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ABSTRACT 
 
 
 Substance use disorders (SUD) are a prominent public health problem in 

the United States of America. Substance use disorders, by definition, beget 

significant health and social consequences. The purpose of this study was to 

investigate the association between negative educational outcomes (failure to 

complete high school and low-literacy) and behavioral, clinical, and social 

correlates in people with SUD. It was hypothesized that men with high school 

completion would report less negative clinical, social, and behavioral correlates. 

Independent analyses ran for each behavioral, clinical, and social correlate failed 

to reject the null hypothesis that differences between the high school completion 

and non-completion groups were not statistically significant.  This study utilized 

intake data for a sample of socially disadvantaged adult males with SUD at an 

inpatient treatment facility in a large urban area. Of significance, only 33.9% of 

this sample reported completing high school. Census Data estimates that 81.2% of 

adults in the same county are high school graduates, suggesting a significant 

relationship with high school non-completion in this group of people with SUD. 

This research presents a starting point for a conversation related to 

accommodations for literacy challenges in treatment programs for SUD. 

The theoretical basis for this study relates to the underlying development of 

competence and identity that is achieved through educational success early in life, which 

can affect later life outcomes (Erikson, 1963). The relationship between high school 

completion and reported confidence for achieving sobriety in the study was not 
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significant. A separate analysis also found non-significant results using reported school-

aged reading and writing problems as the independent variable. Among many limitations, 

the time that the data was collected and the age range of the sample is thought to have 

impacted the results. Future directions include recommendation to investigate the 

influence of educational attainment on treatment outcomes.    

A secondary analysis explored SUD and spirituality. Ellis and Shoenfeld (1990) 

argued that the spirituality component of Alcoholics Anonymous, which is largely 

incorporated into inpatient SUD treatment for socially disadvantaged populations, was 

impeding people from potential recovery. In this study men who placed value on 

spirituality were statistically significantly more confident in their ability to find treatment 

success than those who did not place value on spirituality, indicating an association 

between spirituality and confidence for success in treatment. 
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CHAPTER 1 
 

INTRODUCTION 
 

 
Substance use disorders (SUD) are a prominent public health problem in the 

United States of America. The 2014 National Survey on Drug Use and Health data show 

that 21.2 million Americans ages 12 and older needed treatment for an illegal drug or 

alcohol use problem in 2014 (Center for Behavioral Health Statistics and Quality, 2015).  

Substance use disorders, which include the abuse of tobacco, alcohol, and illicit drugs, 

cost the United States of America $700 billion annually in costs related to crime, lost 

work productivity, and health care (U.S. Department of Health and Human Services, 

2014; Centers for Disease Control and Prevention, 2015; National Drug Intelligence 

Center, 2011). Moreover, the vast scope of SUD literature has converged upon the 

complexity of SUD in terms of comorbid disorders, health, and social consequences 

making it difficult to establish gold standards for treatment.  

The prevalence and significant implications of SUD have led to a surge in 

attention and demand for treatment. There are currently multiple therapeutic recovery 

avenues that are geared specifically towards people with SUD. The Substance Abuse and 

Mental Health Service Administration (SAMHSA) National Registry of Evidence-based 

Programs and Practices (NREPP) recognizes over 350 programs and reports effective, 

promising, and ineffective outcomes for individualized populations and desired 

outcomes. Inpatient care is the most intensive level of support for SUD. The care 

provided between inpatient treatment facilities is highly variable. Furthermore, the 

evidence base for the treatment provided for substance use disorders contains significant 
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limitations  (Manuel et al., 2011). Some examples of commonly used evidence-based 

practices in inpatient treatment are cognitive-behavioral therapy, motivational 

interviewing, and contingency management (Manuel et al., 2011). As commonplace with 

healthcare nationwide irrespective of the problem, an evident gap exists between the 

qualities of care available for self- pay, privately insured, and uninsured people with 

SUD. The research relating to SUD funding and implications on populations related to 

socioeconomic status is beyond the scope of this study. However, it is widely acceptable 

that SUD effective treatment has only recently reflected regulations for evidence-based 

practices and in the most ideal settings those practices have not established treatment 

integrity. As such, this study focuses on what is commonplace in socially disadvantaged 

populations where the needs are arguably more complex.   

Inpatient recovery programs that employ a variety of formal treatments in 

combination with twelve step groups are increasingly common for treatment of SUD 

(Delany, Shields, & Roberts, 2009). In addition, much of the treatment for SUD involves 

individual or group counseling. As people in SUD inpatient treatment reside in facilities 

for 24 hours a day, when they are not in structured group or individual therapy a large 

majority of the treatment also involves independent work involving reading literature and 

using personal insight to reflect and journal responses to assignments. Furthermore, when 

treatments such as Cognitive Behavior Therapy (CBT) and Dialectical Behavioral 

Therapy (DBT) are used in the aforementioned structured counseling, they involve some 

aspect of completing assignments in order to gain insight that will initiate behavior 

change (Linehan, Schmidt, Dimeff, Craft, Kanter, &  Comtois, 1999).  The Alcoholics 

Anonymous program is centered on regular reading of The Big Book of Alcoholics 
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Anonymous and completion of the twelve steps; many of the steps include reading and 

journaling progress, emotions, and reflection. Therefore, it can be generally inferred that 

literacy is imperative in order to actively participate in the multifaceted inpatient 

treatment programs. 

 

Statement of the Problem 

A relationship between reading development and a variety of negative 

consequences, including high school dropout, has been accepted by leading researchers in 

school psychology (Reschly, 2010). In adulthood, men who were less educated were 

more subjected to distress than those with higher educational levels and less likely to 

report and seek treatment for common mental problems whenever distressed (Khlat, 

Legleye, & Sermet, 2014). It is well established that high school non-completion, be it 

related to literacy challenges or not, is strongly associated with negative social 

consequences.  

Socially disadvantaged adult males seeking recovery from SUD are presented 

with options if they decided to seek help. Inpatient programs, in particular, typically 

provide multifaceted treatment modalities, commonly include some reliance on 

individual and group counseling, family involvement, and participation in 12- step groups 

(Delany, Shields, & Roberts, 2009; Manuel et al., 2011) While one tool was found that 

outlined treatment differentiation suggestions for a variety of cognitive difficulties 

(SAMHSA Treatment Improvement Protocol, 1998), there is a gap in the research 

reflecting the implementation of those recommendations to evidence-based practices.  
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Substance Use Disorders, by definition, beget significant health and social 

consequences. There is a gap in the literature investigating the association between 

negative educational outcomes (failure to complete high school, low-literacy) and 

psychosocial outcomes in people with SUD. 

 

Theoretical Perspective 

A theoretical perspective is useful to better understand the conceptualization of this 

study. Erikson’s Stages of Psychosocial Development (1959) serves as the theoretical 

basis. Erikson (1959) introduced the concept psychosocial to encompass 

one's psychological development in, and interaction with, a social environment. The 

individual need not be fully aware of this relationship with his or her environment. 

Erikson proposed that psychosocial development progresses over eight sequential stages:  

 Stage 1: Infancy: Trust vs. Mistrust (Age 12-18 months) 

 Stage 2: Early Childhood: Autonomy vs. Shame/Doubt (Age 18 months-3 years) 

 Stage 3: Preschool: Initiation vs. Guilt (Age 3- 6 years) 

Stage 4: School Age: Industry vs. Inferiority (Age 6-12 years) 

Stage 5: Adolescence: Identity vs. Role Confusion (Age 12-18 years) 

Stage 6: Young Adult: Intimacy vs. Isolation (Age 19-40 years) 

Stage 7: Adulthood: Generativity vs. Stagnation (40-65 years) 

Stage 8: Old age: Integrity vs. Despair (65- death) 

Erikson (1963) describes overarching crises that occur sequentially at each stage of 

development. According to the theory, successful completion of each stage results in 

obtaining lifelong virtues that are necessary for living as an autonomous adult (Erikson, 
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1963). Moreover, difficulty successfully completing a stage can negatively impact the 

ability to complete further stages, leading to continuous increased psychosocial 

difficulties. 

For this study, it is useful to focus on the time between the start of school age and 

the beginning of adolescence (Stage 4) that Erikson theorized is a time at which a child’s 

world extends from his or her home to the school. Children are faced with learning new 

skills each day and those who cannot master their schoolwork can potentially identify as 

a failure and feelings of inferiority may arise (Erikson, 1959). According to the theory, 

the virtue of competence is helpful in navigating the ever-changing challenges of life 

(Erikson, 1963). Therefore according to Erikson’s theory, a failure in education can 

theoretically lead to difficulties in psychosocial aspects of life.  

To further understand the conceptualization of this study, it is also useful to 

unpack Stage 5. As mentioned, Erikson theorized that failure to resolve the crisis of one 

stage would likely lead to difficulty in future stages. In Adolescence (Identity vs. Role 

Confusion), Erikson (1963) suggests that success in this stage will lead to the virtue 

of fidelity. It is explained that it is during this time frame that adolescents form their own 

identity based upon the outcome of their experiences. As such, failure to establish this 

sense of identity can lead to role confusion, or identity crisis, which is associated with 

exploration of different lifestyles. It is hypothesized that pressure to establish identify 

may result in a rebellion associated with negative identity development and emotional 

response (Erikson, 1963).   
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Purpose of the Study 
 

The purpose of this study is to describe a sample of socially disadvantaged, adult 

males with Substance Use Disorder, which is a complex illness that is highly associated 

with various health and social consequences. The understanding of common behavioral, 

mental health, and social correlates for this sample in general is beneficial to better 

understand and ultimately better assist this population. Furthermore, this study will 

highlight the prevalence of high school dropouts among this population and the 

significance of education in the current treatment for adult males with Substance Use 

Disorders. The relationship between high school completion and the aforementioned 

psychosocial correlates is explored to determine the need for differentiation and 

accommodations for education-related skills in substance use treatment. In sum, this 

study aims to expand the literature in the following ways: 

1) This study seeks to add to the literature on substance use disorders and 

comorbid learning difficulties and high school drop- out. 

2) A major aim of the study is to provide a descriptive summary of 

behavioral, social, and mental health correlates in Persons in Recovery 

in this sample who had completed high school and those who had not. 

3) The literacy level necessary to participate fully in commonly used 

treatment modalities in inpatient substance use treatment will be 

explained. 

4) To reflect the prevalence of 12-step group participation in inpatient 

treatment facilities, this study will explore the relationship between 

spirituality and recovery in a secondary analysis.  
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Research Questions and Hypothesis 

 
Specifically, the research questions that will be addressed are: 

1. Do reported literacy challenges while school aged have a relationship with high 

school education completion among this population of adult male substance 

users? 

a. It is hypothesized that literacy challenges will be negatively correlated 

with high school completion.  

2. Do men with substance use disorder who have completed a high school education 

differ from those who have not in their self-reported confidence of achieving 

sobriety in treatment?  

a. It is hypothesized that high school completion will have a positive 

relationship with reported confidence in ability to achieve sobriety through 

treatment.  

3. Do high school completers and non-completers differ in clinical, social, and 

behavioral correlates that have been well-established as comorbid difficulties for 

substance use disorders?  

a. It is hypothesized that men with high school completion will have less 

negative clinical, social, and behavioral correlates and more positive 

correlates.   

4. A secondary analysis will explore reported spirituality among this sample. Do 

men who report spirituality as important to their recovery differ from those who 

do not in their self-reported confidence of achieving success in treatment?  
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a. It is hypothesized that men who report more value on spiritualty’s 

importance of recovery will have more confidence in their ability to 

achieve sobriety through treatment due to the historical association with 

Alcoholics Anonymous method of achieving recovery. 

 

Definition of Terms 
 

The language associated with Substance Use Disorders (SUD) is changing as 

the science around SUD and recovery evolves. A language guide was created by 

SAMHSA’s Center for Substance Abuse Treatment (CSAT) in collaboration with 

SAMHSA’s National Alcohol and Drug Addiction Recovery Month 

Planning Partner organizations, SAMHSA’s Partners for Recovery (PFR) 

initiative and the PFR National Subcommittee on Reducing Stigma. The purpose of the 

language guide was to highlight terminology that currently causes confusion 

and perpetuates stigma within the prevention/treatment/recovery workforce and also to 

promote the use of words that will advance the understanding of substance use disorders 

as a health issue. Literature published prior to the adoption of the most recent substance 

use terminology will be described using the most recent term throughout this study. 

