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Glaser (1980) noted that assessing treatment and
treatment processes had not been a high priority in
the alcohol treatment field. Subsequent to his
observation, however, a surge of interest in treat
ment assessment has taken place among adminis
trators, researchers, and clinicians. Indeed, a
recent issue of Substance Use & Misuse (Magura
2000) contained several articles on substance
abuse treatment assessment. That interest has been
spurred by several developments. One is an
expanding focus on systems analysis and
between-program differences, prompted by efforts
toward health care reform. In order to describe
programs and examine interrelationships among
program characteristics and quality of care
indices, policymakers, administrators, and
researchers recognized the need for instruments to
assess program-level variables.
A second reason for rising interest in treat
ment assessment has been increasing recognition
of the complex nature of predominantly psychoso
cial interventions, such as those often used to treat
alcohol use disorders even when pharmacologic
agents also are provided. One example of this
complexity is “therapist effects” in the delivery of
treatment (Najavits and Weiss 1994; Najavits et
al. 2000), that is, the way in which the “same”
treatment can be delivered quite differently by
different therapists. Treatment researchers have
become aware of the need to not only facilitate the
provision of standardized treatment through the
use of therapist training, supervision, and treat
ment manuals (e.g., K.M. Carroll 1997) but also
to assess the implementation of the complex,
multifaceted treatments they are studying. For

example, it is important to document that distinc
tive treatments have been applied in comparative
evaluations, especially in studies of patient-treatment
matching, and to conduct treatment process analy
ses to identify “active ingredients of treatment”
and “mechanisms of change.”
On the clinical side, treatment providers need
instruments with which to assess the quality of
treatment provision, as well as the progress of
their clients during treatment. Their motivation is
the same as that among researchers: Such instru
ments are seen as essential elements in the effort
to improve clinical care.
This chapter first presents a broad, multilevel
model of the treatment processes. Then, measures
of the different domains of treatment variables
addressed by the model are reviewed. The
predominantly recent interest in the assessment of
treatment continues to be reflected in the avail
ability of only a few established measures. A
number of promising instruments are reviewed,
however. When multiple measures assess a partic
ular domain, descriptive and psychometric data
for them are presented in tabular form. The final
section considers additional work needed to
develop high-quality measures of treatment and
treatment processes.

CONCEPTUAL MODEL OF THE
TREATMENT PROCESS
To provide a guide for the review of available
instruments and to highlight their uses, it is helpful
to have a conceptual model of the treatment
process. The model presented in figure 1, although
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FIGURE 1.—A conceptual model of the treatment process
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simplified, captures most of the major domains
involved in the treatment process. It depicts
patient, program, and provider determinants of
treatment provided to patients, the therapist-patient
relationship or therapeutic alliance, and patients’
involvement in treatment, as well as the mediating
variables (proximal outcomes) that link treatment
provided and patient involvement in treatment to
ultimate outcomes, such as abstinence or reduced
alcohol consumption.
Patient Characteristics
Although patient characteristics (panel I in figure
1) are not components of the treatment process,
they can affect access to treatment, treatment
selection and treatment planning, involvement in
treatment, and treatment outcomes. In addition to
these direct effects, patient variables can influence
or moderate the relationship between treatment
and outcomes, by affecting links in the causal
chain connecting treatment provision/patient
involvement in treatment to proximal and ultimate
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outcomes (not illustrated in figure 1; see Finney
1995). For example, Smith and McCrady (1991)
found that patients who scored higher on abstract
reasoning ability were better able to learn coping
skills during treatment than were patients with
lower neuropsychological functioning. In another
type of treatment, cognitive functioning might not
affect what is acquired during the course of treat
ment. Although the treatment process cannot be
considered apart from treatment recipients, the
assessment of patient characteristics is not
covered here, where the focus is on the assess
ment of treatment-related variables.
Program-Level Characteristics
Program-level characteristics (panel II in figure 1)
are general factors related to the program’s organi
zation and structure, policies, services, treatment
orientation, social environment, and readiness for
organizational change. Relevant organizational or
structural variables include ownership, physical
design features (e.g., number of buildings), size
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(number of patients), aggregate patient characteris
tics, types of staff, program policies, and desired
length or amount of treatment. Policies are the
structured procedures that programs use to address
different situations (e.g., problem behaviors among
patients). Program services include those activities
oriented toward treating alcohol use disorders, as
well as problems in other areas of patients’ lives.
Treatment orientation refers to the treatment
modality or modalities applied at the program (or
in treatment research, in the treatment condition).
Environmental characteristics refer here to the
social climate of a program (e.g., Moos 1997).
Finally, one new measure focuses on substance
abuse programs’ readiness for change to imple
ment evidence-based treatment practices.
Provider Characteristics
The quality of alcohol treatment is determined,
not only by the therapeutic techniques applied, but
also by the characteristics of individual treatment
providers (panel III in figure 1). In particular, this
domain of variables refers to within-program vari
ation in provider characteristics (aggregate,
program-level staff characteristics are considered
in panel II). Gerstein (1991) argued that “the
competence, quality, and continuity of individual
caregivers are likely to be critical elements in
explaining the differential effectiveness of
[substance abuse] treatment programs” (p. 139).
In the alcohol treatment field, the few studies that
have been conducted (e.g., W.R. Miller et al.
1980; Valle 1981; McLellan et al. 1988; SanchezCraig et al. 1991; Project MATCH Research
Group 1998; for reviews, see Najavits and Weiss
1994; Najavits et al. 2000) indicate that therapist
characteristics play an important role in determin
ing clients’ treatment retention and outcomes.
Therapeutic Alliance
One of the key factors affecting the impact of
alcohol treatment, especially psychosocial treat
ments, is the quality of the alliance or relationship
that is developed between the therapist and client

(panel IV in figure 1). A positive therapeutic
alliance can be viewed as a necessary but insuffi
cient condition for patients’ becoming involved in
treatment, making treatment-specified intermediate
changes on proximal outcomes (see below), and
experiencing positive ultimate outcomes. The
quality of the therapeutic alliance affects and is
affected by the treatment provided, and moderates
the impact of treatment provided on patients’
involvement in treatment. The most direct influ
ences on the therapeutic alliance, however, are
patients’ characteristics and providers’ characteris
tics. In the Project MATCH outpatient sample, more
positive ratings of the therapeutic alliance by both
patients and therapists were associated with greater
attendance at treatment sessions and a higher
percentage of days abstinent during treatment and
over the 12 months following treatment (K.M.
Carroll et al. 1997; Connors et al. 1997; K.M.
Carroll et al. 1998b; Connors et al. 2000; for other
studies, see Belding et al. 1997; Ojehagen et al.
1997; De Weert-Van Oene et al. 1999; Petry and
Bickel 1999; Raytek et al. 1999; Fenton et al. 2001).
The measures used to assess therapeutic
alliances in alcohol and other drug abuse treat
ment research are general measures developed for
the psychotherapy field. For example, De WeertVan Oene et al. (1999) used the Helping Alliance
Questionnaire to assess the therapeutic relation
ship as perceived by 340 substance abuse patients
(six coding instruments were used by Fenton et al.
2001). Because no measures have been developed
specifically for alcohol treatment, they are not
reviewed here.
Treatment Provided/Treatment Involvement
Alcohol treatment programs typically provide
psychosocial and/or pharmacologic interventions to
patients. To the extent that it is constant across all
patients, treatment provided is a program-level char
acteristic (panel II in figure 1). In most programs,
however, the treatment provided varies across
patients (panel V). For example, it may be thought
that some patients require only a brief intervention,
whereas others need longer term treatment.
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In addition to determining what has been
provided to patients, it is also possible to ascertain
to what extent patients have been involved in treat
ment (panel VI). For example, instead of simply
determining the number of group therapy sessions
a patient attended, it is possible to assess such
constructs as the patient’s contributions to group
discussions. Presumably, patient involvement in
treatment would be more strongly associated with
proximal and ultimate outcomes (see figure 1) than
the treatment offered to individual patients.

by effecting improvements in such life areas as
employment, social functioning, physical health,
and/or psychological functioning (for an in-depth
discussion of outcome assessment, see Tonigan’s
chapter in this Guide). Treatment process models
may specify different dimensions of treatment that
should impact different areas of patients’ func
tioning.

