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ABSTRACT

DEVELOPING A BRIEF INTEGRATIVE BIOPSYCHOSOCIAL SCREENING
INSTRUMENT TO INVESTIGATE INFLUENCES OF ALCOHOL ABUSE AND

DEPENDENCE IN COLLEGE AGE STUDENTS: A MIXED RESEARCH STUDY

The purpose of this mixed-methods study was to develop a reliable, valid, and
clinically useful brief integrative biopsychosocial screening instrument to investigate
influences of alcohol abuse and dependence in college age students. The Rein-Brief
Integrative Biopsychosocial Screening Instrument (R-BIBSI) is a 30-item (alpha = 0.89),
non-diagnostic, brief screening tool developed to aid drug and alcohol treatment
professionals in treatment planning for persons experiencing substance abuse or
dependence. The BIBSI is easily scored by clinical or non-clinical staff to assess six
constructs of alcohol use influence: Biological Influence, Psychological Internally
Expressed Influence, Psychological Externally Expressed Influence, Social Family
Influence, Social Peer/Work Environmental Influence, and Social Cultural Influence.
Item reduction processes included think-aloud, predictive validity testing utilizing paired
samples t-test, and exploratory factor analysis. A convenience sample of 63 college age

students provided data for validation and reliability testing of the R-BIBSI.
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CHAPTER 1 - INTRODUCTION

An estimated 16.6 million people in the United States met diagnostic criteria for
alcohol and/or drug dependence in 2001; only 3.1 million of those persons received
substance-abuse treatment (Matto, 2005). As a result of this gap, the reactive efforts of
the legal system in the United States incur an estimated $294 billion in alcohol and drug
treatment costs annually in the attempt to make services available to the largest number
of people in need as possible (Matto, 2005). Recently, with drastic cuts in financial
support for treatment and prevention efforts, many facilities have been forced to close
their doors (Carrol & Miller, 2006). Additionally, Ketcham, Asbury, Schulstad, and
Ciaramicoli (2000) report that the exorbitant cost of alcohol and other drug (AOD)
addiction treatment in the United States has caused the need for a more time and cost
effective means of assessing and treating those with AOD issues.

However, the mechanisms of change and treatment effects have proven extremely
complex because there are many variables to consider, and the experience of developing
as well as changing addictive behaviors is so unique for each individual (Matheson,
Gloeckner, Rein, & Miller, 2009). The complex nature of treating AOD abuse and
dependence is just one component that causes large expenditures by rendering best-
practice treatment modalities hard to establish and individualized treatment planning to
lack cost effectiveness. Gaps have persisted between what research has shown to be
effective treatment and what is being practiced in clinical settings (Carrol & Miller,

2006). Even more unsettling is that treatment services for alcohol and drug problems



continue to be stigmatized, marginalized, and isolated from the rest of the health care
system (Carrol & Miller, 2006). Some who work in health care continue to experience
these phenomena in the current state of the health care system through budget cuts and
the push to expedite treatment in many different forms of health care settings.

The current study endeavored to address the issue of time and money lost through
ineffective treatment and unsuccessful treatment planning by developing a screening
instrument that would provide clinicians with an individualized biopsychosocial profile
of a client’s path toward AOD abuse/dependence. The author postulated that this
instrument, the Rein-Brief Integrative Biopsychosocial Screening Instrument (R-BIBSI),
would allow treatment to be expedited and cost reduced by aiding in the facilitation of
individualized treatment planning and decreasing a healthcare professional’s time
demand per client. Other possible anticipated benefits or outcomes were that the R-BIBSI
would assist clinicians in clearly identifying possible high-risk relapse situations and
would provide useful criteria for aftercare planning tailored to the client. The R-BIBSI
would accomplish this by assessing the client’s self-reported perceptions of his/her
experience leading up to his/her problematic AOD abuse/dependence.

