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ABSTRACT 

 
Substance use disorders (SUDs) among community-based offenders are a 

significant challenge for criminal justice agencies. SUDs are linked with both adverse 

health risks and increased risk of recidivism. Given the consequences of SUDs, mandated 

substance use treatment is often required in community supervision. Unfortunately, 

relapse is extremely common regardless of whether treatment is a condition of 

supervision. Previous research has identified some factors that can influence treatment 

outcomes among offender populations, including demographic differences, substance use 

history, mental health conditions, and criminal history. This dissertation will argue that a 

more nuanced understanding of the role of health and well-being among community-

based offenders is a necessary component in understanding treatment engagement. Health 

Related Quality of Life (HRQOL), a construct to gauge health and well-being, is often 

used among medical communities to better understand health impacts on a given 

population as well as decision-making in treatment compliance studies. However, 

HRQOL is rarely studied in criminal justice, and has almost never been examined in 

community offender populations. A robust understanding of health is needed for this 

population of vulnerable offenders, an understanding that includes multiple dimensions 

of health including HRQOL. 

 This study sampled a total of 103 offenders from drug court and probation 

settings, who were mandated to participate in substance use treatment. The health and 

treatment experiences of this sample of offenders were examined using mixed methods, 

beginning with quantitative analyses including descriptive, bivariate, multivariate 

statistical models and structural equation models. The multivariate models and structural 



iii 

 

 

equation models examined two main treatment engagement outcomes: whether offenders 

stayed in treatment and the proportion of treatment sessions attended. These quantitative 

findings were followed by qualitative analysis of 10 interviews with a subsample of the 

survey participants who had experienced some level of health difficulty at their baseline 

survey. Qualitative analyses sought to elaborate on the quantitative findings to provide 

context for how and why participants were or were not engaging with their mandatory 

treatment. 

Results from the quantitative analysis indicate that although criminal history is the 

most consistent factor influencing treatment engagement, various aspects of health appear 

to influence treatment success to some extent. HRQOL may influence whether 

participants stay in treatment. Treatment experiences and health also appear to differ 

substantially depending on the offenders’ primary drug of use. Offenders who exclusively 

used marijuana were substantially healthier than their harder drug using peers, and they 

appear to stay in treatment more easily. Furthermore, both mental and physical health 

conditions appear to influence treatment attendance among participants who used drugs 

other than exclusively marijuana. Finally, there were differences in treatment retention 

depending on whether participants were supervised by drug court or probation, such that 

drug court participants were more likely to stay in treatment; however, supervision type 

did not influence proportion of treatment sessions attended. 

Qualitative findings both provided support for some of the quantitative findings 

and also illuminated the nuances of the treatment engagement experience of offenders 

with health difficulties. Interviewees who primarily used marijuana tended to have less 

severe health difficulties and many did not perceive their use as problematic. Treatment 
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engagement among participants was influenced by their motivation for treatment, 

whether they had mental health and/or physical health difficulties and the severity of 

those health difficulties. Logistical factors also influenced treatment engagement, 

particularly conflicts between treatment requirements and employment and familial 

relationships.  

Many of the results presented herein are exploratory and thus require replication; 

however, some clear directions for future research arise. There is a need to examine the 

role of health among community based offenders and their ability to comply with 

mandated treatment with a larger sample. In particular, studies are needed, which include 

more participants who use ‘harder’ illicit drugs such as opioids and cocaine, as they 

appear to have more difficulties both with their health and with treatment engagement. 

Further research is needed on models for Treatment Engagement that include multiple 

dimensions of health and allow for recursive relationships between health dimensions. 

Regarding policy and practice implications, the correctional agencies involved should 

consider re-evaluating the means by which offenders are assigned to supervision and 

SUD treatment. In particular methods for screening and assessment of SUDs should be 

re-evaluated, with particular consideration given to the role of offenders’ primary drug of 

use.   
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CHAPTER 1 

 

INTRODUCTION 

 
Substance use disorders (SUDs) are among the most significant challenges for 

criminal justice populations, particularly for individuals supervised in the community. 

Treating the substance use needs of this population is a critical issue for both public 

health and public safety (Belenko, Hiller, & Hamilton, 2013; Chandler, Fletcher, & 

Volkow, 2009). Substance use treatment is a common supervision requirement for 

community-based offenders; however, many struggle to engage in treatment, and are 

consequently sanctioned for their failure to comply with this supervision condition 

(Marlowe, DeMatteo, & Festinger, 2003; Rodriguez & Webb, 2007; Sung, Belenko, 

Feng, & Tabachnick, 2004). Offenders with substance use disorders (SUDs) often 

experience multiple health difficulties, including mental health problems, chronic 

physical health conditions, infectious diseases, physical trauma, or combinations of 

multiple health problems across these different dimensions of health (Chandler et al., 

2009; Fazel & Baillargeon, 2011; Fazel, Bains, & Doll, 2006).  

These health difficulties may have consequences for offenders’ success in court-

ordered SUD treatment. Although research has shown that co-occurring mental health 

disorders and SUDs may increase the likelihood of recidivism (Wilson, Draine, Hadley, 

Metraux, & Evans, 2011), relatively little is known about how the spectrum of health 

concerns can impact the treatment experience for offenders. The construct of Health 

Related Quality of Life (HRQOL), which reflects day-to-day experiences of health and 

well-being, may help us better understand health among community based offenders, and 

how their health may influence treatment engagement. This dissertation seeks to expand 
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our understanding of health among substance-using community-based offenders and their 

mandated treatment experiences. It will do so by answering the following three research 

questions: 

1. What is the general health profile of offenders supervised in the 

community? 

2. What is the relationship between HRQOL and treatment 

engagement? 

3. Does the type of community supervision of individuals with SUDs 

affect treatment engagement? 
 

Chapter 2 presents the existing research at the intersection of health and substance 

use treatment pertaining to justice populations. First, the scope of the problem of SUDs 

within criminal justice populations is presented. In brief, research demonstrates that 

criminal justice populations manifest more mental and physical health difficulties than 

the general public, although much of this research is based on incarcerated offenders 

(Fazel & Baillargeon, 2011; Mumola & Karberg, 2006). People with SUDs also tend to 

have similar health problems as offenders (Fazel et al., 2006; National Institute on Drug 

Abuse, 2018). Studies of substance using offenders tend to only focus on co-occurring 

mental health and substance use disorders, despite the relationships between physical 

health and substance use identified in the general public. Although there are evidence-

based practices for treating SUDs in criminal justice settings (Crime and Justice Institute, 

2004; Fletcher & Chandler, 2014), many challenges remain. In particular there are issues 

of treatment availability, appropriate assessment and match between offenders and 

treatment programs, and treatment engagement and treatment retention (Ducharme, 

Chandler, & Wiley, 2013; Taxman & Belenko, 2012). This section also explores theories 

of treatment engagement focusing on two particular models which appear to fit how 

offenders come to engage (or not engage) in treatment: the Theory of Planned Behavior 
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(TPB; Ajzen & Madden, 1986) and TCU’s Treatment Engagement Process Model 

(Simpson, Joe, Rowan-Szal, & Greener, 1995).  

Chapter 2 then continues by explaining the potential importance of understanding 

HRQOL in the context of SUD treatment engagement. HRQOL is a construct designed to 

provide a general measure of how the symptoms of various health and social conditions 

come together to affect an individual’s day-to-day functioning (Centers for Disease 

Control and Prevention, 2016). Although there is little data on HRQOL within criminal 

justice studies, evidence from studies of SUDs in the general population and other 

medical studies have found support for this construct, both as a means of understanding 

health portraits of particular groups of individuals, as well as a component for 

understanding treatment compliance in medical fields (Laudet, 2011; Picci et al., 2014; 

Pud, Zlotnick, & Lawental, 2012; Russo et al., 1997). Additionally, the role of treatment 

context is discussed in the chapter, particularly with respect to the type of community-

based correctional supervision. Research also suggests that offenders with SUDs are 

often more successful at completing treatment and avoiding relapse and recidivism when 

they are supervised by a drug court as opposed to on probation (Marlowe et al., 2003). 

Finally, chapter 2 concludes by outlining the gaps in research regarding offender health 

and treatment engagement, identifying the need to measure health, including HRQOL as 

part of the treatment engagement process for offenders, while still accounting for the 

contextual role of supervision type. 

Chapter 3 presents the methods used to undertake this primary research study with 

a sample of 103 offenders under community-based supervision. Participants were 

recruited from Philadelphia’s Adult Probation and Parole Department and the 
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Philadelphia Treatment Court. Consenting participants were asked to complete a baseline 

and follow-up survey (administered 4 months after the baseline survey). A subsample of 

10 randomized participants with health issues also completed a follow-up interview after 

their follow-up survey. The survey instruments and measures are detailed in this chapter 

along with the interview script. The analytical procedures and steps taken to prepare the 

data for both the quantitative and qualitative analyses are also outlined in this chapter. 

Chapter 4 presents the quantitative results of this study. First, the sample 

characteristics are presented demonstrating that approximately half the sample 

experienced mental health difficulties and half the sample experienced physical health 

difficulties. Interestingly, almost 30% of the sample did not appear to have a SUD, 

despite being required to participate in treatment. Finally approximately a quarter of the 

sample had a ‘syndemic’ health issue (that is having co-occurring moderate to high 

SUDs, mental health diagnoses, and a physical health condition). Results regarding 

Research Question 1 suggest that the sample did not have lower levels of HRQOL than 

the general public; however, they experienced significantly more difficulties along the 

HRQOL dimension of daily experiences with anxiety and depression. Lower levels of 

HRQOL were also associated with mental health diagnoses and a number of specific 

physical health conditions. Having lower HRQOL was associated only with moderate to 

severe SUDs, not mild SUDs. Offenders who used opioids and cocaine had significantly 

lower HRQOL and marijuana-only users were found to have significantly higher overall 

HRQOL. 

  Findings regarding Research Question 2 indicated some limited effects of health 

on treatment engagement. HRQOL may have marginal effects on staying in treatment. 
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More extensive criminal histories were the most consistent predictor of lower levels of 

treatment engagement. Marijuana-only users also appeared to do better at staying in 

treatment. Syndemic health may also play a role in treatment attendance. Findings 

regarding Research Question 3 suggest that the type of correctional supervision matters 

for staying in treatment, such that drug court participants were more likely to still be in 

treatment; however, there was little impact of supervision type on the level of treatment 

attendance. 

Chapter 5 presents the qualitative findings used to elaborate on the quantitative 

results. Most interviewees had both mental health and physical health challenges. 

Findings suggest complex relationships between health and the treatment experience 

dependent on offenders’ type of SUD, their health conditions (including the severity of 

those health conditions) and their levels of motivation. Logistical barriers, particularly 

around balancing treatment and employment and family obligations also played a 

substantial role in how participants perceived their treatment experience.  

Chapter 6 discusses the quantitative and qualitative results together in light of the 

extant literature. The combined results suggest that community-based offenders have 

extensive health difficulties and many experience multiple concurrent health issues. 

Treatment engagement does appear to be influenced to some extent by health; however, 

the over-representation of relatively healthy marijuana-only users in the sample may have 

attenuated these results. Limitations of the study, particularly around sample size, are also 

discussed. Future replication studies with large samples and opportunities for subgroup 

analyses particularly of marijuana-only versus those who use ‘harder’ drugs are needed to 

verify these findings presented herein. Key policy implications of this study are also 
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presented with the caveat that much of these findings require replication with a larger, 

more representative sample. First, some re-evaluation is needed regarding who needs 

SUD treatment and how these individuals are supervised, given the condsiderable number 

of participants who did not appear to have a SUD and/or were exclusively marijuana 

users. Second, offenders with co-occurring mental health and substance use disorders 

likely require more intensive services that are provided in general or SUD-specific 

supervision modalities.  

This study provides overall support for the expansion of research at the 

intersection of health, substance use and criminal justice, with a particular focus on the 

experienced impacts of multiple dimensions of health difficulties on correctional success. 

Further specification of the ways in which health can effect treatment engagement 

deserves further scrutiny in future research. 
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CHAPTER 2 

LITERATURE REVIEW 

  

In this chapter I present a review of the existing literature at the nexus of 

substance use, health, and the criminal justice system. In the first section I outline the 

scope of substance use behavior among justice-involved populations and discuss the 

criminal justice consequences of substance use behavior. Next I discuss the health 

correlates of substance use, particularly highlighting what we know (and do not know) 

about health correlates of substance use among offenders. I then present the means by 

which criminal justice and treatment agencies should and do address substance use 

behavior in different correctional populations. After outlining the state of knowledge on 

substance use and the health of offenders, I explain the construct of HRQOL, and detail 

the ways in which it can help us better understand the health context of substance using 

offenders. I then explore the roles played by supervising agencies in the facilitation or 

hindrance of improving health and reducing substance use behavior. Lastly, I outline the 

gaps in the existing literature on health experiences among substance using community-

based offenders and identify how this study sought to expand knowledge and improve 

practices for facilitating treatment success among this vulnerable population. 

 

Substance Use Disorders in the Criminal Justice System 

 Offenders with SUDs present a significant challenge to the criminal justice 

system. The Diagnostic and Statistical Manual of Mental Disorders (DSM-V) currently 

defines SUDs as “a cluster of cognitive, behavioral, and physiological symptoms 



8 
 

 

indicating that the individual continues using the substance despite significant substance-

related problems” (American Psychiatric Association [APA], 2013). SUDs are measured 

on a continuum of mild, moderate, and severe based on a set of diagnostic criteria seen in 

Table 1. Individuals who respond affirmatively to two or three of the criteria are 

considered to have a mild SUD, four or five of the criteria would suggest a moderate 

level of severity, and six or more would be considered a severe SUD (APA, 2013).1  

Prevalence of Substance Use Disorders in Criminal Justice Populations 

 SUDs occur in offender populations at significantly higher rates than among the 

general public. The most recent version of the National Survey on Drug Use and Health 

(Bose, Hedden, Lipari, Park-Lee, & Tice, 2018) found approximately 2.8% of Americans 

over the age of 12 met the criteria for an illicit drug use disorder and an additional 5.3% 

had alcohol use disorders. Among 18-25 years olds, 7.3% had illicit drug use disorders 

and 10.0% had alcohol use disorders, and among those 26 or older, 2.0% had illicit drug 

use disorders and 5.0% had alcohol use disorders  (Bose et al., 2018). Among Americans 

12 and older, alcohol use disorders are the most common (5.3%), followed by marijuana 

use disorders (1.5%), opioid use disorders (0.8%), cocaine use disorders (0.4%) and 

methamphetamine use disorders (0.4%; Bose et al., 2018).  

 
 

 

 

                                              
1 In the previous version of the DSM (DSM-IV) substance use disorders were referred to 

as substance abuse and dependency disorders. Since the DSM-V’s change to a single 

measure of SUDs only occurred in 2013, some research on the subject of substance use in 

the criminal justice system is based on the previous DSM-IV categorization of substance 

abuse and dependency. That categorization was more aligned with abuse as ‘mild’ and 

dependency as ‘severe’; however, the construction of abuse was very broad and could 

manifest from only one criterion to many of the criteria. 
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Table 1: Criteria for the diagnosis of a substance use disorder 

Impaired Control Social Impairment Risky use Pharmacological 

1. Individual may 

take substance in 

larger amounts or 

for a longer 

period than was 

originally 

intended 

 

5. Failure to fulfill 

major role 

obligations at 

work, school, or 

home 

8. Recurrent use of 

the substance in a 

manner that is 

physically 

hazardous 

10. Individual 

requires a 

markedly 

increased dose of 

the substance to 

achieve desired 

effect 

2. Individual may 

express a 

persistent desire 

to cut down or 

regulate 

substance use or 

may report 

multiple 

unsuccessful 

efforts to 

decrease or 

discontinue use 

6. Continued use of 

substance despite 

having persistent 

or recurrent social 

or interpersonal 

problems caused 

by or exacerbated 

by the effects of 

the substance 

 

9. Continued use of 

substance despite 

knowledge of 

having a 

persistent 

physical or 

psychological 

problem that is 

likely to have 

been caused or 

exacerbated by 

the substance 

11. Withdrawal. A 

syndrome when 

the blood or tissue 

concentrations of a 

substance decline 

in an individual 

who has 

maintained 

prolonged heavy 

use 

3. Individual may 

spend a great deal 

of time obtaining 

the substance, 

using the 

substance or 

recovering from 

its effects 

 

7. Important social, 

occupational, or 

recreational 

activities may be 

given up or 

reduced because 

of substance use 

  

4. Craving. An 

intense desire or 

urge for the drug 

that may occur at 

any time, but 

more likely in the 

environment 

where the drug 

was previously 

obtained or used 

   

N.B. table adapted from the DSM-V 2013 
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Nationally, the adult rates of substance use, even those for young adults, are still 

significantly lower than most studies of adult offender populations. A systematic review 

of prisoner studies found that on average, 25% of men in American prisons had a drug 

use disorder and 26% had an alcohol abuse disorder, with even higher rates among 

female prisoners, with 45% manifesting a drug use disorder and 20% identified as having 

an alcohol use disorder (Fazel et al., 2006). National Survey data on state prisons suggest 

that 53% of inmates are symptomatic of substance abuse or dependency, based on DSM-

IV criteria (Mumola & Karberg, 2006). Belenko and Peugh (2005) found that 82% of 

prisoners are drug-involved, which includes individuals who either are diagnosed as 

having a SUD or are incarcerated for a drug-related offense. In 2007-2009, 62.7-64.4% of 

jail and prison inmates used marijuana regularly, 34.2%-38.5% used cocaine regularly, 

and 18.9% used opiates/heroin regularly (Bronson, Stroop, Zimmer, & Berzofsky, 2017) .  

Among male arrestees surveyed as a part of the Arrestee Drug Abuse Monitoring 

Program in 2013, between 63% and 83% tested positive for at least one illicit drug at the 

time of their arrest, and between 12% and 50% tested positive for multiple drugs at the 

time of their arrest (Office of National Drug Control Policy, 2013). Although no data on 

dependence was presented, data on rates of treatment received show that less than a third 

of arrestees had ever received any kind of substance abuse treatment (ONDCP, 2013). 

 Community-based corrections populations are also significantly more likely than 

the general population to have a SUD (Vaughn, DeLisi, Beaver, Perron, & Abdon, 2012). 

Rates of SUDs appear lower in probationers than incarcerated offenders. Between 2002-

2009, on average 18.4% of probationer had an illicit drug disorder and 33.8% had an 

alcohol use disorder (Feucht & Gfroerer, 2011). A 1995 national survey found that nearly 
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half (46.8%) indicated that they had used either alcohol or drugs at the time of their 

offense, with 39.9% reporting use of alcohol, and 13.5% reporting use of illicit drugs 

(Mumola & Bonczar, 1998). Furthermore, nearly two-thirds of probationers can be 

considered ‘alcohol or drug-involved’ (Mumola & Bonczar, 1998). 

The Relationship between Substance Use and Crime 

 The correlations between substance use and crime have been explored extensively 

in academic research and has informed much of the United States’ policy regarding 

criminal justice sanctions for substance use-involved offenders. It is well established that 

there are statistical correlations between substance use and crime, which vary by type of 

crime, type of drugs, and the directionality of their relationship (Allen, 2005; Anglin & 

Speckart, 1988; Bennett, Holloway, & Farrington, 2008; Dowden & Brown, 2002; 

Nurco, Hanlon, Kinlock, & Duszynski, 1988; Spohn & Holleran, 2002). Theoretical 

explanations of this relationship tend to fall into one of four categories: (1) drug use leads 

to crime, (2) deviancy or crime leads to drug use (3) drug use and criminal behavior are 

mutually reinforcing and intensifying, and (4) the drug/crime relationship is spurious, and 

therefore both result from some extant factor(s) (Albery, McSweeney, & Hough, 2004; 

Belenko & Spohn, 2015; Goode, 2015). 

 For offenders serving community-based sentences, there are numerous critical 

intersections between their criminal justice status and their substance use behavior. 

Approximately 24% of adults on probation were sentenced for a drug offense (Kaeble, 

2018). Approximately two-thirds are considered “drug-involved” probationers, based on 

their history of use and their offense type (Mumola & Bonczar, 1998). If this proportion 

has remained consistent over time, as many as approximately 2.5 million probationers 
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may have SUDs. Furthermore, drug courts, which are a common alternative to 

incarceration, are explicitly designed to target the large population of drug-involved 

offenders in the community. A recent survey suggests that as many as 127,000 people 

participate in drug courts in a given year (Marlowe, Hardin, & Fox, 2016). 

 Offenders with substance abuse problems are likely to have more difficulty 

complying with the conditions of their community supervision.  Relapse of substance use 

behavior is considered a significant contributor to recidivism (Prendergast, 2009). 

Substance abusing offenders are more likely to return to jail than those without SUDs 

(Huebner & Cobbina, 2007; Wilson et al., 2011). In one longitudinal study, 85% of drug 

abusing parolees were re-incarcerated within a year and 95% were re-incarcerated within 

three years (Martin, Butzin, Saum, & Inciardi, 1999).   

 Even among those who are able to access treatment while serving a community-

based correctional sentence (a significantly lower proportion than those in need of 

treatment; Taxman, Perdoni, & Harrison, 2007), drop out from treatment programs is 

very common. Studies indicate that approximately 70% of probationers and parolees will 

not complete their treatment programs (Taxman et al., 1999). Drug courts tend to better 

manage this goal of sustaining participation in treatment among their participants, with 

approximately half staying in treatment (Belenko, 2001; United States Government 

Accountability Office, 2005). Overall, this high rate of failure to attend or complete 

substance use treatment can result in a probation violation, and in some cases a probation 

revocation, as was discussed previously. One study found that failure to complete 

treatment significantly increased the likelihood of re-arrest within the four years after 

discharge from probation (Huebner & Cobbina, 2007). These significant criminal justice 
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consequences of SUDs provide one of the driving rationales for developing improved 

methods for addressing SUDs in offender populations.  

 

Health Correlates of Substance Use Disorders and Crime 

 In addition to the criminal justice consequences of substance use, there are 

numerous health consequences for individuals with SUDs. SUDs are associated with a 

compendium of other health and social needs. For the population of offenders in the 

community who have substance use issues, these other needs often compound their 

difficulties in successfully completing their supervision period.  

Health and Substance Use Disorders 

 Individuals with SUDs generally experience elevated levels of physical health 

problems. Certain drugs have significant physiological consequences. Alcohol has some 

of the most extensive harmful effects on the human body, many of which can be fatal. It 

affects parts of the brain’s neural pathways causing changes in behavior as well as in the 

users’ physical mobility; it increases the likelihood of multiple heart conditions such as 

cardiomyopathy, arrhythmia, stroke and hypertension; and it causes liver damage, 

pancreatitis, certain cancers, and weakens the immune system (National Institute Alcohol 

Abuse and Alcoholism [NIAAA], 2010). Stimulant drugs (such as cocaine, crack, 

amphetamines, and MDMA) can have short and long term effects on the heart, nervous 

system, and digestive system (and lungs in the case of crack cocaine), and also have the 

risk of overdose (National Institute on Drug Abuse [NIDA], 2018). Opioids, like 

prescription analgesics and heroin, are central nervous system depressants and can affect 

the respiratory system, and also have the risk of overdose (NIDA, 2018). Hallucinogens 
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and dissociative drugs (e.g. LSD, PCP, ketamine, psilocybin) have a range of health 

effects dependent upon the drug, but some of the more commonly associated long-term 

effects include psychotic-like episodes for hallucinogens, and heart and respiratory 

problems for dissociative drugs (NIDA, 2018). Marijuana (Cannabis) use can cause 

short-term memory problems, may be associated with brain development issues when 

used in childhood, is associated with some mental health problems later in life, and when 

smoked, there is also the potential for respiratory issues like chronic coughs and 

infections (NIDA, 2018).  

Physical and mental health problems also may lead people to seek alcohol and 

drugs (licit and illicit) to treat pain or to cope with the burdens of their health conditions. 

One study found that 9% of individuals suffering from chronic pain abused their 

prescription opioids, and 16% used illicit drugs (Manchikanti et al., 2006). SUDs could 

also arise when individuals, experiencing great life strain due to mental or physical health 

problems, use drugs or alcohol as a form of self-medication or coping mechanism 

(Thoits, 2010). 

Prevalence of Mental Health Issues in Criminal Justice-Involved Individuals 

 Some of the most common health issues in criminal justice populations are mental 

health disorders. Since the extensive dismantling of public mental health institutions 

beginning in the 1960s, correctional services have become one of the main institutions 

used to deal with the population of mentally ill people in America (Fuller Torrey, 

Kennard, Eslinger, Lamb, & Pavle, 2010). The most recent surveys of inmates suggest 

about half of the incarcerated population manifests a major mental health disorder (James 

& Glaze, 2006). One systematic review of prisoner health approximated the prevalence of 
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psychosis in this population at around 4%, major depression between 10-12% and anti-

social personality disorder between 21-47% (Fazel et al., 2002); all of these rates are 

substantially higher than in the general population. Additionally, the likelihood of having 

multiple mental health disorders is greater in criminal justice populations than in the 

general public (Fazel, Hayes, Bartellas, Clerici, & Trestman, 2016).  

 Prevalence estimates of mental health disorders among community corrections 

populations are not as well documented as among inmate populations; however, these 

estimates also appear to be higher than the prevalence of mental health disorders in the 

general public (Lurigio et al., 2003). Estimates suggest that at least 15% of the 

community corrections populations live with a mental health disorder (Ditton, 1999; 

Skeem & Louden, 2006). A 2008-2009 survey found 34.9% of male probationers met 

criteria for a diagnosable mental health disorder (other than SUDs) and 8.9% of 

probationers met the criteria for a serious mental health disorder (Feucht & Gfroerer, 

2011). In a sample of paroled inmates, three months after release, nearly a quarter of 

parolees self-identified as in need of mental health treatment services (Hamilton & 

Belenko, 2015).  

 Of particular concern in this study are co-occurring mental health and substance 

use disorders. In a national survey of inmates of state prisons, it was found that three-

quarters of mentally-ill inmates were considered substance abusing or dependent (James 

& Glaze, 2006). Similarly, in a study of probationers in Illinois, individuals with SUDs 

were more likely to have higher rates of every type of mental health disorder examined 

(e.g. major depression, manic and hypomanic episodes, suicide risk, Post-Traumatic 

Stress Disorder, psychotic disorders, and mood disorders with psychotic features; Lurigio 
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et al., 2003). Additionally, this study found that almost a quarter of probationers with 

SUDs were also considered suicide risks (Lurigio et al., 2003) and another study of 

probationers found 13% of probationers with mental health and/or substance use 

disorders were at high risk of suicide (Cardarelli et al., 2015). 

 Criminal justice-involved individuals with dual diagnoses of SUDs and mental 

health disorders are at increased risk of reoffending. Individuals with co-occurring 

disorders are more likely than those with SUDs alone to return to jail after release 

(Messina, Burdon, Hagopian, & Prendergast, 2004; Wilson et al., 2011). In Texas, a 

study of probationers who were screened for risk of reoffending found much higher 

levels of risk among the subsample of individuals with dual diagnoses (Balyakina et al., 

2014). This population also has a greater likelihood of failure to adhere to the conditions 

of their probation, which can extend their involvement in the criminal justice system 

(Skeem, Louden, Manchak, Vidal, & Haddad, 2009). Dual diagnosis is often an 

additional challenge for addressing either mental health or substance abuse problems, 

since comorbid conditions can render individuals ineligible for many treatment programs 

(Hills, 2000), and even if they are able to participate in programming, it is rare for these 

programs to be tailored to co-occurring disorders (Peters, Bartoi, & Sherman, 2008). This 

suggests that individuals required to participate in substance use treatment, who have 

unidentified or untreated mental health disorders, may be less likely to engage with their 

mandated treatment. 

Physical Health of Criminal Justice-Involved Individuals 

 Criminal justice populations are also known to have greater rates of physical 

health problems.  The physical health conditions of criminal justice populations tend to 
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be studied in terms of identifying particular health disorders in this population. Infectious 

diseases occur at high rates in criminal justice populations. Although the rates of HIV 

infection and AIDS have decreased since the height of the epidemic, it remains a 

significant issue in corrections populations (Fazel & Baillargeon, 2011). Figures from 

2010 suggest the HIV rate among inmates is approximately 146 cases per 10,000 inmates 

(Maruschak, 2012), which is substantially greater than in the general population. Studies 

of probation samples suggest that HIV prevalence is similar to inmate populations 

(Belenko, Langley, Crimmins, & Chaple, 2004; Martin, O’Connell, Inciardi, Surratt, & 

Beard, 2003). Similarly, elevated rates of Hepatitis B and C are common among prison-

based populations, with between 6.5% and 42.6% of US inmates testing positive for the 

Hepatitis B core antigen, indicating past or present infection, and between 23% and 34% 

testing positive for Hepatitis C (Fazel & Baillargeon, 2011). Injection drug users are at 

increased risk of infectious diseases like HIV and Hepatitis due to sharing of injection 

equipment. One study found that sexually transmitted illnesses are common in drug court 

participants, likely due to needle sharing (Festinger, Dugosh, Metzger, & Marlowe, 

2012). Although less common than HIV and other sexually transmitted diseases, 

tuberculosis, a nearly eradicated disease in the US general public, occurs at a rate of 

between 24.2- 29.4 per 100,000 prisoners (Fazel & Baillargeon, 2011). 

 Certain other non-infectious diseases occur at higher rates among corrections 

populations. In a drug court sample, it was found that half the participants had major 

health conditions, of which high blood pressure, chronic respiratory problems, and 

diabetes were some of the most common issues (Dugosh, Festinger, & Lipkin, 2016). 

Parolees and probationers were 57% more likely to have had asthma in the past year 
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(Vaughn et al., 2012). In incarcerated populations, diabetes occurs in between 8.1-11.1% 

of inmates (depending on the type of carceral institution) compared with 6.5% of the 

general population; 27.9-30.8 % of inmates suffer from hypertension versus 25.6% of the 

general population; and asthma occurs in 7.7-9.8% of the inmates compared with 7.5% of 

the general population (Wilper et al., 2009). Mortality rates for community-based 

offenders are not available; however, mortality rates of prisoners are significantly higher 

than rates among the general public when adjusted for age, with women offenders having 

even higher rates of mortality than the male offender population (Fazel & Baillargeon, 

2011). 

 These health issues can exacerbate the difficulties of serving a criminal justice 

sentence. For offenders who have other health issues and SUDs, the combined effect of 

these health problems may influence their ability to comply with the requirements of their 

treatment. Given the significant criminal justice consequences and health consequences 

of SUDs, developing mechanisms to treat SUDs in offender populations is a critical goal 

for the criminal justice system.  

Syndemic Health Issues 

 In the 1990’s anthropologist Merrill Singer identified a new construct for 

understanding the bio-social context of health for people with HIV called health 

‘syndemics’ (Singer, Bulled, Ostrach, & Mendenhall, 2017). Health syndemics are 

concentrated health challenges that frequently occur together and re-inforce one another 

within a context where social, environmental and political contexts contribute to the 

exacerbated effects of the health consequences (The Lancet, 2017). Originally Singer 

examined this construct as a part of contextualizing the relationship between HIV, 
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addiction and violence/trauma within a social environment of disadvantage (Singer, 

1996); however, other scholars have identified syndemics of other health and social 

issues and the potential for public health interventions to treat the diseases which occur as 

syndemics (Leischow & Milstein, 2006). Previous studies of syndemics have examined 

the impact of mental health and/or addiction interactions in conditions of poverty 

(González-Guarda, Florom-Smith, & Thomas, 2011; Mendenhall, Kohrt, Norris, Ndetei, 

& Prabhakaran, 2017). Given the extensive literature regarding the concentrated 

disadvantage experience by justice involved people, having a combination of a SUD, 

mental health disorder and physical health illness may represent a new syndemic 

requiring new and innovative public health interventions within the criminal justice 

system. 

 

Treating Substance Use Disorders in Offender Populations 

The Goals of Substance Use Treatment 

The numerous difficulties caused by SUDs can be ameliorated by providing 

treatment opportunities to the subset of offenders who are substance use-involved. The 

fundamental goals of substance use treatment with offenders are to reduce re-offending 

and to reduce relapse to substance use behavior. To achieve these goals requires not only 

effective treatment service characteristics and provision methods, but also the 

commitment of the offenders to engage in treatment.  

 Extensive research has shown that evidence-based substance use treatment 

‘works’ to reduce reoffending and relapse to substance use (de Andrade, Ritchie, 

Rowlands, Mann, & Hides, 2018; Mitchell, Wilson, Eggers, & MacKenzie, 2012; 
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Mitchell, Wilson, & MacKenzie, 2012; F. S. Pearson & Lipton, 1999; Michael L. 

Prendergast, Podus, Chang, & Urada, 2002). Different types of treatment programs have 

differing levels of effectiveness. Therapeutic communities in prisons have been found to 

have fairly consistent positive outcomes when combined with aftercare components (de 

Andrade et al., 2018; Gaes, Flanagan, Motiuk, & Stewart, 1999; Mitchell, Wilson, & 

MacKenzie, 2012; F. S. Pearson & Lipton, 1999), although there are methodological 

issues with some of these studies. However, moderator analyses have also found support 

for clinically-provided counselling services as a means of reducing reoffending, and for 

medically-based drug treatment as a means of reducing relapse (de Andrade et al., 2018; 

Mitchell, Wilson, & MacKenzie, 2012; W. N. Welsh, Zajac, & Bucklen, 2014). 

In addition to type of treatment, contextual factors influence treatment 

effectiveness. Notably, the level of program attrition and the fidelity to the treatment 

design both affect treatment and corrections outcomes (Prendergast et al., 2002). 

Treatment location also appears to affect rates of relapse and reoffending. Meta-analytic 

results indicate that community-based treatment and drug courts treatments have greater 

rates of reduction in reoffending than prison or jail-based treatment provision (Aos, 

Miller, & Drake, 2006).  

On the individual level, treatment engagement is essential to treatment success. 

No matter how effective the type of treatment offered or the conditions in which it is 

provided, successful reductions in recidivism and relapse cannot be achieved without 

participant engagement in treatment. Treatment engagement is a critical construct in the 

treatment literature, and is usually seen as an intermediate step toward the goals of 

recovery and avoiding relapse or criminal behavior. In studies of substance use, treatment 
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engagement tends to be measured in two ways. First, most studies use some form of 

objective treatment retention in order to get a better sense of treatment dosage. This may 

be constructed as a) remaining in treatment past a certain minimum time threshold, which 

for outpatient treatment is usually 90 days (Fletcher & Chandler, 2014; Simpson, Joe, & 

Brown, 1997), or b) session attendance (Simpson, Joe, Rowan-Szal, & Greener, 1995). 

Alternatively, more psychological measures of treatment participation are also used to 

measure engagement (Hiller, Knight, Leukefeld, & Simpson, 2002; Simpson, 2004). 

These use scales, like those developed as a part of the TCU process model (see below), 

that are based on a series of Likert-rated statements of agreement (Knight, Halcom, & 

Simpson, 1994). Both types of measures have their benefits and drawbacks. Measures of 

treatment retention, particularly attendance-based measures, are objective and reliable. 

Showing up to treatment is a necessary but not sufficient condition of engagement. 

Participation scales may provide a deeper understanding of how an individual 

experiences their time in treatment, but are necessarily subjective measures.  

Barriers to Treatment Success in Community Corrections 

To achieve the distal outcome goals of reducing reoffending and relapse, 

offenders must first engage in their treatment programs; however, many people do not 

succeed in treatment, whether in terms of long-term goals regarding reoffending and 

relapse, or in terms of more short-term goals of treatment engagement. Barriers to 

treatment success tend to fall broadly into two categories, extrinsic and intrinsic. 

Extrinsic barriers relate to the services provided to the individual to address his or her 

SUD. Intrinsic barriers are factors, either internal to the individual or in their lives, that 

might affect his or her ability to deal with a SUD.  
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Extrinsic Barriers 

The National Center on Addiction and Substance Abuse (CASA) identified four 

extrinsic barriers to treatment: a lack of insurance, insufficient insurance to cover the 

entire duration or appropriate level of intensity of treatment, the limited number of 

accessible treatment facilities, and the lack of treatment facilities equipped to deal with 

dual diagnosis clients (Pugh, 2015). For offenders in the criminal justice system, often 

there is much more treatment need than there are appropriate treatment services available. 

Taxman and Belenko (2012) identify this issue as a problem of ‘service penetration’. This 

manifests both in terms of the sheer number of spots or ‘beds’ available in programs 

(Belenko & Peugh, 2005; Mumola & Karberg, 2006), and in the use of inappropriate 

services to address SUDs. For example, some agencies use drug awareness and education 

programs to ‘treat’ individuals with clinically defined SUDs, despite the lack of evidence 

for awareness and education programs as clinical treatments (Taxman et al., 2007). 

Furthermore, validated screening and assessment tools for substance use are relatively 

rare in criminal justice settings (Hiller, Belenko, Welsh, Zajac, & Peters, 2011). Thus, 

many individuals assigned to treatment in the community will struggle with their 

treatment regime because it is not appropriately matched to their needs. Given these 

difficulties, it is likely that community-based offenders will face extrinsic barriers in their 

treatment programs. 

 Although various external barriers may be of importance, this study is primarily 

focused on understanding the previously neglected role of individual health in treatment 
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engagement. Therefore, the remainder of the review of barriers herein will focus on 

intrinsic factors that influence treatment engagement and success. 

Intrinsic Barriers 

Even in a perfect system, where appropriate treatment was available to all without 

concerns about treatment availability, insurance, co-occurring disorder accommodations, 

or accurately matched treatment, individuals would still face challenges in successfully 

completing treatment. Regardless of criminal justice status, it is exceptionally difficult to 

succeed at completing treatment and avoiding relapse. Dropout from treatment is 

extremely common regardless of offender status (Marlowe, 2003; Stark, 1992). Even 

those who complete treatment are still likely to relapse multiple times, and very few will 

ever achieve sustained abstinence (Marlowe, 2003). This in part reflects that SUDs are 

often conceptualized as a chronic relapsing brain disease that changes the neurochemistry 

of the brain in a way that makes relapse likely (Volkow & Li, 2005). 

 Individual differences on a number of dimensions can affect treatment retention 

and outcomes. Life circumstances, such as individuals’ social needs and physical and 

mental health, may be perceived to be of greater concern than addressing a SUD. People 

being supervised in the community will have multiple demands on them. Some of these 

demands are mandatory conditions of supervision, including but not limited to: 

maintaining employment, avoiding former criminal associates, paying fines or fees, 

attending meetings with case managers/ probation officers, and attending required 

programming (including treatment for substance use). Depending on an individual’s own 

set of priorities, treating a substance use problem might not be of the greatest concern.  
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 Therefore these challenges may affect individuals’ motivation. Individuals who 

enter treatment have varying levels of motivation to engage in treatment. Based on the 

Transtheoretical Model of Change, there are six stages of change (Prochaska, 

DiClemente, & Norcross, 1992). These are pre-contemplation, contemplation, 

preparation, action, maintenance, and termination (Prochaska & Norcross, 2001). Though 

some individuals will enter treatment at a stage where they are ready to engage in actions 

to change their substance use behavior, many may enter treatment prior to this point, as 

external motivators have driven them to treatment. Family and friends are significant 

external motivators for change, as are criminal justice sanctions (Broome, Knight, 

Knight, Hiller, & Simpson, 1997). Individuals found to have reached a further stage of 

treatment readiness, in terms of their ability to acknowledge their problem and their need 

for help, tend to have higher levels of treatment engagement (Hiller, Knight, Leukefeld, 

& Simpson, 2002; Rosen, Hiller, Webster, Staton, & Leukefeld, 2004).  

 Furthermore, individuals involved in the criminal justice system are more likely to 

come from backgrounds of lower socio-economic status (SES), and are 

disproportionately from black and Latino populations (Kaeble & Cowhig, 2018; Walker, 

Spohn, & Delone, 2012). Both lower SES and identifying as black or Latino are linked 

with increased life stress, which in turn is associated with higher levels of substance use 

(Thoits, 2010). Extensive research demonstrates people of color often have lower levels 

of overall health, as do lower SES people (Adler & Ostrove, 1999; Kawachi, Daniels, & 

Robinson, 2005). Studies of treatment have shown that white offenders and offenders 

who are working during supervision have better treatment outcomes (Pelissier et al., 

2001). Those experiencing recent unemployment have worse treatment outcomes (Hiller, 
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Knight, Saum, & Simpson, 2006) and individuals with lower levels of education are less 

likely to access substance use treatment on community corrections sentences (Hamilton 

& Belenko, forthcoming).  Other individual characteristics such as gender and age also 

have differential effects on treatment outcomes (Greenfield et al., 2007; Hiller, Knight, 

Saum, et al., 2006; Prendergast, Hall, Wexler, Melnick, & Cao, 2004). Substance use 

might in fact be the way in which these individuals cope with the difficulties of their 

social stressors (Galea & Vlahov, 2002; Khantzian, 1997).  

 Like socio-demographic factors, criminal justice status can affect treatment 

outcomes. Those with more extensive criminal histories are more likely to drop out of 

SUD treatment (Hiller, Knight, Saum, et al., 2006; Pelissier et al., 2001). However, the 

coercive nature of treatment as a condition of probation can also increase treatment 

success (Farabee, Prendergast, & Anglin, 1998). It has been found that individuals who 

have been in jail before they begin treatment are more likely to stay in treatment 

(Condelli & De Leon, 1993). 

 Health factors can also play a role in treatment success. Most studies on this 

subject identify mental health issues as an impediment to treatment success. Specific 

mental health conditions have been linked to treatment dropout (Lejuez et al., 2008; 

Nosé, Barbui, & Tansella, 2003; Stark, 1992). Given that treatment facilities offering 

dual diagnosis treatment are relatively rare in the criminal justice system (Hills, 2000), it 

is possible that some persons with co-occurring disorders, who are placed on substance 

use treatment, are not appropriately treated and therefore leave their programs. 

Furthermore, higher level HRQOL has been associated with greater success in dual 

diagnosis treatment outcomes (Russo et al., 1997). However, little is known about how 
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physical health affects treatment adherence among individuals with SUDs, regardless of 

whether they are justice-involved.   

Facilitating Treatment Engagement and Success 

Although these barriers can prove challenging, theory and research have 

developed means for improving treatment success. NIDA and the National Institute of 

Corrections (NIC) have both embraced the goal of ensuring the best possible outcomes 

for individuals with SUDs in the criminal justice system.  Table 2 sets out both agencies’ 

goals. These goals have largely been accepted in criminal justice and, to some extent, are 

reflected in substance use treatment goals when dealing with criminal justice-involved 

individuals. The NIC has integrated this research into their model for reducing 

reoffending through effective interventions, as outlined in the Eight Principles of 

Effective Intervention (Crime and Justice Institute, 2004). NIDA has very similar 

principles for treating substance use disorders in criminal justice populations (Fletcher & 

Chandler, 2014). Both of these sets of principles apply to the community supervision 

populations of the proposed study: probationers and drug court participants.  

 The Eight Principles of Effective Intervention (Crime and Justice Institute, 2004) 

were developed with the intention of bridging the gap between the evidence base that has 

emerged out of numerous studies on what works in reducing reoffending in criminal 

justice populations and the common practices in criminal justice supervision. The eight 

principles set out in column one of Table 2 are designed to be highly interdependent 

(Crime and Justice Institute) and thus should be implemented in whole, as opposed to 

piecemeal applications of these principles. They derive substantially from Andrews, 

Bonta and colleagues (e.g. Andrews et al., 1990; Andrews & Bonta, 2010; Andrews, 
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Bonta, & Wormith, 2006; Gendreau, Little, & Goggin, 1996), who are primarily focused 

on the individual level. However, some of these principles also address agency and 

system level goals (e.g. engaging ongoing support in natural communities, and measuring 

relevant processes/practices). Therefore, when taken together, these principles offer a 

multi-level approach to evidence based community supervision.  

 NIDA’s Principles of Drug Abuse Treatment for Criminal Justice Populations is a 

guide for evidence-based practices in substance use treatment, refined specifically for 

addressing the peculiarities of SUDs in offender populations (Fletcher & Chandler, 

2014). The primary goals of substance use treatment are the reduction of drug use as well 

as some broader public health goals of harm reduction. However, extensive research has 

demonstrated that treating SUDs can reduce both crime and drug use behavior. These 

principles are designed to best achieve the goal of helping people reduce and abstain from 

drug use when they are also involved with the criminal justice system. These 13 

principles are grounded in rigorous research of substance use-involved criminal justice 

populations (Pearson et al., 2012). Several of the NIDA principles reflect the principles 

set out by the NIC. Notably, on the individual level there is strong emphasis by both 

agencies on appropriately assessing and targeting/tailoring treatment to individual needs, 

especially those needs associated with criminogenic behavior. Taken together, these two 

sets of guidelines provide substantial guidance for how criminal justice can best address 

the issue of substance abuse among the offender population at both the agency and 

individual level.  
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Table 2: Summary of NIC and NIDA principles 

NIC: Eight Evidence-Based Principles 

for Effective Interventions 

NIDA: Principles of Drug Abuse 

Treatment for Criminal Justice 

Populations: A Research-Based Guide 
1. Assess actuarial risk/needs. 