Proximal Outcomes

In this section, measures are reviewed that tap the
different treatment domains (panels II–VII) in the
conceptual model outlined above, except for ther
apeutic alliance.

Proximal outcome variables (Rosen and Proctor
1981; panel VII in figure 1) refer to cognitions,
attitudes, personality variables, or behaviors that,
according to the treatment theory under investiga
tion, should be affected by the treatment provided,
and should, in turn, lead to positive ultimate
outcomes (e.g., abstinence or reduced alcohol
consumption). An Institute of Medicine (1989)
panel found that “little research has been devoted
to the short-term impact of specific [alcoholism
treatment] program components” (p. 159), and
suggested that such short-term gains could be
studied quite readily. Proximal outcome variables
can be assessed at any point between treatment
entry and the assessment of ultimate outcomes.
When assessed during treatment, proximal
outcomes constitute an important method that
clinicians can use to assess patients’ treatment
progress. For researchers, proximal outcomes,
assessed during or after treatment, are key compo
nents in treatment process analyses.
Ultimate Outcomes
Ultimate outcomes (panel VIII in figure 1) refer to
the end points that the treatment is supposed to
effect. All treatment programs for alcohol use
disorders attempt to impact drinking behavior,
with many seeking to eliminate it entirely and
others seeking to limit it to levels that do not
cause adverse consequences. Some programs also
seek to have a broader impact on patient functioning
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MEASURES OF TREATMENT AND
TREATMENT PROCESSES

Program-Level Characteristics
Several instruments have been developed to gather
information on program-level characteristics.
Most assess a mixture of variables pertaining to
program structure (setting, aggregate staff charac
teristics, aggregate patient characteristics), poli
cies (e.g., disciplinary procedures), and services.
In addition, a few instruments focus on assessing
program treatment orientation; others assess
program social climate. Finally, a recently devel
oped instrument assesses the readiness of a treat
ment program to implement evidence-based
treatment practices.
General Measures
Five general program-level instruments are
described in table 1: the National Drug and
Alcoholism Treatment Unit Survey (NDATUS)
(Office of Applied Studies 1991), the National
Drug Abuse Treatment System Survey (NDATSS)
(McCaughrin and Price 1992; Price and D’Aunno
1992), the Drug and Alcohol Program Structure
Inventory (DAPSI) (Peterson et al. 1993, 1994a,
1994b), the Residential Substance Abuse and
Psychiatric Programs Inventory (RESPPI) (Timko
1994, 1995, 1996), and the Addiction Treatment
Inventory (ATI) (Carise et al. 2000).
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TABLE 1.—Measures of general program-level characteristics
Measure: National Drug and Alcoholism Treatment Unit Survey (NDATUS)
Citation: Office of Applied Studies 1991
Description: The NDATUS is a brief questionnaire (five pages) that covers (a) the overall organization
and structure of programs (ownership, funding sources and levels, organizational setting, capacity in
different treatment settings using different treatment modalities, hours of operation, etc.), (b) staffing
and staff characteristics, (c) services (e.g., methadone dosages), (d) policies, and (e) clients and client
characteristics. The 1989 NDATUS was augmented in 1990 by the Drug Services Research Survey
(DSRS) (Office of Applied Studies 1992a, 1992b) to obtain additional data in the areas of facility
organization and staff, client data, services, and costs and charges. Using data from the 1991 NDATUS,
Rodgers and Barnett (2000) found that private, for-profit substance abuse treatment programs tended to
be smaller and more likely to provide treatment in only one setting. Public programs and nonprofit
programs generally had more treatment staff; Federal and for-profit programs had more psychologists
and physicians. In 1992, the NDATUS evolved into the Uniform Facility Data Set (UFDS), sponsored
by the Office of Applied Studies.
Measure: National Drug Abuse Treatment System Survey (NDATSS)
Citations: McCaughrin and Price 1992; Price and D’Aunno 1992
Description: The NDATSS was used to assess 575 outpatient drug abuse treatment units in 1988 and
to follow up on 481 of those programs in 1990. The survey consists of two separate telephone
interviews. The Director’s Interview assesses the unit’s funding, licensing, and accreditation; client
information; evaluation and monitoring of clients; relationships with other treatment organizations;
relationship with parent organization (if any); changes in the unit over time; and demographic
information about the respondent. The Clinical Supervisor’s Interview focuses on the delivery of
treatment services and estimated treatment outcomes. Each interview takes about 90 minutes to
complete. NDATSS data have been extensively analyzed. For example, McCaughrin and Price
(1992) examined program characteristics associated with two measures of treatment outcome: the
proportion of clients who met goals set in treatment (a proximal outcome) and the proportion of
clients who continued to misuse alcohol or drugs (an ultimate outcome). They found that aftercare
services and smaller client-staff ratios were linked with more positive outcomes of both types.
Measure: Drug and Alcohol Program Structure Inventory (DAPSI)
Citations: Peterson et al. 1993, 1994a, 1994b
Description: The DAPSI obtains data on program structure (size, intended duration, staffing, and
other resources), aggregate patient characteristics, policies (e.g., admission, disciplinary, and
discharge policies), and services (assessment, treatment, supportive, and aftercare activities). The
resulting data were used to develop a typology of inpatient programs (Peterson et al. 1993). In
addition, Peterson et al. (1994b) found lower-than-expected case mix–adjusted readmission rates in
programs that had a longer intended duration of treatment, more assessment interviews with family
and friends, and more patients who were referred from the criminal justice system.
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TABLE 1.—Measures of general program-level characteristics (continued)
Measure: Residential Substance Abuse and Psychiatric Programs Inventory (RESPPI)
Citations: Timko 1994, 1995, 1996
Description: Adapted from the Multiphasic Environmental Assessment Procedure (Moos and Lemke
1994), the RESPPI consists of a rating scale and three instruments that tap separate domains of program
characteristics: (a) policies and services, (b) physical features, and (c) aggregate patient characteristics
(the Community-Oriented Programs Environment Scale [Moos 1989] is used to tap treatment
climate). The Rating Scale for Observers consists of 27 items that cover four dimensions: physical
attractiveness, environmental diversity (extent of stimulation and variety), resident functioning, and
staff functioning. The 140-item Policy and Service Characteristics Inventory (PASCI) taps nine
dimensions: expectations for functioning, acceptance of problem behavior, policy choice, resident
control, policy clarity, provision for privacy, health and treatment services, availability of daily living
assistance, and social-recreational activities. The PASCI also includes a preliminary measure of
substance use regulations. The Physical and Architectural Characteristics Inventory consists of 117
items that assess seven dimensions: community accessibility, physical amenities, social-recreational
aids, prosthetic aids, safety features, staff facilities, and space availability. The Resident
Characteristics Inventory (RESCI) is a 95-item interview for the program administrator or other staff
member. In addition to information on residents’ demographic characteristics, diagnoses, length of
stay, and in-program outcomes, the RESCI assesses seven dimensions: social resources, mental
functioning, activity level in the program, activities in the community, use of health and treatment
services, use of daily living assistance, and use of social-recreational activities. Internal consistency
reliability estimates (Cronbach alphas) for most of the RESPPI subscales are moderate to high, and
most subscales exhibit high test-retest or interobserver correlations. Comparing substance abuse and
psychiatric programs, hospital- and community-based programs, and public, nonprofit, and for-profit
programs, Timko (1995) found differences in each RESPPI domain. With respect to policies and
services, for example, substance abuse programs had more restrictive admission polices, were less tolerant
of problem behaviors, and provided less individual choice and privacy, more formal structures, and less
daily living assistance than did psychiatric programs (see also Timko and Moos 1998; Timko et al. 2000a,
2000b). Initial data with the RESPPI are promising. The instrument provides a comprehensive profile of a
program, including extensive coverage of physical design features.
Measure: Addiction Treatment Inventory (ATI)
Citation: Carise et al. 2000
Description: The ATI is a six-page questionnaire that can be completed by a program director or senior
administrator in 30–45 minutes. The ATI assesses a program’s organizational structure (ownership and
affiliation, setting, capacity, length of treatment, patient assessments); patient profile (age range, gender,
substances used, and residential, medical, and legal characteristics); service profile (drug, alcohol,
medical, employment, social, family, and psychological/psychiatric services); staffing mix (full- and
part-time staff in various categories); and financing (insurance payments, grants, self-pay, charitable
contributions). Given that the ATI is being used in the Drug Evaluation Network System (DENS) (Carise
et al. 1999), a large-scale treatment assessment effort, substantial ATI data should be available on a widerange of substance abuse treatment programs.
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Table 1 is not a comprehensive list of general
program-level instruments. For example, Carise et
al. (2000) reviewed the Service Delivery Unit
Questionnaire from the National Evaluation of
Substance Abuse Treatment conducted by the
National Center on Addiction and Substance
Abuse (CASA), administrative interviews used in
the National Treatment Improvement Evaluation
Study, the Alcohol and Drug Services Survey
conducted by Brandeis University with funding
from the Substance Abuse and Mental Health
Services Administration, and program administra
tor and director interviews from the National
Treatment Center Study sponsored by the
National Institute on Alcohol Abuse and
Alcoholism (NIAAA). Other instruments for
assessing general program characteristics were
included in the Treatment Outcome Prospective
Study (Hubbard et al. 1989), the Drug Abuse
Treatment Outcome Study (Etheridge et al. 1995;
Broome et al. 1999), a study of then Veterans
Administration substance abuse programs
(Nirenberg and Maisto, 1990), and the Program
Identification and Description Form used by the
Institute of Behavioral Research at Texas
Christian University.
Many of these instruments are lengthy and
cover a variety of topics. Potential users should
review them carefully to determine which best
applies in a particular situation. In some cases, a
combination of items from different instruments
may provide the most appropriate fit. Most of
these measures rely on a key informant, such as
the program or the clinical director, who is
invested in the program being assessed. More
research is needed to establish the reliability and
validity of data gathered in this manner.
Measures of Treatment Orientation
Treatment orientation refers to the treatment
approach or modality. Treatment orientation can
be conceptualized as the immediate goals empha
sized in treatment and the specific therapeutic
techniques used to bring about those goals. Two
basic methods are considered here for assessing