During Project MATCH, a landmark study conducted in the 1990s, researchers
found there were few indications that any one of the three treatment modalities studied
(cognitive-behavioral therapy, motivational enhancement therapy, and twelve step
facilitation) were proven to be significantly superior to the others (Stout, Del Boca,
Carbonari, Rychtarik, Litt, & Cooney, 2003). The findings of this study illustrate the
difficulties in successfully treating persons with AOD issues or predicting the outcome of

any particular treatment modality with any particular individual. Some research,



however, has demonstrated that endeavoring in the assessment of personality can lead to
effective client-therapist collaboration and remarkably positive outcomes in the
therapeutic process, particularly when the information gathered is shared with clients
during follow-up sessions (Butcher & Perry, 2008). Moreover, the success of
psychotherapy depends greatly upon gaining an early understanding of the client’s
potential for change, the extent of their problems, and the establishment of attainable
treatment goals (Butcher & Perry, 2008). This early understanding can be and is
facilitated by a number of available screening instruments.

Some of the most common instruments are the Alcohol Severity Index (ASI), the
Alcohol Severity Index-Lite (ASI-L), the Comprehensive Drinking Profile (CDP), the
Substance Abuse Subtle Screening Inventory (SASSI), the Family Environment Scale
(FES), and the University of Rhode Island Change Assessment Scale (URICA), just to
name a few. Many of these assessment instruments require administration and
interpretation by trained professionals, which can be costly, or they are too brief and do
not provide enough information to effectively construct a viable treatment plan. Some
instruments attempt to assess and sort persons into categories so that they fit into
treatment modalities that are already in place with the hope that the cost and time of
upgrading to more recent, innovative treatment services would be avoided. Sometimes an
assessment might be given to a client to inform the treatment planning, but may never be
looked at again because therapists are required to carry unreasonably large caseloads that

keep them too time-constrained to give adequate attention to clients’ individualized plans.



Problem Statement

Explanatory models are and have been developed in order to provide a theoretical
framework within which to explain the etiology, natural history, and consequences of a
disorder (Meyer & Babor, 1989, as cited in Donovan, 2005). This desire to develop a
model to explain etiology holds true for the complexities of AOD abuse/dependence, as
well. There are a number of diverse models that have arisen throughout time.

DiClemente (2010) lists seven traditionally accepted models for understanding
addiction. These models or theories for understanding AOD abuse/dependence are
described as: Social/Environmental, Genetic/Physiological, Personality/Intrapsychic,
Coping/Social Learning, Conditioning/Reinforcement, Compulsive/Excessive
Behavioral, and Integrative Bio-Psycho-Social. Bickel and Potenza (2006) suggest that a
modular systems approach to addiction may explain differences among forms of
addiction. The neurobiology of addiction is outlined by Koob (2006), which seeks to
explain compulsivity, loss of control, the reward aspects, and addresses to some extent
the genetic predisposition that is suggested to be inherent in families with a history of
addiction. Hesselbrock and Hesselbrock (2006) cite genetic risk as substantially
increasing vulnerability as well as traits of temperament that may influence the
development of AOD issues. Peer influences and social support have also been
consistently cited as risk factors for the initiation of AOD use among children and
adolescents (Hesselbrock & Hesselbrock, 2006).

In his landmark book, Social Learning Theory, Bandura (1977) states that people
generally regulate their behavior on the basis of subtle social cues. This concept seems to

be true with abusive and dependent behaviors relating to AOD use, as well. Still another



aspect which needs to be considered is that problems with substance use and mental
illness are inextricably linked (Mueser, Drake, Turner, & McGovern, 2006). Mueser, et
al. (2006) report studies have shown that persons in alcohol or drug treatment typically
report rates of comorbid mental illness in the range of 60-80% of the time, and people in
psychiatric treatment settings show rates of comorbid substance use in the 40-60% range.
The comorbidity rates of mental illness with AOD abuse/dependence is alarming and has
raised questions such as, what is the best way to help someone who meets the diagnostic
criteria for two co-occurring disorders? Which do we treat first, and how?

