short-term.  However, recently, researchers have 

identified additional potential side effects of more serious, long-lasting complications 

such as intestinal bleeding, heart disease, liver disease, and chronic weakness (Jamison, 

Dorado, Mei, Edwards, & Martel, 2017).   

 Opioid users’ demographics do not reflect a population economically equipped to 

treat these potentially serious side effects adequately.  The highest rates of use are among 

non-Hispanic, White men between the ages of 18 and 25 years old with an annual income 

of less than $20,000 (Szalavitz, 2016).  However, opioid use is rising across among 

people representing all incomes, health insurance statuses, and most demographic 

subgroups (Jones, Logan, Gladden, & Bohm, 2015).   

Stimulants 

 A stimulant is “an agent that produces a temporary increase of the functional 

activity or efficiency of an organism or any of its parts” (Stimulant, n.d.).  Individuals 

with stimulant use disorder typically suffer from an addiction to pharmacologically- 

produced prescription stimulants, cocaine, or methamphetamine.  All categorized as 

stimulants, the introduction of these substances to the body induces similar behavioral 

and physiological effects.   
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 Historically, stimulants were commonly prescribed as weight-loss drugs (Harris, 

Ivy, & Searle, 1947).  Currently, prescription stimulants such as amphetamine or 

methylphenidate treat attention deficit disorder or attention deficit hyperactivity disorder 

(ADD/ADHD), resulting in the individual feeling energized, motivated, and focused (US 

Department of Health and Human Services, 2016).  First manufactured in 1944, by 1970 

15 different pharmaceutical companies manufactured over 30 types of prescription 

stimulants (Sussman, Pentz, Spruijt-Metz, & Miller, 2006).  Pharmaceutical companies 

manufacture this stimulant form and it is either prescribed legally or sold illegally in a 

secondhand market.    

 Methamphetamine is a substance created from a cooked mixture of over-the-

counter amphetamine, battery acid, drain cleaner, lantern fuel, and antifreeze in illegal, 

hidden laboratories (Foundation for a Drug Free World, n.d.).  Methamphetamine 

typically leaves the user feeling hyperactive, extremely motivated, and incredibly 

confident (Teen Treatment Center, 2017).  Chronic use of methamphetamine and other 

stimulants includes side effects related to symptoms of anxiety including apprehension, 

distress, anguish, dread, sleeplessness, paranoid thoughts, aggressive tendencies, 

hallucinations, and delusions (SAMHSA, 2016). 

 Cocaine is a stimulant derived from a naturally occurring source of coca leaves 

through a reduction process that includes the dilution of the natural leaves (Addiction 

Resources, 2017).  This substance typically leaves the individual initially feeling 

euphoric, confident, and sociable (Hartney, 2017).  Effects from chronic use typically 
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include anguish, confusion, irrational suspicions, and sexual dysfunction (SAMHSA, 

2016). 

 The use of stimulants mimics the experience of an adrenaline rush that allows the 

user to experience an on-demand sense of increased concentration and energy.  These 

effects typically last for 40–60 minutes for cocaine, 8 hours for prescription stimulants, 

and 12 hours for methamphetamine (Padala & Bhatia, 2017).  Negative side effects of 

stimulants include nervousness, anxiety, hyperactivity, and impatience (Drugs Forum, 

2012).  Use of stimulants correlates with higher prevalence rates and greater severity of 

symptoms of depression (Leventhal et al., 2010).  Typical first-time stimulant users are 

medically prescribed and most often White boys under the age of 12 years old who have 

health insurance, are functionally impaired, and living in the southern US (Zuvekas, 

Vitiello, & Norquist, 2006)    

Treatment Outcomes and Influencing Factors 

 The researcher sought to expand understanding of how individuals vary in 

approach to court-mandated residential substance use treatment according to primary 

drug of choice.  Retention in the treatment setting and engagement in the treatment 

process are essential components to successful completion and are therefore directly 

linked to individuals’ eventual exit of the criminal justice system.  The rate at which 

individuals relapse following treatment is high (Ball, Carroll, Canning-Ball, & 

Rounsaville, 2006; Brewer, Catalano, Haggerty, Gainey, & Fleming, 1998); according to 

the National Institute on Drug Abuse (NIDA), 40–60% of patients with a drug addiction 

relapse (Volkow, 2011).   
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Notably, this figure takes root in NIDA’s definition of treatment success in which 

treatment is deemed successful although symptoms may recur upon the discontinuation 

of treatment.  For the addicted individual, lapses to drug abuse do not necessarily indicate 

failure; rather, they signify the need for reinstatement or adjustment of treatment or 

alternative treatment. (Volkow, 2011). The benefits acquired throughout the treatment 

process are often temporary even over the course of multiple treatment episodes (Laudet, 

Savage, & Mahmood, 2002).  Rehabilitation efforts often must be repeated or adjusted 

for long-term treatment success.    

 Treatment outcomes for opioids and stimulants are similar.  Attrition rates for 

both types of substances appear to be similarly high at approximately 55%-75%. For both 

substances, men are more likely to cease treatment prematurely against the advice of 

professionals (Sayre et al., 2002), which illustrates women’s adherence to professional 

advice received while in treatment.  Psychosocial factors related to pre-treatment 

psychological functioning such as depression are also an early indicator of early 

treatment cessation (Williams & Roberts, 1991).   

A review of the literature related to stimulant and opioid use indicates very little 

variability in predictor variables of negative treatment outcomes.  Based on a meta-

analysis, the strongest indicators of pre-treatment dropout rates include a return to 

substance abuse, demographic variables such as gender and marital status, psychological 

stability, legal reoffending, family stressors, and termination of psychotherapy (Stotts et 

al., 2007).  Sociodemographic variables leading to premature dropout include minority 

ethnic/racial status, although mediated by education level, while protective factors 
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include stable marital relationships and employment status (Sayre et al., 2002).  

Individuals’ degree of intolerance for stress is one of the most strongly correlated 

predictors of treatment dropout rates; tolerance for stress shields individuals from 

interpersonal and familial stressors that may otherwise cause early dropout (Daughters et 

al., 2005). 

 Overall, SUDs are managed successfully through treatment with only very limited 

success.  Standalone factors related to successful treatment outcomes are notoriously 

difficulty to isolate (Bowen et al., 2014).  Individual and environmental factors correlate 

to a high degree based on empirical evidence (Witkiewitz & Marlatt, 2004).  Individual 

factors include motivation, coping mechanisms, amenability to input, outcome 

expectations, perceived social support, and psychological factors related to co-occurring 

diagnoses (Flora & Stalikas, 2013).  A systematic review of the literature also broadly 

implicates multiple aspects of impulsivity (e.g., cognitive disinhibition, rash decision 

making, and a limited ability to delay a current reward for a larger future reward), which, 

when harnessed or unlearned, results in more positive treatment outcomes (Stevens et al., 

2014).  When asked to identify environmental factors that positively influence long-term 

sobriety, 46% of individuals in recovery identified significant personal negative 

consequences, 22% pointed to legal trouble, and 30% noted ongoing interventions by 

others (Laudet et al., 2002).   The merging effect of person- and environment-level 

variables creates the closest version of a protective environment supportive of sobriety 

researchers have identified (Bickel, Johnson, Koffarnus, MacKillop, & Murphy, 2014). 
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Dynamics Specific to Court-Mandated Treatment 

 In addition to the complexity of treating clients with SUDs is the added 

complexity of providing successful treatment for court-mandated clients.  In response to 

high prevalence rates, courts have increasingly stepped in to mandate treatment for 

offenders (Mitchell, Wilson, Eggers, & MacKenzie, 2012).  However, as of 2004, the 

rates of mandated treatment were only approximately 11% of individuals meeting the full 

diagnostic criteria (Durose & Langan, 2007).   

 People mandated to treatment are unique because they do not actively self-select 

into the treatment community.  With the recent advent of drug treatment courts, the legal 

repercussions of substance-related offenses are increasingly supplemented with 

involuntary probation or parole conditions (Hora, 2002).  For some scholars, the 

involuntary nature of mandated treatment presents an ethical dilemma in which an 

individual’s autonomous right to engage in or deny treatment is compromised or 

disregarded (Sjöstrand et al., 2015).  To date, legislators craft laws justifying involuntary 

care in cases in which individuals may not fully realize that their need for care is directly 

linked to the well-being of the community (Sjöstrand et al., 2015). 

 While some clinicians maintain that “the power to compel treatment should be 

increased for those identified as disordered” (Olsen, 2003, p. 705), for others, the 

mandate of treatment interferes with an individual’s sense of autonomy.  Often the 

professional organizations representing mental health clinicians iterate the importance of 

uncoerced treatment (Beauchamp & Childress, 2001).   
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 Most treatment models are characterized by the assumption that clients are 

approaching treatment to some voluntary degree which itself has a significant effect on 

treatment outcomes (Harford, Ungerer, & Kinsella, 1976).  These models are based on 

the assumption that positive motivation for change is a direct correlate to positive 

treatment outcomes.  Contrary to popular perspective, however, individuals who are 

court-ordered to attend substance use treatment exhibit similar (Volkow, 2011) or even 

better (Kelly, Finney, & Moos, 2005) treatment outcomes compared to those who attend 

voluntarily.  This may in part be due to the difficulty in isolating coercive factors (e.g., 

family pressures, spousal ultimatums) that may exist in nearly all decisions to engage in 

treatment (Farabee, Prendergast, & Anglin, 1998). 

 The effects of resistance to mandated treatment are well documented (e.g., 

Harford et al., 1976; Zemore & Ajzen, 2014).  These effects appear to be less related to 

the concept of mandated treatment itself and more related to variables within the 

mandated treatment.  For example, when the therapeutic relationship is involuntary, 

perceived dynamic of control may inherently exist in which “patients tend to behave in a 

manner that is disaffiliative and often experience poor clinical outcomes” (Manchak, 

Skeem, & Rook, 2014, p. 48).  Likewise, while control within therapeutic relationships is 

not inherently anti-therapeutic (Curtis & Hirsch, 2003), resistance to treatment can 

become a presenting concern particularly when treatment providers are asked by a third-

party court system to include additional outcome measures peripherally related to the 

direct use of illicit substances such as long-term lack of involvement in the criminal 

justice system (Manchak et al., 2014).   
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Current Models of Treatment 

 The discovery and implementation of empirically-based treatment 

recommendations for treating people with SUDs is widely researched (Damschroder & 

Hagedorn, 2011; McGovern & Carroll, 2003; Sorensen & Kosten, 2011).  Despite 

widespread implementation of a wide variety of many evidence-based practices, 

successful outcomes of intensive residential SUDs treatment facilities remain sparse.  An 

analysis of reported recovery and remission outcomes from research dating from 1868–

2011 indicates an overall rate of 47.6%; when limited to only data reported since 2000, 

the recovery and remission rate rises only slightly to 50.3% (White, 2012).  These 

relatively poor recovery and remission rates represent a burden exacted on society of 

“more than $740 billion annually in costs related to crime, lost work productivity, and 

health care” (NIDA, 2017, para. 2). 

 Treatment modalities for drug addiction include a variety of inpatient, outpatient, 

and self-help approaches that span across nearly 15,000 treatment facilities in the US 

(Volkow, 2011).  For the current study, the researcher focused on models specific to 

inpatient residential treatment communities predominantly serving women.  Inpatient 

treatment outcomes indicate women benefit from longer residential stays as evidenced by 

higher degrees of eventual employment and lower recidivism rates (Messina, Wish, & 

Nemes, 2000).  Benefits are most evident in single-gender residential treatment 

communities (Grella, 1999).   

 Cognitive behavioral therapy (CBT) is consistently identified as one of the most 

effective approaches to treating people with SUDs (e.g., Magill & Ray, 2009) although 
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its efficacy across cultures has yet to be rigorously established (Sue, Zane, Hall, & 

Berger, 2009).  Effective treatment includes positive outcomes related to the development 

of a social support system, goal orientation, normalization of a non-drug using lifestyle, 

and coping mechanisms (Moos, 2007).  According to a recent meta-analysis, CBT is 

advantageous with clients diagnosed with SUDs because it teaches them to anticipate 

triggers, evaluate the potential consequences of choices, and develop effective coping 

mechanisms (Windsor, Jemal, & Alessi, 2015).  This approach encourages individuals to 

focus on identifying cognitive and behavioral triggers and cravings associated with their 

drug use (Strickland, Reynolds, & Stoops, 2016).  Of particular importance to the 

application of CBT is a focus on seemingly unimportant yet highly consequential 

decisions.  This concept refers to the identification of internal and environmental risk 

factors that may appear unrelated to substance use initially, but in actuality may serve to 

prime an individual cognitively, emotionally, or behaviorally toward reengaging in 

substance use (Hersen & Sledge, 2002).   

 For example, when choosing to drive home following the successful completion 

of treatment, individuals choose which route to take.  This may initially appear to be a 

seemingly unimportant decision.  However, some of the more familiar routes home may 

entail passing by the locations formerly used to purchase drugs, while other less-traveled 

routes will not introduce this familiar environmental stimulus.  Developing an 

individual’s insight related to foreseeable environmental triggers is a key component of 

this treatment modality (Najavits, Liese, & Hamed, 2004). 
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 An early antecedent of CBT is behavioral therapy, a model that garnered 

empirical support as early as the 1970s (e.g., Hedberg & Campbell, 1974), but its original 

version was recently shelved given the overwhelming support for CBT.  Built on a 

structure of positive and negative reinforcements, behaviorally-oriented therapists focus 

on factors such as stimulus control, urge suppression, and redesigning individuals’ 

response procedures (Azrin et al., 1994).  Modern adaptations of behavior therapy 

include brief behavioral interventions of motivational interviewing (MI) and contingency 

management interventions.   

  MI is an approach to treatment that focuses on creating behavioral health changes 

via a series of counseling techniques designed to elicit change talk (Rollnick & Miller, 

1995).  With the goal of creating motivation for change, this model of therapy applies to 

both short- and long-term settings.  Individual and group therapy sessions and 

psychoeducation assist clients in highlighting discrepancies between their current 

behavioral display and the behavior that will assist them in reaching their goals of long-

term sobriety (Rollnick, Miller, Butler, & Aloia, 2008).  Sessions are provided in a flat 

hierarchical structure designed to create tension within the client as opposed to impose 

tension from a system external to the client (Rollnick & Miller, 1995).  This approach 

does not assume individuals enter the treatment setting with a desire to change (Miller & 

Rollnick, 2012). 

 Contingency management interventions are models of treatment based on operant 

conditioning.  Awards offered are an incentive to encourage clients to provide proof of 

positive strides toward sobriety (e.g., negative urinalysis test results, attendance at 
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sobriety support groups) (SAMHSA, 2007a).  Through randomized controlled trials of 

contingency management interventions, researchers have empirically demonstrated the 

efficacy and cost-effectiveness of this model, in addition to benefits such as reduced 

hospitalization time for children born to participating mothers (Higgins & Solomon, 

2016).   

 Family treatment models typically refer to the traditional residential model of 

CBT treatment adjunct with weekly family therapy counseling sessions.  A thorough 

review of each model of family therapy (e.g., family behavioral therapy, 

multidimensional family therapy, brief strategic family therapy, functional family 

therapy) is beyond the scope of this paper.  Based on a meta-analysis comparing the 

effectiveness of family treatment models with models of traditional therapy with a 

weekly family movie night component, researchers have established the significance of 

intentional therapeutic interventions across the family system (Stanton & Shadish, 1997).  

