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Abstract:

Objective:  The primary aim of this study was to assess the reliability of the Initial Direction Questionnaire (IDQ).  The IDQ is designed to assist clients in identifying a recovery program that is most similar to their current belief system.  The hypothesis being; If an instrument can assist in initially guiding a client to a recovery orientation that is most similar to their current belief system, the client can more readily engage recovery. Method:  102 samples were assessed using a test-retest format and a Cronbach’s coefficient alpha was computed.   Results: The IDQ’s Cronbach coefficient alpha was above .70 with high internal reliability.  Conclusion:  The IDQ is an instrument that can help assess the clients’ orientation recovery.

Full Text:
In 1999 the National Institute on Drug Abuse’s (NIDA) publication, Principles of Drug Addiction Treatment: A Research-Based Guide, was released. “No single treatment is appropriate for all individuals,” was listed as NIDA’s number one principle for treatment. The National Treatment Center (1997) published a report indicating that 93% of the 400 privately funded inpatient and outpatient treatment programs surveyed were based on the 12-Steps and of these 83% hold Alcoholics Anonymous (AA) meetings on site.  These findings illustrate the disparity between research-based practices and treatment services currently available.

There have been numerous reports and published research that have repeatedly encouraged diversity in recovery orientation. In 1990, the National Academy of Science published a report entitled: Broadening the Base of Treatment for Alcohol Problems. The major conclusion from the 600-page report was that treatment of drinking problems needs to be diversified. In 1997, the massive research effort: Matching Alcoholism Treatments to Client Heterogeneity: Project MATCH Post-treatment Drinking Outcomes, was published. The Project MATCH findings directly state “that any one of these treatments (12-Step Facilitation Therapy, Cognitive-Behavioral or Motivational Enhancement Therapy) if well-delivered, represents the state of the art in behavioral treatments" and “participation in any of the MATCH treatments would be associated with marked positive change."  It is possible to create great better parity within addiction care, but offering individualized treatment must be the priority.

The National Institute of Drug Abuse has synthesized over two decades of research into thirteen principles of effective drug addiction treatment. The first of these principles is that no single treatment is appropriate for all individuals – matching treatment settings, interventions, and services to each patient’s problems and needs is critical. Henry and Miller, in their landmark research, have also concluded: “There is no single best treatment for alcoholism. There are a number of treatments which are effective. The best approach is for each individual to be matched to the program that would be most effective.” The U.S. Substance Abuse and Mental Health Services Administration (SAMHSA) has declared choice in treatment a client right.
The science exists that can help substance abuse professionals find the most useful program/orientation for a client. Assisting clients in finding the recovery orientation that s/he can most readily engage can be an intricate part of substance abuse assessment and counseling. Since research supports the individualization of treatment (Project MATCH Research Group, 1997), practitioners in the field can apply the full range of assessment tools available today to match the client to the most appropriate program.  Several valid assessment instruments exist that can assist in the initial assessment and matching effort.  The Understanding Alcoholism Scale, Drinking Related Internal-External Locus of Control Scale, Spiritual Beliefs Questionnaire and the Temptation and Restriction Inventory are just a few that are readily available.  Additional useful information can be obtained from the Intrinsic Religious Motivational Scale (Hoge, 1972) or the Shipley Abstract Reasoning Scale (1940).  These scales provide additional information typically not obtained in substance abuse level of care assessments.  Truly individualized treatment can not be achieved without assessments across recovery orientation and recovery constructs (Salter, 2005).  It from this foundation, that the Initial Direction Question (IDQ) was created. 

Method 

The IDQ was designed after the efforts of Theresa Moyers and William Miller and their Understanding Alcoholism Scale (1994).  To begin the process of developing the IDQ letter requesting assistance was sent to the central office of Alcohilic Anonymous (AA), Women For Sobriety (WFS), LifeRing Secular Recovery (LSR), Self-Management And Recovery Training (SMART) and Rational Recover (RR).  Each organization was specifically asked for “10 statements that most directly affirm their beliefs about addiction and recovery.”  AA was the only organization the refused to initially help in this process, responding with “AA does not get involved in outside activities.”  This response from AA was expected, local members and counselors supporting AA were contacted for direction.  