These numerous theories, models, and approaches attempt to explain how a
person arrives at a place in their life when they are confronted with the possibility of
being AOD abusive or AOD dependent. The viewpoints that have arisen to explain
etiology, along with the reported difficulties in treating persons with AOD
abuse/dependence, can create apprehensions that make it seem like this topic is too
immense or too confusing to sort out. One thing it seems that we can be sure of is that
each of the different theories have, at least, a part of the truth. However, no one lens
seems to hold the key for how to treat a person experiencing these difficulties in his/her
life. This has given rise to the advocacy of a biopsychosocial lens in which to view the
addictive process and treatment thereof.

An all-encompassing, or comprehensive, viewpoint with which to assess and treat
AOD abuse/dependence is not a new concept. As a response to the limitations of working
from only one theoretical framework in the field of biomedicine, George Engel (1977)
first introduced the concept of an integrative perspective to healthcare services and

coined the term biopsychosocial. This integrative perspective was adapted and has



emerged in the field of AOD abuse/dependence treatment as the biopsychosocial model
of addictive behaviors (Donovan, 2005). Related to AOD abuse/dependence, the
biopsychosocial model posits that addictive behaviors are complex disorders multiply
determined through biological, cognitive, psychological, and sociocultural processes
(Donovan, 2005). The biopsychosocial model is integrative in the sense that it advocates
for the notion that any one, or a combination of several factors in a person’s life might
play a role in the development of his/her AOD abuse/dependence and, therefore asserts
that every aspect of a person’s experience must then be considered when assessing
his/her AOD abuse/dependence issues. In other words, clinicians need to assess persons
with AOD abuse/dependence in a holistic manner to successfully plan and implement
treatment for an individual.

The problem is that the biopsychosocial model does not take into account the
degree to which a a person’s experiences may have had in the development of his/her
decision making and how those experiences may have influenced him/her in his/her
individual path to AOD abuse/dependence. It merely suggests that all aspects of a
person’s life must be assessed and considered when planning treatment for that
individual. Because of the complexity of addictive behaviors, we know that no one model
or theory alone can fully explain how AOD abuse/dependence develops for individuals
and that any one or a combination of theories, models, and approaches will likely vary
among diverse individuals. Therefore, the author proposed that an instrument should be
developed that would aid in identifying the degree to which constructs derived from a
review of these theories might be used to describe and/or explain the development of

AOD abuse/dependence. This will accomplished through the development of an



instrument that will provide an individualized, integrated, biopsychosocial profile for
clients related to influences in their decision making leading up to their problematic use
of AOD. Therefore, individualized treatment may be more effectively planned and
implemented which would expedite treatment and reduce costs.
Philosophical View/Theoretical Framework

Given the multidimensional nature of the constructs suggested for this study, the
researcher has chosen a pragmatic approach to answering the research questions.
Pragmatism is a philosophical movement begun during the latter decades of the
nineteenth century by the American philosopher Charles Sanders Peirce (James, 1907,
Maxcy, 2003). William James (1907), who considered pragmatism an “attitude of
orientation,” was a guiding figure in the development of pragmatic philosophy. James
(1907) elaborated by stating, /Pragmatism is] “the attitude of looking away from first
things, principles, ‘categories,” supposed necessities; and of looking towards last things,
fruits, consequences, facts” (p. 54). Early pragmatists such as George Herbert Mead
believed that, “What is real is happening now,” and later, John Dewey, in particular, had
lasting impact on pragmatic philosophy by seeking to invest social science with more
objective methods within the larger concerns of people as they form communities
(Maxcy, 2003). In fact, today one can find communities that form with like-minded
attitudes. A good example of this is the city of Del Ray, Florida which has become a well
know location for persons to gather and live together who are learning to cope with a life
without drug and alcohol use.

These two viewpoints suggest that there is utility in combining the subjective with

the objective when doing scientific research. Maxcy (2003) goes on to say that evolution



continues to be central to any critical pragmatic stance, but the thrust is downward into
nature and experience rather than upward into metaphysics. Gliner, Morgan, and Leech
(2009) advocate for a pragmatic approach as a new guiding paradigm for social and
therapeutic science research by stating that research conducted from the pragmatic
approach utilizes exploratory and confirmatory methods (instead of qualitative or
quantitative methods), which increases the options for researchers regarding data
collection methods, data analysis tools, and interpretations. In addition, research that
combines qualitative and quantitative methods allows researchers to focus attention on
methodological rather than philosophical concerns (Gliner, Morgan, & Leech, 2009).
Several authors (Datta, 1997; Howe, 1988; Patton, 1990; Rossman & Wilson, 1985;
Tashakkori & Teddlie, 1998; as cited in Teddlie & Tashakkori, 2003) have proposed that
pragmatism is the best paradigm for justifying the use of mixed methods research.
However, this advocacy is not enough to arbitrarily choose pragmatism as one’s
philosophical standpoint. The methodology needs to rigorously answer the research
questions.