treatment orientation at the program or treatment
condition level: coding therapy sessions and
administering questionnaires.
Coding Tapes.—The more common approach
is to audio- or videotape treatment sessions and
then to code them, or transcriptions of them,
regarding the extent to which a treatment protocol,
usually embodied in a treatment manual, has been
followed. For example, in an effort to determine
the distinctiveness of coping skills and interaction
therapy aftercare sessions, Getter et al. (1992) had
raters code each 1-minute segment of 15-minute
recordings of therapy session audiotapes with
respect to the presence or absence of (a) education/skill training, (b) problem solving, (c) roleplaying, (d) identifying high-risk situations, (e)
interpersonal learning, (f) expression/exploration
of feelings, and (g) here-and-now focus.
Significant differences were found between coping
skills and interactional groups on all dimensions,
except for identifying high-risk situations. For
other examples of this approach, see DiClemente
et al. (1994b), Barber et al. (1996), and K.M.
Carroll et al. (1998a, 2000).
Waltz et al. (1993) reviewed methods of
assessing adherence to and competence in (quality
of) applying treatment protocols. Videotapes are
the preferred source of data because they provide
more information than do audiotapes. Assessment
methods range from checklists for the presence or
absence of specific techniques and behaviors, to
frequency ratings, to inferences about the quality
of treatment or therapist competence in applying
the therapy. Waltz et al. noted that the expertise
and therapeutic experience needed by
raters/coders increase with complexity of the
treatment provided and of the inferences made.
Waltz et al. made several recommendations for
using this treatment assessment approach. Perhaps
the most important was to use adherence-to-protocol measures that include four types of treatment
features: those essential and unique to a particular
treatment approach, those essential but not unique
to an approach, those acceptable but not necessary
in a particular approach, and those that are not to
be used in applying the treatment. Clearly, the first
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and, to a lesser extent, the last categories are the
most useful in distinguishing different treatments
applied in a comparative treatment trial.
Questionnaire Measures.—An alternative
approach to coding tapes or transcripts of treat
ment sessions is to use questionnaires to gather
data on treatment orientation. Four such question
naires are described in table 2. Two assess multi
ple treatment orientations: the Drug and Alcohol
Program Treatment Inventory (DAPTI) (Peterson
et al. 1994a; Swindle et al. 1995) and a measure
for assessing treatment orientation as perceived by
counselors (Kasarabada et al. 2001). The other
two assess individual treatment orientations;
specifically, therapeutic community treatment
environments (the Survey of Essential Elements
Questionnaire [SEEQ] [Melnick and De Leon
1999; Melnick et al. 2000]) and social model
treatment programs (Social Model Philosophy
Scale [SMPS] [Kaskutas et al. 1998]).
The advantages of the questionnaire approach
relative to coding tapes or transcripts are that
questionnaires (a) are less expensive and timeconsuming to administer and score and (b)
provide overall assessments of treatment orienta
tion (rather than samples of specific treatment
sessions) as perceived by multiple respondents.
For example, an expanded version of the DAPTI
was included in a survey of program directors and
used to classify programs as having a 12-step,
cognitive-behavioral, or eclectic treatment orienta
tion in an evaluation of Department of Veterans
Affairs (VA) substance abuse treatment (Ouimette
et al. 1997). Program orientation was verified by
examining staff responses to the DAPTI.
Measures of Social Climate
Rudolf Moos and his colleagues developed two
measures—the Ward Atmosphere Scale (WAS)
(Moos 1989, 1997) and the Community-Oriented
Programs Environment Scale (COPES) (Moos
1988b, 1997)—to tap the social climates of hospitaland community-based residential psychiatric and
substance abuse treatment programs. Three domains
of variables are assessed. The relationship subscales
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are Involvement, Support, and Spontaneity. The
personal growth or treatment goal subscales are
Autonomy, Practical Orientation, Personal Problem
Orientation, and Anger and Aggression. The system
maintenance subscales are Order and Organization,
Program Clarity, and Staff Control. Each of the 10
WAS and COPES subscales consists of 10 items with
a true/false response format. Item content is similar
on the two measures, with some wording differences
reflecting the different settings and staffing patterns
of inpatient versus community-based programs.
Extensive psychometric data indicate that the
WAS and COPES subscales have adequate internal
consistency, have high test-retest reliability, and are
sufficiently independent (Moos 1988b, 1989, 1997).
Normative data are available for the WAS based on
a U.S. sample of 160 programs located in 44 hospi
tals in 16 States; COPES normative data are avail
able based on 54 programs. The construct validity
of the WAS (and, by extension, the COPES) was
supported by expected correlations between WAS
subscales and subscales on Ellsworth and
Maroney’s (1972) Perception of Ward subscales and
by results from a number of research projects (for
overviews, see Moos 1988b, 1989, 1997).
The WAS and COPES have been used in various
ways in substance abuse treatment evaluations
(Finney and Moos 1984; Moos and Finney 1986;
Moos 1988a). One is to assess treatment implemen
tation by comparing program environments to
normative data (Moffett 1984; Moos et al. 1990),
concepts of an ideal program using Form I of the
instruments (Bliss et al. 1976; Moffett and Flagg
1993), or theoretical specifications and/or expert
judgments (Price and Moos 1975; Steiner et al.
1982; Moffett 1984). In addition, aggregate social
climate scores have been linked to program-level
outcomes (Bale et al. 1984), and individual percep
tions have been linked to retention in substance
abuse treatment (Harris et al. 1980; Bell 1985) and to
patient posttreatment functioning (Fischer 1979;
Moos et al. 1990). Finally, the WAS and COPES
have been used in a feedback process to assist treat
ment providers in changing treatment environments
toward more ideal conditions or those specified by a
treatment theory (e.g., Herrera and Lawson 1987).
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TABLE 2.—Measures of treatment orientation
Measure: Drug and Alcohol Program Treatment Inventory (DAPTI)
Citation: Peterson et al. 1994a, Swindle et al. 1995
Description: The DAPTI assesses the distinctive goals and activities of Alcoholics Anonymous/
12-step treatment, the therapeutic community approach, cognitive-behavioral treatment, insight/
psychodynamic treatment, rehabilitation, dual diagnosis treatment, medical model treatment, and
marital/family systems therapy. The current DAPTI consists of four goal and four activity items to
assess each of the eight orientations; the eight subscales had moderate to high internal consistency
reliability estimates. Swindle and his colleagues (1995) provided validity data in the form of DAPTI
subscale scores for programs with independently established treatment orientations and correlations
with treatment services as assessed by the DAPSI (see table 1). The DAPTI also has been used to
assess community residential facilities for substance abuse patients (Moos et al. 1995). More
generally, treatment providers can use the DAPTI to determine the extent to which the treatment staff
of a program have similar views about what the program is trying to accomplish and about the
therapeutic activities to be used to accomplish the program’s treatment objectives.
Measure: Counselor Treatment Approaches
Citation: Kasarabada et al. 2001
Description: This multidimensional instrument assesses five treatment approaches: psychodynamic or
interpersonal, cognitive-behavioral, family systems or dynamics, 12-step, and case management. For
each of the first four modalities, items assess beliefs underlying the approach, practices appropriate in
individual therapy, and practices appropriate in group therapy. Case management is an individual
approach, so no group practices items were included. In addition, items were developed to tap
general “group techniques” (e.g., “encouraging peer social support”) and “practical counseling”
(e.g.,“developing rapport and trust”). The instrument consists of 48 items that assess 14 subscales.
Construct validity was supported by the results of a confirmatory factor analysis in which subscale
items loaded on the factor they were intended to assess, but not on other factors. Corresponding
belief and practice subscales correlated highly, except for case management. Cronbach alphas for all
subscales except psychodynamic and family systems beliefs were above 0.50 and most were over
0.70 (Kasarabada et al. 2001, p. 287). The fact that some of the subscales consist of only three items
contributed to low internal consistency estimates.
Measure: Survey of Essential Elements Questionnaire (SEEQ)
Citations: Melnick and De Leon 1999; Melnick et al. 2000
Description: The SEEQ, which takes 20–30 minutes to complete, consists of 139 items that tap 27
domains related to therapeutic community (TC) treatment. The domains fall into one of six general
dimensions: TC perspective on addiction and recovery (e.g., “Right living, including self-reliance
and positive social and work-related attitudes is crucial to recovery from substance abuse”); agency
treatment approach and structure (e.g., “The treatment approach centers on members’ participation
in the community”); community as therapeutic agent (e.g., “Status and privileges are related to
progress in the program”); educational and work activities (e.g., “Work is used as part of the
therapeutic program [i.e., to build self-esteem and social responsibility]”); formal therapeutic
elements (e.g., “The members are reinforced for acting in a positive manner while negative behavior
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TABLE 2.—Measures of treatment orientation (continued)
is met with confrontation”); and process (e.g., “The major goal of the primary treatment stage is the
development of a set of values consistent with those of the community”). Respondents rate the items
on 5-point Likert-type scales, from “extremely important” to “very little importance.” Based on data
from directors of 59 of the 69 member programs in the Therapeutic Communities of America
organization, internal consistency reliability estimates (coefficient alphas) for the six general
dimensions ranged from 0.76 (TC perspective) to 0.94 (community as therapeutic agent) (Melnick
and De Leon 1999). Alphas for the 27 domains generally were acceptable, with the exception of 8
domains that had coefficients below 0.70. A cluster analysis based on the 6 SEEQ dimensions
classified 45 programs as either traditional TCs (n = 37) or modified TCs (n = 8) (Melnick and De
Leon 1999; see also Melnick et al. 2000). Melnick et al. (2000) noted that although the SEEQ
assesses important aspects of TC treatment, it does not assess the quality of those components.
Measure: Social Model Philosophy Scale (SMPS)
Citation: Kaskutas et al. 1998
Description: The SMPS assesses the extent to which substance abuse treatment programs embody
the social model approach (Borkman 1990). The 33 items of the SMPS assess six subscales: physical
environment, staff role, authority base, view of substance abuse problems, governance, and commu
nity orientation. In a sample of 27 residential programs, the Cronbach alpha for the overall scale was
0.92; subscale alphas ranged from 0.57 to 0.79. Some evidence of overall scale validity was provided
by a correlation of 0.66 between SMPS overall scale scores and rankings by experts of the confor
mity of 15 programs to the social model.
Of all the program-level instruments reviewed here,
the WAS and COPES have been the most widely
used and have the most extensive psychometric data.
Measure of Readiness To Implement EvidenceBased Practices
Substantial interest has arisen in “translating”
substance abuse treatment research into practice.
The assumption is that implementing evidencebased treatment practices will improve quality of
care and, consequently, patients’ outcomes. The
Institute of Behavioral Research (IBR) at Texas
Christian University has developed the
Organizational Readiness for Change (ORC)
instrument to assess this aspect of substance abuse
programs. The ORC is a 115-item, self-administered questionnaire that takes approximately 25
minutes to complete. Separate forms are available
for program directors/supervisors and counseling
staff. The ORC assesses motivational factors
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(program needs, training needs, and pressure to
change), program resources (office facilities,
staffing, training, computer equipment and elec
tronic communications), and organizational
dynamics (staff characteristics related to growth,
efficacy, influence, adaptability, and clinical orien
tation; program climate related to mission, cohe
sion, autonomy, communication, stress, and
flexibility). Copies of the ORC are available at
www.ibr.tcu.edu/pubs/datacoll/coresetforms.html#
Form-ORC. Although the ORC is sufficiently new
that psychometric data are not available, it breaks
important new ground in the assessment of
substance abuse programs.
Provider Characteristics
The general program-level instruments reviewed
above and in table 1 assess staff characteristics at
the aggregate level. Some studies, however, have
focused on variation in the characteristics of indi
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vidual staff members. Najavits and Weiss (1994)
proposed six classes of relevant variables: knowl
edge of therapeutic techniques and substance use
disorders; emotional attitudes, such as liking
patients and helping orientation; general personal
ity variables; relational style with patients;
sociodemographic characteristics, such as experi
ence and gender; and job characteristics, such as
salary and perceived responsibilities. Beutler et
al. (1986) provided an excellent review of thera
pist variables in the psychotherapeutic process.
Given that review and space limitations, only one
measure specific to alcohol treatment is reviewed
here, a measure of staff members’ “knowledge” or
beliefs about alcohol abuse.
The Understanding of Alcoholism Scale
(UAS), developed by Moyers and Miller (1993),
initially consisted of 50 items. A factor analysis
yielded three factors that were labeled Disease
Model Beliefs (21 items), Psychosocial Beliefs
(12 items), and Heterogeneity of Alcoholic
Clients (8 items). Humphreys et al. (1996a) devel
oped a short form of the UAS. Moyers and Miller
found that treatment providers who were in recov
ery were more likely to endorse disease model
beliefs (see also Humphreys et al. 1996b).
Therapists who more strongly endorsed disease
model beliefs were more likely to say they would
impose a treatment goal on patients and would not
offer treatment oriented toward non-problem
drinking. Therapists endorsing psychosocial
beliefs more strongly indicated they would be
more likely to reach out to patients who had left
treatment. Given its low internal consistency,
Moyers and Miller (1993) recommended against
using the client heterogeneity subscale of the UAS.
Treatment Provided/Patient Involvement
in Treatment
In pharmacologic studies, treatment provided and
patients’ compliance with treatment are assessed
in terms of medications taken. Developments such
as Medication Event Monitoring System (MEMS)
vials that record the dates and times they are
opened (e.g., Namkoong et al. 1999; Krystal et al.

