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Statement of the Research Problem

Prior to this study, there was no known research that empirically validated clinical
effectiveness forthe multi"challengedpopulation. There is much ln the 11terature that provides
clinical opinion based on practice and experience, but little in the way of assessing outcomes.
Much of what has been written on this comorbidity has taken the form of assessment and
classifications of consumers (Lehman, Myers & Corty, 1989), clinical guidelines (Osher &
Kofoed, 1989), program descriptions (Alfs & McClellan, 1992) or descriptions of state programs
(Drake, Antosca, Noordsy, Bartels & Osher, 1991). Moreover, some attempt has recently been
made to examine finer diagnostic distinctions in consumers (Lehman, Myers, Dixon & Johnson,
1994). One goal of this study was to systematically evaluate the outcomes of two integrated
treatment approaches touted as theoretically effective in the treatment of this condition. The
following areas are of importance in developing integrated interventions.

Obstacles to Effective Treatment:
There is evidence that persons with mental disorders are more likely than people who are

not mentally troubled to be abusers of psychoactive substances (Buckstein, Brent, & Kaminer,
1989). Strong relationships between substance abuse and various personality disorders has been
well documented in the literature (Helzer & Pryzbeck, 1988). The strongest relationship is
found between substance use disorders and antisocial personality disorder (Nace, 1990).
Likewise, persons who abuse substances are at increased risk to develop a mental disorder
(Mirin & Weiss, 1991).

In addition, a few studies have found some general problems in the assessment and
accurate diagnosis of personality disorders. First, the boundary between personality and
personality disorder is often quite difficult to distinguish, as many people in the general
population fulfill a significant number of criteria for a spectrum of personality disorders
(Goldsmith, Jacobsberg & Bell, 1989). Also, these researchers point out that a DSM-IIl-R Axis
I illness may confound the clinician's ability to accurately assess personality disorders.

In most consumers, mental disorders such as personality disorders, substance addictions,
and alcoholism, are not encountered as discrete disorders. That is, these disorders interact with
one another in ways that worsen the overall treatment outcome for the client. The services that
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are available for these consumers are often divided by funding sources, admissions policies and
criteria, treatment methods, and staff training and philosophy (Ridgely, Goldman, and
Willenbring, 1990). At present, the philosophical perspective of choice is integrated service
delivery.

Current Treatment Approaches:
Proponents of integrated service delivery advocate two major treatment approaches to

accomplish this integration: the disease-and-recovery approach and the cognitive-behavioral
approach. Several researchers descr"ibe the disease-and-recovery model as holistic in its
approach to the treatment of both mental health and substance abuse issues. For example, they
claim that both mental health and substance abuse problems share the same concepts of illness
(Minkoff, 1989), general goal of recovery (Evans & Sullivan, 1990) and complementary
interventions such as group therapy and peer support (Daley, Moss, & Campbell, 1987). In this
treatment approach, the consumer is ~een as powerless over the reality of having comorbidity
and powerless to cure it, is powerless to consistently control the symptoms of each disease, and
is ultimately powerless to consistently prevent harmful consequences of the symptoms.

Many other proponents of the integrated philosophical perspective advocate treatment
using a cognitive-behavioral rather than disease-and-recovery approach. For instance, Beck,
Wright, Newman and Liese (1993) describe an integrated perspective based on a
cognitive-behavioral approach (i.e., self medication model) of addiction among person who are
mentally disordered. They strongly suggest that, when a co-occurring psychiatric syndrome is
found to exist with alcohol or other drug use, the therapist should focus simultaneously on
substance abuse and the symptoms of the mental disorder as well as on any other factors of
interaction such as social problems. Cooper (1987) argues that a cognitive-behavioral type
approach portrays substance use disorders being related to efforts to self medicate for
particularly painful affective states.

Both proponents of the disease-and-recovery approach (Minkoff, 1989) and the
cognitive-behavioral approach (Beck, Wright, Newman, & Liese 1993) consider group therapy
as the foundation of active psychosocial treatment intervention for the multi-challenged
consumer. However, exactly which group therapy model constitutes clinical effectiveness has
not been determined through research.

Prior to this study, there was no known studies which compare the effectiveness of group
therapy models for multi-challenged consumers between an inpatient state mental hospital and
a community based substance abuse outpatient program.

Research Questions

This study compared the effectiveness of the disease-and-recovery treatment approach
versus a cognitive-behavioral treatment approach with a "no treatment" comparison group to
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substance abuse among mentally ill consumers in two different public settings. Specifically, the
overriding purpose of this study was to determine the relative impact of participation in the two
types of substance abuse group treatments on alcohol and drug use, family/social relationships,
psychological functioning, and readiness to progress toward recovery in both an inpatient and
outpatient public setting. The comparison of effectiveness of each group therapy was made
between those groups led at a Virginia public mental hospital and a community substance abuse
clinic.