2. Enhance intrinsic motivation. 

3. Target interventions 

a. Risk principle: Prioritize 

supervision and treatment 

resources for higher risk 

offenders. 

b. Need principle: Target 

interventions to criminogenic 

needs. 

c. Responsivity principle: Be 

responsive to temperament, 

learning style, motivation, 

culture, and gender when 

assigning programs 

d. Dosage: 40-70% of high-risk 

offenders’ time for 3-9 months. 

e. Treatment: Integrate treatment 

into the full sentence/sanction 

requirements. 

4. Skill train with directed practice (use 

cognitive behavioral treatment 

methods). 

5. Increase positive reinforcement. 

6. Engage ongoing support in natural 

communities. 

7. Measure relevant 

processes/practices. 

8. Provide measurement feedback. 

1. Drug addiction is a brain disease that 

affects behavior. 

2. Recovery from drug addiction requires 

effective treatment, followed by 

management of the problem over time. 

3. Treatment must last long enough to 

produce stable behavioral changes. 

4. Assessment is the first step in 

treatment. 

5. Tailoring services to fit the needs of 

the individual is an important part of 

effective drug abuse treatment for 

criminal justice populations. 

6. Drug use during treatment should be 

carefully monitored. 

7. Treatment should target factors that are 

associated with criminal behavior. 

8. Criminal justice supervision should 

incorporate treatment planning for 

drug abusing offenders, and treatment 

providers should be aware of 

correctional supervision requirements. 

9. Continuity of care is essential for drug 

abusers re-entering the community. 

10. A balance of rewards and sanctions 

encourages pro-social behavior and 

treatment participation. 

11. Offenders with co-occurring drug 

abuse and mental health problems 

often require an integrated treatment 

approach. 

12. Medications are an important part of 

treatment for many drug-abusing 

offenders. 

13. Treatment planning for drug abusing 

offenders who are living in or re-

entering the community should include 

strategies to prevent and treat serious, 

chronic medical conditions such as 

HIV/AIDS, hepatitis B and C, and 

tuberculosis. 

Adapted from Implementing Evidence-Based Principles in Community Corrections: The 

Principles of Effective Intervention (Crime and Justice Institute, 2004) and NIDA’s Principles of 

Drug Abuse Treatment for Criminal Justice Populations: A Research-Based Guide (Fletcher & 

Chandler, 2014). 
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Both the NIC’s and NIDA’s guidelines clearly address many of the barriers 

outlined in the previous section. Some of the above-described characteristics associated 

with treatment success or failure are static (e.g. gender, race), and thus, unchangeable. 

Treatment must therefore adapt to these characteristics as best as possible. Other factors 

are dynamic (e.g. motivation, health), and can be changed to better facilitate treatment 

success. Below I discuss the existing knowledge base on improving treatment outcomes 

for criminal justice involved individuals. 

Extrinsic Facilitators 

 NIDA’s thirteen principles provide guidance on ways to address the extrinsic and 

intrinsic barriers to treatment access; however, the report itself is largely directed at 

helping professionals and practitioners construct the best possible structures and 

processes to provide treatment. The main extrinsic methods for improving treatment 

success encompass four broad tasks: (1) determining which kinds of treatment work best 

for a given population, (2) properly identifying individuals’ needs and matching them to 

appropriate treatment, (3) structuring treatment within the correctional context such that 

continued participation in treatment is as accessible as possible, and (4) keeping 

individuals in treatment. Below I outline the evidence on how to accomplish these four 

tasks with a community-based offender population.  

 Certain types of substance use treatment programs have better outcomes than 

others. Generally, treatment programs delivered in community-based corrections have 

greater success at reducing crime outcomes than incarceration-based treatment programs 

(Aos et al., 2006). Drug courts are especially successful at reducing criminal justice 

consequences (Aos et al., 2006; Mitchell, Wilson, Eggers, et al., 2012); however, drug 
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courts vary in structure, and although they generally improve criminal justice outcomes, 

some courts have better outcomes than others (Belenko, 2001; Mitchell, Wilson, Eggers, 

et al., 2012). Therapeutic Communities have had considerable success; however, they are 

usually provided as in-prison or transitional residential treatments (Inciardi, Martin, & 

Butzin, 2004; Knight, Simpson, & Hiller, 1999; Wexler, Melnick, Lowe, & Peters, 1999). 

Again, studies of these programs are rarer with community based populations; however, 

one study of a modified Therapeutic Community for probationers found that program 

completers had lower levels of recidivism than program dropouts (Hiller, Knight, & 

Simpson, 2006) which may indicate that Therapeutic Communities are also beneficial 

among community based populations. Where the substance of use renders it appropriate, 

medication-based therapies can reduce drug use and crime outcomes (Cornish et al., 

1997; Koehler, Humphreys, Akoensi, Sánchez de Ribera, & Lösel, 2014). 

 Offenders in the community need to undergo proper screening and assessment in 

order to determine the appropriate level of care for their treatment services. There are a 

number of evidence-based screening and assessment tools which have been validated for 

criminal justice populations (Dennis, Chan, & Funk, 2006; Institute of Behavioral 

Research, 2007; Peters et al., 2008). Use of these assessment tools in conjunction with the 

Risk-Need-Responsivity framework is argued to produce positive outcomes for 

community corrections populations with SUDs (Prendergast, 2009). Where it is 

necessary, steps should also be taken to accommodate other health issues that might 

compound the SUD problems of criminal justice-involved individuals. Specifically, 

identifying co-occurring disorders and ensuring the treatment service provided is 
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equipped to deal with both issues would improve outcomes for this subpopulation of 

offenders (Hills, 2000).  

 Models for treatment delivery in community corrections have also been developed 

to ensure an environment in which the goals of treatment and the goals of community 

corrections are compatible. One of the most extensively researched strategies for 

facilitating treatment in a community-based offender population has been the use of 

trained case managers who monitor attendance and participation in treatment. However, 

results from studies of case management are still somewhat mixed (Marlowe, 2003; 

Prendergast, 2009). One of the largest case management programs was TASC (Farabee et 

al., 1998; Treatment Accountability for Safer Communities), which had mixed results, 

with some cities producing lower rates of drug use and/or crime among the individuals 

who went through TASC, and other cities not experiencing differences between 

individuals who went through TASC and those who did not. However, when TASC 

tended to fall short, it was largely due to a lack of adherence to the TASC model 

(Marlowe, 2003). Specific suggestions for improvements to this model were focused on 

ensuring that staff members have time to do their duties, and have sufficient authority to 

make changes to the treatment regime and to deal with offenders when they do not 

comply with treatment. 

 Different methods have been used to help keep people in treatment once they 

start. Case management strategies offer the opportunity to better track how an individual 

is doing in their treatment regime, and some ability to exert graduated consequences for 

failure to comply with treatment (Hesse, Vanderplasschen, Rapp, Broekaert, & Fridell, 

2007). However, ‘carrot’ options have also been developed to keep individuals engaged 
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in their treatment. The most well-known of these strategies is called Contingency 

Management, where individuals are offered incentives, generally financial incentives, to 

stay in treatment (Prendergast, 2009). In the general public, this model has been found to 

reduce drug use significantly (Lussier, Heil, Mongeon, Badger, & Higgins, 2006; 

Prendergast, Podus, Finney, Greenwell, & Roll, 2006); however, in the two criminal 

justice-related interventions, both of which targeted drug court populations with low-cost 

incentives, there was little to no effect of these mechanisms on criminal justice 

consequences and drug use (Marlowe, Festinger, Dugosh, Arabia, & Kirby, 2008; 

Prendergast, Hall, Roll, & Warda, 2008). Research stemming from the R-N-R model 

suggests that avoiding interference with the prosocial elements, understood as positive 

social bonds, can be protective against the risk of reoffending (Farrington, Loeber, & 

Ttofi, 2012). 

Intrinsic Facilitators  

Although much can be done to create the conditions for treatment success for 

individuals with SUDs in community corrections, the role of the individual offender is of 

paramount importance. Many individual characteristics are static; however, there are a 

few ‘levers’ that can be developed to increase individuals’ ability to engage in, and 

therefore, increase their likelihood of completing treatment and avoiding relapse and 

recidivism.   

 In the field of public health there has been considerable theoretical work done to 

identify overall theories about how individuals come to adopt new health behaviors 

(DiClemente, Salazar, Laura, & Crosby, Richard, 2013; Glanz, Rimer, & Viswanath, 

2015; Greg Guest & Namey, 2015). These theories may help us understand the individual 
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process for substance use treatment engagement. DiClemente and colleagues (2013) 

broadly categorize help-seeking models into the following three types: Value-Expectancy 

Models, Perceived Threat/Fear Appeals, and Stage Models for Health Promotion. 

Fundamentally, these models are built upon some form of cost-benefit weighting model, 

but differ in how individuals’ perception affects this process, as well as in the extent to 

which external factors affect individuals’ processes in seeking out health care. Value-

Expectancy Models generally include some level of individual calculus of determining 

the perceived benefits and costs of taking up a particular behavior, in light of the 

individual’s information, personal attitudes and beliefs, and the individual’s perceived 

level of control. Perceived Threat Models add the element of fear of consequences to the 

value-expectancy model. Fear can influence the individual either away from or toward 

adopting a particular behavior, depending on the other conditions outlined in the value 

expectancy models. Finally, Stage Models focus more deeply on motivational/intention 

factors that affect when people start, and how they maintain, treatment (as opposed to 

why people seek out a health treatment). Based on a review of the literature, the most 

relevant of these theories in helping explain how individuals come to engage in substance 

use treatment is the Theory of Planned Behavior (TPB; Ajzen & Madden, 1986). 

Theory of Planned Behavior (TPB) 

The Theory of Planned Behavior is an evolution of an earlier theory, Azjen and 

Fishbein’s (1980) Theory of Reasoned Action (TRA). Figure 1 presents the model for 

TPB as set out by Azjen and Madden (Ajzen & Madden, 1986). They argue that the 

fundamental component in the adoption of any behavior is the intent to adopt that 

behavior. Intent is understood as commitment to undertake a particular behavior in a 
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reasonably immediate timeframe (as time passes between intention and action, it is 

possible that this intention to uptake a given behavior will change). Intent is shaped by 

three factors: the personal factor, which is an individual’s attitude toward the particular 

behavior, the social factor, which involves subjective norms about the given behavior, 

and finally, perceived control in accomplishing the given behavior (Ajzen & Madden, 

1986). 

 An individual’s set of beliefs come together to create the attitude component of 

this model. Subjective norms are based on social influences: these arise from an 

individual’s interpretation of what other people find to be normative or acceptable. The 

individual’s views can arise from community or cultural norms, as well as from the 

viewpoint of individual people, where those closest to the individual tend to hold the 

greatest influence. The final component, perceived behavioral control, reflects how 

individuals cognitively evaluate their control over the situation in which they need to 

execute a particular health behavior. These perceptions may be couched in an objective 

reality (for example, maintaining a new medication routine may be perceived as not 

within an individual’s control because they do not have insurance to access the given 

medication) or may be more subjective (for example, individuals may see maintaining 

their medication regime as too difficult because of the complexity and frequency with 

which they must take their medication). Facilitating factors and inhibiting factors external 

to the individual can change the level of behavioral control. These attitudes, norms and 

perceived behavioral controls interact with each other and influence intent, which directly 

influences behavior. In circumstances where objective reality affects perceived behavior 

control, this factor may also directly influence behavior. 
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Figure 1: The Theory of Planned Behavior 

N.B.: Adapted from Ajzen & Madden (1986) 

TPB serves as a useful foundation for building a model that can illuminate the 

factors that influence substance use treatment engagement. Attitude toward treatment, 

subjective norms and perceived controls in many ways are affected by individual 

differences, likely including health-related components like health, criminal history and 

social and personal needs. TPB also accounts for the more structural limitations that are 

sometimes present in the lives of individuals in the criminal justice system. TPB is a 

versatile framework for understanding health service engagement; however, more details 

are needed in order to best characterize the process by which offenders under community 

supervision come to engage in substance use treatment, with particular focus placed on 

the role that offenders’ overall health status plays in this process. 

Empirical studies of substance use treatment in criminal justice populations 

provide some of these needed details for fleshing out a model for treatment engagement. 
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A significant model for the treatment process with criminal justice populations has arisen 

out of this body of empirical research: the Texas Christian University (TCU) Treatment 

Process Model (Hiller et al., 2002; Simpson, 2004; Simpson et al., 1995). Unlike the 

majority of the health-seeking models, this model combines intrinsic components with 

extrinsic factors that influence the process toward long term treatment outcomes 

(substance use, crime and social outcomes). Figure 2 presents the TCU’s Treatment 

Process Model in its entirety. In this model, Treatment Engagement is seen as an intrinsic 

characteristic comprised of client participation and the therapeutic relationship (i.e. the 

relationship between the counselor/clinician and the client). Although this model is more 

focused on the overall treatment process than the TPB, we can see that the problem 

severity of the users (clients) and their treatment readiness are seen as key predictors of 

Treatment Engagement, which is measured both in terms of participation and therapeutic 

relationship (i.e., the relationship between the clinician and the client). Problem severity 

primarily refers to the addiction severity of the individual (e.g. mild, moderate, or severe 

SUDs), and multiple drug use, but the TCU process model indicates that criminal history, 

social resources and psychological issues, when appropriately measured, can influence 

treatment engagement (Simpson, 2004; Simpson, 2006). The researchers note that 

motivation and treatment readiness are fundamental components to facilitate treatment 

engagement (Hiller et al., 2002). Studies have found that individuals who are further 

along in the stages of change based on the Transtheoretical Model of Change (Prochaska 

et al., 1992), will do better than those in earlier stages (Hiller et al., 2002; Knight, Hiller, 

Broome, & Simpson, 2000).  
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Figure 2: TCU’s Treatment Process Model 

N.B.: Image from Simpson (2006) 

 

 As is indicated in Figure 2, specific programming can target the behavioral and 

cognitive components that help individuals engage in treatment. In terms of individual 

attributes, training to enhance motivation for treatment has been found to be effective 

with substance user populations (Carroll et al., 2006; Miller & Rollnick, 2003; 

Smedslund, 2011). The most well known of these types of interventions is called 

Motivation Interviewing, which trains counsellors or other professionals who work with 

individuals with substance use problems to help guide their clients through the Stages of 

Change Model in order to improve their motivation (Miller, 1999).  

 In addition to motivation training, once individuals start treatment some evidence 

suggests that providing cognitive and skills training for “self-management” can help 

people stay in their treatment. One model that seeks to help individuals stay on the 

treatment course is Marlatt and Gordon’s Relapse Prevention (RP) Model (Marlatt & 
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Gordon, 1985). This model argues that people relapse back into substance use both for 

immediate reasons and for ‘covert antecedent’ reasons (Larimer, Palmer, & Marlatt, 

1999). Marlatt and colleagues argue that high risk situations such as emotional turmoil, 

environmental stimuli like negative interpersonal relationships, or social pressures to 

participate in a given behavior, all increase the risk of relapse (Marlatt, 1996). How 

people cope with these stressors will affect whether they relapse or not. For some people, 

high-risk situations might be primed by ‘covert antecedents’ such as lifestyle factors, 

(e.g., a high stress job or limited non-drug activities), or cognitive factors,  

(e.g., psychological associations between drug use and particular environments) or by 

psychological stimuli (Larimer et al., 1999). The RP intervention includes general ‘self-

management’ strategies to address the covert antecedent causes of relapse; these include 

strategies of skills training, cognitive restructuring and lifestyle balancing (Larimer et al., 

1999). Tests of this model suggest that it is a useful component of treatment and 

prevention models designed to reduce relapse (Hendershot, Witkiewitz, George, & 

Marlatt, 2011). 

 Although these cognitive behavioral, social-skills, and behavioral training 

strategies can help increase commitment to cessation of substance use, most of these 

models only loosely touch on the issue of how functional health status affects treatment 

engagement. Most motivational trainings are focused on counselling individuals to 

cognitively work through why they might need treatment, helping them get through their 

sense of ambivalence about treatment, and developing motivation for behavior change. 

However, these trainings do not directly address how their health problems might 

contribute to their level of motivation. The structure of TBP and the initial stages of the 
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TCU process model acknowledge that individual attributes and motivation play a role in 

shaping engagement. TBP also argues that intent, which is similar to higher level 

motivation, is the immediate antecedent of undertaking a particular health behavior. 

However, little is said about how an individual’s health state may affect motivation or 

engagement in either model. Although the RP model more clearly acknowledges the role 

of emotional states — including mental health issues — in immediate causes of relapse, 

other aspects of health do not feature prominently in this model, nor is the nature of the 

relationships between various health factors and relapse risk elucidated in detail. 

Therefore, developing an understanding of how general health factors into motivation and 

treatment engagement is needed.  

 

 

Health Related Quality of Life of Substance Using Offenders 

 The most common way of studying health in a criminal justice context has been 

through the enumeration of particular disorders, diseases or traumas. However, these 

approaches tend to focus on specific deficits in the individual versus a more holistic 

picture of health. Other fields of research and practice, particularly in the medical field, 

have embraced the concept of Health Related Quality of Life (HRQOL) to evaluate the 

effects of particular medical conditions, as outcome variables in clinical trials or as a 

predictor in studies of health decision-making (Khanna & Tsevat, 2007).  

HRQOL is one of the main domains of “Quality of Life (QOL),” a concept that is 

meant to encompass both positive and negative dimensions of life (Centers for Disease 

Control and Prevention, 2016). HRQOL, in particular, is meant to help define those 

aspects of life that can affect one’s health positively or negatively (Centers for Disease 
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Control and Prevention, 2016). HRQOL is designed to capture a broader 

conceptualization of health than measures of specific illnesses and conditions, 

encompassing features that help get at the life context in which the above health topics 

(substance use, mental health and physical health) exist, and in particular how one’s 

overall health impacts the conditions of one’s life (Khanna & Tsevat, 2007). HRQOL 

represents individuals’ experienced health state as opposed to a whether they have a 

particular condition. For example, a person may have lung cancer, but they experience 

pain and difficulties accomplishing their usual activities. HRQOL (and the broader QOL) 

are subjective measures of life conditions, and must necessarily be from the perspective 

of the individual (or community) that experiences them. These concepts have been 

integrated primarily into medical studies, and have provided significant explanatory 

strength above and beyond measures of specific health conditions and disorders (Centers 

for Disease Control and Prevention, 2000). 

HRQOL Measurement in Substance Use Disorder Studies 

 Measuring HRQOL in studies of SUDs has gained traction in the past two 

decades; however, compared to studies of HRQOL in other medical conditions, the 

uptake of this construct in studies of SUDs has been relatively slow. In 2010 a review of 

existing studies of HRQOL in addiction science found that fewer than 100 studies had 

examined quality of life and SUDs, with the bulk of those tests focused on alcohol 

(Laudet, 2011). However, since the Laudet (2011) review, interest in the role of HRQOL 

in addiction science has grown and many new studies have emerged. From this research 

we know that active substance users tend to have lower HRQOL than the general public, 

as do people entering treatment for SUDs (Rudolf & Watts, 2002; Smith & Larson, 
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2003). Research now shows strong support for HRQOL as an outcome for evaluations of 

treatment, either in place of or in addition to abstinence outcomes (Blevins, Abrantes, 

Kurth, Gordon, & Stein, 2018; Kaskutas et al., 2014; Stallvik & Clausen, 2017) This 

aligns with the Substance Abuse and Mental Health Services Administration 

(SAMHSA)’s definition of recovery as “ a process of change through which individuals 

improve their health and wellness, live a self-directed life, and strive to reach their full 

potential” (del Vecchio, 2012). These studies have found treatment success led to 

increases in HRQOL (Blevins et al., 2018; Garner, Scott, Dennis, & Funk, 2014; 

Kaskutas et al., 2014; Morgan, Morgenstern, Blanchard, Labouvie, & Bux, 2003; Stallvik 

& Clausen, 2017). 

 Higher levels of HRQOL has been found to be a predictor of treatment success for 

dual diagnosis patients in an inpatient facility. Specifically, those who have higher 

HRQOL pre-treatment have better treatment outcomes than those that enter treatment 

with lower HRQOL (Picci et al., 2014; Pud, Zlotnick, & Lawental, 2012; Russo et al., 

1997). These findings align with a body of literature from behavioral economics that 

argues HRQOL may affect the process of individuals’ decision-making with regards to 

their motivation for and attendance in treatment (Tsevat et al., 1994). 

HRQOL Measurement with Criminal Justice Populations 

 Studies that measure HRQOL in criminal justice populations are extremely rare. 

One review of prison based studies of HRQOL confirmed that prisoners tend to have 

lower levels of HRQOL than the general public (Dore, 2010). Most studies have been 

conducted in order to address a particular sub-population with health issues within the 

offender population, such as HIV (Perez et al., 2006), Hepatitis C (Thein et al., 2006), 
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mental health (Dobkin, Civita, Paraherakis, & Gill, 2002; Lindstedt, Ivarsson, & 

Soderlund, 2006; Lindstedt, Söderlund, Stålenheim, & Sjödén, 2005; Young et al., 2018; 

Zgoba, Jennings, Maschi, & Reingle, 2012), substance use (Mooney, Hannon, Barry, 

Friel, & Kelleher, 2002), or elderly offenders (Forsyth et al., 2017; Maschi, Shi, Forseth, 

Laureano, & Viola, 2017). The vast majority of these studies examine incarcerated 

populations (e.g. Black et al., 2001, 2007; Perez et al., 2006; Thein et al., 2006; Forsyth 

et al., 2017). Based on these studies, there are strong indications that there are particular 

mental health and physical health conditions, including substance use, that affect 

HRQOL in a corrections population. Most of these relationships show that the presence 

of a particular health issue, for example the Hepatitis C virus, lowers the HRQOL of the 

prisoner (Thein et al., 2006). However, a few studies examine the relationship between 

treatment or service provision on HRQOL (Forsyth et al., 2017; Perez et al., 2006). The 

study of HRQOL among community-based offenders remains largely uncharted territory. 

To the best of the researcher’s knowledge, only one community-based study has been 

published, which found that HRQOL can be influenced by social factors, specifically 

family support after release (Wallace et al., 2016).  

 Although these studies begin to give us an understanding of HRQOL in the 

corrections population, this body of literature still is in its nascent stages. With the 

exception of Wallace and colleagues’ study of a parole population (Wallace et al., 2016), 

the other studies are all based on prison or otherwise incarcerated populations.  No study 

has focused on a probation or alternative to detention population, the largest group of 

offenders in the American criminal justice system. Additionally, most studies of HRQOL 

in a corrections population come from countries outside the US. These studies almost 
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exclusively examine the HRQOL only in relation to a specific health issue and have not 

examined HRQOL either as an outcome variable for correctional programming or as a 

predictor for treatment completion or adherence, despite the numerous 

rehabilitative/treatment-oriented aspects of the corrections environment.  

 

Community Supervision and SUD Treatment 

 Although there is a tendency, in both research and popular culture, to focus on 

incarceration as the central form of correctional services, the present population of the 

American corrections system is largely community-based. Over 4.5 million people serve 

their sentence in a community corrections setting annually, with over half of all criminal 

justice-involved individuals (3,673,100) sentenced to probation alone (Kaeble & Cowhig, 

2018). The state of Pennsylvania has one of the most active criminal justice systems with 

368,100 people serving some kind of correctional sentence; however, 79% of 

Pennsylvania’s offenders are in a community-based correctional setting (Kaeble & 

Cowhig, 2018). Given that in general, and in Pennsylvania in particular, many more 

people serve their sentences in community-based settings than in custodial settings, this 

study seeks to expand our understanding of treatment engagement in community-based 

settings where the offenders experience more independence with regards to their 

decisions around their treatment success or failure.  

The Mission of Probation 

 This study focuses on two types of community corrections where large numbers 

of individuals with SUDs are supervised: probation and drug courts. Probation is defined 

as “a court-ordered period of correctional supervision in the community, generally as an 
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alternative to incarceration. In some cases, probation can be a combined sentence of 

incarceration followed by a period of community supervision.” (Kaeble, 2018). 

Historically, probation was designed as a rehabilitative opportunity for offenders, 

particularly those who committed less serious crimes and/or were first time offenders. 

The early years of probation were heavily tied to religious missions, both in the American 

context beginning in Massachusetts, and in the parallel developments in England with the 

Church of England Temperance Society in the late 1800s (Petersilia, 1987; Raynor, 

2012). Although the rehabilitation mission has wavered over the years, with the rise of 

the ‘Law and Order’ paradigm and managerial tendencies of the latter half of the 20th 

century, today’s community corrections, specifically probation, still prioritizes ‘a 

balanced approach’ to the tandem goals of rehabilitation and public safety.  

The Structure and Process of Probation 

 Although probation officers are involved at multiple points in the criminal justice 

process prior to sentencing, probationary sentences begin when the presiding judge 

makes the decision, based on the offense and the presentence investigation report, to 

grant the offender probation. Probation sentences can sometimes be accompanied by a 

suspended sentence of incarceration or a split sentence, where an individual first serves a 

period of jail time (Petersilia, 1987). Probation sentences are set periods of time wherein 

the offender is required to comply with a specific set of conditions, most of which are set 

out by the judge; however, probation officers are sometimes afforded the ability to 

determine additional conditions as they see fit. On average, individuals will spend 21.9 

months on probation, though sentences can run significantly longer depending on the 
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region, seriousness of the charge, and the individual’s ability to comply with probation 

(Kaeble, Maruschak, & Bonczar, 2015).   

 Probation conditions fall into three categories: standard conditions, punitive 

conditions, and treatment conditions (Petersilia, 1987). These conditions are meant to 

allow offenders to continue to live their lives as free citizens with their rights intact. 

Therefore, although offenders can be required to comply with numerous conditions, these 

conditions must be legitimate, reasonable and constitutional in nature, in keeping with 

their basic rights (Petersilia, 1987).  

Failure to comply with a probation condition is called a “technical violation of 

probation” (Latessa & Smith, 2015). When a violation occurs, probationers can be 

returned to the court, where judges can choose to give warnings, modify the conditions of 

probation, including lengthening the sentence, or, in serious cases, revoke probation and 

instead sentence the offender to jail or prison time (Latessa & Smith, 2015). Probation 

violation is a major concern for the criminal justice system. Previous research has found 

that between 50% and 70% of offenders failed to meet the conditions of their probation 

(Taxman et al., 1999). For individuals with SUDs, treatment will often be a condition of 

their probation. Furthermore, depending on the nature of the violation, individuals may 

be charged with a new offense rather than a violation, resulting in extensions of probation 

sentences or incarceration. The most recent national survey indicated a rate of exit from 

probation of only 35 per 100 probationers annually due to successful completion or early 

discharge, the remainder experienced extended sentences, incarceration or absconded. 

Each year, approximately 8% of probationers are incarcerated and an additional 7% are 

reported for failing to comply with their probation, but are not incarcerated (Kaeble, 
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Maruschak, & Bonczar, 2015). Given the potential loss of liberty or at least increased 

regulation of one’s life on probation, both in terms of activities and time, improving 

offenders’ ability to comply with conditions of probation should be a significant concern 

of the criminal justice system. 

Treatment Administration in Probation 

Drug treatment is typically provided to offenders with SUDs either as a part of the 

conditions of their probation, based on a court mandate at the onset of their probation 

sentence, or as a required additional condition levied on probationers by their probation 

officers, usually due to a positive urinalysis. Depending on the severity of the offenders’ 

needs, and the services available, individuals may be placed into a residential treatment 

facility during their probation, or more frequently, they will be required to attend 

outpatient treatment with varying levels of care (Center for Substance Abuse Treatment, 

2005). In some jurisdictions, individuals on probation or parole may be treated through 

assignment to Halfway Houses or through Day Reporting with a substance use treatment 

requirement, although these practices are less common (Center for Substance Abuse 

Treatment, 2005). Finally, some agencies operate substance use specific probation 

caseloads to manage offenders with SUDs who are receiving outpatient treatment 

services. 

The Mission of Drug Courts 

 Like probation, drug courts from their inception sought to uphold the 

rehabilitative ideal.  The first drug court opened in 1989 in Miami, Florida, and was 

developed as a response to the expanding drug caseloads experienced in the 1980s 

(Belenko, 2001; Goldkamp, 1994). The format of this court, and the many courts that 
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were later modelled on the original Miami-Dade treatment drug court, prioritized 

treatment and rehabilitation for offenders whose crimes were drug-related, through the 

use of a diversionary sentence that paired a criminal justice sanction with a mandated 

treatment requirement.  

The Structure and Process of Drug Courts 

 For some offenders with SUDs, pre-plea (diversion) or post-plea drug court may 

be given instead of a probation sentence. Drug courts tend to be an option for individuals 

who have limited criminal histories and/or non-violent offenders, charged with drug 

possession or other drug-related crimes. Evidence suggests that these programs produce 

their best results by targeting high risk, high need offenders (Lowenkamp, Christopher, 

Holsinger, & Latessa, 2005). They are either designed as a pre-plea diversion program, 

where successful completion leads to the removal of charges, or as a post-plea alternative 

correctional sentence where successful completion is a condition of their alternative 

correctional placement (Longshore et al., 2001). The mission of drug courts is similar to 

that of probation, with rehabilitation and public safety at its core; however, drug courts 

explicitly target individuals for whom SUDs are considered to have been a contributing 

factor to their crime. Drug courts are formatted differently than probation-based 

sentences because the structure is explicitly meant to be non-adversarial and focused on 

problem-solving (Longshore et al., 2001). Judges play a much more involved role in this 

process, overseeing the offender’s mandated treatment and any additional conditions of 

the placement (Belenko, 2001; Longshore et al., 2001). Most drug courts provide linkage 

to treatment and case management of the participants for the duration of their placement 

on drug courts (Hiller et al., 2010); however, treatment agencies in the community 
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provide the actual clinical care to offenders. Although essentially all drug courts include 

the above components, there is a great deal of variation in the implementation of drug 

courts (Belenko, 2001; Mitchell, Wilson, & MacKenzie, 2012). 

 Although there may be other conditions placed upon people under supervision by 

drug courts, their central requirement is participation and completion of substance use 

treatment. Generally, drug courts appear to be more successful than traditional probation 

at increasing participation in treatment (Marlowe, 2003). Estimates for treatment 

completion range from 22-66% (United States Government Accountability Office, 2005). 

Although these rates of completion are higher than that of offenders on probation, many 

participants still drop out of treatment and thus fail to comply with their treatment 

requirements. 

The Role of Supervision Type in Treatment Engagement 

 Probation and drug courts have similar fundamental goals for their SUD 

populations. Broadly, they seek to maintain public safety, while concurrently 

rehabilitating their supervisees by addressing their substance use issues (and other needs). 

However, the above discussion of the varied structures and processes of these two types 

of supervision shows that the agencies have somewhat differing missions and processes 

with regards to how they facilitate treatment. As previously discussed, supervision type 

can be a potential powerful extrinsic factor in treatment retention (Marlowe, 2003; United 

States Government Accountability Office, 2005), which suggests that it may also affect 

the more proximate goal of treatment engagement.  
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Summary of the Gaps in the Literature and the Proposed Research Study 

  Despite the high prevalence of substance use disorders and other health problems 

in the criminal justice system, and the interrelationships among substance use, health, and 

criminal behavior, very few studies have examined the concept of HRQOL with 

offenders. Although most offenders are assigned to community-based supervision, only 

one study of a parole population has examined HRQOL (Wallace et al., 2016), and no 

studies appear to have examined HRQOL in probation or drug courts, which supervise 

approximately 1.6 million individuals with substance use disorders annually. This study 

will develop a baseline picture of HRQOL in two community corrections populations 

within one urban city to expand our knowledge base about HRQOL and its effects on 

treatment engagement.  

 Most criminal justice studies have only examined HRQOL in a descriptive 

capacity. In the field of substance use research, studies have examined HRQOL mostly as 

an outcome, focusing on correlations between treatment completion and HRQOL. A few 

substance use-specific studies have found that HRQOL status influences substance use 

success (Picci et al., 2014; Pud et al., 2012; Russo et al., 1997). Researchers from other 

health disciplines argue that HRQOL may affect how people make decisions (Tsevat et 

al., 1994). Other fields of health research have demonstrated the HRQOL plays a 

significant role in treatment compliance. Lower HRQOL is correlated with treatment 

discontinuation in Hepatitis C treatment (Bernstein, Kleinman, Barker, Revicki, & Green, 

2002), HIV antiretroviral treatment (Carballo et al., 2004), and multiple other 

medication-based treatments (Côté, Farris, & Feeny, 2003). Complying with a substance 

use treatment regime is of critical importance for offenders in the community, both in 
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terms of their health and their successful completion of their sentence. However, dropout 

from treatment is very common among offender populations (Marlowe, 2003). This study 

aims to establish the nature of the relationship between HRQOL and treatment 

engagement in an offender population, in light of other established factors that have been 

found to affect treatment outcomes.  

 Although there is some guidance on which measures of HRQOL are most 

appropriate for studies of substance use disorders (PhenX Toolkit, 2012), no such 

guidance exists for criminal justice populations. The Medical Outcome Studies’ SF-36 

measurement tool appears to be the most commonly used measure of HRQOL in both 

substance use and criminal justice studies, but the EuroQoL EQ-5D is the recommended 

measure for the field of substance use-related comorbidities and health outcomes. This 

study offers the opportunity to test the EQ-5D in a criminal justice context, specifically 

with a community-based offender population, which will begin to expand our 

understanding of the EQ-5D instrument as well as the broader construct of HRQOL. 

 Finally, although research already exists which suggests that drug courts are more 

successful at keeping people in treatment than traditional probation (Belenko, 2001; 

Marlowe, 2003; United States Government Accountability Office, 2005), this relationship 

has not been examined in light of the HRQOL profile of these populations. This study 

will explore whether drug courts are in fact more effective at facilitating treatment 

engagement than probation supervision, taking HRQOL into consideration, in an 

exploratory study comparing a sample of individuals assigned to a drug court with a 

probation sample in a large urban city.  

 



51 
 

 

CHAPTER 3 

METHODS 

 

Research Questions and Hypotheses 

 
 The following research questions and their corresponding hypotheses arose from 

existing research and gaps within the extant literature presented in the previous section. 

They are presented in detail below. 

Research Question 1(RQ1): What is the General Health Profile of Offenders Supervised 

in the Community? 

 Hypothesis 1a: Probation and drug court participants with SUDs will have lower 

levels of overall HRQOL than the general public based on a national sample of 

HRQOL.   

 Hypothesis 1b: HRQOL will be correlated with several critical covariates found 

in the SUD literature pertaining to justice populations.  

o  Lower HRQOL will be associated with having mental health conditions, 

having physical health difficulties, having more extensive substance use 

treatment needs and experiencing lower motivation for treatment. 

o Lower HRQOL will be correlated with key demographic characteristics 

including lower SES, and non-white racial self-identification. HRQOL 

will decrease with age and arrest history. 

 The existing literature on substance users and prisoners provided some indication 

of the portrait of HRQOL for offenders supervised in the community who have SUDs. 

Overall, HRQOL has been found to be lower among substance users than the general 

public (Rudolf & Watts, 2002; Smith & Larson, 2003). Similarly, studies of prison 
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populations have found that prisoners also have lower levels of HRQOL than the general 

public (Dore, 2010; Thein et al., 2006). One study found that prisoners with SUDs were 

found to have particularly low levels of HRQOL (Mooney et al., 2002). Previous studies 

have found that between 62% and 86% of individuals arrested test positive for an illicit 

substance (ONDCP, 2013), and up to 82% of crimes committed by inmates have been 

found to be drug-involved (Belenko & Peugh, 2005). Given these national statistics, it 

was likely that some of the sampled offenders’ substance use behavior was involved in 

their most recent arrest.  

 A number of physical health conditions are more common in criminal justice 

populations than in the general public, particularly when adjusted for age (Fazel & 

Baillargeon, 2011; Wilper et al., 2009), However, mental health conditions appear with 

even higher frequency than physical health conditions among offender populations (Fazel 

et al., 2002). Based on this body of literature it was hypothesized that the study 

participant’s HRQOL would be influenced by the higher prevalence of physical and 

mental health difficulties that tend to occur among offender populations. 

 The series of anticipated correlations between HRQOL and other individual 

characteristics were based on previous research with similar populations. As has been 

mentioned already, mental health and physical health conditions are associated with 

lower levels of HRQOL in prison populations (Black et al., 2007; Dore, 2010; Lindstedt 

et al., 2006, 2005; Mooney et al., 2002; Perez et al., 2006; Thein et al., 2006). A few 

demographic differences were found in these prison-based studies and substance use 

studies of HRQOL, where female prisoners generally experienced lower HRQOL than 

their male peers (Mooney et al., 2002; Thein et al., 2006). National norms on the EQ-5D 
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HRQOL instrument confirm that males typically have higher index scores (better overall 

HRQOL) than women, and younger people also have higher index scores (Szende, 

Janssen, & Cabases, 2016). Research from the fields of medical sociology on health and 

stress have found that lower SES and being black or Latino are also related to a greater 

number of health difficulties, although not specifically related to lower HRQOL 

(Braveman et al., 2005; Manly, 2006; Thoits, 2010).  

 Although there was no existing literature available that directly addresses the 

relationship between HRQOL and motivation for substance abuse treatment, given that 

lower HRQOL should reflect difficulties in daily functioning (whether due to mobility 

issues, physical pain, mental health difficulties or otherwise), higher HRQOL was 

hypothesized to increase individuals’ motivation to comply with mandated treatment as 

they would be more equipped to undertake treatment. Some support for this argument 

was drawn from studies in other disciplines which have found HRQOL is related to 

motivation to undertake some form of treatment (Grytten et al., 2012; Muñoz et al., 

2012). The logic therefore for motivation for substance use treatment, was that if an 

individual’s day involved difficulties along some dimension of HRQOL (e.g. pain due to 

symptoms of various health conditions), then they would be less motivated to participate 

in treatment.   

Research Question 2 (RQ2): What is the Relationship between HRQOL and Treatment 

Engagement? 

 Hypothesis 2a is articulated in two parts and represented in Figure 3 below. 

o Hypothesis 2a.1: HRQOL will fully mediate physical health and partially 

mediate mental health, criminal history, substance use history, and SES   
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o Hypothesis 2a.2: HRQOL’s relationship with treatment engagement will 

be partially mediated by motivation for treatment.  

 Hypothesis 2b: Individuals who begin treatment with higher HRQOL will attend 

more of their treatment sessions and participate more than those with lower 

HRQOL at the start of treatment. 

Figure 3 articulated below derives its structure in part from the Theory of Planned 

Behavior (Ajzen & Madden, 1986); however, it further specifies the kinds of factors most 

likely to influence treatment engagement, highlighting the role of health in the 

relationship between the individual and their treatment engagement experience based 

upon exist literature. Literature from both criminal justice and non-criminal justice 

contexts of substance use treatment has identified a number of factors that influence 

substance use treatment outcomes.  On the individual level, treatment outcomes have 

been linked with the individuals’ substance use history (Brewer, Catalano, Haggerty, 

Gainey, & Fleming, 1998; Weisner, Ray, et al., 2003), their criminal history (Hiller, 

Knight, Saum, et al., 2006; Pelissier et al., 2001; Simpson, Joe, & Brown, 1997), their 

mental health (Brown, Bennett, Li, & Bellack, 2011; Nosé et al., 2003; Weisner, 

Matzger, & Kaskutas, 2003), and various demographic factors, especially those which 

contribute to socio-economic status (employment, education and income) (Brewer et al., 

1998; Grella, Joshi, & Anglin, 2002; Pelissier et al., 2001). Many of these factors have 

been linked with HRQOL of both persons with SUDs and prisoner populations (Dore, 

2010; Laudet, 2011), but HRQOL has yet to be examined in relation to substance use 

treatment engagement outcomes among offenders.  
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HRQOL is meant to provide a representation of how health (both mental and physical) 

and social factors affect the day-to-day life function of individuals; therefore, I 

hypothesized that HRQOL is a partially mediating factor of mental health, criminal 

history, substance use and SES. In the case of criminal history’s relationship with 

treatment engagement there is theoretical logic to a direct relationship between these 

constructs, as people with more extensive criminal history are less compliant overall and 

more likely to drop out of treatment (Hiller, Knight, Saum, et al., 2006; Pelissier et al., 

2001).  In the case of mental health the lack of substance use treatment targeting dual 

diagnosis supports the potential for a direct relationship between mental health and 

treatment engagement (Brown, Bennett, Li, & Bellack, 2011; Weisner et al., 2003). The 

severity of a person’s SUD should have an impact on their overall health given the side 

effects of both acute and chronic drug use of various drugs (Laudet, 2011).  
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Figure 3: Model for substance use treatment engagement accounting for HRQOL 

NB: This model represents hypothesis 2a and is compatible with path analysis in SEM (Structural Equation Modeling)
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Like the TPB (Ajzen & Madden, 1986), which places intention (a construct 

similar to motivation for treatment) as the immediate antecedent to health seeking, 

motivation is the immediate antecedent for treatment engagement in this model. It is also 

hypothesized that the severity of participants’ SUDs will affect perceptions of how much 

they are motivated to change their behavior (Hiller et al., 2009). For participants with 

lower level SUDs it is unlikely that they will be as motivated to change their behavior as 

they are not experiencing as many health and social consequences from their behavior as 

the people with more serious disorders by definition of their SUD. The relationship 

between SES and treatment engagement will likely be mediated by both HRQOL and 

motivation for treatment as extensive studies demonstrate the relationship between SES 

and health is generally positive (Braveman et al., 2005) and many of the criteria for 

having a SUD include components of SES. SES may also impact individuals’ motivation 

to change their substance use behavior as substance use problems can interfere with 

employment and income which are major contributors to SES. A fully mediated 

relationship was hypothesized for physical health as it has been linked to HRQOL in 

criminal justice studies, but no evidence was found to support a direct relationship 

between physical health and substance use treatment engagement of offenders.  

Race and age were two other covariates of interest in this study as there is 

evidence of the relationship between both variables and HRQOL (Braveman et al., 2005; 

Manly, 2006; Thoits, 2010). There is less evidence supporting the relationship between 

these factors and the outcome variable of treatment engagement in criminal justice 

populations, although a previous study has found that younger offenders are more likely 

to drop out of their treatment program (Hiller, Knight, Saum, et al., 2006) and white 
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offenders had better treatment outcomes among a study of returning prisoners (Pelissier 

et al., 2001). Race was measured in the descriptive statistics but after bivariate analyses 

found no relationship between race and HRQOL or race and treatment engagement, race 

was not included in the multivariate models or path models of treatment engagement. 

Age was also initially excluded from the model because the variation in age in the 

sampled population was relatively limited as offending concentrates primary among late 

adolescence and early adulthood (Gottfredson & Hirshi, 1990); however, a bivariate 

relationship between HRQOL and age was found and thus, this variable was included in 

the expanded versions of the multivariate models and path analysis models of treatment 

engagement. 

 I hypothesized that HRQOL would be mediated by motivation for treatment, since 

changes in one’s health will affect one’s perceived need for and willingness to engage in 

treatment. The role of motivation as the mediator between HRQOL and Treatment 

Engagement is also supported by the Theory of Planned Behavior (TPB), which was 

discussed in Chapter 2. The concept of ‘intent’ in TPB is understood as committing to 

undertake a health behavior. It is the immediate antecedent of this health behavior, which 

in the case of this dissertation study, will be attending substance use treatment and level 

of treatment participation. The literature on motivation for treatment identifies concepts 

of ‘treatment readiness’ or ‘preparation/action’ stages which are very similar to TPB’s 

‘intent’ (Prochaska et al., 1992; Simpson & Joe, 1993). It was also hypothesized that a 

direct relationship would exist between HRQOL and treatment engagement, such that 

extremely unhealthy offenders would not be able to engage in treatment specifically due 

to severe health conditions (e.g. housebound due to chronic disease/physical illness). 
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Research Question 3 (RQ3): Does the Type of Community Supervision of Individuals with 

SUDs Affect Treatment Engagement? 

 

 Hypothesis 3a: Supervision through the drug court will be associated with more 

frequent attendance and participation at treatment sessions than supervision by 

probation services.  

 Hypothesis 3b: There will be significant higher-level effects of type of 

supervision (drug court or probation) on the outcome of treatment engagement 

controlling for HRQOL and all other critical covariates discussed in RQ1 and 

RQ2.  