2001) can yield more accurate compliance data
than patient reports or pill counts. A more direct
assessment of not only medication compliance but
achievement of therapeutic doses can be obtained
with chemical assays (e.g., Fuller et al. 1986;
Helander 1998).
For psychosocial interventions, the simplest
index of treatment provided/client involvement in
treatment is time spent in treatment or the number
of sessions attended. In treatment settings,
program records can be used to determine
sessions attended, or staff can record attendance.
For assessing attendance at mutual-help groups,
such as Alcoholics Anonymous (AA), individuals’
retrospective reports can be unreliable. Yeaton
(1994) assessed attendance at Manic-Depressive
and Depressive Association (MDDA) self-help
group meetings by asking attendees to complete a
short assessment form and to include only the last
seven digits of their social security numbers.
Given that anonymity is stressed at MDDA meet
ings, Yeaton’s methodology could be applied to
assess attendance at AA meetings.
A 10-item checklist was developed by K.M.
Carroll and colleagues (1998b) on which thera
pists could indicate whether or not they had
provided selected aspects of cognitive-behavioral
substance abuse treatment in a therapy session.
For example, one item was: “Did you plan for
high risk situations that may be encountered by
the patient before the next session?”
Unfortunately, low levels of agreement were
found between therapists’ responses and observer
codings of videotapes of the same sessions.
Therapists tended to record greater use of tech
niques than did observers.
A general measure of treatment provided is
the Treatment Services Review (TSR) (McLellan
et al. 1992; Zanis et al. 1997). The TSR is a 5
minute patient interview administered by a techni
cian. It assesses the quantity and breadth of
services targeted toward each of seven functioning
areas that the patient feels he or she has been
provided in the past week. The seven target areas
are the same areas tapped by the Addiction
Severity Index (ASI) (McLellan et al. 1985):
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medical status, employment and support, drug
use, alcohol use, legal status, family/social status,
and psychiatric status. For each area, the TSR
yields two summary scores reflecting the number
of professional or specialist services and the
number of significant group or individual discus
sions, including discussions in such groups as AA
and Narcotics Anonymous (NA). A TeenTreatment Services Review for use with adoles
cents in substance abuse treatment has been
developed by Kaminer et al. (1998)
Test-retest reliabilities in the form of exact
agreement in responses with a 1-day interval were
high (McLellan et al. 1992). Initial validity data in
the form of agreement with clinic records were
acceptable. In addition, significant relationships
were found between scores on the medical, drug,
and psychiatric areas of need, as assessed by the
ASI, and the corresponding TSR subscales
(McLellan et al. 1992). Other validity data come
from three studies that yielded TSR score variation
that was commensurate with the different levels of
services offered across programs (Alterman et al.
1993; McLellan et al. 1993a, 1993b). Overall, the
TSR has shown that substance abuse treatment
often focuses on patients’ substance use disorders,
while ignoring other problem areas in patients’
lives (Alterman et al. 2000).
Proximal Outcomes
Treatment providers sometimes assess clients
during the course of treatment to determine to
what extent deficits or dysfunction identified in
the treatment planning process (see Donovan’s
chapter in this Guide) have been reduced or elimi
nated, and to identify therapeutic gains. For
researchers, proximal outcome variables consti
tute mediating variables of interest in treatment
process analyses. Thus, two important research
bases for choosing among measures of relevant
proximal outcome variables are (a) the extent to
which they have been shown to be responsive to
differences in treatment provided and (b) the
extent to which they have been linked with such
ultimate outcomes as abstinence or reduced
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alcohol consumption. Theoretically guided sets of
proximal outcome instruments are available for at
least three prominent treatment approaches: thera
peutic community treatment, cognitive-behavioral
approaches, and traditional 12-step treatment.
Measures for Therapeutic Community Treatment
Kressel and his colleagues (2000) developed a 98
item Client Assessment Inventory (CAI) and two
summary measures, a 14-item Client Assessment
Summary and similar 14-item Staff Assessment
Summary. These instruments measure clients’
progress in therapeutic community treatment with
respect to 14 dimensions falling in one of four
domains. The domain of “individual development”
encompasses maturity (self-regulation and social
management), responsibility (accountability,
meeting obligations), and values (integrity and
“right living”). “Socialization to the larger society”
assesses drug/criminal lifestyle, images (social vs.
antisocial lifestyle), work attitude, and social skills.
“Psychological development” focuses on cognitive
skills (awareness, judgment, insight, reality testing,
decisionmaking, and problem-solving skills),
emotional skills (communication and management
of feeling states), and self-esteem/self-efficacy.
Finally, the “community member” domain encom
passes understanding of program rules, philosophy
and structure, community engagement and partici
pation; attachment, investment and stake in the
community; and being a role model.
Internal consistency reliability estimates
(Cronbach alphas) based on data from 346 therapeu
tic community residents ranged from 0.65 to 0.86
across the 14 dimensions assessed by the CAI.
Clients who had been in treatment longer had more
favorable proximal outcomes than clients with less
tenure. The predictive validity of these indices is to
be the focus of a future report. It is hoped that future
studies will link therapeutic community orientation,
as assessed by the SEEQ (see table 2), to client
progress, as assessed by the CAI, across different
therapeutic community programs.
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Measures for Cognitive-Behavioral Treatment
The behavioral focus in most cognitive-behavioral
programs is on imparting coping skills that clients
can use to avoid drinking or drinking excessively
in situations that previously had been associated
with heavy drinking. Primary cognitive proximal
outcomes stressed in cognitive-behavioral treat
ment are an enhanced sense of self-efficacy
(Annis and Graham 1988; Ito et al. 1988; Mayer
and Koeningsmark 1992; McKay et al. 1993;
DiClemente et al. 1994a; Goldbeck et al. 1997;
Sklar et al. 1997; Brown et al. 1998; Coon et al.
1998; Long et al. 1998; Sklar and Turner 1999;
Breslin et al. 2000; Greenfield et al. 2000; Long et
al. 2000) and decreased positive and increased
negative anticipated consequences of drinking
(drinking expectancies) (e.g., Connors et al. 1993;
B.T. Jones and McMahon 1996; Cunningham et
al. 1997; Brown et al. 1998; Vik et al. 1999).
Assessment of self-efficacy and drinking
expectancies is discussed in the chapter by
Donovan in this Guide.
Role-Play Measures of Coping Skills.—
Behavioral measures of coping responses have
been developed that involve obtaining patients’
video- or audiotaped role-play responses to
vignettes or situations. Table 3 provides descrip
tions of four role-play measures: the Situational
Competency Test (SCT) (Chaney et al. 1978); the
Adaptive Skills Battery (ASB) (S.L. Jones and
Lanyon 1981; Nixon et al. 1992); the Problem
Situation Inventory (PSI) (Hawkins et al. 1986;
Wells et al. 1989); and the Alcohol-Specific Role
Play Test (ASRPT) (Abrams et al. 1991; Monti et
al. 1993). A fifth measure, the Interpersonal
Situations Test (IST), was only used in one study
(Twentyman et al. 1982), and no attempt was
made to determine if the IST was responsive to
treatment variations or linked with ultimate
outcomes.
Although sharing a behavioral (role-play)
approach to assessment, the four role-play
measures in table 3 differ in their scoring proce
dures. All of the instruments assess “skill” in
some sense, but they vary in other aspects of