Substance Use Disorder: The American Psychiatric Association’s Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (DSM–V; American Psychiatric 

Association, 2013) defines substance use disorders as a maladaptive pattern of substance 

use leading to clinically significant impairment or distress. The most recent DSM 

released by the American Psychiatric Association in 2013 (DSM-V) combined the 

previous diagnostic criteria for substance dependence and substance abuse into one 
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category of substance use disorders. The number of diagnostic criteria met by an 

individual determines whether the Substance Use Disorder (SUD) is classified as mild, 

moderate, or severe to indicate the level of severity. Examples of inclusive criteria for 

SUD are cravings for substances, an inability to control substance intake, the 

development of tolerance to a substance’s effects, report of prominent interpersonal and 

social implications, and expending significant time and/or resources to use or recover 

from the intake of a substance (American Psychiatric Association, 2013).  

Recovery. SAMHSA defines the term “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. SAMHSA has identified four dimensions of recovery from substance 

use: health, home, purpose, and community.   

Person in Recovery: This term is used to describe a person with a SUD who is working 

towards the aforementioned definition of recovery.  

Socially Disadvantaged: This term is used to describe individuals who have been 

subjected to racial or ethnic prejudice or cultural bias because as members of groups 

without regard to their individual qualities. In this study, this term is also used to reflect 

the uninsured and those who may not fall into this category if not for having a SUD, 

which is a social disadvantage in itself.   

Low literacy: For the purpose of this study, the Framework for the 2003 National 

Assessment of Adult Literacy’s definition of literacy will be used: Literacy is the ability 

to use printed and written information to function in society, to achieve one's goals, and 

to develop one's knowledge and potential. The skills required to perform literacy tasks 

are word-level reading skills and higher-level literacy skills (White & McCloskey, 2003). 
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High school non-completion will be considered as low-literacy, as generally they are 

such when compared to their high school graduated counterparts.   

Psychosocial:  According to Erikson (1959) for a concept to be psychosocial means it 

relates to one's psychological development in, and interaction with, a social environment. 

The psychosocial correlates that were explored were broken down to reflect clinical, 

behavioral, and social correlates.  

 

Application of the Results 

Research utilizing small samples of self-report data contains well-known 

limitations in both validity and reliability yet these limitations do not undermine the 

utility of this study. This research will shine light on the current literacy demands in 

many substance use treatment modalities, particularly for the uninsured, and the 

prevalence of literacy challenges in this population. This research presents a starting 

point for a conversation related to accommodations for literacy challenges in treatment 

programs for SUD. In addition, it outlines support for a heightened need for remedial 

literacy support for adults with SUD while simultaneously acknowledging and addressing 

the socioemotional repercussions of comorbid low literacy and SUD. For school 

psychologists, this research adds to the existing support for integration of student level 

services that concurrently develop academic, social, and life skills.  
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CHAPTER 2 

REVIEW OF LITERATURE 

 

The following literature review provides a contextual framework for this study. 

First, an overview of the relationship between low literacy and high school non-

completion and the associated life outcomes is presented. The existing literature that has 

explored substance use disorder and comorbid learning disabilities, specifically in 

reading, will be outlined. A gap in literature relating to literacy and SUD in adults is 

discussed. Two prior studies that have explored psychosocial heterogeneity of samples of 

people with SUD are outlined as they closely relate to this project. An overview of the 

current literature on SUD and its association with the selected clinical, behavioral, and 

social correlates that are investigated in this study will be provided in order to better 

understand the prevalence of a myriad of comorbid challenges that are commonly 

associated with SUD. As pertinent to a secondary analysis, spirituality and SUD is 

discussed. Finally, an overview of the status of current inpatient treatment options 

available to socially disadvantaged, urban, adult populations is reviewed with a specific 

focus on the literacy proficiency required to actively participate in treatment.  

 

High School Completion, Low literacy, and Psychosocial Outcomes 

Data from the U.S. Department of Labor Surveys showed that the median income 

for individuals without a high school diploma was roughly two-thirds of the median 

income for individuals with a high school diploma and less than half those with a 

bachelor’s degree. Furthermore, the rate of unemployment is highest for people without a 
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high school diploma compared to their more educated counterparts. It is well known that 

adults who have poor reading skills compose a large number of those who are high 

school dropouts. Adult illiteracy also has a well-established relationship with 

unemployment, poverty, and or incarceration, all of which are costly to society as a 

whole.  

As such, the association between high school non-completion and reading 

difficulties is well recognized. For example, Zabolocki and Krezmien (2013) conducted a 

study using data from the National Longitudinal and Transitional Study 2 database to 

investigate predictors of high school dropout, particularly among students with high 

incidence disabilities. Findings indicated that low academic achievement was a 

significant risk factor in dropout for students with disabilities (Zabolocki & Krezmien, 

2013).  

Reschly (2010) presented findings to support intensive early interventions for 

student reading skills.  Data suggested that early reading interventions resulted in lower 

rates of grade retention, reduced incidence of placement in special education, and higher 

rates of high school completion. Reschly  presents an overview of evidence connecting 

reading difficulties to high school non-completion before introducing an intervention 

mutually directed at literacy and school engagement. Through the review of evidence, the 

“Matthew effect” as described by Stanovich (1986) is reiterated as situations in which 

initial differences or effects are multiplied over time. The Matthew effect as it relates to 

reading exists in school where first we ‘learn to read’ before quickly ‘reading to learn’. 

Students who successfully master reading will be able to acquire knowledge on a large 

scope at an exponentially faster rate, without the confounding emotional difficulties that 
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relate to early reading failure (Reschly, 2010; Stanovich, 1986) In turn, the “Matthew 

effect” as it relates to reading is exacerbated by a decreased motivation and school 

engagement that is commonplace for struggling readers (Reschly, 2010). A lack of school 

engagement has been associated with decreased high school completion (Wang & 

Fredricks, 2013). 

Literature is available to suggest that adults with reading difficulties continue to 

be affected by their shortcomings particularly when faced with academic material beyond 

high school, even if they successfully completed high school (Cantrell et al., 2013).  A 

recent study exploring psychosocial aspects of college students in developmental reading 

courses indicated that students had significantly lower levels of self-efficacy for 

academic and personal experiences than students in general college-level English courses 

(Cantrell et al., 2013).  

 
High School Completion, Literacy and Substance Use Disorders 

In the United States, according to the National Survey on Drug Use and Health 

(NSDUH; Substance Abuse and Mental Health Services Administration [SAMHSA], 

2013), rates of SUD are associated with a person’s level of education. Much of the 

research related to low-literacy and SUD over the past few decades has focused on the 

adolescent populations (Karacostas & Fisher, 1993; Rhodes & Jasinski, 1990; Yu, Buka, 

Fitzmaurice, & McCormick, 2006; Kelly et al., 2015).  Research specifically related to 

comorbid learning disabilities in adolescent populations has found high learning 

disability prevalence, ranging from 40–70% of chemically dependent adolescents 

(Karacostas & Fisher, 1993; Rhodes & Jasinski, 1990). Research has also been done that 
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suggests that this population of students with learning problems and comorbid substance 

use problems is not only prevalent, but may require additional support than their non-

learning disabled peers (Yu et al., 2006). Yu and colleagues conducted a 6-month 

longitudinal study comparing a group of chemically dependent adolescents with learning 

disorders (LD) to a group of chemically dependent adolescents without learning 

disorders. Compared to chemically dependent teenagers without LD, those with LD were 

twice as likely to re-use substances at least once by follow-up (Yu et al., 2006). 

There is evidence to support behavior relating to SUD as a predictor of high 

school non-completion. A recently published study of the association of polydrug use, 

alcohol use, and high school non-completion on a sample of Australian adolescents found 

that polydrug use (high rates of alcohol, tobacco, and marijuana) predicted subsequent 

school non-completion after accounting for a range of potential confounding factors 

(Kelly et al., 2015).  

There is a significant gap in the literature concerning literacy skills and success of 

substance use addiction recovery at this time. Resources are available that outline 

accommodations to treatment for people with cognitive disabilities including a mention 

of reading difficulties; however, a significant research-to-practice gap exists in the 

awareness and implementation of those suggestions.  It can be inferred that if people 

cannot read, write or comprehend the reasoning for the questions that are being asked of 

them, it would be more difficult to succeed in obtaining recovery through treatments that 

require these cognitive abilities.  Lincoln (2006) and his colleagues found low literacy to 

be associated with worse depressive symptoms in people with substance use disorders. 

The authors suggested that the relationship between literacy and mental health outcomes 
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be explored; however, there is limited research in this area regarding substance use 

disorders (Lincoln et al., 2006). 

 

Psychosocial Heterogeneity in Persons in Recovery from SUD 

Various psychosocial characteristics are known to affect substance use disorder 

recovery. Within-group heterogeneity of people with SUD is not well researched. Cohen 

(1999) investigated within-group heterogeneity across a range of psychological and social 

domains in low-income, African American, female crack cocaine users using factor and 

cluster analyses in relation to various clinical and behavioral indictors. The subgroup in 

that study evidencing the highest levels of psychological distress and dysfunction also 

reported the riskiest sexual behaviors and most extensive drug use history (Cohen, 1999). 

More recently, a study by Mendelson, Dariotis and Agus (2013) looked at the 

psychosocial profiles among both male and female low-income substance abusers to 

begin to explore within group heterogeneity. Psychosocial characteristics assessed 

included depressive symptoms, perceived social support, self-efficacy, and coping. The 

following measures were used to assess the aforementioned psychosocial variables:  

1) Depressive symptoms: The Patient Health Questionnaire-9 (PHQ-9; Kroenke, 

Spitzer, & Williams, 2001) asks respondents to rate how often over the past 

two weeks they experienced each of nine symptoms for major depression from 

the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, on a 

scale ranging from 0 (not at all) to 3 (nearly every day).  

2) Perceived Social Support: An 11-item abbreviated version of the Medical 
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Outcomes Study (MOS) Social Support Survey (Sherbourne & Stewart, 1991). 

The measure asks respondents to report the extent to which each listed type of 

support is available to them on a scale ranging from 1 (none of the time) to 5 

(all of the time). (e.g., “someone to take you to the doctor if you really needed 

it;” “someone to love and make you feel wanted”). The measure was found to 

have good internal reliability and construct validity (Sherbourne & Stewart, 

1991), Cronbach’s alpha was 0.96. 

3) Self-efficacy: The 7-item Mastery Scale (Pearlin & Schooler, 1978) includes 

items such as “I often feel helpless in dealing with the problems of life” and 

“There is really no way I can solve some of the problems I have.” The measure 

asks respondents to rate the extent to which they agree with each statement on 

a scale ranging from 1 (strongly agree) to 4 (strongly disagree). The scale has 

been found to have good internal reliability and factor structure (Bovier, 

Chamot, & Perneger, 2004).  

4) Positive and negative coping: The 28-item Brief COPE (Carver, 1997), in 

which respondents rate whether they use various coping methods (e.g., “I’ve 

been getting help and advice from other people”) on a scale ranging from 1 

(strongly agree) to 5 (strongly disagree). The scale was found to have good 

internal reliability and factor structure (Carver, 1997). 

Mendelson and colleagues used cluster analysis, a multivariate statistical procedure for 

generating homogenous groups based on several characteristics of interest, to identify 

subgroups of individuals with similar levels of the aforementioned psychosocial 

variables. Results indicated that the largest cluster (38.4% of the sample) was 
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characterized by a pattern of high levels of depressive symptoms and negative coping, 

coupled with low levels of perceived social support, self-efficacy, and positive coping 

(Mendelson et al., 2013). This group was then referred to as “distressed”.  Two other 

groups were identified and labeled “adjusted” (34.2%) and “resilient” (27.4%).  After 

clusters were established, they were associated with sociodemographic (gender, age, race, 

marital status, education, employment, and living situation), behavioral (substance use 

severity, criminal history), and clinical (trauma exposure, mental health history) 

correlates. As compared with individuals in the other clusters, those in the “distressed” 

cluster were more likely to be female and reported more housing instability and 

underemployment, more severe substance use problems in the past year, more trauma 

symptoms, and more current use of individual therapy (Mendelson et al., 2013).  While 

44.7% of the sample did not have a high school education, high school completion was 

not significantly correlated with any of the established clusters (distressed, adjusted, or 

resilient).  However, the relationship between high school non-completion and other 

behavioral and clinical outcomes was not explored in isolation.   

 Outcomes from existing studies that have investigated psychosocial heterogeneity 

among people with substance use disorders and explored their association with socio-

demographical, behavioral, and clinical indicators suggest a need for the development of 

intensive and multifaceted treatment for individuals with more psychosocial distress and 

less positive psychosocial indicators (Cohen, 1999; Mendelson et al., 2013). 
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Substance Use Disorders and Clinical Correlates 

Mental Health 

 Substance use disorders and mental illness are often correlated. The nature of the 

relationship between substance use disorders and psychopathology has long been an area 

of controversy.  Consistent findings indicate that substance users differed significantly 

from non-users in levels of depression, interpersonal problems, aggression, cognition, and 

other psychosocial indicators (Compton, Thomas, Stinson, & Grant, 2007; Eisinger, 

Wodarski & Ferguson, 2009). Drake and Wallach (1989) found that participants in a 

study that were substance abusers and diagnosed with mental illness were less able to 

manage their lives in the community in terms of meals, finances, housing, and activities; 

showed greater hostility, suicidality, and speech disorganization; and had poorer 

medication compliance. They were also twice as likely to be re-hospitalized during a 1-yr 

follow-up compared to non- substance abusers (Drake & Wallach, 1989). 