A key factor to this approach is exposing the individual wrestling with a SUD to the 

differential motivation for change exhibited by family members participating in weekly 

family therapy sessions (Gurman, 2014). 

 Two additional models of substance use treatment approaches are important to 

mention although they are not standalone models exhibited in residential treatment 

settings: pharmacotherapy and 12-step programming.  Pharmacotherapy refers to 

treatment models based on psychopharmacological drugs and is often deployed as an 

adjunct to other models.  For example, methadone is a prescription drug used to alleviate 

the withdrawal symptoms caused by chronic opioid use (Livingston, Adams, Jordan, 
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MacMillan, & Hering, 2017).  12-step programming refers to popular self-help groups 

such as Narcotics Anonymous (NA), which offer a mentorship-model based on 

abstinence-only to the public free of charge in nearly all types of communities (Peavy, 

Garrett, Doyle, & Donovan, 2016).  Participation in these groups is an adjunct during 

residential treatment, and positive outcomes related to future substance use resistance are 

well-documented (e.g., Donovan & Wells, 2007; Moos & Moos, 2006; Witbrodt et al., 

2014).   

 Despite the wide variety of approaches implemented in treatment centers, 

commonalities across modalities exist.  Typical components of the modalities discussed 

include individual therapy, group skill development, and psychoeducation.  The majority 

of these programmatic components focus on factors related to interpersonal skills 

development including assertiveness, listening, body language, and social confidence 

(Spitzberg & Cupach, 2002).  The focus on interpersonal skills appears to be a response 

to research indicating these skills positively correlate with successful treatment outcomes 

(Najavits & Weiss, 1994).   

 Psychoeducation is also a common component across modalities.  The goal of 

psychoeducational groups is to develop individuals’ awareness of the personal 

consequences of long-term substance use (Center for Substance Use Treatment, 2005).  

Topics covered within these groups include Prochaska’s stages of change (Prochaska & 

DiClemente, 1982; Velasquez, Crouch, Stephens, & DiClemente, 2015), addiction-

recovery models (Frese III, Stanley, Kress, & Vogel-Scibilia, 2001), and dysfunctional 

belief structures (Walters, 2003). These commonalities operate under the assumption that 
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individuals present for treatment with a desire to engage in these opportunities which 

may be a faulty assumption for those legally mandated to treatment. 

The Role of Motivation in Treatment Success 

 There appears to be a consensus across modalities that successful completion of 

substance use treatment is partially dependent upon individuals’ skills related to self-

motivation and self-management (Sharf, 2007).  Early motivational theorists viewed 

motivation as either state- or trait-based.  Those who advocate trait-based models operate 

from the assumption that clients have a relatively fixed degree of motivation whereas 

those advancing state-based models assume that motivation fluctuates (Ziedonis & 

Trudeau, 1997).     

 Modern models of substance use treatment are largely reflective of state-based 

assumptions in which psychotherapy and pharmacotherapy vary according to stage-

related progressions.  MI emerged with this assumption that motivation occurs along an 

impressionable continuum (Apodaca & Longabaugh, 2009).  Employing a meta-analysis, 

researchers have demonstrated that MI outperforms traditional approaches in 80% of 

studies (Rubak, Sandbæk, Lauritzen, & Christensen, 2005).  This therapeutic approach 

fosters developmental growth along Prochaska’s stages of change (i.e., precontemplation, 

contemplation, preparation, action, maintenance, and relapse) (Prochaska & DiClemente, 

1982) and emphasizes the importance of treatment-matching strategies that focus less on 

motivation toward action-oriented goals and more on motivation toward engagement-

oriented goals (Ziedonis & Trudeau, 1997).   Despite the isolation of motivation as a 

specific treatment ingredient (Longabaugh & Magill, 2011) and strong empirical support 
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for MI in a variety of therapeutic environments (e.g., Apodaca, & Longabaugh, 2009; 

Dunn, Deroo, & Rivara, 2001; Pace et al., 2017), researchers have yet to identify the 

precise mechanism through which MI is effective (Dunn et al., 2001).   

 Encouraging individuals’ ability to self-determine is one condition related to the 

effectiveness of MI.  Self-determination theorists suggest the importance of how 

individuals negotiate both intrapersonal and societal conflict (Ryan & Deci, 2000b). An 

individual’s desire for a sense of well-being, defined as the satisfaction of the need for 

autonomy, competence, and relatedness, drives the establishment and maintenance of 

behavior (Ryan & Deci, 2000a). 

There is a fundamental difference between the stepwise model proposed by 

Prochaska and Clemente (1983) and the way motivation is defined in 

SDT…whereas the former defines motivation unidimensionally and following a 

developmental stepwise path, the latter defines motivation as a multifactorial 

phenomenon without any natural or typical progression path (Philips & 

Wennberg, 2014, p. 2). 

It is evident that the general concept of motivation as a key ingredient to successful 

substance use treatment outcomes is well-established.  However, the underlying 

mechanisms that engage motivation or shift motivation for sobriety to motivation for 

sustained substance use remain largely unidentified.  

 Researchers have indicated that internal and external motivational impetuses may 

be the key factors.  External stimuli (e.g., glamorization of drug use in media) are 

implicated in the initiation of drug use while internal stimuli (e.g., physical cravings) 
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appear to sustain use particularly during attempts to lead an abstinent lifestyle (Carroll & 

Comer, 1996).  As controlling environmental stimuli is an untenable aim, researchers 

instead have focused on exploring and potentially adapting individuals’ response patterns 

to those stimuli.   

Response Patterns to Stimuli: Approach or Avoidance Tendencies 

 Substance use is “the last event in a long sequence of maladaptive responses” 

(Mattoo, Chakrabarti, & Anjaiah, 2009, p. 703).  Both potential and actual incidents of 

substance use and other maladaptive behaviors must be explored under a lens keen on 

identifying patterned behaviors (Marlatt & George, 1984).  A primary treatment 

consideration relates to the tendency to approach or avoid stimuli upon exposure as this 

can have direct effects on treatment engagement.   

 While motivation traditionally refers to the energy manifested for action, 

approach and avoidance (A/A) refer to both the energy and direction of behavior (Elliot, 

2006).  Motivational theorists often focus on the discrepancy between activated or 

inactivated behaviors.  A/A theories expand on this, interpreting individuals as constantly 

active via perpetually engaging or evading stimuli.  

 Psychological theorists have long posited the importance of understanding the 

distribution of social forces in the environment to conceptualize individual behavior fully 

(e.g., Lewin, 1939).  A concept originally proposed by Lewin (1931), according to A/A 

theorists, two competing influences are continually acting on individuals in the form of 

positive attractions or negative repulsions to behaviors.  These forces are ever-present 

and create “circular causal relations” with one’s environment (Lewin, 1931, p. 94).  
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Lewin posited approach correlates with desire and avoidance with the lack of desire; 

however, importantly, a tacit underpinning of the more modern version of A/A theory is 

that they are not limited to the approach of positive stimuli and the avoidance of negative 

stimuli.  Approach can involve attaining or retaining positive stimuli as well as to the 

overarching desire to create additive experiences that have yet to be evaluated (Corr, 

2013).  Avoidance can involve evading particular negative stimuli and to the general 

desire to avoid experience (Corr, 2013).   

 Imperative to A/A theories are the assumptions that the emotional valance of 

stimuli and even the identification of stimuli are substantially complex and individualistic 

(Elliot, 2006).  Central to A/A theories is also the assumption that organisms are selective 

in their goal-orientations, and the selection process is an automatic manifestation of A/A 

tendencies (Bargh & Ferguson, 2000).  According to the hierarchical model of approach-

avoidance motivation, goals are derived from both motives (e.g., achievement, 

socialization) and personality temperaments (e.g., sensitivity to stimuli) (Elliot, 2006).  

While both motives and temperaments have the potential to produce action, this model 

proposes that the action simply refers to the channeling of energy toward or away from 

the goal itself (Elliot & Reis, 2003).   

 This behavioral pattern, automatic attitude activation, refers to a pattern of 

classifying all incoming stimuli according to a behavioral predisposition to approach or 

avoid stimuli (Chen & Bargh, 1999).  This state of preparedness was long ago identified 

as a cognitive process that predisposes a genre of actions to individuals’ approaches to 

life, including both individual behaviors and social interactions (Allport, 1935).  The 
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approach-avoidance distinction can interpret and forecast behavior driven by both rapid 

and carefully considered deliberations (Elliot, 2006).  The role of individuals’ biological 

predispositions toward these tendencies is an important consideration that appears largely 

unexplored in the extant literature. 

 Both approach and avoidance personality tendencies play a crucial role in 

invigorating and creating goal-oriented practices in achievement contexts such as 

substance use treatment centers (Gernigon, Vallacher, Nowak, & Conroy, 2015).  Goals 

in these contexts are self-organized systems in which information relevant to perceptions 

of benefit and threat for the self is evaluated (Elliot & Thrash, 2002).  The differentiation 

between these two tendencies is not only a helpful conceptual lens, but also central to the 

study of SUDs (Elliot & Thrash, 2002). 

Drug of Choice: A Potential Indicator of Approach-Avoidance Tendency 

 For the current study, the investigator predicted that individuals’ primary drug of 

choice serves as a meaningful indicator of individuals’ approach or avoidance 

dispositions.  Research linking personality characteristics and patterns to specific 

categories of drug of choice is limited (Haj-Seyyed-Javadi, Mazinani, Fadaei, & 

Dolatshahi, 2007) despite acknowledgment that personality characteristics have a 

significant effect on treatment outcomes (Blonigen, Timko, Jacob, & Moos, 2015).  The 

researcher did not locate scholarship directly linking A/A concepts to treatment 

outcomes.  

 Individuals diagnosed with a stimulant-based SUD exhibit approach-oriented 

tendencies aligned with the excitatory effects of the substance itself.  People addicted to 
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stimulants display a heightened desire to seek sensations and novelty and exhibit 

disinhibitions when presented with opportunities to experience new stimuli (Ersche, 

Turton, Pradhan, Bullmore, & Robbins, 2010).  Individuals addicted to stimulants are 

more likely to experience action pressure; they engage rather than retreat when presented 

with an experiential opportunity (Paulus, Lovero, Wittman, & Leland, 2008).  When 

compared to opioid-oriented individuals, stimulant-oriented individuals are more likely to 

seek out and enter residential treatment programming and to have sought out prior 

psychiatric treatment (Marsden, Gossop, Steward, Rolfe, & Farrell, 2000).  Those who 

use stimulants are nearly 3 times as likely to seek out high-risk behaviors such as 

gambling than those who do not use stimulants (Geisner et al., 2016).  Individuals 

addicted to both opioids and stimulants display higher rates of treatment-seeking than 

individuals solely addicted to opioids (Marsden et al., 2000).   

 By contrast, individuals diagnosed with an opioid-based SUD exhibit avoidant-

oriented tendencies aligned with the de-stimulating effects of the substance itself.  High 

rates of medication-assisted treatment extend the experience of physical numbing offered 

by illicit opioids; these programs are increasingly popular with individuals dis-

incentivized by traditional residential treatment models which require significant 

psychological investment (Morse & MacMaster, 2015).  Individuals whose primary drug 

of choice is opioids also display enhanced difficulty retrieving and ease avoiding 

memories (Terrett et al., 2014).  Individuals who use opioids are associated with higher 

desirability for social isolation, self-neglect, and deprivation (Bogdanowicz et al., 2016).  

Even when involved in child welfare disputes, opioid users are significantly more likely 
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to avoid treatment than individuals with other drugs of choice (Choi & Ryan, 2006).  An 

important limitation to the current study was the researcher’s inability to measure the 

impact of biological and preexisting neurological factors on individuals’ approach and 

avoidance tendencies. 

Purpose and Rationale of the Current Study 

 Typically, the programming at substance use treatment centers is presented to 

clients irrespective of drug of choice or other interpersonal characteristics.  Expanding 

the literature on potential implications related to treatment programming is important 

given the abundance of literature discussed previously that differentiates motivational 

factors, personality characteristics, and behavioral approach/avoidance patterns.  

Researchers continue to identify the factors specifically related to successful treatment 

outcomes (e.g., Sobell, Ellingstad, & Sobell, 2000).  While many models of the research 

and development of treatment focus on isolated factors such as either the provider’s 

contributions to treatment, such as through curriculum development, or the client’s 

engagement in the treatment process as with substance abstinence, overarching concepts 

that integrate both components are integral.  

 While many existing treatment modalities such as aversion therapy, assertive 

training, and contingency contracting rely on the therapist as expert (Marlatt & George, 

1984), the investigator expanded on collaborative approaches to treatment built on 

psychoeducation.  Treatment outcome factors related to individuals’ approach or 

avoidance dynamics were of particular interest.  If, as a result of the court mandate, the 
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approach tendency is only embodied by the court itself and not the individual receiving 

treatment, the prognosis may be poor.   

 Despite the extensive amount of literature related to the psychosocial factors 

associated with substance use, researchers had not yet addressed the impact of 

individuals’ approach and avoidance tendencies prior to the current study.  This appears 

to be a crucial requisite to engagement in treatment.  Much of the existing literature 

relates to theories of motivation, yet investigators had not previously addressed that 

motivation itself requires a willingness to approach new stimuli.   

 Researchers have well-established the importance of including psychoeducational 

components in treatment programming (Miller, 2012; Roider, Scheuber, Haertel-Petri, & 

Wolfersdorf, 2007; Salimi & Eshraghi, 2010).  However, most researchers have focused 

on additional psychoeducational components focused on interpersonal development such 

as skills related to emotional regulation and conflict management.  Simply adding more 

programming operates under the assumption that individuals are disposed to engaging in 

these services.  If this is not an accurate assumption, the benefits of expanding 

programmatic components may remain unrealized. 

 The development of intrapersonal insight appears to be a key component to 

successful sobriety as deficits indicate a propensity for indifference toward successful 

treatment outcomes (Moeller et al., 2014).  However, intrapersonal insight is often 

secondary to developing behavioral insight in many existing treatment programs.  The 

researcher posited that an important connection exists between an individual’s primary 

drug of choice and an associated disposition to approach or avoid experiences.  The 
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researcher examined the association between perceptions of need for treatment and 

expressed desire for treatment with a sample of female clients court-mandated for 

inpatient treatment. 

 Based on the literature review, the variables associated with approach and 

avoidance tendencies were expected to demonstrate a pattern consistent with the initial 

anticipated effects of the primary drug of choice.  Individuals who were initially seeking 

a subtractive experience (i.e., removal of pain via opioids) were expected to display an 

avoidant tendency toward engagement.  Individuals who were initially seeking an 

additive experience (i.e., increased stimulation or energy via stimulants) were expected to 

display an approach tendency in their responses.  

Hypotheses 

  The following hypotheses, based on the literature review, were predicted: 

1. Hypothesis 1.  The number of days the clients report experiencing problems (i.e., 

employment/school, social, family, medical, and drug/alcohol) in the past 30 days and 

how troubled or bothered they have been by these problems in the past 30 days will 

be greater in each individual category for individuals with the primary drug of choice 

of opioids compared to individuals with the primary drug of choice of stimulants. 

