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The Substance Abuse Subtle Screening Inventory was constructed to screen for 

substance abuse patterns despite non-admittance of respondents. Predictive validity 

studies of the SASSI are limited, and are not available for probationers. Participants 

were 147 male and 54 female probationers mandated to treatment. Overall differences 

among SASSI scales were significant for treatment compliance and outcome. Higher 

SASSI scales were found among those probationers who were compliant/successful. 

Individual scales were not significantly different, however, a trend was revealed; those 

respondents who scored higher tended to comply/succeed in treatment. The SASSI 

alone accurately classified 59.7% of respondents. In summary, the SASSI's use in 

predicting treatment outcome is limited and should be employed with concomitant 

data. 
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CHAPTER I 

INTRODUCTION 

Societal Perspective of Substance Abuse 

Psychoactive substance abuse, according to the Diagnostic and Statistical 

Manual of Mental Disorders-Fourth Edition (DSM-IV; APA, 1994), encompasses as 

an essential feature the maladaptive pattern of substance use that is manifested by 

recurrent and significant adverse consequences related to the repeated use of mood-

altering substances. Adverse consequences include repeated failure to fulfill major 

role responsibilities, repeated use in situations in which it is physically hazardous 

(e.g., driving while intoxicated), multiple legal problems, and recurrent social and 

interpersonal problems. These problems must occur recurrently during the same 12-

month period to warrant the diagnosis. The criteria for substance abuse do not 

include hallmark features of substance dependence, such as tolerance, withdrawal, or 

a pattern of compulsive use. Instead, substance abuse includes only the harmful 

consequences of repeated use. 

Substance abuse is extremely costly for our society in its impact on physical 

health, well being, financial burdens, the number of people affected, and its 

contributions to other problems (Miller, 1985). Substance dependence and abuse are 

quite prevalent in the general population. According to the DSM-IV (APA, 1994), 

the lifetime prevalence is 8.0% of the adult population for alcohol dependence and 
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the lifetime prevalence is 8.0% of the adult population for alcohol dependence and 

about 5.0% for alcohol abuse. Other problems related to substance abuse include 

domestic violence, fetal alcohol syndrome, and child neglect. In fact, a recent study 

attempting to predict substance abuse disorders for the 1990s (Westermeyer, 1992) 

reported that, despite some apparent lessening of substance use, high levels of 

substance abuse are likely to continue due to fetal damage in high-risk offspring, 

younger onset of substance abuse, and single-parent families. 

Miller (1995) remarked on the loss of productivity and industrial accidents 

caused by substance misuse which also contributes to the negative impact on the 

economy. Moreover, Piatt (1995) found a clear relationship between higher 

unemployment and higher levels of criminal activity among addicts. Employment, in 

fact, has been identified as a significant element in the rehabilitation of drug abusers 

and, together with abstinence from illicit drugs and criminal involvement, is 

frequently used as a criterion of treatment success. 

The chronically impaired population of drug abusers continues to grow in 

number and complicate diagnosis, especially when criminality is involved. Abusing 

offenders have elicited grave concern as a result of the aforementioned, multi-faceted 

consequences faced by society as a whole. At least 80.0% of persons in prison are 

incarcerated because of crimes committed while under the influence of some drug, 

usually alcohol. Miller (1995) specifically cited that substance abuse has been 

identified as a salient contributor to criminality. 



Greenfield and Weisner (1995) examined the role of alcohol and drug history 

in predicting self-reported criminal behavior. Their study utilized a large, general 

population sample chosen because of its cultural diversity. The sample was 

comprised of African Americans, Whites, and Mexican Americans. Independent 

variables included gender, education, employment, income, ethnicity, and marital 

status. Dependent variables were self-reported illegal behaviors collected via a non-

intrusive survey. In general, participants were more likely to be arrested and 

convicted of a crime if they met all of the following conditions: non-White, having a 

history of abusing alcohol and/or drugs, unmarried, and less than twelve years of 

education. In other words, these sociodemographic characteristics predicted 

recidivism. 

Assessment of Substance Abusers 

A number of strategies for intervention and treatment for substance abuse have 

been suggested. However, Vito, Wilson, and Keil (1990), using a sample of federal 

probationers, found that substance abusers must first be identified before such 

intervention can be applied. A major reason that substance abuse has had a 

detrimental impact on society is that it is often not identified in its initial stages, and it 

therefore has a chance to progress. Therefore, appropriate assessment at the proper 

time may enhance treatment efficacy and increase overall cost benefit. The 

identification of substance abuse among this criminal population is part of an overall 

strategy to reduce crime. Difficulty arises in objectively measuring this population's 

current and/or predicted patterns of substance abuse. 



Several obstacles impede accurate assessment of offenders with substance 

abuse. Miller (1985) commented that chemical abusers typically either unconsciously 

block from awareness any information that their chemical use creates problems for 

them or deliberately conceal or minimize their substance use. Miller (1990) also 

acknowledged that addiction, like many other disorders influenced by family of 

origin, leads even abusers acknowledging their use to develop sophisticated and 

ingenious patterns of blaming others and presenting alibis to conceal the problem. 