Why then, should a mixed-method pragmatic approach be considered? Individuals
holding the pragmatic worldview are focused on the outcome of the research (Creswell,
2007). In this case, the outcome will produce a useful, reliable, and valid screening
instrument. A pragmatic approach is not committed to any one system of philosophy and
reality; it is more concerned with answering the research questions in the way that best
suits the needs of the study (Creswell, 2007). In other words, pragmatic research is driven
by the research question. Collins, Onwuegbuzie, and Sutton (2006) conceptualized four

rationales for mixing approaches: participant enrichment, instrument fidelity, treatment



integrity, and significance enhancement. Collins et al. (2006) state that qualitative
techniques can be used to enhance the development of quantitative instruments and vice
Versa.

The goal of this study was to develop a valid instrument that would measure a
person’s perceptions of his/her past life experiences. Historically, perceptions have
proven to be difficult to measure. Given that the nature of truth, meaning, and reality is
realized through many different forms of information, and the instrument items will
almost certainly identify more than one construct, a decision was made by the researcher
to approach this study from a pragmatic viewpoint. Also, the utilization of multiple lenses
and multiple methods seemed to be an appropriate framework for answering the research
questions.

Researcher’s Perspective

The researcher was a student in the Interdisciplinary Studies Ph.D. program in the
School of Education at Colorado State University. After having completed a Masters
degree in Education and Human Resource Studies with a concentration in Community
Counseling, the researcher began his work in the addiction treatment field. Through
working in a number addiction treatment milieus, which included adolescent residential,
adult outpatient, and college-age voluntary as well as mandated programs, the author
noted common challenges across facilities. One of those challenges was that the amount
of time required to conceive an appropriate individualized treatment plan was not
available due to large case loads and extensive administrative duties the counselors were

asked to perform.



The biopsychosocial model of addiction treatment has been evolving within the
therapeutic model of motivational interviewing and has emerged as the gold standard in
treating addictive behaviors. There are numerous assessments used in the addiction field.
However, none were found that could be administered without a clinician present, was
brief, and would provide a biopsychosocial compass, if you will, in aiding therapists to
direct treatment most successfully by addressing the client’s self-identified influences on
their decision-making. Awareness of this deficit in the literature came as the researcher
was studying the numerous models of addiction throughout modern times that have been
used to attempt to explain and treat the disease of addiction. In the United States,
publications have been traced back to, Benjamin Rush, a member of the Continental
Congress, who in 1777 and 1782 condemned drunkenness and provided some of the first
solutions offered to decrease the effect alcohol had on the performance of the Continental
Army (White, 1998). The negative effects of alcohol are apparent throughout world
history and while most people seem to have the ability to take or leave substance use,
there are many whose lives are directly and/or indirectly dominated by it. The effort of
this research was to provide more effective and time-sensitive treatment for those whose
lives are greatly impacted by a disease that has baffled scientists and humanitarians for
centuries.

Research Questions

The guiding questions identify the kinds of information an instrument will be
designed to address (Cox & Cox, 2008). The instrument will measure six constructs that
were developed to correspond to six traditional models of AOD abuse/dependence listed

by DiClemente (2010), as well as other theories and approaches to ultimately provide a
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biopsychosocial profile unique to the respondent. This study utilized a nine-phase,
sequential explanatory mixed-method design (Creswell & Plano-Clark, 2007) with
modifications as suggested by Onwuegbuzie (2010) for instrument development and
construct validation (see Figure 1 in Methodology section). Therefore, in addition to the
overarching and guiding research question; each individual phase will require specific
research questions and sub-questions as required for specificity (Creswell, 2007).