 Although individual characteristics and dispositions contribute significantly to 

treatment engagement, external factors can influence treatment outcomes. Extensive 

research has found that these external factors can affect treatment receipt, engagement 

and/or completion: treatment modality (Aos et al., 2006; Mitchell, Wilson, & MacKenzie, 

2012; Pearson & Lipton, 1999; Prendergast et al., 2002), duration (Simpson et al., 1997), 

fidelity to treatment design (Prendergast et al., 2002), and case-manager/probation officer 

to client relationship (Taxman & Belenko, 2012). Given that the sample of community-

based offender population used in this study was comprised of probationers and those 

supervised by drug court, it offered the opportunity to test whether drug courts facilitate 

better treatment engagement than probation-based drug treatment, particularly when 

HRQOL differences are taken into account. Previous research suggests that drug courts 

experience less attrition from treatment than traditional probation (Marlowe, 2003). 

Although substance-use specific probation may be more effective than traditional 
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probation for facilitating treatment, the structure of drug courts, which include greater 

contact between the participant and the court/judge and a ‘problem-solving’ orientation to 

case management (Longshore et al., 2001), offers more opportunities to encourage 

treatment engagement and to facilitate easier access to treatment.  

In this study I hypothesized that drug court participants would engage more in 

treatment, controlling for all other covariates. Furthermore, I have posited that for those 

with low HRQOL, receiving treatment through the drug court structure would be of 

significant importance in treatment engagement. Where individuals experienced 

difficulties in their health that affect their day-to-day well-being, the problem-solving 

structure of the drug court would have provided more opportunities to adapt to these 

needs, such that treatment engagement would not be as difficult as it otherwise could be. 

 

Sample 

 
 The primary source of data for this study was two waves of surveys collected 

from two populations of offenders who were supervised in the community: probationers 

and drug court participants. These two samples were drawn from the city of 

Philadelphia’s Adult Probation and Parole Department (APPD) and the Philadelphia 

Treatment Court (PTC). Both the Philadelphia APPD and PTC agreed to participate in 

this study and allowed the recruitment and survey administration to be conducted within 

their facilities.2  

 The two community-based samples were chosen for multiple reasons. The 

literature on HRQOL in the criminal justice system thus far has paid little attention to 

                                              
2 Copies of the letters of support/memoranda of understanding with the APPD and PTC 

are included in Appendix A. 
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community-based populations of offenders. This study seeks to examine HRQOL and the 

treatment engagement process, in light of the more variable environment of community 

supervision, where offenders are more responsible for managing their own commitment 

to the requirements of their community supervision. The city of Philadelphia was chosen 

both for convenience, as the main researcher conducting the primary data collection lives 

there, and for substantive reasons. Substantively, the city of Philadelphia has a large and 

diverse community corrections population, which should help illuminate more clearly the 

issues of treatment engagement and HRQOL, regardless of demographic differences. 

Furthermore, Philadelphia is currently participating in a MacArthur Foundation funded 

initiative to decrease the level of detention and incarceration in their criminal justice 

system, through more effective community-based alternative corrections. Therefore, 

developing a better understanding of the health and treatment needs of offenders 

supervised in the community is also an issue of interest to the local criminal justice 

system.   

Philadelphia Adult Probation and Parole Department (APPD) 

 The Philadelphia APPD supervises all individuals who receive a county or 

probationary sentence in the City of Philadelphia, Philadelphia County (The Philadelphia 

Courts: First Judicial District of Pennsylvania, n.d.). On any given day, APPD supervises 

between 45,000 and 65,000 dockets across its multiple types of supervision units (J. 

Eidson, personal correspondence, December 9, 2016). The APPD has both general and 

specialized supervision units. For this study, participants were drawn from the Forensic 

Intensive Recovery (FIR) unit, the Detention Alternatives Program (DAP) unit, which are 

substance use specific caseloads, and two General Population units where only 
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probationers who had been required to participate in treatment were approached. All 

participants included were required to participate in treatment by the court at sentencing 

for their original offense or as a violation of probation hearing. High risk units were not 

included in the sample as they differed too greatly from the drug court sample.  

The Philadelphia Treatment Court (PTC) 

 The PTC is a pre-trial diversion program operating within the Philadelphia 

Municipal Court and Court of Common Pleas. To participate in the PTC, offenders are 

required to plead nolo contendre and have their plea held in abeyance until they 

successfully complete the requirements placed on them by the Treatment Court (Winters, 

2012). These requirements always include drug treatment, given the purpose of the court; 

therefore, all participants in this study sampled from PTC were also mandated to drug 

treatment.  

Power Analysis for Sample Size 

Prior to undertaking recruitment, a minimum sample size was calculated to ensure 

sufficient power to answer the central research question of the relationship between 

HRQOL and treatment engagement (RQ2). Two methods of estimating power were used 

to determine the necessary sample size as both OLS regression analyses and structural 

equation models (SEM) were used to examine hypotheses 2 and 3.3 First, power analyses 

were calculated using G*Power software (Faul, Erdfelder, Buchner, & Lang, 2009) for a 

                                              
3 Power analysis for GSEM is complicated due to the decomposition of direct and 

indirect effects. Apriori power analysis using G*Power’s multiple regression calculation 

for sample size were used since this is the methodology as this was appropriate for the 

multiple regression model components of this study, and the rough estimates for 

minimum cases presented by Bentler and Chou (1987) were used to determine sufficient 

sample size for the GSEM models. 
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series of multiple regression analyses with the two final outcome measures of treatment 

engagement (attendance and participation) that are used in the conceptual model in 

Figure 3 for RQ2. Previous studies of treatment engagement using multivariate analysis 

produce R2 values of between 0.1 (Hiller et al., 2002) and 0.3 (Fiorentine, 1999; Rosen et 

al., 2004). Using these R2 values and assuming an α =.05, and power (1- β err) =.8, and 

the 7 main predictors indicated in the structural model of Hypothesis 2a (mental health, 

criminal history, physical health, SES, substance use, HRQOL, Motivation), a minimum 

sample size of at least 56 cases (based on a moderate .3 effect size) and a maximum of 

166 cases (based on a low .1 effect size) are needed for sufficient power. For SEM 

analyses, there are some sample size approximation methods that suggest estimates based 

on a ratio of 10:1 between the sample size and the number of parameters, (i.e. number of 

relationships between observed variables) in the model (Kline, 2005). Others recommend 

5-10 cases per parameter (Bentler & Chou, 1987), or 100-200 cases minimum 

(Boomsma, 1985). The model in Figure 3 has 13 parameters, suggesting a sample 

between 65 and 130 would be sufficient for a path analysis based on Bentler and Chou’s 

(1987) parameters. 

Final Sample Size 

The original recruitment goal from probation was 130-140 participants in 4 

months. However, due to non-responsiveness on the part of some probationers and some 

officers, it took 10 months to recruit the 71 probationers included in the study. Similarly, 

I initially set a goal of 40 participants from the Philadelphia Treatment Court based on its 

previous years’ enrollment levels. However, PTC experienced lower levels of enrollment 

into the treatment court than in the previous years in 2017-2018, which led to only 32 
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participants being recruited and consented over the 5 months of available recruitment 

time.  

Figure 4 is a modified CONSORT diagram for the recruitment into this study. Ultimately 

103 valid cases were included at baseline and 66 valid cases were included in the follow-

up survey.  The eligibility criteria for inclusion in the study required that participants 

were over the age of 18, were obligated to participate in a drug treatment program by 

either the courts or probation and had either not yet began their required treatment or 

were within their first month of treatment. 

 Semi-structured interviews with a small subset of 10 offenders who completed 

the surveys (6 probationers, 4 treatment court participants) were also conducted after the 

follow-up survey. These interviews were designed to better understand the health-

treatment engagement relationship. As a result, they were conducted with a modified-

random selection subsample of study participants who had indicated at least some 

difficulty on one of the five dimensions of the EQ-5D instrument which was used to 

measure HRQOL.  
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Figure 4: Modified Consort flow chart of survey and interview recruitment 

 

Data Collection 

 The data collected in this study derived from two surveys and 10 qualitative 

interviews. These surveys were self-administered to participants recruited at APPD and 

PTC. A baseline survey was administered in person with participants at the APPD and 

PTC’s facilities (with the option to leave and complete by phone/online), and a follow up 

survey was sent to the participants using Qualtrics survey software (with an in-person 

option should participants be uncomfortable with the online design). In-person 

recruitment was staggered, with recruitment occurring from July 2017 through March 

2018 at APPD, and December 2017-April 2018 at PTC. A copy of both surveys and the 

scales and indices used in them are provided in Appendix C. Interview participants were 
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selected from the recruited participants who met certain eligibility requirements outlined 

below and interviewed in person between June and August 2018. A copy of the semi-

structured interview script is provided in Appendix D. 

Recruitment Strategy and Study Administration 

 Recruitment operated somewhat differently at the APPD and PTC. The 

participating units of APPD were informed of the study and given the schedule for on-site 

recruitment. When officers had an intake meeting with a new probationer who was 

required to participate in drug treatment, they let that probationer know of the study and 

referred them the researcher to learn more about the study by providing them with a 

referral card. Probation officers were not made aware of whether their probationers chose 

to participate in the study. Offenders could therefore choose to report in person to the 

researcher, to take their referral card home and contact the researcher by phone or email 

or choose to not participate. As the researcher on-site, I explained the consent form4 

either in person or over the phone for people completing online (depending on where they 

wished to complete the survey) and then they signed their consent forms if they wished to 

participate. Some contact information was also collected from participants in order to 

follow up with them for the second survey after four months, including an email, phone 

number, back up number, address, Facebook name, and Twitter handle. Multiple 

modalities of contact were needed as criminal justice populations often have more 

transient home lives and will move more often and have been found to change their 

phone number frequently (Tofighi et al., 2018; Western, Braga, Hureau, & Sirois, 2016)   

                                              
4 See Appendix B 
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Participants then completed their survey, which took approximately 15 minutes. If 

they chose to complete their survey in person, this was done in a quiet but secure 

reception area of the APPD on a tablet. Some participants chose to leave and complete 

their survey remotely using their own phone or device.    

At PTC, I undertook a slightly different approach to recruitment. Each 

Wednesday, I would attend treatment court hearing and approach drug court participants 

who were attending their first post-intake drug court hearing. As at the APPD, the PTC 

case managers were not made aware of their clients’ participation in the study; however, 

at the PTC a general list of eligible participants was made available each week by the 

PTC drug court coordinator, which helped me identify who was possibly eligible on any 

given day. Eligible participants again could choose to complete the survey in person on a 

tablet in a private booth within the courthouse, or complete the survey online at their own 

convenience using the referral card provided by the researcher. Each PTC participant also 

underwent the same consenting procedure and survey administration process as the 

APPD participants. 

 After completion of the survey, participants were compensated with a $25 Visa 

gift card. When they completed their second survey through the Qualtrics online survey, 

they were emailed an Amazon gift card with a value of $35. If participants completed 

their follow-up survey in person (either at Temple University Campus or within the 

APPD and PTC facilities), they were given their $35 as a hard copy Amazon or Visa gift 

card.  

 Qualitative interview participants were randomly selected out of the subset of the 

survey participants who met three eligibility criteria. First, they had to have agreed to be 
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contacted again after their second survey as a part of their initial consent form. Second, 

they needed to have completed both baseline and follow-up surveys. Finally, since the 

purpose of the qualitative interviews was to elaborate on health and treatment 

engagement, participants needed to indicate in their baseline survey that they had some 

level of health difficulties on at least one of the five dimensions of the HRQOL 

instrument, the EQ5D-5L. Random lists of eligible participants were generated for both 

probationers and drug court participants, and 6 probationers and 4 drug court participants 

were selected. To ensure female participant representation in both probationers and drug 

court participants, the first female participant on the list from probation was included in 

the sample (a female drug court participant was selected in the randomization). This 

modified randomization process was used to ensure there was a mix of health levels of 

difficulty and to avoid personal bias, as I did know my participants’ health background 

due to having reviewed their surveys and met them in person prior to the interviews.  

Participants were contacted through all their available means of contact 

information. If they responded that they wanted to participate within two weeks after the 

researcher made contact, an in-person interview was set up at Temple University in a 

private space to consent the participant and conduct the interview. As the interviews were 

recorded and contained slightly different information than the surveys, a separate consent 

form was used for the qualitative interviews. This consent form is provided in Appendix 

B. 

Human Subjects Considerations 

 A number of steps were taken to maintain ethical standards of research. First, the 

study design and all instruments developed were reviewed and approved by Temple 
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University’s IRB. In order to ensure that the study implementation adhered to the Human 

Subjects regulatory standards set out in 45 CFR 46, all participation was voluntary and 

based on informed consent. The consent forms for this study are based on the Temple 

University IRB consenting form template and are available in Appendix B.  

 Unique identifiers were given to each participant at the baseline survey on their 

referral card provided by either their probation officer or the researcher. These numbers 

were the only link between the separately gathered personal information form and the 

offenders’ first and second surveys. After entering this information into a secure 

encrypted file, any paper documentation of this information was destroyed.  

 

Instrumentation 

 
As has been discussed above, the data in this study derived from the two survey 

instruments and a semi-structured interview. Copies of the two surveys and the interview 

script are available in the appendices (C for surveys and D for interview script).  The 

survey instruments were comprised exclusively of closed-answer questions, except for 

responses to “other” definition questions. The questions were a mix of standardized 

health-related screening instruments and researcher-devised questions. The two survey 

administrations were nearly identical, although a few additional questions were included 

in the second wave of the survey in order to address self-report treatment engagement and 

any barriers experienced during the intervening four months. The survey instruments 

were built to be administered using Qualtrics survey software using a tablet or any other 

smart device (phone, computer etc.). This software allowed for skip functions to be built 

in to the survey so that participants would only be asked questions that were relevant to 
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them. For example, questions about treatment participation would not be asked of 

someone who indicated that they did not start their treatment program. Paper copies of 

this survey were also made with the skip instructions typed out to guide participants 

through the surveys. These paper surveys served as back-ups for when there were 

technology issues or multiple people showed up at the same time to complete the survey. 

When the paper surveys were used, I copied the respondents’ data into Qualtrics on the 

same day/day after they completed the survey once I had access to secure wifi.  

 The baseline survey instrument underwent a two-step piloting process. First, prior 

to submitting the survey for IRB approval, after approval from dissertation committee 

chair, two graduate student colleagues piloted the survey to determine how long it took 

and ensure there were no errors in skips or confusing instructions. This survey instrument 

was then piloted with the first 10 participants in the first two weeks of survey 

administration to determine in any changes needed to be made to the instrument. A few 

minor changes were made, such as bolding sections of font and fixing a skip pattern on 

one part of the survey. Over the course of the baseline survey administration I monitored 

participant responses in order to determine whether any changes needed to be made to the 

follow-up survey. It was decided to adjust some question ordering and add a few extra 

questions on the treatment experience to the follow-up survey. Thus, the follow-up 

survey went through an IRB modification approval process prior to its administration. 

 The qualitative interviews were added to the project approximately three months 

into the follow-up survey administration, when it had become clear that many of the 

participants would not be able to complete the follow-up because they had been 

incarcerated, absconded, or were unreachable through the modes of contact provided at 
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baseline. This qualitative component was structured to be a small complementary 

elaboration on the quantitative findings. The qualitative interview instrument was 

designed to ask targeted semi-structured questions on matters relating to the participants’ 

treatment experience and in particular how their health did or did not affect their 

treatment experiences while under supervision. The instrument’s questions were designed 

to reflect the key dimensions of the conceptual model for treatment engagement. The 

results would then serve to illuminate the treatment engagement findings from the 

quantitative analysis, as some of these findings would not be able to achieve the 

minimum power infer to generalizability of these findings. After the committee approved 

the addition of this study component, it (and its corresponding consent form) underwent 

an IRB modification approval process. After its approval the participants who met 

eligibility criteria for this component were selected, contacted, and the interviews were 

conducted by the researcher in person. 

 

Quantitative Measures 

 In the following section, I outline all measures used in these surveys. Unless 

otherwise specified, these variables were measured at both time points.  

Dependent Variables 

 The ultimate outcome of interest in this study is treatment engagement. In 

addition to treatment engagement, public record information on whether or not they had 

been jailed, imprisoned or absconded during the four months after their release was 

collected on each participant as a proxy measure for treatment engagement from official 

sources. For the multivariate regression analyses, treatment engagement is the key 
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dependent variable; however, for the path analyses used to test the direct and indirect 

pathways outlined in RQ2, treatment engagement is one of three ‘endogenous’ variables. 

In structural equation modeling, variables predicted within the model are called 

‘endogenous measures’ and variables not predicted in the model (although they may have 

outside influences) are called ‘exogenous’ variables (Kline, 2005).  The treatment 

engagement (dependent/endogenous) measures are presented in Table 3.  

Treatment Engagement 

 Treatment engagement was measured in three ways. First, proportion of 

treatment sessions attended out of those scheduled was most precise measure of treatment 

attendance. This self-reported variable is measured only at follow-up. This measure was 

chosen as the preferred measurement over simply a count of the number of sessions 

attended, as there is variation in the number of sessions required for individuals mandated 

to outpatient treatment (for example, some participants may be on standard outpatient 

treatment, and others may be assigned to intensive outpatient programs). Participants 

were asked to the best of their abilities state the number of treatment sessions they 

attended out of their total number of treatment sessions they were required to attend. 

Since it was possible that these numbers would become quite large and some participants 

would struggle to remember how many sessions they attended, an alternate measure of 

proportion of sessions attended was included that used a 5-level Likert scale.  This Likert 

scale ranged from never attended treatment = 0 to attended all treatment sessions = 4.  

 Second, to provide a more nuanced understanding of treatment engagement, a 

measure of treatment participation was included in the follow-up survey. A validated 

scale of Treatment Participation from the TCU Process Model scales was used to 
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measure engagement as an alternate outcome variable (Simpson, Joe, Knight, Rowan-

Szal, & Gray, 2012). This 12-item scale uses a series of Likert agreement items about the 

extent to which offenders think they are participating with their treatment. This scale has 

good reliability, with α = .85 in community-based offender populations, and α = .86 with 

incarcerated populations (Simpson et al., 2012). The Treatment Participation scale is 

available in Appendix C. 

 Finally, dichotomous measure of maintaining in treatment or not (due to drop out, 

absconding or incarceration) was added to provide a proxy for a minimum level of 

treatment engagement. Hereafter this measure will be referred to as ‘in-treatment’. This 

measure comprises public record information on whether participants had been jailed or 

were considered an absconder at the 4 month point after their first survey. Participants 

could be looked up based on their names, ages and probation identification number (PID) 

which they voluntarily provided after the consent process. Using this information, the 

researcher was able to identify if they had been jailed in Pennsylvania either for a new 

offense or for a violation of probation. Their court records also indicated if their case had 

gone ‘inactive’, which is a good indication that the offender had absconded at the time of 

four-month follow-up. This information was used to create a proxy variable for treatment 

engagement as people in jail will have dropped out of treatment, either voluntarily (which 

may have contributed to a violation of probation) or involuntarily (extended non-

attendance in treatment forcing treatment termination) and people who have absconded 

also are highly unlikely to still be attending treatment as it is a place where the warrant 

officers would check for them when they are added to the warrant list. This public record 
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information was combined with self-report treatment dropout to create the in-treatment 

proxy variable.  

Table 3: Treatment engagement 

 

A few additional variables were included in the survey related to their treatment 

experience. Offenders were asked whether they have completed treatment (1= Yes, 0 = 

No) or whether they have dropped out of their treatment program (1 =Yes, 0 = No). 

While most treatment programs are longer than three months, occasionally brief 

interventions are used with offenders due to insurance limitations, so it was possible that 

some respondents would have completed treatment. Treatment dropout is a more 

common problem and although it is not the primary outcome variable, it was included to 

examine a dichotomous outcome of in-treatment/treatment complete versus treatment 

dropout.  

 

 

Variable Measure 

 

Treatment Attendance 

(number of sessions 

attended) 

Proportion of treatment sessions attended out of 

sessions scheduled. Respondents were asked to identify 

the number of sessions attended and the number of 

sessions that had been scheduled to the best of their 

ability. 

Treatment Attendance 

(approximate proportion 

attended) 

Self-reported proportion of sessions attended out of 

scheduled sessions, measured as a Likert scale: 0 = 

Never, 1 = Sometimes, 2 = About half, 3 = Almost all, 

4 = All 

 Treatment Participation Treatment Participation (TCU Process Model Scale). 

12-item scale with Likert response ranging from 1 = 

strongly disagree to 5 = strongly agree. This scale is 

found in Appendix C: Scales and Indices 

In-treatment Dichotomous variable where 0 = jailed, absconded or 

self-identified treatment drop out and 1 = maintaining 

on their probation or treatment court condition 
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Key Independent Variables 

HRQOL 

To measure HRQOL, the EuroQol EQ-5D-5L (hereafter referred to as the EQ-5D) 

health questionnaire was used. This measure was selected as it provided a ‘generic’ 

measure of HRQOL that produces a unified single score of HRQOL. This is the most 

useful kind HRQOL measure for understanding a general health profile and for use as an 

independent or dependent variable to understand individuals’ decision-making (Garratt, 

2002; Guyatt, Feeny, & Patrick, 1993). There are a handful of validated generic measures 

of HRQOL (see the review table provided in appendix C, section 8). However, no one 

single measure is considered the gold standard; rather reviews suggest that the best 

measure needs to be selected based on the population being studied (Coons, Rao, 

Keininger, & Hays, 2000; Fryback et al., 2007).   

Although the SF-36 is more frequently used with criminal justice populations 

(Dore, 2010), the EQ-5D provides a single measure of HRQOL (as opposed to a separate 

measure of mental and physical health in the SF-36; Ware, 1999), which may improve its 

implementation in a self-administered survey. The PhenX Project (Hamilton et al., 2011), 

which was jointly funded by NIDA and the National Human Genome Research Institute 

(NHGRI), has also identified the EurQol (EQ-5D 3L and EQ-5D 5L) as the preferred tool 

for measurement of health burden in the category of “substance use-related comorbidities 

and health-related outcomes” (PhenX Toolkit, 2012). This brief instrument asks questions 

regarding five domains of health-related needs: Mobility, Self-Care, Usual Activities, 

Pain/Discomfort and Anxiety/Depression, as based on the individual’s perception of their 

well-being on the day of survey administration. These domains provide a single numeric 
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representation of HRQOL. Given that this study includes only offenders who have 

established substance use treatment needs, this dissertation uses the EQ-5D (5L version) 

to test the relationship between HRQOL and treatment engagement.The EQ-5D 

instrument is in Appendix C and is the contract to use this instrument.  

Motivation 

 To measure motivation for treatment, the Stages of Change Readiness and 

Treatment Eagerness Scale (SOCRATES 8D) was selected. This scale was developed 

from the Transtheoretical Model of Change (Prochaska et al., 1992) and is a publicly 

available instrument. The factor structure of this scale has been validated (Miller & 

Tonigan, 1996). This scale measures treatment motivation using 19 Likert-scale questions 

across three categories: Recognition, Ambivalence and Taking Steps. Overall scores on 

these categories are then compared to those of individuals already presenting for 

treatment to determine whether their motivation for change is high or low in each 

category. A copy of this tool is included in Appendix C: Survey, scales, and indices. 

Both HRQOL and Motivation are also endogenous variables in the structural 

equation model analyses conducted to answer research question 2 along with the 

measures for treatment engagement. Endogenous variables are mediating or outcome 

variables predicted by the models; in other words endogenous variables have a cause 

within the model.  HRQOL and motivation are internal to the path model and thus 

predicted by the exogenous variables (variables that may have causes but these causes are 

external to the model). More details on the structural equation modelling component of 

this study are presented in the analyses section of this chapter. HRQOL and treatment 

motivation measures are presented in Table 4.  
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Table 4: Independent (and endogenous) variables 

 

Key Covariates/Exogenous Variables 

 There were a number of key covariates in this study associated with both health 

and treatment engagement. In the context of RQ2, these are called ‘exogenous’ measures 

that were hypothesized to predict the endogenous variables (both the outcome variable 

and mediating variables described above). These variables were also used to answer RQ1, 

in order to create the portrait of HRQOL in a population of offenders supervised in the 

community; as predictors for the multivariate regression models also used to examine 

treatment engagement as a part of RQ2; and finally, as part of the exploratory research 

question (RQ3), comparing the role of the type of sentence (drug court or probation) on 

treatment engagement using multi-level multivariate regression models. The measures 

selected for the model were common predictors of treatment engagement in the related 

criminal justice and substance use the literature. They are summarized in Table 5.  

Mental Health 

Mental health status was measured in two ways. First, screening instruments or 

questions were used to identify whether individuals report being symptomatic of two 

Variable Measure 

Motivation for Treatment SOCRATES 8D: 19-item validated scale. Scores 

measuring motivation for substance use treatment on 3 

dimensions: Ambivalence (7-35), Recognition (4-20), 

Taking Steps (8-40). Lower scores equate to lower 

motivation, higher scores to higher motivation. See 

Appendix C: Scales and Indices 

HRQOL EQ-5D-5L: Developed by EuroQol Group. Standardized 

measure of health status in a single measure on 5 

dimensions: Mobility, self-care, usual activities, 

pain/discomfort, and anxiety/depression. Measurement 

converts scores to standardized values, set to age 

groups. The relevant pages of the user guide for this tool 

is provided in Appendix C: Scales and Indices 



78 

 

 

common mental health conditions in this population: depression and mood disorders. The 

screeners used to evaluate these conditions, the Patient Health Questionnaire (PHQ)-9 

and Mood Disorder Questionnaire (MDQ), are included in Appendix C. Both instruments 

are publicly available for use. The PHQ-9 is a validated nine-item screening instrument 

designed to identify mild, moderate, moderately severe and severe depression, based on 

their definition in the DSM-IV (Kroenke & Spitzer, 2002). The MDQ is also a validated 

scale that screens for symptoms of Bipolar I, Bipolar II and Bipolar not otherwise 

specified (NOS; Hirschfeld et al., 2000).  

 Second, respondents were asked if they have ever been diagnosed with any 

mental health condition. If so, they were asked to identify with which conditions they 

have been diagnosed, and for any condition, they were asked if they have ever received 

medication for that disorder/illness. All of these questions were dichotomous response 

questions (where history of a specific mental health disorder = 1, and no history = 0; and 

if they have a history of any disorder, taken prescribed medication for said mental health 

disorder =1, no medication = 0). The conditions included in the survey were: depression, 

mood disorders, psychotic disorders, Post-Traumatic Stress Disorder (PTSD), anxiety 

disorders, personality disorders and ‘other’.  

Physical Health  

Physical health conditions are significantly related to HRQOL, one of the key 

endogenous variables in the model. To measure physical health, respondents were asked 

if they currently have any major physical health conditions or problems (1 = Yes, 0 = 

No). Then they were given a list of common physical health conditions found among 

criminal justice populations and asked to identify all their health conditions. For any 
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condition identified, they were asked to identify if they have received/are receiving 

treatment for this condition. Physical health conditions were all measured dichotomously, 

where 1 = Yes they have a particular condition, and 0 = No they do not have the specified 

condition. Offenders were also asked whether they had experienced any physical traumas 

in the past 4 months (1 = Yes, 0 = No). Where they respond that they have, they selected 

all traumas that applied from a short list of types of traumas (e.g. broken bones, 

stabbing). The complete list of physical health conditions and traumas included is 

presented in Table 5.   

 Substance Use 

To measure substance use, the Texas Christian University (TCU) Drug Screen V 

was used (Institute of Behavioral Research, 2007). The TCU Drug Screen V produces a 

score based on 13-items, where each question is a Yes/No response (Yes = 1 and 0 = No). 

Scores of 2-3 correspond with a mild disorder, scores of 4-5 correspond with a moderate 

disorder and scores of 6+ correspond with a severe disorder on the DSM-V. The TCU 

Drug Screen is available in Appendix C and is a publicly available for use instrument. 

Syndemic Health Status 

 An additional dichotomous control variable was added to indicate if the 

participant was experiencing a moderate to high SUD, at least one mental health 

diagnosis, and at least one physical health condition. Where someone was experiencing 

all three of these health issues syndemic health = 1. If they were not experiencing all 

three issues, then syndemic health status = 0.  

Socio-Economic Status 
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Three domains of socio-economic status were measured in this study: 

employment status, educational attainment, and household income. Employment status 

was measured dichotomously as currently employed = 1, not currently employed = 0. 

Although occupational prestige scales are also a recommended means of measuring 

employment, research suggests that these measures are only relevant where people are 

actively a part of the labor market (Diemer, Mistry, Wadsworth, López, & Reimers, 

2013). Given the extensive research identifying that criminal justice-involved individuals 

struggle to find and maintain employment (Pager, 2007), a simple dichotomous variable 

was used. 

Educational attainment was measured with a single seven-level ordinal scale 

based on previous psychological research (Diemer et al., 2013; Mistry, Brown, White, 

Chow, & Gillen-O’Neel, 2015). The scale was as follows: 0 = did not complete high 

school, 1 = GED, 2 = high school diploma, 3 = post-secondary vocational/trade 

certificate, 4 = associate’s degree, 5 = bachelor’s degree, 6 = master’s or professional 

degree or higher.  

 Finally, personal monthly income was measured using an ordinal scale, as was 

used in the Survey of Inmates in State and Federal Correctional Facilities (US 

Department of Justice, 2016). Although other metrics exist in the literature to measure 

income (e.g. Diemer et al., 2013), they are based on non-criminal justice populations who 

likely have higher overall incomes. This scale allowed for greater sensitivity on the lower 

end of the economic spectrum. The scale was as follows: No income, $1-$199, $200-

$399, $400-$599, $600-$799, $800-$999, $1,000-$1,199, $1,200-$1,499, $1,500-$1,999, 

$2,000-$2,499, $2,500-$4,999, $5,000-$7,499, $7500 or more. 
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 SES is understood to be “induced from observable variations in income, education 

and occupational prestige and so on; yet it has no measurable reality apart from these 

variables which are conceived to be its determinants” (Heise, 1972, p.153). SES was thus 

constructed as a composite observed measure because it is more appropriately understood 

to be a formative measure (the observed constructs above form SES) versus 

reflective/latent measure (SES is understood to exist in reality as its own entity but it is 

not directly observable). To build this measure, z-scored standardized versions of each 

variable were calculated and equally weighted in a combined measure to create the 

overall SES score for each participant. 

Criminal History 

Multiple studies have found criminal justice status can affect the success of 

individuals in substance use treatment (Hiller, Knight, Saum, et al., 2006; Huebner & 

Cobbina, 2007; Martin et al., 1999). Two measures of criminal history were included in 

the study. First, a count variable measuring the number of previous arrests was included. 

Second, offenders were asked a categorical question, with four responses regarding the 

type of offense for their current offense. The categories are as follows: personal offense, 

property offense, drug offense, or public order offense.  
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Table 5: Independent (and exogenous) variables 

Variables Measure(s) 
Mental health 1. Depression Screener: PSQ-9. A validated 

instrument for symptoms and severity of 

depression. 9-item screening tool. Scores on the 

scale correspond to mild, moderate, moderately 

severe and severe depression. The instrument and 

scoring guide is available in Appendix C: Scales 

and Indices. 

2. Mood Disorder Screener: MDQ. A validated one-

page screening instrument for symptoms of Bipolar 

Spectrum Disorder (Bipolar I, Bipolar II, and 

Bipolar NOS). The instrument is available in 

Appendix C: Scales and Indices. 

3. Self-report diagnosed mental health condition. 

Respondents can ‘select all that apply’. 

1 = Depression 

2 = Mood disorder (Bipolar, Mania, etc.) 

3 = Psychotic disorder (Schizophrenia) 

4 = Post-Traumatic Stress Disorder 

5 = Anxiety disorder 

6 = Personality disorder 

7 = Other 

Physical health  1. List of major physical health conditions that 

respondents currently have. All conditions were 

measured dichotomously (0 = does not currently 

have a particular condition, 1 = has a particular 

condition). The following conditions were listed: 

Hypertension, Diabetes, Stroke/brain injury, Cancer 

diagnosis, Tuberculosis, Heart Problems, Kidney 

Problems, Arthritis/Rheumatism, Asthma, Live 

cirrhosis, Hepatitis B & C, HIV/AIDS, STDs, 

Dental problems, and “Other”. 

 For each condition a dichotomous variable 

(0 = No, 1 = Yes) was included for whether 

they received medication for that condition.  

2. List of recent trauma/injuries experienced in last 4 

months. All trauma/injuries were measured 

dichotomously 0= have not experienced a particular 

trauma/injury and 1 = have experienced a particular 

trauma/injury. The following conditions are listed: 

Broken bones, Knife or other stab wounds, Bullet 

wounds, Sexual assault, Internal injuries, Knocked 

unconscious and ‘Other’.  

 For each trauma/injury a dichotomous 

variable (0 = No, 1 = Yes) was included for 

whether they received treatment for that 

trauma/injury.  

Substance use disorder Texas Christian University (TCU) Drug Screen V. This is a 

12-question survey with a series of Yes =1/No = 0 
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questions. Scores on the survey correspond with the DSM-

V mild, moderate and severe substance use disorders. The 

tool and its score guide are available in Appendix C: Scales 

and Indices. 

Syndemic health status Dichotomous (1 = syndemic health issue, 0 = no syndemic 

health issue) variable accounting for the presence of all 

three types of health concerns in this study: 

1. Moderate to high level SUD 

2. Diagnosed mental health disorder 

3. Physical health condition/illness/recent trauma 

Socio-economic Status  SES was formed from standardized measures of following 

three constructs:  

1. Employment: currently employed = 1, currently 

unemployed = 0 

2. Education: scale instrument from 0 – 6. 

0 = did not complete high school 

1 = GED 

2 = High school diploma 

3 = Post-secondary vocational/trade certificate 

4 = Associate’s degree 

5 = Bachelor’s degree 

6 = Master’s/Professional degree or higher 

3. Personal monthly income: measured in an ordinal 

scale 

0 = No income 

1 = $1-$199 

2 = $200-$3,99 

3 = $400-$599 

4 = $600-$799 

5 = $800-$999 

6 = $1,000-$1,199 

7 = $1,200-$1,499 

8 = $1,500-$1,999 

9 = $2,000-$2,499 

10 = $2,500-$4,999 

11 = $5,000 - $7,499 

12 = $7,500 or more 

Criminal History 1. Previous Arrests: Measured in an ordinal scale of 

number of previous arrests. 

1 = This is my first offense 

2 = 2-5 

3 = 6-10 

4 = 11-15 

5 = 16-20 

6 = 20 or more 

2. Most serious charge for current conviction 

1 = Public order offense (e.g. harassment) 

2 = Drug offense (e.g. possession with intent) 

3 = Property offense (e.g. burglary, theft) 

4 = Personal offense (e.g. assault, robbery)  
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Other Covariates 

 In addition to the key variables used in RQ1 and RQ2, a series of potentially 

important variables were identified and included in the survey instruments. The type of 

supervision, a categorical measure that indicates whether the individual was assigned to 

treatment court or to probation is included in the survey. This variable is particularly 

important for examination of any higher-level effects arising out of the differing context. 

Additional variables were measured in the survey so that they could be added to 

the core multivariate models and path analyses. These variables were gathered to use as 

potential controls or moderators for the analyses. Demographic measures (gender, age, 

race, ethnicity and marital status) that have been found to predict some combination of 

the endogenous variables that were included in the surveys. In addition to these 

demographic variables, some potential moderator variables were included in the model, 

as they may affect the strength or directionality of the relationships between the 

exogenous and endogenous variables. At both baseline and follow-up, measures of health 

service utilization were included as they may modify the relationship between Mental 

Health or Physical Health and the key dependent and independent variables. Health 

service utilization was measured by asking participants to identify the number of times in 

the past four months that they have visited six major types of health services: primary 

care physicians’ clinics, outpatient care clinics/urgent care clinics, emergency rooms, 

inpatient hospital stays, psychiatric services or other mental health service providers, and 

dentists. A similar social service utilization scale was used to account for the number of 

times in the past four months individuals have used key social services- namely 

employment or family services. Finally, a simple satisfaction scale measured as a Likert 
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scale item from totally unsatisfied to totally satisfied was included to elicit a response to 

the prompt “Overall, how satisfied are you with your substance use treatment program?” 

A review of substance use treatment programs found that a single measure of satisfaction 

is equally useful as a multi-item scale of satisfaction (Kendra, Weingardt, Cucciare, & 

Timko, 2015). 

Supervision Status 

Although the study proposed herein primarily is focused on the intrinsic aspects 

of offenders’ engagement in treatment and how their health status affects this process, the 

data collected in this study will allow for an exploratory examination of one external 

component in treatment engagement: supervision type. A categorical measure of type of 

supervision is added into this model. Probationers were the reference category and 

denoted as ‘0’ and drug court participants were denoted as ‘1’.   

 

Quantitative Data Preparation 

 
Survey Response Verification 

 After the baseline data were collected from the 105 consented participants a 

process of data cleaning and preparation was undertaken. First, transcripts were examined 

to determine whether there was duplication of surveys in attempt to receive additional 

payment and then surveys were checked for falsification of information within the 

surveys. The methods of baseline survey administration made duplication of the survey 

difficult as participants were assigned a specific number on the card provided to them by 

their officer or the researcher directly. Furthermore, I was present for most participants’ 

baseline survey, and was then able recognize them if they had previously completed the 
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survey and attempted to complete it again. As a result, none of the baseline transcripts 

were found to be duplicates.  

Given the compensation provided to participants for their participation and the 

fact that the surveys were self-administered, there was the potential that participants 

might falsify their answers in order to receive their gift card quickly without going 

through the labor of reading the whole survey. Since the survey instrument included 

‘skips’ where participants’ answers to one question would affect whether they were 

presented with a further subset of questions, the time to complete the survey varied 

significantly. However, the minimum necessary time to complete the survey while still 

reading all presented questions was approximately seven minutes. One participant’s 

baseline survey responses fell below this completion time and thus was flagged for 

deletion from the dataset. A second metric to identify falsification was used: multiple 

‘straight-lined’ multi-answer questions. There were four multi-item instruments which 

required participants to read a question prompt and select a response on the provided 

scale (PHQ9, MDQ, TCU Drug Screen and SOCRATES 8D). Although it was possible to 

respond in the same way to each question (i.e., all “never” or “yes”), this seemed 

extremely unlikely. Two participants’ surveys (including the one which took less than 7 

minutes to complete) had all four scales ‘straight-lined’. These two cases were removed 

from the analysis and these participants were not contacted to complete the follow-up 

survey. 

These two steps of survey validation were repeated with the follow-up data after 

collection was completed. Of the 68 completed surveys, one survey was removed as that 

person had previously completed the follow-up survey (duplication), and one survey was 
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removed due to ‘straight-lining’ through all of the multi-item questions in the follow-up 

survey. Similarly, the respondent who ‘straight-lined’ their follow-up survey also 

completed this survey in under seven minutes which was deemed to be too quick to have 

read and comprehended all the questions even where the survey was relatively shortened 

due to the skip patterns. 

Data Cleaning and Preparation 

 To prepare the dataset for analysis, the baseline and follow-up surveys were 

downloaded from Qualtrics and converted from CSV files to Stata statistical software 

files. After the removal of the invalid surveys these two datasets were merged on the 

unique identifier given to each participant. Additionally, a manually created variable was 

added into this dataset, which matched to each participant their public record information 

indicating whether they had been incarcerated or had absconded during the four months 

after their baseline interview.  

 A series of cleaning procedures were undertaken with this full merged dataset. 

Missing data were recoded to indicate if it was missing due to a skip pattern (missing not 

relevant) or missing due to blank responses or attrition at the follow-up. Some variables 

were rescaled for analysis. For example, most scales within Qualtrics software applied a 

value of 1 to the lowest level of the scale; as a result these scales were recoded by 

subtracting 1 from the response value to create a lowest value of 0. Other variables, in 

particular, the validated instruments (EQ-5D, MDQ, PHQ-9, SOCRATES 8D, TCU Drug 

Screen and TCU Treatment Participation) required recoding and scoring to create their 

finalized scores or diagnosis category. Other variable building and creation was 
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undertaken to create useful measures for analyses along the key variables needed to 

answer RQ1-3.  

  Additionally, the dataset was reviewed to determine if there were any consistent 

problems with comprehension or errors in response. Unfortunately, the questions 

regarding whether participants were taking medication for their mental and physical 

health concerns were frequently misinterpreted, likely do to the physical structuring of 

these questions on Qualtrics. These questions were removed from the analysis in both 

baseline and follow-up data. Occasional misinterpretations also likely occurred in the 

listing of specific substances of use, where a few respondents indicated they had used 

opium, when based on interactions with the researcher or comments written in the 

margins of paper surveys suggested they confused opium for opiates more broadly. Most 

of the analyses based on substance-type amalgamated all natural and synthetic non-

prescribed opiate use, so this error did not have an impact on the analyses. Finally, for 

multiple questions there were lists of health conditions, substances of use, and services 

used that allowed participants to ‘select all that apply’. In these questions a blank 

response was assumed to mean they did not have said condition/service/drug of use and 

thus was recoded as 0 = No.  

To prepare the key measures for analysis, normality checks and multicollinearity 

tests were conducted on all interval variables in the analyses for RQ1-3. Normality 

checks included histograms, standard deviation, skewness and kurtosis, and outliers were 

run on interval variables within the dataset.  Five of the variables in the core analyses 

were measured at the interval level. Two of these were normally distributed (The 

subscales of motivation for SUD problem recognition and taking steps toward changing 
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SUD behavior) for the remaining three variables, transformations were carried out where 

appropriate based on the type of multivariate model and where a transformation was 

available that did not significantly differ from the normal curve. It should be noted here 

that the outcome variable Treatment Participation, which was measured continuously had 

extremely high levels of kurtosis (and therefore very little variation). No transformation 

was available for this measure. As a result, it could not be used as an outcome measure 

for treatment engagement in this study. Variance Inflation Factors (VIFs) values were 

calculated for each regression analysis, and will be presented with their respective 

analysis; however, it should be noted here that none of these VIF values approached the 

threshold for maximum VIF values (10) and minimum tolerance values (.1).  

 

Quantitative Analysis Procedures 

RQ1 

 All quantitative statistical analyses in this study were conducted with Stata 15. To 

answer RQ1, a number of descriptive analyses were conducted on the key independent 

variables and covariates. To address hypothesis 1a, the mean score on the EQ-5D was 

calculated at both baseline and follow-up and compared to the most recent available US 

norms available (see Szende et al., 2016). One sample t-tests were used to determine if 

there are significant differences between the sampled population and the national 

average. This t-test was calculated at both baseline and follow-up. In addition to 

comparing the overall index score of the EQ-5D to the national norms, the proportion of 

persons experiencing difficulties on each dimension of the EQ-5D was compared to 

national norms to determine if this population differed on any particular dimension. 
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 To address hypothesis 1b, in addition to basic demographics on the measures 

tested in this study, a series of bivariate correlations were calculated comparing HRQOL 

at baseline and follow-up with the hypothesized correlates. These bivariate correlations 

focused on the main covariates in the path model presented in Figure 3 model for health 

and treatment engagement. Of primary importance was establishing correlation 

coefficients between HRQOL and the following variables: the presence of major mental 

health disorders, physical health problems, criminal history, socio-economic status, level 

of SUD, and motivation for substance use treatment.  Additional covariates such as age 

race, and substance-type specific correlations and syndemic health status were also 

tested. Finally where variables were measured at both baseline and follow-up, un-paired 

t-tests were used to evaluate the pre-post differences on the key independent variables in 

the model.  

RQ2 

 The longitudinal relationship between HRQOL and Treatment Engagement is the 

focus of RQ2. Regression analyses were run to examine the direct impact of the key 

independent variables and covariates on treatment engagement. Since there was 

significant attrition between baseline and follow-up, the in-treatment proxy variable was 

used to estimate these models. Of the treatment attendance and treatment participation 

variables only treatment attendance was viable for analysis. Unfortunately, due to the 

non-normality of treatment participation, which could not be transformed, and the 

attrition at follow-up this variable was determined to be inappropriate for interpretation. 

Different kinds of regression analyses were needed to evaluate these different measures 

of treatment engagement. For treatment attendance, the Likert scale for proportion of 



91 

 

 

treatment attended rendered much better results than asking participants to estimate how 

many sessions they actually attended. For the in-treatment proxy variable a logistic 

regression analysis was used and an ordered logistic regression analysis was used to 

examine the ordinally measured treatment attendance variable.    

A key component of hypotheses 2a.1 and 2a.2, which articulate the logic for the 

theoretical model presented in Figure 3 is that there are likely indirect relationships 

between the independent variables and covariates and treatment engagement. To test 

these indirect relationships Structural Equation Modeling (SEM) was used.  