Rogers and Mitchell (1991) observed that assessment of substance abuse among 

offenders is obscured by the offender's manner of responding (e.g., denial and 

minimization). Generally, offenders are motivated to deny illegal drug use and 

related crimes in order to avoid consequences. Consequently, even though substance 

abuse may be a causal factor leading to other problems (e.g., medical or legal), it is 

often not identified as the presenting problem (Miller, 1995). 

In addition to the above-mentioned difficulties in the assessment of substance 

abuse, the prevalence of comorbidity or dual diagnoses among substance abusers tends 

to complicate assessment (Cote & Hodgins, 1990). In this vein, the DSM-IV (APA, 

1994) stated that substance-related disorders are commonly comorbid with, and 

complicate the course and treatment of many mental disorders (e.g., Conduct 

Disorder in adolescents; Antisocial and Borderline Personality Disorders, 

Schizophrenia, Mood Disorders in adults). Also adding to these obstacles of 

assessment, mental health professionals have a limited number of appropriate 

psychometric instruments for substance abuse assessment at their disposal. Pertinent 



to this thesis are those substance abuse screening instruments designed to provide a 

rapid measure of whether or not a person has a chemical dependency problem, and if 

the need for treatment is indicated (Farabee, 1993). Screening contributes, at least 

partially, to resolving the problems that complicate early identification. The intent of 

screening, in this context, is to recognize individuals who are likely to manifest a 

substance abuse problem. In the subsequent paragraphs, I review the most commonly 

used substance abuse screening instruments for adults. 

MMPI MAC Scale 

The Minnesota Multiphasic Personality Inventory possesses a supplementary 

scale, the Mac Andrew Alcoholism Scale (MAC; Mac Andrew, 1965). More than 

measuring alcohol abuse severity, the MAC has been found to tap several discrete 

dimensions of personality and behavior including impulsivity, high energy levels, 

interpersonal shallowness, and general psychological maladjustment, but not general 

antisociality (Greene, 1991). Evaluating the clinical effectiveness of the MAC, 

Gottesman and Prescott (1989) reviewed MAC studies spanning from 1976 through 

1987. They cautioned against its clinical use outside of research settings because of 

the MAC scale's limited positive predictive power with adult and adolescent males 

and females across various ethnic groups. In fact, the review concluded that only 

15.0% of those classified as "alcoholic" by the scale were accurately designated. 

Also of significance, several studies suggest individuals dependent on other drugs can 

not be distinguished from alcoholics on the basis of MAC scores. Gottesman and 

Prescott (1989) surmised that the MAC may assess the propensity toward addiction in 



general rather than only alcoholism. In attempts to measure the MAC's ability to 

evaluate this propensity, predictive validity studies proved to be limited, although 

some personality features assessed by the MAC are correlated with and, perhaps, 

antedate the onset of drug abuse behavior. It may be clinically and ethically 

appropriate to interpret MAC scores conservatively by utilizing collaborative data 

from structured interviews and/or other assessment instruments. 

More recent MAC studies have addressed its efficacy when comorbidity 

occurs. Rozensky, Neirick, Slotnick, and Morse (1988) examined differences 

between groups of hospitalized men who had been subdivided into three homogeneous 

diagnostic groups: substance abusers only or dual diagnosis substance abusers with 

either an Axis I or Axis II diagnosis. Basically, the substance abuse-only group and 

the dual-diagnosis, Axis II group appeared clinically similar in their tendency to abuse 

chemicals and different from dual-diagnosis, Axis I group. The higher MAC scores 

seen in the substance abuse only and dual diagnosis Axis II groups indicate that they 

may be categorized as having a primary substance abuse disorder with poor impulse 

control. Axis I substance abusers with lower MAC scores might be abusing 

substances as a self-medication as has been observed in some psychiatric patients. 

Thus, mixed diagnoses for this population of hospitalized inpatients is likely to 

confound the interpretation of MAC scores. 

Ward and Jackson (1990) examined differences among groups of male 

psychiatric patients. The participants were compared on their MAC and 

Schizophrenia scales of the MMPI. Their findings indicated that primary alcoholics 



(those participants who met DSM-III criteria for alcohol abuse or dependence, had at 

least one previous alcohol treatment program involvement, and no use of psychotropic 

medications) scored higher on the MAC scale than secondary alcoholics (those with 

alcohol abuse/dependence diagnosis with a history of a psychiatric disorder other than 

alcoholism), schizophrenics, and other mental disorders including dysthymia, major 

depression, schizoid personality disorder, generalized anxiety disorder, and antisocial 

personality disorder. These results conflict with Rozensky et al. (1988) where dual 

diagnosis, substance abusers scored higher on the MAC scale than "pure" substance 

abusers. The MAC scale's potential usefulness in clinical settings is called into 

question by these inconsistent findings. Moreover, the aforementioned MAC studies 

may have limited generalizability because the preponderance of the population 

samples are mostly composed of older, male psychiatric patients. 