After the initial comprehensive literature review or Phase 1, the research question
that guided the construct development stage or Phase 2 was, What are the constructs, as
identified through the literature review, that the instrument will seek to measure? Phase 3
was guided by the question: What are the specifiers or instrument items, as identified
through the literature review, that will discriminate each construct? The research
question and sub-questions that guided the item revision stage or Phase 4 were more
complex since this was where critical decision-making on the researcher’s part took place
regarding the final version of the instrument. The researcher anticipated that many items
would, likely, be multidimensional. In other words, multidimensional items identified
multiple objectives or constructs. These items are referred to as multiple-objective
instrument items. Questions for Phase 4 were:

* Do each of the multiple-objective instrument items discriminate or load to the
construct/s for which they have been intended?

*Do the IIOC-MO results agree and how will decision-making take place to delete
or revise an instrument item?

*What items fit best or load the highest with each construct? From the results of

the IIOC-MO, which items need to be considered for deletion or revision?
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If one item loaded on several factors or if it did not discriminate, the researcher
made a decision if that item should be revised or removed from the instrument. If an item
highly identified with one construct it was considered unique or mutually exclusive to at
least part of the construct. It was important to retain those particular items to be tested
through the 110C-MO process.

Phase 5 entailed completing the instrument design and proceeding with the field-
test procedures. During this process human subjects research approval was obtained. All
ethical standards for human research adhered to and procedures were planned to complete
the data collection process.

The research questions for the quantitative analysis stage or Phase 6 were related
to validity. Here the researcher asked: Do each of the multiple-objective instrument items
identify or load to the construct/s for which they have been intended? Additionally,
questions for Phase 7 were: Is the instrument that has been designed, based on the
qualitative data, a better instrument than existing instruments? How do the qualitative
results inform the concepts of accuracy, goodness, and trustworthiness of the instrument?
Do the qualitative responses confirm the intended constructs of the item? A further
question for Phase 8 was: Is there a relationship between the instrument results, the
predictive results, and the qualitative think-aloud results? Phase 9 entailed a review of

the instrument development/construct identification process and product.
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CHAPTER 2 - REVIEW OF LITERATURE

Utilizing literature related to current and emerging models of addiction and
substance abuse treatment, this section will look at the function of substance use
assessment, construct validity issues, identify assessment strategies, and present the
constructs for the Rein-Brief Integrated Biopsychosocial Screening Instrument (R-
BIBSI).

The quality of survey research is fundamentally dependent on the validity of
respondent reports, including the ability of respondents to accurately report on their past
behaviors or events that they have experienced (Belli, 1998). “Given that drug and
alcohol use is an observable behavior, one might expect that substance use would be
comparatively straightforward to assess accurately and in a meaningful way. However,
given the complexity and multidimensional nature of substance abuse, and despite
theoretical and methodological advances of recent years, assessment of substance use
remains anything but simple and straightforward” (Carroll, 1995). The thought process
and care that must be taken when assessing persons with substance use difficulties is an
ongoing challenge. What seems like an uncomplicated and easily attainable task quickly
becomes mired in seemingly illogical response patterns that can bewilder researchers and
clinicians alike.

The function of assessment in regard to substance use has historically been to
determine if a person can be diagnosed with substance abuse or dependence through

assessing for the set of criteria defined in the most current Diagnostic and Statistical
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Manual of Mental Disorders IV-TR. Assessment may therefore be used for screening, or
to determine if an individual's levels, patterns, and consequences of substance use are
such that they would meet the criteria for substance abuse or dependence (Carroll, 1995).
Screening typically refers to assessment at the onset of treatment for the purpose of
assigning the appropriate mode of treatment or intervention for a particular individual.
Screening can also be used to gather demographic information that may give initial
insights into the individual’s presenting issues and ensuing substance use patterns. This
process can take many forms from formal or informal interview, to pencil and paper, to
computer-based assessment. Because most assessment strategies are self-report, which is
inherently unreliable, the assessment process in substance use treatment facilities may
include interviews of the individual’s loved ones to gain corroborative evidence of their
reports. The aim here is to minimize purposeful distortion of data. However,
corroborative evidence is also not reliable since, many times, loved ones can be unsure of
the specific details of the client’s true substance use patterns.