2. Hypothesis 2.  The degree to which individuals report being troubled or bothered by 

problems (i.e., employment/school, social, family, medical, and drug/alcohol) in the 

30 days prior to court-mandated substance use treatment and the degree of importance 

they place on seeking treatment for the same problem will be greater in each 
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individual category for individuals with the primary drug of choice of opioids 

compared to individuals with the primary drug of choice of stimulants. 

3. Hypothesis 3.  The individuals' expressed degree of importance for seeking treatment 

for these problems (i.e., employment/school, social, family, medical, and 

drug/alcohol) and the clinical judgment of the severity of the problems by the 

individual’s primary treatment counselor will be greater in each individual category 

for individuals with the primary drug of choice of opioids compared to individuals 

with the primary drug of choice of stimulants. 

4. Hypothesis 4.  The telescoping, or progression through milestones or stages (e.g., age 

at first use of primary DOC, secondary DOC, tertiary DOC and first admittance to 

residential treatment) will be accelerated for individuals addicted to stimulants 

compared to individuals addicted to opioids. 
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CHAPTER III 

 

METHOD 

 The results of this study were based on archival data collected as a routine 

component of the intake process at a substance use treatment center.  Data were collected 

by individual substance use counselors at a residential treatment center (RTC) situated in 

a large metroplex in a Southwestern state.   The RTC, which is predominantly state-

funded, is a comprehensive substance use treatment center focused on assisting the SUD 

recovery of women.  While the RTC includes services for adolescents and pregnant or 

parenting women with children, the data for the current investigation reflected only those 

individuals enrolled in the single adult women residential programming.  Excluding these 

additional populations assists in limiting confounding variables that may have unknown 

impacts on individuals’ approach/avoidance tendencies such as developmental factors 

and influences of hormonal fluctuations. 

 Women in this program participate in individual and group counseling, 

psychoeducation, and self-help groups.  The programming utilizes trauma-informed, 

evidence-based substance use treatment modalities.  The typical length of stay for 

residential treatment at this facility is between 14 and 45 days.  Programming is broadly 

applied to all individuals in residency regardless of variables such as primary drug of 

choice. 
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 Data were collected at the point of intake assessment from 2010 to 2016.  The 

primary collection method was semi-structured clinical intake assessment interviews 

lasting approximately 2–2 ½ hours each.  No personally identifying information was 

provided with the archival dataset used for this study. 

Participants 

 Information was selected from the broader pool of available data to include only 

adult women who presented for court-ordered inpatient substance use treatment 

programming.  The comprehensive data include populations of adolescents and pregnant 

women as well.  While no group is completely homogenous, after consulting with other 

researchers, the investigator decided to exclude participants from the pregnancy treatment 

and adolescent treatment tracks from the analyses.  In addition to the demographic 

variations unique to these populations, characteristics of their program differ markedly 

from the characteristic of the court-mandated program.  The exclusion of these 

populations permitted the creation of a more homogenous sample. 

 The RTC is a primary referral source for the criminal justice systems in three 

counties situated in a large metroplex in a Southwestern state.  Eligibility for referral for 

services from one of the county courthouse sources specifies that individuals must (a) 

identify as a woman, (b) be over the age of 18 years of age, (c) have a primary diagnosis 

of a SUD with a severity rating of “Severe,” (d) have no primary comorbid diagnosis, (e) 

have no medical health concerns requiring the direct assistance of medical health 

professionals, and (f) be English-speaking.  Criterion (d) allows for the inclusion of 

individuals who have secondary and/or tertiary diagnoses not determined to be the 



55 

primary cause of the presenting concern during the court systems’ screening processes.  

This diagnostic information is considered confidential and was not provided as an aspect 

of the current dataset which leads to potential and unknown confounding variables.  This 

potential for unknown, confounding variables will be discussed as a limitation in the final 

chapter of this dissertation. Additionally, as differential diagnoses involve clinical 

discretion and the screening process was not consistently conducted by a doctoral-level 

licensed psychologist, an important limitation is introduced for consideration during data 

analysis.  The database offered includes de-identified information representing a total of 

2,667 single adult women of whom 2,199 matched the eligibility criteria.   

 The database includes information related to previous clients’ basic demographic 

information, clinical diagnoses, legal status, and comprehensive substance use histories.  

Clients included in this dataset were required to have an accompanying court order 

mandating participation in an inpatient substance use treatment center.  Individuals were 

transported from jail custody directly to the treatment setting.  Individuals were not 

eligible for inclusion in the residential adult women programming if displaying evidence 

of a comorbid mental health disorder.  Evidence of comorbidity was initially assessed by 

the courts prior to recommendation to this residential community; the court’s individual 

assessments were not made available to the treatment provider.  Evidence was further 

assessed upon arrival by client’s self-reported data, a review of available medical and 

mental health records, and a clinical evaluation performed by a licensed mental health 

professional (i.e., Licensed Chemical Dependency Counselors, Master’s- or Doctoral-

level practitioners) upon intake.   
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Procedure 

 The data for this study were obtained via semi-structured clinical intake 

assessments required of individuals entering residential substance use treatment at this 

location.  To facilitate this data collection process, Department of State Health Services 

Clinical Management for Behavioral Health Services (CMBHS) software was utilized.  

This is the standard software platform that serves as the electronic health record system 

for use by state-serving institutions focusing on substance use, mental health, and 

comorbidity treatments.  CMBHS is a tool for screening, registering, determining 

treatment eligibility, and assessing clients’ level of care needs.   

 Following referral from a court entity, participants were transferred from a 

locked, incarcerated facility to the treatment facility to begin residential programming.  

Upon arrival, participants were screened by a medical professional for medical clearance, 

and their remaining eligibility criteria were confirmed by an intake assessor.  Participants 

were subsequently assigned to a primary treatment counselor who conducted the initial 

intake assessment included in the current study.  Primary treatment counselors were 

Master’s- or Doctoral-level clinicians licensed in counseling, psychology, social work, or 

marriage and family therapy.   

Instrumentation 

 Data utilized in the current study were collected via the Substance Abuse Adult 

Treatment Assessment – Initial (SAATA-I) (see Appendix).  The SAATA-I is a semi-

formal assessment measure administered in-person by licensed mental health 

professionals within the context of a semi-structured clinical interview.  The researcher 



57 

assisted in the assessment and data collection of approximately 68 participants under the 

supervision of a doctoral-level counseling psychologist.  The measure, constructed by a 

board of doctoral-level mental health professionals, is administered as a state requirement 

for all individuals entering full- or partial-state funded intensive SUD treatment 

programming.  The SAATA-I includes 197 items consisting of free-response items and 

Likert-based questions on a 5-point scale.  Data collected from the SAATA-I provide 

statistical information related to prevalence rates and demographics to the organization, 

county, and state government entities.  The researcher is unaware of published studies 

utilizing the measure. 

 Components of the SAATA-I in the order in which they are assessed include the 

following areas: General, Education and Employment, Family and Social, Legal, 

Medical, Mental Health, Substance Use, Diagnosis, Recommendation, and Narrative.  

Each of the sections of the SAATA-I include interviewer impressions in which the 

clinician records his or her clinical perspective related to whether the information 

presented by the participant is significantly distorted by the participant’s 

misrepresentation and/or difficulty understanding.  This clinical judgment is based on the 

observation, reflection, and analysis of observable behavioral data and available mental 

health records.  A brief description of each component follows. 

General 

 Data collected in this component included withheld identifying information as 

well as the following information: referral source (e.g., pre-trial diversion, post-trial 

conviction proceedings.), clients’ objections to treatment interventions, and literacy and 
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language barriers.  Information also included the presenting problem as observed by the 

clinician and reported by the client.  Data regarding how troubled or bothered clients are 

by each category of presenting problem listed below were measured on a 5-point Likert-

type scale ranging from 0 (“not at all”) to 5 (“extremely”).   Behavioral observations and 

client responses to open-ended questions were assessed for indications of criteria aligning 

with SUD diagnoses (e.g., tolerance, withdrawal, reduced occupational roles, and 

continued use despite the potential for physical hazard).  The need for clinicians to self-

monitor for biases when considering potential diagnoses was stressed.  The expectations 

for treatment as articulated by the client were also included. 

Education and Employment 

 Data collected in this component included the participants’ current enrollment 

status in school, highest grade completed, and any attendance in specialized trainings or 

technical education.  Employment information includes current employment status, the 

proportion of the previous 30 days and 12 months employed, usual occupation, usual 

employment pattern, and other sources of income.  This section included the following 

questions of particular interest to the current study: how many days has the client 

experienced employment or school problems in the past 30 days; how troubled or 

bothered has the client been by these employment or school problems in the past 30 days; 

how important to the client is treatment for these employment or school problems; and 

what is the assessor’s clinical judgment of the severity of the client’s employment status? 
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Family and Social 

 This component of the SAATA-I includes information related to the participant’s 

current living situation, usual living arrangements, and related satisfaction level.  Data 

related to support system were also gathered including marital status, leisure activities, 

religious/spiritual beliefs and rituals, and satisfaction with degree of time spent alone or 

with others.  This section also reflected number of children in the family, involvement 

with CPS, custody arrangements, and descriptions of the relational complexities of family 

members who play an important role in the participant’s life.  Of particular interest to the 

researcher were the following questions: how troubled or bothered has the client been in 

the past 30 days by the family problems; how troubled or bothered the client been in the 

past 30 days by social problems; how important to the client is treatment or counseling 

for these family problems; how important to the client is treatment or counseling for these 

social problems; and what is the assessor’s clinical judgment of the severity of the 

client’s family/social status? 

Legal 

 Data collected in this component included information related to the participant’s 

criminal status, history of arrests, and incarcerations.  The number of arrests, associated 

criminal charges, and duration of incarcerations was recorded.  Self-reported information 

related to the individual’s engagement in illegal activities for profit (i.e., prostitution, 

theft, or the illegal sale of drugs) was also gathered.  Of particular interest to the 

researcher were the following questions:  how serious does the client feel the present 

legal problems are; how important to the client is counseling or referral for these legal 
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problems now; and what is the assessor’s clinical judgment of the severity of the client’s 

legal status? 

Medical 

 This component of the SAATA-I included information related to the participant’s 

general health status including details of sleeping and eating behaviors, chronic medical 

conditions, pregnancy history, allergies, and current medications.  Medical treatment 

history was also gathered including hospitalizations, emergency room visits, and a brief 

self-report risk assessment for communicable diseases (i.e., Hepatitis B, Hepatitis C, 

Human Immunodeficiency Virus [HIV], and Tuberculosis).  This section included the 

following questions of particular interest to the current study:  how many days has the 

client experienced medical problems in the past 30 days; how troubled or bothered has 

the client been by medical problems in the past 30 days; how important to the client is 

treatment or counseling for medical problems now; and what is the assessor’s clinical 

judgment of the severity of the client’s medical status? 

Mental Health 

 Data collected in this component included a comprehensive trauma history, 

psychiatric treatment history, and current and historical symptoms related to conditions 

that may be a focus of clinical attention.  Symptoms queried for relate to those associated 

with psychotic disorders, bipolar and related disorders, depressive disorders, anxiety 

disorders, trauma- and stress-related disorders, dissociative disorders, and sleep-wake 

disorders.  History of mental health treatment was also collected although these data were 

not parsed according to whether the individual self-referred or was court-mandated to 
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treatment.  Of particular interest to the researcher were the following questions:  how 

much has the client been troubled by these psychological or emotional problems in the 

past 30 days; how important to the client is treatment for these psychological or 

emotional problems now; and what is the assessor’s clinical judgment of the severity of 

the client’s mental health status? 

Substance Use 

 Data collected in this component included the client’s maternal/caregiver’s 

substance use history and details related to the client’s primary, secondary, and tertiary 

substance use history.  Details queried for included substance use, route of 

administration, frequency of use, age at first use, last date used, and total years of use 

related to each specific substance.  Information gathered also included how much money 

the client had spent in the 30 days prior to incarceration on alcohol and other drugs, 

physical consequences experienced as a result of the drugs, polysubstance use behaviors, 

and details related to any history of abstinence.  Current and historical symptoms related 

to the experience of shakes/tremors, blackouts, memory lapses, cravings, vomiting, 

nausea, profuse sweating, hallucinations (visual, tactile, and auditory), seizures, delirium 

tremens, anxiety, and headaches were also recorded.  The participant’s substance use 

treatment history was also recorded including the types of treatment (e.g., outpatient, 

detoxification, intensive inpatient), duration since last discharge from treatment, and 

participation in community-based self-help groups.  This section included the following 

questions of particular interest to the researcher: how troubled or bothered has the client 

been in the past 30 days by drug and/or alcohol problems; how important to the client is 
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treatment for drug and/or alcohol problems now; and what is the assessor’s clinical 

judgment of the severity of the client’s drug and/or alcohol problems?   

Diagnosis 

 Data entered in this component of the SAATA-I included the client’s self-

reported strengths and limitations, in addition to DSM-IV Axis-IV diagnoses based on the 

multiaxial system (American Psychiatric Association, 2000).  This information included 

all diagnoses or diagnostic factors related to the following: Axis I (psychiatric diagnostic 

categories), Axis II (personality and developmental disorders), Axis III (general medical 

or physical conditions), Axis IV (psychosocial and environmental factors contributing to 

the disorder), and Axis V (the clinician’s Global Assessment of Functioning of the 

client).   

Recommendation 

 The final section of the SAATA-I included a summary and clinician 

recommendations.  The client’s stage of change (Prochaska & DiClemente, 1982), overall 

severity score, and confirmation of level of care needed was entered by the assessor.   

The severity scores were based on a 5-point Likert-type scale ranging from 0 (“no real 

problem – treatment not indicated”) to 5 (“extreme problem – treatment absolutely 

necessary”).   

Statistical Analyses 

 The researcher closely reviewed the initial dataset with any missing data points 

addressed systematically in consultation with Best Practices in Data Cleaning, which 

included identifying any existing errors and distortions in the data and evaluating them 
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for correction (Osborne, 2012).  This data audit included observing the center, dispersion, 

and frequencies within each variable to examine for normality.  It also included screening 

for missing and duplicate data values, values outside of the domain range, and univariate 

outlying scores.  Error corrections were ultimately only necessary to harmonize the data 

by removing commonly understood short codes (e.g., “hero,” street terminology for 

heroin) for streamlined terminology (e.g., “heroin”).  The researcher evaluated the data 

for normality and examined both frequency and descriptive data for the demographic 

variables of interest.  These variables included age, racial/ethnic identity, education level, 

income level, relationship status, legal status, and drug of choice.  The researcher 

calculated and reported standard deviations, means, and ranges for all observable non-

categorical variables included in the final reporting (see Table 1).   

 Hypotheses 1 thru 3 were evaluated with the statistical tool of Multivariate 

Analysis of Variances (MANOVAs).  The researcher initially reviewed the data to ensure 

the assumptions necessary for conducting MANOVAs were met.  These assumptions 

included (a) normal distribution of the dependent variable, (b) homogeneity of variances, 

and (c) independence of observations.  The dependent variables were also explored via 

correlational analyses to ensure they were tapping into a related latent construct and 

expressed reliability.  Hypotheses 1 thru 3 tested with this statistical tool were as follows: 

1. Hypothesis 1.  The number of days the clients report experiencing problems (i.e., 

employment/school, social, family, medical, and drug/alcohol) in the past 30 days and 

how troubled or bothered they have been by these problems in the past 30 days will 
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be greater in each individual category for individuals addicted to opioids than for 

individuals addicted to stimulants.  