Wolf, Schubert, Patterson, Grande, and Pendleton (1990) suggested another 

caveat for MAC score interpretation based on the diverse diagnostic nature of 

substance abusers. Participants were sampled from a population of hospitalized, 

psychiatric patients. These participants had some combination of the following 

diagnostic categories: antisocial personality, alcoholism, and drug dependence. 

Research revealed that participants who had received a diagnosis of antisocial 

personality without alcoholism or drug dependence had significantly higher MAC 

scores than (a) participants with antisocial personality with alcoholism, (b) those with 

no psychiatric diagnosis, (c) those with other psychiatric diagnoses, and (d) those with 

alcoholism without antisocial personality and drug dependence. Corresponding to 



8 

Greene (1991), these findings suggest that the MAC may measure antisocial 

tendencies more than substance abuse. The study also suggests that marked elevations 

on MAC scores may be useful in identifying treatment-resistant participants based on 

the poor treatment compliance of alcoholics with antisocial personality. 

Levenson et al. (1990) agreed with MacAndrew's interpretive tenet about the 

meaning of the MAC scale as a general personality measure rather than a specific 

alcoholism instrument. Their study of 1,117 men with a mean age of 61.60 

differentiated heavy drinkers and problem drinkers with higher MAC scale scores 

from lighter and nonproblem drinkers. However, they discovered that arrestees 

without drinking problems had MAC scale scores nearly identical to those of problem 

drinkers without arrest histories. Furthermore, 36.0% of the sample without problem 

drinking or arrest histories had MAC scale scores at or above the cutting score for 

alcoholism (i.e., >24). This particular study raises questions about false positives 

with the MAC scale. In addition, it exemplifies the limitations of generalizing from 

an older all-male population sample. 

In summary, the MMPI's MAC appears to have limited utility in accurately 

identifying alcohol abusers. The majority of studies found reveal decreased 

effectiveness when applied to dual diagnoses or psychiatric populations. There is 

some evidence, however, that the MAC scale may lend itself to the identification of 

maladaptive, antisocial personality styles. Its use, however, is not recommended 

outside of research settings unless it is accompanied by collaborative data such as a 

structured interview. 



New MMPI-2 Measures: MAC-R. APS, and AAS 

New measures for assessing alcohol and drug abuse with the MMPI-2 were 

developed in order to improve upon the MMPI's ability to discriminate between drug 

users from non-drug users. These new scales are the revised Mac Andrew Alcoholism 

scale (MAC-R), the Addiction Potential Scale (APS), and the Addiction 

Acknowledgment Scale (AAS). 

Weed, Butcher, McKenna, and Ben-Porath (1992) described the developmental 

process of these new scales. In the development of the MAC-R, four objectionable 

items from the MMPI's MAC were deleted. The omitted items were replaced with 

four new items that had been shown to differentiate alcoholics from nonalcoholics. 

APS development was based on MMPI-2 items which possessed a substance abuse 

pattern of endorsement frequencies. Endorsement was required to be either higher or 

lower in a sample of substance abusers than in both normative and psychiatric 

samples. Normative and psychiatric samples represented the extremes for most 

selected items, with the substance abusing sample falling somewhere between. The 

APS is composed of 39 items that were selected empirically, based on endorsement 

frequencies. The AAS, on the other hand, began as a collection of 14 items selected 

for scale membership on the basis of their obvious content relation to substance abuse 

problems. In refining the scale, an item was deleted due to its limited contribution to 

internal consistency. The resulting scale is comprised of 13 face-valid items. 

The study conducted by Weed et al. (1992) examined the ability of the APS 

and AAS to discriminate between groups of the MMPI-2 normative sample, 
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psychiatric and substance abuse samples. The APS and AAS were also compared to 

other substance abuse scales. Results indicated that the AAS is somewhat more 

effective than the APS at discriminating between participants from the normative and 

substance abuse samples. When the APS is included with the AAS in a multiple 

correlation, however, the level of association increases. This use of the AAS and the 

APS jointly is ineffective, however, at discriminating between participants from the 

psychiatric and substance abuse samples. When compared to the MAC-R and the 

Substance Abuse Proclivity scale, an MMPI scale for assessing substance abuse, the 

APS and the AAS had similarly elevated mean scores especially for samples reporting 

multiple types of substance abuse. Possible limitations of the study were described as 

treatment readiness and base-rate confounds. For example, some respondents who 

presently acknowledge substance abuse may be prepared to deal with their problems 

and the base rate of substance abuse will affect the optimal cutting score for any given 

assessment instrument, no matter how valid. The authors recommended further 

exploration of the MAC-R, APS, and AAS with other populations. 