Assessment may be used to describe the nature of the individual's substance use
(Carroll, 1995). There is known to be a great deal of variability in the frequency,
intensity, severity, and history of substance use among individuals who meet criteria for
substance use disorders (Carroll, 1995). This variability or heterogeneity in individuals
continues to be a confounding factor in assessing individuals and attempting to align
them with a set of predetermined criteria. Assessment of substance use usually entails
measurement of quantity and frequency, route of administration, periods of abstinence
and use, time to relapse, consequences of use, and treatment history (Babor, 1993; Babor,

et al., 1994; as cited in Carroll, 1995). Specifying the nature of a person’s substance use
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patterns can aid in developing and refining individual treatment planning, and
understanding of the development and course of the disorder.

Another major function of assessment is to describe the individual with the
substance use disorder (Carroll, 1995). Substance users are diverse and vary widely in
terms of sociodemographic characteristics, concurrent problems (e.g., medical, legal,
vocational, interpersonal, and familial), comorbid psychiatric disorders, and family
history (Carroll, 1995). White (1998) concurs that most responsible researchers and
clinicians take the position that alcoholism and other addictions are complex, multiply
determined disorders in which biological and environmental factors interact to enhance
personal vulnerability to substance use difficulties. Therefore, there is consensus that
assessment of substance use disorders must be multidimensional in nature (Connors et al.,
1994; Donovan & Marlatt, 1988; Institute of Medicine, 1990; McLellan et al., 1992,
Rounsaville et al., 1993, as cited in Carroll, 1995).

In research, the function of assessment of individuals can be to determine
typology or categorization, as Well. In Project MATCH a battery of assessments were
used to categorize participants into “Type A” (e.g., late onset, less psychiatric
disturbance), and “Type B” (e.g., early onset, extensive family history, more psychiatric
disturbance) (Kadden, Longbaugh, & Wirtz, 2003). Participants within these “Types”
were exposed to different intervention strategies and groups’ treatment outcomes were
compared. Interestingly, there were no significant differences found between treatment
modalities.

The validity of methods is a particularly salient issue in research involving

assessment of substance use, as well as addressing the heterogeneity of individuals with
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substance use disorders (Carrol, 1995). Addressing construct validity in instrument
development is crucial and refers to the extent to which an instrument may measure a
theoretical or hypothetical construct or trait (Alberta Alcohol and Drug Abuse
Commission, 2004; Whiston, 2005; Gliner, Morgan, & Leech, 2009; Miller, Strang, &
Miller, 2010). In other words, does the instrument measure what it is intended to
measure? Constructs are hypothetical concepts that may not be observed directly (Gliner,
Morgan, & Leech, 2009) and constructs in the counseling arena are generally abstract and
difficult to define (Whiston, 2005). Also, with many constructs in counseling, there may
be no universally agreed upon content or set of criteria (Whiston, 2005). Therefore, when
applying construct validity to instrument design, it is necessary that the defined
constructs are guided by an underlying theory (Hunter & Brewer, 2003; Gliner, Morgan,
& Leech, 2009).

For the development and purpose of this instrument, the biopsychosocial
approach to substance use treatment (Donovan, 2005) was chosen as the overarching
guide. A biopsychosocial approach, simply put, encourages clinicians to assess clients
holistically before a treatment is prescribed. It purports that psychological and social
experiences can have an effect on biological functioning (Engel, 1977). Recently,
theorists have added the word “spiritual” at the end (e.g., Biopsychosocial-Spiritual).
Although, this instrument was not designed to address the spiritual issue, it might be
noted that in the 1939 publication of Alcoholics Anonymous one can find the quote, “Of
necessity there will have to be discussion of matters medical, psychiatric, social, and
religious” (Alcoholics Anonymous, 2001, p. 19). One can see that the biopsychosocial

concept is not new; however, given the holistic nature of the biopsychosocial approach, it

16



was necessary to employ a more defining theoretical strategy that would guide the
creation of the constructs this instrument would attempt to measure.