Methodology

Research Design

This study used a quasi-experimental group comparison design which was conducted at
both an inpatient and outpatient public mental health site. Three separate groups were developed
at each site: two groups were developed for the integrated treatment of multi-challenged
consumers and a "no treatment" comparison group was utilized. One of the three groups (Group
A) was developed in accordance with the disease-and-recovery approach and has as its purpose
acceptance of substance abuse as a disease which is chronic (does not go away), progressive
(worsens with time), and is eventually fatal. Similarly, although mental illness (i.e., personality
disorders) is not necessarily fatal, its course is typically conceptualized as chronic and
progressive. This approach assumes that consumers have an underlying biological vulnerability
characterized by a loss of control over the abused substance and mental disorder. The second
of the three groups (Group B) was developed in accordance with the cognitive-behavioral
approach and has as its purpose the acceptance of cognitive, behavioral, and affective
responsibility for substance use and abuse as well as the development of some basic insight into
the relationship between substance abuse and specific mental disorders. Moreover, this
treatment approach assumes that substance abuse is a set of learned, maladaptive behaviors that
have led to distorted beliefs about the power of the abused substance and a general reliance on
substance use as a coping behavior. The third group (Group C) developed at both sites was a
"no treatment" comparison group.

Interventive Procedures

The structure and function of both Groups A and B was quite similar: (a) each met three
times weekly in 45 minutes sessions for four weeks (total sessions = 12 meetings), (b) group
membership of 7 - 8 patients was closed after treatment had been actuated, and (c) the groups
were co-led by the investigator (a clinical social worker) and another clinician assigned by the
site, neither of whom were involved in data collection. Subjects assigned to Group C, the "no
treatment" comparison group, were involved in whatever treatment groups the particular setting
mandated.

Each of the two experimental groups functioned as therapy groups; there was nominal
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distribution of. educational material. The core content in the cognitive-behavioral oriented
therapy group was to facilitate gradually increased introspection and compliance through the use
of group confrontation, discussion, and education. Proximal objectives in the cognitive
behavioral treatment model were enhanced self-efficacy, more realistic and appropriate
expectations about the effects of the abused substance on personality disorders, increased
adaptive coping skills to substitute for substance use, and an enhanced ability to cope with
relapse-inducing situations. In contrast, the disease oriented group therapy was almost entirely
supportive, fostering a degree of dependence on the acceptance of a specific and limited
treatment approach focused on compliance and abstinence from alcohol and other drugs.
Proximal objectives in the disease-and-recovery treatment model included the development of
an"alcoholic" or "addict" identity, acknowledgement of a loss of control over the substance
abuse and the effects of the personality disorder, acceptance of abstinence as a treatment goal,
and participation in support group activities (e.g., getting a sponsor, attending AA, CA, and/or
NA meetings). The "no treatment" comparison groups was not deprived of any of the treatments
typically rendered by each respective site, except that neither received the experimental
interventions. In order to adequately implement the two group therapy models as described, a
specific protocol was developed which reflects a process orientation of the group therapists
rather than treatment outcomes for the consumers.

Research Sample

Participants were recruited for this study at each site by referral from the physician or
the treatment team based on the inclusion criteria. Each treatment team was provided with
specific referral criteria for study inclusion and was encouraged to include all consumers meeting
the criteria. Referrals were made directly to the researcher by an attending physician, clinical
social worker and/or, in the case of the outpatient site, a substance abuse counselor. The
assignment of clients to Group A, Group B, or Group C at both sites was randomly alternated
by the researcher. That is to say, the researcher randomly listed each potential subject on a
sampling list and then proceeded to randomly assign consumers to one of the three treatment
conditions utilizing a random numbers table. There was approximately seven to eight adult
clients (ages 18-64 years old) randomly assigned to each group treatment irrespective of gender,
race and ethnicity.

Clients were referred to these groups based on their diagnoses: substance abuse diagnosis
(type unspecified) or problem and an Axis II diagnosis of a personality disorder (type
unspecified). Treatment was aimed at clients who are not psychotic (i.e., actively hallucinating)
so as to increase chances of facilitating group interaction among the membership. Hence,
consumers having current DSM-III-R Axis I diagnoses were not included in the sampling list.

To ensure mental health diagnostic reliability the investigator utilized the Structured
Clinical Interview (SCID) for DSM-III-R (APA, 1990a; 1990b). Each subject referred to the
project at both sites was diagnostically screened by using a brief unstructured assessment
modified from the SCID-P (patient edition) to rule out persons who have no personality disorders
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and/or were too psychotic or affectively disturbed to participate (APA, 1990a). Furthermore,
the investigator utilized the SClD-JI (for persons with personality disorders) to ensure that a
discernible DSM-III-R personality disorder did exist and attempts made to validate which
disorder (APA, 1990b).