SEM is a method of quantitative analysis that allows for hypothesis testing of 

relationships between observed variables, or between observed variables and developed 

constructs/factors called latent variables (Schumacker & Lomax, 2010). SEM requires 

that the relationship between the exogenous and endogenous variables be linear and all 

variables in the equation must be observed variables. Generalized Structural Equation 

Modelling GSEM allows for non-linear modelling which was needed to test the outcomes 

of treatment attendance and maintaining supervision status. SEM and GSEM generally 

can be used in three ways: (1) to estimate path (structural) analysis models, (2) to develop 

and test model fit of latent constructs (through confirmatory factor analysis), or (3) a 

combination of structural models and latent constructs. Path analysis with observed 

variables was used in this study; however the endogenous variables were non-linear so 

GSEM model was used for the analyses.  

Path Analysis 

The theoretical model, which represents hypotheses 2a.1 and 2a.2., was tested 

with two recursive path models. Recursive path models allow for testing the relationships 
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between endogenous and exogenous variables, in ways similar to multiple regression 

models; however, path models offer the additional benefit of adding structure to these 

relationships (Kline, 2005). Of particular importance in testing the theoretical model for 

the relationship between HRQOL and Treatment Engagement is the ability to identify 

both direct and indirect effects. Since hypothesis 2a.1 argues that HRQOL partially (or 

fully) mediates the relationship between multiple correlates of substance use treatment 

engagement (Mental Health, Substance Use, Criminal History, SES, and Physical Health) 

and hypothesis 2a.2 assumes that HRQOL is then partially mediated by motivation for 

treatment, a model that allows for the decomposition of direct and indirect effects on 

treatment engagement is critical.  

  One assumption of path analysis is that all exogenous variables are observed 

variables (variables directly seen in reality versus latent constructs which are not directly 

observable) and that variables are measured without error. All the exogenous variables in 

the theoretical model (Mental Health, Criminal History, Physical Health, SES, Substance 

Use History) are designed as observed measures (see Table 5). SES is a formative 

measure made of observed measures (education, income and employment) which in sum 

represent key aspects of SES.  

Recursive path models also assume that there are no feedback loops between the 

observed variables. Thus, this model is entirely unidirectional, which is demarked in 

Figure 3 by arrows between exogenous variables and endogenous variables that point in 

one direction (  ) as opposed to bi-directional feedback loops (          ). A benefit of 

using a path model with only observed variables is that these models are also more 

appropriate for small-medium sample sizes (Kline, 2005).  
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RQ3 

 RQ3 addresses the exploratory hypotheses 3a and 3b, which seek to test whether 

the type of supervision in the community affects treatment engagement (again 

operationalized as proportion of treatment sessions attended out of mandated treatment 

sessions). Given the limitations due to sample size with SEM, only logistic regressions 

and mixed effect logistic regressions were estimated to determine whether supervision by 

probation or drug court better facilitated treatment engagement. This process was 

repeated with the two viable outcome variables: in-treatment and treatment attendance. 

The covariates used in this analysis were the same measures as described above, notably 

the exogenous and endogenous variables outlined in Tables 3, 4 and 5.  

 

Qualitative Data Preparation 

 
 Qualitative interview data on the treatment engagement experiences of offenders 

who had some difficulties with their general health was collected in ten interviews. These 

interviews were all recorded with the consent of the participants. Transcriptionists from 

the company Homepro Transcribing turned these audio recordings into transcripts, which 

the researcher reviewed and compared to the audio to ensure the accuracy of the 

transcription. All transcripts were de-identified to remove any information mentioned by 

the respondents that could identify them, such as names of respondents, their associates 

and their officers or case managers, their addresses or other specific location information, 

and specific agency names. These de-identified transcripts were then uploaded into 

Atlas.ti, version 8 qualitative software for analysis, where they were coded using the 

codebook developed through the process outlined below.  



94 

 

 

 

Qualitative Measures and Analysis 

 
 The qualitative component of this dissertation was structured as a ‘QUAN + qual’ 

mixed methodology structure that sought to provide a complementary elaboration of the 

quantitative findings (Palinkas et al., 2011). However, to some extent is can also be seen 

as an sequential extension of the main quantitative study as preliminary analyses on 

baseline data had been collected and analyzed prior to the design and development of the 

qualitative interview instrument and were used to partially inform the interview script 

(Palinkas et al., 2011). For purposes of analysis a structured a priori coding scheme was 

developed based on the conceptual model for health and treatment engagement presented 

in Figure 3. Codes were developed to reflect the independent and dependent variables of 

this model and the additional covariates, which arose as important through the baseline 

quantitative analysis. Additionally, codes were developed to encompass some of the 

higher level contextual influences on treatment engagement based on the existing 

literature. Codes were structured as parent/main codes for the broader themes and 

concepts of importance in this analysis and child/sub-codes, which helped illuminate 

particular dimensions of each of these themes.  

 To validate that this coding scheme was appropriately defined, sufficiently 

comprehensive of the themes arising from the transcripts with regards to the conceptual 

model for treatment engagement, and reasonably mutually exclusive such that it was 

clear which codes would apply to any given segment of text, one of my Committee 

members (Dr. Jennifer Wood) and I undertook a process of inter-coder agreement (ICA). 

The process we used was structured similarly to that recommended by MacQueen and 
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colleagues for codebook building and agreement (MacQueen, McClellan-Lemal, 

Batholow, & Milstein, 2008). This process built in standardization and refinement of 

codes through iterative rounds of coding and comparison. Four two-three page segments, 

each from a different de-identified transcript, were selected that encompassed different 

components of the codebook. Dr. Wood and I coded the transcripts separately, and then 

scored their inter-coder agreement. After each transcript was coded, Dr. Wood and I 

would discuss our coding process evaluating any points of disagreement or potential need 

for expansion. This process mimics the ‘cycle’ code validation process (Saldana, 2013). 

This process allowed for validation and refinement of the initial coding scheme.  In order 

to achieve sufficient levels of agreement an average 80% was needed on main codes for 

all segments.5 After completion of this ICA process, the average inter-coder agreement 

was 82%. (41/50 codes matched). However, each code where there was any disagreement 

was discussed and agreement was reached regarding the appropriate code choice. 

 During the ICA process, Dr. Wood and I examined whether the code definitions 

were sufficiently clear or whether any modifications were necessary to the definitions. 

Furthermore, we also added new main codes and sub-codes whenever there appeared to 

be themes within the segments that were not sufficiently covered by the a priori 

codebook. After the completion of this process, there were a total of 13 main codes (4 of 

which were added during the IRR process) and 37 sub-codes (2 of which were added 

                                              
5 MacQueen and colleagues (2008) had 85% agreement as their minimum level of 

agreement. This study lowered the initial level of agreement to 80% as there was a more 

limited sample (only 10 available transcripts) and a detailed discussion process was 

employed for every code within the codebook throughout the process. 
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during the IRR process). The final list of codes is presented in Table 6 below, and the 

complete codebook with definitions of each code is available in Appendix D.  

 

Qualitative Analytic Plan 

 
 Analysis of the qualitative data was conducted within Atlas.ti v.8. The codebook 

developed above was uploaded to Atlas.ti for list-based (a priori) coding of the 

transcripts. No additional codes were added after this process. Although the data in the 

qualitative analyses were gathered for specific participants and can be linked to their 

previous surveys by their unique identifier, this qualitative data were primarily used to 

better understand the relationships between health and treatment engagement with a more 

robust exploration of the contextual factors that affected the treatment engagement 

experiences of probationers and treatment court participants. 
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Table 6: Qualitative main and sub-codes 

Main Code Sub-code 

HEALTH STATUS HEALTH STATUS: descriptive 

HEALTH STATUS: changes 

HEALTH STATUS: drug use effects 

MENTAL HEALTH  

PHYSICAL HEALTH  

SUBSTANCE USE SU: descriptive 

SU: changes 

SU: health consequences 

SU: other consequences 

TX PROGRAM TX PROGRAM: descriptive 

TX PROGRAM: positive experience 

TX PROGRAM: negative experience 

TX PROGRAM: participation 

TX PROGRAM: buy-in 

TX PROGRAM: therapeutic relationship 

TX BARRIERS TX BARRIERS: health 

TX BARRIERS: logistical 

TX BARRIERS: motivational 

TX BARRIERS: program problem 

TX FACILITATORS TX FACILITATORS: logistical 

TX FACILITATORS: health 

TX FACILITATORS: motivational 

TX FACILITATORS: program-related 

FORMAL SUPPORT FORMAL SUPPORT: probation 

FORMAL SUPPORT: counsellor 

FORMAL SUPPORT: medical 

FORMAL SUPPORT: other 

INFORMAL SUPPORT INFORMAL SUPPORT: family 

INFORMAL SUPPORT: friends 

INFORMAL SUPPORT: partner 

MOTIVATION MOTIVATION: problem ID 

MOTIVATION: ambivalence 

MOTIVATION: taking steps 

MOTIVATION: change 

INDIVIDUAL CONTEXT IND CONTEXT: SES 

IND CONTEXT: race/ethnicity 

IND CONTEXT: prior treatment experiences 

IND CONTEXT: prior healthcare experiences 

IND CONTEXT: CJ status 

IND CONTEXT: family/partner 

SOCIAL CONTEXT SOC CONTEXT: culture 

SOC CONTEXT: structural 

RESILIENCY  
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CHAPTER 4 

QUANTITATIVE RESULTS 

 
In this chapter I present the quantitative findings for each of the three research 

questions. After briefly outlining the sample characteristics, I will answer RQ1 through 

comparison of the sample health characteristics to national norms, followed by bivariate 

and multivariate explorations of how HRQOL relates to the sample characteristics. To 

answer RQ2, I present the results from multivariate longitudinal analyses and path 

analyses with SEM to explore the relationships between health and treatment 

engagement. Finally, to answer RQ3, multivariate models examining treatment 

engagement outcomes that account for the type of correctional supervision will be 

presented along with mixed-effects model to allow individual level data to be nested 

within the context of offenders’ supervision structure. 

 

Sample Characteristics 

A total of N =103 participants were recruited into this study, including 71 (68.9%) under 

probation supervision and 32 (31.1%) from the treatment court. Demographic 

characteristics of the sample are presented in Table 7. The vast majority of those sampled 

were male (88.3%) with a mean age of 30, although this was somewhat negatively 

skewed as the median age was 27. Only 23.5% of the sample was white and 30.1% of the 

sample was Hispanic/Latinx. These demographics differ slightly from the overall 

probation population based on their most recent public report in 1999, where 78.1% of 

participants were male, 34.4% were white and 62.4% were Black or African American 

and only 15.6% of participants were Hispanic/Latinx (Dunn et al., 2016). Most of the  
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Table 7: Sample demographic characteristics (baseline) 

 Proportion 

/Mean 

S.D. Median Range N 

Gender- Male 88.1% -- -- 0-1 103 

Race 

    White 

    Black  

   Mixed race 

   Other 

 

23.5% 

62.8% 

10.8% 

2.9% 

  -- 102 

Ethnicity - Hispanic 30.1% -- -- 0-1 94 

Age 30 8.768 27 19-61 90 

Employed 43.1% -- -- 0-1 102 

Education Level (ordinal) 

    Did Not Complete High 

School 

    GED/High School Diploma 

    Vocational/Trade Certified 

    Associate’s Degree 

 

22.3% 

71.8% 

2.9% 

2.9% 

-- -- -- 103 

Monthly Income (ordinal) 

   None 

   $1-199 

   $200-399 

   $400-599 

   $600-799 

   $800-999 

   $1000-1199 

   $1200-$1499 

   $1500-1999    

   $2000-2499 

   $2500+ 

 

36.6% 

4.0% 

8.8% 

11.9% 

14.8% 

4.0% 

8.9% 

3.0% 

5.0% 

3.0% 

0% 

-- -- $ 0 – 

$7500+ 

101 

Criminal History  

  Number of previous arrests 

(ordinal) 

     1st arrest  

     2-5 arrests 

     6-10 arrests 

     11-15 arrests 

     16-20 

     20 + 

  Current most serious charge 

    Personal offense  

    Property offense 

    Drug offense 

    Public order offense 

 

 

22.5% 

42.2% 

20.6% 

4.9% 

2.9% 

6.9% 

 

15.2% 

12.1% 

69.7% 

3.03% 

 

-- 

 

 

 

 

 

 

-- 

 

-- 

 

 

 

 

 

 

-- 

 

1– 20+ 

 

 

 

 

 

 

-- 

 

102 

 

 

 

 

 

 

102 

N varies due to missing data. Italics are used to differentiate the means from the percent 

values in the table. 
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study participants had completed high school or a GED equivalent. At baseline, less than 

half of participants maintained some kind of employment (43.1%); however, monthly 

income was particularly low with 36.6% of participants earning no income and an 

additional 52.5% earning less than $1199 a month, which is below the poverty line for a 

single person in America (Office of the Assistant Secretary for Planning and Evaluation, 

2019). Criminal histories varied, with the largest group of offenders having been arrested 

between 2-5 times in the past, including this arrest. Unsurprisingly, for two-thirds of the 

sample, drug offenses were the most serious charge associated with their current offense. 

 

RQ1: What is the General Health Profile of Offenders Supervised in the Community? 

 
Descriptive health statistics are presented below along with bivariate analyses 

examining the relationship between HRQOL and various health and other personal 

characteristics. Hypothesis 1a is addressed by examining the EQ-5D scores and 

dimensions compared to national norms and hypothesis 1b is addressed by examining the 

bivariate and multivariate relationships between sample characteristics and the EQ-5D 

index scores.  

Hypothesis 1a 

 
Table 8 presents the overall scores on the EQ-5D instrument for study participants 

and national norms on the EQ-5D and Table 9 presents participant levels of difficulty 

along each dimension of the EQ-5D instrument.6 Participants were overall fairly healthy, 

                                              
6 Baseline descriptive statistics were calculated with both the full sample and a limited 

sample containing only those participants who completed the follow-up survey. There 
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with mean EQ-5D scores of m =.858 at baseline and m =.832 (out of a possible 1) at the 

4-month follow-up; the index score for overall HRQOL dropped slightly, but not 

significantly at follow-up. To test hypothesis 1a, participants’ HRQOL outcomes were 

compared to the most recent available national norms as published by the EuroQol Group 

(Szende et al., 2016). They present EQ-5D index scores for multiple countries, including 

the US, both as an overall score and as age range-specific scores for HRQOL. This report 

also provides norms for the proportion of persons experiencing difficulties on each of the 

five EQ-5D dimensions. Gender or race-specific norms were not available in this report, 

but previous national norms studies have calculated the U.S. norms comparing men and 

women and major racial groups (Luo, Johnson, Shaw, Feeny, & Coons, 2005). 

Table 8: General health profile (HRQOL) of sample on EQ-5D Index 

EQ-5D Index Baseline Follow-up National 

Norms 

Mean (Std. Error) .858(.018) .832(.027) .825 

Median 

  25th percentile 

  75th percentile 

.876 

.809 

1 

.876 

.786 

1 

  N 98 65  

N.B. There was no significant change in overall HRQOL between baseline and follow-up. 

Baseline data were also estimated using the limited sample of follow-up completers, and 

there was no significant differences in means. 

 

 The U.S. national norm on the EQ-5D index presented in Szende et al (2016) was 

.825 (see Table 9). Based on these norms, the participants in this study did not differ 

significantly on their overall HRQOL. The age specific norms (ordinally measured as 18-

24, 25-34, 35-44, 45-54, 55-64) provided in Szende et al (2016) also did not differ 

significantly from the corresponding age groups within the sampled offenders. Race and 

                                              
were no significant differences between these groups and as a result tables 8-10 present 

the full baseline sample. 



102 

 

 

gender differences on the EQ-5D index also did not differ from Luo and colleagues’ 

(2005) earlier study of US norms on the EQ-5D. 

As shown in Table 9, over half of the participants were experiencing difficulties 

on at least one dimension of health as measured on the EQ-5D instrument (55.9% 

baseline; 54.5% follow-up). Participants experienced the most frequent difficulties with 

regards to their day-to-day experiences along the dimensions of anxiety and depression, 

and physical pain and/or discomfort. The dimensions that reflect more basic levels of 

health functioning (mobility, usual activities and self-care) were less common issues in 

this sample (although not dissimilar to national levels), although both mobility issues and 

usual activity problems were still a concern for over 20% of study participants. There 

were no significant differences between baseline and follow-up surveys.  

 Although there were no significant differences between US norms and sample 

participants on the overall EQ-5D score, one sample t-test results comparing the 

proportion of individuals experiencing any difficulty on the five dimensions of the EQ-

5D, found that sampled participants experienced significantly more difficulties related to 

anxiety and depression than their general public counterparts. Nearly half (45.5%) of 

participants experienced some difficulty with day-to-day anxiety and depression versus 

23.2% of the general US population. National norms for proportion of individuals 

experiencing some level of difficulty along each dimension of the EQ-5D are also 

presented in Table 9. Day-to-day experiences of anxiety and depression was the only 

dimension of HRQOL on which there were significant differences between the general 

public and this community-based offender sample. 
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Table 9: Percent reporting health difficulties on HRQOL (EQ-5D) 

N.B. no significant differences between baseline and follow-up problems along any 

dimension of the EQ-5D. Baseline data were also estimated using the limited sample of 

follow-up completers, and there were no significant differences in means. 

 

EQ-5D Dimension Baseline 

% 

Follow-up 

% 

National 

Norms % 

 N = 103 N = 66  

Mobility  

    No problems 

    Slight  

    Moderate 

    Severe 

    Extreme 

 

81.4 

8.8 

4.9 

2.9 

2.0 

 

78.8 

12.1 

4.6 

3.0 

1.5 

 

Any mobility difficulties 18.6 21.2 18.5 

Self-care  

    No problems 

    Slight  

    Moderate 

    Severe 

    Extreme   

 

97.0 

1.0 

2.0 

0 

0 

 

95.4 

1.5 

1.5 

1.6 

0 

 

Any selfcare difficulties 2.9 6.1 3.7 

Usual Activities  

    No problems 

    Slight  

    Moderate 

    Severe 

    Extreme 

 

81.1 

10.9 

4.0 

1.0 

2.0 

 

80.0 

10.8 

6.2 

3.0 

0 

 

Any difficulty doing usual activities 18.8 20.0 17.9 

Pain/Discomfort 

    No problems 

    Slight  

    Moderate 

    Severe 

    Extreme 

 

60.2 

16.5 

10.7 

9.7 

2.9 

 

62.1 

18.2 

6.1 

7.6 

6.0 

 

Any pain or discomfort difficulties 39.8 37.9 48.3 

Anxiety/Depression 

    No problems 

    Slight  

    Moderate 

    Severe 

    Extreme 

 

54.5 

23.8 

10.9 

7.9 

2.9 

 

56.1 

19.7 

10.6 

9.1 

4.5 

 

Any anxiety or depression difficulties 45.5 43.9 23.2 

Any Difficulties 55.9 54.5  
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Like the overall EQ-5D scores, EQ-5D individual dimension results were fairly 

consistent between baseline and follow-up with no significant differences between the 

general US population and the sampled offenders on overall HRQOL. With regard to the 

individual dimensions of the EQ-5D, again there were no significant differences in four 

of five dimensions, with study participants still experiencing significantly more 

difficulties on day-to-day experience of anxiety and depression than the general public 

four months after they initiated treatment (43.9% of study participants versus 23.2% of 

the general public). 

 

Hypothesis 1b 

 
 Below I present the descriptive statistics regarding all potential covariates 

identified in hypothesis 1b. A series of bivariate Pearson correlation coefficients were 

then calculated to examine the relationships between HRQOL and these potential 

covariates. Broadly, HRQOL was correlated with many mental health and physical 

variables, a more limited selection of substance use behavior variables, and only one 

demographic variable: age.  

The self-reported health conditions presented in Table 10 provide some 

explanation for these day-to-day health difficulties. Approximately half of the sample at 

both baseline and follow-up (denoted as “B” and “F”) experienced at least one physical 

health issue, with asthma (B: 19.6%; F: 25.6%), trauma injuries in the last four months 

(B: 19.6%; F: 19.7%), and dental issues (B: 12.6%; F: 18.2%) being the most common 

physical health issues among participants. Mental health diagnoses are also quite 

common among participants with nearly half (B: 48.5%; F: 43.9%) indicating they have 
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at least one diagnosed mental health condition. Depression (B: 37.3%; F: 30.3%) and 

Anxiety (B: 31.4%; F: 23.7%) diagnoses are the most common mental health conditions; 

however, mood disorders (B: 24.5% F: 22.7%) and PTSD (B: 13.7%; F: 19.7%) were 

also common among study participants.  

The scope of mental health difficulties is likely larger than that conveyed by the 

self-reported diagnoses, as results from the PHQ-9 and MDQ screening instruments 

identified additional people who were symptomatic of depression and mood disorders. 

Although relatively few participants were symptomatic of a mood disorder (B: 9.7%; F: 

5.3%), nearly half of the sample was symptomatic of at least mild depression at baseline, 

though this dropped to approximately a third by the 4-month follow-up (B: 44.7%; F: 

34.8%). With the inclusion of all participants symptomatic of a mild to severe depression 

disorder and those diagnosed with depression, as many as 63% of respondents may have 

a depression disorder.  

The portrait of substance use disorders is somewhat surprising given that 

assignment to court or probation-ordered substance use treatment was an eligibility 

criterion of this study. Although the majority of participants were symptomatic of a SUD, 

29.1% of participants appeared not to have a substance use disorder at baseline. This 

grew to 50.0% at follow-up, which is perhaps less surprising since after 3-4 months of 

treatment some participants could have abstained from substance use and feel their use is 

no longer problematic. 
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Table 10: Sample health characteristics 

 Baseline 

Percent/Mean 

(SD) 

Follow-up 

Percent/Mean 

(SD) 

Any major physical health issues 

   Asthma 

   Trauma (shot, broken bones, concussion, etc.) 

   Dental problems 

   Hypertension 

   Hepatitis C 

   Arthritis 

   Diabetes 

55.3% 

19.6% 

19.4% 

17.6% 

12.7% 

8.8% 

5.9% 

4.9% 

50.0% 

25.6% 

19.7% 

18.2% 

6.1% 

3.0% 

3.0% 

3.0% 

Any mental health diagnoses 

  Depression 

  Anxiety 

  Mood-disorder/Bipolar 

  PTSD 

  Psychotic Disorder 

  Other (Personality Disorder + Other) 

48.5% 

37.3% 

31.4% 

24.5% 

13.7% 

1.0% 

4.8% 

43.9% 

30.3% 

27.3% 

22.7% 

19.7% 

1.5% 

9.0% 

Depression (DSM-V criteria) 

  No disorder 

  Mild   

  Moderate 

  Moderately Severe 

  Severe 

 

55.3% 

27.2% 

9.7% 

4.9% 

2.9% 

 

65.2% 

22.7% 

3.03% 

7.58% 

1.52% 

Mood disorder (MDQ)  9.7% 5.83% 

Substance Use Disorder (TCU Drug Screen) 

  Overall score on the TCU Drug Screen* 

  No disorder 

  Mild disorder 

  Moderate disorder 

  Severe disorder 

 

4.699(3.895) 

29.1% 

16.5% 

14.6% 

39.8% 

 

3.333(3.743) 

50.0% 

10.6% 

13.6% 

25.8% 

Motivation for treatment (SOCRATES 8D) 

   Problem recognition* 

   Ambivalence* 

   Taking steps* 

 

26.4 (23.1) 

41.1 (27.8) 

57.1(31.5) 

 

49.7(22.5) 

72.0(20.7) 

71.3(27.1) 

Substances used in last 12 months 

  Alcohol 

  Marijuana/Hashish 

      Only marijuana use 

  Opioids (heroin, prescription opioid misuse) 

  Cocaine (crack, powder) 

  Amphetamines  

  Any other drug use 

 

64.4% 

78.2% 

45.5% 

33.6% 

23.3% 

4.0% 

12.9% 

 

57.5% 

68.2% 

36.4% 

27.3% 

13.6% 

9.0% 

24.2% 
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Syndemic health status (mental and physical 

health difficulties and a moderate-high level 

SUD) 

 

25.2% 

 

21.2% 

 

Health insurance 

  No insurance 

  Public insurance 

  Private insurance 

 

19.0% 

66.0% 

15.0% 

 

Notes: There were no significant differences in physical or mental health between 

baseline and follow-up. * Indicates a significant change over time between baseline & 

follow-up. Italics are used to differentiate the means and standard deviations from the 

percent values in the table. Baseline data were also estimated using the limited sample of 

follow-up completers, and there was no significant differences in means. 

 

 Syndemic health issues are also a significant issue in this population, similar to 

studies arising out of the HIV literature. A quarter of participants at baseline (25.2%) and 

22.1% of follow-up respondents indicated they had co-occurring mental health diagnoses, 

a physical health condition and a moderate-high SUD. This score represents having a 

minimum of one of each issue; however, a small number of these individuals with 

syndemic health issues have multiple kinds of mental health disorders and/or physical 

health conditions.  

Scores on the SOCRATES 8D instrument that measures motivation for substance 

use treatment showed that participants had relatively poor problem recognition at 

baseline (in the 20th percentile), but this increased by follow-up to nearly the 50th 

percentile. With regard to the steps they were taking to address their treatment needs, 

participants scored in 50th percentile at baseline and in the 70th percentile at follow-up. 

Finally, ambivalence increased between baseline and follow-up, indicating a higher level 

of uncertainty or ambivalence, suggesting they may be more contemplative about their 

substance use. 
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The most common substance of use was marijuana (B: 78.2%; F: 68.2%), 

followed by alcohol (B: 64.4%; F: 57.5%), opioids (B: 33.6%; F: 27.3%), and 

crack/powder cocaine (B: 23.3%; F: 13.6%). Notably, a large minority of participants 

were exclusively marijuana users (B: 45.1%; F: 36.9%). Use levels decreased between 

baseline and follow-up for all substances except for amphetamines (B: 4.0%; F: 9.0%) 

and the ‘other’ category (B: 12.9%; F: 24.2%), both of which approximately doubled 

between baseline and follow-up. Upon further examination the ‘other’ category was 

primarily being driven by an increase in use of synthetic marijuana (B: 6.9%; F: 16.7%) 

and bath salts (B: 2.9%; F: 7.5%).  

Pre-post two-sample t-tests related to substance use behavior demonstrated some 

limited changes over time. As indicated in Table 10, overall SUD severity scores on the 

TCU Drug Screen were significantly lower at follow-up. Motivation for treatment also 

significantly increased between baseline and follow-up across all three dimensions of the 

SOCRATES 8D: substance use problem recognition, ambivalence (higher scores mean 

less ambivalent) and taking steps to address one’s substance use problem. Although the 

proportion of people using illicit substances and alcohol decreased and most categories of 

drug use were lower by the follow-up, none of these findings were significant. 

Just under two-thirds of participants had used some kind of health service in the 

four months before starting treatment and 69.9% of respondents had used some kind of 

health service in the 4 months following their initial survey. The most common service of 

use was primary care (B: 46.6%; F: 50.0%), although both urgent care clinics (B: 25.3%; 

F: 27.3%), emergency department visits (B: 16.5%; F: 34.9%) and dentist visits (B: 

24.3%; F: 30.3%) were also common. A majority of participants (66.0%) had public 
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health insurance at baseline, with only 15% having private insurance. A sizeable minority 

of participants did not yet have insurance at the time of the start of treatment (19.0%).  

 Table 11 presents the bivariate relationships between mental health and HRQOL. 

Lower levels of overall HRQOL were moderately associated with having been diagnosed 

with any mental health disorder at both baseline and follow-up (B: b = -.177, p < .001; F: 

b = -.189 p < .001). Certain diagnoses also had significant negative associations with 

HRQOL including a diagnosis of depression (B: b = -176, p < .001; F: b = -.156, p < .01) 

or anxiety (B: b = -.211, p < .001; F: b = -.268, p < .001), both of which were associated 

with lower levels of HRQOL. Mood disorders were negatively associated with HRQOL 

(B: b = -.123, p < .01; F: b = -.192, p < .01). PTSD had a negative association with 

HRQOL (B: b = -.117, p < .05; F: b = -.139, p < .05) and Personality Disorders also had a 

negative association with HRQOL (B: b = -.359, p < .001) but only at baseline.  

In addition to the mental health diagnoses, there was a negative association 

between HRQOL and the PHQ-9 depression severity score, an instrument that identifies 

symptoms of depressive behaviors. At both baseline and follow-up, there was a 

moderately-strong association between the PHQ-9 score and HRQOL level (B: r =-.644, 

p < .001; F: r =-.639, p < .001). 

Table 12 presents the relationships between HRQOL and physical health 

conditions. Having any physical health condition was weakly negatively associated with 

HRQOL at both baseline and follow-up (B: b = -.122, p < .01: F: b= -.181, p < .01). Of 

the most common physical health conditions presented in Table 12, four have significant 

negative associations with HRQOL: Asthma (B: b =-.144, p < .01; F: b= -.170, p < .05), 



110 

 

 

dental issues (B: b= -.109, p < .05; F: b=-.183, p < .01), hypertension (B: b= -.149, p < 

.05; F:b= -.296 p < .001) and arthritis (b =-.297, p < .001; F: b= -.505, p < .001).  
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Table 11: Mental health associations with HRQOL 

 Any 

Mental 

Health 

Diagnosis 

Depression 

/Anxiety 

Symptoms 

(PHQ-9) 

Mood 

Disorder 

Symptoms 

(MDQ) 

Depression 

Diagnosis 

Anxiety 

Disorder 

Diagnosis 

Mood 

Disorder 

Diagnosis 

PTSD 

Diagnosis 

Psychotic 

Disorder 

Personality 

Disorder 

Diagnosis 

EQ-

5D 

index 

B -.177*** -.644*** .030 -.176*** -.211*** -.123** -.117* -.102 -.359*** 

F -.189*** -639*** -.138 -.156** -268*** -.192** -.139* -.206 -.206 

* : p < 0.05; **: p < 0.01; ***p < 0.001  Depression severity (PHQ-9) is estimated with Pearson’s r coefficients. All other 

covariates are estimated as point bi-serial correlations.    

 

 

Table 12: Physical health associations with HRQOL 

 Any 

Physical 

Health  

Conditions 

Any 

Recent 

Physical 

Trauma 

Asthma Dental 

Problems 

Hypertension Hep C Arthritis Diabetes 

EQ-5D 

index 

B -.122** .085 -.144** -.109* -.149* -.046 -.297*** -.033 

F -.181*** .146* -.170** -.183** -.296** .083 -.505*** .146 

* : p < 0.05; **: p < 0.01; ***p < 0.001. All covariates are estimated as point bi-serial correlations. 
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Table 13: Substance use associations with HRQOL 

  SUD 

score 

(TCU 

Drug 

Screen) 

Moderate/ 

Severe 

SUD 

Any 

Drug 

Use 

Any 

Opioid 

Use 

Any 

Cocaine 

Use 

Any 

Marijuana 

Use 

Only 

Marijuana 

Use 

Any 

Alcohol 

Use 

Motivation 

for 

Treatment: 

Problem 

Recognition 

Motivation 

for 

Treatment: 

Taking 

Steps 

EQ-

5D 

index 

B -.120 -.075* -.122 -

.126** 

-.135** -.022 .118** -.048 -.242* -.065 

F -.199 -.055 -.018 -.126* -.049 -.025 .082 -.139** .139 .090 

* : p < 0.05; **: p < 0.01; ***p < 0.001. SUD score coefficients were calculated with a Pearson’s r correlation, and the two 

Motivation for treatment variables are estimated as Spearman’s rho. All other covariates are estimated as point bi-serial 

correlations.
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 Table 13 presents the substance use associations with HRQOL. Only moderate to 

severe SUDs (based on the DSM-V criteria as measured by TCU Drug Screen) had a 

weak significant negative relationship with HRQOL and only at baseline (B: b = -.075; p 

< .05); there was no significant relationship between overall score on the TCU instrument 

and HRQOL. Any drug use was not significantly associated with HRQOL, but any opioid 

use (B: b = -.126, p < .01; F:  b = -.126, p < .05) and any cocaine use (B: b = -.135, p < 

.01) were negatively associated with HRQOL. Interestingly, using exclusively marijuana 

was positively associated with HRQOL (B: b = .118; p <.05).7 It should also be noted 

that participants who only used marijuana were also significantly more likely to not have 

an SUD (chi2 =13.55; p <.001). Of the two key components for motivation for treatment 

as measured by the SOCRATES 8D, only baseline recognition of treatment need was 

significantly weakly associated with HRQOL such that those who were more aware of 

their problem had significantly worse HRQOL (B: rho =-.242, p <.05).  

Table 14 presents the key demographic factors (criminal history, SES, race, and 

age) that were also hypothesized to be related to HRQOL based on the existing literature. 

Of the four demographic factors only age was significantly (and negatively) associated 

with HRQOL (r =-.24, p <.05), consistent with findings from more general populations 

(Luo et al., 2005; Szende et al., 2016). 

Table 14: Demographic factors associations with HRQOL 

 Arrest History SES Race 

(white) 

Age 

EQ-5D index -.064 .146 .123 -.24* 

* : p < 0.05. Correlation coefficients between EQ5D index score and covariates are 

Pearson’s r correlations for SES and age. For race (white) a point bi-serial correlations 

was used and a Spearman’s rho was used for arrest history. 

                                              
7 This was also tested controlling just for age and found similar results although the 

significance level was reduced (p <.1)  
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 Based on the bivariate results and the structural model presented in Figure 3, a 

linear regression analysis was run to examine the key components, which predict 

HRQOL. The most encompassing available measure of each covariate that was ideally 

significantly associated with HRQOL was included in this model. For example, having 

any physical health problem was selected for the models over having singular particular 

physical health condition. These measures included (1) a dichotomous measure for 

having a diagnosis for any major mental health condition8; (2) having any physical health 

condition; (3) a dichotomous measure for having a moderate or severe SUD or not. The 

structural model in Figure 3 also hypothesized that SES and criminal history were 

directly related to HRQOL as a part of the pathway to treatment engagement. As a result 

of this theoretical rationale, measures for SES and arrest history were included in the 

model, despite their nonsignificant findings in the bivariate correlation tests. Although 

age was not a part of the original structural model in Figure 3, its significant bivariate 

relationship with HRQOL suggested a need for further exploration, and as a result age 

was included in this model. Similarly, a dichotomous variable for syndemic health 

problem status (0 = no syndemic status, 1 = syndemic status) was also included in the 

models and a variable for marijuana use only was included as well, given the significant 

positive relationship between exclusive marijuana use and HRQOL9. Although 

                                              
8 Mental health diagnosis were selected over a combined measure of mental health 

symptoms and diagnoses as a diagnosis is a more conservative estimate of the actual 

mental health issues experienced by this population, thus reduces the likelihood that this 

small sample will over-estimate mental health difficulties among community-based 

offenders. 
9 These models were also run with exclusively marijuana usage as an interaction term 

with mental health and physical health, but there was no significant effect of this 
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motivation is also hypothesized to be part of the pathway to treatment engagement, it is 

predicted that HRQOL predicts motivation, and thus the direction of this relationship is 

different than the other variables hypothesized to predict HRQOL. This was repeated 

with follow-up data to see if the relationships were consistent.  

Table 15 presents baseline and follow-up models for the linear regressions 

predicting HRQOL. The highest VIF value for baseline was 2.30 and for follow-up was 

3.24. Both the baseline and follow-up models were significant, and explain 32% and 48% 

of the variance respectively (B: R2 = .323, p <.001; F: R2 = .488, p <.001). However, the 

only factor which significantly predicted HRQOL at baseline net of other covariates was 

the mental health status of the participants (b=-.176; p <.001). Similarly, at follow-up 

mental health diagnoses and the respondents’ SES level were significantly associated 

with HRQOL levels, controlling for all other covariates. An additional significant 

association appeared between physical health and HRQOL such that having a physical 

health condition decreased health quality (b=-.110, p <.05).  At follow-up having a 

mental health diagnosis significantly decreased HRQOL (b=-.142; p < .05) and higher 

SES levels significantly increased HRQOL level (b = .098; p < .01). As scores on the 

EQ-5D instrument were non-normally distributed and no transformation accurately fit the 

data, this model was re-run with a dichotomous version of HRQOL (any problem on EQ-

5D dimensions = 1, no problems on EQ-5D dimensions = 0). Baseline and follow-up 

results were substantively similar as in the models presented in Table 15, although the 

                                              
interaction. In order to maintain as parsimonious a model as possible the direct effect of 

exclusively marijuana use was retained but the interaction terms were removed. 
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coefficients were slightly larger in both models with the dichotomous outcome variables 

in both baseline and follow-up models.  

Table 15: Linear regression analysis of HRQOL 

 Baseline Follow-up 

 B (SE) p B(SE) p 

Any mental health diagnosis -.176(.045) .001* -.157(.058) .009* 

Any physical health condition -.038(.044) .398 -.110(.051) .035* 

Symptomatic of moderate/high 

SUD 

-.011(.045) .810 .022(.065) .732 

Marijuana use only .060(.085) .177 -.034(.055) .541 

Number of arrests  .007(.017) .653 .017(.070) .812 

SES  -.013(.025) .616 .101(.031) .002* 

Age (log) -.016(.085) .850 .010(.097) .923 

Syndemic status .026(.062) .677 -.080(.322) .382 
 R2 = .323; p < .001 R2 = .488; p < .001 

 F(8, 76) = 4.53; N =85 F (8, 54) =6.44; N =63 

* =p  < .05. 

 

RQ2: What is the Relationship between HRQOL and Treatment Engagement? 

 

Table 16 presents outcome data related to treatment. Follow-up results are based 

on a more limited sample, as a number of participants were unresponsive to follow-up 

contact whether due to change in personal information, incarceration or absconding, or 

their personal choice. A total of N = 66 participants completed the follow-up survey with 

valid data. Of the original 103 participants, by 4 months post-release 37.9% had been 

incarcerated or absconded. An in-treatment proxy variable was created by combining the 

incarcerated/absconded offenders (who had stopped treatment since they were in jail or 

on the run) and those who completed the survey and indicated that they had never started 

or had dropped out of treatment to create a dichotomous treatment proxy variable. For 

this proxy for in-treatment, only 57.3% were still in treatment/completed treatment by 

their follow-up survey.  



117 

 

 

 Based on those who completed the follow-up survey (N = 66), 90.1% started their 

required treatment. Of these 60 participants, just over half (50.9%) were assigned to 

regular clinical outpatient treatment and 44.1% were assigned to intensive clinical 

outpatient treatment. Interestingly, 5% of participants, despite initially being referred to 

clinical treatment, enrolled in the self-help program Narcotics Anonymous. The vast 

majority of participants who started treatment indicated that they had attended most if not 

all of their treatment (80.1%); only 6.6% indicated that they attended none of their 

treatment sessions after their intake and 13.3% attended between a few to half of their 

required treatment sessions. Unsurprisingly, all of those who attended none of their 

sessions had dropped out of treatment. Overall, nearly three-fourths (71.6%) were still in 

treatment at four months and 21.8% had completed their assigned treatment.  

Treatment participation was measured using the TCU Participation Scale, which 

ranged from 0- 50 where higher scores indicated greater levels of participation in 

treatment sessions. Of those who started treatment the mean score was 44.8 but the data 

were negatively skewed with a median score of 48.3. Treatment satisfaction trended 

toward positive experiences with treatment thus far, as 54.2% of respondents were 

extremely satisfied with treatment at the time of the follow-up survey and another 25.4% 

were somewhat satisfied. Despite the generally positive experiences with treatment, 

almost half of participants (44.6%) experienced at least one barrier to treatment. The 

most common barriers to treatment were conflicts between employment and treatment 

(29.2%) and conflicts between familial obligations and treatment (29.2%). 
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Table 16: Substance use treatment-related outcomes 

 Percent/ 

Mean (SD) 

N 

Supervision status at follow-up 

   Still on drug court/probation 

   Jailed/imprisoned since baseline 

   Absconded since baseline 

 

62.1% 

23.3% 

14.6% 

103 

Initiated treatment 

   Outpatient Treatment 

   Intensive Outpatient Treatment 

   Other (N.A.)  

90.1% 

50.9% 

44.1% 

5.0% 

66 

60 

60 

60 

Treatment attendance  

  None  

  A few 

  About half 

  The vast majority 

  All 

 

6.6% 

8.3% 

5.0% 

30.1% 

50.0% 

60 

Treatment Status 

  Dropped out 

  Ongoing 

  Completed 

 

6.6% 

71.6% 

21.8% 

60 

Treatment Participation (TCU index) 44.833 

(9.486) 

60 

Treatment satisfaction (ordinal) 

   Extremely dissatisfied 

   Somewhat dissatisfied 

   Uncertain 

   Somewhat satisfied  

   Extremely satisfied 

 

3.4% 

6.8% 

10.2% 

25.4% 

54.2% 

59 

Barriers to treatment 

  Any barriers 

  Familial obligation barriers 

  Transportation barriers 

  Employment barriers 

  Insurance barriers 

 

44.6% 

29.2% 

26.2% 

29.2% 

13.8% 

 

65 

 

 

Italics are used to differentiate the means and standard deviations from the percent 

values in the table. 

 

 

 

Hypothesis 2a and 2b 

 
 Unfortunately, like most studies of community-based offenders, this study 

experienced substantial attrition between baseline and follow-up, mainly due to 
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participant incarceration and absconding. A logistic regression on follow-up completers 

versus non-completers found marginal differences between these groups (p <.1). 

Although no single variable was significant, four variables approached significance (p 

<.1): supervision type, mental health diagnoses, SES and syndemic health status. Drug 

court participants were more likely to have completed the follow-up, as were people with 

syndemic health issues, but people with lower SES levels and those with mental health 

diagnoses were less likely to complete the follow-up. Given that none of these reached 

significance (p>.05), data will be treated as missing at random; however, these potential 

differences should be kept in mind for data interpretation. Additionally, RQ3 in particular 

will explore the higher-level impact of supervision type. 

 To test hypothesis 2a and 2b (how HRQOL is related to substance use treatment 

engagement) a number of regression analyses and then path analyses were run to examine 

the various treatment engagement outcomes measured in the follow-up survey and 

through public records. The constructs detailed in the structural model presented in 

Figure 3 (HRQOL, mental health, physical health, substance use disorders, SES and 

criminal history, motivation and treatment engagement) were first built into a logistic 

regression analysis and were regressed upon treatment engagement. A second model that 

accounted for additional key constructs identified in addition to those identified in Figure 

3 were then estimated.  Two different treatment engagement outcomes were tested: (1) 

in-treatment (a dichotomous proxy variable for whether participants stayed in treatment 

or were imprisoned, absconded or otherwise dropped out of treatment) and (2) treatment 

attendance (Likert-style scale of proportion of treatment sessions attended).  In-treatment 

analyses were derived from official records and were based on the full sample and 
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attendance analyses relied on follow-up survey data and thus were based on the reduced 

sample of N =66 participants.  

 In-Treatment 

The first models presented in Table 17 examine whether participants were or were 

not still in treatment. These models are estimated using the full sample of participants.10 

The first model (Table 17: Model 1) significantly predicted in-treatment status (Pseudo 

R2 =.134), although the only significant predictor of the in-treatment proxy was criminal 

history. Offenders with more extensive arrest records were significantly more likely to 

drop out of treatment either due to voluntary drop out (e.g., absconding or self-reporting 

drop out) or involuntary drop-out (due to incarceration).  

This model was then expanded to include a few additional covariates which had been 

found to have bivariate correlations with HRQOL, specifically the age of participants, 

whether the participant had a syndemic health issue, and if they were exclusively 

marijuana users (Table 17: Model 2).11 These additions significantly improved the model 

based on a likelihood ratio test, explaining approximately 26% of the variance (Pseudo R2 

= .257; p <.01). Four variables were found to significantly predict the in-treatment proxy: 

arrest history, the motivation for treatment dimension of problem recognition, the age of 

the offender and whether the offender was exclusively a marijuana user in the last year. 

Similar to Model 1, more extensive criminal histories significantly decreased the 

                                              
10 The highest VIF value for model 1 was 1.83, and for model 2 was 2.39. 
11 This model was also estimated with a number of interaction terms including an 

interaction between marijuana-only user status and HRQOL, motivation and HRQOL and 

mental health and motivation. None of these interactions were significant. Given the 

sample size available to more parsimonious model without interaction terms is presented 

herein. 
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likelihood that they were still in treatment. In addition to criminal history, older 

participants were significantly more likely to remain in treatment, marijuana only users 

were more likely to be maintaining in treatment and, perhaps surprisingly, individuals 

who had higher levels of problem recognition were less likely to still be maintaining on 

treatment. There were two additional variables which were approaching significance (p 

<.1): higher levels on the EQ-5D appeared to decrease the likelihood of maintaining in 

treatment and having at least a moderate level SUD appeared to increase the likelihood of 

staying in treatment. These marginal effects may suggest that HRQOL, either directly or 

partially mediated by motivation for treatment, has an impact on staying in treatment. 