Greene, Weed, Butcher, Arredondo, and Davis (1992) evaluated the efficacy 

of the APS and the AAS using samples different from those utilized in their 

development. The two samples used were 126 patients going through a treatment 

program for substance dependence in a private medical/surgical hospital and 189 

patients in an admissions unit of a state psychiatric hospital. The latter patients were 

predominantly diagnosed with psychotic or severe personality disorders. All 

participants had completed the MMPI-2 with the scoring of the MAC-R, APS, AAS, 
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and the SAP. Results revealed similar trends to Weed et al. (1992): the APS and the 

AAS appeared to discriminate between the psychiatric and substance abuse samples 

better than the MAC-R for both males and females. In contrast to Weed et al. 

(1992), the SAP appears not to discriminate at all between the samples. Additional 

analyses, including invalid cases, indicated that the APS was more resistant than other 

scales to distorted patterns of responding. 

Svanum, McGrew, and Ehrmann (1994) examined the validity of the MAC-R, 

APS, and AAS with 308 college students. All participants completed the 

computerized version of the Diagnostic Interview Schedule (DIS) and the MMPI-2. 

The APS, AAS, and the MAC-R served as indicators of alcoholism, substance abuse, 

or potential for such while the DIS served as the criterion variable. The MAC-R was 

unrelated to substance dependence, whereas the APS had a weak relationship. 

Concurring with Weed et al. (1992) and Greene et al. (1992), the AAS was found to 

be more predictive of substance dependence using college participants. The results do 

not support the use of the more subtle MAC-R and APS with this college population. 

Svanum et al. (1994) concluded that it is imperative to evaluate these scales with 

populations who are not in treatment in order to broaden generalizability. 

Employing a forensic diagnostic sample, Ben-Porath, Shondrick, and Stafford 

(1995) found almost no differences between Whites and African Americans on MMPI-

2 validity, clinical, content, and substance abuse scales. Their sample included 211 

White and African American men of comparable socioeconomic status who were 

undergoing court-ordered evaluations. Overall, the authors commented that their 
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findings do not speak to any race-related differences in the validity of the MMPI-2 

scales and that replication with other forensic samples is needed to address thoroughly 

the question of comparability of MMPI-2 for different races. 

In conclusion, the MMPI-2 substance abuse scales appear to have more 

promise than the original MAC scale. It is clear that the straightforward A AS, 

compared to the MAC-R and APS, has superior ability to discriminate between those 

who abuse drugs and those who do not. It is also evident, however, that further 

studies are required to verify this conclusion. 

MCMI Alcohol and Drug Abuse Scales 

The effectiveness of the Millon Clinical Multiaxial Inventory Alcohol and 

Drug Abuse scales in identifying known alcohol and drug abusers was investigated by 

Bryer, Martines, and Dignan (1990) on 561 adult psychiatric inpatients (408 women 

and 153 men) sampled from a private psychiatric hospital. The MCMI is a 175-item, 

self report, objective personality test that is designed to measure enduring personality 

features and acute clinical symptoms. The Alcohol Abuse and Drug Abuse scales 

were designed to be effective in the identification of patients with substance abuse 

histories. However, the researchers found that the MCMI Alcohol/Drug scales 

proved to generate 64.0% false positives in this population of inpatients with mixed 

psychiatric diagnoses. They suggested that the assessment of substance abuse be 

guided by a more direct approach including reviews of historical and collateral data, 

structured interviews, and the use of face-valid substance abuse questionnaires or 

inventories, such as the MAST. 
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Other Screening Measures 

Other instruments designed to screen for substance abuse patterns and 

associated behaviors rely mainly on self-report. They include the following measures: 

the Michigan Alcoholism Screening Test (MAST; Selzer, 1971), the Drug Abuse 

Screening Test (DAST; Skinner, 1982), the Alcohol Use Inventory (AUI; Horn, 

Wanberg, & Foster, 1985), the Mortimer-Filkins Questionnaire (MFQ; Mischke & 

Venneri, 1987), the Cutdown, Annoyed, Guilty, Eye-opener scale (CAGE; Mayfield, 

McLeod, & Hall, 1979), and the Compass (Craig, 1988). In addition, the Outpatient 

Forensic Substance Abuse Profile (OFSAP; Cianciulli, 1993) is a self-report inventory 

which was developed to assess specifically the nature and level of criminal and 

addictive proneness, in order to predict high risk factors for relapse and/or 

reincarceration. Descriptions of these measures are included so as to provide 

information on their construction and contributions to substance abuse assessment. 

AUI 

Horn, Wanberg, and Foster (1985) developed the AUI as a self-report 

inventory that identifies distinct patterns of behavior, attitudes, and symptoms 

associated with the use and abuse of alcohol. They encourage its use in conjunction 

with clinical interviews and personal histories. The AUI consists of 24 scales that 

measure alcohol-related problems at different levels of generality: 17 primary scales, 

six second order scales, and one general alcohol use scale. The scales tap four 

separate areas of expression: benefits, styles, consequences, and concerns associated 

with alcohol use. 
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The AUI possesses 228 items, has a sixth grade reading level, and takes 

approximately 35-60 minutes to complete. However, norms are derived from a 

sample of 1,200 admissions to an alcoholism treatment program of a state hospital. 