2. Hypothesis 2.  The degree to which individuals report being troubled or bothered by 

problems (i.e., employment/school, social, family, medical, and drug/alcohol) in the 

30 days prior to court-mandated substance use treatment and the degree of importance 

they place on seeking treatment for the same problem will be greater in each 

individual category for individuals addicted to opioids than for individuals addicted to 

stimulants for each individual category. 

3. Hypothesis 3.  The individuals' expressed degree of importance for seeking treatment 

for these problems (i.e., employment/school, social, family, medical, and 

drug/alcohol) and the clinical judgment of the severity of the problems by the 

individual’s primary treatment counselor will be greater in each individual category 

for individuals addicted to opioids than for those addicted to stimulants for each 

individual category. 

  After determining assumptions were met or adequately addressed, the researcher 

tested Hypotheses 1-3 by conducting a series of MANOVAs between the independent 

variables of primary DOC (stimulant versus opioid) and each interval/ratio variable (i.e., 

employment/school, social, family, medical, and drug/alcohol).  Following the statistical 

analyses, the proportion of explained variance was explored utilizing Pillai’s Trace, and 

the proportion of unexplained variability was explored utilizing Wilk’s Lambda.   
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 Hypothesis 4 was also evaluated via a Multivariate Analysis of Variance 

(MANOVA).  This hypothesis relates to the contrasting telescoping of stimulant and 

opioid use: 

4. Hypothesis 4.  The telescoping, or progression through milestones or stages (e.g., 

progression between age at first use of primary DOC, secondary DOC, tertiary DOC 

and first admittance to residential treatment) will be accelerated for individuals 

addicted to stimulants compared to individuals addicted to opioids. 

 Data for Hypothesis 4 were limited to a subset (n = 188) of the total sample who 

were currently enrolled in their first admittance to residential treatment; this restriction 

was due to the tendency toward poor historic reporting or missing data for individuals 

who had previously received inpatient substance use treatment (Del Boca & Noll, 2000; 

Harrison, 1995).  Data from this subset were ultimately compared to the data ascertained 

from the larger total sample (N = 1,560) on variables available for both groups, including 

age of first use of primary drug of choice, age of first use of secondary drug of choice, 

and age of first use of tertiary drug of choice.  Prior to conducting the analysis, the 

investigator reviewed the data to ensure the assumptions necessary for conducting 

MANOVA as described previously were met or adequately addressed, including a 

correlational analysis of the dependent variables (age at first use of primary DOC, 

secondary DOC, tertiary DOC and first admittance to residential treatment) to ensure 

they were tapping into the same latent construct.  Hypothesis 4 was tested by first 

creating a difference score between each of the dependent variables of interest to quantify 

the speed with which the female participants progressed from one stage to another.  
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Following the creation of a difference score, the researcher conducted a MANOVA to 

analyze the differences between these means when comparing individuals who express 

opioids versus stimulants as their primary drug of choice. 
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CHAPTER IV 

 RESULTS 

 The dataset was examined closely according to previously established Best 

Practices in Data Cleaning (Osborne, 2012).  Eligibility criteria for participant data 

included: no missing values for the variables of interest, no values outside of the domain 

range (e.g., no values below 18 in the age category; no values outside of the range of 1-5 

on a 5-point Likert-type scale), no evident distortions of the data that may have reflected 

random responding, and no duplicate data according to client number,  Ultimately no 

participant’s data were considered unusable for Hypotheses 1 thru 3.  Hypothesis 4 

utilized a subset of the data which required additional variables of interest (e.g., first age 

of use of tertiary substance); due to missing data on these variables and the additional 

requirement of the current episode of treatment also being the first admittance to 

residential substance use treatment, participant data for Hypothesis 4 were reduced to n = 

188.   

Demographic Data 

 Archival data from the SAATA-I -(see Appendix) from 1,561 women was 

provided for individuals who identified opioids (n = 425; 27.2%) or stimulants (n = 

1,136; 72.7%) as their drug of choice.  Opioids identified and included in the total sample 

were Dilaudid (hydromorphone) (0.3%), heroin (12.6%), Oxycodone (1.2%), Ultram 

(tramadol) (0.2%), Vicodin (hydrocodone) (11.1%), and non-specified opioids (1.9%).  

Stimulants identified and included in the total sample were amphetamine (9.5%), cocaine 
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(3.3%), crack (5.9%), MDMA/Ecstasy (.1%), methamphetamine (53.9%), and non-

specified stimulants (.1%).   

 The distributions of all demographic variables were first assessed for skewness 

and kurtosis to examine for normality.  One variable, income level, was determined to be 

undecipherable as the data provided were almost entirely non-differentiating.  On the 

income question, 97.4% of participants indicated earning $0.01 annually or less.  This is 

likely representative of the recent history of incarceration commonly found in samples of 

individuals court-mandated to treatment (Griffin, Steadman, & Petrila, 2002).  No 

corrections of other demographic variables were needed.  The frequency analyses and 

relevant descriptive analyses were run for all demographic variables.  This female-only 

sample of participants ranged in age from 18 to 61 years (M = 29.04, SD = 8.50) and 

were predominantly White (74.4%) with some college education and no formal post-

secondary degree (53.7%).  The sample was diverse in terms of relationship status, with 

roughly half of the participants identified as single, having never been married (53.8%).  

The vast majority of the sample identified their legal status as “Deferred Prosecution” 

(67.1%) pending the completion of court-mandated, residential substance use treatment.  

Approximately three-fourths of the population sampled identified stimulants as their drug 

of choice (72.7%) and more specifically, most often identified methamphetamine 

(53.9%).  The remainder of participants identified opioids as their drug of choice (27.2%) 

and exhibited a preference primarily for heroin (12.6%) or Vicodin (hydrocodone) 

(11.1%).   
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The researcher conducted a chi-square test of independence to examine the 

relation between race/ethnicity and drug of choice and determined that the relation 

between these variables was significant, X2 (4, N = 1,560) = 18.21, p ≤ .01, as further 

supported by the continuity correction (15.73, p <.01) and likelihood ratio (17.56, p 

<.01).  Notably, while participants of color accounted for 12.1% of the opioid sample, 

they represented a significantly larger proportion of the stimulant sample at 21.4%.  

Further details regarding demographics of the sample are displayed in Table 1. 

 

Table 1 

Demographics 

Variable Level M (SD) n % 

Age at Admittance 18 years 

19 – 25 years 

26 – 35 years 

36 – 45 years 

46 and above 

 

29.04 (8.50) 

 

230 

341 

685 

228 

76 

 

14.7% 

21.9% 

43.9% 

14.6% 

4.9% 

 

Racial/Ethnic Identity White 

Black 

Hispanic 

American Indian 

Asian 

Prefer Not to Say 

 1160 

107 

151 

8 

4 

130 

74.4% 

6.9% 

9.7% 

0.5% 

0.3% 

8.3% 

 

Education Level Elementary School (K – 8th) 

Some High School 

High School Graduate 

Some College 

College Graduate 

Graduate Schooling or Degree 

Prefer Not to Say 

 24 

337 

190 

838 

22 

41 

108 

 

1.5% 

21.6% 

12.2% 

53.7% 

1.4% 

2.6% 

6.9% 
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Table 1 Continued    

Variable Level M (SD) n % 

Relationship Status Divorced 

Married 

Separated 

Single 

Widowed 

 

 254 

251 

173 

839 

35 

16.3% 

16.1% 

11.1% 

53.8% 

2.2% 

Legal Status Awaiting Sentencing 

Awaiting Trial 

Deferred Prosecution 

Parole 

Probation (non-DWI) 

Probation (DWI) 

Prefer Not to Say 

 34 

78 

1047 

27 

216 

28 

130 

2.2% 

5.0% 

67.1% 

1.7% 

13.8% 

1.8% 

8.3% 

 

Drug of Choice 

 

Opioids 

Dilaudid (Hydromorphone) 

Heroin 

Oxycodone 

Ultram (Tramadol) 

Vicodin (Hydrocodone) 

Non-specified opioids 

Stimulants 

Amphetamine 

Cocaine 

Crack 

MDMA/Ecstasy 

Methamphetamine 

Non-specified stimulants 

  

425 

5 

197 

18 

3 

173 

29 

1135 

148 

51 

92 

2 

841 

1 

 

27.2% 

0.3% 

12.6% 

1.2% 

0.2% 

11.1% 

1.9% 

72.7% 

9.5% 

3.3% 

5.9% 

0.1% 

53.9% 

0.1% 

Note.  Totals for specific categories of opioids and stimulants do not total 100% due to 

rounding to the tenth-place decimal. 

 

Primary Analyses 

 Prior to conducting the primary MANOVA to directly evaluate each hypothesis, 

the researcher examined the assumptions made of the data when utilizing MANOVAs as 

a statistical tool.  Following the examination of assumptions, MANOVAs were 
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conducted. Results for both preliminary and primary analyses are presented in this order 

for each hypothesis. 

Hypothesis 1 

 Hypothesis 1, which predicted that the number of days the clients report 

experiencing problems (i.e., employment/school, social, family, medical, and 

drug/alcohol) in the past 30 days and how troubled or bothered they have been by these 

problems in the past 30 days will be greater in each individual category for individuals 

with the primary drug of choice of opioids compared to individuals with the primary drug 

of choice of stimulants, was tested using Multiple Analyses of Variance. 

 Examination of the assumptions of the data.  Prior to running the MANOVA, 

the assumptions of the data were explored including independence of observations, the 

normal distribution of the dependent variable, and homogeneity of variances.  The 

assumption of independence of observations was met.   

 The assumption of normal distribution of the dependent variable was not met as 

observed on the Normal Q-Q Plot.  The data were then explored for outliers as research 

indicates the test is still “robust to non-normality if the non-normality is caused by 

skewness rather than by outliers” (French, Macedo, Poulsen, Waterson, & Yu, 2008, 

para. 8).  Exploration of the data revealed outliers were absent, skewness was present, 

and the data were determined to be further explorable.   

 The assumption of homogeneity of variances was also violated as indicated by 

significance in Levene’s Test of Equality of Error Variances for four of the six variables 

of interest for Hypothesis 1 including: medical problems in the previous 30 days (F = 
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10.91, p < .01), substance abuse problems in the previous 30 days (F = 24.06, p < .01), 

how troubled or bothered the individual is by medical problems (F = 6.53, p < .05), and 

how troubled or bothered the individual is by substance abuse problems (F = 31.61, p < 

.01).  The results of Levene’s test suggested that the significance levels indicated by the 

MANOVA may be underestimated and the null hypothesis falsely rejected (Statistics 

Solutions, 2017).   

 An additional assumption of the MANOVA, the assumption of equality of 

variance-covariance matrices, was tested utilizing Box’s Test of Equality of Covariance 

Matrices.  The results of Box’s test indicate a violation of the assumption (F = 2.76, p < 

.01).  However, “in large samples, Box’s test could be significant even if covariance 

matrices are relatively similar” (Field, 2013, p. 643).  Researchers further suggested that 

under these circumstances, probability values would likely have been conservative and 

therefore significant findings can be trusted (Tabachnick & Fidell, 2012).   

 Following the exploration of the assumptions of the dataset for Hypothesis 1, the 

dependent variables were explored via correlational analyses to examine for potential 

evidence that they tapped into a related latent construct and expressed reliability as 

demonstrated by Cronbach’s alpha.  The results of the correlation are displayed in Table 

2. 
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Table 2 

Pearson Correlations Among Dependent Variables for Hypothesis 1 

Variable M (SD) 1 2 3 4 5 6 

# Days Emp/Sc 17.02 (14.45)  .06* .07**  .61**   .09**   .09** 

# Days Med 8.53 (12.47)    .01* .04 .65**  .07** 

# Days SA 22.36 (9.37)    .07* .03 .26** 

Emp/Sc 3.12 (1.62)       .16** .15** 

Med Tro/Bo 2.37 (1.49)        .10** 

SA Tro/Bo 4.66 (0.82)       

Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  # Days 

= number of days experiencing the problem of the previous 30 days.  Tro/Bo = troubled 

or bothered as measured on 5-point Likert-type scale.  * p < .05. ** p ≤.01. 

 

 Primary analysis for Hypothesis 1.  Following the correlational analysis, the 

MANOVA was run on Hypothesis 1.  The results of this MANOVA examine the effect 

of drug of choice on the latent variable, which was a demonstrated approach or avoidance 

tendency as measured by participants’ reports of experiencing problems and the degree to 

which they have been troubled or bothered by these same problems.  There was a 

statistically significant difference between the drug of choice on the combined dependent 

variables, F(6, 1,554) = 7.61, p < .01, Wilks' Λ = .97; Pillai’s Trace = .03; partial η2 = 

.03, such that those whose DOC was an opioid tended to report both a greater number of 

days experiencing problems with the previous 30 and greater degrees of being troubled or 

bothered by these problems compared to those whose drug of choice was a stimulant.  
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Due to the statistical significance of the MANOVA, subsequent Analyses of Variance 

(ANOVAs) were conducted to examine the relation between drug of choice and each 

observed indicator of the latent variable.  The results from the MANOVA are presented 

in Table 3. 

Table 3 

MANOVA Results for Hypothesis 1 

Effect/Variable Wilks’ 

Λ 

Pillai’s 

Trace 

F df df error p partial 

η2 

Hypothesis 1 .97 .03 7.61 6 1,554 <.01** .03 

# Days Emp/Sc   0.26 1 1,559 .61 < .01 

# Days Med   2.99 1 1,559 .08 <.01 

# Days SA   32.73 1 1,559 <.01** .02 

Emp/Sc Tro/Bo   1.44 1 1,559 .23 <.01 

Med Tro/Bo   3.88 1 1,559 <.05* .002 

SA Tro/Bo   10.39 1 1,559 .01** .007 

Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  # Days 

= number of days reported experiencing problems in previous 30 days.  Tro/Bo = 

troubled or bothered.  * p < .05. ** p <.01. 

 

 There was a statistically significant difference between participants who identified 

opioids as the drug of choice (O-DOC) and participants who identified stimulants as the 

drug of choice (S-DOC) in three categories including: the number of days in the previous 

30 days individuals self-reported experiencing substance abuse problems, F(1, 1,559) = 

32.73, p < .01; partial η2 = .02, participants’ rating of the degree of being troubled or 
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bothered by medical problems, F(1, 1,559) = 3.88, p < .05; partial η2 = .002, and 

participants’ rating of the degree of being troubled or bothered by substance abuse 

problems, F(1, 1,559) = 10.39, p = .01; partial η2 = .007.  Those whose drug of choice 

was opioids reported more days experiencing and being troubled or bothered by 

substance abuse problems and more days being troubled or bothered by medical problems 

than those whose drug of choice was stimulants.  No significance was found in categories 

of the number of days in the previous 30 days that individuals self-reported experiencing 

employment/school problems, F(1, 1,559) = 0.26, p = n.s.; partial η2 < .01, medical 

problems, F(1, 1,559) = 2.99, p = n.s. partial η2 < .01, or participants’ rating of the 

degree of being troubled or bothered by employment/school problems, F(1, 1,559) = 

1.44, p = n.s.; partial η2 = .01. 