The statements were developed and a Likert Scale attached.  The IDQ and scoring sheet was developed and sent to WFS, LSR, SMART and RR.  The score sheet illuminates the overlapping recovery ideas and language of the various recovery orientations.  At this point RR indicated that they did not want to participate in this effort.  All statements that reflected RR language or ideas were removed from the scale.  The more general language of an “Independent Recovery” (IR) orientation was included.  IR supports the idea of spontaneous recovery, recovery outside of a support group, imposing self-will and maintaining “picking oneself up by their boot straps” mentality. Although IR is similar to RR, the IDQ does not reflect RR concepts.  

Clinical research staff from the University of Cincinnati and the Cincinnati Veteran Affairs Medical Center then reviewed the IDQ.  Permission to conduct the research was granted from the University of Cincinnati Internal Review Board and the Cincinnati Veteran Affairs Medical Center’s Research and Development Board.  

Setting and sample

The Cincinnati Veteran Affairs Medical Center’s Substance Dependency Program (SUDEP) incorporates an inpatient and outpatient program primarily based on the Minnesota Model.  Many of the clinical staff are “in recovery” in a 12 step program, the inpatients clients are expected to complete Hazelton Workbook for Step 1, 2 and 3, during outpatient counseling the Terrence Gorski Relapse Preventions material is utilized.  The SUDEP program represents the standard of care currently being offered for both inpatient and outpatient substance abuse treatment.  Services offered in the SUDEP Program are considered ______________   as evidenced by ___________….

Procedures

The 102 samples were collected in a test -retest format.  The IDQ has 32 statements attached to a Likert Scale.  An additional four statements were attached to the instrument inquiring as to the IDQ statements being direct, being easily understood, easy to complete and being appropriate in time to complete.  The instrument was administered and scored by staff.  Participants were provided instructions and the instrument in a group setting, the number of participants ranged from two to eight at any given session.  The first IDQ took approximately 40 minutes and the second sample took approximately 20 minutes.   The instrument was administered twice in two session seven days apart.  There was no exposure of clients to nontraditional self-help information or groups prior to administration of the first sample or between the first and second sample.   

Assessments

Data Analysis





Data were analyzed using Pearson correlation and Cronbach’s coefficient alpha.  Significance was determined using p < .05.

Results

Internal Consistency

Cronbach’s coefficient alpha was computed for each of the scales.  Initial alphas are presented in Table 1.  The AA scale had the best initial reliability with an α = .70.  Scale items were analyzed and weaker items were removed.  Cronbach’s coefficient alpha was computed for the revised scales (see Table 1).  After revision, the AA, WFS and IR scales had reliability coefficients above .70.  

Test-Retest Reliability

The revised scales were use to assess test-retest reliability.  Means and standard deviations for time points 1 and 2 are presented in Table 2 with the corresponding correlation coefficients.  All scales had high correlation coefficients for the time 1 and time 2 correlations.  Scale means at time 1 and time 2 did not change significantly for all scales with the exception of the SMART scale (see Table 2).

Psychometric properties

The IDQ was created by examining each of the treatment orientation philosophies.  Content validity was determined for the scales by creating statements that best depicted the values and beliefs of each philosophy.  Internal reliability and test-retest reliability were determined.  After revision of the scales, three of the five scales had an acceptable internal reliability coefficient.  However, the LSR and SMART scales had a moderate reliability.  

Items that were dropped from the AA scale were related to beliefs in a genetic predisposition to alcoholism, e.g., “I was born alcoholic.”  Items dropped from the WFS scale related to viewing alcoholism as a disease and the belief that recovery is different for men and women.  Items dropped from the LSR scale included the belief that spirituality was not an important part of recovery and belief in a genetic component to alcoholism.  Items dropped from the SMART scale included that competency not powerlessness was important for sobriety.  Items dropped from the IR scale were belief that spirituality was important for recovery, that individual efforts will determine success in recovery, and that addictions are the result of bad habits.

Test-retest reliability was high for three of the subscales, AA, WFS, and LSR, and moderate for SMART and IR.

Study limitations

The creation of the statements for the items in the IDQ was based on the values and beliefs associated with each orientation.  It is important to note that there is a high degree of overlap in these statements across the orientations.  Many of the items were scored on several of the scales.  A second limitation is that the majority of this sample was male.  