Test-retest reliabilities are moderate for one week interval (r = .77). Content and 

criterion-related validity are high, notably with the Michigan Alcoholism Screening 

Test (Isenhart, 1990). This instrument's relative limitations include generalizability to 

groups other than inpatients and computer-scoring only option. 

CAGE 

Mischke and Venneri (1987) examined the reliability and validity of the CAGE 

in driving-while-intoxicated (DWI) assessments. In this study, participants convicted 

of a DWI offense were assessed for the magnitude of their drinking problem. The 

MAST successfully identified 85.0% of the significant problems defined by 

counselors, whereas the MFQ and the CAGE identified 65.0% and 60.0%, 

respectively. They argued that this population, by definition, has a problem with 

substance abuse (e.g., convicted drug-related offenders) and this should be taken into 

consideration by the clinician during the assessment process. They also addressed the 

need for screening instruments with acceptable levels of validity and reliability 

because of clients' defensive attempts to avoid detection of alcohol-related problems. 

The authors recommended that further studies explicate and control for the offender's 

frequency of offense, conviction status, and where in the diagnostic-intervention 

process they are at the time of the assessment. They concluded by recommending 
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additional research on repeat offenders for the development of adequate predictive 

models with application to the DWI assessment process. 

A recent study by Lairson et al. (1992) used the CAGE instrument in the 

routine screening for alcohol problems in patients involved in a single medical care 

system. The results indicated that 68.0% of those identified by the CAGE were true 

positives. They recommend its use with the Addiction Severity Index (ASI), a 

standardized interview designed to assess persons who have been either identified or 

suspected of being alcohol or drug dependent for the following objectives: (a) to 

delineate treatment needs, and (b) to evaluate improvement during and after treatment. 

As Mischke and Venneri (1987) outlined, the CAGE and the MFQ, because of their 

low face validity and relatively non-threatening content, are better suited than the 

MAST and the DAST (both possess high face validity) for employment in situations 

where examinees may be motivated to avoid detection (Otto & Hall, 1988). 

ADS 

Ross, Gavin, and Skinner (1990) analyzed the comparative validity of the 

MAST and the Alcohol Dependence Scale (ADS) in screening for current DSM-III 

alcohol abuse/dependence disorders. The ADS is designed to measure elements of the 

alcohol dependence syndrome and includes impaired control over alcohol use, salience 

of drink-seeking behavior, tolerance, withdrawal symptoms, and a compulsive 

drinking style. The Diagnostic Interview Schedule and the subsequent DSM-III 

diagnosis was used as the criterion measure. They sampled 390 males and 121 

females who were in inpatient treatment. The overall accuracy for the ADS was 



16 

reported to be 89.0%. The ADS, like the MAST, is a self-report instrument. Both 

instruments correlated highly with each other (r = .79) in this study and no 

significant differences were found in their ability to screen for alcohol abuse or 

dependence in this population. These authors concluded that both the MAST and the 

ADS are useful instruments in detecting DSM-III alcohol abuse and alcohol 

dependence in patients presenting for treatment of various substance abuse problems. 

Compass 

The Compass (Craig, 1988) is a 98-item self-report questionnaire for 

measuring the severity and frequency of substance abuse. Presently, I did not find 

empirical studies conducted with this instrument beyond discriminant validity outlined 

in the manual. During initial validation, substance-abusing inpatients were 

distinguished from controls beyond the .0001 level of confidence by response sets 

(J.R. Craig, personal communication, January 22 and 31, 1995). Reliability was 

established through test-retest administration (r = .89). The Compass provides 

several scale scores relating to different aspects of the respondent's level of substance 

use, personal adjustment, and the quality of his/her responses. The substance use 

scale consist of four subscales: (a) Psychological Dependence, (b) Abusive, 

Secretive, and Irresponsible use, (c) Interference Due to Use, and (d) Signs of 

Withdrawal. In addition, the Compass has two measures of response style: the 

Defensiveness Scale (measuring denial) and the Inconsistency Scale (which checks for 

dubious response patterns). The Compass takes 20 minutes to complete and can be 

computer or hand-scored. 
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OFSAP 

Cianciulli (1993) examined the reliability and validity of the Outpatient 

Forensic Substance Abuse Profile (OFSAP). This instrument consists of 156 items 

(YES, NO, or UNSURE) that identify 15 subscales of addiction and criminality. 

Addiction subscales include social pressures, despair and hopelessness, addictive cues, 

and the family unit. Criminal subscales include social deviance, deviant cues, 

probation/parole, misdemeanors, and felonies. Mutually addictive and criminal 

subscales include sensationalism, occupation, values, denial, mental health, and 

physiological states. Information presented here on addiction and criminality is 

related to aforementioned difficulties regarding substance abuse assessment and 

personality styles as reported by Greene (1991) and Levenson et al. (1991). 