Klion and Pfenniger (1997) advocate for the utilization of Personal Construct
Theory (PCT) when considering the psychology and etiology of addictions and they refer
to George Kelly’s 1955, two-volume work The Psychology of Personal Constructs as a
basis for this approach and a vital text on the subject. Kelly (1955) suggests that
researchers look at individuals as seeking to predict and control the course of events in
their life; i.e. as scientists in their own right, if you will, testing their circumstances and
outcomes though trial and error or, in other words, via hypothesis testing through
experimental evidence. Just as different scientists come up with different explanations
(theories/beliefs/assumptions) and outcomes (results/consequences), so do individuals
decide what they believe and expect through continuous trial and error. In relation to
substance use assessment, as well as other clinical assessment, the premise is that while
two clients may present with very similar initial complaints, the difficulty in construing
what underlies those complaints may vary significantly, and therefore may change the
outcomes of the specific interventions used to address them (Klion & Pfenniger, 1997).

Variation in the underlying etiology of similar complaints is a unique challenge
faced by addiction professionals on a frequent basis. Clients may present clinicians with
what seems like a simple diagnosis of substance abuse or dependence, although the
circumstances that led each individual to that point, after careful inquiry, will likely be
very diverse. PCT suggests that we construct our world through our understandings of it,
and that all of our present interpretations of the universe are subject to potential revision

(Klion & Pfenniger, 1997). It is the interpretation of one’s circumstances and expected
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outcomes that has a direct effect on decision-making, and especially decision-making
regarding substance use. As a person begins to focus his activities on the use of
substances and to operate in substance related contexts, he/she often explicitly or
implicitly elaborates and extends the addictive role and decreases his/her ability to re-
construe the self in other terms (Burrell & Jaffee, 1999). For these individuals with
substance use issues, psychologically it can seem nearly impossible to change if a viable
alternative cannot be conceived (Klion & Pfenniger, 1997). Decisions, therefore, are
made through an individual’s constructions of his/her circumstances and the outcomes
they anticipate as a result. Often, for a person with substance use difficulties, the only
option appears to be continuation of the old behavior, which in many cases, perpetuates
the addiction or at least continued risk taking behavior (Klion & Pfenniger, 1997). This
may affect individuals who experience chronic substance abuse. For example, they might
not see a viable way out of their circumstances, they might not see the desired outcome as
attainable, they may have low self-efficacy in their ability to succeed in changing their
substance use patterns, or they simply might not be willing to engage in the necessary
work involved in addressing their issue. Any one of these belief patterns or constructions,
among others, could be an underlying cause for chronic relapse behavior and may play a
role in the ongoing difficulties and frustrations experienced by clinicians when working
with such clients.

The concept of substance use, abuse, and dependence may vary cross-culturally
and historically in significant ways (Peele, 2000). Peele states that “how we think about
addiction influences how individuals become addicted, since we learn to be addicted

through the expectations we develop about specific involvements” (p. 599). There is no

18



idiosyncratic mechanism in which substance use difficulties develop; they are influenced
culturally, historically, and socially. We see that one’s thinking about addiction and about
one’s behavior precedes and determines addiction experience (Callahan & Room, 1947,
as cited in Peele, 2000). It is unwise and unnecessary to deny that the reality of people's
experience can have crucial effects on their behavior (Peele, 2000).

Peele cites Callahan and Room’s 1974 study, the purpose of which was to dispute
the current “disease model” of addiction, which posits that loss of control is central to
alcoholism, and that symptoms of alcoholism occur in some regular and coherent
sequence and as such are consistent over time. Callahan and Room found that
physiological symptoms of alcoholism were less consistent over time than was loss-of-
control for problem drinkers and concluded the reports did not represent real
physiological traits, but were merely the subjective description of the respondent’s states
(Peele, 2000). The importance of identifying, not only traits and experiences, but the
individual’s interpretation of those traits and experiences is essential in providing an
accurate and practical individual assessment of substance use.