Table 17: Logistic regression on whether participants were in treatment at follow-

up 

 Model 1 Model 2 

 O.R. (SE) p O.R.(SE) p 

HRQOL index score .115 (.179) .166 .010 (.024) .066+ 

Motivation: problem 

recognition 

.982 (.013) .176 .962 (.078) .040* 

Motivation: taking steps 1.012 (.009) .166 1.004 (.012) .752 

Any mental health diagnosis .591(.341) .362 .658(.512) .591 

Any physical health 

condition 

1.004 (.526) .993 1.149 (1.076) .578 

Symptomatic of 

moderate/high SUD 

1.217 (.706) .734 5.060 (4.464) .066+ 

Number of arrests  .554 (.119) .006* .403(.129) .005* 

SES  .722 (.224) .315 .498 (.220) .114 

Age (log)   69.241(123.314) .017* 

Syndemic health status   .280(.291) .221 

Marijuana only user   6.69(5.33) .017* 
 Pseudo R2 = .134;  

p < .05 

Pseudo R2 = .257; 

 p < .01 

 N =96 N = 84 

* =p  < .05., += p < .1. Model is estimated with the full sample of participants. 

A path model was built from the hypothesized structural model in Figure 3 and 

estimated using Stata 15’s GSEM model builder. This was done two times, first including 

just the variables specified in Figure 3 (and Model 1 in Table 17). The second structural 
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model was modified to add in the additional variables specified in Model 2 of Table 17. 

Minor modifications were made to the original structural model proposed in Figure 3 

based on the outcome of the logistic regressions presented in Table 17. Since mental 

health status did not have significant direct effects on the in-treatment proxy outcome, 

this direct pathway was eliminated to limit the number of parameters and maintain model 

parsimony. As the in-treatment endogenous outcome variable was dichotomously 

measured, Stata was not able to produce chi2 tests for model fit comparison to the fully 

saturated model. Instead these two models were compared to each other using Akaike’s 

and Schwarz’s Bayesian Information Criteria (AIC and BIC) to determine which better fit 

the sample data (Akaike, 1973; Swartz et al., 1998). The results of these structural models 

are presented in Table 18 and Figure 5. 

 As can be seen in both Table 18 and Figure 5, HRQOL does not appear to be 

indirectly related to the in-treatment proxy. AIC and BIC post-estimation tests found that 

the second model including age, syndemic health status, and exclusive marijuana use fit 

the data better, and thus interpretation will focus on Table 18’s Model 2 findings. 

Whether participants are still in treatment is based on official records of jail/absconding 

and treatment drop out records. The in-treatment proxy is only significantly predicted by 

arrest history, where participants with more limited criminal histories were more likely to 

still be maintaining their supervision and thus treatment. There was also a marginal 

indirect relationship between being a marijuana-only user, which increased the likelihood 

that participants were still in treatment. Although treatment motivation was significantly 

influenced by one health measure (having a moderate to high SUD) it was not 

significantly linked to staying in treatment. In contrast to the logistic model for whether 
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participants were still in treatment, which showed a marginal effect for HRQOL, there 

was no significant effect of HRQOL on whether participants were still in treatment 

within the structural model.
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Table 18: Path analysis model for whether participants were in treatment at follow-up 

Notes: Unstandardized coefficients are presented in both models. * =p  < .05., += p < .1. Model is estimated with the full 

sample of participants. 

 

 

 Model 1 Model 2 

Pathways Estimates S.E. p Estimates SE p 

In-treatment proxy       

Arrest history -1.059 .294 .001* -.318 .124 .011* 

Treatment motivation (problem recognition) -.001 .006 .837 -.001 .007 .999 

     HRQOL index score -.887 .780 .255 -1.203 .807 .136 

     Marijuana use only    .545 .325 .094+ 

Treatment motivation (problem recognition)       

HRQOL index score -9.251 10.228 .366 -2.916 10.378 .779 

Arrest history  4.709 1.421 .001* 2.526 1.752 .149 

     SES -5.668 2.580 .028 -3.4581 2.559 .177 

     Moderate- high SUD 21.166 3.853 .001* 13.968 4.154 .001* 

     Age (log)    30.346   8.770 .001* 

     Marijuana use only    -6.604 4.527 .145 

HRQOL index score       

Arrest history  .001 .013 .992 .007 .016 .633 

SES .019 .023 .399 -.013 .024 .594 

      Moderate- high SUD -.006 .035 .866 -.011 .042 .799 

      Mental Health Diagnosis -.147 .038 .001* -.176 .042 .001* 

      Physical Health Problems -.059 .036 .101* -.038 .042 .368 

Age (log) 

Marijuana use only 

   -.016 

.060 

.080 

.042 

.841 

.149 

Syndemic health status    .026 .059 .658 

Error 

    Treatment motivation (problem recognition) 

    HRQOL index score 

 

330.119 

.026 

 

47.649 

.004 

 

 

 

272.642 

.023 

 

42.070  

.004 
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Figure 5: Structural model for staying in SUD treatment 
Figure 5 presents the direct and indirect effects of HRQOL and its covariates on the in treatment proxy variable. This model 

corresponds to Table 18, Model 2, which includes a measure for age, syndemic status and marijuana use of the offender
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Treatment Attendance 

The next set of models examined treatment attendance as an indicator of 

substance use treatment engagement. These models are estimated using only those 

participants who completed the follow-up survey.12 Attendance was measured using an 

ordinal scale indicating proportion of sessions attended. The same variables used in the 

logistic regression on the in-treatment proxy variable were used in this ordered logistic 

regression analysis for both the first and second models presented in Table 19. It should 

be noted here that due to attrition from the follow-up, the sample size is reduced. The 

models were run with and without robust standard errors, with some minor differences in 

significance on key indicators. Given these differences, the robust standard error models 

are presented below. Key differences between the regular and robust standard error 

models are outlined in the notes for Table 19. Both models were tested for the assumption 

of Brant test of parallel lines and were non-significant. 

 Table 19: Model 1, examining treatment attendance with the original variables 

proposed in Figure 3, was significant (Pseudo R2 = .102; p < .05). The only variable 

which significantly influenced treatment attendance was the arrest history: the more 

extensive a participant’s arrest history, the lower their level of treatment attendance. 

Model 2 was also significant (Pseudo R2 = .125; p < .01) and an additional variable was 

found to be marginally significant (p < .1): syndemic health status.13 Participants who had 

syndemic health difficulties were more likely to have lower levels of treatment 

                                              
12 The highest VIF value for model 1 was 1.83 and model 2 was 3.24. 
13 Like the in treatment models interactions terms were also considered for the expanded 

models; however, given that the treatment attendance model is already estimated on a 

reduced model (as it derives from the follow-up survey as opposed to public records). 

These interaction terms were ultimately not included in the model. 
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attendance. However, it should be noted that model two is only marginally significantly 

better than model 1 based on the likelihood ratio test (p< .1). 

Table 19: Ordered logistic regression on treatment attendance 

 Model 1 Model 2 

 O.R. (RSE) p O.R.(RSE) p 

EQ-5D index score 8.042 (12.623) .184  3.345 (4.625) .382 

Motivation: problem recognition 1.026 (.018)  .144 1.025 (.018) .171 

Motivation: taking steps 1.014 (.011) .203 1.014 (.012) .236 

Any mental health diagnosis 1.720 (1.356) .492 3.137 (3.485) .303 

Any physical health condition .780 (.627) .758 1.268 (1.207) .803 

Symptomatic of moderate/high 

SUD 

1.393 (.866) .593 3.094 (2.571) .174 

Number of arrests  .536 (.126) .008* .537 (.167) .046* 

SES  1.844 (.712)  .113 1.7231 (.814) .249 

Age (log)   3.751 (5.431) .361 

Marijuana use only   1.897 (1.379) .379 

Syndemic health status   .096 (.117) .054+ 
 Pseudo R2 = .102;  

p < .05 

Pseudo R2 = .125; 

 p < .01 

 N =63 N = 62 

General notes: * =p  < .05., += p < .1. Models are estimated with only follow-up 

completers. Model 1 Notes: A corresponding model without robust standard errors was 

run and found that SES was also significant at p < .1; Model 2 Notes: A corresponding 

model without robust standard errors was run and found previous arrests was significant 

at p < .05. 

  

Like the in-treatment proxy, the direct and indirect relationships between health, 

its covariates, and treatment attendance were examined using Stata 15 GSEM operations. 

Because of the attrition, these models were also run with robust standard errors.14 As in 

Table 19, the structural models were run two ways: (1) with the original constructs 

hypothesized in Figure 3, and (2) with the addition of the covariates added to the ordinal 

logistic regression analysis presented in Table 19. In order to ensure the most 

                                              
14 These models were also run without robust standard errors and although they were 

highly similar, the robust standard errors represent a more conservative test, which is 

more appropriate for small sample sizes. 
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parsimonious structural model, the GSEM pathways were slightly modified to constrain 

the direct pathways from mental health to treatment attendance and from HRQOL to 

treatment attendance to zero as there were no direct effects on treatment attendance by 

either of these variables in the ordinal logistic regression models presented above. These 

models are presented in Table 20 and Figure 6.   

 After running both models, post-estimate AIC and BICs were calculated for each 

model which demonstrated that expanded model 2 fit the data better than the original 

model. As a result, Figure 6 presents the better fitting model from Table 20: Model 2. As 

can be seen in both Model 1 and 2 in Table 20, treatment attendance was directly 

negatively associated with participant’s arrest history and significantly positively 

associated with their level of motivation for treatment, specifically their ability to 

acknowledge that they have a substance use problem. There were a few indirect 

relationships found to have an influence on treatment attendance operating through 

motivation for treatment. First, having a moderate or high SUD had a specific indirect 

association with attending treatment more often. A specific indirect relationship existed 

between age and treatment attendance, where older participants were more motivated for 

treatment. Finally, it appears that HRQOL does not appear to have a specific indirect 

relationship with treatment attendance. 

Likely due to small sample sizes in the follow-up and non-normally distributed 

data (high kurtosis) on the treatment participation variable that could not be transformed, 

the regression models on treatment participation were non-significant. Therefore no 

tables or figures of these models are presented. 
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Table 20: Structural pathway to treatment attendance 

Notes: Both models were also run without robust standard errors with relatively similar results. Coefficients presented herein 

are unstandardized. * =p  < .05.. Model is estimated with the full sample of participants. 

 

 

 

 Model 1 Model 2 

Pathways Estimates RSE p Estimates RSE p 

Treatment Attendance       

Arrest history  -.355 .125 .004 -.323 .129 .012* 

Treatment motivation (problem recognition) .017 .007 .010* .021 .007 .003* 

Syndemic health status    -.389 .362 .283 

Treatment Motivation (Problem Recognition)       

HRQOL index score -9.252 11.099 .405 -7.236 12.970 .577 

Arrest history  4.709 1.492 .002* 2.678 1.883 .155 

     SES -5.668 2.609 .030* -3.440 2.421 .155 

     Moderate- high SUD 21.166 3.732 .001* 17.249 4.116 .001 

     Syndemic health status    -8.531 5.287 .107 

     Age (log)    31.463 8.989 .001* 

     Marijuana use only    -5.949 4.254 .162 

HRQOL index score       

Arrest history -.001 .016 .993 .008 .018 .669 

SES .019 .020 .341 -.013 .023 .592 

     Moderate- high SUD -.006 .037 .871 -.011 .039 .780 

     Mental Health Diagnosis -.147 .045 .001*   -.176 .054 .001* 

     Physical Health Problems -.059 .043 .176 -.038 . 044 .392 

Syndemic health status    .026 .071 .713 

Age (log)    -.016 .090 .859 

Marijuana use only    .060 .040 .132 

Error 

     Treatment motivation (problem recognition) 

     HRQOL index score 

 

330.119 

.026 

 

45.453 

.007 

  

263.454 

.023 

 

41.750 

.006 

 



130 

 

 

 
Figure 6: Structural pathway to SUD treatment attendance 

Figure 6 is based on the results presented in Table 20’s Model 2, which had a better AIC and BIC than the original model. 
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The lack of influence of health in both the models for staying in treatment and 

treatment attendance may be explained in two ways. First, the descriptive results 

regarding health suggest that with the exception of mental health issues, this sample is 

not particularly unwell. Descriptive results regarding the prevalence of exclusively 

marijuana users in the sample (for 45.1% of participants the only illicit substance used 

was marijuana), and the bivariate correlations which found that marijuana only users 

were significantly healthier than all other drug users (and also more likely not to have 

SUDs), suggest that for this large minority of the sampled participants, health likely has 

little impact on their treatment engagement outcomes. Models were run using a reduced 

sample excluding the marijuana-only users. The model for whether participants stayed in 

treatment was not significant, but the model for treatment attendance was significant and 

showed a number of health factors (including mental and physical health and syndemic 

health) as associated with treatment attendance. However, both of these models were 

estimated on greatly reduced sub-samples, particularly in the case of treatment attendance 

where the model was estimated on only 28 cases. Therefore, despite the potential 

indications that a mix of health factors may affect treatment engagement, these models 

are far too saturated to be presented herein.  

A second explanation which may account for the lack of influence of health, 

particularly for the model estimating staying in treatment, is that the results were driven 

by the participants’ supervision type. Since drug courts use graduated sanctions, which 

begin with non-carceral punishments for violations of supervision terms (of which 

relapse is a major component), it is possible that fewer drug court participants than 

probationers would have ceased to maintain in treatment because they were incarcerated. 
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Furthermore, since the Philadelphia treatment court has a set progression of graduated 

sanctions, and thus is more transparent regarding their punishment process, it is possible 

that fewer drug court participants would abscond for fear of being sanctioned with jail 

time due to relapse or failure to attend treatment sessions. In the next section the role of 

supervision type in treatment engagement is explored further. 

 

RQ3: Does the Type of Community Supervision of Individuals with SUDs Affect 

Treatment Engagement? 

 
 Prior to exploring the role of supervision type on treatment engagement, a logistic 

regression was conducted to determine whether the two groups (probationers and drug 

court participants) differed substantially across any characteristic. There was a significant 

difference between the two groups on only one dimension: arrest history. Probationers 

have more extensive arrest records than drug court participants. This is unsurprising in 

that a maximum of 2 previous adult convictions is an eligibility criterion for drug court 

participation. Arrest history will thus be controlled for in all the subsequent models 

examining treatment engagement.  

To establish how supervision type may effect treatment engagement outcomes, 

the logistic and ordered logistic models examining the proxy for staying in treatment and 

treatment attendance (respectively) were re-run fully controlling for supervision type. 

Next, as participants were nested within their supervision type, mixed-effects models 

were run on both these dependent variables, applying a random intercept for supervision 

type. The results of these analyses are presented below. 

Table 21 presents the logistic regressions regarding the proxy for staying in 

treatment fully controlling for supervision type. The first model, including only HRQOL 
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and its originally hypothesized covariates, was significant and explained approximately 

22% of the variance (Pseudo R2 =.216; p <.001). Model 2 in Table 21 presents the 

extended model including additional bivariate correlates of HRQOL, similar to Model 2 

of Table 17, but with the addition of supervision type. This model also significantly 

predicted the proxy for still in treatment, but unlike Model 1 in Table 21, multiple 

covariates influenced model fit beyond just the drug court status, including offenders’ 

age, their criminal history and their motivation for treatment. Likelihood ratio tests 

demonstrate that Table 21: Model 2 is preferred to both Table 21: Model 1 and Table 17: 

Model 2. Thus, it appears that a model that includes both more detailed individual  

Table 21: Logistic regression on whether participants were in treatment fully 

controlling for supervision type  

   Model 1 Model 2 

 O.R. (SE) p O.R.(SE) p 

Supervision type (drug 

court) 

9.285 (7.080) .003* 5.916 (5.086) .039* 

EQ-5D index score .217 (.352) .345 .035 (.092) .203 

Motivation: problem 

recognition 

.982 (.013) .203 .960 (.018) .035* 

Motivation: taking steps 1.013 (.010) .173 1.004 (.012) .705 

Any mental health diagnosis .589 (.358) .384 .655 (.533) .603 

Any physical health 

condition 

1.265 (.693) .668 1.440 (1.066) .622 

Symptomatic of 

moderate/high SUD 

1.446 (.936) .569 4.581 (4.281) .103 

Number of arrests  .780 (.177) .272   .496 (.166) .036* 

SES  .637 (.224) .201 .491 (.228) .125 

Marijuana only user   3.933 (3.374) .110 

Age (log)   109.216(201.430) .011* 

Syndemic health status   .395 (.428) .392 
 Pseudo R2 = .216;  

p < .001 

Pseudo R2 = .301; 

 p < .001 

 N =96 N = 84 

* =p  < .05., += p < .1. Model is estimated with the full sample of participants. 
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characteristics and controls for supervision type best explains whether participants stayed 

in treatment. 

It is also possible to examine individual characteristics nested within their 

correctional supervision status. This is theoretically appropriate for two main reasons. 

First, we do know that there is a significant difference between the drug court and 

probation participants in terms of arrest history. Second, supervision type does not 

represent only a characteristic of the individual but a cluster of system level differences. 

Although drug courts and probation are both tasked with the mission of supervising 

individuals in the community, they have very different approaches. Traditional probation, 

although designed to be rehabilitative to some extent, is more punitive than drug courts, 

which were developed to integrate public health and addiction missions into the justice 

system. As a result, supervision type may represent a multitude of factors including, but 

not limited to: (1) sanctioning decisions, (2) interpersonal relationships between the 

offender and their case manager and/or probation officer, (3) frequency of supervision 

contact, (4) attitudes toward key substance use related behaviors such as relapse, harm 

reduction, and treatment match, and (5) resources to best address substance use 

behaviors.  

 Allowing the slope for supervision type to vary independently may then be a 

better way to examine these data. A random effect null model was first run to determine 

if there were any higher-level effects of supervision status on the proxy for staying in 

treatment.  This model indicated that there was indeed significant variation based on the 

Likelihood Ratio test (chibar2 = 12.58; p < .001). This model was then repeated twice, 

first with the original eight predictors from the theoretical model for treatment 
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engagement and then again with the additional measures of syndemic health status and 

age. However, both of these models were non-significant (Wald Chi2 values p >.05). 

 Treatment attendance was also re-examined to determine if supervision status 

matters in models predicting this component of treatment engagement. Similar to the 

previous models for staying in treatment, models were run fully controlling for 

supervision type as well as mixed-effects models, which allowed supervision type to vary 

independently. When completely controlling for supervision type in the model for 

treatment attendance, the model was rendered non-significant (p > .05). Like the models 

for staying in treatment presented above, there is theoretical logic to considering 

supervision as a nesting variable, which may have influence upon the frequency of 

offenders’ treatment attendance. Although treatment attendance is an individual behavior, 

there are aspects of supervision that may facilitate or hinder the ease with which 

offenders get to their treatment programs. However, when the random effect null model 

was run accounting for supervision type on treatment attendance, the likelihood ratio test 

did not find a significant higher-level impact based on supervision type. (p >.05). Thus, 

although it appears that simply remaining in a treatment program while on supervision is 

influenced by the type of supervision, treatment attendance is not. 

 

Summary of Quantitative Findings 

 

 The quantitative findings demonstrate some interesting dimensions of health and 

substance use treatment engagement among a sample of community-based offenders. 

First, although all participants were required to participate in treatment, it appears that 

some participants do not in fact have SUDs. This may also be related to the large number 
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of marijuana only users in the sample. With regards to health, around half the sample had 

mental health issues, half had physical health issues and a quarter had the syndemic 

health status of a moderate to severe SUD, mental health diagnosis and a physical health 

problem. However, different substance users had different levels of health difficulties. In 

particular marijuana users were significantly healthier than their peers and opioid and 

cocaine users were significantly less healthy.  

 With regards to the treatment engagement experiences of participants, the arrest 

history of participants is one of the most consistent predictors of both staying in treatment 

and treatment attendance, although older participants also did better at staying in 

treatment. Marijuana only users may also have an easier time staying in treatment than 

other users. Interestingly, users who are motivated enough to recognize they have a 

problem at baseline have a harder time staying in treatment, but conversely, for those 

who completed the follow-up, problem recognition was part of the pathway to higher 

levels of treatment attendance. It is worth noting as well that there may be a limited effect 

of HRQOL on staying in treatment such that people with better health are less likely to 

stay in treatment; however, this marginal effect was lost, controlling for the type of 

supervision. There also may be a marginal effect of syndemic health status such that 

people with these multiple co-occurring health issues are less likely to attend treatment. 

Finally, supervision type played a role in improving whether participants stayed in 

treatment or not, but did not influence their level of attendance. All longitudinal analyses 

were improved with the expansion of the original health and treatment engagement model 

to include age, syndemic health and marijuana only status; however, this expansion at 
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times over-specified the models, given the limited sample size and thus findings should 

be considered exploratory and in need of replication. 
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CHAPTER 5 

QUALITATIVE RESULTS 

Sample Characteristics 

 As discussed in Chapter 3, the qualitative subsample was designed to elaborate 

upon the quantitative findings to provide a greater depth of understanding regarding the 

relationships between health and SUD treatment. Ten eligible participants who agreed to 

be contacted after the second survey and who had some difficulty on at least one 

dimension on the EQ-5D were selected to participate in the study through a modified 

randomization process. Six participants were identified from a randomized list of 

probationers and four participants were selected from the randomized list of treatment 

court participants for a total of 10 respondents. In order to identify these 10 respondents, 

a total of 19 participants were contacted.  7 of these respondents were unresponsive and 2 

failed to show multiple times and so were replaced. Descriptive characteristics of this 

sample were reasonably similar to the overall baseline sample of survey participants. 

Table 22 presents the interviewees’ descriptive characteristics.  

 Eight interviewees were male and two were female. Five identified as Black, two 

as Mixed Race and three as white. Three participants identified as ethnically Latino. The 

median age of interviewees was 31.5. This is somewhat older than the survey sample; 

however, this is not unexpected given the eligibility requirement of having at least one 

difficulty on the EQ5D instrument for HRQOL and the bivariate correlation between age 

and HRQOL. Only one participant was making over $1200 a month, and two participants 

reported having no income on their baseline survey. Seven of the ten participants were 

employed in some way and six had achieved their high-school diploma or higher at their 
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baseline interview. The interviewees’ arrest history ranged from three participants for 

whom this was their first arrest to one participant who had been arrested between 16-20 

times.  

Table 22: Demographic characteristics of interview participants 

 Percent /Mean Median Range 

Gender- Male 80% -- 0-1 

Race- White 

    Black 

    White 

    Mixed Race 

 

50% 

30% 

20% 

-- -- 

Ethnicity – Latino/a 30% -- -- 

Age 34.5 31.5 25-54 

Employed 70% -- 0-1 

Education Level (ordinal) 

     Did Not Complete High School 

    GED/High School Diploma 

 

40% 

60% 

-- -- 

Monthly Income (ordinal) 

   None 

   Below $1199    

   Above $1200 

 

20% 

70% 

10% 

-- $ 0 – 

$7500+ 

Criminal History  

  Number of previous arrests (ordinal) 

     1st arrest  

     2-5 arrests 

     6-10 arrests 

     11-15 arrests 

     16-20 

 

 

30% 

30% 

30% 

0% 

10% 

 

-- 

 

1 – 20+ 

N.B. Income was measured in the same ordinal scale as for the full sample; however, for 

simplicity only those without an income, those living below the poverty line (under 

$1200) and those earning above the poverty line are outlined in this table. 

 

Table 23 presents the qualitative interviewees’ substance use and health 

characteristics. At baseline all participants scored as having at least a mild substance use 

disorder, with half being symptomatic of a severe substance use disorder. The most 

common illicit substance of use at baseline was marijuana, with three using only 

marijuana when they began this study and four others using marijuana in addition to other 

drugs at baseline. Alcohol was the most commonly used substance overall (n = 8). Two 
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participants’ main drug of use was cocaine (or crack cocaine), although two others had 

used cocaine at least once in the year prior to the beginning of the study. Two were 

primarily opiate users, but three others had used opioids of some form in the past year.  

For this sample everyone had at least some level of difficulty on the EQ5D, so the 

mean EQ5D index score was substantially lower for this group (m = .705) than the survey 

participants (m= .858). All participants had physical and/or mental health issues. Nine 

participants had at least one physical health issue and eight participants had at least one 

mental health diagnosis at baseline. 

Table 23: Health characteristics of interview participants 

 Baseline 

Percent/Mean (Std 

Error) 

Follow-up 

Percent/Mean (Std. 

Error) 

EQ5D index score .705 (.063) .672 (.087) 

Any Major Physical Health Issues 90.0% 70.0% 

Any Mental Health Diagnosis 80.0% 80.0% 

Substance Use Disorder Level 

   None 

   Mild 

   Moderate 

   Severe 

 

0% 

30.0% 

20.0% 

50.0% 

 

30.0% 

20.0% 

10.0% 

40.0% 

Substances of Use 

  Alcohol 

  Marijuana 

  Cocaine 

  Opiates 

 

80.0% 

70.0% 

40.0% 

50.0% 

 

70.0% 

60.0% 

10.0% 

40.0% 

N=10 

 In each interview participants were asked the following five questions (along with 

a number of probes to further the conversation). The questions asked of participants 

sought to explore the constructs for treatment engagement as set out in the model for 

health and treatment engagement (See Figure 3), and to contextually ground the 

quantitative relationships which examined both the direct and indirect relationships 
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between health, motivation and treatment engagement of substance using offenders. The 

full version of the interview script is available in Appendix D. 

1. In your first survey you indicated that you had experienced some 

difficulties with your day-to-day health – particularly in regards to 

mobility/usual activities/self-care/anxiety or depression/ pain or 

discomfort. Can you tell me more about why you were having these 

difficulties?  

2. In the first survey you indicated that you had used drugs in the year 

before that survey. Thinking back, did that drug use affect your day to 

day life, including your health? If so, how did it affect your day to day 

life?   

3. The original reason you were asked to participate in the survey was 

that either probation or the court had asked you to participate in a 

drug treatment program. Did you start that program? If not: Why 

didn’t you start treatment? 

4. Thinking back, how motivated did you feel to go to drug treatment 4-6 

months ago?  

5. Are there any other issues or concerns which have affected your 

experience with drug use treatment while under supervision? If so 

what are those and why? 

 

Below I outline the major themes that arose from these interviews, particularly as they 

pertain to their health and/or treatment experiences. 

 

Community Supervised Offenders’ Health Experiences and Health Consequences 

Almost all participants experienced both physical health and mental health issues 

over the course of the study. Physical health issues tended to be long term conditions or 

old injuries that resulted in chronic physical challenges. The impact of these physical 

health difficulties varied depending on the severity of their health issue. Physical health 

often interfered with their employment. For one participant this meant the loss of his full-

time employment, due to developing a neuropathy in his hands that made him unable to 
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fulfill the labor requirements of his job. He subsequently also became homeless as the 

neuropathy worsened and he was unable to find new employment.  

For multiple others their physical health forced them to limit the work they took 

on, or to continue to try to work through varying degrees of pain and discomfort. 

Trevor15, who had been in a car accident a few years previously, experienced pain when 

standing too long or having to walk around or be in bent positions for a long time. 

Trevor: Jobs that I can get involve me doing a lot of heavy lifting and 

moving around. 

Interviewer: So it's hard to find work? Are you able to find work?  

Trevor: I do a lot of odd jobs...I got a cement job coming up. Imagine how 

that's going to feel. 

 

Mental health disorders were also chronic or recurring issues for most of the 

participants. Many participants identified their mental health disorders as something that 

have been a part of their life for many years. Multiple participants discussed feelings of 

lowered energy, a desire to avoid other people and going out, as well as difficulties with 

sleep and feeling stressed. Participants described the severity of these feelings as 

changing day to day. Ryan referred to this as a ‘light-switch’ where on bad days he 

isolates himself and does not want to go anywhere. Kevin stated that as a result of his 

feelings of depression, he “really couldn't do much” and he “would just sleep during the 

day or probably take a Motrin or something.” 

For some participants, acute incidents either are the cause of new feelings of 

anxiety and depression or a trigger for an existing mental health condition. Four 

participants indicated that their feeling of depression stemmed, at least in part, from a 

recent death (or deaths) of loved ones. These deaths were often premature or due to 

                                              
15 All names used herein are pseudonyms 
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unnatural causes, thus potentially more jarring as they were unexpected. For example, 

one participant had lost two of his children to gun violence in the year preceding the 

interview, one participant’s wife had died recently while they were living on the street 

and one participant mentioned losing multiple friends.   

Another source of acute feelings of depression and anxiety was the legal 

requirement to be in treatment. Referring to his treatment court sanctions, Derek stated: 

I believe this legal issue has contributed a little bit to the anxiety as well... 

Yeah, the whole experience. Just because it's actually taking me away 

from work. I can't work right now because of all the hours that are 

involved. All the days, I mean it's three days I'm in treatment. Two days I 

have to come down here to take urine. So, it's five days a week. So that's 

very stressful. I have to take care of my parents because they're a little bit 

older. It's just a lot of stress for me. 

 

Stress due to balancing personal and social needs was echoed by multiple other 

interviewees. Other participants discussed losing a good job due to time conflicts with 

treatment, or worrying that they will be jailed when they go for their meeting with their 

probation officer since they have missed some sessions of treatment because they were 

working or dealing with their children. While reflecting on the process of attending 

treatment while on probation, Reggie said:  

Reggie: Yeah well. It just stresses you out sometimes.  

Interviewer: The process itself?  

Reggie: Yeah, yeah. It stresses you out. I got to go see this probation 

officer, sometimes you will never know the day, that’s when it gets you, 

you may not be walking back out of that building.  

 

Often physical health issues were another source of personal stress that impacted the 

mental health of the participants. Jim discussed how the lack of clarity in diagnosing his 

physical health condition and trying multiple medications without successfully treating 

his pain was contributing to his feelings of depression and a feeling that he should just 
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stopping trying. Though not explicit, many of Jim’s comments on his inability to address 

his pain suggested deep depression and a desire to give up:  

Jim: I feel like...I'll be honest with you. I feel like I'm a guinea pig because 

they're giving me all these different types of drugs to test and none of 

them...are working for me so it's like that's making me even depressive. 

Interviewer: It's a frustrating experience. 

Jim: Yeah, it's frustrating because it's like, "Dang. Alright. I'm putting my 

faith in you. You saying we're going to try this. I'm telling you this is not 

working, and you still want to keep me on it. Alright. We're just going to 

up the dosage." No. If it's not working, it's not working. It's like now it gets 

me to the point of "What the hell?”... Now it's pushing me to the point 

where I don't want to take nothing. I just want to go ahead and go out.  

 

The Relationship between Health and Substance Use 

 

 For the majority of the interviewees, their substance use was instrumental (or at 

least it was at the time they initiated their use). The majority of participants cited their 

health, whether mental or physical, as one of the reasons they used. Mental health was 

frequently cited as a reason why they used. Marijuana usage was often discussed as a 

means of facilitating sleep, to stop racing thoughts at night, to help cope with day-to-day 

stress management, and for one participant, who had ADHD, to slow down and focus. 

Participants stated they use alcohol and opiates for similar reasons: to ‘dull’ or ‘numb’ 

feelings of anxiety and depression. When describing why he used, Ryan stated that his 

drug use was related to his anxiety, but acknowledged that he knew this was not a long-

term solution.   

Interviewer: Would you say your use had a lot to do with the anxiety and 

depression?  

Ryan: I was like, self-medicating. Because you can like basically numb it 

yourself, so I didn’t feel nothing. 

Interviewer: Yeah. And did it work? Did it feel like it helped? 

Ryan: It did for a little bit. Just like everything else.  

Interviewer: Yeah, but it doesn’t work long-term. It’s not a long-term 

solution.  
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Ryan: It worked for a little. But then after, the problems are still there. So 

then what do you do? You use more, you do more. 

 

For those who associated their misuse with physical pain they discussed their alcohol, 

opiates and marijuana a means of dulling or reducing physical pain. One participant 

credited her crack cocaine use with providing her with the energy to overcome her 

exhaustion associated with her HIV infection. However, all participants who cited a 

physical health reason for using, also cited a mental health reason for using. Thus, in 

many ways using may have been a ‘two birds with one stone’ solution to their health 

problems.  

 An interesting element of most of the instrumental users’ perceptions of their 

substance use was their awareness that using was only a stop-gap, and ultimately was 

doing more harm to them. The primary cocaine users felt that they were already 

experiencing health consequences from their former drug abuse. Jessica described how 

when she got clean from cocaine use, her health problems which cause fatigue and 

immune system weakness caught up to her. 

I couldn't function. It was almost like being a heroin addict and I'm not a 

heroin addict. Some heroin addicts … they go through a withdrawal and 

their body goes through all types of changes and everything and if they 

don't have it they can't do anything. They can't move, they can't do 

anything without it so basically, I was almost dependent on it.  

However most of the marijuana users had a different perspective on their drug use 

than the other drug users. With the exception of one marijuana user who felt that his 

marijuana use was problematic since it made him just want to stay home and sleep 

instead of socialize, the remaining marijuana users were ambivalent about whether 

marijuana was a problem in their lives beyond the current legal consequences. Marissa 
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felt that her marijuana usage had little impact on her life both when she was using and 

after she got clean. 

Yeah, I'm actually clean now. Maintaining to stay clean. I don't see much 

of a difference. It doesn't withdraw or take [away] from me doing daily 

activities, from taking care of work, daily routines and stuff. It doesn't stop 

me or give me the urge to have to smoke or have drugs in my system to be 

able to continue with daily life routine. 

Another participant who had long term chronic pain stemming from nerve damage due to 

being shot over a decade ago and falling off a roof doing a contracting gig, was adamant 

that although his former PCP usage was problematic, his marijuana usage helped 

substantially with his injury. He articulated that although he was not using marijuana now 

to be compliant with probation, he was considering legally obtaining medical marijuana 

as soon as he finished probation to deal with both his pain and arthritis. 

Interviewer: So, you aren't currently using marijuana now. 

Carl: No, because I'm on probation... Yeah, so I'm almost done. 

Interviewer: Congratulations. 

Carl: I'm almost done with my program also. God's willing if I keep this 

up then —Even the doctor had told me that I could be a candidate of 

getting a card so then I could get it legally— 

Interviewer: To get medical marijuana. 

Carl: — for my arthritis and for my little pain that I be having because it 

does help out. 

 

Health and Motivation for Substance Use Treatment 

 Motivation to address their substance use behavior varied across participants, both 

when they began treatment and at the time of the interview which was approximately four 

months after they were to start treatment. Only a few participants indicated that they felt 

motivated to change their substance use behavior at the start of treatment, suggesting that 

without the coercive component of probation or treatment court many of these individuals 
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would have continued their substance use behavior. However, at the time of the interview 

all but two participants felt motivated to participate in their treatment. 

Some participants’ health status appeared to be at least indirectly linked to their 

motivation for treatment, although not always in the same direction. For example, a few 

of the participants, who indicated that they were self-medicating with marijuana or 

opiates to address their mental health issues, were aware that their use was not a long-

term solution for their mental health. They were either ready to start treatment prior to 

beginning the treatment program, or became ready over the course of treatment, such that 

they now saw that their mental health needed to be addressed in ways other than 

substance use. Ryan shared that he felt ready for treatment because he was tired of using 

drugs to address his anxiety and depression. 

Interviewer: Alright, so thinking way back to when we started this. How 

motivated do you think you were to do treatment at that point. Did you 

want to?  

Ryan: Yeah, at that point I was pretty motivated.  

Interviewer: Alright, so you wanted to get clean. Was there anything 

really driving that, or just like…? 

Ryan: Yeah basically just being tired of doing the same thing. It kind of 

sucks when you wake up in the morning and you have to go do some just 

to feel normal.  

Interviewer: Yeah, you sort of feel stuck. 

Ryan: Yeah, pretty much. Like a stick in the mud. 

 

Reggie was less motivated at the start of treatment, and had previously done treatment 

without feeling particularly motivated, but felt grateful for this most recent treatment 

experience, which had motivated him to be able to ‘think with a clear mind now, instead 

of a part mind’.  

In at least one case physical and mental health significantly decreased motivation 

for treatment, as the participant did not feel ready to give up the substance they believed 
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was their main means of coping with both the physical pain of their health condition, and 

the emotional strain they were experiencing related to personal tragedy and frustration 

with their deteriorating health. Jim explained that he ended up dropping out of treatment 

because although he was not using opiates any longer he did not want to stop drinking. 

Jim: It's just that I wasn't ready to give up alcohol at the time because 

alcohol's my crutch.  

Interviewer: It was your tool at the time? 

Jim: It still is. I'm not going to lie to you. It still is. I'm not going to sit 

here and tell you, "When I leave out of here, I'm going to go to [street] 

and hang out with my homies and go get drink or go get my drink on or 

whatever the case may be and then jump on a bus and go home." No. 

Interviewer: That's still part of your life. I appreciate you being honest 

with me. That's what's important for us to know.  

Jim: I still use it as a crutch because, first of all, I don't have no pain 

medication. Second of all, I'm dealing with doctors that… don't know the 

answer [to how to treat his pain]. 

 

For many participants, health did not factor into their motivation for treatment. 

Rather their motivation was driven by other personal and social contextual factors. The 

most common motivator was a desire to be free of the justice system and the restrictions 

imposed by their supervision. This was common among participants when reflecting on 

their marijuana usage, most of whom felt that their usage was not particularly 

problematic. This aligns with the quantitative findings which showed that marijuana only 

users were significantly healthier than their peers. Some interviewees stated that they 

were still motivated to attend treatment and not use so that they could finish their time on 

probation or drug court more quickly and move on with their lives. However, for one 

participant, his strong belief that he did not have a problem with marijuana meant that he 

developed a way to ‘game’ probation by only using in the week immediately after their 

probation drug test, and then staying clean three weeks a month to pass the next drug test. 
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This participant would also attend treatment, but rarely participated while there, which he 

knew frustrated the treatment provider, but fell short of the program’s criteria to dismiss 

him from treatment. 

 

The Substance Use Treatment Experience 

 

The treatment experiences of participants were diverse, from successful 

completion of treatment or a highly engaging ongoing treatment experience to treatment 

dropout or minimal treatment participation despite frequent attendance. Numerous factors 

influenced the treatment experiences for the interviewees. These factors can be 

conceptualized as occurring at the individual level, the interpersonal level and the 

institutional level. As the focus of this study is to determine how health affects treatment 

engagement, I will begin with a discussion of how health (as an individual level 

construct) affects the treatment experience. In the subsequent sections, I will outline the 

other personal factors that influenced interviewees’ treatment experiences, how inter-

personal relationships with agents of the treatment and correctional systems influenced 

their treatment experiences and finally, how the system’s structure (or at least their 

perception of the structure) of these agencies influenced their treatment experience.  

Health and the Treatment Experience 

For a number of the interview participants, health played a role in their substance 

use treatment experiences. However, the relationship between health and treatment 

engagement was complex, and varied along three interconnected dimensions: (1) whether 

their health issues were mental or physical (or both), (2) the severity of their health issues 

and (3) their motivation for substance use treatment. Although it requires more in-depth 
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examination, the construct of individual resiliency also appeared to mediate, at least 

sometimes, the relationship between these constructs. 

For participants who were at least somewhat motivated — in so far as believing 

their substance use to be socioculturally, if not physically, problematic — health 

characteristics can either improve or inhibit treatment engagement. For the most part 

participants who were dealing with primarily mental health issues seemed to have more 

positive experiences with treatment, assuming that they believed that they needed 

treatment. This seemed to be related to the fact that treatment providers worked not just 

on offenders’ substance use behaviors, but often helped them address their mental health 

issues. When discussing his experiences with his treatment program, Kevin stated:  

Kevin: It's good because there's one person in there that I can really sit 

there and talk to and she'll understand because she's the person who does 

my one-on-one's with me. I can really sit down and she'll understand 

where I'm coming from. 

Interviewer: Would you say that this woman is also a big part of helping 

you deal with your earlier drug use and some of those anxiety and 

depression issues? 

Kevin: Actually, I had a problem with my anger and she really helped me 

deal with my anger. 

 

Derek also stated “this treatment process has helped in the way to where it has gotten 

[him] sober and [he] is thankful for that.” He then attributed his reduced depression 

symptoms to his increased motivation to change his substance use behavior through 

treatment saying, “It's definitely increased my motivation. I do see a huge improvement. 

Like I said, the depression subsided. My motivation is definitely much better than what it 

was by far.” 

  Conversely, physical pain tended to negatively impact people’s ability to engage 

in treatment. For participants with mobility issues, getting to treatment as frequently as 
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they were required to attend treatment was very difficult. Reggie had substantial joint 

pain and required a cane to walk. The frequency of the treatment schedule along with his 

work schedule would aggravate his joint pain and leave him exhausted which resulted in 

him skipping some treatment sessions, despite generally finding treatment beneficial to 

both his mental health and his substance use behavior. Both Reggie and Trevor, who 

suffered from back pain, noted that treatment program-provided subway tokens were key 

facilitators to getting to treatment and worried that the changing of the subway system 

from tokens to swipe cards will make attending treatment even harder for them.  

 Severity of physical and mental health pain appears to also impact whether 

participants can engage in treatment. Despite awareness that his drinking was doing him 

long-term harm, Jim left his treatment program because he did not feel like he should 

“fake it to make it” through treatment when he was continuing to drink daily to deal with 

his physical pain from neuropathy and his depression stemming from both his pain and 

the recent death of his wife.   

 An interesting construct that arose in the first cycle coding of the transcripts was 

the role of resiliency in people’s ability to engage with treatment.  Resiliency is defined 

as “the process of coping with adversity, change, or opportunity in a manner that results 

in the identification, fortification, and enrichment of resilient qualities or protective 

factors” (Richardson, 2002). For some participants both mental and physical health 

difficulties, which could attenuate the commitment to the treatment process, did not. 

Aaron, who had three herniated disks in his back, discussed that although his back 

sometimes hinders his activity, he tries to push through and attend treatment and continue 

working at his job. For Jessica, who was coping with immune deficiencies associated 
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with HIV, recently found out that she may have a form of HPV-related cancer, and 

acknowledged these difficulties, but exhibited a strong resolve to continue her treatment 

journey and not relapse.  

Jessica: Yes, and my immune system is a little weaker being as though I 

have this new health issue going on. 

Interviewer: Absolutely. So, now it sounds like physically you're going 

through a lot of stuff with the — 

Jessica: And mentally, you know what I mean? Here and there, but I'm 

coping. 

Interviewer: You feel like you're coping alright? 

Jessica: Yes. I know that relapse is not the answer. 

 

Personal and Social Influences on the Treatment Experience 

 

Although relationships between health and participants’ experiences in substance 

treatment have been discussed above, a few other individual level factors were often cited 

by participants as significantly contributing to their treatment experience. These factors 

can be split into internal and external individual influences on treatment. 

Motivation for treatment (which may or may not be driven by the health of the 

offender) was a critical internal component that influenced treatment engagement, similar 

to the findings identified in OLS regressions on in-treatment and the indirect relationships 

identified in the treatment attendance path analysis. For participants who did not believe 

that they had a problem whatsoever, engagement was low. Trevor stated “[his] drug use 

doesn't affect nothing in [his] life except for the ones around [him].” He went on to 

explain that his use does not get in the way of him doing daily activities and he can stop 

for long stretches of time. Thus the only problem stemming from his smoking was other 

people’s beliefs that smoking marijuana is bad. Given that he believes that his use is not 

problematic, it is perhaps unsurprising that his interpretation of the treatment experience 
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was “a waste of [his] time” and “a waste of the government’s money”. Thus despite 

Trevor attending the majority of his treatment sessions, his buy-in and participation were 

very low.  

Motivation also changed over time: for some participants, motivation grew 

through participation in the treatment. Reggie discussed how this treatment experience 

differed from previous attempts at treatment for his substance use. 

Interviewer: In the past, did you feel less motivated, and this time you felt 

more motivated?  

Reggie: Last time I was in another program and there was a lot that I 

could get away with. You know what I mean? I mean I could have but I 

didn’t. But this one is more I guess, like, more aggressive.  

Interviewer: Stricter? 

Reggie: More, not bad, in a bad way. But more you know, you want it. 

They will make you want it, you know what I mean? They do the right 

stuff, the things they say and the opportunities they do.  

Interviewer: And you feel like they care more?  

Reggie: Yeah.  

 

For others, motivation for treatment can wane over the course of the program as their 

other priorities in life grow and/or they feel that they have already achieved and are 

sustaining sobriety. Carl felt that although he previously had a beneficial treatment 

experience, the program he was currently in did not add any extra value as he was clean 

already, stating “I've already got the tools. I already know what to do”. Carl expressed 

that he was still motivated to attend treatment and he would participate as necessary in 

the sessions, but he felt like he was further along than the other participants, and thus was 

just focused on finishing his treatment and moving on with his life. 

 Individual motivation was often mitigated by the personal context of each 

participant’s life and their ability to balance the treatment requirements with these 

competing obligations. As was also identified in the survey results, the most commonly 
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discussed personal context factors were balancing work (and earning an income) and 

taking care of familial duties with the time commitments of treatment. Multiple 

participants lamented the amount of time treatment was taking up in their lives and its 

impact on their employment. Reggie illuminated this difficult balancing act when 

discussing his treatment experience. 