 A study on mental health and substance abuse prevalence was done interviewing 

people as part of the National Institute of Mental Health Epidemiologic Catchment Area 

Program. The study found that among those with an alcohol disorder, 37% had a 

comorbid mental disorder (Regier, Farmer & Rae, 1990). Among the institutional 

settings, comorbidity of substance use disorders and severe mental illness was highest in 

the prison population, most notably with antisocial personality, schizophrenia, and 

bipolar disorders (Regier, Farmer & Rae, 1990). 

 More recently, longitudinal study results were reported reflecting an investigation 

of educational inequalities in the co-occurrence of mental health and substance use 

problems. Findings concluded that obtaining a high school diploma by age 21 decreased 



 19 

the chance of an individual belonging to the comorbid group of substance use and mental 

health disorders (Lee, Herrenkohl, Kosterman, Small,  & Hawkins, 2013). Furthermore, 

results of the study suggested that young adults with SUD and comorbid mental health 

disorder symptoms have a harder time achieving long-term adult economic stability (Lee 

et al., 2013). Economic stability was measured by constructive engagement, household 

income, and a measure of “wealth” as compared to a control group who did not meet 

criteria for SUD or mental health disorders (Lee et al., 2013). 

The relationship between high school completion and mental illness has been 

explored. A study on a sample of adults who were hospitalized for the first time for non-

affective psychosis explored a number of descriptive variables in a group of high school 

dropouts compared to those who completed high school (Goulding, Chien, & Compton, 

2010).  Goodling and colleagues found that school dropout was associated with poorer 

social functioning measured by scores on the Social Functioning Scale (SFS; Birchwood 

et al., 1990) and a greater number of psychosocial problems indicated by the number of 

Axis IV psychosocial problems observed, based on definitions from the Diagnostic and 

Statistical Manual of Mental Disorders, Fourth Edition (American Psychiatric 

Association, 2000).   

 

Depression 

 Over the past 20 years, a number of studies established common comorbidity 

between depression and substance use disorders. In a review of studies of psychiatric 

patients, the range of comorbid alcoholism has been from 10% to 30% (Renner, Baxter, 

Suzuki & Ciraula, 2011). Wilson and colleagues (2006) compared the National 
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Epidemiologic Survey on Alcohol and Related Conditions (NESARC) data from 2001 to 

2002 with the National Longitudinal Alcohol Epidemiologic Survey (NLAES), 

conducted in 1991–1992. This comparison showed that the prevalence of comorbid major 

depression and substance use disorders increased from 10% in 1991–1992 to 15.1% in 

2001–2002 (Wilson et al., 2006).  More recently, NESARC data were indicative of an 

association between major depressive disorder and an individual’s transition from non-

drug use status to problem drug use status (Compton, Dawson, Conway, Brodsky, & 

Grant, 2013).  

Investigation of the implications of major depressive disorder and comorbid 

substance use disorder has suggested an earlier return to substance use following 

treatment (Greenfield et al., 1998). This highlights the importance of the treatment of 

depression and substance use disorders concurrently if symptoms of depression are 

recognized in the individual who is seeking treatment for the substance use disorder. One 

study conducted a longitudinal analysis to determine if low literacy was associated with 

more depressive symptoms among people with SUD (Lincoln et al., 2006). Findings 

indicated that in people with substance use disorders, low literacy is associated with 

worse depressive symptoms (Lincoln et al., 2006).  

 

 

Substance Use Disorders and Behavioral Correlates 

Criminal History 

 Prior to the recent, evolving support for the understanding of addiction as a brain 

disease, punitive approaches to individuals with substance use disorders have been 
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commonplace, resulting in an associated relationship between SUD and the criminal 

justice system.  This problem is not new, as an older study reported that 74% of a state 

prison population met the criteria for DSM-IV substance abuse or dependence, where 

more than 50% was currently dependent on alcohol and/or drugs, attesting to the 

longstanding correlation between substance use disorders and criminal activity (Peters, 

Greenbaum, Edens, Carter & Ortiz, 1998).  Beyond the criminalization of substance use 

alone, people with substance use disorders and comorbid psychological problems have 

been found to be more likely to engage in criminal behavior than those without 

comorbidities, including higher rates of new criminal offenses and re-incarceration 

(Baillargeon et al., 2010; McNiel, Binder, & Robinson, 2005). 

Not all drug-related crimes are alike. Prison time is a potential consequence for a 

variety of drug-related crimes including distribution of illegal substances, possession of 

illegal substances, and driving while under the influence. There are other drug-related 

offenses that are not always as clearly linked to substance use disorders such as crimes 

that involve illegally obtaining money in order to purchase substances. According to the 

United States Department of Justice in 2004, 17% of state prisoners and 18% of federal 

inmates reported committing their current offense to obtain money for drugs (Mumola & 

Karberg, 2007). The same survey reported that nearly a third of state and a quarter of 

federal prisoners committed their current crime under the influence of drugs (Mumola & 

Karberg, 2007).  Adding to the significance of the substance abuse problem in the 

criminal system, in 2004, 40% of state and 49% of federal inmates took part in drug 

abuse treatment or programs since admission to prison (Mumola & Karberg, 2007). 
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Research has been conducted investigating the relationship between violent 

behavior and drug addiction. Fernandez-Montalvo, Lopez- Goni and Arteaga (2012) 

found significant differences between two groups of patients who were seeking outpatient 

treatment for substance use disorders dependent on whether they were associated with 

violent behaviors or not. In this particular study, violent behaviors were closely 

associated with recent drug consumption and were typically directed at close friends or 

family, or executed in order to obtain money to purchase substances. The authors found 

that on average, patients who displayed violent behavior were younger, more likely to 

have experienced an overdose, and had significantly higher scores on the European 

version of the Addiction Severity Index (EuropASI) than patients without violent 

behavioral issues (Fernandez-Montalvo et al., 2012). 

According to the National Institute on Justice (NIJ), Drug Courts are specialized 

court docket programs that target specific populations (e.g. parents, juveniles, veterans) 

who have committed non-violent crimes and also have alcohol and other drug 

dependency problems. The intention of drug courts is to provide an alternative to 

incarceration (where minimal rehabilitation is provided) by utilizing a comprehensive 

response to substance-motivated criminal behavior geared toward rehabilitation (NIJ, 

2015). Drug Courts commonly involve screenings for individuals to determine needs, 

followed by a period of monitoring, supervision, mandated treatment, and ultimately 

graduation (NIJ, 2015). Failure to comply with recommendations of multidisciplinary 

drug court teams can lead to Drug Court termination and can result in incarceration.  

A recent study investigating predictors of Drug Court termination found that 

participants were most likely to be terminated from drug court if they did not have a high 
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school diploma, were not employed or a student, identified cocaine as a drug of choice, 

had more positive drug tests, had a violation within the first 30 days of the program, and 

had a criminal history (Gallagher, Nordberg, Deranek, Ivory, Carlton, & Miller, 2015). 

 

Employment History 

The societal impact of SUD is not only felt through the association with the 

criminal justice system but also with lost work productivity and increased need for 

government health care (U.S. Department of Health and Human Services, 2014).  

Over a decade ago, common obstacles to employment for people with SUD were 

outlined. Physical illness and interpersonal relationship difficulties are symptomatic of 

SUD and understandably affect progress in job-related skill building. Gold (2004) 

describes the rarity of formal and informal accommodation for SUD in the workplace.  

Furthermore, while accommodations are available through the American with Disabilities 

Act (ADA, 1990) for people who are not currently using drugs but have had a history of 

SUD, the stigma and illegal association is often discouraging (Gold, 2004). The risk of 

legal involvement for substance use is also high, which in turn can affect work attendance 

and engagement. Additionally, a criminal history makes it more difficult to obtain 

employment.  In an attempt to break the cycle and improve employment opportunities 

and outcomes for people with SUD, Gold (2004) recommended the following:  

1) Redesigning and funding of vocational rehabilitation services specifically 
tailored for persons with SUDs by the state and federal governments; 2) 
overcoming obstacles inherent in the unforgiving secondary macro-labor market 
with education and employment supports; 3) insurance parity for payment of SUD 
treatment; 4) strengthening protections of the ADA; and 5) formulating coherent 
policies and laws regulating alcohol, illicit drugs, and tobacco; clinical treatment 
and rehabilitation; and legal consequences for use (p. 2635). 
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Ten years later, Harris, Matthews, Penrose-Wall, Alama and Jarworski (2014) 

surveyed a small sample of people with comorbid mental health problems and substance 

use problems regarding their perspective on their barriers to employment. The small 

study qualitatively investigated job seekers, support persons (family members of job 

seekers) and employment services staffs’ attitudes about barriers to employment. Job 

seekers, who suffered with mental health concerns and substance use problems were 

assessed to be capable to work by independent health associates in order to be included in 

the study. Length of time unemployed was perceived as the most significant barrier to 

future employment associated with mental illness, and substance use problems were 

perceived as associated with negative community and employer perceptions (Gold, 

2004). Importantly, employment service staff reported a theme of lack of familiarity with 

“work culture” among people with mental health and substance use problems that 

affected job obtainment as well as keeping the job (Harris et al., 2014).   

To highlight the intensity of the problem, a study investigating IV-drug users and 

legal job employment concluded that only 27% of the participants had a legal job at some 

point during their follow-up study (Richardson, Wood, Li & Kerr, 2010). Research has 

explored ways in which paid employment can contribute to a person’s recovery from a 

SUD. McIntosh, Bloor and Robertson (2008) summarize findings that suggest steady 

employment is helpful to recovery because it is a productive time replacement, introduces 

positive and likely drug-free social relationships through coworkers and increases self-

esteem which can help prevent relapse (McIntosh et al., 2008). The extent of individuals’ 

psychological dependence upon illegal drugs, as measured by their Severity of 
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Dependence score (SDS), is correlated with one’s ability to secure paid employment 

(McIntosh et al., 2008). Researchers concluded that this association was not surprising 

given the expected increased impairment of emotional well- being and social functioning 

(McIntosh et al., 2008).  According to the National Survey on Drug Use and Health 

(NSDUH; Substance Abuse and Mental Health Services Administration [SAMHSA], 

2013), rates of SUD are associated with a person’s level of education. As employment 

opportunities are positively associated with educational attainment, the focus on 

education as a supportive factor for people with SUD is evident.  

 

Sexual Risk History 

Research on comorbid severe mental illness and SUD relating to sexual risk-

taking behavior are suggestive of established correlation yet varied specifics (Meade, 

2006). Among people with dual diagnosis, lifetime SUD predicted sexual activity and 

partner-related risk whereas active substance abuse predicted condom-related risk 

(Meade, 2006). It is necessary to understand the importance of the distinction between 

lifetime SUD and substance abuse when discussing their relationship with sexual risk-

taking behavior.  

A group of researchers hypothesized that risk-taking propensity would be 

correlated with sexual risk behavior for people with substance use disorders (Lejuez,, 

Simmons, Aklin, Daughters, & Dvir, 2004). In order to test this hypothesis, adult 

participants from two urban substance use treatment center completed the Balloon 

Analogue Risk Task (BART; Lejuez et al., 2002) as a measure of risk-taking propensity. 

The BART is a computer test that requires the participant to “pump up” a balloon by 
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clicking on a balloon pump, each pump adds five cents to their account. At any point the 

participants could stop and collect the money but if they clicked too much the balloon 

would explode and their account would deplete to “0”. A measure of risk-tasking 

propensity was derived from the BART using the average number of pumps on each 

balloon in which money was collected. The participants were also given a battery of self-

report measures of impulsivity, self-esteem, and depressive symptoms and a six-item 

risky sexual behavior scale (HIV Risk-taking Behavior Scale (HRBS-RSB); Darke, Hall, 

Heather, Ward, & Wodak, 1991) that focused on past month behavior including total 

number of sexual partners, frequency of RSB including condom use with regular partners 

as well as with acquaintances, condom use when money/drugs were exchanged, and anal 

sex. Significant findings included risk-taking propensity and low self-esteem as 

predictors of sexual risk behavior among this sample of people with SUD (Lejuez et al., 

2004).  