responses that are coded. In the case of the SCT,
the rapidity with which responses (at whatever
skill level) are provided and the duration of
responses are coded. The ASRPT assesses
“anxiety” and also asks the respondent to assess
his or her “urge to drink” in each situation. These
latter two variables are not skills or aspects of
skills. Other measures of “anxiety” or “social
anxiety” (Heimberg et al. 1992), though not of
anxiety in drinking-related situations, or of
“temptation” (DiClemente and Hughes 1990),
may provide a less time-consuming assessment
format.
Reliability data in terms of rates of interrater
agreement and internal consistency estimates are
available for all four of the behavioral coping
skills assessment procedures. Although they vary
in amount (the data for the ASRPT are the most
extensive), they do not provide a strong basis for
choosing among measures. Other critical stan
dards for evaluating these measures as proximal
outcomes are the extent to which they have indi
cated more coping skills acquisition among
patients exposed to skills-oriented than to other
treatments, and the extent to which they have been
linked to positive ultimate outcomes.
With respect to the first type of evidence,
some dimensions of the SCT (Chaney et al. 1978;
but see Smith and McCrady 1991), the PSI
(Hawkins et al. 1986; but see Wells et al. 1994),
and the ASRPT (Monti et al. 1990; Kadden et al.
1992) have been shown to be differentially
responsive to treatment in at least one study,
whereas this has not been demonstrated for the
ASB (S.L. Jones et al. 1982). Overall, the
evidence is mixed and the number of relevant
studies is small, allowing no firm conclusions to
be drawn. For studies with negative results, it is
not clear whether such findings reflect inadequa
cies in the measures or in the interventions.
With respect to linkages between assessed
coping skills and ultimate outcomes, again the
evidence is mixed. Some dimensions of the SCT
(Chaney et al. 1978), the PSI (Wells et al. 1989),
and the ASRPT (Monti et al. 1990; Kadden et al.
1992), assessed during or at the end of treatment,
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Table 3.—Measures of coping responses
Role-Play Measures
Measure: Situational Competency Test (SCT)
Citation: Chaney et al. 1978
Description: The SCT consists of 16 audiotape-recorded situations that are presented to patients who
are asked to respond to each as they would in actual situations. Four situations assess responses in four of
the likeliest relapse situations identified by Marlatt (1978): frustration and anger,
interpersonal temptation, negative emotional states, and intrapersonal temptation. Responses are rated
on response latency, duration of response, compliance versus assertiveness, and specification of
problem-solving behavior.
Measure: Adaptive Skills Battery (ASB)
Citations: S.L. Jones and Lanyon 1981; Nixon et al. 1992
Description: The ASB is another early measure that taps coping skills in five types of situations
identified by Miller (1976) as precipitants of drinking: social, such as peer pressure; situational, such
as liquor advertisements; cognitive, such as self-derogation; physiological, such as pain; and
emotional, such as anger. Patients are asked to describe either their usual or their best conceivable
response to each of 30 situations as it is presented in a tape-recorded format. Responses are scored on
a 3-point competency scale.
Measure: Problem Situation Inventory (PSI)
Citations: Hawkins et al. 1986; Wells et al. 1989
Description: The PSI consists of 47 situations presented by audiotape. Each situation taps one of five
skills: avoiding drug use (5 items), avoiding alcohol use (7 items), coping with relapse (4 items), thinking
about consequences (2 items), and general social problem-solving and stress coping (29 items). Responses to
the situations are coded in terms of the presence of 21 components (e.g., “provides a reason”). For each
situation, the total number of components identified in the response is scored. Bonus points are given
for responses that contain additional behavioral components (e.g.,“avoids drug-oriented settings” and
“changes topic from drugs to safe subject”). Scores are reduced if the patient provides an aggressive,
passive, or poorly executed response.
Measure: Alcohol-Specific Role Play Test (ASRPT)
Citations: Abrams et al. 1991; Monti et al. 1993
Description: With the ASRPT, a patient role-plays responses to 10 situations—5 interpersonal and
5 intrapersonal in nature. In contrast to the other measures, the ASRPT situations are presented live
by a technician speaking from behind a screen. A male and a female confederate are used for the
interpersonal situations. Subjects are instructed to respond to each situation as if they were in it and
trying not to drink. After each role-play, the respondent rates his or her reactions on 11-point anchored
Likert scales with respect to urge to drink, difficulty in dealing with the situation in real life, nervous
ness or anxiety, and skill. Responses are videotaped and rated for either social skill (for interpersonal
situations) or coping skill (for intrapersonal situations), as well as for anxiety. In the study by Monti
et al. (1990), responses also were rated for latency and for their effectiveness in preventing a person
from drinking (see also Abrams et al. 1991).
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Table 3.—Measures of coping responses (continued)
Pencil-and-Paper Measures
Measure: Coping Behaviours Inventory (CBI)
Citation: Litman et al. 1979, Litman and Stapleton 1983; Litman et al. 1984; Maisto et al. 2000
Description: The CBI initially was a 60-item questionnaire (Litman et al. 1979). In later work
(Litman and Stapleton 1983; Litman et al. 1984), a modified version of the CBI was employed, made
up of 36 items. A principal components analysis yielded four factors: positive thinking, negative
thinking, avoidance/distraction, and seeking social supports. Increases in patients’ positive thinking
and decreases in avoidance between intake and 6 weeks postdischarge were associated with avoiding
relapse at followup 6–15 months later.
Measure: Processes of Change Questionnaire (POC)
Citation: Snow et al. 1994
Description: Building on previous work in the areas of smoking cessation and psychotherapy, the
POC assesses process of change with respect to drinking problems. Processes of change
“are covert and overt activities and experiences that individuals engage in when they attempt to
modify problem behaviors” (Prochaska et al. 1992, p. 1107). As such, they can be conceptualized as
coping responses. Initially, 6 items were used to tap each of 11 processes of change (e.g., selfliberation, counter-conditioning, environmental reevaluation). Eight of the 11 POC scales (stimulus
control, helping relationships, behavioral management, evaluation, consciousness raising, social
liberation, dramatic relief, and substance [medication] usage) were retained after a principal
components analysis (30 items, overall). The 4-item substance (medication) usage subscale was
unrelated to the other processes and exhibited a high level of kurtosis, so it was dropped in later
analyses. Higher order, cognitive (consciousness raising, dramatic relief, evaluation, and social
liberation) and behavioral (behavioral management, helping relationships, and stimulus control)
processes of change indices were derived using confirmatory factor analysis.
Measure: Adolescent Relapse Coping Questionnaire (ARCQ)
Citation: Myers et al. 1993; Myers and Brown 1996
Description: The ARCQ consists of a description of a hypothetical situation that represents high risk
for relapse (drugs and alcohol offered at a small social gathering at a friend’s house), followed by
appraisal questions that ask about self-efficacy for abstinence, perceived difficulty in coping, and
importance of remaining abstinent. Coping strategies are assessed by 33 items; 21 are from the Ways
of Coping Questionnaire (Folkman and Lazarus 1980), and 12 items were developed based on
teenagers’ responses to high-risk situations. A components analysis extended (Myers and Brown
1996) indicated three factors: a general cognitive/behavioral problem-solving coping strategies factor
on which 12 items loaded, a “self-critical thinking” factor on which 7 items loaded, and an abstinencefocused factor on which 9 items loaded. Coefficient alphas for the three scales ranged from 0.78 to 0.82.
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have been linked with drinking behavior at
followup. On the ASB, both usual and best
responses were rated as more skillful among
persons who were seen as having better outcomes at
a 1-year followup (S.L. Jones and Lanyon 1981).
Unfortunately, the ASB was administered at
followup, rather than during or at the end of treat
ment, so the relationships of ASB scores to outcome
may reflect common method variance. In any event,
they do not indicate predictive validity (see also
Rosenberg’s [1983] analyses of SCT responses).
The role-play measures combine situations
that, although thought to be relapse-inducing, do
not directly mention alcohol, with situations that
directly involve alcohol use. For example, only 6
of the 10 ASRPT situations directly involve
alcohol; 4 of the SCT situations directly assess
drink refusal (Smith and McCrady 1991).
Responses to ASB situations that mentioned
drinking (n = 8), as well as those that did not (n =
22), were related to outcome. The correlation for
the drinking-related situations was stronger, but
not significantly so (S.L. Jones and Lanyon 1981).
On the PSI, Wells et al. (1989) found that whereas
general social/problem-solving skills among resi
dents soon to be released from a therapeutic
community program showed no relationship,
specific alcohol-related skills were linked to
reduced substance use 9 months later. However,
among patients who had experienced a lapse,
general skills appeared to “assist subjects to arrest
lapses through problem solving or seeking support
before they become extensive relapses” (Wells et
al. 1989, p. 18). Thus, although general skills
may play a role in limiting lapses, it appears that
specific alcohol-related skills play a more impor
tant role in lowering the risk of any drinking. To
reduce assessment time, some researchers/clinicians may wish to limit role-plays to only those
situations involving alcohol.
Pencil-and-Paper Measures of Coping Skills.—
Role-play measures of coping responses are rela
tively inconvenient to administer, time-consuming,
and somewhat expensive to score. Pencil-and-paper
measures of coping skills, although presumably not
having the same level of ecological validity as role-
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play measures, are convenient (they can be admin
istered in a followup interview or as part of a selfadministered questionnaire), are relatively
inexpensive, and can tap both cognitive and behav
ioral coping methods. Three such measures are
described in table 3: the Coping Behaviours
Inventory (CBI) (Litman et al. 1979; Litman and
Stapleton 1983; Litman et al. 1984; Maisto et al.
2000); the Processes of Change Questionnaire
(POC) (Snow et al. 1994); and the Adolescent
Relapse Coping Questionnaire (ARCQ) (Myers et
al. 1993; Myers and Brown 1996).
Ito et al. (1988) administered the CBI at
pretreatment, posttreatment, and followup to
patients exposed to either interpersonal therapy or
relapse prevention training. Cognitive coping
scores (positive and negative thinking) increased
from pre- to posttreatment significantly in each of
the two treatment groups. Behavioral coping
(avoidance and distraction/substitution) increased
pre- to posttreatment for the overall sample; the
increase was significant for the interpersonal
therapy group, but not for the relapse prevention
group. When the two treatment groups were
combined, cognitive coping methods were associ
ated with abstinence at a 6-month followup, but
not with three other drinking-related outcome
variables (Ito and Donovan 1990). (For another
study using the CBI, see Shaw et al. 1990.)
With the POC, Snow et al. (1994) found that
the use of more cognitive and behavioral
approaches was correlated with a greater length of
sobriety among former problem drinkers. Persons
currently involved in AA indicated greater use of
helping relationships, stimulus control, and behav
ior management in comparison with persons who
had never been in AA or had only been involved
in the past. Current and past AA members
reported greater use of consciousness-raising than
did persons who had never attended AA meetings.
The POC is a promising instrument in need of
further investigation. In particular, its validity
should be examined by determining the respon
siveness of particular processes to specific forms
of treatment and by linking changes in processes
to drinking behavior at followup.
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Myers and Brown (1996) related scores on the
ARCQ to the 1-year outcomes of 136 adolescents
who had received inpatient substance abuse treat
ment. The ARCQ abstinence-focused coping
factor was linked to reduced alcohol and other
drug use during the followup year. In an earlier
study (Myers et al. 1993), somewhat different
ARCQ subscales predicted adolescents’ outcome
following inpatient substance abuse treatment. On
the other hand, although Kelly et al. (2000)
observed a significant relationship between
adolescents’ AA attendance during the first 3
months after inpatient substance abuse treatment
and abstinence-focused coping assessed at the 3
month followup, they found no significant rela
tionship between 3-month abstinence-focused
coping and substance use assessed at a 6-month
followup. As with the POC, more research is
needed to determine the extent to which the
ARCQ taps differential treatment response and is
a predictor of treatment outcome.
Overall, although considerable research has
been conducted on coping skills as proximal
outcomes of cognitive-behavioral treatment,
Morgenstern and Longabaugh (2000; see also
Longabaugh and Morgenstern 1999) noted that
there is relatively little research linking coping
skills acquisition during treatment to posttreat
ment alcohol consumption, regardless of whether
role-play or questionnaire measures are used.
Whether these results reflect the conceptual inade
quacy of the cognitive-behavioral treatment model
or the psychometric inadequacy of current
measures of coping skills remains to be deter
mined.
Measures for Disease Model/12-Step Treatment
To the extent that traditional treatment programs
encourage patients to become involved in 12-step
groups in their communities, involvement in AA,
NA, and Cocaine Anonymous can be considered a
proximal outcome of traditional treatment (for
studies of 12-step groups, portions of these same
measures would be conceptualized as measures of
treatment involvement [panel VI in figure 1]).