Methods of clinical assessment and classification must be guided by their clinical
utility, by the clinician’s need to make appropriate therapeutic decisions, and to
communicate with other treatment providers (Lehman, Myers, & Corty 2000). This
follows pragmatic sensibility, in that, the assessment must be successful in its utility to
aid practitioners in providing more effective, individualized treatment. Assessing persons
with substance use issues poses challenges that are not unique to the collection of
information. It is important for clinicians to understand that these problems may be

amplified by an individual's desire to deny, minimize, maximize or somehow distort the

19



seriousness of their substance use and its related difficulties. The challenge in substance
use assessment is that self-report is, and has been, the main strategy employed by
substance use treatment providers for gathering information about clients to determine
diagnoses and treatment planning. But because deception is a known trait of persons with
substance use difficulties, the problems with self-reporting must be addressed, though for
most research purposes, self-reports of drinking show adequate reliability and validity
when assessment situations are structured to minimize bias (Midanik, 1982, 1988; Babor,
et al., 1990; Del Boca & Noll, 2000; as cited in Del Boca & Darkes, 2003).

Accurate recall of past events remains to be one of the most challenging aspects in
instrument development. “Recent theorizing regarding the structure of autobiographical
memory, or that part of memory in which life events are stored, is particularly relevant to
understanding the retrieval of information needed to accurately report behaviors such as
alcohol consumption and illicit drug use” (Del Boca & Noll, 2000, p. 352). Strategies
such as Cogpnitive Interviewing (Willis, 2005), Timeline Followback (Teesson, Clement,
Copeland, Conroy, & Reid, 2000), and Think-aloud (Davison, Vogel, & Coffman, 1997;
Collins, 2003) attempt to aid and encourage respondents to increase the accuracy of
memory recall through guided inquiry.

Del Boca and Darkes (2003) state that limits in memory or memory retrieval can
influence responses. Fowler (1995) presents three possible explanations of memory recall
problems: (1) the respondent may not have the information needed to answer the
question, (2) the respondent may once have known the information but have difficulty
recalling it, or (3) the respondent may have difficulty accurately placing events in the

time frame called for in the question. In addiction assessment, this applies in the sense
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that, oftentimes, respondents are asked about situations in which they truly have limited
memory due to their AOD consumption. For extreme cases, a blackout experience may
render the respondent unable to recall any part of an experience they are being asked
about. However, Fowler’s limitations of memory recall are based in the assumption that
respondents are motivated to openly disclose the information they have access to, which
allows him to omit the possibility that a person might have access to the information, but
is unwilling to disclose that information for a variety of reasons. A client could be
experiencing shame or guilt connected with their AOD use or he/she may be concerned
about what the person conducting the assessment might think of them if they tell the
entire truth, or possibly they are in legal trouble and believe minimization of their past
behaviors would decrease court requirements.

Belli (1998) presents an hierarchical structure of autobiographical memory that is
divided into three realms and describes how memories are arranged and understood by
cognitive psychologists. They are extended events (events that are temporal in nature
which may be extended in time for long periods or as short as a few days), summarized
events (common themes that underlie events of the same kind), and specific events
(perceptual and episodic information that provides a sense of reliving an event as it
originally occurred) (Belli, 1998). These concepts are important to instrument design due
to the nature of what the instrument items will ask of the respondent and how those
responses will be interpreted. Iltems may ask about a respondent’s perceptions/
constructions of extended events, (e.g., items that inquire about childhood experience,
job/school experience, family dynamics, etc.), summarized events (e.g., drinking

experiences, holidays, weekends, etc.), or specific events (e.g., got a traffic ticket, had an
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accident, got in a fight, was diagnosed, etc.). While the hierarchical structure of
autobiographical memory has been used to aid respondents in accurate reconstruction of
their personal pasts, in this case the utility will be in reconstructing perceptions of
personal pasts. When taking on a theoretical perspective that is based on reconstructing
the past, one must take into account that each time a respondent is administered this
instrument their responses may change as they proceed through treatment and their self-
awareness of each experience is heightened or expanded. Specifically related to construct
validity, this would exclude for example, the test-retest method as an ac