 Independent samples t-tests were run on the three variables indicated as 

significant in order to provide additional evidence that the violation of homogeneity of 

variance was not impacting the results; cells where equality of variances was not assumed 

were observed.  The following results do not assume homogeneity of variance, yet results 

provided support for the significance of these variables even when adjusted for equality 

of variances across the group in all categories (see Table 4).   
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Table 4 

Variables of Indicated Significance for Hypothesis 1: Independent Samples t-Test 

Dependent Variable Category M SD t-value d p 

# Days SA S-DOC 

O-DOC 

21.54 

24.55 

9.59 

8.36 

-6.09 .33 <.01** 

Med Tro/Bo S-DOC 

O-DOC 

2.33 

2.49 

1.47 

1.55 

-1.92 .11 .05* 

SA Tro/Bo S-DOC 

O-DOC 

4.62 

4.77 

0.86 

0.69 

-3.57 .19 <.01** 

Notes.  # Days = number of days reported experiencing problems in previous 30 days.  

SA = substance abuse.  Med = medical.  Tro/Bo = troubled or bothered.  S-DOC = 

stimulants identified as drug of choice.  O-DOC = opioids identified as drug of choice.    

* p ≤ .05. ** p <.01. 

 

 The number of days in the previous 30 days that individuals self-reported 

experiencing substance abuse problems was higher for O-DOC (M = 24.55, SD = 8.36) 

than for S-DOC (M = 21.54, SD = 9.59), a statistically significant difference, M = -3.02, 

95% CI [-4.05, -1.98], t(866.52) = -6.09, p < .01, d = .33.  Participants’ rating of the 

degree of being troubled or bothered by medical problems were higher for O-DOC (M = 

2.49, SD = 1.55) than for S-DOC (M = 2.33, SD = 1.47), a statistically significant 

difference, M = -.17, 95% CI [-0.01, <0.01], t(724.69) = -1.92, p = .05, d = .11.  

Participants’ rating of the degree of being troubled or bothered by substance use 

problems were also higher for O-DOC (M = 4.77, SD = 0.69) than for S-DOC (M = 4.62, 

SD = 0.86), a statistically significant difference, M = -.15, 95% CI [-0.06, -

0.07], t(948.78) = -3.57, p < .01, d = .19. 
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Hypothesis 2 

 The same procedures were followed for Hypothesis 2.  Hypothesis 2, which 

predicted that the degree to which individuals report being troubled or bothered by 

problems (i.e., employment/school, social, family, medical, and drug/alcohol) in the 30 

days prior to court-mandated substance use treatment and the degree of importance they 

place on seeking treatment for the same problem will be greater in each individual 

category for individuals with the primary drug of choice of opioids compared to 

individuals with the primary drug of choice of stimulants, was tested using MANOVA.   

 Examination of the assumptions of the data.  The assumption of independence 

of observations was met.  The assumption of normal distribution of the dependent 

variable was not met as observed on the Normal Q-Q Plot.  Exploration of the data 

revealed outliers were absent, skewness was present, and the data were determined to be 

further explorable.  The assumption of homogeneity of variances was also violated as 

indicated by significance in Levene’s Test of Equality of Error Variances for five 

variables of interest for Hypothesis 2 including: how troubled or bothered participants 

were by family problems (F = 4.84, p < .05), medical problems (F = 6.53, p < .05) and 

substance abuse problems (F = 31.61, p < .01), and by the degree of importance 

participants’ rate the importance of seeking treatment for family problems (F = 12.40, p < 

.01) and for substance abuse problems (F = 31.40, p < .01).  Box’s Test of Equality of 

Covariance Matrices indicates a violation of this assumption (F = 5.10, p < .01), as is not 

uncommon with large datasets including disproportionate sample sizes as discussed 

previously.  A correlational analysis of the dependent variables is presented in Table 5.
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Table 5 

 

Correlations Among Dependent Variables for Hypothesis 2 

Variable M (SD) 1 2 3 4 5 6 7 8 9 10 

Emp/Sc Tro/Bo 3.12 (1.62)  .25** .30** .16** .15** .84** .25** .28** .17** .08** 

Family Tro/Bo 3.78 (1.31)   .39** .08** .12** .23** .83** .33** .07* .06* 

Social Tro/Bo 3.00 (1.50)    .19** .22** .30** .35** .88** .18** .13** 

Med Tro/Bo 2.37 (1.49)     .10** .16** .11** .18** .89** .07** 

SA Tro/Bo 4.66 (0.82)      .11** .06* .17** .06* .50** 

Emp/Sc Import 3.18 (1.65)       .29** .32** .21** .11** 

Family Import 3.85 (1.32)        .40** .13** .06* 

Social Import 3.09 (1.54)         .21** .13** 

Med Import 2.47 (1.60)          .06* 

SA Import 4.86 (0.48)           

Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  Tro/Bo = troubled or bothered as measured on 5-point 

Likert-type scale.  Import = importance as measured on 5-point Likert-type scale.  * p < .05. ** p <.01. 
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 Primary analysis for Hypothesis 2.  Following the correlational analysis, a 

MANOVA was run on Hypothesis 2.  There was a statistically significant difference 

between the drug of choice on the combined dependent variables, F(10, 1550) = 3.25, p < 

.01, Wilks' Λ = .98; Pillai’s Trace = .02; partial η2 = .21.  Those whose drug of choice 

was opioids tended to report both greater degrees of being troubled or bothered by these 

problems and greater degrees of importance for seeking treatment for these problems than 

those whose drug of choice was stimulants.  As the MANOVA indicated significance, 

separate ANOVAs were conducted to examine the relationship between DOC and each 

observed indicator of the latent variable.  The results from the MANOVA are presented 

in Table 6. 

Table 6 

MANOVA Results for Hypothesis 2 

Effect/Variable 
Wilks’ 

Λ 

Pillai’s 

Trace 
F df df error p 

partial 

η2 

Hypothesis 2 .98 .02 3.25 10 1,550 <.01** .21 

Emp/Sc Tro/Bo   1.44 1 1,559 .23 <.01 

Family Tro/Bo   3.63 1 1,559 .05* .002 

Social Tro/Bo   0.03 1 1,559 .87 <.01 

Med Tro/Bo   3.88 1 1,559 .05* .002 

SA Tro/Bo   10.39 1 1,559 <.01** .01 

Emp/Sc Import   0.09 1 1,559 .77 <.01 

Family Import   3.82 1 1,559 .05* .002 

Social Import   0.27 1 1,559 .60 <.01 

Med Import   0.30 1 1,559 .59 <.01 

SA Import   7.94 1 1,559 <.01** .01 
Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  Tro/Bo = 

troubled or bothered.  Import = importance.  * p ≤ .05. ** p <.01. 
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 There was a statistically significant difference between O-DOC and S-DOC 

participants in how troubled or bothered individuals are by substance abuse problems, 

F(1, 1,559) = 10.39, p < .01; partial η2 = .01 and the degree of importance placed on 

seeking treatment for these substance abuse problems, F(1, 1,559) = 7.94, p < .01; partial 

η2 = .01.  Given recommendations to consider the cutoff of statistical significance as 

slightly elastic and to still consider results approaching the numeric value representing 

traditional statistical significance of p < .05 (Cohen, 1994), these figures are also 

reported:  potential statistical significance was found in categories of how troubled or 

bothered individuals are by family problems, F(1, 1,559) = 3.63, p = .06; partial η2 = 

.002, medical problems F(1, 1,559) = 3.88, p = .05; partial η2 = .002, and the degree of 

importance placed on receiving treatment for family problems F(1, 1,559) = 3.82, p = 

.05; partial η2 = .002.  No difference was found in how troubled or bothered individuals 

are in categories of employment/school F(1, 1,559) = 1.44, p = n.s.; partial η2 = <.01, or 

social problems F(1, 1,559) = 0.03, p = n.s.; partial η2 = <.01.  Additionally, no statistical 

significance was found in the degree of importance placed on receiving treatment for 

employment problems F(1, 1,559) = 0.09, p = n.s.; partial η2 = <.01, social problems, 

F(1, 1,559) = 0.27, p = n.s.; partial η2 = <.01, or medical problems, F(1, 1,559) = 0.30, p 

= n.s.; partial η2 = <.01. 

 O-DOC participants reported experiencing higher rates of being troubled or 

bothered by medical (M = 2.49, SD = 1.55) and substance abuse problems (M = 4.77, SD 

= 0.69) than S-DOC participants in these same categories of medical (M = 2.33, SD = 

1.45) and substance abuse problems (M = 4.62, SD = 0.86).  However, contrary to 



81 

predictions, S-DOC participants reported experiencing higher rates of being troubled or 

bothered by employment and school problems (M = 3.15, SD = 1.61) and family 

problems (M = 3.82, SD = 1.29) than O-DOC participants in employment and school (M 

= 3.04, SD = 1.63) and family problems (M = 3.67, SD = 1.34).  The differences in the 

category of how troubled or bothered individuals were related to social problems was 

negligible between S-DOC participants (M = 3.00, SD = 1.48) and O-DOC participants 

(M = 2.99, SD = 1.55).   

 The results of this MANOVA reveal the effect of drug of choice on the latent 

variable, which is a demonstrated approach or avoidance tendency as measured by the 

degree to which participants have been troubled or bothered by problems and the degree 

of importance they place on receiving treatment for these same problems.  The 

importance participants placed on the need to receive treatment for employment, family, 

and social problems was higher for S-DOC groups (M = 3.19, SD = 1.66; M = 3.89, SD = 

1.23; M = 3.11, SD = 1.52, respectively) than for O-DOC groups (M = 3.16, SD = 1.65; 

M = 3.75, SD = 1.42; M = 3.06, SD = 1.56, respectively).  Contrarily, the importance 

participants placed on the need to receive treatment for medical and substance abuse 

problems was higher for O-DOC (M = 2.51, SD = 1.60; M = 4.92, SD = 0.33, 

respectively) than for S-DOC (M = 2.46, SD = 1.60; M = 4.84, SD = 0.52, respectively). 

 Independent samples t-tests were run on the two variables displaying statistical 

significance and the three variables of potential significance as to establish additional 

supporting evidence that the violation of homogeneity of variance was not significantly 

impacting the results and to ensure similar results are obtainable when homogeneity of 
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variance is not assumed.  Results provided clear support for the significance of the prior 

two variables even when adjusted for equality of variances across the group in all 

categories and homogeneity of variance is not assumed (see Table 7). 

Table 7 

Variables of Indicated Significance for Hypothesis 2: Independent Samples t-Test 

Dependent Variable Category M SD t-value d p 

Family Tro/Bo S-DOC 

O-DOC 

3.82 

3.67 

1.29 

1.37 

1.86 .11 .06 

Med Tro/Bo S-DOC 

O-DOC 

2.33 

2.49 

1.47 

1.55 

-1.92 .11 .06 

SA Tro/Bo S-DOC 

O-DOC 

4.62 

4.77 

0.86 

0.69 

-3.57 .19 <.01** 

Family Import S-DOC 

O-DOC 

3.89 

3.75 

1.28 

1.42 

1.95 .10 .06 

SA Import S-DOC 

O-DOC 

4.84 

4.92 

0.52 

0.33 

-2.82 .18 .01** 

Notes.  Med = medical.  SA = substance abuse.  Tro/Bo = troubled or bothered as 

measured on 5-point Likert-type scale.  Import = importance as measured on 5-point 

Likert-type scale.  ** p <.01. 

 

 The degree to which individuals reported being troubled or bothered by substance 

abuse problems was higher for O-DOC (M = 4.77, SD = 0.69) than for S-DOC (M = 4.62, 

SD = 0.86), a statistically significant difference, M = -.15, 95% CI [-0.23, -

0.07], t(948.78) = -3.57, p < .01, d = .19.  The degree of importance placed on seeking 

treatment for these substance abuse problems was also higher for O-DOC (M = 4.92, SD 
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= 0.33) than for S-DOC (M = 4.84, SD = 0.52), a statistically significant difference, M = -

0.08, 95% CI [-0.12, -0.03], t(1191.08) = -3.43, p < .01, d = .18.  While potential 

statistical significance was indicated in the primary MANOVA analysis for the remaining 

three variables, it was not supported in the follow-up independent sample t-tests 

regarding: how troubled or bothered individuals are by family problems, t(723.83) = 

1.86, p = .06, d = .11 medical problems, t(724.69) = -1.92, p = .06, d = .11 and the degree 

of importance placed on receiving treatment for family problems t(700.41) = 1.86, p = 

.06, d = .10. 

Hypothesis 3  

 Hypothesis 3, which predicted that the individuals' expressed degree of 

importance for seeking treatment for these problems (i.e., employment/school, social, 

family, medical, and drug/alcohol) and the clinical judgment of the severity of the 

problems by the individual’s primary treatment counselor will be greater in each 

individual category for individuals with the primary drug of choice of opioids compared 

to individuals with the primary drug of choice of stimulants, was also tested with 

MANOVA.   

 Examination of the assumptions of the data.  Assumptions of the data were first 

explored and the assumption of independence of observations was met.  Normal 

distribution of the dependent variable was not met as observed on the Normal Q-Q Plot.  

Outliers were not observed and therefore the data were determined to be analyzable.  

Levene’s Test of Equality of Error Variances indicated a violation of the assumption of 

homogeneity of variances for three of the nine variables of interest for Hypothesis 3.  
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These variables include participants’ expressed degree of importance for seeking 

treatment for family problems (F = 12.40, p < .01) and substance abuse problems (F = 

31.40, p < .01), and the clinical judgment of the severity of family and social problems (F 

= 20.42, p < .01).  The assumption of equality of variance-covariance matrices was tested 

utilizing Box’s Test of Equality of Covariance Matrices and indicated a violation of this 

assumption (F = 5.47, p < .01).  Following the exploration of these assumptions, the 

dependent variables were explored via correlational analyses (see Table 8). 
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Table 8 

Correlations Among Dependent Variables for Hypothesis 3 

Variable M (SD) 1 2 3 4 5 6 7 8 9 

Emp/Sc Import 3.18 (1.65)  .29** .32** .21** .11** .81** .27** .16** .15** 

Family Import 3.85 (1.32)   .40** .13** .06* .29** .69** .10** .06* 

Social Import 3.09 (1.54)    .21** .13** .36** .50** .18** .14** 

Med Import 2.47 (1.60)     .06* .21** .18** .84** .09** 

SA Import 4.86 (0.48)      .09** .05 .05 .36** 

Emp/Sc CSev 2.84 (1.44)       .34** .18** .16** 

Fam/Soc CSev 3.82 (1.10)        .20** .12** 

Med CSev 2.58 (1.47)         .10** 

SA CSev 4.81 (0.53)          

Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  Fam/Soc = family and social.  Import = 

importance as measured on 5-point Likert-type scale.  CSev = clinical judgment of severity as measured on 5-point Likert-type 

scale.  * p < .05. ** p <.01. 