Distinctive from lifetime substance use, substance abuse in the form of acute 

intoxication has also been explored to lead directly to sexual risk behavior  (Maisto,  

Carey, Carey, Gordon, Schum & Lynch, 2004). Maisto and colleagues conducted a study 

where participants were assigned to random groups reflecting alcohol, placebo, and 

control. Following the experimental manipulation, all participants completed measures 

relating to sexual risk behavior including attitudes toward condom use, intention to 

engage in risky sex, and condom use negotiation skills  (Maisto et al., 2004). Consistent 

with their hypothesis, participants in the group demonstrating acute intoxication had 

poorer negotiation skills and greater intention to engage in risky sex compared to 

participants who did not drink alcohol (Maisto et al., 2004).  
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Interestingly, a study looking at the reduction of HIV-risk behavior among adults 

in outpatient psychiatric treatment compared sexual risk-taking behavior post- 

intervention for a group receiving HIV intervention and a group receiving a substance use 

reduction intervention (Carey, Carey, Maisto, Gordon, Schroder, & Vanable, 2004). The 

patients who received the substance use reduction intervention were more likely than 

control participants to demonstrate enhanced interpersonal skills and to reduce the 

number of sexual partners. They were also more likely than control patients to express 

more favorable attitudes toward condoms and to endorse stronger intentions to use 

condoms. While the HIV intervention group had more positive outcomes than substance 

use reduction intervention, this study supported the prediction that a substance use 

reduction intervention would help to indirectly reduce sexual risk behavior (Carey et al., 

2004). Descriptive information from the same study also established that lifetime history 

of substance use was not associated with increased number of partners (Carey et al., 

2004). 

More recently, differences in substance use, sexual risk behaviors, and social 

support among black and non-black men who have sex with men have been explored 

(MSM) (Mance, Kurtz, & Surratt, 2013). All of the men in the study met criteria outlined 

by the research for excessive substance use, but descriptive results indicated that black 

MSM were more likely to be cocaine users and to meet DSM-IV-TR criteria for 

substance dependence. Sexual risk was measured by self-report history of buying sex.  

Major findings were conclusive of social support as a partial mediator for the 

relationships between black race/ethnicity and SUD and between black race/ethnicity and 

buying sex among this sample (Mance, Kurtz, & Surratt, 2013). Mance and colleagues 
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suggested the major implication of the study was evidence for enhancing social support 

in intervention development for both substance use and sexual risk behaviors.  

Research has investigated the association between educational attainment and 

risky sexual behavior among high school students (Frisco, 2008).  Findings based on data 

derived from the National Education Longitudinal Study from 1988-1994 suggested non-

use of contraception, becoming a parent in high school, and age of initial sexual activity 

predicted educational attainment (Frisco, 2008). It is well established that acute 

intoxication is associated with increased sexual risk-taking (Maisto et al., 2004). 

Furthermore the relationship of low education attainment, sexual risk-taking, and 

substance use has been indirectly explored.  

In sum, research has shown that lifetime SUD is conflicting in terms of its 

association with increased number of sexual partners (Carey et al., 2004, Meade, 2006).  

Risk- taking propensity and low self-esteem are correlated with sexual risk tasking 

behaviors in lifetime SUD (Lejuez et al., 2004). Social support has been established as a 

potential mediator among men for black race and SUD and black race and buying sex 

(Mance, Kurtz, & Surratt, 2013).  Substance use reduction interventions were found to 

indirectly reduce sexual risk-taking behavior (Carey et al., 2004), emphasizing the 

relationship between substance use and sexual risk-taking. 

 

Substance Use Disorder and Social Correlates 

Interpersonal Relationships and Support 

Stevens, Jason, Ram, and Light (2015) recently published a study exploring the 

relationship between sources of social support and feelings about social support and 
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abstinence specific self- efficacy among a group of people with SUD. Among a group of 

participants living across five recovery houses, a significant positive relationship was 

found between general social support and abstinence-specific self-efficacy (Stevens et al., 

2015).  Abstinence-specific self-efficacy was defined as one’s perceived ability to exert 

control over substance-using behaviors and was measured by The Drug Taking 

Confidence Questionnaire (DTCQ). Stevens and his colleagues (2015) also found general 

social support to be significantly associated with the specific social support measures of 

sense of community and Alcoholics Anonymous (AA) affiliation. In addition, the amount 

of social support, or social network size, predicted abstinence-related factors such as AA 

affiliation and decreased perceived stress (Stevens et al., 2015) 

Nearly two decades ago, a study was done investigating the relationship between 

scholastic self-competence, perceived social support, gender, and substance use in young 

adolescents (Lifrack, McKay, Rostain, Alterman, & O’Brien, 1997). Among Lifrank and 

colleagues’ significant findings was a negative association between perceived scholastic 

competence and substance use in both genders. In boys, more perceived support from 

teachers, and parents (to a lesser degree), was associated with less substance use, 

particularly in those with low scholastic competence (Lifrank et al., 1997). Thus, the 

relationship between social supports among a population of undereducated males with 

substance use disorders may be of use to explore.  In addition, this social support aspect 

has been explored in treatment outcomes, such that low levels of social support are 

associated with poorer treatment prognosis (Ciraulo et al., 2003). 

A cofounding variable for family support lies in the fact that family members of 

people with SUD may also have SUD. Well-established genetic studies have shown that 



 30 

genetic factors may contribute to substance use disorders (Chen et al., 2012). Chen and 

colleagues (2012) overview of the recent advances in genetic epidemiology and 

molecular genetics of substance use disorders and found that heritability for substance 

use disorders concerning most psychoactive substances are between 40-55%, which is 

similar to other common chronic diseases affecting Western populations.  The benefits of 

social support, from family or otherwise, for people with SUD looking for recovery may 

be compromised when those both parties are struggling with SUD (Pizzarello & Taylor, 

2011). 

 

Spiritually and Substance Use Disorders 

 Generally speaking, mental health and religion have historically had a 

controversial relationship. Spirituality and religion have been investigated as coping 

skills for physical illness. Recently there has been research that has looked at the 

potential value of religion and spirituality in the lives of individuals suffering from a 

variety of mental illnesses including substance use disorder. One of the reasons for this 

investigation is the dominance that the Alcoholic Anonymous (AA) program has in the 

recovery of people suffering from substance use disorders. While AA is not a religious 

program, in order to fully participate in its practice the belief that a Higher Power exists 

who can guide an individual through recovery is essential (Emrick, Tonigan, 

Montgomery, & Little, 1993).  Alcoholics Anonymous identifies as a spiritual program, 

rather than a religious one, leaving researchers challenged to operationally define the 

differences between the two. Ellis and Shoenfeld (1990) noted that the AA literature 

frequently refers to characteristics of God in biblical terms and its program’s advocates 
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often support religious principles such as prayer and confession. Ellis and Shoenfeld 

(1990) went on to state that more people could be helped if the AA program eliminated 

the concept of needing a Higher Power. They theorized that the focus on a Higher Power 

has turned away some people suffering with substance use disorder because of the 

perceived reliance on spirituality and religion. In their 1990 paper, they discussed the 

therapeutic benefits and drawbacks of each of the steps in the twelve-steps process of 

Alcoholic Anonymous. The twelve steps are frequently reference in SUD literature and 

therefore the steps are presented in Table 2.1.  

 
Table 2.1 
 
The Twelve Steps 
 

1. We admitted we were powerless over alcohol—that our lives had become 
unmanageable. 

2. Came to believe that a power greater than ourselves could restore us to sanity. 
3. Made a decision to turn our will and our lives over to the care of God as we 

understood Him. 
4. Made a searching and fearless moral inventory of ourselves. 
5. Admitted to God, to ourselves, and to another human being the exact nature of our 

wrongs. 
6. Were entirely ready to have God remove all these defects of character. 
7. Humbly asked Him to remove our shortcomings. 
8. Made a list of all persons we had harmed, and became willing to make amends to 

them all. 
9.  Made direct amends to such people wherever possible, except when to do so 

would injure them or others. 
10. Continued to take personal inventory, and when we were wrong, promptly 

admitted it. 
11. Sought through prayer and meditation to improve our conscious contact with God 

as we understood Him, praying only for knowledge of His will for us and the 
power to carry that out. 

12. Having had a spiritual awakening as the result of these steps, we tried to carry this 
message to alcoholics, and to practice these principles in all our affairs. 

Retrieved from Twelve Steps and Twelve Traditions, Alcoholics Anonymous World 
Services. Inc 
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Ellis and Shoenfeld (1990) agreed with the first step, and confirm that those 

suffering from addiction would be helped by the notion that they were powerless over 

their substance of choice. The second step refers directly to God or the Higher Power. 

Steps three, five, six, seven and eleven are also steps that Ellis and Shoenfeld found 

troublesome because of the reliance on the Higher Power. “We strongly believe that 

telling patients they can only recover through the direct intervention of a Higher Power is 

often destructive to the treatment process” (Ellis & Shoenfeld, 1990, p. 462). They stated 

that this concept reinforces people to believe that they are powerless, helpless and must 

turn to a spiritual source or their chances of recovery will not be realized. Ellis and 

Shoenfeld stated that a major flaw with these steps is that a reference to a Higher Power, 

whether it is God or another spiritual influence, is the power differential, giving away the 

control of an individual’s actions and limiting the change responsibility of that individual. 

In their paper, they compare the help of a therapist for a substance use disorder to 

“…physicians when we are ill, mechanics to repair our vehicles, plumbers to repair a 

broken faucet…” (Ellis & Shoenfeld, 1990,  p.463). They argue that people who simply 

have a different knowledge base than the person who is suffering deliver specialized 

substance abuse treatment, but the terminology and incorporation of a hierarchical being 

is not necessary to recovery. 

Ellis and Shoenfeld (1990) also supported many of the steps of the AA program, 

stating that they have therapeutic benefits for people suffering from substance use 

disorders, and can even be beneficial to those who are not suffering. In particular, step 

four, taking an individual’s own inventory and assessing for character assets and deficits 
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can be thought of as a tool which would benefit anyone who wishes to gain insight and 

self-awareness.  Steps eight, nine, and ten, which prompt individuals to list people they 

have harmed and to make amends and continue to practice taking responsibility for their 

actions, can also be a beneficial activity for personal and relational improvement. Finally, 

the twelfth step, which encourages individuals to aid others suffering through the process, 

leading them to sobriety can also be useful as helping others often leads to general 

psychological benefits.  

Ellis and Shoenfeld (1990) felt that mixing persons’ preconceived beliefs 

regarding religion into the treatment of a clinically diagnosed problem was detrimental to 

the treatment of those individuals and eliminated the opportunity for more people to be 

helped if they did not identify a pre-established comfort with a Higher Power. Their 

support of half of the teaching of the AA program leads them to suggest a modification to 

the program rather than an elimination of it, so that more people could be helped.    

In contrast and more recently, Brown, Tonigan, Pavlik, Kosten and Volk (2011) 

investigated whether spirituality affected the confidence to remain sober in a religious 12-

step program and concluded that there is potential for spirituality to be an important 

explanatory variable. Measures of self-efficacy were used to determine the amount of 

confidence an individual had for remaining sober once in treatment. Brown and his 

colleagues report that there are currently religious organizations that offer specifically 

religious-based 12-step programs, differing from the aforementioned traditionally 

spiritual programs.  In 1990 Saddleback Church in California developed the faith-based 

Celebrate Recovery program using the 12-steps and adding “8 Recovery Principles” 

based on the Bible to define a Christian interpretation of the higher power (Brown et al., 
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2011).  Since 1990, Celebrate Recovery reports over 500,000 participants and 10,000 

participating churches worldwide from various Christian denominations (Celebrate 

Recovery, 2014). Brown and his colleagues recruited 10 of these programs and their 

participants for the purpose of their study (n=115).  Their results concluded that it is 

possible that slight increases in an individual’s spiritual beliefs and involvement could 

lead to increased self-efficacy and contribute to successful recovery (Brown et al., 2011).  

After further investigation, it was found that spirituality and longer durations of sobriety 

were both associated with higher self-efficacy, providing more emphasis on the potential 

of spirituality to be an important part of positive behavior change, especially in a 

religious 12-step SUD program (Brown et al., 2011).      