Reggie: It was great. I mean don’t get me wrong, I am about my work 

inside of group…. it helps, and I advise people to go as much as possible. 

And I go as much as possible, once you get me set days. But, these days 

now, is like, my boss was saying to me like, ‘well wow you going three or 

four days a week. And it is like from one to five.’  

Interviewer: So, you feel like the scheduling is...  

Reggie: The scheduling is way hard, and then you want me to come at 

night but I got to get rest and get up early in the morning [for work]. So 

that is in the way. Give me the days that I can come in, and I can go ahead 

and I can still go.  

 

Participants also felt torn about maintaining their family obligations versus attending 

treatment. Aaron had recently missed a number of sessions because he needed to watch 

his younger siblings in the daytime when his mother had her therapy program as the 

siblings were very young and Marissa also had missed a number of sessions when her 

child was recently hospitalized. 

Offender-Agency Relational Influences on the Treatment Experience 

 

 A recurring theme which arose in the discussion of participants’ experience with 

their mandatory treatment program, was their interpersonal relationships with both agents 

of the treatment programs and the criminal justice system (whether they be treatment 

court staff or probation officers). The nature of these relationships significantly 

influenced whether the participant felt their treatment experience was beneficial and the 

extent to which they were able to engage in the process of addressing their substance use 
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behavior. With regard to treatment providers, participants discussed both the importance 

of their therapists’ perceived competency and the importance of having a therapist that 

they could confide in and trust. Ryan noted that his counselors did a good job and “they 

definitely gave me, like, a different look on things, you know what I mean? A different 

way to like, look at everything. Instead of just looking at it all negative.” Multiple 

participants discussed how important it was to them that their counselors understood 

where they were coming from, and particularly seemed to like having a counselor who 

had their own addiction experience. Jessica explained why having a counselor who could 

relate to her addiction was helpful for her treatment experience. 

She was almost like part of the group. You wouldn't even think that she 

was the therapist until she actually helped you with something or corrects 

you about something or how to deal with something. Other than that, she 

was one of us. She would tell her stories and things like that. It was 

awesome. That's what made her a good therapist because here it is, you're 

not actually telling us how to live and what to do and what not to do and 

helping us with what we're going through, you're actually giving us your 

experience and blending in with us so we can better understand you and 

so we can open up to you more so you can better understand us. So, yes, 

it's pretty cool. 

 

Participants discussed their initial difficulties in opening up to treatment 

providers, but how helpful it was once they were able to do so. Kevin stated that it “took 

a little time, but [he] opened up to [his] counselor” who was then able to help him work 

on his anger issues. Aaron discussed how helpful it was to have someone he felt he could 

reach out to when he was having difficulties.  

He's actually awesome. He helps me a lot. You know, he talks to me 

whenever I need to be talked to, whatever I need to talk to him about he'll 

talk to me. He's just there for me and I try to be there for him, to make it to 

treatment court. It's very hard because I got a lot of stuff going on but he's 

okay, he's good. 
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 Participants also acutely felt when they had negative relationships with their 

treatment provider. When comparing his experience at his previous treatment program 

where he felt supported, Carl discussed holding back from speaking because “[he was] 

not too sure if they [were] there for the help-wise or for, like I always say, a paycheck.” 

Trevor also discussed that although he thought his current counselor was fine, he believed 

she was ‘just there for the [pay] check’. It is possible that this lack of connection with his 

counselor influenced his low motivation to change, or conversely his low motivation to 

change made it harder for him to develop a positive relationship with his counselor. 

 Relationships with probation officers and treatment court case managers were also 

important to participants’ treatment engagement. Treatment court participants discussed 

being able to bring up issues they were having with the program they were in to their case 

managers or to the treatment court judge. When Marissa was dealing with her child 

getting sick and missed a couple of treatment sessions, she was happy that treatment 

court participants are supported by their case managers. 

With the case managers that we have, we are able to communicate with 

them and let them know as far as if we're going to miss a day, as far as 

appointments and stuff like that. So long as we stay in contact with our 

case manager, everything's fine. 

 

Relationships with probation officers were more mixed. One interviewee, Jessica, 

was very happy with the support provided to her by her officer, explaining how he 

worked hard to help her get clean and into a treatment program. 

Then when they got me in [specialized probation], [probation officer] 

realized that I was going to keep using and using and they understood 

what I was going through so [probation officer] was trying to help me and 

so he pushed it rather than...He knew my next urine was going to send [me 

to] jail so he pushed it and told me to pack my stuff, bring my stuff down 
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there and they were putting me in a program and if I didn't come they 

were locking me up and that's how I got back in the program.  

 

While other participants thought their probation officers were ‘good guys’ and generally 

wanted them to succeed, multiple participants indicated feeling nervous in their 

interactions with their officers and the probation system. For some this meant that every 

time they went to probation they feared they could be incarcerated because they missed 

some sessions. Others felt like they could not tell their officer that they had relapsed since 

it would lead to getting arrested, so they ended up absconding. Ryan detailed his own 

struggle with deciding whether or not to confide in his probation officer when he had 

relapsed but wanted help.  

Interviewer: Would it have been helpful to have a probation officer who’s 

like “hey, you’re dealing with this, let me see if I can get you a counselor” 

or something like that? 

Ryan: I mean, it would probably be good. But then again you really don’t 

know because it’s probation officers, so— 

Interviewer: It’s harder to trust them?  

Ryan: Yeah, exactly. Like if you slip up. You know what I mean? Like the 

one time like, I didn’t report and I got absconded. Because I’d started 

using, and they were like “well why?” And like, you trust a probation 

officer enough to like go to them and be like “hey, so and so. I slipped up, 

can you help me?” Because most of them will just be like “oh yeah sure” 

and then push the little button on you and get you locked up.  

Interviewer: Do you feel like the experience you’ve had has been mostly 

like, you slip up, you’re just going to go to jail? 

Ryan: Pretty much… Yeah, it’s like what do you do? It’s like you want to 

trust them, you know what I mean, you want to, but it’s like the reality of 

the situation. They deal with it so much, and so many people that’ll do 

that, and say that, and they know they’re just bullshitting so they just don’t 

even try. 

 

These relationships seem to have a substantial effect on the kinds of experiences 

offenders had with treatment and with coping with their SUD-related issues, whether this 

was because of access to particular services, or more a reflection of the stability and trust 

within their interpersonal relationship. 
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Systemic Influences on the Treatment Experience 

 

 Finally, system-level factors had a substantial influence on how participants 

perceived their treatment experiences, and the extent to which they were able to engage 

with treatment. These system level issues applied to both the treatment programs 

themselves and the justice system’s regulation of participants in treatment. Although 

most interviewees were happy with the content of their treatment programs overall, two 

major issues were brought up multiple times as significant challenges to treatment 

engagement. First, nearly all participants felt that the time commitment required in court-

ordered treatment was too much and lasted too long, and second, the treatment programs 

themselves experienced such high staff turnover that they felt like their ability to 

participate was at least temporarily hindered. 

Most participants at least began treatment attending one weekly appointment for 

one-on-one therapy and three group sessions a week, each of which lasted a couple of 

hours. As discussed previously, many participants found this time pressure interfered 

with their work or family, and in some cases, affected their mental health because they 

were struggling to balance all of these at once. Reggie discussed the need for more 

flexibility in the timing of treatment to accommodate his work schedule. Derek, who had 

previously been in a different treatment program and was switched to this program at the 

start of the study stated, “if I was still at the other treatment facility right now, I'd be 

stepped down to OP level, outpatient- to where I'd be going once a week.” This was a 

major frustration for him since he was not working currently due needing to travel and 

attend treatment sessions and provide urinalysis between 3 and 5 days a week. Although 

these logistical difficulties could be somewhat mitigated by programs that provided 
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tokens so at least participants did not have to walk or pay their way to treatment, this 

remained a substantial issue for most participants. 

 The second major system level issue that affected participants’ treatment 

engagement was the high level of staff turnover at many of the treatment programs where 

survey participants were referred. Multiple participants mentioned having to build and 

then rebuild rapport with a new therapist or counselor. Carl noted that the lack of 

‘stability’ in program staff was impacting how much he participated in treatment. 

Carl: Well, like I said, the counselors there, it changes too much. And I 

don't even know what counselors, mental counselors there now. 

Interviewer: You don't have a clear idea of who you're partnered with? 

Carl: So like I said, they change it so much that I don't want to be putting 

my thing out to every single body. I just want to speak to that one person, 

grow that bond with, and be trustworthy to talk with over the things in life. 

 

These changes to counselors were felt by multiple participants both coming from 

treatment court and from probation. While most were able to adjust to the changes, they 

noted that these transitions were challenging. Reggie, when asked about whether he felt 

like he’d developed a personal relationship with any counselor, discussed these 

challenges of having to restart building trust with a new counselor. 

Interviewer: Do you feel like you have a personal relationship with any of 

your counselors?  

Reggie: Well, the last one before this one, I really trusted, this big white 

guy, he was my man you know what I mean? He was a good counselor, I 

miss him…Because he stepped up.  

Interviewer: And then he moved, he got promoted? He moved along 

somewhere else?  

Reggie: Yeah.  

Interviewer: Was it difficult when that happened, when he moved on and 

you had to switch?  

Reggie: Yes, because I trusted him, so now with him gone, I had to open 

up again. You know what I mean?  

Interviewer: And it’s difficult?  
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Reggie: That is difficult! You know, how it be sometime I may cry, 

sometime I may laugh, sometimes I just get mean-like.  

 

Marissa discussed how staffing and other program changes had been happening at her 

treatment program and, although she felt like things were settling into place and 

normalizing, it is clear that these changes have an impact on how participants engage 

with their treatment sessions. 

Marissa: There was a couple of changes in the program within like the 

past month or two. So, everybody's still adapting to change, but now 

everything's getting situated. 

Interviewer: And settling into a new— 

Marissa: Everything's settling into a new pattern, but at first when the 

change did start it was a bit difficult for a few of us, for the time change 

and adapting to new counselors and new people. 

 

These interactions between the participant and the system in which they were required to 

attend treatment, appeared to have substantial consequences on how participants engaged 

with their treatment and on the progress that they made during the months between their 

initial survey and their interview.  

 

Summary of Qualitative Findings 

 
 Most participants experienced both physical and mental health difficulties to 

varying degrees. These health issues had substantial personal and social consequences. 

For some participants drug use was the mechanism by which they had sought to address 

their physical or mental health issues, although most participants acknowledged that this 

was not a long-term solution to their health problems. Most participants saw their 

substance use as problematic —either in terms of their health or in terms of the social 

consequences. However, most marijuana users did not see their drug use as problematic 
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beyond the current criminal justice consequences. Rather some cited marijuana usage as a 

means of addressing physical health concerns or managing life stressors. 

Treatment experiences of participants were influenced by individual level 

considerations like their substance of use, how severe their health problems were and 

how motivated they were to engage in treatment. Harder drug users were more cognizant 

that their drug use was problematic, and typically they were more motivated to change. A 

desire to address health issues, particularly mental health, often increased participants’ 

commitment to treatment, but physical health issues were sometimes a barrier to 

attending that treatment. Logistic barriers were also a substantial issue in this sample. In 

particular balancing family, employment and treatment requirements was challenging for 

most interviewees. One of the most important factors facilitating treatment engagement 

appeared to be the therapeutic relationship between participants and their treatment 

providers and their probation officers, case managers, or judge. Where there were 

positive relationship participants appeared to be more committed to attending, 

participating and buying into the treatment goals. They tended to feel more supported and 

able to seek help from these agency representatives to help them do better in the 

treatment process. Institutional level factors also influenced the treatment experience for 

participants, the intensive long-term time commitments of treatment were very 

challenging for participants as they struggled to balance these requirements with the rest 

of their personal responsibilities. Participants also struggled with programs that 

underwent substantial structural and staff changes. Although institutions did sometimes 

offer some means of facilitating treatment, for the majority of participants there appeared 

to be more barriers to treatment than facilitators. In the following chapter, I discuss these 
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qualitative findings in light of the quantitative analyses presented in Chapter 4 and 

present implications for both our understanding of community-based offenders’ health 

and for engagement in mandatory substance use treatment. 
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CHAPTER 6 

DISCUSSION 

 
The aim of this dissertation research project was to answer the following 

questions about community-based offender health and substance use treatment: 

RQ 1: What is the general health profile of substance-using offenders 

supervised in the community? 

RQ 2: What is the relationship between HRQOL and treatment 

engagement? 

RQ3: Does the type of community supervision of individuals with SUDs 

affect treatment engagement? 

 

Main Findings 

 
The key takeaways deriving from both the quantitative and qualitative results 

indicate a number of insights regarding health and SUD treatment among community-

based offenders. Before addressing the three research questions outlined above, two 

incidental findings must be highlighted as they substantially shaped the interpretation of 

the data, and in and of themselves have important implications for this research. First, a 

sizable minority of participants did not meet the criteria for a SUD, despite their 

mandated SUD treatment requirement. Second, and relatedly, nearly half of the 

participants in the study were marijuana-only substance users. As a result, substantially 

healthier individuals with less serious substance use needs were included in the sample 

than was to be expected from a group of individuals participating in mandated substance 

use treatment. Thus, in many ways the interpretation of the results regarding the main 

research questions of this dissertation are at least partially colored by these incidental 

findings. 
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 The main findings of this study are as follows. First, although this sample was 

healthier than anticipated, there were still a number of health issues affecting the lives of 

the study participants. It is particularly notable that the sample experienced substantial 

mental health issues which affected their day-to-day well-being. Furthermore, a sizeable 

number of participants experienced multiple health issues across multiple kinds of health 

concerns concurrently. With regards to the relationship between HRQOL and treatment 

engagement, limited support for this relationship was found. However, the unexpected 

relative healthiness of the sampled group again rendered it difficult to properly test 

HRQOL as there was less variation in this measure than anticipated. That being said, 

health more broadly does appear to be related to treatment engagement, as various 

measures of health were associated with both treatment engagement outcomes and 

qualitative findings on treatment experiences. In particular, having syndemic health 

concerns appear to have a potent impact on how participants did in treatment. Finally, 

results indicated that there were differences in outcomes, to some extent, between 

participants supervised by the Philadelphia Treatment Court and Philadelphia Adult 

Probation and Parole; these differences seemed to affect treatment retention more than 

treatment attendance or the quality of their treatment engagement. However, it is also 

worth noting that differences in the participants between these two agencies— 

particularly the fact that such a large proportion of the drug court was populated by 

marijuana-only substance users — may again drive some of these agency differences. 

The implications of these findings as they relate to the existing literature are discussed in 

greater detail below.  
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RQ1: What is the General Health Profile of Substance-Using Offenders Supervised in the 

Community? 

 

Two hypotheses were posited about the health profiles of substance-using 

community-based offenders. Below I detail the results in response to each hypothesis in 

light of the existing literature on health among offender populations.  

Hypothesis 1a: Probation and drug court participants with suds will have lower levels of 

overall HRQOL than the general public based on a national sample of HRQOL. 

 

Although many of the sampled offenders were experiencing health issues, they 

did not have significantly worse overall health when compared to the general U.S. 

population, as established in the norms set out for the EQ-5D instrument by Szende and 

colleagues (Szende et al., 2016) and Luo et al. (Luo et al., 2005). The relative healthiness 

of this study’s sample may be due to over-representation of men and younger people, as 

both subpopulations had higher HRQOL levels in the nationally representative samples 

of Luo et al. (2005) and Szende et al. (2016). Furthermore, this sample contained many 

more marijuana-only users than was to be anticipated in clinical outpatient treatment 

programs. Although overall HRQOL was not significantly different in this sample as 

compared to the U.S. norms, one dimension of HRQOL was significantly different: levels 

of anxiety and depression. This finding supports similar evidence among primarily prison 

populations that indicates rates of anxiety and depression at substantially higher levels 

among criminal justice population than among the general public (Fazel et al., 2016; 

James & Glaze, 2006). More details on the nature of these mental health conditions will 

be discussed below in response to hypothesis 1b.  

Hypothesis 1b: HRQOL will be correlated with several critical covariates found in the 

SUD literature pertaining to justice populations. 
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 Lower HRQOL will be associated with having mental health conditions, having 

more physical health conditions, having more extensive substance use treatment 

needs and experiencing lower motivation for treatment 

 Lower HRQOL will be correlated with key demographic characteristics including 

lower SES, and non-white racial self-identification. HRQOL will decrease with 

age and arrest history. 

 
This study found that mental health and physical health conditions and symptoms 

were associated with lowered HRQOL, but substance use associations were more limited 

and complicated. Associations between participant demographic characteristics were also 

limited. Further details are discussed below. 

Mental Health and HRQOL 

The one dimension of HRQOL where this sample experienced significantly 

greater difficulties than the general public was their daily experiences of anxiety and 

depression. Around half had diagnosed mental health disorders and nearly two-thirds had 

a diagnosis of a mental health disorder or were symptomatic of a mental health disorder.  

The rates of mental health disorders and symptoms are comparable to previous studies of 

incarcerated populations’ rates of mental health symptoms (James & Glaze, 2006) and 

were higher than that of previous studies of general probation populations (Feucht & 

Gfroerer, 2011). To some extent, it is unsurprising that many participants in this study 

had mental health issues, given that previous research has demonstrated that offenders 

with SUDs are more likely to have mental health disorders than their non-SUD peers 

(Lurigio et al., 2003).  

It is worth noting here that both the APPD and the Philadelphia Court of Common 

Pleas have specific units (or specialized courts) for people with mental health issues, but 

participants in this study were not recruited from mental health specific supervision units. 

Although treatment court and some of the probation units offered specialized services, 



167 
 

 

these services were primarily focused on substance use needs. Thus, there are likely 

many individuals not receiving sufficient care for their mental health while enrolled in 

their required SUD treatment. This is particularly concerning for offenders with severe 

mental health disorders like mood disorders, PTSD, and severe anxiety and depression. 

These major mental health disorders (or disorders at this level of severity in the case of 

depression and anxiety) are often characterized as ‘severe mental illnesses’ that require 

robust management, particularly when combined with a SUD (Drake, Mueser, & 

Brunette, 2007). Qualitative data appeared to support this finding, as individuals with 

more severe mental health disorders were struggling with their treatment experience.  

Dual diagnosis treatment is needed for individuals who fall into this category of 

co-occurring SUDs and severe mental illnesses (Horsfall, Cleary, Hunt, & Walter, 2009; 

Wilson et al., 2011).  Although the main treatment providers who partner with both the 

PTC and APPD do offer some dual diagnosis programs, they are limited, particularly in 

outpatient settings. It is likely that many of these individuals were not receiving a dual 

diagnosis-specific treatment program as a part of their community supervision 

requirements. This is potentially problematic as previous research has demonstrated that 

dual diagnosis individuals are more likely to relapse, drop out of treatment, and be jailed 

than their peers without mental health issues (Balyakina et al., 2014; Messina et al., 2004; 

J. Skeem et al., 2009; Wilson et al., 2011). Indeed this likely occured to some extent in 

the sample, as multiple interviewees attributed their substance use behavior to their 

mental health issues, citing use as a means of addressing their depression and anxiety 

symptoms. 
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Physical Health and HRQOL 

Although none of the physical health-oriented dimensions of the EQ-5D 

instrument (mobility, self-care, usual activities, pain/discomfort) were significantly 

different than those of the general public, a substantial number of participants in the study 

were coping with physical health challenges. Over half of the sample had at least one 

physical health condition or recent physical trauma. Some of these conditions occurred at 

higher rates than among the general population and at similar rates to the rates seen in 

other studies of offenders, such as asthma (Vaughn et al., 2012; Wilper et al., 2009), 

whereas other conditions appear to occur at lower rates than in previous studies of 

criminal justice populations such as HIV, and Hepatitis C (Belenko et al., 2004; Fazel & 

Baillargeon, 2011; Festinger et al., 2012; Wilper et al., 2009), diabetes, and hypertension 

(Fazel & Baillargeon, 2011; Wilper et al., 2009).  

The lower rates of sexually transmitted infections may reflect a reporting bias due 

to the stigma of sexually transmitted infections, or a lack of knowledge regarding 

HIV/Hep C infection. The somewhat lower than expected rates of diabetes and 

hypertension may reflect the fact that these conditions typically occur in older people, 

and this sample is relatively young, with a median age of 27. The most common health 

issues reported in this sample (asthma, physical traumas and dental problems) are 

conditions that can affect young people. The particularly high rate of asthma found in this 

sample may also relate to the fact that the majority of participants were marijuana users, 

and the most common mode of ingesting marijuana is smoking.  

Although some of these health issues may seem minor, many of them 

significantly impacted the participants’ day-to-day HRQOL and their substance use 
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behavior. Asthma, dental problems, hypertension and arthritis were all significantly 

associated with lower levels of HRQOL. Qualitative interviewees provided examples of 

how their physical health — for example, arthritic knees or back injuries — made getting 

to work and treatment difficult. In particular, multiple participants mentioned the pain 

they experienced working in unskilled labor jobs due to their existing physical health 

problems, but stressed their need to fight through that pain in order to pay bills and meet 

the requirements of their supervision. Pain-related issues were a common reason 

interviewees cited for their misuse of their substance of choice. Thus, although the 

overall sample did not have worse HRQOL, it does appear likely that for the subsample 

of participants who were experiencing substantial physical health issues, these issues may 

impact their day-to-day well-being and potentially their ability to be compliant with 

supervision requirements including treatment. 

Substance Use and HRQOL 

 The relationships between substance use behavior and HRQOL were more mixed 

than physical and mental health conditions. Having any level of SUD was not associated 

with HRQOL; however, having either a moderate or severe SUD was associated with 

significantly lower HRQOL. Significantly lower HRQOL was associated with opioid use 

and cocaine use at baseline, and only with alcohol use at follow-up. The change in 

significance between baseline and follow-up may reflect the fact that by follow-up 

participants’ use levels had dropped (although not significantly) across most substances, 

and as a result their use may have had less of an effect on day-to-day well-being. The 

significant negative effect of alcohol only at follow-up may suggest that although alcohol 

use decreased slightly between baseline and follow-up, some people may be using it more 
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than other drugs as it is a legal substance (even if a requirement of their treatment likely 

is abstinence from alcohol use) and therefore the consequences for use are lower than for 

illicit substances.  

As was mentioned earlier, marijuana was the most common substance of use in 

the sample, with 78.2% of participants using and 45.5% exclusively using it. Although 

the high rate of marijuana use was not surprising, as this is also the most commonly used 

substance among the general population, the number of individuals for whom marijuana 

was their only drug of use was unexpected, as the eligibility criteria of this study required 

that these offenders were deemed in need of treatment for a SUD. Marijuana use 

disorders (from mild to severe) manifest in only approximately 30% of marijuana users 

(Hasin et al., 2015). Although this still represents a substantial portion of marijuana users 

with some level of SUD, it is proportionately less than for other illicit substances. 

National survey results show that 8.9% of the general public had used marijuana in the 

past year, and 1.5% of the general population were symptomatic of a marijuana use 

disorder (Bose et al., 2018). Thus, having nearly half of the sample with a marijuana use 

disorder is disproportionately high. This may reflect a judicial decision-making culture 

which views marijuana usage more seriously than the clinical diagnosis framework 

provided by DSM-V. 

 Examination of the marijuana use and HRQOL relationship also demonstrated 

that use of marijuana (with or without other drugs use) was not significantly associated 

with HRQOL, and exclusive use of marijuana was significantly associated with higher 

levels of HRQOL, relative to the rest of the sample. This is not surprising, since 

compared to alcohol and other illicit drug use, there are relatively few physical health 
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consequences of marijuana usage, with the exception of irritation of respiratory 

conditions like asthma when marijuana is smoked (National Institute on Drug Abuse, 

2018). There is also the possibility that marijuana users, who were self-medicating for 

pain or mental health issues, were experiencing beneficial effects. Treatment of chronic 

pain is one area of medical marijuana research where there are a number of reasonably 

rigorous studies. Evidence from meta-analyses show a modest effect of marijuana use on 

pain, although very few studies had inhalation (smoking) as the mode of administration 

(Whiting et al., 2015). Evidence on the effectiveness of marijuana use on depression is 

currently limited and of poor quality; therefore, the potential for a beneficial effect of 

marijuana use is lower among individuals who were self-medicating with marijuana for 

mental health reasons than among those who were self-medicating for pain (Whiting et 

al., 2015).   

 Another interesting, and likely related, finding regarding participants’ substance 

use behavior was the fact that nearly a third of individuals appeared to not have a SUD 

based on their results on the TCU Drug Screen. It is possible that this reflects that some 

participants withheld information, were in denial of their substance use problems, or that 

participants who were arrested for marijuana distribution are being characterized as 

abusers without clinical confirmation of a SUD. However, the survey was confidential 

and they were already assigned to treatment at the time of administration so there would 

be no benefit from withholding information, especially in a confidential research survey. 

It is likely that some portion of these respondents were in denial of their substance use 

problem; however, in the validation study of the TCU Drug Screen instrument, only 11% 

of the 18,364 participants were found to have denied having a SUD when they in fact had 
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one (Knight, Simpson, & Morey, 2002). Furthermore, examination of the participants 

who did not appear to have a SUD demonstrated that they were significantly more likely 

to be marijuana-only users. 

 These findings regarding the over-representation of marijuana-only users in the 

sample (and especially within the drug court participant subsample), along with the 

findings regarding the proportion of the sample not manifesting SUDs, suggest that there 

are problems in the screening and/or assessment processes of both agencies. Both 

agencies refer out to external entities to conduct their full clinical assessments, although 

at probation. officers initially conduct an overall needs assessment (based on the George 

Mason University Assess an Individual) to filter who may need further clinical evaluation 

(J. Eidson, personal correspondence, March 18, 2019; M. Schmonsees, personal 

correspondence, Mar 18, 2018). At the Philadelphia Treatment Court the full assessment 

takes place prior to pleading into the court and is combined with legal counsel 

information to determine eligibility (M. Schmonsees, personal correspondence, Mar 18, 

2018). It appears that these assessments may be creating a ‘net widening’ effect through 

their treatment need determination process. This occurs when people who have no or low 

clinical need for treatment are assigned outpatient and intensive- outpatient treatment 

services either as a part of their court plea as an additional condition of probation due to a 

violation. 

The risk principle of Andrews and colleagues (Andrews et al., 1990; Andrews & 

Bonta, 2010) argues that treatment and rehabilitation of offenders should match the level 

of their risk of re-offending. Substance use is one of the main eight dimensions of risk in 

Andrews and colleagues’ Risk-Needs-Responsivity model (Andrews & Bonta, 2010). 
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Research has shown that providing more intensive forms of treatment or rehabilitation to 

low-risk offender populations does not improve their outcomes and indeed, in some 

studies has shown iatrogenic effects (Dishion, McCord, & Poulin, 1999). Dishion et al.’s 

(1999) research found that youth who were exposed to anti-social behavior in group 

treatment with other youth of higher risk than themselves, were more likely to commit 

crimes later in life, suggesting a ‘risk exposure’ effect. One finding which suggests this 

may be occurring with this sample is that marijuana usage decreased between baseline 

and follow-up, but use of synthetic marijuana, generally regarded as a more dangerous 

substance, increased (although non-significantly). 

Researchers have demonstrated that a similar exposure effect takes place among 

substance users in treatment (Marlowe, 2012). Treating non-addicted substance users 

with the same level of care as addicted offenders increases their risk of recidivism 

(Brusman Lovins, Lowenkamp, Latessa, & Smith, 2007; Lowenkamp & Latessa, 2005; 

Wexler, Melnick, & Cao, 2004). In addition to exposure to higher risk substance use 

behavior, scholars cite the time burdens of unnecessary treatment as potentially 

interfering with prosocial behaviors (such as having a job) of substance users with no to 

low substance use issues (DeMatteo, Marlowe, & Festinger, 2006). Multiple interview 

participants, both those who were marijuana-only users and those who used harder drugs, 

expressed concerns over the time burdens of treatment taking away from their 

employment and familial responsibilities, suggesting this was an issue within this sample 

as well.  
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Substance Use Treatment Motivation and HRQOL 

 Only one dimension of motivation for SUD treatment was significantly associated 

with HRQOL: lower levels of HRQOL are more likely to be associated with higher levels 

of problem recognition. This operates in the opposite way to the proposed hypotheses 

regarding HRQOL and motivation. However, these findings are logical given the 

particular dimension of motivation which was significant: problem recognition. People 

who are having mental or physical health problems may realize that their substance use is 

part of why they are feeling unwell, or is an insufficient means of coping with their 

health, and thus recognize that they need to address their substance use. For people at an 

earlier stage of motivation like problem recognition, health problems could decrease their 

ability or willingness to actually change their substance use behavior despite 

understanding that they are problematic behaviors.  

These findings to some extent lend support to the Health and Treatment 

Engagement model proposed in Figure 3. At the start of treatment problem recognition is 

associated with the health status, even if the direction of the relationship is different than 

initially proposed. The significant inverse relationship between health and problem 

recognition was supported in the qualitative interviews as multiple interviewees discussed 

the fact that they knew their self-medicating use behavior was an insufficient means of 

addressing their health.  

It is also possible that these results regarding motivation for treatment and 

HROQL are potentially attenuated by the larger-than-anticipated subsample of 

individuals who were exclusively marijuana users, as these individuals were statistically 

healthier than their hard drug using peers. Additionally, the better than anticipated health 
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may be particularly potent among marijuana-only users who did meet the criteria for a 

SUD. For these individuals who are generally in good health, health is not going to factor 

into their perception of whether their substance use is a problem or if they need to be 

taking steps to change this behavior. For individuals who believe they do not have a 

SUD, and in particular those who are not experiencing any physical or mental health 

consequences of their substance use, it is unlikely that these individuals will feel any 

health-related motivation for treatment. Qualitative interviews suggest that for some of 

the marijuana-only interviewees, participation in treatment was driven primarily by a 

desire to do what they had to do to end their involvement with the criminal justice 

system, not a desire to improve their health and well-being. 

 One interesting descriptive finding regarding motivation for treatment is that 

participants’ motivation for treatment increased significantly across all three dimensions 

between baseline and follow-up. This finding, in conjunction with the reduced substance 

use (although non-significant) and the significant reduction in level of SUD at four-

month follow-up, suggest that treatment does appear to modify substance use behavior 

even relatively early into the treatment process. Evidence from criminal justice and non-

criminal justice studies of motivational techniques in substance use treatment suggests 

that elevated motivation increases treatment retention and treatment engagement (Carroll 

et al., 2006; Rosen et al., 2004). These findings lend some support for aspects of both the 

Health and Treatment Engagement model presented in Figure 3, as well as the TCU 

Treatment Process Model (Simpson, 2006), since both posit that participants who 

experience increased levels of motivation should have higher levels of treatment 

engagement.   
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HRQOL and Syndemic Health Status 

 As discussed in the literature review, syndemic health is a construct for 

understanding the compounding effects of multiple health conditions within the 

contextual circumstances which facilitate their development (Singer et al., 2017). In this 

study, I examined whether there were significant consequences on health and well-being 

and treatment engagement (discussed below) as a result of having a syndemic health 

issue comprised of a moderate to severe substance use disorder, a diagnosed mental 

health condition, and a physical health condition. Participants in this study who met these 

basic criteria for a syndemic had significantly lower HRQOL than those who did not have 

meet these criteria. Interviewees who had multiple health issues and more serious SUDs 

also seemed to have particularly hard transitions starting treatment and/or staying in 

treatment while trying to cope with multiple health issues. The interviewees’ stories also 

lent credence to the concept within syndemics that the compounding effects of multiple 

health difficulties in a context of social vulnerability can exacerbate the health problems 

these individuals are experiencing (The Lancet, 2017). These findings suggest that 

although the Health and Treatment Engagement model may identify that multiple aspects 

of health may influence treatment engagement, research on more recursive relationships 

between types of health difficulties (mental health, physical health and substance use) is 

needed.  

HRQOL and Other Critical Covariates 

 Bivariate relationships between HRQOL and the theoretically relevant 

demographic covariates returned limited significant results. Arrest history, race and 

socio-economic status did not influence health at the start of their treatment experience. 
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Only age significantly decreased HRQOL, such that older participants had poorer day-to-

day health. This finding aligns with the bulk of HRQOL research in general populations 

(Luo et al., 2005; Szende et al., 2016). It is worth noting, however, that by the follow-up 

interview, lower SES status appeared to also be associated with lower HRQOL, which 

suggests support for the qualitative findings that some participants struggled balancing 

their health issues, especially mental health issues, with their other life obligations like 

employment and family, and aligns with the literature regarding the health consequences 

of lowered socioeconomic status (Braveman et al., 2005; Thoits, 2010). 

 

RQ2: What is the Relationship between HRQOL and Treatment Engagement? 

 RQ 2 sought to understand if and how health, as understood through the construct 

of HRQOL, was related to the substance use treatment engagement of community-based 

offenders.16  

Hypothesis 2a is presented in two parts: (1) HRQOL will fully mediate physical health 

and partially mediate mental health, criminal history, substance use history, and SES and 

(2) HRQOL’s relationship with treatment engagement will be partially mediated by 

motivation for treatment.  

 

In-Treatment 

 With regards to the proxy measure for staying in treatment, the results from both 

logistic regression and path analyses present limited support of the HRQOL- in-treatment 

relationship when examined with the full sample of participants. First, based on the 

                                              
16 Initially three treatment engagement outcomes were identified for analysis: an in-

treatment proxy variable (comprised of public records on jailing and absconding reports 

as well as self-identified treatment dropout), self-report treatment attendance, and self-

report treatment participation. Due to attrition at follow-up and the non-normal skewness 

and kurtosis of the treatment participation variable, no models could be presented on the 

latter outcome.  
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logistic regression model on in-treatment status, using the original seven variables 

presented in Figure 3, the analysis identified only one variable which significantly (and 

strongly) predicted treatment exit: more extensive arrest histories. There was no 

significant direct or indirect relationship between HRQOL and in-treatment status in the 

path model.  However, the expanded logistic regression model presented in Table 17: 

Model 2 found that four variables significantly influenced in-treatment status: arrest 

history, participants’ age, whether the participant’s drug use was exclusively marijuana, 

and the degree to which they recognized their use was problematic.  

As in the more limited logistic regression model, participants with more extensive 

arrest histories were less likely to be maintaining in treatment. This finding aligns with 

previous studies of various substance use treatment outcomes among criminal justice 

populations (Hiller, Knight, Saum, et al., 2006; Huebner & Cobbina, 2007; Martin et al., 

1999). Criminal history also represents one of the more substantial challenges to risk of 

re-offending, suggesting a broader pattern of non-compliance. Evidence suggests that 

higher risk offenders with substance use difficulties have better outcomes when assigned 

to more intensive supervision through drug courts (Koetzle, Listwan, Guastaferro, & 

Kobus, 2015; Marlowe, DeMatteo, & Festinger, 2003). The current structure of the 

Philadelphia Treatment Court limits the court to offenders with minimal previous 

convictions; therefore, in this sample the offenders with more than two previous 

convictions were supervised by probation (M. Schmonsees, personal communication, 

February 12, 2019). More generally, arrest history is consistently a strong predictor of 

subsequent offending in the literature, and the proxy measure for staying in treatment 
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reflected recidivism in part since it was built of jail data, absconding data and self-report 

drop out from treatment. 

The influence of age on staying in treatment also confirms some previous research 

with other substance using offenders. These findings are broadly supported through the 

age-crime curve set out by Gottfredson and Hirschi (1990) and variations found on the 

age-crime curve for drug offenders found by Laub and Sampson (2003). They found that 

after a peak in the early 20s for crime and late 20s for drug use, offending and substance 

use decrease. In the context of people already involved in the justice system and its 

mandated treatment programs, this may translate to fewer violations of their existing 

conditions of supervision, and thus decreased likelihood of being jailed or absconding, 

outcomes which essentially force treatment dropout.  

 Marijuana-only users were also significantly more likely to still be in treatment. 

This may speak to the fact that reducing or ceasing use of marijuana may be easier than 

reducing or ceasing use of other substances given the lower likelihood of physical 

withdrawal symptoms experienced by marijuana users. However, this may also reflect the 

sanctioning structure of probation and drug court regarding marijuana usage versus use of 

other illicit drugs. Probation officers and the treatment court judges may use their 

discretion to not violate an offender for marijuana usage as frequently as they do for other 

substances. Given the changing political context around the legal status of marijuana and 

the increased acceptability of marijuana in public opinion (Keyhani et al., 2018), it is 

possible that probation officers or the court may be more lenient with regard to violations 

of supervision conditions due to marijuana use relapse. 
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 The finding that increased problem recognition actually decreased participants’ 

likelihood of staying in treatment was particularly surprising, as this component of 

motivation has previously been associated with improved treatment engagement (Hiller et 

al., 2009; Rosen et al., 2004). However, it is possible that individuals who are able to 

acknowledge that they have a problem are at too early a stage of motivation for change 

and their other barriers including health needs and personal responsibilities can intervene 

with their motivation process. Qualitative interviews seemed to suggest another intrinsic 

characteristic of individuals which can impact how well people engage with treatment: 

resiliency. Psychological resiliency, which is understood as a capacity to survive or 

‘bounce back’ from adversity and challenges in one’s life varies person to person over 

time depending, at least in part, on their previous life experiences (Richardson, 2002). It 

has been used to understand how various populations navigate difficult and traumatic life 

experiences and grow or thrive as a result of this process (Werner, 1982; Richardson 

2002). In this study some participants appeared to be motivated for treatment and have 

developed resilient traits to endure their personal traumas, health challenges and other life 

difficulties which could have interfered with their treatment success. Thus, although 

motivation matters, future research may consider a deeper examination of psychological 

resiliency. Although no gold standard instrument exists to understand resiliency there are 

a number of validated scales available to understand resiliency (Windle, Bennett, & 

Noyes, 2011) which deserve further exploration in conjunction with our understanding of 

motivation for treatment in future research. 

 HRQOL was also marginally associated (p <.1) with in-treatment status in the 

opposite direction as expected. Offenders with worse health were more likely to stay in 
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treatment. This result could mean that participants with more health difficulties may have 

chosen to stay in treatment as it is an opportunity to receive services to address their 

health needs. Qualitative interviews suggest that many of the participants with mental 

health difficulties were at least receiving some level of mental health counseling. Some 

appeared to have also been linked to social workers through probation. Others were able 

to receive a placement in recovery housing. As the majority of participants were low 

income and either uninsured or on Medicaid, it is possible that services coordinated 

through their supervision officer may be their main means of accessing any healthcare. A 

similar rationale may also explain the other marginal effect found in this logistic 

regression, which suggested that participants with moderate to severe SUD were more 

likely to stay in treatment. If this is the only means of receiving treatment for their 

substance use needs, then it is possible that they will be more likely to stay in the 

available treatment program. 

 This expanded model was also run as a path analysis to determine the direct and 

indirect pathways which influence treatment retention versus exit. Unlike the expanded 

logistic regression, which added marijuana-only use status, the age of the participant, and 

syndemic health status to the model, the path analysis found only one significant 

pathway. This pathway was the same as the one found in the more simplified model 

based on Figure 3, which identified the direct relationship between the participants’ arrest 

history as the only direct or indirect predictor of treatment engagement, although the 

other endogenous variables (HRQOL and motivation for treatment) were directly 

predicted by other covariates. These lost effects may reflect a true lack of relationship; 

however, it is also possible that these effects were relatively small and lost in the path 
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analysis as the model was oversaturated and thus had insufficient power. With the 

inclusion of the four additional variables and possibly low effect sizes of the contributing 

variables, the sample size of 84 in this model may have been insufficient. Future 

evaluation of this relationship with a larger sample size is needed to address these 

differences in results. 

Treatment Attendance 

Results from the first ordered logistic regression found that the only significant 

predictor of treatment attendance was participants’ arrest history, with greater number of 

prior arrests associated with lower levels of treatment attendance. As with the in-

treatment status results, this finding is supported by the existing literature on criminal 

history and treatment outcomes, as discussed above, and is likely reflective of overall 

compliance levels of these community-based offenders. When this model was expanded 

to include the three newly identified covariates (age, marijuana-only use, and syndemic 

health) syndemic health approached significance (p <.1), but the likelihood ratio test 

suggested that the expanded model was only a marginally better fit for the data. This may 

have been a function of the limited sample size used to estimate these models, and thus 

requires further validation. That being said, these findings regarding syndemic health 

suggest that the model for Health and Treatment Engagement may require revisiting to 

allow for more recursive relationships between different dimensions of health, as opposed 

to assuming a unidirectional relationship between having a mental or physical health 

condition and HRQOL.  

 Path analysis findings regarding treatment attendance show that in addition to the 

direct effect of arrest history on treatment attendance, participants’ ability to recognize 
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their need for treatment also directly influenced treatment attendance. There were also 

specific indirect effects through the problem recognition element of motivation for 

treatment from both having a moderate or severe SUD by participant age. This finding 

supports research on motivation for treatment and the importance of problem recognition 

at the start of treatment found in earlier studies of motivation with offender and non-

offender populations (Carroll et al., 2006; Rosen et al., 2004). Participants with more 

serious SUDs may have been aware of the impact of their substance use problems with 

respect to their health, relationships, employment or criminal justice circumstances.  

 HRQOL was not significantly associated directly or indirectly with treatment 

attendance in this path analysis. However, multiple participants discussed the impacts of 

their health on attending treatment, including logistical difficulties stemming from 

limited mobility or difficulties attending because they were not ready to get clean as their 

drug use was necessary to reduce their pain. Additionally, participants who indicated 

having both mental and physical health needs mentioned difficulties with attending 

treatment. These discussions were typically brought up by interviewees who were harder 

drug or alcohol users, as opposed to exclusively marijuana users. It is also possible that 

HRQOL’s influence was reduced due to the large number of relatively healthy marijuana-

only users in the sample, but this requires further examination with larger samples to 

allow for subgroup analyses to examine differences between ‘harder’ drug users and 

marijuana-only users. 
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RQ3: Does the Type of Community Supervision of Individuals with SUDs Affect 

Treatment Engagement? 

 

 As drug courts and probation services provide different levels of supervision and 

support for their clients, models controlling for supervision status and mixed-level 

models, which allowed supervision status to vary independently, were estimated. 

Additionally, qualitative interview probes targeted the participants’ interactions with their 

supervision and their treatment context. Based on these results, it is apparent that 

supervision status played a role in certain aspects of participants’ treatment experiences. 

Below I summarize the results for Hypotheses 3a and 3b with the quantitative and 

qualitative findings on supervision status, in conjunction with the literature on 

supervision of substance-using populations.  

Hypothesis 3a: Supervision through the drug court will be associated with more frequent 

attendance and participation at treatment sessions than supervision by probation 

services.  

Hypothesis 3b: There will be significant higher-level effects of type of supervision (drug 

court or probation) on the outcome of treatment engagement, controlling for HRQOL 

and all other critical covariates discussed in RQ1 and RQ2.  

 

In-Treatment 

 Whether participants stayed in treatment accounting for type of supervision was 

evaluated in two ways. First, a control for supervision status was added to both the 

limited and expanded models for the in-treatment proxy (originally presented in Table 18: 

model 1 and model 2). The limited model found that both arrest history and supervision 

status significantly influenced treatment whether someone stayed in treatment or exited 

treatment. As in the original limited model for the in-treatment proxy, more extensive 

arrest histories significantly decreased the likelihood of still maintaining in treatment. 
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Supervision by the treatment court significantly increased the likelihood of staying in 

treatment.   

 The expanded model estimating whether participants stayed in treatment or left 

treatment was also run with the addition of a control variable for supervision status. This 

model was also significant, and found to be a better fit to the data than both the more 

limited model including drug courts, and indeed was also a better fit than the expanded 

model examining the in-treatment proxy outcome without accounting for supervision 

status. This model was relatively similar to that presented in the Table 17: model 2, 

which examined treatment engagement without controlling for supervision status. All the 

same variables were significant17, and drug court status significantly increased the 

likelihood of staying in treatment. 

 The second means in which supervision type was explored was by estimating a 

model that allowed supervision type to vary independently instead of controlling for it 

completely. This was done because the type of supervision represents a higher-level 

context than the individual (although this is also partially determined by the 

characteristics of the offender). The null effects model of examining the impact of 

supervision status on treatment was significant; however, when accounting for the 

remaining variables in the model, the model was rendered non-significant. This loss of 

significance suggests again that the model was perhaps over-specified, since within the 

smaller sub-group (drug court) there may not have been sufficient cases to achieve 

                                              
17 Two variables changed slightly in their significance level. First, having a moderate to 

severe substance use disorder went from marginally significant p <.1 to significant at the 

p<.05 level in the model including supervision status and being a marijuana-only user 

went from significant p <.05 to marginally significant at the p<.1 with the addition of the 

supervision status variable. 
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significance. These findings suggest that supervision type, or some feature of the 

difference in supervision type leads to different treatment retention versus exit outcomes 

for participants. 