86 

 Primary analysis for Hypothesis 3.  Following the correlational analysis, the 

MANOVA was run on Hypothesis 3.  The results of this MANOVA examine the effect 

of drug of choice on the latent variable, which is a demonstrated approach or avoidance 

tendency as measured by the degree of importance participants place on receiving 

treatment for problems and the clinical judgment of the severity of the problems by the 

individual’s primary treatment counselor.  There was a statistically significant difference 

between the drug of choice categories on the combined dependent variables, F(9, 1551) = 

5.08, p < .01, Wilks' Λ = .97; Pillai’s Trace = .03; partial η2 = .03.  Individuals in the O-

DOC category tended to report higher degrees of importance for seeking treatment for 

substance use problems and clinicians performing the assessments judged the clinical 

severity of the individuals’ substance use problems as more severe than those of 

individuals in the S-DOC category.  The results from the MANOVA are presented in 

Table 9. 
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Table 9 

MANOVA Results for Hypothesis 3 

Effect/Variable Wilks’ 

Λ 

Pillai’s 

Trace 

F df df error p 

partial 

η2 

Hypothesis 3 .97 .03 5.08 9 1,551 <.01** .03 

Emp/Sc Import   0.09 1 1,559 .77 <.01 

Family Import   3.82 1 1,559 .05* .002 

Social Import   0.27 1 1,559 .60 <.01 

Med Import   0.30 1 1,559 .59 <.01 

SA Import   7.94 1 1,559 <.01** .005 

Emp/Sc CSev   0.01 1 1,559 .94 <.01 

Fam/Soc CSev   24.32 1 1,559 <.01** .02 

Med CSev   0.01 1 1,559 .92 <.01 

SA CSev   0.24 1 1,559 .62 <.01 

Notes.  Emp/Sc = employment or school. Med = medical.  SA = substance abuse.  

Fam/Soc = family and social.  Import = importance.  CSev = clinical judgment of 

severity.  * p ≤ .05. ** p <.01. 

 

 There was a statistically significant difference between O-DOC and S-DOC 

participants in two categories: the degree of importance participants place on receiving 

treatment for substance abuse problems (F(1, 1,559) = 7.94, p < .01; partial η2 = .005) 

and the clinical judgment of the severity of family/social problems (F(1, 1,559) = 24.32, 

p < .01, η2 = .02).  Potential significance was identified in the degree of importance 

participants place on receiving treatment for family problems (F(1, 1,559) = 3.82, p = 
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.05, η2 = .002).  Participants in the O-DOC category reported higher degrees of 

importance for receiving treatment for substance use problems than participants in the S-

DOC category.  Participants in the S-DOC category reported higher degrees of 

importance for receiving treatment for family problems and assessed the clinical 

judgment of the severity of their family/social problems higher for this category than for 

the O-DOC category.   

 No statistical significance was found in categories of the degree of importance 

participants place on seeking treatment for employment problems (F(1, 1,559) = 0.09, p = 

n.s., η2 = < .01), social problems (F(1, 1,559) = 0.27, p = n.s., η2 < .01) or medical 

problems (F(1, 1,559) = 0.30, p = n.s., η2 < .01).  No statistical significance was found in 

the judgment of the clinical severity of employment problems (F(1, 1,559) = 0.01, p = 

n.s., η2 < .01), medical problems (F(1, 1,559) = 0.01, p = n.s., η2 < .01), or substance 

abuse problems (F(1, 1,559) = 0.24, p = n.s., η2 < .01).  As statistical significance was 

indicated by the MANOVA, the subsequent analyses explore separate ANOVAs which 

examine the relationship between DOC and each observed indicator of the latent variable. 

 Independent samples t-tests were run on the three variables indicated as 

potentially significant with the aim of providing additional supporting evidence that the 

violation of homogeneity of variance may not be significantly impacting the results (see 

Table 10).   
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Table 10 

Variables of Indicated Significance for Hypothesis 3: Independent Samples t-Test 

Dependent Variable Category M SD t-value d p 

SA Import S-DOC 

O-DOC 

4.84 

4.92 

0.52 

0.33 

-3.43 .18 .01** 

Family Import S-DOC 

O-DOC 

3.89 

3.75 

1.28 

1.42 

1.87 .10 .06 

Fam/Soc CSev S-DOC 

O-DOC 

3.90 

3.60 

1.05 

1.18 

4.67 .27 <.01** 

Notes.  SA = substance abuse.  Fam/Soc = family and social.  Import = importance as 

measured on 5-point Likert-type scale.  CSev = clinical judgment of severity as measured 

on 5-point Likert-type scale.  ** p <.01. 

 

 The degree of importance individuals reported for receiving treatment for 

substance abuse was higher for the O-DOC category (M = 4.92, SD = 0.33) than for the 

S-DOC category (M = 4.84, SD = 0.52), a statistically significant difference, M = -0.08, 

95% CI [-0.12, -0.03], t(1191.08) = -3.43, p = .01, d = .18.  Contrary to predictions, the 

clinical judgment of the degree of severity of family/social problems was higher for the 

S-DOC category (M = 3.90, SD = 1.05) than for the O-DOC category (M = 3.60, SD = 

1.18), a statistically significant difference, M = 0.31, 95% CI [0.18, 0.43], t(686.93) = 

4.67, p < .01, d = .27.  The degree of importance participants placed on receiving 

treatment for family problems was higher for the S-DOC category (M = 3.89, SD = 1.28) 

than for the O-DOC category (M = 3.75, SD = 1.42), although these results did not reach 
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a degree of statistical significance in the independent samples t-test, M = .15, 95% CI [-

0.01, 0.30], t(700.41) = 1.87, p = n.s, d = .10. 

Hypothesis 4 

 Hypothesis 4, which predicted that the telescoping, or progression through 

milestones or stages (e.g., age at first use of primary DOC, secondary DOC, tertiary DOC 

and first admittance to residential treatment) will be accelerated for individuals addicted 

to stimulants compared to individuals addicted to opioids, was also tested with Multiple 

Analyses of Variance.   

 Examination of the assumptions of the data.  The assumption of independence 

of observations was met.  Additionally, the assumption of normal distribution of the 

dependent variables was met as observed on the Normal Q-Q Plot.  The assumption of 

homogeneity of variances was violated as indicated by significance in Levene’s Test of 

Equality of Error Variances for one variable when based on mean including: the 

difference score between participants’ age at first use of the secondary substance and 

their age at first use of the tertiary substance (F = 4.79, p < .05).  This assumption was 

met on the remaining two variables: the difference score between participants’ age at first 

use of the primary substance and their age at first use of the secondary substance (F = 

0.92, p = n.s.) and the difference score between participants’ age at first use of the tertiary 

substance and their age at first admittance to residential substance use treatment (F = 

0.04, p = n.s.).  Box’s Test of Equality of Covariance Matrices indicates this assumption 

is also met (F = 1.68, p = n.s.).  A correlational analysis of the dependent variables was 
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conducted to evaluate whether these variables are associated with the same latent 

construct (see Table 11).   

Table 11 

Pearson Correlations Among Dependent Variables for Hypothesis 4 

Variable M (SD) 1 2 3 

Diff Score – Primary to Secondary -3.02 (6.52)  - -.07 

Diff Score – Secondary to Tertiary 0.66 (6.79)  .53* -.50* 

Diff Score – Tertiary to Age of Admit 8.24 (7.02)    

Notes.  Diff Score = difference score.  Primary = age at first use of primary DOC.  

Secondary = age at first use of secondary DOC.  Tertiary = age at first use of tertiary 

DOC.  Age of Admit = age of first admittance to residential substance use treatment.   

* p <.01. 

 

 Primary analysis for Hypothesis 4.  Following the correlational analysis, a 

MANOVA was run on Hypothesis 4.  The results of this MANOVA examine the effect 

of drug of choice on the latent variable, which is a demonstrated approach or avoidance 

tendency as measured by the telescoping through the milestones of drugs use.  Statistical 

significance was not found between the drug of choice on the combined dependent 

variables, F(3, 184) = 1.98, p = n.s., Wilks' Λ = .97; Pillai’s Trace = .03; partial η2 = .03.  

The results from the MANOVA are presented in Table 12. 
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Table 12 

MANOVA Results for Hypothesis 4 

Effect/Variable Wilks’ 

Λ 

Pillai’s 

Trace 

F df df error p 

partial 

η2 

Hypothesis 4 .97 .03 1.98 3 184 .12 .03 

DS - Prim to Sec   2.54 1 186 .11 .01 

DS – Sec to Tert   0.11 1 186 .74 <.01 

DS - Tert to 

Admit 

  0.68 1 186 .41 .004 

Notes.  DS = difference score.  Prim = age at first use of primary DOC.  Sec = age at first 

use of secondary DOC.  Tert = age at first use of tertiary DOC.  Admit = age of first 

admittance to residential substance use treatment.   

 

 No statistical significance was found in any of the three categories including: age 

at first use of primary and secondary substances among DOC groups, F(1, 186) = 2.54, p 

= n.s., ; partial η2 = .01, age of first use of secondary and tertiary substances among DOC 

groups, F(1, 186) = 0.11, p = n.s., partial η2 < .01, and age at first use of tertiary 

substance and age at first admittance to residential substance use treatment programming, 

F(1, 186) = 0.68, p = n.s., partial η2 < .01. 

 The difference scores between the age at first use of the primary and secondary 

substances was higher for the O-DOC participant category (M = -4.08, SD = 6.58) than 

for the S-DOC participant category (M = -2.48, SD = 6.44).  The difference scores 

between the age of first use of the secondary and tertiary substances was also higher for 

the O-DOC group (M = 0.89, SD = 8.1) than the S-DOC group (M = 0.54, SD = 6.06).  
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However, the difference scores between the age of first use of tertiary substances and the 

age of first admittance to residential substance use treatment was higher for the S-DOC 

participant category (M = 8.54, SD = 6.97) than for the O-DOC participant category (M = 

7.65, SD = 7.16).      

 Following the statistical analyses of Hypothesis 4, the variables of interest utilized 

in creating the difference scores for this hypothesis were analyzed and compared to the 

larger dataset utilized in the prior three hypotheses.  Comparisons of these variables of 

interest are presented in Table 13. 

Table 13 

Comparison of Variables of Interest for Hypothesis 4: Subset Data vs. Complete Dataset 

Variable 
H4 Subset Data 

M (SD) 

n 

(Subset Data) 

Complete 

Dataset 

M (SD) 

n 

(Complete 

Dataset)* 

 

Age 

Primary 

 

 

20.05 (6.83) 

 

188 

 

12.75 (5.47) 

 

1,558 

Age 

Secondary 

17.04 (6.37) 188 11.37 (7.58) 1,134 

 

Age 

Tertiary 

 

17.70 (6.97) 

 

188 

 

14.20 (7.72) 

 

548 

 

Age at 

Admit 

 

 

25.94 (7.62) 

 

188 

 

29.04 (8.51) 

 

1,560 

 

Notes. Age Primary = age at first use of primary DOC.  Age Secondary = age at first use 

of secondary DOC.  Age Tertiary = age at first use of tertiary DOC.  Age at Admit = age 

at first admittance to residential substance use treatment.  * Missing data reflect no age 

indicated by participants for the category. 
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CHAPTER V 

 DISCUSSION 

Summary of Findings 

 The researcher examined several questions central to furthering understanding of 

the psychological factors underpinning opioid and stimulant substance use addictions 

among a group of women participating in a residential treatment center.  More 

specifically, the purpose of the present study was to explore the potential links between 

approach and avoidance tendencies and female participants’ drug of choice with the 

ultimate goal of examining the potential treatment implications of these links if found.  

Several significant findings were found in three of the four hypotheses.   

 Hypothesis 1, which explored the relationship of DOC on an individual’s 

approach or avoidance tendency as measured by participants’ reports of experiencing 

problems and the degree to which they have been troubled or bothered by these same 

problems, was significant overall.  Women in the O-DOC category reported more days of 

experiencing substance abuse problems in the previous 30 days and reported larger 

degrees of being troubled or bothered by both medical and substance abuse problems 

than those in the S-DOC category.   

 Hypothesis 2, which explored the association between DOC and an individuals’ 

approach or avoidance tendency as measured by the degree to which participants have 

been troubled or bothered by problems and the degree of importance they place on 

seeking treatment for the same problem, was also significant overall.  Individuals in the 
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O-DOC category reported higher degrees of being troubled or bothered by their substance 

abuse and higher degrees of importance for receiving treatment for these concerns.  In 

contrast to predictions, individuals in the S-DOC category reported higher degrees of 

being troubled or bothered by family problems and higher degrees of importance for 

receiving treatment for these family problems.   

 Hypothesis 3, which explored the connection between DOC and an individual’s 

approach or avoidance tendency as measured by the degree of importance participants’ 

place on seeking treatment for problems and the clinical judgment of the severity of the 

problems, was also significant overall.  Individuals in the O-DOC category assigned 

significantly more weight on the degree of importance they placed on receiving treatment 

for substance use problems as compared to individuals in the S-DOC category.  However, 

individuals in the S-DOC category reported higher degrees of importance for receiving 

treatment for family problems and were evaluated by clinicians as having more severe 

family and social problems than individuals in the O-DOC category.   

 Taken together, the significant findings indicated women who identify opioids as 

their DOC arrive to the court-mandated treatment setting reporting a more progressed 

need for treatment, reflecting the avoidance framework.  These results were largely 

consistent with the researcher’s expectations.  This same group also tends to arrive to the 

treatment setting approximately 2 additional years later than women with addictions to 

stimulants which suggests a greater delay in self-referred help seeking.  Combined, these 

results suggest problems appear to be more distressing for opioid users by the time they 
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reach the threshold of legal ramifications although the subjectivity inherent in the process 

of becoming arrested may offer additional considerations for future research.   

 A curious theme emerged across the first 3 hypotheses related to family problems.  

While there was no statistically significant difference between O-DOC and S-DOC 

categories in the number of days individuals reported experiencing family problems, 

stimulant users tended to report greater degrees of being troubled or bothered by these 

problems, placed a greater degree of importance on seeking treatment for these problems, 

and were judged by clinicians to have more clinically severe family and social problems.  

Generally, this unexpected finding may support the premise that stimulant users are more 

approach-oriented in their problem-evaluation of familial relationships.  However, this 

escalation may also be representative of the interpersonal effects experienced due to the 

stimulants being a less socially tolerable drug of abuse (DeSantis, & Hane, 2010), having 

a greater impact on family cohesion (Marchi et al., 2017) or having greater environmental 

impacts on the family unit in general (e.g., high fetal death rates, low birth weight babies 

and higher occurrences of involvement with Child Protective Services) (Fryer, Heaton, 

Levitt, & Murphy, 2013). 

 An additional unexpected result was revealed during data analysis.  Hypothesis 4, 

which explored individuals’ progression through the milestones or stages of drug use and 

addiction, was not found to be significantly different for either category.  This result may 

have occurred because the analysis of telescoping includes both positive and negative 

milestones (Lewis et al., 2014); the association between positive milestones (e.g., 

engagement in treatment) and negative milestones (e.g., initial substance use) and 
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approach or avoidance is unknown.  Analyzing these variables in a combined fashion 

may inadvertently blur approach and avoidance tendencies.  Alternatively, these 

unexpected findings could also reflect a multitude of unidentified sociocultural influences 

acting as unknown or confounding variables (Johnson et al., 2005). 