Pardini, Plante, Sherman and Stump (2000) looked specifically at the relationship 

between spirituality and mental health outcomes among people who were reportedly in 

recovery from substance use disorders. Spirituality and religiosity were measured and 

compared with various measures of mental health. Participants rated their spirituality 

higher than they rated their religiosity  (Pardini et al., 2000). Pardini and colleagues 

(2000) concluded that many of the recovering people in their study choose to define 

themselves as spiritual; however, they shared many of the same core behaviors and 

beliefs as people who consider themselves religious.  People recovering from substance 

use disorders are likely to place great importance on prayer, belief in a God, and a strong 

sense of faith (Ellis & Shoenfeld, 1990). The study consequently suggested that perhaps 

the issues of spirituality versus religion are actually a matter of semantics and it may be 

best to describe this variable operationally rather than categorically. 
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In sum, while spirituality and religion find no place in the treatment of the 

majority of mental illnesses, the topics are relevant in the discussion about substance use 

disorders. Ellis and Shoenfeld (1990) argued that this aspect of AA was what was 

impeding people from potential recovery, while others (Brown et al., 2011; Pardini et al., 

2000) suggest that spiritually and religion may be a key psychosocial variable in the 

successful recovery of substance use disorders.  

 

Current Treatment Available 

The National Survey of Substance Abuse Treatment Services (N-SSATS) 

examines the extent to which substance use treatment facilities were providing recovery 

support services across each of the four dimensions of recovery outlined by the Substance 

Abuse and Mental Health Service Administration. In order to improve treatment, 

SAMHSA established four dimensions of recovery as health, home, purpose, and 

community. The most recent report of the N-SSATS reflect data collected in 2012 and 

reflects data reported by 14,311 substance use disorder treatment facilities. Virtually all 

facilities provided individual counseling (98 percent); however, the specific type of 

“counseling” was not identified.  

Relative to research on other mental and physical illness, treatment data for 

substance use is fairly new. The current N-SSATS has evolved from national survey 

efforts begun in the 1970s by the National Institute on Drug Abuse (NIDA) to measure 

the scope and use of drug abuse treatment services in the United States. However, 

congress did not establish the Substance Abuse and Mental Health Services 

Administration (SAMHSA) until 1992, which marks the beginning of an effort to make 
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substance use and mental disorder information, services, and research more accessible. 

Even with available N-SSAT data that have provided researchers with imperative 

information on substance use disorder treatment, researchers are faced with the 

limitations of a historically stigmatized nature of this population coupled with insufficient 

funding for research and development of treatment. Therefore as the research base on 

treatment has developed, findings have generally been inconsistent in terms of concrete 

descriptions and regulations for effective treatment.  

Manuel, Hagedorn and Finney (2011) sought to investigate the implementation of 

treatment in substance use disorder care. The researchers identified treatment modalities 

in which some consensus exists that there is sufficient empirical support to designate 

them as “evidence-based”. The study also provided some data on the extent to which 

these evidence-based treatments (EBTs) are being used in SUD treatment in the United 

States. Citing the aforementioned N-SSATS data, it was reported that many of the 

facilities utilized substance abuse counseling and 12-step treatment; however, due to 

limitations of specificity and measurability, these treatments have not been designated as 

“evidence-based.” Among the facilities that reported using evidence-based practices, 

relapse prevention was reportedly used at 90.7% of facilities. The percentages of agencies 

that reported “often” using other EBTs were 68.5% for cognitive-behavioral therapy, 

55.7% for motivational interviewing, and 19.5% for contingency management (Manuel, 

et al., 2011).  

A unique program recognized by the National Institute on Drug Abuse (NIDA) is 

SMART (Self-Management for Addiction) Recovery. What started as a derivative of 

Rational Emotive Behavior Therapy (REBT), developed by psychologist Albert Ellis, has 
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evolved into SMART Recovery, which offers an alternative approach to recovery than 

that of the 12-step spiritual fellowship (Horvath & Yeterian, 2012). Horvath and 

Yerterian (2012) overview the current status of the SMART Recovery program as of 

2012 and explain its current foundation is based largely on evidence-based CBT and 

motivational enhancement techniques. The inclusion of three fundamental characteristics 

have emerged in the most recent developments of SMART recovery: evidence-based, 

self-empowering, suitability for mutual aid group ran by non-professional (Horvath & 

Yeterian, 2012). These foundations seek to provide effective, attainable support for all 

people with SUD and behavioral addictions who want help.  

Substance Use Disorder literature and resources have rapidly expanded 

throughout the duration of this project.  Furthermore, from September 2013 to September 

2015, the number of evidence- based programs for mental health and/or SUD on 

SAMHSA’s National Registry Evidence Based Programs (NREBP) has grown from 230 

to 356. Programs are searchable based on criteria specific to the generalizability of the 

evidenced based results. Educated application of EBP is intended to promote culturally 

competent intervention development in order to foster the most effective outcomes. 

Programs showing effective outcomes, promising outcomes, and ineffective outcomes for 

specific populations are listed. Special populations include “co-occurring disorders”; 

however, there are no results for effective programs when searching for ‘learning 

disability’, ‘low literacy’, ‘illiterate’, or ‘uneducated’ when searching the current EBP 

database. Programs are available, and commonly report the inclusion of employment 

readiness, adult literacy, and GED prep classes. However, there is no mention of 

academic and literacy accommodations to the therapeutic tools that are used in treatment.   
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As in many fields, the research-to-practice gap is evident relating to supporting 

low literacy in treatment of SUD. The Center for Substance Abuse Treatment (CSAT) 

along with SAMHSA published an excellent resource outlining tips for accommodating 

different physical and cognitive disabilities in substance use treatment in 1998 entitled 

Substance Use Disorder Treatment For People With Physical and Cognitive Disabilities. 

While this resource is almost twenty years old, the need to provide tip sheets for the 

accommodation of disabilities in treatment remains applicable. The manual considers 

learning disabilities associated with underdeveloped reading and writing as cognitive 

disabilities and outlines accommodations to support these individuals, as the prevalence 

of comorbid disabilities in substance use disorder treatment is high.     

 

Summary 

The relationship between low literacy and high school non-completion is well 

established (Reschly, 2010). A relationship between literacy and self-efficacy in 

adulthood has been presented (Cantrell et al., 2013).  Literature is available investigating 

SUD and comorbid low literacy and high school non-completion; however, a gap in the 

literature is identified for this population once they have entered adulthood.  This review 

of literature presented an overview of SUD and the association with selected clinical, 

behavioral, and social correlates. The current treatment programs for this population are 

outlined. Base levels of literacy required to participate in programs is discussed. This is 

important because of the established comorbidity of learning disorders and substance use 

disorders.   

As pertinent to the common inclusion of 12-step groups in inpatient treatment, 
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particularly in socially disadvantaged populations, a secondary investigation explores the 

relationship between the perceived importance of spirituality to recovery and treatment 

success self-confidence.  
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CHAPTER 3 

METHODS 
 
 

Participants 
 

Data were collected from a substance use disorder treatment facility in a large city 

in southeastern Pennsylvania. Intake data collected consisted of the Biopsychosocial form 

and the Beck Depression Inventory, Second Edition (Beck, Steer, & Brown, 1996).  Data 

were collected from a small (maximum 16 Persons in Recovery at one time), licensed, 

non-profit, in-patient residential drug and alcohol treatment facility for men. Two levels 

of care are provided at this treatment facility.  Medically Monitored Short Term 

Residential treatment (30 days or less) and Medically Monitored Long Term Residential 

treatment (longer than 30 days) was offered at this treatment facility. Both groups were 

included in the study. 

All participants were male and at least 18 years of age.  Participation in this 

specific treatment facility is a combination of voluntary and court stipulated. All of the 

participants participated in treatment utilizing state funded insurance. In order to qualify 

for this type of treatment the men needed to meet the criteria for short term or long term 

inpatient care or be stipulated to treatment through a criminal incident that was 

determined to be motivated by substance use. Psychosocial information was collected 

during standard intake procedures by the treatment facility staff using a structured 

interview developed by the Division of Substance Abuse Programs- Biopsychosocial. I 

obtained the de-identified data in hard copy format, and a digital version of the data was 

created. A copy of the intake form can be found in Appendix A.  In addition to the 



 41 

biopsychosocial form, the Beck Depression Inventory was also digitized and utilized in 

this study.  

Consent was deemed unnecessary for this study, as data were de-identified upon 

acquisition.  This study received IRB approval from Temple University. 

 

Design 
 

The intent of the study was to describe a sample of socially disadvantaged, adult 

males with Substance Use Disorder relating to clinical, behavioral, and social correlates. 

Therefore, univariate descriptive statistics were used to present central tendencies of the 

aforementioned variables in this sample.  It was hypothesized that a prevalence of high 

school non-completion and literacy problems will be higher than the general population.  

A Chi-square test for association was used to determine the relationship between high 

school completion and self-reported reading and writing problems in this sample. To 

determine if high school completion among this sample has an effect on selected clinical, 

behavioral, and social correlates, a between-subjects design using largely non-parametric 

inferential statistics were used. Univariate descriptive statistics are then used to describe 

spirituality in this sample followed by a nonparametric inferential analysis of spirituality 

and self-confidence of achieving success in treatment for substance use disorders.    

 

Measures 

Data were collected during standard patient intake procedures by the 

treatment facility staff using a structured interview developed by the Division of 

Substance Abuse Programs- Biopsychosocial. A complete copy of the instrument 
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can be found in Appendix A. In supplement to the interview, a reliable and valid 

measure of depression was also be used in the psychosocial profiles. The Beck 

Depression Inventory- Second Edition (BDI- II) is a 21-item, self-report rating 

inventory that measures characteristic attitudes and symptoms of depression for 

people 13-80 years old (Beck, Ward, Mendelson, Mock & Erbaugh, 1961). 

Internal consistency for the BDI-II is high, measured with a coefficient alpha = 

.92 (Beck, Steer, & Garbin, 1988). Cut score guidelines for the BDI-II are given 

with the recommendation that thresholds be adjusted based on the participants of 

the sample. A total score of 0-13 is considered minimal depression symptoms, 14-

19 is mild, 20-28 is moderate, and 29-63 is severe. Test-retest reliability was 

studied using the responses of 26 outpatients who were tested at first and second 

therapy sessions one week apart. There was a correlation of .93, which was 

significant at p < .001.   

The following information collected from the biopsychosocial form was 

included in this study:  

Descriptive information: race, age, marital, status, primary substance of use, 

current living arrangement and history of military service involvement. Available 

data from the county in which the facility is located are presented for this sample 

to explore the generalizability of this sample to the population.  

1) Education Information was collected by report of highest level of 

education completed, and by report of difficulty with reading and writing 

while in school. 
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2) A question relating to treatment success sobriety self-efficacy was 

included:  How confident are you that you can achieve sobriety through 

this treatment? (Likert scale 1-5). 

3) The following variables were explored for the sample as a whole followed 

by a comparison of means for high school completion and non- 

completion groups: 

a. Clinical correlates: Measured by dichotomous variables relating to 

reported: 1) history of mental health difficulty; 2) history of mental 

health hospitalization and, 3) history of mental health medication; 

The total score on the BDI-II at intake specifically measured 

depression levels. To reflect the significance of the inclusion of the 

valid and reliable measure among a group of data with more 

extensive limitations, the BDI-II totals were explored in depth and 

compared to other populations to determine generalizability. 

b. Behavioral correlates: Employment History was measured by  the 

presence of legal employment history and  history of employment 

for one year of longer. Sexual Risk-Taking History was explored 

using three questions: 1) at what age did you become sexually 

active? 2) Have you ever paid for sex? And 3) How many sexual 

partners have you had in the last 12 months? Criminal History was 

measured by the reported number of arrests and incarcerations. A 
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variable was included to assess if the participant was mandated to 

treatment. 

c. Social Correlates: Social support was measured by: 1) Who will 

support you through this recovery process? and 2) Are you 

currently in a relationship?  

4) SUD and Spirituality was assessed through three questions: 1) What are 

you current spiritual beliefs? 2) Is spirituality important to your recovery? 

3) How does spirituality impact your daily life now? 

Coding 

The data that were used from the Biopsychosocial form included primarily 

quantitative data with some qualitative information. Specifically, the employment history 

section was coded by the following procedure: The employment section of the form 

prompted men to identify two most recent jobs held and to specify the dates they were 

held. Two other questions were also asked: 1) Describe any period of steady 

employment. When? What made it steady for you? 2) Describe any period of 

unemployment or underemployment? When? What were the factors? 

Based on information reported in these questions the men were split into two 

groups for a variable ‘Job History’: 1) men who listed any type of legal job (defined as  

anything other than illegal gambling, drug distribution, or unspecific self employment); 

or, 2) men who listed one of the exclusionary criteria for the first group or those that 

listed “none” or any variation of “never had a job”.  Full questions and description of 

correlates is outlined in Table 3.1. 
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Table 3.1  

Correlates questions and codes 

Survey Question Code Data Type 
Clinical   

Have you ever been hospitalized for psychiatric 
reasons? 

Yes=1, No=0 Dichotomous 

Describe any psychiatric difficulties currently 
or in the past that resulted in treatment. 

Any response=1, no 
response =0 

Dichotomous 

Have you ever been prescribed medication for 
emotional or psychiatric reasons? 