Data Collection

Two clinical social work (M.S.W.) student research assistants (RAs) were assigned to
collect all pre- and post-test data. To increase interrater reliability, each was given ample
opportunity to practice administration of the ASI with a substance abusing population within .
another (unrelated) program in another state mental health facility and outpatient clinic. The
research assistants' results were favorably compared with those of staff who have already
administered the ASI (interrater reliability was approximately 83 percent). Also, it is
noteworthy that both RAs remained active throughout the entire project.

Instrumentation

Each subject was given a pre- and post-test of the Addiction Severity Index (ASI) by the
two RAs to measure the relative impact of each group method (independent variable) on the
dependent variables of alcohol use, drug use, family/social relationships and psychological
functioning. The ASI is a 147 item structure interview designed for use in clinical settings with
patients having problems related to their abuse of drugs or alcohol (McLellan, Luborsky,
Woody, & O'Brien, 1980). Information obtained from the ASI produces a quantitative problem
severity status in the following treatment related areas: chemical abuse (separate score for
alcohol and drug severity), medical, psychological, legal, family/social, and
employment/support. Comparisons of the ASI severity ratings and composite measures with a
battery of previously validated tests indicate evidence of concurrent and discriminant validity
(McLellan, Luborsky, Cacciola, Griffith, Evans, Barr, & O'Brien, 1985).

Consumers' "readiness to move on" in treatment was defined within this study as one's
ability to develop and articulate a recovery plan which had at least three ways in which the
person could seek help when needed and receive support in their maintenance of sobriety. This
plan was subjectively rated by the researcher/group leader given what was known about the
person's alcohol and/or drug problems as related in the group context. During the final session
phase of the group therapy, consumers who were able to identify and share a plan for continued
recovery that identified at least three methods of seeking additional help and/or support were
given a score of one (credit); those who were unable or unwilling to share a plan were given a
score of zero (no credit).

25



Statistical Methods Utilized

At the outset of this study, pre-test and post-test ASI composite scores of 12 < .05 were
accepted by the primary investigator as the level of statistical significance for this study. This
alpha level (probability at which the null hypothesis is falsely rejected) is one traditionally
chosen by social science researchers (Agresti & Finlay, 1986). Clinical significance was
considered acceptable at 25 % improvement from ASI composite pre-test to post-test score.
ClinicalXsignificancewas defined' within this study as positive improvement in the dependent
variables which is clinically helpful for the consumers.

Data analysis involved a variety of multivariate statistical measures of variance
(Multivariate Analysis of Variance [MANOVA] for pre-treatment) and covariance (Multivariate
Analysis of Covariance [MANCOVA] for post-treatment). In order to analyze between setting
statistical differences, MANCOVA procedures were utilized to adjust the post-test dependent
variables by partially out any effects of potential different levels of pre-treatment severity among
the group treatments on the dependent variables.

Results

Forty-four multi-challenged consumers began the research project with 38 completing the
study, 19 at each setting. In general, the main effect of "group therapy approach" had
significantly different (F = ro.1, df ji, 12 < .05 or less) rates of improvement in all four
dependent variables. Within the inpatient setting, it was demonstrated that significant positive
differences (F = 5.53, df 8,12 < .01) exists between both experimental groups and comparison
group on the dependent variable social/family relations. Also, these statistical analyses
demonstrated that within the outpatient setting the cognitive-behavioral group therapy approach,
was significantly more effective in reducing alcohol use, and improving social/family relations
and in enhancing psychological functioning (F = 3.19, ili 8, 12 < .05 or less).

Furthermore, both experimental groups within the inpatient setting were clinically
superior to the comparison group, on decreasing alcohol use and improving social/family
relations. In the outpatient setting, the cognitive-behavioral group was clinically superior to
either the disease-and-recovery group or the comparison group on the dependent variables of
alcohol use, social/family relations and psychological functioning. In addition, at both settings
the cognitive-behavioral group demonstrated a higher percentage of subjects who were either
able or willing to develop a plan for continued recovery.

Utility for Social Work Practice

Since clinical social workers comprise significant numbers of the total number of
clinicians in both public mental health and public substance abuse settings, their expertise is
essential in providing well informed and integrated services for programs treating

26



multi-challenged consumers. There is a lack of social work effectiveness studies in the treatment
of the multi-challenged consumer, yet there is a need to determine what works best with this
population. Though the social work problem solving models have been suggested as well suited
to this person-in-environment conditions (O'Hare, 1992), more specialized training is required
to incorporate an integrated treatment view (Hogarty, 1989) of treating multi-challenged
consumers.

While policymakers struggle over ideological and political dilemmas between the fields
of mental health and substance abuse. treatment, social work clinicians must address daily
clinical issues as about half of their clients carry co-occurring problems of mental disorders and
substance abuse (Mirin & Weiss, 1991). More integrated and empirically based treatment
approaches are needed to intervene immediately with this population in the most cost effective
and comprehensive way feasible. It is believed that this current study contributed to bridging
the gaps between the treatment of multi-challenged consumers by contributing to the formulation
of an integrated theoretical treatment framework by providing preliminary empirically based
outcome data from employing two theoretically integrated approaches.
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