A small sample of six state parolees and 19 probationers mandated to outpatient drug 

and alcohol counseling were compared to 25 participants referred to voluntary 

outpatient drug and alcohol counseling. Results indicated that the instrument 

possesses a high degree of reliability, both internally and across time. Mean scores 

for criminality were significantly different for experimental and control groups, 

however, mean scores for addiction indicated no significant differences between 

groups. Furthermore, it was conjectured that the OFSAP had an ability to predict 

high risk factors prior to an extensive clinical assessment, due to its concurrent 

validity with an intake worker (83.0%) and clinician's findings (85.0%). There was 

no mention of any validity or response style scales and, due to small sample size, 

generalization to other settings is precluded at this time. 
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Combined measures 

Lapham et al. (1995) presented normative data from the following instruments 

administered in a DWI screening program: the MAC scale of the MMPI, the AUI, 

the MAST, the DAST, and the Skinner's Trauma Scale (STS). The 2,317 DWI 

offenders, at their first arrest, completed the screening process. The sample was 

composed of 46% Hispanic Americans, 43% non-Hispanic white, 8% Native 

American, and 3% other ethnicities. Women represented 24% of this group. A 

general linear model was generated to determine relationships among scores on the 

instruments and age, gender, ethnicity, education, blood and alcohol concentration, 

and validity measures on the MMPI-2 (L and K scale scores). In this sample of drug 

abusers, scores were significantly higher among men than women for the MAST, 

AUI, MAC, and STS. Findings revealed that about one-third had elevated L and K 

scales, and that the most statistically significant single factor associated with higher 

test scores was a valid MMPI-2. In other words, one-third of the offenders 

attempting to dissimulate were less likely to be identified as having alcohol-related 

problems. With regard to ethnicity, as a group, Native Americans tended to score 

higher, especially on the face valid instruments such as the MAST and the AUI. The 

authors concluded that predictive validity studies are necessary to estimate future DWI 

recidivism. In addition, it was emphasized that external validity measures, such as 

blood alcohol concentrations and collateral interviews are crucial to assessment 

accuracy, and that more efforts to collect offenders' descriptive data are needed to 

facilitate the understanding and classifying of offenders. The utilization of objective 
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criteria for verification of offender's drug use status is imperative because of the 

potential for dissimulation. 

SASSI 

The Substance Abuse Subtle Screening Inventory (SASSI) is a self-

administered instrument developed to detect substance abuse, regardless of dishonesty 

or faking on the part of the respondent (Miller, 1985). In other words, the SASSI's 

premise is that a significant proportion of the people who abuse psychoactive 

substances share other behavioral and personality characteristics (Miller, 1995). 

Thus, it is feasible to identify many of the respondents without relying exclusively on 

their ability and willingness to acknowledge relevant symptomatology. The SASSI 

consists of 52 true/false items and 26 self-rating questions and can usually be 

completed in 10-15 minutes. 

The SASSI's scales are designed to give an overall picture of the examinee's 

substance abuse pattern. Three of the scales were constructed to differentiate honest 

abusers, faking abusers, and controls: Obvious Attributes (OAT), Subtle Attributes 

(SAT), and Denial/test-taking defensiveness (DEN) respectively. Another scale, the 

Defensive Abuser vs. Defensive Non-Abuser (DAN) is used in conjunction with the 

Denial scale in determining whether a person is in fact an abuser or whether their 

responses are those of a defensive non-abuser. Other scales include Personal-Family 

(FAM), which is meant to be a preliminary measure of co-dependency or to show 

how similar the test taker is to family members of substance abusers, and 

Alcohol/Drug Preference (ALD), which is designed to differentiate a respondent's 
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preference for alcohol or drugs. Importantly, the ALD scale indicates a preference 

only and is not intended as a diagnostic scale. The SASSI also has two Risk 

Prediction Scales that allow clients to report on 12 alcohol-related and 14 drug-

related, face-valid items. The purpose of these face-valid scales is to see if the 

respondent is willing to admit to having a problem with alcohol and/or other 

psychoactive substances, excluding caffeine and nicotine. Miller (1985) cautioned 

that the scales' trait titles are oversimplifications. Therefore, the items on each scale 

score were not selected to measure a specific trait but instead a statistically related 

construct and given a descriptive label. 

The items on the SASSI are empirically derived, some of which were 

borrowed from the MMPI, the Psychological Screening Inventory (PSI), the MAST, 

and other sources that proved to yield items which differentiated abusers from 

nonabusers. The SASSI has high concurrent validity with the MAC subscale of the 

MMPI (r = .87), mainly due to the fact that they possess many of the same items. 

Internal consistency analyses were performed for detoxification patients, outpatients, 

and probation groups. Coefficient alpha ranges are reported by Miller (1985) as 

follows: OAT, .61 - .73; SAT, .25 - .49; DEN, .57 - .68; DAN, .56 - .82; ALD, 

.44 - .49; FAM, .16 - .60; RPSA, .90 - .92; RPSD, .93 - .96. 