Yes= 1, No= 0 Dichotomous 

Behavioral   

Job History Any legal job listed=1, 
no legal job= 0 

Dichotomous 

Length of Steady Employment 1 year of greater in same 
job=0, no steady 
employment for 1 year 
=0 

Dichotomous 

Number of arrests. -- Continuous 

Number of incarcerations. -- Continuous 

Are you legally mandated to treatment? Yes=1, No=0 Dichotomous 

At what age did you become sexually active? --  

Have you ever paid or received sex for money? Yes=1, No=0 Dichotomous 

How many sexual partners have you had in the 
past 12 months? 

-- Continuous 

Social   

What level of involvement do you expect any 
of your family members or others will have in 
your treatment? Describe your support system. 

Any system described= 
1 
No system or “no 
one”=0 

Dichotomous 

Are you in a relationship now? Yes=1, No=0 Dichotomous 

Spirituality   

What are you current spiritual beliefs? Any beliefs listed=1, no 
beliefs=0 

Dichotomous 

Is (spirituality) important to your recovery? Yes=1, No=0 Dichotomous 

How do your spirituality beliefs impact your 
daily life now? 

Indicated that they do=1, 
no impact=0 

Dichotomous 
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Data Analysis 

First, descriptive statistics are presented for demographic information and 

compared to available data from the county where the sample was derived. Next, 

descriptive statistics for the focal independent variable, high school education 

completion, are presented.  An association is investigated between literacy 

problems and high school education completion. The data were split into two 

groups: those who have completed high school and those who did not complete 

high school. Bi- and multivariate inferential statistics were used to determine 

clinical, behavioral, and social correlates. High school completers and non-

completers were compared in their reported confidence for achieving sobriety in 

treatment.   

 Finally, a supplemental exploratory analysis was conducted to investigate 

spirituality and SUD. The relationship between self-reported value on spirituality 

to recovery and one’s confidence of treatment success was explored. 
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CHAPTER 4 
 

RESULTS 
 

Descriptive Statistics 
 

Descriptive statistics and frequencies were computed to identify missing data and 

determine the distribution of variables. Sixty-eight male subjects were included in this 

study; however the sample size for included variables ranged from 31 to 62, reflecting 

incomplete survey items and inconsistent data entry methods. Half of the data were 

entered along with complete biopsychosocial surveys while a second half included only 

the initially intended variables of study. The data were no longer accessible for data entry 

to resolve this latter issue at the time the error was realized. Therefore, the sample size 

pertaining to each variable is reported. Furthermore, according to the Shapiro-Wilk Test 

of Normality, data were generally non-normally distributed. As a consequence of both the 

small sample size and the non-normality violation, non-parametric analyses were 

computed.  

The average age was 42 (SD=11), with a range of 18- 68 years old. The 

racial/ethnicity breakdown was reported to be 55.9% black, 35.3% white, 8.8% Hispanic 

(any race). Only 8.6% of this sample had prior involvement in the United States military. 

Sixty-two men in this sample reported information around current living arrangements. 

Table 4.1 displays current living arrangements and marital status. As seen in Table 4.1, of 

those who reported their current living arrangement, a majority (58 %) reported living 

with a stable family member or friend, while a significant portion reported that they were 

homeless (19.4%). The majority  (74.2 %) of the sample reported that their marital status 

was “single”.  
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Table 4.1 

Participant Living Arrangement and Marital Status 

 Sample 
Living situation (n=62)  
   Homeless 19.4 

   Stable  58 

   Other 22.6 

Marital status (n=31)  
   Married 6.5 

   Separated  16.1 

   Single 74.2 

   Widowed 3.2 

 
 

 
Family History. The men were asked if anyone in their family besides themselves 

had a history of alcoholism, drug use, or psychiatric problems. As shown in Table 4.2, 

13.5% reported a family history of psychiatric problems, while slightly over half (54.5%) 

reported a history of alcoholism and 43.6 % reported a history of drug use.   

Table 4.2  
 
Family Histories  
 
 Percent of Sample 
 Family History No Family History 
Alcoholism 54.5 45.5 
Drug use/ abuse 43.6 56.4 
Psychiatric Problems 13.5 86.5 
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Primary Substance. Data presented in this sample are compared to data derived 

from the treatment admissions for residents of Philadelphia County that were provided by 

the Behavioral Health Special Initiative (BHSI), supported by the Office of Addiction 

Services (OAS), Philadelphia for the year 2013.  The data included information for both 

males (n=6,651) and females (n=2,151). They were 53% black, 31.9% white, 14.7% 

Asian, and 12.6% Hispanic (any race). Four percent of reported uninsured drug users 

seeking treatment were under the age of 18. For the remainder, 20% were ages18-25, 

33.5% were 26-34, and were 42.5% 35 and older.  The distribution of primary substance 

of use at intake for this sample is presented alongside comparable population data in 

Table 4.3. In this sample, just over one quarter (25.8%) reported cocaine as their primary 

substance of use compared to 12.8% reporting cocaine in Philadelphia.  The most 

commonly reported primary substance in Philadelphia among this population was alcohol 

(36.8%). 

Table 4.3 

Percentage of Primary Substance of Use at Treatment Admission for Sample and 
Philadelphia: 2013 
 
Primary Substance  Current Study 

(n =31) 
Philadelphia 
(n= 8,380) 

Alcohol 22.6 36.8 
Heroin 19.4 22.7 
Cocaine (any form) 25.8 12.6 
Marijuana 19.4 20.5 
PCP 3.2 1.3 
Other Opiates (non-

heroin) 

9.7 4.4 
All Other known drugs -- 1.6 
* City of Philadelphia, Department of Behavioral Health and Intellectual disability, 
Behavioral Health Special Initiative. 
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Education. Sixty-two men reported their highest level of completed education. 

The highest grade completed ranged from 8th grade to four years post high school 

(M=10.92, SD=1.65).  Highest level of education was non-normally distributed, with 

skewness of 1.00 (SE = 0.306) and kurtosis of 1.72 (SE = 0.604). The distribution of 

highest level of education is outlined in Table 4.4  

Table 4.4  

Highest Level of Education Completed  

Highest Level of Education Completed N Percent of sample 
8th Grade 
9th Grade 
10th Grade 
11th Grade 
12th Grade 
High School +1 year 
High School +2 years 
College degree  

2 3.2 
9 14.5 
17 27.4 
13 21.0 
15 24.2 
1 1.6 
3 4.8 
2 3.2 

 

The men were grouped into two categories, those who reported their highest level 

of education as 11th grade or lower, and those who reported their highest level of 

education as 12th grade (assumption of high school graduation) and higher. A report of 

post- secondary education was coded into numerical values reflecting the number of 

years enrolled (e.g. two years of college was coded to a 14). As seen in table 4.3, for 

those who reported their highest level of education (n=62), 33.9% completed high school 

or more and 66.1 % did not complete high school. Census Data from the county where 

the facility was located were used to compare this sample relating to high school 

education completion. These data are collected in the American Community Survey 

(ACS) and are projected estimates for five year time periods (2009-2013). The 
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percentage of people  (n=1,212,976) in that county that was estimated to be high school 

graduates was 81.2%.  

Of the men who responded to questions relating to their educational history 

(n=62), 22.1% of them had a received a GED.  All of the men who received a GED had 

not completed 12th grade.  Fifty-nine men responded to a question relating to reading and 

writing problems while in school (22% yes, 78% no).  

 

Research question 1 

The first research question investigated the relationship between literacy 

challenges while school- aged and high school education completion among this sample 

of adult male substance users. A chi-square test for association was conducted between 

high school completion and reported reading and writing problems while school- aged. 

Twenty five percent of cells had an expected count less than five. Therefore, Fishers 

Exact Test was used. There was a statistically significant association between high school 

completion and reading and writing problems (p=.002). Therefore, subjects who did not 

complete high school more typically had reading and writing problems.  

 

Research question 2 

The theoretical basis for this study related to the underlying competence that is 

achieved through educational success early in life, which can affect later life outcomes 

(Erikson, 1959). Prior studies have utilized measures with psychometric validity to assess 

treatment self-efficacy (Mendelson, 2013; Steven et al., 2015). While not a valid measure 

of treatment self-efficacy, fifty -six men responded to a question “ How confident are you 
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in your ability to achieve sober/clean health through this treatment” on the 

biopsychosocial form. They were given a Likert scale where “1” was “not confident at 

all” and “5” was “extremely confident”.  A Mann-Whitney U test was run to determine if 

there were differences in confidence of achieving sobriety between high school 

completion and non-completion groups. Distributions of the confidence scores for high 

school completion and non-completion groups were similar, as assessed by visual 

inspection. Confidence rating was not statistically significantly different between high 

school completion (Mdn = 5) and non-completion (Mdn = 4, U = 145, z=1.660 p = .097). 

A separate Mann-Whitney U test was run to determine if there were differences in 

confidence of achieving sobriety between those who reported reading and writing 

problems while school aged and those who did not.  Confidence rating was not 

statistically significantly different between reading and writing problems (Mean rank 

26.25) and no reading and writing problems (mean rank = 28.49, U = 237, z=-.456 p = 

.648). 

 

Research question 3 

A major aim of this study was to investigate the impact of high school education 

completion on clinical, social, and behavioral outcomes that have been well-established 

comorbid difficulties for substance use disorders. In order to answer this question, first, 

the descriptive statistics of the sample as they relate to each correlate are presented, 

followed by individual comparisons of means for high school completion and high school 

non-completion.  
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To determine if a difference between a group of men who had completed high 

school (n=21) and a group who did not complete high school (n=41), the data were split 

into two groups; those who have completed a high school education (defined as 12th 

grade or higher) and those who have not complete a high school education (defined and 

11th grade or less).  Included participants did not differ in terms of age or race/ethnicity at 

p<0.05. Non- parametric statistical analyses were used to reflect non-normal distribution 

of data and uneven group size for high school competition.  

 

Mental Health Correlates 

Lifetime history of mental health difficulties and treatment was included. Missing 

data were excluded from each analysis.  As shown in Table 4.5, 49.2% of the sample that 

responded to the question (n= 59) confirmed a history of mental health difficulty. Data 

were available for 60 men on mental health hospitalization where 35% reported a history 

of a hospitalization for mental health difficulty. Data were available for only 53 men 

relating to mental health medication. Slightly over fifty-four percent (54.7%) of the 

sample that responded reported having taken medication for mental health difficulties in 

the past.  
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Table 4.5  

Mental Health Treatment History  

 N Percent of Sample 
MH Difficulty (n=59)  
No reported difficulty 30 50.8 
Reported difficulty 29 49.2 
MH Hospitalization (n=60)  
No reported History of 
hospitalization for mental health 

39 65.0 

Confirmed history of 1 or more 
hospitalization for mental health 

21 35.0 

MH Medication (n=53)  
Denied history of mental health 
medication  

24 45.3 

Confirmed history of mental 
health medication 

29 54.7 

 

The Beck Depression Inventory- Second Edition was collected for 57 men in the 

sample. The mean score for this sample on the BDI-II was 18.54 (SD= 12.37).  A large 

range (0-53) on BDI-II Total Score was revealed. An ANOVA was used to determine if a 

difference on the BDI-II total score existed as a function of race/ethnicity. The means for 

each group: Whites, [m=20.4 (SD=13.9)], Blacks [m=17.0 (SD=10.5)], and Hispanics 

[m=20.8 (SD= 17.3)] was not statistically significant F (2,54)=.540, p=.586. Therefore, 

all subsequent analyses are based on data collected across these three demographic 

groups. 

 Normative data of BDI-II total scores provided by Beck, Steer, and Brown (1996) 

on varying populations were used to conduct a one-sample t -test about the mean values 

to see how this sample data compared to the norming population for the BDI-II. Relative 
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to a random sample of college students (m=12.6), this sample was more depressed based 

on total BDI-II scores t (56)= 5.944, p < .01. The mean BDI-II score from this study was 

also compared a sample from a study done by Buckley, Parker, and Heggie (2000) on 

adult males with substance use disorders as part of their intake for treatment. Buckley and 

colleagues did a study on a group (n=416) with a mean age of 45 (SD=8.2). The 

difference between this sample’s mean BDI-II total score (m=18.5) and the mean of the 

sample derived from Buckley and colleagues (m=22.1) was statistically significant  

t(56)= -3.556, p=.034, indicating this group had less reported depressive symptoms on 

the BDI-II at intake than another sample of males with SUD. 

According to the BDI-II interpretative manual, a total score of 0-13 is considered 

minimal depression symptoms, 14-19 is mild depression symptoms, 20-28 is moderate 

depression symptoms, and 29-63 is severe depression symptoms. Therefore the data were 

broken up into groups to reflect the descriptive category where they aligned. Slightly 

more than sixty- six percent (66.6 %) of the sample obtained total BDI-II scores that were 

in the mildly depressed range or greater (total score greater or equal to 14). Full 

distribution of scores by descriptive category can be seen in Table 4.6.  