Most of these instruments have been developed
for research purposes, but they also can be used to
track patients’ clinical progress. One measure, the
Questionnaire of Twelve-Step Completion (Gorski
1990) was developed solely to allow 12-step group
members or clinicians to track 12-step involvement;
it is not reviewed here. An overview of many of
these measures was provided by Allen (2000).
Table 4 describes seven measures of
12-step/AA treatment involvement: the Alcoholics
Anonymous Involvement (AAI) Scale (Tonigan et
al. 1996); the Steps Questionnaire (Gilbert 1991);
the Spirituality Questionnaire (S. Carroll 1993);
the Brown-Peterson Recovery Progress Inventory
(B-PRPI) (Brown and Peterson 1991); the SelfHelp Group Participation Scale and the Adoption
of Self-Help Group Beliefs Scale (McKay et al.
1994); and the Alcoholics Anonymous Affiliation
Scale (AAAS) (Humphreys et al. 1998). For the
most part, no data are available indicating that the
measures reviewed in table 4 are differentially
responsive to 12-step-oriented treatment (although
such a differential response seems likely given the
12-step specificity of these measures). Likewise,
few findings are available that link scores on these
measures to positive ultimate outcomes.
The measures have several problems that
should be addressed. The AAI Scale, Spirituality
Questionnaire, B-PRPI, and Self-Help Group
Participation and Adoption of Self-Help Group
Beliefs measures have only positively worded (or
frequency of attendance) items and are thus vulner
able to an acquiescence response set. Some of the
Steps Questionnaire items (e.g., “I am at the end of
my rope because of my drinking,” “My life has
become unmanageable because of alcohol,” “I
cannot control my use of alcohol”) are appropriate
for an initial assessment of deficits, but, given the
12-step orientation toward surrender, seem
ambiguous with respect to the assessment of
improvement. Would an individual who has expe
rienced 12 months of abstinence be expected to
respond “yes” or “no” to such items? The
Spirituality Questionnaire and B-PRPI mix items
that tap behaviors (e.g., “read AA literature or
other spiritual literature”) or beliefs (e.g., “I
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TABLE 4.—Measures of 12-step/Alcoholics Anonymous (AA) involvement
Measure: Alcoholics Anonymous Involvement (AAI) Scale
Citation: Tonigan et al. 1996
Description: The AAI is a 13-item self-administered questionnaire that assesses the respondent’s
commitment to AA and the extent of his or her “working” the program. Items tap attending AA
meetings (including “90 meetings in 90 days”), having a sponsor, being a sponsor, celebrating an AA
sobriety birthday, working each of the 12 steps, and having had a spiritual awakening. Two of the
items are not used in calculating the overall AAI score, but assess 12-step exposure during treatment.
Psychometric analyses were conducted using data from a sample of 1,726 participants in Project
MATCH. A factor analysis yielded two factors that accounted for 49% of item variance: Attendance
(accounting for 40% of the variance) and Involvement (accounting for 9% of the variance). Scores
on the two factors correlated 0.64. The Cronbach alpha was 0.85 for the total AAI scale; it also was
0.85 for the Attendance subscale and 0.77 for the Involvement subscale. Test-retest correlations for
the AAI and its subscales in a subsample of 76 persons who completed the AAI twice, 2 days apart,
were 0.98 or 0.99.
Measure: Steps Questionnaire
Citation: Gilbert 1991
Description: The Steps Questionnaire consists of 42 items that measure attitudes and beliefs related
to the first 3 of AA’s 12 steps. A principal components analysis identified 23 items loading on three
factors: Powerlessness, Higher Power, and Surrender. These three factors accounted for 59% of the
total item variance. Only during-treatment Powerlessness predicted days sober at a 3-month followup
(the only one out of 12 correlations that was significant). Gilbert (1991) also developed a second
approach to scoring the Steps Questionnaire. To examine steps as a linear, hierarchical process, a
Rasch analysis (similar to a Guttman scaling procedure) was conducted. Based on the results, 5
items were selected for each step. The 15-item Rasch analysis scale had a Cronbach alpha of 0.64.
Measure: Spirituality Questionnaire
Citation: S. Carroll 1993
Description: The 38 items in the Spirituality Questionnaire focus on involvement in Steps 11 (prayer
and meditation) and 12 (helping other alcoholics). Coefficient alphas were 0.78 for the Step 11
subscale, 0.59 for the Step 12 subscale, and 0.78 for overall scores. Given the large number of items
in each subscale, the low alphas suggest more than one construct is assessed by each. The Step 11
measure was significantly correlated with an increased sense of purpose in life and with length of
sobriety in a sample of 100 AA members whose length of sobriety ranged from 7 days to 33 years
(median of 3 years).
Measure: Brown-Peterson Recovery Progress Inventory (B-PRPI)
Citation: Brown and Peterson 1991
Description: The B-PRPI is a 53-item measure of behaviors, beliefs, and attitudes that is intended to
assess a person’s progress in a 12-step recovery program. Internal consistency reliabilities were 0.85
or higher. Length of sobriety was not related to total scores in an initial sample of 25 persons involved
in the item development process. However, in a sample of 15 persons in outpatient treatment from
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TABLE 4.—Measures of 12-step/Alcoholics Anonymous (AA) involvement (continued)
several 12-step–oriented programs, B-PRPI scores increased substantially pre- to posttreatment.
Changes on the B-PRPI also were associated with changes in depression, hopelessness, self-concept,
and other personality variables in directions that the authors report as supporting the criterion validity
of the B-PRPI. In a more recent study, Carter (1998) compared 33 persons with alcohol/drug use
disorders who had been in recovery for more than a year (mean 6.04 years) with 30 individuals who
had a history of relapses and less than 1 year of recovery (mean 45 days). The former group scored
significantly higher on the B-PRPI than the latter. Results are clouded, however, by differences
between the groups on demographic characteristics and psychiatric diagnoses.
Measure: Self-Help Group Participation Scale; Adoption of Self-Help Group Beliefs Scale
Citation: McKay et al. 1994
Description: The 8-item Self-Help Group Participation Scale and the 4-item Adoption of Self-Help
Group Beliefs Scale were used by McKay et al. (1994) to assess self-help group involvement. The
internal consistency reliability estimates for the participation measure were 0.87 or higher at
posttreatment and two followup points; coefficient alphas for the beliefs measure were 0.72–0.75.
Endorsement of self-help group beliefs at the end of treatment was not associated with self-help
participation following treatment. However, self-help group participation while in treatment was
positively related to posttreatment participation in AA and Narcotics Anonymous. Neither measure
assessed at treatment termination was associated with alcohol or cocaine use at followup, but posttreat
ment self-help participation was linked to positive outcomes (McKay et al. 1994).
Measure: Alcoholics Anonymous Affiliation Scale (AAAS)
Citation: Humphreys et al. 1998
Description: The AAAS is a 9-item scale that assesses attendance at AA meetings, having a
sponsor, and reading AA literature. A factor analysis indicated a unidimensional scale, and internal
consistency estimates of reliability were high (0.85 and 0.84 in treatment and community samples,
respectively). Validity of the scale was suggested by higher scores for persons in treatment relative to
individuals with alcohol problems in the community, and by persons in inpatient alcohol treatment
scoring higher on it than persons in outpatient treatment (Humphreys et al. 1998).
believe in a power greater than myself”) with
possible outcomes (e.g., “peace of mind” and even
“abstinence or freedom from dependency”). The
AAI Scale includes two items that refer to
outcomes—having celebrated an AA sobriety
birthday and having experienced a spiritual
awakening. The utility of these scales for clinical
monitoring and process analyses would be
enhanced if their conceptual content was purified
and separate subscales developed to assess
actions, beliefs, and outcomes.