Future directions and conclusions
Further research using the IDQ is needed in several areas.  First, more women need to be included in the assessment of the WFS scale.
Second, further research is needed to assess outcomes based on recommendations for treatment orientation when the IDQ is used. This study provided direction and support for individual assessment in recovery orientation.  All indicators support individualized treatment plans and the IDQ is an instrument that reflects this effort in recovery services. 

	Table 1.  Coefficiant alphas for the orientation scales and revised scales

	Scale
	Items
	Initial Scale Mean
	Initial α


	Items removed


	Revised Scale Mean
	α



	AA
	1, 3, 5, 7, 13, 19, 21, 23, 26, 32
	3.69
	.70


	7, 13, 21
	4.09
	.79



	WFS
	1, 5, 6, 8, 11, 12, 14, 15, 16, 17, 24, 25, 27
	3.70
	.52
	1, 11, 12, 15, 25
	4.33
	.74

	LSR
	1, 3, 5, 8, 12, 15, 16, 17, 18, 21 
	3.54
	.39


	12, 15, 18, 21 
	4.17
	.68



	Smart
	2, 4, 6, 10, 12, 15, 17, 18, 20, 24, 30
	3.43
	.47


	2, 12, 18
	3.62
	.51



	IR
	2, 9, 12, 18, 20, 22, 24, 28, 29, 31
	3.00
	.43
	2, 9, 12, 18, 20, 22, 24
	2.05
	.72

	


	Table 2. Paired t-tests and correlations of time  & time  

	Scale
	Mean Time 
	Mean Time 
	r

	AA
	4.09 ± 0.78
	4.19 ± 0.75
	.72*

	WFS
	4.33 ± 0.58
	4.37 ± 0.61
	.81*

	LSR
	4.17 ± 0.68
	4.24 ± 0.66
	.73*

	SMART
	3.62 ± 0.55
	 3.44 ± 0.53*
	.58*

	IR
	2.05 ± 1.05
	1.96 ± 0.99
	.63*

	* p < .001


Initial version
	1.  It is essential to accept my alcoholism as a physical disease.

2.  I can fully recover from being alcohol dependent.

3.  It is essential to acknowledge my alcoholism daily.      

4.  My problems with alcohol are learned behaviors.             

5.  There are special chemicals in my brain that make me react differently to alcohol. 

6.  It is important for me to discard negative thoughts and guilt, and practice new ways of problem solving, to over-come my addiction.       

7.  I was born alcoholic.                         

8.  There exists a cycle of denial and a cycle of recovery.                                    

9.  My individual efforts will determine my success in recovery.

10.  If I can learn to think more rationally, I can eliminate problems with alcohol.                             

11.  Self-help or support group meetings should be separated by gender.

12.  Competency, not powerlessness, should be the focus in sobriety.      

13.  While in recovery, I must keep the past alive in order to stay sober.                   

14.  Emotional and spiritual growth are fundamental in my recovery.                  

15.  In early recovery I may benefit from group support, but I can eventually move past needing the group.      

16.  Sobriety, in whatever form or method achieved, is to be supported and encouraged.    

17.  Creating positive self-esteem greatly affects my ability to stay sober.      

18.  Spiritual beliefs do not have to be a central part of my recovery.            

19.  I must first accept that I is powerless over alcohol, to change my drinking.       

20.  Addictions are the result of bad habits, but should not be considered a disease.

21.  Genetics plays a major role in determining if I will end up being alcoholic.    

22.  It is my internal motivation and commitment to sobriety that maintains my abstinence.

23.  I must turn my life over to God to obtain and maintain sobriety.              

24.  Overcoming thoughts and feelings that encourage continued drinking are key in defeating my addictive behavior.  

25.  The psychological and emotional recovery from alcohol/drug dependence is different for men and women.                

26.  I need help from others to recover, due my inability to recover on his/her own.   

27.  Viewing myself as worthy of giving and receiving love is important in my recovery.

28.  I do not need an extended sober support system to manage cravings and maintain abstinence. 

29.  An extented sober support system in not central to my recovery.   

30.  Working towards unconditional self-acceptance, regardless of behavior, will enhance my recovery.

31.  The majority of people end their addiction without treatment, support groups or counseling, I am/can be one of these people.

32.  Seeking a spiritual awakening is an important goal of my recovery.


Final version and scoring table.
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