 Qualitative interview responses and consideration of the structural components of 

the two supervision models shed some light on possible reasons for why participants are 

staying in or exiting treatment. Although both the treatment court and probation could 

sanction and violate their participants for failing to comply with conditions of their 

supervision, the ways in which they did this appears to differ. The treatment court, whose 

participants were significantly more likely to remain in treatment, follows a structured 

graduated sanctioning process for violations of supervision conditions, including 

treatment engagement.18 At the PTC, an initial sanction is a letter to the judge explaining 

why their behavior was inappropriate; for the second violation participants are required to 

attend the entirety of the next court date and sit in the jury box (like a six-hour “time 

out”); and on the third violation the participant may receive some limited jail time, 

typically a few days. These jail sanctions are usually structured to minimally effect their 

ability to work (if they have a job), or to attend their treatment programs. Further 

violations can lead to longer stretches in jail, though rarely exceeding a week, and further 

failure will eventually lead to discharge from the PTC and return to the regular court to 

be resentenced to either probation or jail time.  

At probation, there is no specific policy, although with substance use violations 

there is a guiding principle of graduated sanctioning (J Eidson, personal correspondence, 

                                              
18 New offenses are handled differently, depending on whether the participant is being 

held in jail or released. 
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March 18, 2019). That being said, depending on the unit some drugs appear to lead to 

violation more quickly (e.g. PCP, where a de facto zero tolerance policy exists in certain 

units). Officer discretion dictates what happens to participants who test positive for illicit 

substances or fail to attend their treatment. Where one officer might believe that relapse 

is part of the treatment process, and allow a probationer to test positive for cocaine a few 

times before they violate them, another may violate their probationer immediately. 

Furthermore, depending on the officer’s discretion, officers may file a violation with the 

court that does or does not require the probationer to be held in jail until their violation 

hearing, which can take approximately a month.  

These different levels of certainty and discretion in how relapses are handled may 

be reflected directly on whether participants stay or leave treatment. Notably, at probation 

where there is less structure to the violation policy, participants were more likely leave 

treatment. A substantial portion of these individuals who leave treatment do so because 

they are jailed. The duration of jail time while awaiting a violation hearing in probation is 

also likely to be substantially longer than in the treatment court’s jail sanctions because 

there is much more demand for a violation of probation court hearing given the much 

larger population of probation versus the population of treatment court.  

Qualitative interviews show that participants were aware of the risk of being 

violated for drug use. Participant 106 articulated his decision-making process to abscond 

instead of trusting his probation officer would not violate him when he had used. 

Although he wanted help with his relapse, he did not feel he could tell his officer without 

ending up being jailed, and so chose to run instead. Thus, it is possible that the 

differences between the treatment court and the probation supervision experience is a 
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combination of the transparency of the violation and sanctioning process, the 

probationers’ relationship with their officer, and the participants’ perceptions and 

analysis of risk/benefits of disclosing their violation versus choosing to go on the run and 

hoping to not get caught. 

Treatment Attendance 

A similar analytical process was conducted with the second treatment engagement 

outcome: treatment attendance. However, these models did not yield significant results or 

improve upon the models that did not account for supervision type. The quantitative 

results suggest that the supervision status of offenders, while important to keeping them 

enrolled in treatment more generally, did not play a role in helping them attend more 

frequently. Qualitative results seem to lend support to this outcome, as both treatment 

court and probationers experienced barriers to treatment attendance, and very limited 

facilitators to treatment attendance. The most common barriers had to do with balancing 

work and family obligations with attending treatment, which were concerns for both 

probationers and drug court participants. Both probationers and drug court participants 

received tokens to facilitate transportation to treatment, but this was one of the few 

facilitators available to participants. However, two of the drug court participants also 

mentioned that they felt they were able to explain to the court why they were missing 

treatment if they had a legitimate reason. Although this was not a facilitator for 

attendance, it was likely a comfort to participants who were attempting to maintain their 

pro-social obligations.  
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Treatment Participation 

As the treatment participation models were all non-significant, both with and 

without supervision type included in the estimation, and the responses were substantially 

skewed, the impact of supervision status on treatment participation was not able to be 

estimated in this study. However, qualitative interviews provide some insight into 

participation. Participation varied across interviewees. Two interviewees who believed 

that they either never had or no longer had a substance use disorder (both of whom were 

primarily marijuana users), expressed frustration with the treatment experience. 

Participant 368 felt he no longer had a SUD, but was willing to ‘fake it to make it’ by 

participating as necessary to finish his treatment program and to finish his probation 

sentence. The other participant chose to act out defiantly by sometimes showing up to 

treatment actively high and telling his treatment providers that he did not need their 

services. Conversely, participants who believed their substance use was problematic (at 

least by the time of their interview) were more likely to buy into the treatment process, 

citing the benefits of sharing in group and positive therapeutic relationships. These 

findings suggest that treatment participation is likely influenced by individual needs, by 

recognition of and willingness to address these needs and also by the therapeutic 

relationship between client and provider and/or client and their group.  

These qualitative findings lend support to the TCU Treatment Process model with 

respect to facilitating treatment participation, a model which identifies treatment 

readiness and the therapeutic relationship as key predictors of treatment engagement 

(Hiller et al., 2002; Simpson, 2004; Simpson et al., 1995). The role that health plays in 

treatment participation is less well defined in the interviews. Although some participants 
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with substantial mental and physical health issues indicated that these problems made 

them less willing to participate fully in treatment, other participants, particularly those 

with mental health difficulties, and/or less severe physical health difficulties seemed to 

derive benefit from their one-on-one and/or group treatment sessions. Future research on 

treatment participation should seek to dissect these health needs, treatment needs, and 

therapeutic relationship connections to determine to what extent and in what way 

individuals’ health, motivation and relationship with their treatment providers affect their 

level of participation in mandatory treatment. 

 

Study Limitations 

 
 The limitations of this study derive from three main sources: sample size, 

attrition, and sample composition. Initial sample size numbers were calculated based on 

the PTC’s enrollment numbers in previous years and an estimation of 50% recruitment 

rate for eligible participants in each participating unit at the APPD. Unfortunately, PTC 

experienced lower than normal enrollment during the data collection period and within 

some units at APPD distribution of recruitment cards was lower than expected. Thus, 

although field research time was doubled, the sample size was still smaller than planned 

(N = 103 versus planned N = 160). Given the limited sample size, some analyses were 

under-powered and it was not possible to conduct a number of key subgroup analyses 

(e.g. subgroup analyses of different groups of drug users or gender based subgroup 

analyses).  

 As discussed above, this limited sample study impacted some of the regression 

analyses and path analyses. Where the expanded models with more variables than 
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originally planned were used, it is possible that these models did not have sufficient 

power to generalize these results beyond the sample. The significant results that were 

found for the in-treatment outcome (in the expanded model 2) and the treatment 

attendance outcomes (again in the expanded model) should be interpreted with some 

caution.  

Furthermore, although participant retention in the study was higher than many 

studies of community based offenders (Western et al., 2016), a number of participants 

were unreachable for follow-up (although it is worth noting many were not missing but 

rather inaccessible due to incarceration). The treatment attendance models, which were 

affected by this population loss, were run with robust standard errors to ensure a more 

conservative test of the data because of this attrition. However, it is possible that there are 

some differences between those who did and did not participate in the follow up study as 

four variables approached significance  (p<.1):  the mental health status of offender, their 

SES level, if they had syndemic health status, and their type of supervision. If these 

variables do influence study participation it may suggest that the findings of this study are 

actually conservative with regards to health given that people with mental health 

difficulties and syndemic health issues may have been less likely to participate in the 

follow-up, as well as lower SES people whose disadvantage may exacerbate their 

challenges in treatment. Replication with a larger sample, and with the ability to survey 

people who are jailed during the follow-up period, would be beneficial to deepen our 

understanding of how health is related to treatment attendance.  

Examination of treatment participation was also impacted by the inability to 

follow-up with a sizable proportion of the sample. As many of the people who did not 
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participate in the follow-up were in jail or on the run, it is probable that their perspectives 

on their treatment program would differ from the majority who completed the follow-up 

(who were largely still in treatment). This may account for the high kurtosis of the 

treatment participation scale. Future studies should strive to access offenders who are re-

incarcerated and ideally also strive to access those who have gone on the run to ensure a 

spectrum of treatment experiences are represented in the sample. 

Although recruitment at the PTC was essentially a cohort study, there may be 

selection bias in the probation sample because there was a degree of separation between 

potentially eligible participants receiving a recruitment card from their officer, then 

reporting to the on-site researcher to learn about the study, and then choosing to 

participate or not. As a result these findings may not be representative of all substance 

using probationers in Philadelphia. Based on these limitations, replication of this study 

with a larger population, ideally with a cohort sampling of probationers as well as 

treatment court participants and with better access to jailed participants, is needed in 

order to validate these findings.  

As discussed earlier in this chapter, the sizable sub-sample of marijuana-only 

users who had been assigned to treatment was an unanticipated result. Extrapolating rates 

of problematic marijuana use from the National Survey on Drug Use and Health suggests 

that this level of marijuana use disorders was higher than anticipated (Bose et al., 2018). 

Marijuana has fewer physical health consequences than other drugs and typically only 

has mental health consequences at the severe usage levels (NIDA, 2018). Marijuana-only 

users were also significantly more likely to not have a SUD based on their TCU Drug 

Screen score. While there were some marijuana users who had moderate to severe SUDs, 
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most marijuana-only users did not have a disorder or had only a mild use disorder. As a 

result, the study may have been skewed toward participants who were healthier and less 

committed to treatment due to the over-representation of marijuana-only users. Future 

research should either exclude marijuana-only users from their studies, or preferably, 

recruit a large enough sample to enable sufficiently powered sub-group analyses by 

primary substance of use. 

It is also possible that since health characteristics and substance use 

characteristics are dynamic, conducting only baseline and four month follow-ups may not 

adequately represent how health plays into the treatment engagement experience. It is 

possible that different dimensions of health would change and interact differently over 

time. Future studies would benefit from more frequent follow-ups possibly with a longer 

follow-up period that would encompass treatment completion and beyond to also 

examine the relationship between health and treatment completion and long-term 

substance use behavior.  

Based on these sampling issues, and the use of one study site, the generalizability 

of these findings is limited to the Philadelphia courts and probation, and may not apply to 

other samples in other jurisdictions. Future multisite research is needed to examine the 

findings in this analysis with a larger, more representative sample of offenders with 

SUDs, assigned to SUDs treatment within a community corrections context. 

 

Implications for Research 

 
 As is discussed in the limitations above, much of this study requires replication in 

order to provide stronger support for the research questions set out in Chapter 3. 
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However, understanding health, HRQOL, and the substance use treatment experiences 

while under community corrections, is an area with very limited research. Accordingly 

these findings provide insights into the health portrait of substance using offenders 

supervised in the community and provide some tentative support for the Health and 

Treatment Engagement models presented herein and the TCU process model which 

informs the Health and Treatment Engagement model.  

 Further research is needed to examine HRQOL as the current sample was skewed 

healthier than anticipated for a group of purportedly offenders with SUDs. Further studies 

with larger samples and more accurately identified SUD needs may demonstrate that 

HRQOL does in fact play a larger role in treatment engagement than this study was able 

to demonstrate. With a larger sample that would allow for subgroup analyses, HRQOL 

may prove to be a part of the treatment engagement experience for some groups of 

offenders but not others. For example, HRQOL may be a component of the treatment 

engagement experience when the largely healthier group of marijuana users are excluded 

from the analysis.  

It is also possible that measuring HRQOL with the EQ-5D instrument is not the 

best means of examining HRQOL, since mental health difficulties were more severe 

among this sample, but the EQ-5D disproportionately weights physical health symptoms 

over mental health in the dimensions. The SF-36 (or its shorter or longer versions) may 

be more appropriate for examination of criminal justice populations as it has separate 

mental and physical scales for well-being (Ware Jr, 1999). Unfortunately, the SF-36 does 

not offer a unified measure for overall health, and this presents some challenges for 

analysis. Future research studies may consider testing the validity of these two 
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instruments with the same population to determine which instrument better represents the 

criminal justice population’s health issues. Further research could also test these two 

instruments’ relative predictive validity in studies with other health-related outcomes. 

The links between mental health and the criminal justice population are relatively 

well established in the literature (Fazel et al., 2016; Feucht & Gfroerer, 2011; James & 

Glaze, 2006). This study demonstrates that these links remain true within a community-

based criminal justice population. The mental health profile of substance using offenders 

in this sample of community-based offenders appears to be similar to the mental health 

profile of incarcerated offenders and higher than in previous studies of the general 

probation population (Feucht & Gfroerer, 2011; James & Glaze, 2006). Although this is 

to be anticipated, as people with SUDs are more likely to have mental health issues than 

people without, it does suggest that any study examining the community correction 

context should take into consideration not only substance use and mental health, but also 

the impacts of co-occurring disorders. Given the body of literature on the additional 

difficulties experienced by people with co-morbid mental health and substance use 

disorders (Cardarelli et al., 2015; Lurigio et al., 2003), this group of individuals is likely 

to be at higher risk of both relapse and reoffending.  

Physical health difficulties among community-supervised offenders are very 

rarely studied. This study represents one of the first portraits of physical health among 

offenders outside of prisons and jails. The results suggest that most substance users are 

dealing with some level of physical health challenge while managing their supervision 

conditions. Although their overall needs were not significantly different than those of the 

general population, qualitative interviews did suggest that when their physical health 
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needs were more substantial, they sometimes resorted to self-medication with illicit 

substances. Future research should consider developing a more in-depth portrait of the 

impacts of physical health and well-being among community-based offenders, in 

particular among individuals who are at higher risk of having substantial physical health 

challenges, such as hard-drug using offenders, females, and older offenders. Future 

research should also consider the impacts of physical health on mental health, as chronic 

illnesses in particular have been linked to depression (National Institute of Mental Health, 

n.d.).  

  This study’s findings regarding SUDs and substances of use are particularly 

interesting as they convey a much more nuanced portrait of substance use than is typical 

of most criminal justice research. Substance use has long been considered a risk factor for 

criminal justice populations (Andrews & Bonta, 2010; Marlowe, 2003). In most studies 

with criminal justice populations, substance use is equated with substance abuse. While 

arguably illicit substance use by someone in the justice system, or in conjunction with 

other criminal behavior, is problematic, as it is a violation of their criminal justice 

sanction, the clinical understanding of substance use differentiates between use and abuse 

based on specific criteria (APA, 2013). These results suggest that agencies may be 

equating substance use and substance abuse, rather than clinically assessing substance 

users to determine their actual level of need prior to assigning them to mandatory 

treatment. Based on the procedures conducted in both agencies in Philadelphia, it is 

unclear if this problem stems from the screening procedures by which the agencies 

identify who may need assessment, or by the assessments typically conducted by external 

treatment providers. The consequences of doing this may increase the risk of recidivism 
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for the lower risk non-SUD population. Additional research is needed to establish what 

proportion of offenders assigned to treatment are actually in need of clinical treatment.   

 The results on health’s role in treatment engagement also provide some 

preliminary implications for research. With the caveat that all of these findings require 

replication with a larger and more representative population, it does appear that there is 

some support for the conceptual model of health and treatment engagement presented in 

Figure 3. Offenders’ criminal histories play a substantial role in their compliance with 

treatment engagement (both staying in treatment and their attendance record). Further 

studies of how criminal history influences treatment engagement are needed. Subgroup 

analyses which differentiate between different kinds of offenders who cycle through the 

public health system may provide a clearer picture of the means by which justice and 

health systems can address their needs (Harding & Roman, 2017). Understanding through 

subgroup analyses of different kinds of offenders may therefore provide insights into how 

treatment for these individuals can be better facilitated. 

Some health factors, including HRQOL, do appear to play a role in whether 

participants stay in or exit treatment. However, it appears that better day-to-day health 

may decrease treatment engagement. Although the path model did not show a significant 

relationship between health factors and staying in treatment (this may have been a 

product of the small sample size), there is a logical indirect relationship whereby better 

HRQOL leads to lowered motivation to take steps to change a behavior and this then 

leads to treatment dropout or dismissal. The over-sampling of marijuana users and people 

without true SUDs may have impacted these results. Thus, this model requires further 
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testing with a larger sample to determine if HRQOL impacts staying in treatment and 

under what conditions it appears to matter. 

Syndemic health status approached significance in the expanded ordered logistic 

models for treatment attendance, and also seemed to be a substantial challenge for 

interviewees. This finding suggests that perhaps the model for health and treatment 

presented herein requires additional specification that allows for recursive relationships 

between mental health, physical health, and SUDs. Although the literature in this field 

has previously discussed the importance of examining co-occurring mental health and 

SUD disorders on substance use treatment, the quantitative and qualitative findings 

suggest that there is something uniquely challenging about having all three health 

difficulties in the criminal justice system. This form of syndemic requires further 

examination in future studies with more refined measures of the compounding effects 

substance use, mental health, and physical health. With more specific measures and 

measurement of recursive health relationships it may become clearer how compounding 

health difficulties contribute to treatment experiences in the criminal justice system. 

When examining the structural model for health and treatment engagement results 

suggest that along with criminal history, the level of SUD indirectly positively influences 

treatment engagement through motivation, and level of SES negatively influences 

motivation. Finally, higher motivation at baseline directly increases treatment attendance 

at follow-up. These findings align with both aspects of the Health and Treatment 

Engagement model presented herein, but also provide support to the TCU Treatment 

Process Model (Simpson, 2006). 
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 One clear limitation of the Health and Treatment Engagement model, and indeed 

the Theory of Planned Behavior on which its structure was based, is its lack of higher 

level influences. Structural components of supervision appear to have an impact on 

whether people stay in treatment. In future studies, additional measurement of violation 

policies and discretion of decision-makers (officers, case managers, judges and treatment 

providers) would help better understand why offenders leave treatment. Higher-level 

influences at the inter-personal level also appear to play a substantial role in the treatment 

attendance and participation process. Specifically, the therapeutic relationship between 

offender and treatment provider appears to matter in both treatment attendance and 

especially participation, based on the qualitative findings of this study. Future theory 

building regarding the Health and Treatment Engagement model requires incorporation 

of these outer context components, similar to those identified in the TCU Process Model, 

while still providing more information on the interconnected relationships among various 

health factors including HRQOL and syndemic health status.  

 

Implications for Policy and Practice 

 

As additional research is required to confirm the relationships between health and 

the various dimensions of treatment engagement, most of the policy implications for this 

study are preliminary and grounded in the descriptive findings regarding health and 

substance use of community-based offenders. First, nearly half of this sample was 

diagnosed with a mental health disorder. Furthermore, qualitative findings suggest that 

substance use behavior is often a form of self-medicating for mental health difficulties. 

Serious mental illnesses often require specialized care in order to be managed (Drake et 
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al., 2007). While not all mental health disorders require specialized services, and indeed 

not all participants with mental illnesses had serious mental illnesses, moderately-severe 

to severe depression, bipolar disorder and psychotic disorders likely require more 

intensive mental health services. Although there are some dual diagnosis programs 

available to treat these individuals through probation and drug courts, these individuals 

would benefit from a specialized mental health sensitive supervision structure or co-

occurring disorder-specific supervision structure. 

Both the APPD and the Philadelphia Court of Common Pleas have specific 

mental health units/courts. Although both agencies to some extent screen or can refer for 

psychiatric assessment, there are still many individuals with severe mental illness in 

general caseloads or supervision structures that focus primarily on SUDs. A key 

recommendation of this study in to integrate a more sensitive mental health assessment 

into the intake process for both forms of supervision to ensure that people with mental 

health disorders are managed with these specialized services. This would be particularly 

helpful in the case of probation, as all the participants with a diagnosed bipolar disorder 

(N= 25) were supervised by probation services.  

Without discounting the potential impacts of less serious mental health disorders, 

especially in the context of multiple health needs, resource limitations may require a 

triaging of mental health services. Where this is necessary, triaging should be based on 

the clinical definition of serious mental illness, which identifies severe depression, bi-

polar disorder, and schizophrenia as key serious mental disorders requiring additional 

care (Drake et al., 2007). The self-administered publicly available instruments used in 

this study to measure depression and bi-polar disorder, the PHQ-9 (Kroenke & Spitzer, 
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2002) and MDQ (Hirschfeld et al., 2000) respectively, along with voluntary self-

reporting of mental health conditions would likely be a sufficient first step to identify 

individuals who may require mental health specific supervision, and given their substance 

use needs, potentially may also require special treatment for a dual diagnosis disorder.  

Although improved management of mental health and other health issues among 

community-based offenders is needed for both agencies, we should be cautious of 

expanding the criminalization of health, especially in probation settings where public 

safety is a primary goal of the agency. Since the 1970s, scholars have noted that the 

mentally ill people have increasingly been managed by correctional agencies as a result 

of the dismantling of public mental health institutions (Fuller Torrey et al., 2010, Lurigio, 

2013). Integrating mental health and other health care into probation’s management 

strategy could inadvertently lead to increased criminalization of their health behavior 

depending on the structure of service provision.  

An alternative means of managing mental and physical health challenges of 

supervisees would be to allocate them a separate behavioral health services manager, 

similar to the public health transitionary services provided in Hampden County, 

Massachusetts (Conklin, Lincoln & Flanigan, 1998) or behavioral health service 

coordinators suggested by Hamilton & Belenko (2016). These individuals could work for 

an independent external agency or for the city’s public health department instead of being 

employees of the probation agency. This is particularly important in the context of 

probation, where probation officers, who hold substantial discretionary power to violate 

or not violate their supervisees, are already managing much of the service coordination 

for their clients. By separating the management of health to a non-justice agency with 
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more expertise in health-care management, more appropriate services can be provided 

without creating punitive consequences for health.  

Second, this study identified a sizable population of individuals who did not 

appear to have a SUD, and yet were assigned to substance use treatment. Clinically, this 

can be detrimental as previous studies of criminal justice involved substance users with 

SUDs assigned to unnecessary treatment indicate that they are more likely to recidivate 

than their higher risk peers (Brusman Lovins et al., 2007; Lowenkamp et al., 2005; 

Wexler et al., 2004). There are also implications of treating individuals who do not 

require SUD treatment including financial resource mismanagement by providing more 

treatment than is clinically necessary, and filling up ‘spaces’ in treatment programs that 

are able to provide more intensive services with lower risk individuals as opposed to 

offenders with moderate to severe SUDs. For drug courts this likely means examining the 

clinical assessments currently conducted as a part of agreeing to plea into the PTC, and 

perhaps also considering to what extent the legal eligibility criteria are influencing the 

determination of eligibility criteria. For example, many participants in the treatment court 

may plea in to the PTC based originally intent to distribute charges that had been lowered 

to a possession charge. These individuals may then appear to have a substance use issue, 

but in fact do not use the substance they distribute (or do not use it problematically).  

Similarly for probation, evaluation of how clinical need for treatment is determined by 

their external providers is necessary. Ideally, an independent clinical assessment 

professional or treatment provider separate from those that would then provide treatment 

should undertake these assessments, as treatment providers are reliant on clients to 

receive funding.  
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Relatedly, marijuana was the only substance of use for a large minority of this 

sample and indeed these participants were significantly more likely to belong to the non-

SUD group. Although it is entirely appropriate for a person with a marijuana use disorder 

to attend some form of treatment, with the exception of perhaps severe marijuana use 

disorder, this treatment should not be as intensive as what is provided in the typical 

intensive outpatient treatment program that many offenders receive when they are first 

assigned to treatment while under justice supervision. Meta-analyses of studies of 

treatment for marijuana use disorders found effectiveness with multiple treatment 

programs, ranging between 2 and 14 sessions long, depending on the level of need, and 

using a combination of effective treatment modalities including CBT, contingency 

management and motivational interviewing (Sherman & McRae-Clark, 2016). This is 

particularly critical in the drug court where 78% of participants were only using 

marijuana. For some of these participants who have a severe or perhaps moderate SUDs, 

the current structure of treatment services within the treatment court may be appropriate. 

It involves at least a year of treatment with a gradually decreasing level of intensity, 

beginning with intensive outpatient care (three group sessions plus a one-on-one therapy 

session weekly). However, many of these individuals might benefit from a lower 

intensity ‘track’ as has been advocated by the National Association of Drug Court 

Professionals (NADCP Standards, 2013). A recent study of a Delaware drug court which 

established a three-level system allowing low risk marijuana users to attend fewer court 

hearings and having less intensive treatment services for a shortened period of time, so 

long as they remained complaint by attending their sessions and passing their urine 

analysis (Dugosh, Festinger, Clements, & Marlowe, 2014). Participants in the low risk 
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accelerated group finished their time in this drug court in approximately 95 days versus 

200 days for the high-risk group; participants in the low risk but not accelerated group 

still finished their treatment in 137 days (Dugosh et al., 2014). Early post-program results 

suggest that the recidivism rate of these low risk groups is lower than the average 

recidivism rate from this court (Dugosh et al., 2014). The PTC may benefit from the 

development of a lower risk track to serve these marijuana users more appropriately.  

An additional concern, regarding the large population of marijuana users 

receiving their treatment in the PTC, is the fact that relatively few opioid and cocaine 

users are receiving the intensive treatment and support that the PTC is able to provide. 

Approximately a third of the study participants had used opioids in the past year, and 

almost all of these individuals were supervised by probation. The PTC’s stringent 

requirement of no more than two previous convictions is likely responsible for the 

exclusion of many of these opioid users. In light of the rising rates of opioid use nation-

wide (Bose et al., 2018), opening up treatment court to more opioid users by increasing 

the allowable number of previous convictions could reduce the risk of opioid user relapse 

and recidivism. Previous studies of drug courts show that higher risk offenders 

experience overall more positive benefits from treatment that their lower risk peers 

(Koetzle et al., 2015; Marlowe et al., 2003).  

 

Conclusion 

 This study provided one of the first examinations of the health status of offenders 

supervised in the community, with a particular focus on a population of substance using 

offenders in Philadelphia’s Treatment Court and Adult Probation and Parole Department. 
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Results for this study indicated that both mental and physical health difficulties are 

common among substance using offenders under community supervision. However, 

marijuana-only using participants, who were significantly healthier than their harder 

drug-using peers, were likely overrepresented in the sample. Longitudinal analyses of 

offenders’ SUD treatment experience show that higher HRQOL may negatively influence 

whether participants stay in their treatment or leave their programs, voluntarily or 

involuntarily. Syndemic health issues also may play a role in how offenders engage with 

treatment, decreasing their attendance levels and creating more complications in 

balancing treatment requirements with existing obligations like employment and family. 

These longitudinal results require replication with a larger sample, where exclusively 

marijuana users are not over-represented and there are more opportunities for subgroup 

analyses. Despite these limitations, this study provides a preliminary but useful portrait of 

health among substance using community based offenders, and suggests multiple avenues 

for future research into the treatment engagement process for these offenders and how 

their health can play a role in their treatment experiences while under supervision.  
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APPENDIX B: CONSENT FORMS 

 

N.B.: All versions of consent forms are the versions approved by Temple University IRB. 

 

B1: Survey Consent Form 

 
Thank you for your interest in the Community Supervision Health Survey  

  

Before we get started please read the information below to help you decide if you want to 

participate in the study.   

  

Title of research: Health Related Quality of Life and Drug Treatment Engagement 

among Probationers  

  

Investigators and Department: Steven Belenko, PhD and Leah Hamilton, MPhil, 

Department of Criminal Justice, Temple University  

  

Why am I being invited to take part in this research?  

We are inviting you to take part in this study because you are over 18, under supervision 

by Philadelphia Adult Probation and Parole (APPD) or the Philadelphia Treatment Court 

(PTC), and are required to take part in outpatient drug treatment.   

  

What should I know about this research?  

• Your participation is voluntary – you do not have to participate in this study.   

• You can agree to take part and later change your mind.  

• Your decision will not be held against you.  

• The APPD and PTC will not know whether or not you choose to participate.  

• You can ask all the questions you want before you decide.  

  

Why is this research being done?  

This study will look at how your day-to-day health affects how much and how well you 

take part in your required drug treatment services.   

  

How long will I be in this research and how long do the surveys take?  

We expect that you will be in this study for 4 months. If you are eligible, we will ask you 

to complete 2 surveys of about 20 minutes each (one now and one in 4 months). You can 

also let the researchers contact you again in up to 2 years, but you don’t have to. Tick the 

box at the end of this form that says ‘I agree to be contacted up to two years after my first 

survey’ if you want to be contacted.  

  

What happens if I agree to be in this research?  

If you agree to take part, we will give you a short survey to make sure you are eligible for 

the study. If you’re eligible, we will ask you for some contact information (your full 

name, PID, email, phone, mailing address, Facebook name and Twitter handle). We 

require only your full name, one email and one phone number. Providing the other 
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information is optional but will help us find you to send the second survey. The PID is 

only included to find out if you are not responding to the second survey because you have 

been detained by the criminal justice system. Once this is complete, we will give you a 

separate survey about your health.  This will not contain any of your personal 

information. The survey questions will be about your physical and mental health, your 

history with drug and alcohol use, previous offending, your motivation for treatment and 

some basic information about yourself. At the end of the survey, we will tell you how to 

get your gift card. You can take the first survey in person or online with a computer or 

smart phone.  

After 4 months we will email you a second survey.  This will ask you the same questions 

about your health, substance use, criminal history, motivation for treatment and 

demographic information. It will also ask you about how you are doing in drug treatment. 

When you submit this survey we will tell you how to get your second gift card. The 

second survey can only be done online.   

  

What happens if I agree to be in this research, but I change my mind later?  

Nothing bad will happen if you decide to leave the study, but you will only get the gift 

cards if you finish and submit your surveys. Please let the researchers know if you want 

to leave the study. Their contact information is below.   

  

Is there any way being in this research could be bad for me?  

Some questions in the surveys are very personal and ask about physical and mental health 

problems. These questions may upset you. These questions are very important so please 

answer them if you can; however, you do not have to. The surveys ask about your past 

drug use and past arrests.  Your answers will not hurt your legal status. However, the 

researchers will be very careful to make sure that all your survey answers are kept away 

from your personal information.  Computer files will be password protected and paper 

files will be stored in a locked file. APPD and PTC will not be able to see any of your 

answers.  

  

Will being in this research help me in any way?  

We cannot promise you any benefits from taking part in this study. However, you may 

benefit from thinking about your health issues when you take the surveys.  Taking part in 

this study will not improve your criminal justice supervision status. Taking part in this 

study will also not change your probation or drug court outcomes.  

  

What happens to the information collected for this research?  

As much as the law allows us, we limit who can see your personal information to people 

who have to review it. We cannot promise complete secrecy. If you indicate in the survey 

that you are at risk of suicide in the survey we will be obligated to tell your probation 

officer or case-manager this piece of information, but none of your other responses will 

be revealed to them. The IRB, Temple University, and other representatives of these 

organizations may inspect and copy your information. Your personal contact information 

will be stored securely with password protection. It will be kept separate from your 

survey answers and linked only by a code. Your survey answers will be stored securely in 

password-protected files. Your identifiable data will be kept for up to three years and then 
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destroyed. None of this information is shared with your probation officers, case-managers 

or the court.  

  

Can I be removed from this research without my OK?  

The person in charge of this research can remove you from this research without your 

approval. Possible reasons for removal include deliberately falsifying responses such as 

completing the survey(s) for someone other than yourself or providing clearly false 

information in the survey.  

  

What will I be paid for taking part in this research?  

If you agree to take part in this research, we will pay you $25 for the first survey and $35 

for the second survey, in the form of either Visa (for in-person surveys) or Amazon (for 

online surveys) gift cards. Federal tax law requires to you to report this payment as 

income to the Internal Revenue Service.  

  

Who can I talk to about this research?  

If you have questions, concerns, or complaints, or think the research has hurt you, 

contact the research team at community.health@temple.edu or 267-702-0339. Our 

mailing addresses are:  

  

Steven Belenko  

Department of Criminal Justice  

Temple University  

1115 Polett Walk  

Philadelphia, PA, 19122  

  

Leah Hamilton  

Department of Criminal Justice  

Temple University  

1115 Polett Walk  

Philadelphia PA  

  

This research has been reviewed and approved by Temple University’s Institutional 

Review Board. You may talk to them at (215) 707-3390 or e-mail them at:  

irb@temple.edu for any of the following:  

• Your questions, concerns, or complaints are not being answered by the research 

team.  

• You cannot reach the research team.  

• You want to talk to someone besides the research team.  

• You have questions about your rights as a research subject.  

• You want to get information or provide input about this research.  

  

 Check one of the boxes below: I agree to take part in this study.  

  

 I do not agree to take part in this study.  
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If you agree to let us contact you for follow-up in up to 2 years after you complete your 

first survey please tick the box below.  

  

 I agree to be contacted up to two years after my first survey   

 

 

 

B2: Interview Consent Form 

 
Thank you for your interest in the Community Supervision Health Interview 

Before we get started please read the information below to help you decide if you want to 

participate in the study.  

Title of research: Health Related Quality of Life and Drug Treatment Engagement 

among Probationers 

Investigators and Department: Steven Belenko, PhD and Leah Hamilton, MPhil, 

Department of Criminal Justice, Temple University 

Why am I being invited to take part in this research? 

We are inviting you to take part in this study because you are over 18, under supervision 

by Philadelphia Adult Probation and Parole (APPD) or the Philadelphia Treatment Court 

(PTC), are required to take part in outpatient drug treatment and previously participated 

in the two-part Community Supervision Health Survey and consented to be contacted 

about participating in a follow-up study.  

What should I know about this research? 

• Your participation is voluntary – you do not have to participate in this study.  

• You can agree to take part and later change your mind. 

• Your decision will not be held against you. 

• The APPD and PTC will not know whether or not you choose to participate. 

• You can ask all the questions you want before you decide. 

Why is this research being done? 

This study will look at how your day-to-day health affects how much and how well you 

take part in your required drug treatment services. The interview is being done to gather 

more detailed information on how you have done with substance use treatment. 
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How long will I be in this research how long does the interview take? 

This interview will take approximately 30 minutes to complete, although if you wish to 

take longer this can be accommodated. Once you complete the interview your 

participation in the study is complete. 

What happens if I agree to be in this research? 

If you agree to take part, we will ask you a series of questions about your health and 

experience in substance use treatment as a part of your probation sentence or 

participation in the Philadelphia treatment court. Some of these questions will refer back 

to answers you gave to questions in the Community Supervision Health Survey. This 

interview will be audio recorded.  After you answer these questions as best as you can the 

interview will be complete and we will give you a gift card. The audio recording will be 

transcribed and any identifying information will be removed from this transcript. 

Is there any way being in this research could be bad for me? 

Some questions in the surveys are very personal and ask about physical and mental health 

problems. These questions may upset you. These questions are very important so please 

answer them if you can; however, you do not have to. The surveys ask about your past 

drug use.  Your answers will not hurt your legal status. However, the researchers will be 

very careful to make sure that all your interview answers are kept away from your 

personal information gathered in the contact information sheet gathered at the baseline 

survey of the Community Supervision Health Survey.  Audio files and transcript 

computer files will be password protected and paper files will be stored in a locked file. 

Transcripts will have any personal details de-identified so they cannot be linked to you. 

APPD and PTC will not be able to see any of your answers. 

Will being in this research help me in any way? 

We cannot promise you any benefits from taking part in this study. However, you may 

benefit from thinking about your health issues when you answer the interview questions.  

Taking part in this study will not improve your criminal justice supervision status. Taking 

part in this study will also not change your probation or drug court outcomes. 

What happens to the information collected for this research? 

As much as the law allows us, we limit who can see your personal information to people 

who have to review it. We cannot promise complete secrecy. If you indicate in the 

interview that you are at risk of suicide in the survey we will be obligated to tell your 

probation officer or case manager this piece of information, but none of your other 

responses will be revealed to them. The IRB, Temple University, and other 

representatives of these organizations may inspect and copy your information. 

No personal contact information will be collected as a part of this interview. However, 

using a unique code your interview transcript will be linked with your previously 

completed surveys and the personal contact information you provided as a part of the 

Community Supervision Health survey. Your personal contact information will continue 



250 
 

 

to be stored securely with password protection. Your interview answers will be stored 

securely in password-protected files. Your identifiable data will be kept for up to three 

years and then destroyed. None of this information is shared with your probation officers, 

case managers or the court. 

What will be involved in the recording of the interview? 

The consenting process and any questions you wish to ask prior to the interview will not 

be recorded. The recorder will only be turned on after your written permission is given. 

As a part of this interview, the interviewer will avoid using your name or other 

information that would identify you. The interviewer will remind you that you should try 

to avoid using anyone’s names or the specific names of any agencies. Should any 

personal information be mentioned in the interview by accident, this information will be 

de-identified in the transcript of the recording. The digital files of the recording and 

transcript will be password protected and stored and transmitted securely.  

When will I be recorded? 

I agree to be recorded on [date]____________ only. 

How long will the recordings be used? 

I give permission for the recording to be used for up to three years after the date of my 

interview. At three years after the above date, the audio recording will be destroyed. 

What happens if I agree to be in this research, but I change my mind later? 

Nothing bad will happen if you decide to leave the study, but you will only get the gift 

cards if you finish your interview. Please let the researchers know if you want to leave 

the study. Their contact information is below. If you wish to leave the study you can 

request to have your recordings destroyed. 

Can I be removed from this research without my OK? 

The person in charge of this research can remove you from this research without your 

approval. Possible reasons for removal include deliberately falsifying responses such as 

completing the interview for someone other than yourself or providing clearly false 

information in the interview. 

What will I be paid for taking part in this research? 

If you agree to take part in this research, we will pay you $50 for the interview, in the 

form of either Visa (for in-person interviews) or Amazon (for online surveys) gift cards. 

Federal tax law requires to you to report this payment as income to the Internal Revenue 

Service. 

Who can I talk to about this research? 
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If you have questions, concerns, or complaints, or think the research has hurt you, contact 

the research team at community.health@temple.edu or 267-702-0339. 

Our mailing addresses are: 

Steven Belenko  

Department of Criminal Justice 

Temple University 

1115 Polett Walk 

Philadelphia, PA, 19122 

 

Leah Hamilton 

Department of Criminal Justice 

Temple University 

1115 Polett Walk 

Philadelphia, PA, 19122 

 

This research has been reviewed and approved by Temple University’s Institutional 

Review Board. You may talk to them at (215) 707-3390 or e-mail them at: 

irb@temple.edu for any of the following: 

• Your questions, concerns, or complaints are not being answered by the research 

team. 

• You cannot reach the research team. 

• You want to talk to someone besides the research team. 

• You have questions about your rights as a research subject. 

• You want to get information or provide input about this research. 

I consent to participate in this interview and to have this interview recorded. 

This form will be placed in my records and a copy will be kept by the person(s) named 

above. A copy will be given to me.  

 

Please print  

Subject's Name: 

____________________________________________________________________ 

Address: 

Phone: _______________________________ 

 

____________________________________________________________________ 

Subject's Signature                                                                         Date  

____________________________________________________________________  

Witness Signature                                                                           Date 
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APPENDIX C: SURVEY, INDICES AND SCALES 

 

C1: Eligibility and Contact Information (for Eligible Participant) 
 

1. Are you currently under supervision by the Philadelphia Adult Probation and Parole 

Department (APPD) or by the Philadelphia Drug Court (PTC)? 

 Yes (1) 

 No (2) 

Condition: No Is Selected. Skip To: Thank you for your interest in this s.... 

 

2. Are you 18 years old or older? 

 Yes (1) 

 No (2) 

Condition: No Is Selected. Skip To: Thank you for your interest in this s.... 

 

3. Has the court or your probation officer required you to participate in drug or alcohol 

treatment in the community? 

 Yes (1) 

 No (2) 

Condition: No Is Selected. Skip To: Thank you for your interest in this s.... 

 

4. Have you started drug/alcohol treatment yet? 

 Yes (1) 

 No (2) 

 

Display This Question: 

If Have you started drug/alcohol treatment yet? Yes Is Selected 

5. If you have started drug/alcohol treatment, how long have you been in your treatment 

program? 

 Under 1 month (1) 

 Over 1 month (2) 

Condition: Over 1 month Is Selected. Skip To: Thank you for your interest in this s.... 
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Display This Question: 

If Are you currently under supervision by the Philadelphia Adult Probation and 

Parole Department (AP... No Is Selected 

Or Are you 18 years old or older? No Is Selected 

Or Has the court or your probation officer required you to participate in drug or 

alcohol treatment... No Is Selected 

Or If you have started drug/alcohol treatment, how long have you been in your 

treatment program? Over 1 month Is Selected 

6. Thank you for your interest in this study. Unfortunately, you are not eligible to 

participate. Please email community.health@temple.edu if you have further questions. 

Condition: Thank you for your interest... Is Displayed. Skip To: End of Survey. 

 

7. Please provide us with you contact details so we can send you your gift card after you 

complete the survey and we can send you the second survey.  

 

8. Enter your code from the referral card below. 

 

9. Enter your first name below. 

 

10. Enter your last name below. 

 

11. Enter you PID (if you have one). 

 

12. Please provide your email address below. 

 

13. Please provide a backup email if you have one. 

 

14. Please provide your phone number below. 

 

15. Please provide a backup number where you can be reached if you have one. 

 

16. Please provide an address where you receive mail. 

 

17. Thank you for providing your information. A survey link will be sent to you in the 

next 24 hours. Once you complete that survey, you will be sent a link to your $25 

Amazon gift card. 

 

 

C2: Community Supervision Health Survey Baseline 

 

Community Supervision Health Survey 
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Enter the researcher-provided code below: 

________________________________________________________________ 

 

What is your gender? 

o Male 

o Female 

o Other 

 

If you selected 'Other', please identify your gender below. 

________________________________________________________________ 

 

With which race do you identify? Select only one. 

o American Indian/Alaska Native 

o Asian 

o Black or African American 

o Native Hawaiian or other Pacific Islander 

o White 

o Mixed race 

o Other 

 

If you selected 'Other' please identify your race below. 

________________________________________________________________ 

 

What is your ethnicity? 

o Hispanic or Latino/a 

o Not Hispanic or Latino/a 

 

Please enter your age below. 

________________________________________________________________ 
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What is your highest level of education? 

o Did not complete high school 

o GED 

o High-school diploma 

o Post-secondary vocational/trade certificate 

o Associate's degree 

o Bachelor's degree 

o Master's or professional degree or higher 

 

Are you currently employed? 

o Yes 

o No 

 

Are you currently married or in a domestic partnership? 

o Yes 

o No 

 

What is your current housing situation? 

o Living in own rented or owned apartment/house 

o Living with family 

o Living with friends 

o Living in a halfway/recovery house 

o Homeless 

o Other 

 

If you selected 'Other' then please identify your housing situation. 

________________________________________________________________ 
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What is your total personal monthly income? 

o No income 

o $1- $199 

o $200-$399 

o $400-$599 

o $600-$799 

o $800-$999 

o $1000-$1199 

o $1200-$1499 

o $1500-$1999 

o $2000-$2499 

o $2500-$4999 

o $5000-$7499 

o $7500 or more 

 

 

 
 

Start of Block: EQ-5D-5L 

 

Please click the ONE box that best describes your health TODAY. 

 

MOBILITY 

o I have no problems walking 

o I have slight problems walking 

o I have moderate problems walking 

o I have severe problems walking 

o I am unable to walk 

 

 

 

EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol Research 

Foundation 

 

SELF-CARE 



257 
 

 

o I have no problems washing or dressing myself 

o I have slight problems washing or dressing myself 

o I have moderate problems washing or dressing myself 

o I have severe problems washing or dressing myself 

o I am unable to wash or dress myself 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation 
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USUAL ACTIVITIES (e.g. work, study, housework, family, or leisure activities) 

o I have no problems doing my usual activities 

o I have slight problems doing my usual activities 

o I have moderate problems doing my usual activities 

o I have severe problems doing my usual activites 

o I am unable to do my usual activities 

 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation 

 

PAIN/DISCOMFORT 

o I have no pain or discomfort 

o I have slight pain or discomfort 

o I have moderate pain or discomfort 

o I have severe pain or discomfort 

o I have extreme pain or discomfort 

 

 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation 
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ANXIETY/DEPRESSION  

o I am not anxious or depressed 

o I am slightly anxious or depressed 

o I am moderately anxious or depressed 

o I am severely anxious or depressed 

o I am extremely anxious or depressed 

 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation  
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We would like to know how good or bad your health is TODAY. <div>This scale 

is numbered from 0 to 100.</div>  <div>100 means the <u>best</u> health you 

can imagine.</div>  <div>0 mean the <u>worst</u> health you can imagine.<br> 

<br> <span lang="EN-US">Please enter a number in the box below to indicate 

how your health is TODAY.</span></div>  <div> <p> </p> </div>  <div> 

<div> </div> </div> 

 
Write the number you identified in the scale in the box below. 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol Research 
Foundation 
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Select all physical health conditions that you have and whether you are taking 

medication for that condition. If you answer YES to a physical health condition, 

indicate if you are taking medication for that condition 
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If you selected 'Other', indicate what condition you currently have 

________________________________________________________________ 

 

 Yes 
Taking medication for that 

condition 

No physical health 
issues ▢  ▢  

Hypertension (high 
blood pressure) ▢  ▢  

Diabetes ('sugar') ▢  ▢  

Stroke or brain injury ▢  ▢  

Cancer diagnosis ▢  ▢  

Tuberculosis (TB) ▢  ▢  

Heart Problems (e.g. 
Angina, Arrhythmia, 

recent heart attack etc.) 
▢  ▢  

Kidney problems ▢  ▢  

Arthritis or Rheumatism ▢  ▢  

Asthma ▢  ▢  

Cirrhosis of the liver ▢  ▢  

Hepatitis B ▢  ▢  

Hepatitis C ▢  ▢  

HIV positive/AIDS ▢  ▢  

STDs (Gonorrhoea, 
Chlamydia, Syphilis and 

Herpes) 
▢  ▢  

Dental Problems ▢  ▢  

Other ▢  ▢  
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Have you experienced any physical traumas/injuries (e.g. broken bones, stabbed, 

etc.) in the last four months? 

o Yes 

o No 

 

 

 

Select all traumas/injuries that you have experienced in past 4 months and if you 

have received treatment for these traumas/injuries. 