Broader Assessment of Traditional Treatment
Processes
Morgenstern and his colleagues (1996) developed
a self-report inventory to assess seven proximal
outcomes in programs using a “traditional chemi
cal dependency treatment” (TCDT) approach.
Measures of proximal outcomes specific to TCDT
include acknowledgment of powerlessness over
substance use (Powerlessness—6 items) and
Belief in a Higher Power (7 items), using items
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from the Steps Questionnaire (Gilbert 1991).
Other specific TCDT subscales assess commit
ment to affiliate with AA or NA (6 items),
acknowledgment of having a disease of alco
holism or addiction (Disease Attribution—5
items), and beliefs that slips will inevitably lead to
a full-blown relapse (Abstinence Violation
Effect—5 items). The final two subscales assess
commitment to lifetime abstinence (5 items) and
intentions to avoid substance-related cues and
situations that might lead to relapse (4 items),
proximal outcomes viewed as common to TCDT
and other treatment approaches. Coefficient
alphas for the seven subscales ranged from 0.77
(Powerlessness and Abstinence Violation Effect)
to 0.91 (Belief in a Higher Power). Validity data
were presented in the form of correlations with
counselor ratings. In addition, having had prior
treatment was significantly associated with
stronger Disease Attribution and Intention To
Avoid High-Risk Situations.
Scores on the proximal outcome measures
conceptualized as specific to TCDT increased
significantly but moderately during treatment.
However, scores on the common proximal
outcomes (Commitment to Abstinence and
Intention To Avoid High-Risk Situations) did not
change significantly during treatment. Length of
stay in treatment was unrelated to changes in
either TCDT-specific or the general measures.
Common, but not TCDT-specific, proximal
outcomes were associated with avoiding relapse
during the first month following treatment.
However, among relapsers, commitment to affili
ate with AA/NA and belief in a higher power were
negatively related to the total number of days
drinking (Morgenstern et al. 1996).
Finney et al. (1998) examined during-treatment change on traditional 12-step proximal
outcomes (proximal outcomes associated with
cognitive-behavioral treatment also were
assessed). Patients received treatment in 12-step,
cognitive-behavioral, or eclectic VA inpatient
substance abuse programs. Patients in all three
types of programs significantly improved on most
of the proximal outcomes (disease model beliefs,
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acceptance of an alcoholic or addict identity,
commitment to an abstinence treatment goal,
attendance at 12-step group meetings, number of
12-step group friends, reading 12-step materials,
and number of steps taken). Patients who stayed
in inpatient treatment longer tended to make more
change on at least some proximal outcomes,
although in most cases those relationships were
only modest in magnitude. As expected, 12-step
patients improved more than cognitive-behavioral
patients on all of the 12-step proximal outcomes,
except in number of steps taken. With respect to
the proximal outcomes focused on in cognitivebehavioral treatment, however, cognitive-behavioral patients made no greater change, and on
three proximal outcomes, made less change, than
did 12-step patients.
As a next step, Finney et al. (1999) examined
the predictive and cross-sectional relationships of
proximal to 1-year outcomes. To be able to focus
on more general proximal outcome indices and
reduce the number of analyses, they developed
composites that combined cognitive or behavioral
proximal outcomes associated with 12-step or
cognitive-behavioral treatment. The relationships
of greatest interest in testing the adequacy of these
two treatment models were those between proxi
mal outcomes assessed at treatment discharge and
substance use outcomes at 1-year followup. None
of the correlations for the 12-step cognition or
behavior composites, assessed at discharge,
accounted for more than 1 percent of the variance
in 1-year abstinence. Overall, the findings were
similar to those of prior studies that generally
have found weak to modest predictive relation
ships with substance use outcomes for such proxi
mal outcomes as 12-step involvement.