Creager (1989) found that the SASSI without the Risk Prediction (now named 

"Face Valid") Scales, established reasonably good classification by identifying 94.0% 

of controls, 78.0% of alcoholics, 71.0% of drug addicts, and 96.0% of codependents. 

The SASSI has also been found useful in identifying subtle substance abusers among 
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rehabilitation clients in Texas; 87.0% of the cases already classified as substance 

abusers by the rehabilitation agency were identified by the SASSI (DiNitto & Schwab, 

1991). Within the same study, 32.7% of those clients who had not been previously 

identified as substance abusers by the agency were classified as such by the SASSI. 

The question remains, however, whether the SASSI was identifying individuals 

that were abusers or whether these persons were misclassified by the SASSI. In this 

light, Rogers, Cashel, Johansen, Sewell, and Gonzalez (1994) found a high number of 

false positives (68.4%) on the adolescent version of the SASSI (SASSI-A). While the 

SASSI takes into consideration the respondent's attempts at feigning, the SASSI-A has 

been shown to have moderate assessment accuracy (75.6%) with defensive adolescent 

users but excellent accuracy (90.8%) for adolescents who freely admit to drug use. 

Rogers et al. (1994) also found evidence indicating limited generalizability of 

elevations on SASSI-A scales for Hispanic American adolescents not admitting to 

substance abuse as compared to White adolescents. 

Test construction of the SASSI included concurrent validation with probation 

samples on criterion measures, like structured interviews and criminal histories. 

Available data for any type of predictive validity is sparse. Miller (1985) does, 

however, offer some information on typical profiles of a probation sample and 

samples of defensive abusers. Preliminary evidence with these samples suggests that 

elevated OAT and SAT scale scores may predict proneness to an addictive pattern 

development. Although Cooper and Robinson (1987) attempted to analyze the utility 

of the SASSI with college populations, no studies have examined to see if certain 
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scale scores or scale score combinations on the SASSI can predict future substance 

abuse patterns, success in rehabilitative treatment, and/or recidivism. 

Svanum and McGrew (1995) examined the predictive abilities of the MAST, 

SASSI, Diagnostic Interview Schedule (substance use disorder modules), and five 

direct screening questions concerning the consequences of alcohol and drug use. The 

criterion measure was DSM-III-R-defined substance dependence. The authors 

postulated that direct questions about behaviors related to substance abuse versus 

subtle questions would be more efficient for identification of those participants who 

met criteria for a substance use disorder. They explained that subtle instruments, 

such as the SASSI, lack sufficient content validity and, therefore, are not sound when 

attempts are made to motivate people to seek help. Results showed that the five 

direct screening questions were best for predicting substance use disorders, as 

compared to the MAST and the SASSI. Svanum and McGrew (1995) deduced that, 

overall, direct screening questions based upon broad, frequently present characteristics 

of alcoholism may provide the most effective screening. This is especially true in 

heterogeneous samples (i.e., both mild and severe manifestations of the disorder). 

In a recent compilation of data regarding the SASSI's accuracy, Miller (1995) 

continued to support the instrument's effectiveness. A pool of five hundred seventy-

four participants sampled from various drug treatment modalities were administered 

the SASSI. Three hundred thirty of the participants were diagnosed as having a 

substance-related disorder; 291 (88.0%) of them were test positives on the SASSI and 

12.0% false negatives. Two hundred forty-four did not have a substance-related 
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diagnosis; 216 (88.5%) of them were true negatives on the SASSI and 11.5% were 

false positives. Overall, 88.0% of the participants were correctly classified by the 

SASSI. 

Data also included 116 participants from a general psychiatric hospital that 

treats all mental health disorders, including substance related. Fifty-eight of the 

clients were diagnosed as having a substance-related disorder; the SASSI correctly 

classified 54 of them (7.0% false negatives). Fifty-eight did not carry a substance-

related diagnosis; the SASSI correctly classified 47 of them (19.0% false positive). 

Also included in this study were 49 African American clients from a county 

probation department and an unpublished doctoral dissertation providing data on 238 

participants. In the African American sample, 31 were given substance-related 

diagnoses; the SASSI identified 22 of those participants (29.0% false negatives). 

Eighteen did not have a substance-related diagnosis; 17 of those participants were test 

negative on the SASSI (5.0% false positive). From the doctoral dissertation sample, 

88 participants who were diagnosed as having a substance-related disorder, the SASSI 

correctly identified 66 (25.0% false negatives). The 150 participants who did not 

have substance-related disorders included 50 controls, 50 psychiatric patients, and 50 

participants identified as codependent. The SASSI produced 6.0% false positives. 

In addition, data from two hundred seventy-one participants were included in 

an independent assessment of the SASSI conducted for the Michigan Department of 

Corrections. Each participant was given the SASSI and a diagnostic interview. 