Table 4.6  

Distribution of Total BDI-II scores by severity level cut score: 

 N Percent of Sample 
Minimal (0-13) 
Mild (14-19) 
Moderate (20-28) 
Severe (29- 63) 

19 33.3 
17 29.8 
11 19.3 
10 17.5 
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High school completion and mental health correlates. A Pearson Chi-square test 

of independence was performed to examine the relationship between high school 

completion and history of mental health difficulty. The relation between these variables 

was not significant (X2 (1, N =59) =.833, p =.361). The relation between high school 

completion and lifetime use of mental health medication was also not significant at (X2 

(1, N=53)= 1.571, p=. 210), and the relationship between high school completion and 

lifetime history of mental health hospitalization was not significant at  (X2 (1, N=60)= 

.877, p=.349).  

A Mann-Whitney U test was run to determine if there was a difference in BDI-II 

total scores between high school completion and non-completion groups. Distributions of 

the BDI-II for high school completion and non-completion were not similar, as assessed 

by visual inspection. BDI-II scores for high school completion (mean rank = 28.32) and 

non-completion (mean rank = 24.84) were not statistically significantly different, U = 

328.5, z = .790, p = .430. 

Behavioral Correlates 
 
Criminal History. The reported number of arrests and incarcerations were considered as a 

part of the criminal history data. These data reflect a large range of criminal history, 

where most men reported having been arrested one or more times. Table 4.7 reports the 

descriptive statistics for each variable of criminal history assessed.  
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Table 4.7  

Criminal History Descriptive Statistics for Sample. 

  Descriptive Statistics  

 N Mean (SE) Range 
Number or arrests 55 7.70 (1.08) 37 
Number of Incarcerations  54 3.33 (.52) 20 

 

Frequency data were derived and indicated most of the sample (92.7 %) had been 

arrested at least one time and 87% had at least one incarceration. Data were available for 

27 men relating to whether or not they were legally mandated to treatment; 37% of men 

were legally mandated to treatment. 

High school completion and criminal history. As seen in Table 4.8, the men in 

this sample who completed high school reported a lower average number of arrests 

(M=6.21) and incarcerations (M=2.47) than those who did not complete high school 

(arrest, M=8.73, incarcerations, M=3.8).  

 

Table 4.8  

Means for Criminal History in High School Completion and Non-completion.  
 

 High School 
 Completed Did Not Complete 

 N Mean (SE) N Mean (SE) 
History of arrests  19 6.21 (1.56) 37 8.73 (1.47) 
              
History of incarcerations  19 2.47 (.60) 35 3.80 (.73) 
       
Legally mandated (n= 27) 13 -- 14 -- 
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As criminal history variables for high school completion and non-completion 

were not normally distributed, the nonparametric Mann-Whitney’s U test was used to 

ascertain whether differences between central tendency in high school completion and 

non-completion group were significant. Difference between high school completion 

(mean rank= 24.92) and non -completion (mean rank = 30.34) groups were not 

significant for number of arrests (U=283.5, z= -1.18, p=.237.) Similarly while the non- 

completion group had more incarcerations than the high school completion group, the 

results were not statistically significant (U=270.5, z= -1.14, p=.255.)  A chi-square test 

for association was conducted between high school completion and legally mandated to 

treatment. All expected cell frequencies were greater than five. The association between 

high school completion and legally mandated to treatment was not significant, χ2(1) = 

2.018, p = .236. 

 

Employment History. The men were split into two groups for a variable ‘Job 

History’:1) men who listed any type of legal job (defined as anything other than illegal 

gambling, drug distribution, or unspecific self-employment); or, 2) men who listed one of 

the exclusionary criteria for the first group or those that listed “none” or any variation of 

“never had a job”.  As seen in Table 4.9, 56.4% had some history of a legal job and 

43.6% had no legal job history. These data were also split into two groups to reflect a 

history with any period of steady legal job employment lasting 1) one year or greater or 

2) less than one year.  A majority of the sample (63.6 %) had never held a job for longer 

than one year and 36.4 % had a history of legal job attainment for one year or greater.  
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Table 4.9 
 
Lifetime Legal Employment History for Sample  
 

 N Percent of Sample 
Legal Employment   
No  24 43.6 
Yes 31 56.4 
Legal Employment 1 year or greater   
No 35 63.6 
Yes 20 36.4 
 

 

High school completion and employment history. A Pearson Chi-square test of 

independence was performed to examine the relationship between high school 

completion and a question pertaining to a history of legal job attainment. The relation 

between these variables was not significant at  (X2 (1, N =55) =.545, p =.327). A second 

Pearson Chi-square test of independence was performed to examine the relationship 

between high school completion and a question pertaining to a history of legal job 

attainment for one year or greater. The relation between these variables was not 

significant at  (X2 (1, N =55) =3.320, p =.084). 

Sexual Risk-Taking. The average age for age of first sexual activity (n=54) was 

14.87 (SD=3.4). Fifty-five men responded to a question asking if they had ever paid or 

received money for sex (27.3% yes, 72.7% no).  Twenty-nine men reported the number 

of sexual partners they had in the last years (M=1.93, SD= 2.49).  

High School Completion and Sexual Risk-Taking.  A Pearson Chi-square test of 

independence was performed to examine the relationship between high school 

completion and a history of receiving money or paying for sex. The relation between 
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these variables was not significant   (X2 (1, N =55) =.013, p =.908). A series of 

Independent samples Mann-Whitney-U Tests yielded no significance between high 

school completion and number of sexual partners within the last year (U=92, z=-.592, 

p=.555) or high school completion and age of first sexual activity (U=359, z= .484, 

p=.628) . 

Social Correlates. 

Social support through recovery. Data were available for 59 men who responded 

to a question inquiring if they were currently in a relationship. Forty-four percent of men 

responded that they were currently involved in a relationship while 55.9% said they were 

not. Forty-three men responded to a question asking if their family members would be 

involved in their treatment; 27.9% that they did not have a support system and 72.1% 

listed at least one family member or friend.  

High school completion and social support through recovery. The effect of high 

school education on a reported recovery support system was tested with a 2 X 2 Fischer 

exact test, t=.308 (2 -tailed).  A Pearson Chi-square test of independence was performed 

to examine the relationship between high school completion and current relationship 

status (Yes=1, no=0). The relation between these variables was not significant   (X2 (1, N 

=59) =.914, p =.339).  

In sum, the effect of high school competition was not significant for the mental 

health, behavioral, or social correlates explored in this study. Table 4.10 presents a 

summary of each analysis.  
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Table 4.10 

Summary of High School Completion and Correlates 

 Mann Whitney- U (p-value) Pearson Chi Square (p-value) 

Clinical   

Mental Health Hospitalization --- .877 (.349) 

Mental Health Difficulties --- .833 (.361) 

Mental Health Medications --- 1.571 (.210) 

Behavioral   

Job History --- .545 (.327) 

Length of Steady Employment --- 3.320 (.084) 

Number of arrests 283.5 (.237) --- 

Number of incarcerations 270.5 (.255) --- 

Legally mandated to treatment --- 2.018 (.236) 

Age of Sexual Activity 359 (.628) --- 

History of Paid for Sex --- .013 (.908) 

Number of Sexual Partners in Past Year 92 (.555) --- 

Social   

Social Support --- .914 (.339) 

Current Relationship --- .308*  

* Fischer’s exact test 

 

Secondary Analysis 
 

A secondary relationship was explored between self-reported belief that 

spirituality is important to recovery and the confidence for success in treatment. A Mann-

Whitney U test was run to determine if there were differences in confidence of sobriety in 

treatment between those who placed value on spirituality for their recovery and those 

who did not. Distributions of the confidence scores for these groups were not similar, as 
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assessed by visual inspection. Men who placed value on spirituality  (mean rank = 26.04) 

were statistically significantly more confident than those who did not place value on 

spirituality (mean rank = 15.41), U = 281.5, z = 2.438, p = .015. 

Most (93.4 %) of the sample reported that they identified with some religious 

group or that they were a spiritual person who believed in a higher power; 78.2% felt that 

spirituality was important to their recovery from their substance use disorder and 67.2% 

felt that their spirituality impacted their daily life.  
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CHAPTER 5 

DISCUSSION 

 

The highest level of care for substance use disorders is inpatient treatment. 

Inpatient programs typically provide multidimensional treatment modalities including 

individual and group counseling, family involvement, and participation in 12- step groups 

(Delany, Shields, & Roberts, 2009; Manuel, et al, 2011).  An evidence base is growing 

for the treatment of SUD; however, counselor certification programs and treatment 

facility requirements, particularly among available treatment for socially disadvantaged 

populations, are vague. Furthermore, the needs of this population may be the most 

complex. The current study sought to shine light on clinical, behavioral, and social 

commonalities of a sample of socially disadvantaged adult males with SUD.  

A relationship between poor reading development and a variety of negative 

consequences, including high school dropout, has been confirmed (Reschly, 2010; 

Zabolocki & Krezmien, 2013) It is well established that high school non-completion, be 

it related to literacy challenges or not, is strongly associated with negative social 

consequences.  This current study sought to investigate group differences about high 

school completion among selected clinical, behavioral, and social correlates.  

Research has established a relationship between self-confidence/ self-efficacy as a 

meaningful component for treatment success. Theoretically, this study connected school 

related self-efficacy with later life outcomes. Therefore, this current study sought to 

investigate if high school completion was related with a question relating to self-efficacy. 

As pertinent to the prevalence of 12-step groups as inclusive for SUD treatment, and the 
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foundation of spirituality in 12-step groups, this current study sought to investigate the 

self-reported importance of spirituality on recovery and the association with a measure of 

treatment self-efficacy.  

In the following discussion the results will be placed within the context of 

existing literature. Practical applications and implications are reviewed with attention 

made to implication for the field of school psychology. Study limitations are 

acknowledged and directions for future research suggested.  

 

Summary and Meaning of Results 

This sample of males with SUD receiving inpatient treatment was, on average, 

middle aged, undereducated, and single. Most of the sample was black, while just over 

one-third were white, and a small portion Hispanic. This sample was largely non-veteran, 

which is important to note, as there is an established link between SUD and the veteran 

population. The veteran prevalence in this sample is not suggestive of generalizability to 

that population. Most of the men in this sample reported stable housing; however, about 

one-fifth on the sample was homeless, which is notably higher than Project HOME’s  

(2015) estimated homeless population for Philadelphia County.   

The most commonly reported primary substance in this sample was cocaine (any 

form), differing from the most commonly reported in Philadelphia County in uninsured 

treatment facilities, alcohol. Consistent with findings from SUD epidemiology research 

(Chen et al., 2012) approximately half of this population reported a family history of drug 

or alcohol problems.   
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Of significance, only 33.9% of this sample reported graduating high school as 

measured by highest grade completed (high school completion was considered grade 12 

or higher). This is significantly different than the Census Data estimates of high school 

graduates in Philadelphia County (81.2% high school graduates), suggesting a significant 

relationship with high school non-completion in this group of people with SUD.  

While nearly two- thirds of this sample did not complete high school, less than a 

quarter reported problems with reading and writing while in school, indicating reading 

and writing difficulty was not likely the only factor in high school non-completion.  The 

relationship between self-reported reading and writing problems and high school non-

completion was significant. These findings are consistent with research that is suggestive 

of early intervention reading as a protective factor for later high school dropout (Reschly, 

2010; Zabolocki & Krezmien, 2013)  

The theoretical basis for this study relates to the underlying competence and 

identity that is achieved through educational success early in life, which can affect later 

life outcomes (Erikson, 1963). The relationship between high school completion and 

reported confidence for achieving sobriety in the study was not significant. A separate 

analysis also found non-significant results using reported reading and writing problems 

while school aged as the independent variable. Prior studies have utilized questionnaires 

relating to treatment self-efficacy that have included validated measures (Mendelson, 

2013; Steven et al., 2015). Mendelson and colleagues’ (2013) use of the 7-item Mastery 

Scale  (Pearlin & Schooler, 1978) identified low self -efficacy as part of the distressed 

psychosocial profile, along with low perceived social support, high depressive symptoms, 

and low coping skills. Highest level of education (44.7 percent did not complete high 
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school) was included as an outcome variable in this study and was not significantly 

related to any of the established clusters. However, the relationship between self-efficacy 

and high school non-completion was not explored in isolation.  Furthermore, a more valid 

measure of self-efficacy would be necessary before discounting the framework of this 

study.  