 Across hypotheses, several variables of interest did not reveal any statistically 

significant differences when participants were compared across O-DOC and S-DOC 

categories.  These included: the number of days in the previous 30 days individuals 

reported experiencing employment, school, and medical problems; how troubled or 

bothered individuals were related to employment, school, and social problems; the degree 

of importance individuals placed on receiving treatment for employment, social, or 

medical problems; and the clinical judgment of the severity of employment, school, and 

medical problems.  While determining definitive conclusions related to the root of these 

similarities is beyond the scope of the current paper, the impact of illicit substance use in 

environments related to school and work may be similarly experienced across categories 

because repercussions in school and work environments are typically broadly applied 

with regulations utilizing the generic term controlled substance (Drug Enforcement 

Administration, 2010; National Research Council, 2001).  The similar trends observed 

across substances reflect the common practice of researching the community effects of 

drugs without differentiating among illegal substances (US Department of Justice 

National Drug Intelligence Center, 2006).   
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Implications for Theory 

 A/A theory stipulates that individuals exercise selectivity in their goal 

orientations, and this selection process is heavily guided by an underlying approach or 

avoidance tendency (Bargh & Ferguson, 2000).  The fundamental component of this 

theory suggests that these tendencies are perpetually acting forces on individual choice 

(Lewin, 1931), a concept more recently identified as automatic attitude activation (Elliot 

& Reis, 2003).  Given this approach-avoidance distinction forecasts behavior, automatic 

attitude activation is particularly relevant within the context of the self-organizing 

systems such as those found in residential substance use treatment settings.   

 According to a supporting theory within A/A, the hierarchical model of approach-

avoidance motivation, personality temperaments such as sensitivity to stimuli exert a 

dominant force on goal orientation (Elliot, 2006).  If, as the current research findings 

posit, DOC is driven by an existing predisposition, an early aversion to stimuli may have 

actually served as the impetus for opioid (“painkiller”) use, and similarly, an early 

numbing toward stimuli may serve as an attractant to the stimulation provided by cocaine 

or methamphetamine (“pickups”).  The antecedent preceding individuals’ gravitation 

toward a particular drug of choice may be influenced by the degree of environmental risk.  

The current research posits the initial risk environment for the opioid users may be sought 

out because of its low stimulation effects (e.g., a doctor’s office), while the risk 

environment for stimulant users may be sought out because of its high stimulation effects 

(e.g., a party).  This thesis may be further supported by the current study’s results 

indicating stimulant users identify more familial concerns and express a greater desire to 
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pursue treatment for these problems, both of which may actually reflect a greater desire 

for increased interpersonal stimulation.   

 Research connecting DOC with personality characteristics has been limited (Haj-

Seyyed-Javadi et al., 2007), although studies have established stimulant users display 

high rates of disinhibition (Ersche et al., 2010) and high acceptance rates of new 

experiential opportunities (Paulus et al., 2008).  Contrarily, opioid users have displayed 

higher desirability for isolation, self-neglect, and deprivation (Bogdanowicz et al., 2016).  

Notably, the studies referenced reflect on behavioral approach/avoidance tendencies 

while not directly examining participants’ cognition.   

 Results of the current study reflect an expected uneven distribution in the number 

of O-DOC (n = 425) and S-DOC (n = 1,136) women presenting for court-mandated 

treatment, a distribution consistent with prevalence rates of these addictions in greater 

society (United Nations Office on Drugs and Crime, 2010) and should not be interpreted 

as evidence of approach or avoidance to engagement in treatment by either group.  

However, interestingly, the data revealed opioid users presented to treatment 

approximately 2 years later than stimulant users despite similar onsets of initial drug use 

and upon presentation revealed higher degrees of concern related to their substance use.   

 Several possibilities present in the literature for why individuals of differing DOC 

categories may present to treatment after varying durations of addiction.  Conceptualizing 

through the lens of minority stress theory may lend helpful insight to factors such as 

stress tolerance and coping styles (Meyer, 2003).  Proximal stressors identified by this 

theory such as self-stigmatization and assumptions of rejection (Meyer, 2003) may 
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further amplify avoidance tendencies.  The results of the current study suggest non-White 

individuals are more prominently represented in the S-DOC category at 21.4% than in the 

O-DOC category at 12.1%.  While evidence differentiating the demographic variables 

according to DOC is scarce, studies suggest the multiple minority identities common to 

the SUD populations amplify the negative effects of mental health disorders (Meyer, 

2003).   

 At first glance, it may seem that minority stress theory indicates people of color 

may be more avoidant oriented.  In contrast to this assumption, the more avoidant 

category in the current study, O-DOC, included a smaller percentage of racial and ethnic 

minorities.  An unexplored, potentially significant moderating variable is the impact of 

the power differentials disproportionately experienced by minorities that influences legal 

decrees such as court-mandated treatment.  The expectation of subordination is 

duplicated for minorities within the legal system (van Dijk, 2003), and this may create a 

distortion of the influence of individuals’ preexisting A/A behavioral tendencies.  

Individuals in the O-DOC category appear to more commonly hold privileged racial and 

ethnic identities; these identities often represent more traditionally individualistic cultural 

backgrounds which are more commonly associated with traits such as the perception of a 

lateral power structure (Basabe & Ros, 2005).  Women’s perceptions of power dynamics 

may have a significant downstream effect on the timing with which they submit to court-

mandated treatment.  

 Another potentially influencing factor on why individuals may present to 

treatment after different durations of experiencing addiction relates to the high correlation 
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identified between opioid use and anxiety disorders (Goldner, Lusted, Roerecke, Rehm, 

& Fischer, 2014).  Although the researcher did not include an anxiety measure in the 

current study, opioid users typically score highly on the Social Avoidance and Distress 

Scale and on the Fear of Negative Evaluation Scale (Grenyer, Williams, Swift, & Neill, 

1992), both of which may have a dissuading impact on treatment initiation.  Anxiety-

linked traits may also be at odds with the extroverted nature of treatment communities 

(Beutler, Moos, & Lane, 2003), which may further serve as a deterrent to the help-

seeking behaviors of opioid users.  Research indicates overlap between participant 

variables and the characteristics of the type of treatment are closely related to positive 

outcome measures (Beutler, Moleiro, Malik, & Harwood, 2003).  For example, 

extroversion is negatively correlated with social anxiety (Naragon-Gainey, Watson, & 

Markon, 2009), yet it serves as an important determinant of problem-oriented, solution-

focused coping responses necessary to engage in treatment (Shaheen, Ali, & Kumar, 

2015).   

 This later presentation to the treatment setting for O-DOC women could also 

indicate that while women in the O-DOC category may exhibit behavioral avoidance, the 

expected accompanying cognitive avoidance, which was not observed, may represent a 

distinct form of avoidance that evidences differently and uniquely from behavioral 

avoidance.  A curious finding of the current study appears to highlight a more nuanced 

understanding of A/A theory than originally hypothesized.  Overall results for the current 

study suggest that not only is A/A applicable, but that the theory may be further parsed 

into a lens of A/A that independently evaluates behaviors and cognitions for substance-
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using women.  These tendencies have important implications for related commonly 

utilized theories in substance use treatment settings.  Generally, the theoretical bases for 

many treatment programs rely on individuals exhibiting approach-oriented motivations, 

which in light of the current study’s results, appears better tailored for stimulant users.  

While no study appears to directly address this supposition, treatment engagement has 

been shown to be affected by patient variables (Beutler, et al., 2003).  For example, the 

two most commonly implemented approaches within substance use treatment settings are 

CBT and 12-step programming, and these both include an expectation that clients self-

select into the dynamic by identifying a need or desire to engage in mental health 

treatment.   

 Recent literature strongly suggests that researchers turn the focus away from 

analyzing specific theoretical approaches and toward addressing the underlying change 

processes (Orford, 2008).  Both CBT and 12-step programming largely conceptualize 

avoidance as fear-based and resistant (Psychology Tools, 2018), and in substance use 

treatment settings, both of these approaches are likewise undergirded by Prochaska’s 

stage of change (Prochaska & DiClemente, 1982).  When individuals are perceived as 

resistant or do not self-select into treatment, they are often evaluated as being in the most 

elementary stage: the Precontemplation Stage of Change, which is interpreted 

unfavorably by the court system and treatment programs (Reamer, 2003).  However, the 

initial three of five stages of change are actually designed as measures of cognitive 

readiness, not behavioral change (Velasquez et al., 2015).  Embedded in the very 

evaluation of these three early stages of change is the necessity for clients to display 
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behavioral changes simply by presenting in the treatment community.  The current study 

emphasizes the need to view clients from the lens of A/A without misinterpreting 

behavioral avoidance as cognitive avoidance or misinterpreting avoidance in general as 

resistance.   

 The congruency effect emphasizes the importance of framing messages related to 

health treatment in ways that coincide with individuals’ approach or avoidance 

motivations (Sherman, Mann, & Updegraff, 2006).  Behavioral changes emerge more 

robustly when messages parallel preexisting characteristics of the help receiver (Mann, 

Sherman, & Updegraff, 2004).  For example, avoidance could alternatively be framed as 

a practical or even adaptive aversion to notions of sanctions or punishment (Carver, 

Sutton, & Scheier, 2000).   

   Embedded within some theoretical conceptualizations is the understanding that 

avoidance is a natural component of the human experience, understood as a mechanism 

people may use to keep themselves safe in the face of perceived threat.  Through the lens 

of relational cultural theory (RCT), resistance is viewed as a strategy of disconnection 

that ultimately can be used to foster reparative reconnections (Miller & Stiver, 1997).  

Practitioners and clients are “motivated toward engagement rather than avoidance” when 

reframing “client ambivalence, lack of authenticity, and/or fear of mutuality as survival 

strategies rather than as evidence of...resistance” (Frey, 2013, p. 182).  This supportive, 

non-pathologizing interpretation of avoidance encourages the vulnerability necessary to 

optimize therapeutic momentum.  Additionally, RCT posits that individuals may 

intentionally morph to the expectations of others and in doing so lose the authenticity of 
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their original goals (Hartling, Rosen, Walker, & Jordan, 2004).  This seems to parallel the 

relationship often experienced between clients and the court system and between clients 

and treatment staff.  Acknowledging, honoring, and valuing existing strategies of 

disconnection can create the impetus for change (Miller & Stiver, 1997). 

 Viewing clients from a lens of A/A theory allows for new interpretations of 

substance use behaviors.  Instead of expecting one or two treatment modalities to be 

effective for all clients, results from the current investigation suggest conceptualizing 

treatment in consideration of the tendency to approach or avoid.  This nuanced 

application of A/A theory has important applications across practice, training, and 

research domains. 

Implications for Practice 

 Psychologists have a responsibility to remain familiar with emerging literature 

and work toward implementing new discoveries in everyday practice with clients 

(Dimoff, Sayette, & Norcross, 2017).  The importance of matching client variables to 

treatment approaches is well established (e.g., Beutler, et al., 2003, Beutler & Harwood, 

2000; Reif et al., 2014), suggesting that an increased precision of treatment is achieved 

by focusing on the psychological mechanisms underlying the change process.  The 

current study contributes to this body of literature, suggesting the design of treatment 

programming in consideration of clients’ approach and avoidance tendencies.   

 Designing an effective treatment program sensitive to A/A tendencies may 

involve embedding levels of addressing avoidance within the treatment community.  As 

research indicates avoidant individuals tend to be distressed when socially embraced 
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(Yaakobi, & Williams, 2016), early stages of accommodation may include providing 

daily measures of self-monitoring that could be shared indirectly with treatment team 

through an inhouse mailbox.  This tool could provide self-assessment data to the team 

while still catering to clients’ behavioral avoidance.  Other potential modifications 

include intentionally identifying and reducing factors that may increase avoidance such 

as power differentials (Courage-Mellott, 2014), shame and depressive symptoms 

(Carvalho, Dinis, Pinto‐Gouveia, & Estanqueiro, 2015), hostility in the community 

(Press, Zornberg, Geller, Carrese, & Fingerhood, 2016) and discomfort with social 

interaction (Bowker, Stotsky, & Etkin, 2017).  Providing psychoeducation related to A/A 

tendencies and underlying contributing factors is key.   

 Additionally, it is crucial that practicing clinicians engage in self-reflection 

related to approach or avoidance tendencies they may exhibit in their own personal and 

professional identities.  According to the Ethical Principles of Psychologists and Code of 

Conduct, clinicians “try to eliminate the effect on their work of biases” (American 

Psychological Association [APA], 2017b, p. 4).  These tendencies may impact clinicians’ 

perception of clients’ behavioral dispositions and may inadvertently impact treatment.  

The Brief Approach/Avoidance Coping Questionnaire is a 12-item scale that can assist in 

identifying A/A coping, including parsing avoidant coping into resignation/withdrawal 

and diversion (Finset, Steine, Haugli, Steen, & Laerum, 2002).   

 According to the APA’s Multicultural Guidelines: An Ecological Approach to 

Context, Identity, and Intersectionality, clinicians also have a responsibility to explore the 

cultural implications of variables influencing therapeutic work (2017c).  The current 
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study suggests individuals’ racial/ethnic identity may have an influencing effect on DOC 

for women, as suggested by data indicating that 21.4% of stimulant users identify as non-

White, compared to 12.1% of opioid users who were non-White.  A cross-cultural 

analysis of these factors indicates the individuals embedded in social cultures of differing 

behavioral processing models (e.g., A/A) experience a global impact on self-regulatory 

motivations (Hamamura, Meijer, Heine, Kamaya, & Hori, 2009).  Although researchers 

have not yet determined why these differences are cultivated within culture, one theory is 

that cultural definitions of being a good citizen and family member vary, and this has a 

direct impact on behavioral engagement (Hamamura & Heine, 2008).  For example, 

although honor can be emphasized equally in two cultures, one culture may interpret 

behaving honorably as maintaining, perfecting, and managing one’s image, which might 

discourage treatment engagement and display as avoidance.  Another culture may 

interpret behaving honorably as acting transparently, which may display as the direct 

opposite: treatment engagement, which is an approach-orientation.   

 Additionally, the cultural implications of A/A tendencies may present differently 

across intersecting identities.  The majority of the current study’s participants were 

White, which may shed light on embedded favorability within the judicial system 

(Mustard, 2001) given that sexual, gender, and racial and ethnic minorities are 

disproportionately represented in the diagnoses of SUDs (Mereish & Bradford, 2014).  

Having more than one subordinate group identity creates self-perceptions of invisibility, 

impacting the comfort and willingness of individuals to present for treatment and can be 

misinterpreted as disengagement (Purdie-Vaughns & Eibach, 2008).  Clinicians are 
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encouraged to educate themselves about the potential influencing macro-, meso-, exo- 

and micro-systems on clients, to incorporate clients’ identities sensitively into therapeutic 

work, and to acknowledge limits of clinical competence when working with clients with 

unfamiliar identities (Neville & Mobley, 2001). 