SUMMARY AND CONCLUSION
This review is not exhaustive. For example, it does
not address general group processes in alcoholism
treatment (for a review of instruments, see Beutler
et al. 1993; see also Moos 1986a; Moos et al.
1993), instruments to assess the quality of work
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environments for treatment staff (e.g., Moos
1986b), or treatment costs. Nevertheless, the
review points to a few established and a number
of promising instruments for assessing treatment
and treatment processes in the alcohol field.
Overall, many of the measures reviewed have
only minimal psychometric data available and
have been used in only a limited number of
studies (in some cases, only one). Additional
research is needed to more accurately gauge their
reliability and validity. For the proximal outcome
variable measures that were reviewed, more
research is needed to establish their responsive
ness to different treatment approaches and their
linkage to ultimate outcome variables.
New measures of treatment and treatment
processes also should be developed. Better
conceptualization of treatment processes should
be a precursor to the development of those instru
ments, so that variables of the greatest relevance
are focused upon. For example, disulfiram
implants, although not used in the United States,
are a treatment modality with more evidence of
effectiveness than oral disulfiram (Holder et al.
1991; Finney and Monahan 1996). Disulfiram
implants have proved effective even though it has
been shown repeatedly in serum assays that an
“active ingredient” is not present and they do not
produce an effective dosage level (Johnsen et al.
1987). However, the most relevant proximal
outcome variable in disulfiram treatment, as well
as other antidipsotropics, is a psychological
“mechanism of change”—anticipation or
expectancy of a negative reaction if alcohol is
consumed. Such expectancies (in addition to
assays) should be examined to evaluate the full
implementation of disulfiram treatment and to
explore the process through which disulfiram may
exert its effects. Treatment researchers and
providers can use various “conceptual heuristics”
(McClintock 1990) to develop better models of
the treatment processes they are assessing or
attempting to influence.
Additional efforts to improve the assessment of
alcohol treatment and treatment processes would be
well placed. They can help improve the provision

and monitoring of patient care, as well as enhance
the ability of research to identify more effective
forms of treatment, how they work, and for whom
particular types of treatment are indicated.
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