A major aim of this study was to investigate the difference between high school 

completion and non-completion groups on various clinical, behavioral, and social 

correlates. Independent analyses ran for each variable failed to reject the null hypothesis 

that differences between the two groups were not statistically significantly. However, 

findings related to the sample overall in terms of clinical, behavioral, and social 

comorbidities among this sample of people with SUD is useful to explore in the context 

of existing literature.  

Clinical correlates. Quite possibly one of the most common comorbid health 

problems for people with SUD is that of other mental health disorders. As such, treatment 

facilities labeled as dual diagnosis strive to provide a more unique level of care that such 

a population requires. In this sample just about half of the sample confirmed a history of 

mental health difficulties that had led to treatment, while just over a third had been 

hospitalized for mental health difficulty. Of importance, the men in the sample were not 

receiving treatment at a dual diagnosis facility at the time the data were collected, 

suggesting the need for treatment equipped for comorbid mental health problems in 

people with SUD may be higher than what is currently available, particularly for socially 

disadvantaged populations. Furthermore, approximately two- thirds of the men endorsed 

items on the BDI-II that placed them into the mildly depressed range or above.  Literature 
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suggests that males with lower education are more likely to be suffering with mental 

health distress but less likely to get help (Khlat et al., 2014).  This sample had a high rate 

of high school non-completion suggesting that their self-report of mental health difficulty 

and report of a need for treatment may be confounded by decreased education.  

Consistent with literature investigating the relationship of SUD and depression 

(Buckley, et al., 2000; Greenfield et al., 1998; Wilson, et al., 2006;), this sample was 

more depressed than a normative group as measured by the BDI-II (Beck et al., 1996).  

Interestingly, this sample was less depressed as measured by the BDI-II than a 

comparable sample of people with SUD at intake (Buckley et al., 2000), suggesting 

variability of depression among groups of people seeking treatment for SUD. 

Importantly, Buckley and colleagues’ study was conducted through the Veteran Affairs 

Medical Office in Jackson, Mississippi, implying a largely veteran sample that may differ 

in needs compared to the sample in the current study that was predominantly non-veteran. 

The BDI-II data from the current study add to the limited literature of population specific 

normative data for SUD.   

There was no significant difference in clinical correlates between high school 

completion and non-completion groups. Divergent findings suggested that high school 

completion decreased the chance of an individual belonging to the comorbid group of 

substance use and mental health disorders (Lee et al., 2013). 

 

Behavioral Correlates. The majority of the sample reported a history of at least 

one arrest. Approximately one-third of the sample was legally mandated to treatment, 

reflecting some type of involvement in a drug specific court. As mentioned, the goal of 
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Drug Courts is to provide rehabilitation for SUD outside of the prison system (NIJ, 

2015). This sample had many of the characteristics that were associated with drug court 

termination in a recent study, namely high school non-completion, unemployed, and 

identified cocaine as a drug of choice (Gallagher et al., 2015). Furthermore, the average 

number of incarcerations in this sample was just over three, suggesting convergent 

findings with literature on non-drug court repercussions to criminal behavior among this 

sample (Gallagher et al., 2015). An explicit prior history of drug court involvement was 

not explored, but may be beneficial for future study to determine the utilization of Drug 

Courts among this sample. While differences were seen between the high school 

completion and non-completion group about their criminal history, those differences 

were not statistically significant.   

The literature suggests that legal employment obtainment is ridden with obstacles 

for people who are 1) socially disadvantaged, 2) in treatment for SUD, 3) have a criminal 

history, 4) low educated, and 5) have comorbidity mental health problems (Gold, 2004; 

Harris et al., 2013; SAMHSA, 2013). The current sample is arguably at high risk for each 

of the categories that, even when experienced in isolation, can impede employment 

obtainment. Therefore, it is certainly consistent with the literature that in this current 

study, self-reported lifetime history of legal job attainment indicated that just over half 

had ever held a legal job. To add to the well-established literature suggesting difficulty in 

maintaining work, just over one- third of this sample had a lifetime history of holding a 

job for longer than one year.   

Contrary to what the literature might predict, high school completion and non-

completion groups in the sample did not differ in terms of their employment histories. 
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The research base suggesting comorbidity of mental health problems, criminal history, 

and primary substance of use as barriers to employment for people with SUD may be 

useful in directing future research for   similar samples.  

Research has investigated the association between educational attainment and 

sexual behavior among high school students, and has been indicative of a relationship 

between sexual risk- taking and lessened educational attainment (Frisco, 2008).  While 

admittedly at a different time sample, results from the current study suggested no 

difference in sexual risk- taking between high school completion and high school non-

completion group. Number of sexual partners within the last year was reported as a 

“sexual risk-taking” correlate. Prior research reports divergent findings relating to SUD 

and report of sexual activity (Carey et al., 2004, Meade, 2006). Of significance relating to 

the sample as a whole, just over one quarter of the sample confirmed a history of paying 

or receiving money for sex.  

Interesting literature is available relating to risk- taking propensity and low self-

esteem as correlated with sexual risk- tasking behaviors in lifetime SUD (Lejuez et al., 

2004).  Future research directed at these variables specifically may be of use for tailoring 

interventions that limit such risk- taking behaviors that have been widely associated with 

health risks. Studies have found the relationship between sexual risk-taking and substance 

abuse significant enough that substance use reduction interventions were found to 

indirectly reduce sexual risk- taking behavior (Carey et al., 2004). 

In sum, there was no statistically significant difference in behavioral correlates 

(number of arrests, number of incarceration, job history, job history for more than one 

year, sexual-risk-taking history) between high school completion and non-completion 
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groups.  However, the sample’s wide prevalence of negative behavioral outcomes was 

largely consistent with the literature base of both high school non-completion and SUD 

populations.   

Social support. This sample was largely non-married, which is consistent with 

established interpersonal relationship difficulties in people with SUD.  However, more 

than half of the men reported that they were currently in a romantic relationship. 

Furthermore, the majority of this sample reported at least one person who would support 

them through their recovery. Recent literature suggests social support for people with 

SUD may be associated with decreased sexual risk-taking behavior, positive treatment 

prognosis, and increased treatment self-efficacy (Ciraulo et al., 2003; Mance, Kurtz, & 

Surratt, 2013; Stevens et al., 2015). Moreover, low social support among people with 

SUD has been linked to underemployment, housing instability, and increased symptoms 

of mental health distress (Mendelson, 2013). Future research investigating social support 

and its relationship with variables of interest among these data is necessary in 

determining the current study’s placement among recent literature.   

There were no significant differences in social correlates (perceived social 

support, current relationship status) between high school completion and non-completion 

groups. Research has linked social support, particularly from teachers, as a protective 

factor for substance use among male students with low scholastic competence (Lifrank et 

al., 1997). It is hypothesized that the relationship between educational attainment and 

social support among this sample of SUD may not have been of significance as a 

reflection of error in time sampling in the research design pertaining to this area. 
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Moreover, future research investigating this association may be better conducted in terms 

of prevention or outcome study.   

Secondary analysis. A secondary analysis explored SUD and spirituality. Ellis 

and Shoenfeld (1990) argued that the spirituality component of Alcoholics Anonymous, 

which is largely incorporated into inpatient SUD treatment for socially disadvantaged 

populations, was impeding people from potential recovery. In this study men who placed 

value on spirituality were statistically significantly more confident in their ability to find 

treatment success than those who did not place value on spirituality, indicating an 

association between spirituality and confidence for success in treatment. More recent 

studies have aligned with these data in the current study such as both Brown et al. (2011) 

and Pardini et al. (2000) who have suggest that spiritually may be a key psychosocial 

variable in the successful recovery of substance use disorders.  Furthermore, these data 

may be supportive for the incorporation of SUD treatment programs, such as SMART 

recovery, that would eliminate the need for spirituality for SUD recovery and cast a wider 

net for treatment regardless of spiritual beliefs (Horvath & Yeterian, 2012). 

 

Implications 
 

A major implication of this study reflects the disheartening prevalence of high 

school non-completion in this sample. It is well established that a high school education 

is an essential accomplishment that is not only necessary to progress into careers that 

allow for self-sufficient adulthood, but also is the foundation for strong judgment, critical 

thinking, and a variety of other life skills which correlate to overall psychosocial success. 

The rapidly growing literature available on substance use disorders is also indicative of 
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well-established correlations between substance use disorders and a number of negative 

physical and social consequences. Taken together, people with SUD with comorbid low 

literacy (or lack of high school degree) have many odds stacked against them and may 

benefit from an alternative form of treatment to reflect the increased likelihood of 

multifaceted needs.    

Mendelson and colleagues’ (2013) research highlights the importance of 

consideration of social-contextual factors such as social support and socioeconomic 

resources as well as psychological factors in characterizing the functioning of substance 

abusers in recovery in order to better inform intervention. To take that one step further, 

this study provides evidence to highlight the addition of education and spirituality to 

those considerations.  

Substance use disorder treatment programs are available, and commonly report 

the inclusion of employment readiness, adult literacy, and GED prep classes, specifically 

in socially disadvantaged populations. However, there is inadequate mention of 

academically related and literacy accommodations to the therapeutic tools and programs 

that are used in treatment.  While almost two decades old, an implication of this study for 

current SUD clinicians is the utilization of the suggestions listed in Substance use 

disorder treatment for people with physical and cognitive disabilities (SAMHSA 

Treatment Improvement Protocol, 1998), and to remain abreast of more recent 

publications that may be specific to accommodations tailored to the program of use.  

 

Implications for the field of school psychology. How can this be applied to 

researchers and practitioners in the field of school psychology? The role of a school 
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psychologist is transitioning from the traditionally reactive model of practice (wait to fail, 

gatekeeper to special education) to a more preventative, universal approach (Merrell, 

Ervin, & Peacock, 2011). Moreover, the scope of training and practice for a school-based 

school psychologist has expanded from solely assessment to multi-level consultation, 

behavioral support, and intervention development.  This paradigm shift, accompanied by 

changes in society and litigious views on the importance of mental health care, 

precipitates a need for practitioners to familiarize themselves with the unique needs of 

various pathologies. The need for knowledge is even greater with largely stigmatized 

populations, such as substance use disorders.  

Comorbid learning difficulties among this population provide support for the 

integration of social, behavioral, and academic interventions, as was suggested in studies 

finding a relationship between learning disabled students and self- efficacy (Hampton & 

Mason, 2010).   Reschly (2010) encouraged the use of early intervention programs that 

use an integrated approach concerning academics and socioemotional objectives 

collectively; the heightened association between SUD and low literacy suggests enough 

reasoning to address the problem in the same way at our schools.  Furthermore, a study 

done over two decades ago found that perceived support from teachers was associated 

with less substance use, particularly in those with low scholastic competence (Lifrank et 

al., 1997), supporting the implementation of staff student mentorship programs in our 

schools.  

Finally, school psychologists are encouraged to become involved in universal, 

preventative programs for social, emotional, and behavioral development (Merrell et al., 

2011). As such, it may be of interest to investigate the need and capability of 
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differentiation and accommodations available in various social emotional learning 

programs.  

 

Limitations and Future Direction 

These results should be viewed within the context of several limitations. The 

exploratory nature of the analyses leads to only cautious interpretations of the study and 

suggests the need for replication of more focused aspects of the study. First and foremost, 

it is unknown if fixed wordings interview style was used when the biopsychosocial form 

was completed at intake. The data are furthermore subjected to interviewer bias as the 

individual characteristics of interviewers and their presentation of particular questions 

may have elicited differential reactions and influenced responses. In addition, the small 

sample size of solely males with a large age range limits generalizability of results 

beyond the current sample. The generalizability of the data should be cautionary, even to 

the county where the treatment was provided, as the comparison between basic 

demographical information and primary substance use differed between this sample and 

available information for Philadelphia County.     

The impact and complexity of SUD makes it tempting to hypothesize 

homogeneity in order to better understand, and therefore treat, this pervasive disease. 

Nevertheless, an aspect accounting for the non-significance in these data is the evidence 

in that even among seemingly demographically “homogeneous” groups, the variability in 

their pre-treatment functioning is vast.  

The exploratory nature of the study with data available serves as a starting point 

for future more specific studies. Though the major results of this specific study were not 
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significant, it is hypothesized that the flaw may not be in theory but in the timing that the 

data were collected. It will be useful to further investigate the risk associated with low 

literacy and learning disabilities for SUD. Additionally, it may be more aligned with the 

theoretical nature of the study to explore literacy as predictor of treatment success and 

treatment recidivism. Future research to investigate whether differentiation and 

accommodations to interventions can enhance intervention efficacy may be useful. Even 

more pressing, it is important to continue to build on the National Registry of Evidence 

Based Programs (NREBP) whilst remaining mindful of the unique and diverse needs of 

individuals in treatment and accommodating needs in practice.  
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