 The actual practice of clinically addressing substance use begins with defining the 

related disorder as this is a fundamental component upon which public policy is later 

built (Iezzoni & Freedman, 2008).  The current approach to defining SUDs relies on the 

degree of clinically significant impairment and distress caused by the use and most often 

includes elements of self-report (American Psychiatric Association, 2013).  Specific 

criteria relying on self-report relate to cravings, tolerance, consumption, and withdrawal 

symptoms (American Psychiatric Association, 2013).  Considering the current study’s 

results, these items may be differentially influenced by an individual’s predisposition 

toward approach or avoidance as previously discussed.  Avoidant reporting should not be 

interpreted as intentionally deceptive on the part of the client.  Nevertheless, clinicians 

should be aware of the potential distortions to the uniformity of the data across drug 

classes and should establish familiarity with the differences among drug classes.  For 

example, the current data reveal stimulant users were more likely to identify familial 

concerns and express a high desire for treatment for these problems.  It is unknown 

whether this is attributable to actual differences or if it is evidence of a greater degree of 

willingness to approach these concerns cognitively.  Corroborating data from family 

members, medical records, and other available sources should be utilized when available 

(First, Williams, Karg, & Spitzer, 2015). 
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 Following the initial diagnosis, clinicians should be cognizant of the potential 

influence of A/A tendencies when co-creating treatment goals with clients.  The goals of 

treatment for O-SUDs and S-SUDs predominantly overlap, consisting of addressing 

psychosocial concerns (e.g., impact of substance use on employment, reconciliation with 

children placed in foster care, etc.) and the management of comorbid medical and mental 

health concerns that may serve as significant contributing factors (Galanter, Kleber, & 

Brady, 2014).  Hesitation in fully defining these goals or clients’ participation in co-

creating treatment objectives should not necessarily be interpreted as an indication that 

the client is in an earlier stage of change, but instead should include consideration that the 

individual may have a behaviorally avoidant predisposition.   

 The researcher recommends providing clients in both drug class categories (O-

DOC and S-DOC) with psychoeducation related the results of the current study at the 

start of any substance use treatment regimen.  Doing so will assist clients in developing a 

bird’s eye view of patterns of behavior that may serve to sustain the addiction.  Goals 

extending throughout the duration of treatment and beyond should include an overt focus 

on developing behavioral insight.  For example, when clients who are struggling with an 

addiction to opioids miss a class during residential treatment, it is important to consider 

this behavior within the context of avoidance.  Simply discussing the missed class as an 

event without developing the behavioral insight into the pattern would do a disservice to 

the client.  Implications of the behavioral predisposition on long-term, global areas of 

functioning (e.g., occupational, social, legal, and familial arenas) are important to 

incorporate into the treatment approach with clients. 
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Implications for Training 

 Training of graduate students in counseling psychology does not always include 

coursework in addictions (Russett & Williams, 2015), let alone the abundance of course 

time necessary for students to have exposure to the nuances within this arena as discussed 

in the current paper.  This lack of course time is despite training directors’ 

acknowledgement of the need for improved training regarding students’ clinical decision-

making abilities when working with clients (Harding, 2007) and expressed awareness of 

the likelihood of SUDs as a common presenting concern during early practica (Martin et 

al., 2016).   

 Research indicates twenty-five million Americans are either in need of or are 

currently receiving substance use treatment (NIDA, 2015), with prevalence rates across 

all genders and all racial/ethnic groups expected to continue to rise (Han, Compton, 

Blanco, & Colpe, 2009).  These data highlight the pressing need for addictions-specific 

training in Counseling Psychology programs in addition to a greater degree of 

engagement on the part of our guiding professional organizations.  Although the APA 

recently published a press release commending a national opioid commission (2017a), to 

date neither the American Psychiatric Association nor the APA have published guidelines 

specific to the treatment of clients with opioid or stimulant use disorders.  Guidelines 

improve the effectiveness of treatment by representing the latest empirically supported 

treatment approaches and minimizing the use of less efficacious approaches (Kredo et al., 

2016).  Central to the training of emerging professionals is the guidance of these 

perimeters established by the experts in our field; based on the results of the current 
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investigation, the researcher recommends the creation of separate guidelines tailored to 

address the treatment of opioid addictions and stimulant addictions.   

 In light of these limitations, important components of the results of the current 

study can still be easily integrated into the existing curricula of current graduate training 

programs.  Coursework related to the marginalization of minority populations could also 

include a focus on the stigmatization of women struggling with addiction, the reinforcing 

potential these internalized messages may have on the disorder itself, and the harm 

caused to individuals, families, and society by the delay (i.e., avoidance) of treatment 

(Simmonds & Coomber, 2009).   

 Furthermore, existing coursework related to theory development could also 

include an exploration of the assumptions from which each approach operates.  For 

example, CBT and 12-step programs operate from the assumption that individuals will 

self-select into the treatment experience (Davies & Nagi, 2017; Morgenstern, Bux, 

Labouvie, Blanchard, & Morgan, 2002, respectively).  As the current study indicates, this 

assumption may not be met by a key demographic: individuals suffering from an opioid 

addiction who may have an accompanying avoidant behavioral predisposition spurred by 

automatic attitude activation (Elliot & Reis, 2003).  Given the emerging epidemics 

related to both opioid (Manchikanti et al., 2012) and stimulant use (McCauley, 2017), 

reconceptualization is warranted. 

 More specifically related to the results of the current study, the implications for 

training may be best applied to clinically practicing addictions specialists.  The value of 

training clinicians to assist clients in developing behavioral insight related to A/A theory 
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is evidenced.  Utilizing psychoeducation as a therapeutic tool can lead to important gains 

in clients’ awareness.  These include assisting clients with opioid addictions in 

developing awareness of the overall decision-making deficits commonly associated with 

this addiction (Clark & Robbins, 2002) and the decreased ability to identify one’s own 

failure to thrive while experiencing this addiction (Belenko et al, 2013).   

 Integrating the practice of detailed case formulations in trainings allows for 

myths, misconceptions, advanced interpretations, and the significance of new research to 

be introduced (Ladd, 2015).  For example, when working with women addicted to 

opioids, it may be helpful to reconceptualize substance addiction as an inclination to 

behavioral avoidance.  When working with women addicted to stimulants, it may be 

helpful to reconceptualize the disorder as a broad-reaching propensity for stimulation.   

 The need for psychologists to remain engaged in the training and practice related 

to the treatment of opioids is vital.  Trainers have an obligation to emphasize to trainees 

that the crucial variable in our field’s SUD treatment approach has not necessarily been 

isolated yet, and psychologists should be encouraged to work diligently towards 

identifying these variables.  This suggests the need for an increasingly nuanced delivery 

approach.  Such a recommendation is contrary to other findings that suggest a more 

generalist approach embedded in the existing structure of the medical field may be more 

appropriate (Clay, 2015).   

Implications for Research 

 Following the current review of the implications related to theory, training and 

practice, it appears support may underlie the premises that there are some identifiable, 
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empirically supported differences in treatment presentations across groups varying by 

drug of choice.  The data indicate there may be exceptions to the aforementioned 

assertion that are not well explained or understood in the current research.  Future 

researchers are encouraged to move toward more nuanced applications of CBT, MI, and 

self-help programs such as NA, in ways that begin to include A/A theory as a preexisting, 

non-pathologized influence on treatment.  Additional research should also examine the 

help-seeking behaviors of women prior to entrance into the legal system as this could 

shed further light on the current study’s conclusions.  Overall, the design of future studies 

is strongly encouraged to view the SUD population as heterogeneous according to drug 

of choice. 

 While the current study was comprised of a women-only sample, other 

demographic variables largely represented majority populations in categories of racial 

identity (White), education level (Some College), and relationship status (Single).  The 

sample population, the majority of whom were offered deferred prosecution in exchange 

for the completion of court-mandated substance use treatment, appears to be a distortion 

of the typical population arrested for drug offenses: largely Black or Hispanic men with 

an educational level of some high school (Lochner & Moretti, 2004).  As men are more 

likely to both use, become addicted, and be hospitalized for illicit drug use (SAMHSA, 

2014), future research may improve on the generalizability of these findings by including 

participants of all genders.  Additionally, women have historically been characterized as 

habitually more avoidant (Gorman, 1999), and the lack of gender diversity in the current 

study prohibited exploration of this potentially gender-specific influence. 
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 Additionally, given that, for example, having earned a high school diploma 

reduces the chances of arrest during a police encounter and reduces prosecution during 

the subsequent judicial encounter (Lochner, & Moretti, 2004), it is important to recognize 

the current sample represents a more educationally privileged population than is typical.  

This is cause for concern of bias within the judicial system.  Such bias has been well 

documented in other studies (e.g., Drug Policy Alliance, 2011; Marlowe, Hardin, & Fox, 

2016; Wolf, 2008) and should continue to be addressed in future studies. 

 Results focusing on a more representative minority population that includes the 

full scope of marginalized identities expected may differ greatly, and future research 

would benefit greatly from intentionally focusing on a more representative sample.  By 

studying more representative samples, researchers can more adequately incorporate 

considerations related to minority stress theory which suggests increased mental health 

concerns for those from marginalized populations (Meyer, 2003).  For example, although 

the current study has identified increased concerns specific to the O-DOC and S-DOC 

categories, additional research is necessary to further isolate the variables that may lead 

to the reports of greater intensity of concerns.   

Strengths 

 The current study importantly adds to a limited literature base regarding 

efficacious treatment considerations specifically aimed at the emerging opioid and 

stimulant epidemics.  As such, one of its greatest strengths is its bridge between science 

and practice.  This research uniquely parses the population of interest by drug of choice 

and further explores the potential benefits of integrating these important findings in 
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treatment approaches.  By contrast, previous studies have largely focused on addressing 

substance use as somewhat generic presentation of concerns that apply to substance use 

as a broad category including: risk-taking behaviors (Lejuez, Simmons, Aklin, Daughters, 

& Dvir, 2004), cravings, impulsivity and emotional regulation (Vinci, Schumacher, & 

Coffey, 2015), and comorbidity (Han, Compton, Blanco, & Colpe, 2017).  Additionally, 

this work contributes uniquely gender-specific data to the historically under-studied 

population of women. 

 The current study is believed to be the first to assess approach and avoidance 

tendencies with the assumption that these tendencies have an influence on treatment 

outcomes.  Early A/A theories emphasize the importance of interpreting behavior through 

the lens of default behavioral dispositions (e.g., Lewin, 1939), although until now these 

theories do not appear to have been applied to addiction theory and treatment.  

Throughout the data analyses these tendencies were measured indirectly as latent 

variables, and additional support is provided by the embedded measure of the clinical 

judgment of the severity of participants’ self-reports for each type of problem.  

Significant findings suggest it would be prudent for practitioners to continue to examine 

and consider the differences in A/A between those with opioid and stimulant addictions.    

Although it is notoriously difficult to bridge the gap between empirical research and 

actionable treatment-related, policy-oriented or programmatic changes (Miller, Sorensen, 

Selzer, & Brigham, 2006), the current and potential future findings provide fruitful 

material for influencing public policy related to substance use treatment. 
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Limitations 

 The current study has important limitations which are imperative to consider 

when interpreting the results and proposing future research ideas.  Foremost, given the 

nature of the use of archival data, the researcher had no control over the design of the 

assessment variables and little control over the data collection process.  For example, the 

use of the DSM-IV (American Psychiatric Association, 2000), occurred throughout the 

duration of data collection from 2010 until 2016 despite the availability of an updated 

version, the DSM-5 (American Psychiatric Association, 2013), beginning in 2013.  The 

significant changes in the DSM-5 aimed to include “diagnostic orphans” who present 

with a substance addiction disorder but would have narrowly escaped receiving a SUD 

diagnosis according to the DSM-IV criteria (American Psychiatric Association, 2013).  

The use of the more restricted DSM-IV criteria may have inadvertently narrowed the 

sample to those individuals with a direr presentation than would be considered 

representative of this population according to the DSM-5.  Additional limitations related 

to the data collection process include data related to sexual orientation were not gathered, 

no demographic option for bi- or multiracial in the racial/ethnic identity category was 

given, and the assessment was only offered in English.  The researcher is unaware of any 

published studies utilizing the SAATA-I and therefore no psychometric data was 

available for the instrument.   

 Although the researcher participated in collecting the data, it was largely collected 

over a span of years that included no research design oversight.  The use of archival data 

introduced a number of potential limitations that may have affected the outcomes.  One 
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such concern is the researcher’s inability to ensure the reliability of the clinical judgment 

of the severity of the participants’ presenting concerns which ultimately served as a 

primary variable in some hypotheses.  Although all clinicians administering the intake 

assessments were licensed mental health practitioners, they ranged in levels of education 

and professional experience (i.e., Licensed Chemical Dependency Counselors, Master’s 

and Doctoral level practitioners).  Future studies may be more robust when evaluating 

data collected by doctoral level practitioners trained in disseminating diagnostic 

impressions. 

 In addition to the variability introduced by the clinicians themselves, participants 

belonged to a demographic category of individuals with a prosecutable history of 

substance use; research indicates individuals in this population are notoriously unreliable 

self-reporters (Del Boca & Noll, 2000; Harrison, 1995).  In addition to the potential self-

preservation bias inherent to answering vulnerable questions about one’s mental health to 

an unknown person in a position of authority (e.g., Leroux, Rizzo, & Sickles, 2012), 

participants may also have experienced pressures from their court to admit a high degree 

of concern related to their substance use (Peters, Kremling, & Hunt, 2015).  Additionally, 

as the entirety of the sample size was court-mandated to treatment, this provided only 

limited insight into voluntary help-seeking behaviors. 

 Although the investigator hoped to contribute to gender-specific treatment 

approaches for SUDs, as with any sound research study, diversity among the 

demographic variables is of interest.  As a women’s only sample, the current study was 

limited in gender presentation, and income level remained undecipherable.  An additional 
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limitation of the current study is its lack of data related to the potential biological 

contributing factors and secondary diagnoses that may lead women to see out either 

opioids or stimulants.  Without this information, the contributing factors for these 

categorical distinctions may not be clearly understood. 

Conclusion 

 Individuals struggling with a substance use addiction are largely burdened with 

shouldering the success of treatment with limited insight into their own contributing 

psychological factors.  Operating without this insight throughout the duration of 

treatment ensures that an appropriate toolset for responding to these hindrances is not 

developed.   

 Overall, women addicted to opioids tended to identify experiencing more extreme 

versions of problems, were generally evaluated to have more clinically severe problems, 

and placed a higher degree of importance on seeking treatment for several of the 

categories of problems queried.  Although this finding did not overarch all variables 

examined, in light of the current opioid epidemic, this is an encouraging find as it 

suggests this category of individuals’ cognitive awareness of the severity of their 

presenting concerns.  However, concerns persist given the behavioral avoidance of help 

seeking, as indicated by the necessity for a court mandate to attend treatment and data 

suggesting women addicted to opioids present to the treatment setting an average of 2 

years later than women addicted to stimulants.  Continued research exploring the impact 

of A/A tendencies from a non-pathologizing perspective is necessary.  Counseling 

psychologists and social scientists can contribute greatly by designing metrics to 
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specifically assess clients’ and practitioners’ awareness of A/A tendencies, clinicians’ 

skills in addressing these tendencies within existing theoretical frameworks, and the legal 

system’s ability to respond to these tendencies without favor when evaluating perceived 

progress and deciding between sentencing and treatment mandates. 
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