 Yes Received Treatment 

Broken any bones ▢  ▢  

Knife or other stab 
wounds ▢  ▢  

Bullet wounds ▢  ▢  

Sexual assault ▢  ▢  

Internal Injuries ▢  ▢  

Knocked unconscious ▢  ▢  

Other ▢  ▢  

 

 

 

 

If you responded 'Other' please indicate what trauma/injury you experienced. 

________________________________________________________________ 

 

 

 

 

 

 

 
 

Start of Block: PHQ-9  
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Over the past 2 weeks, how often have you been bothered by any of the following 
problems? 

 
Not at 

all 
Several days 

More than half 
the days 

Nearly every day 

Little interest or pleasure 
in doing things o  o  o  o  

Feeling down, depressed, 
or hopeless o  o  o  o  

Trouble falling asleep, 
staying asleep, or sleeping 

too much 
o  o  o  o  

Feeling tired or having 
little energy o  o  o  o  

Poor appetite or 
overeating o  o  o  o  

Feeling bad about 
yourself-or that you're a 

failure or have let yourself 
or your family down 

o  o  o  o  

Trouble concentrating on 
things, such as reading the 

newspaper or watching 
television 

o  o  o  o  

Moving or speaking so 
slowly that other people 

could have noticed. Or, the 
opposite- being so fidgety 
or restless that you have 

been moving around a lot 
more than usual 

o  o  o  o  

Thoughts that you would 
be better off dead or of 

hurting yourself in some 
way 

o  o  o  o  

 

 

 

 

If you checked off any problems, how difficult have those problems made it for 

you to do your work, take care of things at home, or get along with other people? 

o Not difficult at all 

o Somewhat difficult 

o Very difficult 

o Extremely difficult 
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Start of Block: MDQ 

Has there ever been a period of time when you were not your usual self and... 
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 Yes No 

you felt so good or so hyper that 
other people thought you were 

not your normal self or you were 
so hyper that you got into 

trouble? 

o  o  

you were so irritable that you 
shouted at people or started 

fights or arguments? 
o  o  

you felt much more self-
confident than usual? o  o  

you got much less sleep than 
usual and found you didn't really 

miss it? 
o  o  

you were much more talkative or 
spoke much faster than usual? o  o  

thoughts raced through your 
head or you couldn't slow your 

mind down? 
o  o  

you were so easily distracted by 
things around you that you had 
trouble concentrating or staying 

on track? 

o  o  

you had much more energy than 
usual? o  o  

you were much more active or 
did many more things than 

usual? 
o  o  

you were much more social or 
outgoing than usual, for example, 

you telephoned friends in the 
middle of the night? 

o  o  

you were much more interested 
in sex than usual? o  o  

you did things that were unusual 
for you or that other people 

might have thought were 
excessive, foolish, or risky? 

o  o  
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spending money got you or your 
family into trouble? o  o  

 

 

 

 

If you checked YES to more than one of the above, have several of these ever 

happened during the same period of time? 

o Yes 

o No 

 

 

 

How much of a problem did any of these cause you- for example being unable to 

work; having family, money, or legal troubles; getting into arguments or fights? 

o No problem 

o Minor problem 

o Moderate problem 

o Serious problem 

 

 

 

Have any of your blood relatives (i.e. children, siblings, parents, grandparents, 

aunts, uncles) had manic-depressive illness or bipolar disorder? 

o Yes 

o No 
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Have you ever been diagnosed with any of the following conditions? Select all 

that apply. 

 Diagnosed 
Received 

treatment/medication 

Depression ▢  ▢  

Mood disorder (e.g. 
Bipolar, Mania etc.) ▢  ▢  

Psychotic disorder (e.g. 
Schizophrenia) ▢  ▢  

Post-Traumatic Stress 
Disorder ▢  ▢  

Anxiety Disorder ▢  ▢  

Personality Disorder ▢  ▢  

Other ▢  ▢  

 

 

 

 

If you responded 'Other' please indicate with which condition you have been 

diagnosed. 

________________________________________________________________ 
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Start of Block: TCU Drug Screen 

During the last 12 months (before being locked up, if applicable). 
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 Yes No 

Did you use larger amounts of drugs 
or use them for a longer time than you 

planned or intended? 
o  o  

Did you try to control or cut down on 
your drug use but were unable to do 

it? 
o  o  

Did you spend a lot of time getting 
drugs, using them, or recovering from 

their use? 
o  o  

Did you have a strong desire or urge 
to use drugs? o  o  

Did you get so high or sick from using 
drugs that it kept you from working, 

going to school, or caring for children? 
o  o  

Did you continue using drugs even 
when it led to social or interpersonal 

problems? 
o  o  

Did you spend less time at work, 
school, or with friends because of 

your drug use? 
o  o  

Did you use drugs that put you or 
others in physical danger? o  o  

Did you continue using drugs even 
when it was causing you physical or 

psychological problems? 
o  o  

Did you need to increase the amount 
of a drug you were taking so that you 
could get the same effect as before? 

o  o  

Did using the same amount of a drug 
lead to it having less of an effect than 

before? 
o  o  

Did you get sick or have withdrawal 
symptoms when you quit or missed 

taking a drug? 
o  o  

Did you ever keep taking a drug to 
relieve or avoid getting sick or having 

withdrawal symptoms? 
o  o  
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How often have you used each type of drug during the last 12 months? Select 

all that apply. 

 Never 
Only 
a few 
times 

1-3 
times 

per 
month 

1-5 
times 

per 
week 

Daily 

Alcohol o  o  o  o  o  

Marijuana (weed, loud) o  o  o  o  o  

Hashish (hash) o  o  o  o  o  

Synthetic Marijuana (K2/Spice) o  o  o  o  o  

Heroin (smack) o  o  o  o  o  

Opium (tar) o  o  o  o  o  

Powder cocaine (coke) o  o  o  o  o  

Crack Cocaine (rock) o  o  o  o  o  

Amphetamines (speed) o  o  o  o  o  

Methamphetamine (meth) o  o  o  o  o  

Bath Salts o  o  o  o  o  

Club drugs 
(MDMA/GHB/Rohypnol/Ecstasy) o  o  o  o  o  

Ketamine/PCP (Special K) o  o  o  o  o  

LSD/Mushrooms (acid) o  o  o  o  o  

Solvents/Inhalants (paint 
thinner) o  o  o  o  o  

Prescription Medications- 
depressants o  o  o  o  o  

Prescription Medications - 
stimulants o  o  o  o  o  

Prescription Medications- opioid 
pain relievers o  o  o  o  o  

Other (specify) o  o  o  o  o  
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Start of Block: SOCRATES 8D 

Indicate how much you agree or disagree with each statement. 
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Strongly 

agree 
Somewhat 

agree 

Neither 
agree nor 
disagree 

Somewhat 
disagree 

Strongly 
disagree 

I really want to 
make changes in 
my use of drugs 

o  o  o  o  o  

Sometimes I 
wonder if I am 

an addict 
o  o  o  o  o  

If I don't change 
my drug use 

soon, my 
problems are 
going to get 

worse 

o  o  o  o  o  

I have already 
started making 

some changes in 
my use of drugs 

o  o  o  o  o  

I was using 
drugs too much 
at one time, but 
I've managed to 

change that 

o  o  o  o  o  

Sometimes I 
wonder if my 

drug use is 
hurting other 

people 

o  o  o  o  o  

I have a drug 
problem o  o  o  o  o  

I'm not just 
thinking about 
changing my 
drug use, I'm 
already doing 

something about 
it 

o  o  o  o  o  
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I have already 
changed my drug 

use, and I am 
looking for ways 

to keep from 
slipping back to 
my old pattern 

o  o  o  o  o  

I have serious 
problems with 

drugs 
o  o  o  o  o  

Sometimes i 
wonder if I am in 

control of my 
drug use 

o  o  o  o  o  

My drug use is 
causing a lot of 

harm 
o  o  o  o  o  

I am actively 
doing things now 

to cut down or 
stop my use of 

drugs. 

o  o  o  o  o  

I want help to 
keep from going 
back to the drug 
problems that I 

had before. 

o  o  o  o  o  

There are times 
when I wonder if 

I use drugs too 
much 

o  o  o  o  o  

I am a drug 
addict o  o  o  o  o  

I am working 
hard to change 

my drug use 
o  o  o  o  o  
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I have made 
some changes in 
my drug use, and 
I want some help 

to keep from 
going back to the 

way I used 
before. 

o  o  o  o  o  

 
 

Start of Block: Please tell us about your offending history. 

 

Including this arrest, how many times have you been arrested previously? 

o 1 - this is my first offense 

o 2-5 

o 6-10 

o 11-15 

o 16-20 

o 20 or more 

 

 

 

For your current conviction, what was your <b>most serious charge</b>? 

o Personal offense (e.g. assault, robbery) 

o Property offense (e.g. burglary, theft) 

o Drug offense (e.g. possession with intent) 

o Public order offense (e.g. harassment, disorderly conduct) 

 
 
 
 
 
 
 
 
 

Start of Block: Tell us about your use of health services. 
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In the past 4 months indicate the number of times you have used the following 

health care services. 

 Number of Visits 

Visited your primary care doctor  

Visited an outpatient care/urgent care 
clinic 

 

Visited the emergency room  

Stayed overnight in the hospital  

Visited a psychiatrist or other mental 
health service provider 

 

Visited a dentist  

 

 

 

 



278 
 

 

In the past 4 months indicate the number of times you have used the following 

social services. 

 Click to write Scale point 1 

Employment services  

Family services  

Other social services  

 

 

 

 

Do you have health insurance? If so, what kind? 

o No insurance 

o Medicaid 

o Medicare 

o Military health insurance 

o Private Health Insurance 
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C3: Community Supervision Health Survey Follow-up 

 

Community Supervision Health Survey 
Follow-up 
 

Thank you for participating the community health survey. Please answer the 

following questions and text or call the researcher (Leah) when you are done. 

 

Enter the researcher-provided code below: 

_____________________________ 

 

Enter you age below. 

_________________________ 

 

Are you currently employed? 

o Yes  

o No  

 

Are you currently married or in a domestic partnership? 

o Yes  

o No  

 

What is your current housing situation? 

o Living in own rented or owned apartment/house  

o Living with family  

o Living with friends  

o Living in a halfway/recovery house  

o Homeless  

o Other  
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What is your total personal monthly income? 

o  

o - $199  

o -$399  

o -$599  

o -$799  

o -$999  

o -$1199  

o -$1499  

o -$1999  

o -$2499  

o -$4999  

o -$7499  

o  
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EQ5D-5L 

Please click the ONE box that best describes your health TODAY. 

 

Mobility 

o I have no problems walking  

o I have slight problems walking  

o I have moderate problems walking  

o I have severe problems walking  

o I am unable to walk  

 

Self-Care 

o I have no problems washing or dressing myself  

o I have slight problems washing or dressing myself  

o I have moderate problems washing or dressing myself  

o I have severe problems washing or dressing myself  

o I am unable to wash or dress myself  

 

Usual Activities (e.g. work, study, housework, family, or leisure activities) 

o I have no problems doing my usual activities  

o I have slight problems doing my usual activities  

o I have moderate problems doing my usual activities  

o I have severe problems doing my usual activities  

o I am unable to do my usual activities  

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation   
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Please click the ONE box that best describes your health TODAY. 

 

 Pain/Discomfort 

o I have no pain or discomfort  

o I have slight pain or discomfort  

o I have moderate pain or discomfort  

o I have severe pain or discomfort  

o I have extreme pain or discomfort  

 

Anxiety/Depression 

o I am not anxious or depressed  

o I am slightly anxious or depressed  

o I am moderately anxious or depressed  

o I am severely anxious or depressed  

o I am extremely anxious or depressed  

 

 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation   
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We would like to know how good or bad your health is TODAY. This scale is 

numbered from 0 to 100. 100 means the best health you can imagine.  0 mean the 

worst health you can imagine.  Please enter a number in the box below to indicate 

how your health is TODAY.            

 
Write the number you marked in the scale below. 

________________________________________________________________ 

 

 

 

© EuroQol Research Foundation. EQ-5D™ is a trade mark of the EuroQol 

Research Foundation    
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Select all physical health conditions that you have (in column 1) and whether 

you are taking medication for that condition (in column 2). Leave any 

condition you don't have blank. 

 Yes 
Taking medication for that 

condition 

Hypertension/ high blood 
pressure  ▢  ▢  

Diabetes ('sugar')  ▢  ▢  

Stroke or brain injury  ▢  ▢  

Cancer diagnosis  ▢  ▢  

Tuberculosis  ▢  ▢  

Heart Problems (e.g. Angina, 
Arrhythmia, recent heart 

attack etc.)  
▢  ▢  

Kidney problems  ▢  ▢  

Arthritis or Rheumatism  ▢  ▢  

Asthma  ▢  ▢  

Cirrhosis of the liver  ▢  ▢  

Hepatitis B  ▢  ▢  

Hepatitis C  ▢  ▢  

HIV positive/AIDS  ▢  ▢  

STDs (Gonorrhea, Chlamydia, 
Syphilis and Herpes)  ▢  ▢  

Dental Problems  ▢  ▢  

Other  ▢  ▢  
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If you selected 'Other', indicate what condition(s) you currently have. 

________________________________________________________________ 

 

Have you experienced any physical trauma (e.g. broken bones, stabbed, etc.) 

in the last four months? 

o Yes  

o No  

 

IF YES: Select all traumas/injuries that you have experienced in past 4 

months (in column 1) and if you have received treatment for these 

traumas/injuries (in column 2). 

 Yes Received Treatment 

Broken any bones  ▢  ▢  

Knife or other stab wounds  ▢  ▢  

Bullet wounds  ▢  ▢  

Sexual assault  ▢  ▢  

Internal Injuries  ▢  ▢  

Knocked unconscious  ▢  ▢  

Other  ▢  ▢  

 

If you responded 'Other' please indicate what traumas/injuries you experienced. 

_______________________________________________________________ 
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PHQ-9 

Over the past 2 weeks, how often have you been bothered by any of the 

following problems? 
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Not at 

all 
Several 

days 
More than 

half the days 
Nearly every 

day 

Little interest or 
pleasure in doing 

things  
o  o  o  o  

Feeling down, 
depressed, or 

hopeless  
o  o  o  o  

Trouble falling asleep, 
staying asleep, or 
sleeping too much  

o  o  o  o  

Feeling tired or 
having little energy  o  o  o  o  

Poor appetite or 
overeating  o  o  o  o  

Feeling bad about 
yourself-or that 

you're a failure or 
have let yourself or 
your family down  

o  o  o  o  

Trouble 
concentrating on 

things, such as 
reading the 

newspaper or 
watching television  

o  o  o  o  

Moving or speaking 
so slowly that other 
people could have 

noticed. Or, the 
opposite- being so 
fidgety or restless 

that you have been 
moving around a lot 

more than usual  

o  o  o  o  

Thoughts that you 
would be better off 
dead or of hurting 

yourself in some way  

o  o  o  o  
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If you checked off any problems, how difficult have those problems made it 

for you to do your work, take care of things at home, or get along with other 

people? 

o Not difficult at all  

o Somewhat difficult  

o Very difficult  

o Extremely difficult  
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MDQ 

 

Has there ever been a period of time when you were not your usual self and... 

 Yes No 

you felt so good or so hyper that other people thought you 
were not your normal self or you were so hyper that you 

got into trouble?  
o  o  

you were so irritable that you shouted at people or started 
fights or arguments?  o  o  

you felt much more self-confident than usual?  o  o  

you got much less sleep than usual and found you didn't 
really miss it?  o  o  

you were much more talkative or spoke much faster than 
usual?  o  o  

thoughts raced through your head or you couldn't slow 
your mind down?  o  o  

you were so easily distracted by things around you that 
you had trouble concentrating or staying on track?  o  o  

you had much more energy than usual?  o  o  

you were much more active or did many more things than 
usual?  o  o  

you were much more social or outgoing than usual, for 
example, you telephoned friends in the middle of the 

night?  
o  o  

you were much more interested in sex than usual?  o  o  

you did things that were unusual for you or that other 
people might have thought were excessive, foolish, or 

risky?  
o  o  

spending money got you or your family into trouble?  o  o  
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If you checked YES to more than one of the above, have several of these ever 

happened during the same period of time? 

o Yes  

o No  

 

How much of a problem did any of these cause you- for example being unable 

to work; having family, money, or legal troubles; getting into arguments or 

fights? 

o No problem  

o Minor problem  

o Moderate problem  

o Serious problem  

 

Have any of your blood relatives (i.e. children, siblings, parents, 

grandparents, aunts, uncles) had manic-depressive illness or bipolar 

disorder? 

o Yes  

o No  
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Have you ever been diagnosed with any of the following conditions (column 

1)? Select all that apply and check off if you are receiving treatment for these 

conditions (column 2). 

 Diagnosed 
Received 

treatment/medication 

Depression  ▢  ▢  

Mood disorder (e.g. Bipolar, 
Mania etc.)  ▢  ▢  

Psychotic disorder (e.g. 
Schizophrenia)  ▢  ▢  

Post-Traumatic Stress Disorder  ▢  ▢  

Anxiety Disorder  ▢  ▢  

Personality Disorder  ▢  ▢  

Other  ▢  ▢  

 

 

 

If you responded 'Other' please indicate with which condition you have been 

diagnosed. 

________________________________________________________________ 
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TCU Drug Screen 

During the last 12 months (before being locked up, if applicable). 

 Yes No 

Did you use larger amounts of drugs or use them for 
a longer time than you planned or intended?  o  o  

Did you try to control or cut down on your drug use 
but were unable to do it?  o  o  

Did you spend a lot of time getting drugs, using them, 
or recovering from their use?  o  o  

Did you have a strong desire or urge to use drugs?  o  o  

Did you get so high or sick from using drugs that it 
kept you from working, going to school, or caring for 

children?  
o  o  

Did you continue using drugs even when it led to 
social or interpersonal problems?  o  o  

Did you spend less time at work, school, or with 
friends because of your drug use?  o  o  

Did you use drugs that put you or others in physical 
danger?  o  o  

Did you continue using drugs even when it was 
causing you physical or psychological problems?  o  o  

Did you need to increase the amount of a drug you 
were taking so that you could get the same effect as 

before?  
o  o  

Did using the same amount of a drug lead to it having 
less of an effect than before?  o  o  

Did you get sick or have withdrawal symptoms when 
you quit or missed taking a drug?  o  o  

Did you ever keep taking a drug to relieve or avoid 
getting sick or having withdrawal symptoms?  o  o  
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How often have you used each type of drug during the last 12 months? Select 

all that apply. 

 Never 
Only 
a few 
times 

1-3 
times 

per 
month 

1-5 
times 

per 
week 

Daily 

Alcohol  o  o  o  o  o  

Marijuana (weed/loud)  o  o  o  o  o  

Hashish (hash)  o  o  o  o  o  

Synthetic Marijuana (K2/Spice)  o  o  o  o  o  

Opioids-Heroin (smack)  o  o  o  o  o  

Opioids- Opium (tar)  o  o  o  o  o  

Powder cocaine (coke)  o  o  o  o  o  

Crack Cocaine (rock)  o  o  o  o  o  

Amphetamines (speed)  o  o  o  o  o  

Methamphetamine (meth)  o  o  o  o  o  

Bath Salts  o  o  o  o  o  

Club drugs 
(MDMA/GHB/Rohypnol/Ecstasy)  o  o  o  o  o  

Ketamine/PCP (Special K)  o  o  o  o  o  

LSD/Mushrooms (acid)  o  o  o  o  o  

Solvents/Inhalants (paint 
thinner)  o  o  o  o  o  

Prescription Medications- 
depressants  o  o  o  o  o  

Prescription Medications - 
stimulants  o  o  o  o  o  

Prescription Medications- opioid 
pain relievers  o  o  o  o  o  

Other  o  o  o  o  o  
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Check the column that matches how much you agree or disagree with each 

statement 

 
Strongly 

agree 

Somewhat 

agree 

Neither 

agree nor 

disagree 

Somewhat 

disagree 

Strongly 

disagree 

I really want to 

make changes in my 

use of drugs 

     

Sometimes I wonder 

if I am an addict  
     

If I don't change my 

drug use soon, my 

problems are going 

to get worse  

     

I have already 

started making some 

changes in my use of 

drugs  

     

I was using drugs 

too much at one 

time, but I've 

managed to change 

that  

     

Sometimes I wonder 

if my drug use is 

hurting other people  

     

I have a drug 

problem  
     

I'm not just thinking 

about changing my 

drug use, I'm already 

doing something 

about it  

     

I have already 

changed my drug 

use, and I am 

looking for ways to 

keep from slipping 
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Have you started your drug or alcohol treatment required by the court or 

your probation officer either before or after you took the first survey for this 

study four months ago? 

o Yes  

o No  

 

IF YES: 

back to my old 

pattern  

I have serious 

problems with drugs  
     

Sometimes I wonder 

if I am in control of 

my drug use  

     

My drug use is 

causing a lot of harm  
     

I am actively doing 

things now to cut 

down or stop my use 

of drugs.  

     

I want help to keep 

from going back to 

the drug problems 

that I had before.  

     

There are times 

when I wonder if I 

use drugs too much  

     

I am a drug addict       

I am working hard to 

change my drug use  
     

I have made some 

changes in my drug 

use, and I want some 

help to keep from 

going back to the 

way I used before.  
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What type of treatment are you enrolled in? 

o Outpatient drug treatment (under 8 hours treatment/week)  

o Intensive outpatient drug treatment (over 9 hours treatment/week)  

o Other  
 

If you selected 'Other', please write in your type of treatment. (e.g. residential, 

inpatient, AA/NA etc.) 

________________________________________________________________ 

 

 

 

If you have begun drug or alcohol treatment, approximately how many of 

your sessions have you attended? 

o None at all  

o A few  

o About half  

o The vast majority  

o All  

 

If you can, please write the number of sessions you have attended. 

__________________ 

 

 

 

If you can please write the number of sessions that you have missed (and not 

made up). 

___________________ 

 

 

Have you competed your required drug/alcohol treatment program? 

o Yes  

o No  
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Have you dropped out of your required drug/alcohol treatment program 

before finishing it? 

o Yes  

o No  

 

If you dropped out of treatment, have you started an new treatment 

program? 

o Yes  

o No  
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To what extent do you agree or disagree with the following statements? 
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Strongly 

agree 
Somewhat 

agree 

Neither 
agree 
nor 

disagree 

Somewhat 
disagree 

Strongly 
disagree 

You are willing to 
talk about your 
feelings during 

counseling.  

o  o  o  o  o  

You have made 
progress with 

your 
drug/alcohol 

problems.  

o  o  o  o  o  

You have learned 
to analyze and 
plan ways to 

solve your 
problems.  

o  o  o  o  o  

You have made 
progress toward 
your treatment 
program goals.  

o  o  o  o  o  

You always 
attend the 
counseling 

sessions 
scheduled for 

you.  

o  o  o  o  o  

You have stopped 
or greatly 

reduced your 
drug use while in 

this program.  

o  o  o  o  o  

You always 
participate 

actively in your 
counseling 
sessions.  

o  o  o  o  o  



301 
 

 

You have made 
progress in 

understanding 
your feelings and 

behavior.  

o  o  o  o  o  

You have 
improved your 
relations with 
other people 

because of this 
treatment.  

o  o  o  o  o  

You have made 
progress with 

your emotional or 
psychological 

issues.  

o  o  o  o  o  

You give honest 
feedback during 

counseling.  
o  o  o  o  o  

You are following 
your counselor’s 

guidance.  
o  o  o  o  o  

 

 

 

 

Overall, how satisfied were you with your substance use treatment program 

you began around the time of the first survey?  

o Extremely satisfied  

o Somewhat satisfied  

o Neither satisfied nor dissatisfied  

o Somewhat dissatisfied  

o Extremely dissatisfied 

 

In total, how many times in your life have you started a drug or alcohol 

treatment program? 

___________________ 
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Have you experienced barriers/problems in trying to attend treatment? 

o Yes  

o No  

 

IF YES: If you experienced external barriers to attending treatment, please select 

all types of barriers that affect your participation. 

▢ Family responsibilities (e.g. childcare, caring for a parent, etc.)  

▢ Transportation (e.g. no car, long distance to travel, etc.)  

▢ Employment/school responsibilities (e.g. treatment overlaps with work 

hours or school hours).  

▢ Health insurance coverage (e.g. lack of insurance, high copays)  

▢ Other  

 

If you selected 'Other', please explain your barriers to treatment. 

________________________________________________________________ 
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Have you been arrested in the last 4 months (since the last time you 

completed this survey)? 

o Yes  

o No  

 

If you have been rearrested, how many times? ____________ 

 

In the past 4 months indicate the number of times you have used the following 

health care services. 

 Enter Number of 

Visits 

Visited your primary care doctor   

Visited an outpatient care/urgent care clinic   

Visited the emergency room   

Stayed overnight in the hospital   

Visited a psychiatrist or other mental health service 

provider  

 

Visited a dentist   

 

 

 

In the past 4 months indicate the number of times you have used the following 

social services. 

 Enter Number of 

Visits 

Employment services   

Family services   

Other social services   
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C4: PHQ-9 Instrument Measurement Guides 
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307 
 

 

C5: MDQ Instrument Guide 

 



308 
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C6: SOCRATES 8D Instrument Guide 
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C7: EQ-5D-5L 
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PERMISSION TO USE EQ-5D 
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C8: Review of HRQOL instruments 

Instrument Domains Covered Strengths Weaknesses 
SF-36 Physical functioning 

Role limitation due to physical 

problems 

Bodily pain 

General health perceptions 

Vitality 

Social Functioning 

Role limitation due to emotional 

problems 

Mental health 

Health transition 

- Multiple versions of different 

lengths with consistent validity 

- Multiple language versions 

- Internal consistency reliability 

estimates are greater than .78 

- In certain disease subpopulations, 

SF-36 has a stronger ability to 

discriminate between individuals 

with said illness, and their 

matched controls (compared to 

NHP, EQ-5D, COOP) 

- SF-12 has strong correlations in a 

US sample with EQ-5D, HUI2, 

HUI3 (.67-.87) (Luo et al., 2005) 

- Longer administration in SF-36 

form (mean time = 7.9 minutes) but 

shorter versions (SF-20, SF-12, SF-

6D take less time) 

- Does not have a single unified 

score in all but the SF-6D 

EQ-5D 

(used in 

current 

study) 

 

Mobility 

Self-care 

Usual activity 

Pain/discomfort 

Anxiety/depression 

- Shorter administration (mean = 

1.9 minutes) 

- Available in multiple languages 

and validated in these languages 

(including US).  

- Sufficient construct validity with 

US sample (Luo et al., 2005) 

- Strong correlations with SF12, 

HUI2, HUI3 (.67-.87)  

- US preference weights available 

(Shaw, Johnson, & Coons, 2005) 

- Test-retest reliability valuations 

tend to be stable over time 

between ICC =.70 - .86 

depending on sample and time 

frame 

 

- Greater ceiling effects and less 

sensitive than the SF-36 

- Only available for self-

administration 

NPH Energy level 

Emotional reactions 

Physical mobility 

- Internal consistency reliability 

estimates have a mean 

Chronbach’s α = .72 

- Relatively high prevalence of floor 

effects 
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Pain 

Social isolation 

Sleep 

- Can be administered by interview 

or self administered 

- Multiple languages versions 

available,  

- No tests available comparing 

alternate forms 

SIP Physical dimension 

- Ambulation 

- Mobility 

- Body care and movement 

Psychosocial dimension 

- Communication 

- Alertness behavior 

- Social interaction 

Independent categories 

- Sleep and rest 

- Eating  

- Work 

- Home management 

- Recreation and pastimes 

- Strong internal consistency 

reliabilities (.81-.94) 

- Moderate to high correlations 

with other health measures, as 

evidence of construct validity 

- Can be administered by interview 

or self administered 

- Long administration time (20-30 

minutes) 

- Limited adaptations 

COOP 

Charts 

Physical fitness 

Daily Activities 

Social Activities 

Quality of life 

Overall health 

Change in health 

Pain 

Emotional status 

Social support 

- ‘User friendly’ charts system 

- Can be self administered 

- Adapted for youth, adapted to 

reflect 2-week health history 

versus 4-week health history 

- Adapted charts correlate well with 

SF-36 (convergent validity =.60) 

 

 

- Internal consistency was not 

available due to the structure of 

COOP 

- Test-Retest reliability ranged 

significantly, depending on the time 

between tests (from 1 hour to 

months to 1 year) 

 

- Lower validity than SF-36 

- Some tests have found not all 

charts capable of differentiating 

between individuals with and 

without certain medical conditions 

 

 

QWB Mobility 

Physical activity 

Social Activity 

- Tests find high inter-day 

correlations and scores stay 

consistent over 1-month 

- Longer administration time (mean= 

11.1 minutes)  
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Symptom/problems - Multiple tests of validity find 

strong construct validity 

- Correlates with SF-20 and COOP 

measures (.51-.59) 

- Has alternate forms, but they have 

not been validated 

- Traditionally only interviewer 

administered, but there is a self-

administered version that is 

promising, though in need of 

further examination 

HUI 2/3 HUI 2 

- Sensation 

- Mobility 

- Emotion 

- Cognition 

- Self-care 

- Pain 

HUI 3 

- Vision 

- hearing 

- speech 

- ambulation 

- dexterity 

- emotion 

- cognition 

- pain 

- HUI has strong construct validity 

primarily based on tests with 

child populations 

- Self administered and interviewer 

administered; additional proxy 

assessment surveys were also 

developed 

- Produced in multiple languages 

- Strong correlations with EQ-5D, 

SF-12 (.67-.87) (Luo et al., 2005) 

- Alternative versions require testing 

- Translated versions, with the 

exception of French Canadian, have 

not been evaluated 

HALex Vision 

Hearing 

Speech 

Ambulation 

Dexterity 

Emotion 

Cognition 

Pain 

- Shorter administration (mean = 

1.0 minutes) 

- Has face validity and construct 

validity that are in the same 

direction as other scales  

- Greater ceiling effects than other 

measures. 

N.B. The data presented herein are adapted from Fryback et al. (2007) and Coons et al. (2000) unless otherwise specified
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C9: TCU Drug Screen 
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C10: TCU Process Model: Treatment Participation
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APPENDIX D: INTERVIEW SCRIPT AND CODING GUIDE 

 

D1: Interview Script 

 

Qualitative Interview Script 

Script for researcher use only 
Introduction: 

Thank you for agreeing to meet with me. Today what I’d like to talk to you about is your experience 

with treatment and your health since you completed the last survey about (between 4-6 months ago, 

___________[date]). I’ve read your surveys and I was hoping to circle back to some of your responses 

so we can better understand your experiences. 

Additional Probes in italics 

1. In your first survey you indicated that you had experienced some difficulties with your day-to-day 

health – particularly in regards to [dimension on the HRQOL screener: enter either mobility, usual 

activities, self-care, anxiety/depression, or pain/discomfort. If they indicated more than one issue I 

will repeat this for each dimension]. Can you tell me more about why you were having these 

difficulties?  

 

 Do you remember when these difficulties started to emerge? 

 Do you have any of these difficulties now? If so what?  

 Has this difficulty changed over the past 4-6 months (i.e. gotten better or gotten 

worse)? If so, in what way 

 Does this difficulty affect your day-to-day life? If so, how? [if they have more than one 

difficulty, cover each]  

 Have your health difficulties affected your drug issues or drug treatment experience? 

If so, how? 

 Is there anybody – family, friends, probation officer, counsellors, doctors, services --  who is 

helping you or being supportive with your health issues? Can you tell me about how they are 

helping or being supportive? 

 

 

 

2. In the first survey you indicated that you had used drugs in the year before that survey. Thinking 

back, did that drug use affect your day to day life, including your health? If so, how did it affect your 

day to day life?   

 Has your drug use changed in the last 4-6 months (i.e. do you consume more drugs now, or 

less drugs now, or take the same amount of drugs? If so, can you explain why your drug use 

changed? 

 

 

 

3. The original reason you were asked to participate in the survey was that either probation or the court 

had asked you to participate in a drug treatment program. Did you start that program? 
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If not: Why didn’t you start treatment? 

 Did you experience challenges starting treatment? 

 Is there something that would have helped you start treatment? 

 

If so: Can you tell me about your experience with the treatment program? 

 Were there any challenges to continuing to attend treatment? What were they? 

 

 Do you feel that the treatment program will ultimately help you in your day to day life or 

help you achieve your goals, whatever they may be? Explain. 

 

 Do you feel that the treatment program will ultimately help you with the [x] difficulties you 

mentioned earlier? Explain. 

 

 What did you like about the treatment program? What did you not like about it?  

 How do you feel about your counselor(s)? 

 How comfortable are you talking about yourself in the treatment program? 

 Did you feel like you were able to make progress? If so, in what ways? If not, why 

not? 

 

4. Thinking back, how motivated did you feel to go to drug treatment 4-6 months ago?  

 Did you feel you needed treatment then? 

 How important was getting treatment to you? Why or why not was it important? 

 Have your feelings about treatment changed since then? If so, how? 

 

5. Are there any other issues or concerns which have affected your experience with drug use treatment 

while on probation? If so what are those and why? 

 Thinking of the issues you mentioned which affected your treatment experience, which are 

the most important? 
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D2: Qualitative Codebook 

 

HRQOL Qualitative Codebook (final version 5) 

Modifications:   (BLUE) based on Dec. 19, 2018 IRR 

                           (Purple) based on Jan. 8, 2019 IRR 

                           (Orange) based on Jan. 16, 2019 IRR 

                           (Yellow) based on Jan. 22, 2019 IRR  

 

 

Code Name Code Description 

HEALTH STATUS Parent code for any discussion of the respondent’s 

health status. Health conditions, day to day health 

experiences 

HEALTH STATUS: 

descriptive 

Descriptions of any health conditions they have and/or 

how it affects them on a day to day basis.  E.g. “with my 

knees some days I can’t walk to work”  

HEALTH STATUS: 

changes 

Descriptions of any change in their health since the 

previous interview and any explanations they give as to 

why. E.g. “How depressed I feel is a rollercoaster day to 

day” 

HEALTH STATUS: drug 

use effects 

Any comments the respondent makes regarding their 

health making them want to use drugs/alcohol or 

otherwise influencing their drug use behavior. 

MENTAL HEALTH Main code used to flag whenever the respondent 

discusses a mental health issue. This main code is more 

about their specific state of being. E.g. “I have bipolar” 

or “I’ve been depressed a long time”. More behavioral 

elements related to their health issue should be coded 

with the health status codes.  

PHYSICAL HEALTH Main code used to flag whenever the respondent 

discusses a physical health issue. This main code is 

more about their state of being versus behavioral 

implications of this physical health issue which should 

be coded with the health status codes. E.g. “I have nerve 

damage in my arm where I was shot a few years ago”. 

SUBSTANCE USE Parent code for any discussion of their substance use.  

SU: descriptive Any descriptions of the nature of their use and use 

behavior (frequency, substance of use, etc.) 

SU: changes Any comments the respondent makes about whether or 

not they have changed their substance use behavior 

since their last interview. This includes comments on 

why they may have made these changes. 
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SU: health consequences Any comments the respondent makes regarding their 

drug/alcohol use causing them health problems. 

SU: other consequences Any comments the respondent makes regarding the 

consequences or impacts caused by their drug/alcohol 

use drug/alcohol use causing them health problems. 

These can be social, financial, interpersonal or other 

kinds of consequences, or can reflect any limitations 

they experience at doing their usual life activities (non-

health related) because of their substance use 

TX PROGRAM Parent code for any discussion of their treatment 

program experience. 

TX PROGRAM: descriptive Any description of the type of treatment they are 

undergoing (or completed or did not start). 

TX PROGRAM: pos exp Any comments about whether they feel treatment has 

been a positive experience for them so far. 

TX PROGRAM: neg exp Any comments about whether they feel treatment has 

been a negative experience for them so far. 

TX PROGRAM: 

participation 

Any comments about their treatment participation. This 

included descriptions of the frequency of which they 

attended, how actively they participated (or not), their 

comfort level with sharing in group, etc. 

TX PROGRAM: buy-in Any comments about whether they believe in the 

effectiveness/benefits/methods of their treatment 

experience 

TX PROGRAM: therapeutic 

relationship 

Any comments about whether they liked their therapist 

/thought them competent/bonded with them.  

TX BARRIERS Parent code for any comments about factors which have 

influenced their treatment engagement. 

TX BARRIERS: health Any comments about how their health may have 

hindered their treatment access/engagement. 

TX BARRIERS: logistical Any comments about logistical difficulties they have 

had in the treatment process. This includes balancing 

work/children/transportation/finances/ insurance etc. 

and treatment attendance/engagement. 

TX BARRIERS: program 

problem 

Any comments about issues they have had with the 

overall program that may have impacted their treatment 

engagement. This includes comments about their 

methods/structure/people in group/expectations  

TX FACILITATORS Parent code for any comments respondent makes about 

factors which have helped them 

attend/participate/engage in their substance use 

treatment 
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TX FACILITATORS: 

logistical 

Any comments about logistical factors that make 

attending treatment easier. E.g. “they give us tokens so I 

can take the train there”. Logistical also includes 

financial facilitators (e.g. having the money/insurance to 

pay for or get to treatment) (logistical includes 

financial) 

TX FACILITATORS: 

health 

Any comments about their health which are 

conceptualized as helping them attend treatment.  

TX FACILITATORS: 

program-related 

Any comments about how the program helps or 

influences them to attend treatment. 

FORMAL SUPPORT Parent code for comments about support/resources that 

respondents relied upon to address their substance use, 

health and/or treatment process 

FORMAL SUPPORT: 

probation 

Any evaluative or descriptive comments made by the 

respondent about the ways in which their probation 

officer (or probation more generally) has been helpful or 

has not been helpful in their treatment experience or 

dealing with their health. 

FORMAL SUPPORT: 

counsellor 

Any evaluative or descriptive comments about the 

support they feel that their (non-tx provided) 

therapist/counsellor/social worker has or hasn’t 

provided to them with regards to their SUD treatment 

experience or health issues. 

FORMAL SUPPORT: 

medical 

Any evaluative comments about the support/help that 

medical professionals (doctors/clinics/nurses) have 

provided or not provided to them in relation to their 

physical health problems or behavioral health 

FORMAL SUPPORT: other Any evaluative or descriptive comments about other 

formal agencies or agents who have provided support in 

relation to dealing with the respondent’s health 

difficulties or treatment experiences. This could be 

religious leaders, victim’s services etc. 

INFORMAL SUPPORT Parent code for comments on informal 

supports/resources that the respondent has relied upon 

to address their health or treatment experience. 

INFORMAL SUPPORT: 

family 

Any comments about how the respondent’s family has 

been (or has not been) a support in addressing their 

health difficulties or in undertaking treatment. 

INFORMAL SUPPORT: 

friends 

Any comments about how the respondent’s friends have 

been (or has not been) a support in addressing their 

health difficulties or in undertaking treatment. 



339 
 

 

INFORMAL SUPPORT: 

partner 

Any comments about how the respondent’s partner has 

been (or has not been) a support in addressing their 

health difficulties or in undertaking treatment. 

MOTIVATION Parent code for any comments about their motivation 

for SUD treatment. 

MOTIVATION: problem ID Any comments about their recognition that they have a 

SUD or their lack of recognition of that they have a 

SUD. 

MOTIVATION: 

ambivalence 

Any comments that indicate the respondent’s level of 

ambivalence/certainty regarding their substance use 

problem. This can mean they are quite certain that they 

have a problem or quite certain that they do not have a 

problem or they are ambivalent about their treatment 

need. 

MOTIVATION: taking 

steps 

Any comments the respondent makes that show what 

steps they have taken to address their substance use 

issue.  

MOTIVATION: change Any comments made about how much (if at all) their 

motivation has changed since they were first surveyed. 

INDIVIDUAL CONTEXT Parent code for individual level contextual factors which 

may have shaped their reflections on their health, their 

substance use or their treatment experiences 

IND CONTEXT: ses Any comments about their employment, income or 

education circumstances in relation to their health, 

substance use or treatment experience. 

IND CONTEXT: 

race/ethnicity 

Any comments about their race or ethnicity in relation 

to their health, substance use or treatment experience. 

IND CONTEXT: prior 

treatment experiences 

Any comments about their prior treatment experience 

and its impact on their health, substance use or 

treatment experience. 

IND CONTEXT: prior 

healthcare experiences 

Any comments about their prior involvement/experience 

in the healthcare system and the impact on health, 

substance use or treatment experience of these previous 

experiences. 

IND CONTEXT: CJ status Any comments about how their past and current 

criminal justice sanction experiences have influenced 

their health, substance use or treatment experiences. 

IND CONTEXT: 

family/partner 

Any comments about how their relationships with their 

family or intimate partners affect their health substance 

use or treatment experiences. 
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SOCIAL CONTEXT Parent level code for higher level influences on their 

health status, substance use behavior and treatment 

experiences. 

SOC CONTEXT: culture Any comments about culture (ethnicity/race, 

neighborhood, SES, peer networks) of the broader 

environment which shapes how they see and behave 

with regard to their health, substance use or treatment. 

SOC CONTEXT: structural Any comments about structural factors which they 

perceive influence their health, substance use or 

treatment experience. For example, if a respondent said 

they live in a neighborhood that is a food desert and 

they think that’s part of why they have diabetes, that 

would be a structural context factor. 

RESILIENCY Any comments about their resiliency to the process of 

substance use, justice involvement, and related life 

challenges. This may be something less overtly apparent 

in the specific language of the quotation but rather 

something that comes out over a quotation in the overall 

tone of the segment. 

OTHER Any comments made my respondents that contain 

interesting but none relevant information to the current 

study. This catchall code is used to table this 

information or future research. 
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D3: Co-occurring Code Table 

 

 

FORMAL 

SUPPORT

HEALTH STATUS IND CONTEXT INFORMAL 

SUPPORT

MENTAL HEALTH MOTIVATION OTHER PHYSICAL 

HEALTH

RESILIENCY SOCIAL CONTEXT SUBSTANCE USE TX BARRIERS TX FACILITATORS TX PROGRAM

FORMAL SUPPORT 0 9 8 3 7 2 0 6 0 2 6 6 5 6

HEALTH STATUS 9 0 18 6 33 2 0 25 5 2 15 5 0 9

IND CONTEXT 8 18 0 3 12 3 0 14 6 2 7 9 1 16

INFORMAL SUPPORT 3 6 3 0 4 1 0 1 1 1 0 0 1 1

MENTAL HEALTH 7 33 12 4 0 2 0 9 4 1 11 6 0 13

MOTIVATION 2 2 3 1 2 0 0 1 0 0 0 5 1 11

OTHER 0 0 0 0 0 0 0 0 0 0 0 0 0 1

PHYSICAL HEALTH 6 25 14 1 9 1 0 0 3 0 3 2 0 2

RESILIENCY 0 5 6 1 4 0 0 3 0 1 0 0 0 2

SOCIAL CONTEXT 2 2 2 1 1 0 0 0 1 0 2 0 1 1

SUBSTANCE USE 6 15 7 0 11 0 0 3 0 2 0 1 0 14

TX BARRIERS 6 5 9 0 6 5 0 2 0 0 1 0 4 21

TX FACILITATORS 5 0 1 1 0 1 0 0 0 1 0 4 0 2

TX PROGRAM 6 9 16 1 13 11 1 2 2 1 14 21 2 0