Clinical interviewers classified each client as substance dependent, substance abuser, 
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or no problem. The clinical interviews and the SASSI agreed on diagnostic 

classifications on 69.0% of the cases perfectly. On 87.0% of the cases, there was 

general agreement in diagnostic classifications. This difference was attributed to the 

fine gradations between abuse and dependency. The SASSI was 7.7% false positive 

and 5.0% false negative for these cases. No information was provided for non-

admitters. 

Miller's (1995) review included many treatment modalities and varied 

populations. Although some samples were small, the SASSI had generally high 

agreement with diagnostic classifications. False positives were minimal, but the 

populations sampled were already in treatment for chemical dependency. 

The SASSI literature reviewed on the assessment of substance abuse uncovers 

several clinical issues in need of further empirical study. Measures of substance 

abuse have a tendency to classify respondents as abusers when they are not. These 

false positives may be erroneously mandated to treatment that could be better utilized 

by someone truly affected. Legal decisions based on false positives may have serious 

negative consequences. However, some data on the SASSI indicates its utility for 

identification of true positives. It is also suggested that any other client data available 

be taken into account when attempting to predict a continued substance abuse pattern. 

Treatment Outcome Factors 

Early detection of high risk candidates may improve treatment outcome, 

especially in the case for repeat offenders or recidivists. Treatment outcome may also 

be facilitated by the implementation of flexible, individualized treatment plans that are 
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matched on both the clinician's and the substance abuser's beliefs about treatment 

models (Brower, Blow, Beresford, 1989). This match theoretically engenders a 

healthy alliance conducive to treatment efficacy especially when the model follows a 

multifocused, integrative approach to chemical dependency. Integrative models 

include Alcoholics Anonymous (moral and disease models) and the dual diagnosis 

approach (self-medication and disease models). 

Length of stay in treatment has also been cited as a deciding factor for the 

rehabilitation of drug abusers involved in criminality (French, Zarkin, Hubbard, & 

Rachal, 1993). In this study, a sample from a population of 11,000 drug abusers 

from various treatment modalities was analyzed for characteristics and behaviors prior 

to treatment, at admission, and at several follow-up intervals. Treatment modalities 

included outpatient methadone (n = 835), residential (n = 731), and outpatient drug-

free (n = 854). Dependent measures included the Drug Use Severity Index and the 

Criminal Behavior Index. They found that residential clients showed the greatest 

improvement as evidenced by decreased drug use and criminal activity from additional 

time in treatment. The authors cautioned that many other variables influence 

treatment outcomes, such as demographic backgrounds, treatment history, prior drug 

use, prior criminal activity, and previous employment. 

Some intrinsic population characteristics are associated with differences in 

treatment completion rates and treatment outcome. According to Wickizer et al. 

(1994), treatment completers tend to have a higher socioeconomic status, are better 

educated, older, male, married with dependents at home, and are also disposed to 
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have health problems related to substance abuse (such as cirrhosis). Although 

ethnicity has not had a direct impact on treatment outcome, it has been shown that the 

majority ethnic group within the treatment setting tends to have higher completion 

rates. Wickizer et al. (1994) also found that 80.0% of White clients completed 

intensive inpatient alcohol treatment; this rate was higher than for African Americans 

(71.0%), Hispanic Americans (73.0%), and Native Americans (60.0%). Hispanic 

American clients in outpatient drug programs had higher completion rates than clients 

of other ethnic groups. In nearly all cases studied here, clients whose addictions 

started earlier were also more likely to complete treatment. 

Hoffmann and Miller (1992) conducted an evaluation study with samples of 

substance abusers consisting of inpatients (n = 8,087) and outpatients (n = 1,663). 

The main focus was to explore characteristics associated with effectiveness of 

treatment for alcohol and drug disorders in large populations from multiple sites. All 

participants had a diagnosable addictive disorder and were relatively similar except for 

age and work status. Outpatients were more likely to be younger and employed while 

inpatients were more likely to be from a minority group and have slightly lower 

educational attainment. Treatment efficacy was based on abstinence status of 

participants contacted six months post-treatment. Altogether, 67.0% of inpatients and 

75.0% of outpatients met the six month criterion of abstinence. The following 

characteristics were correlated with long-term treatment success: aftercare focused on 

stress management and support/self-help group (AA) attendance. A possible confound 

to this study may be that the inpatients were almost three times more likely to be 
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dependent on illicit drugs, such as cocaine and marijuana, than the outpatients. 

Another problem may have been the reliability of the self-report data. Addressing 

this issue, supplementary analyses utilizing 625 cases revealed that when participants 

reported abstinence, the family member contacted agreed in 88.0% of the cases. 

More recently, it has been found that utilization of a collateral report (especially when 

it is the spouse of a substance abuser) facilitates concurrent validation of self-report 

data (Hoffmann & Ninonuevo, 1994). 

Research is also needed to broaden the generalizability of the SASSI and its 

ability to accurately classify participants. For example, the majority of studies cited 

have utilized older, all-male inpatients that would limit generalizability to other 

groups, such as younger offender populations in outpatient treatment. In addition, 

ethnicity must be considered in the interpretation of SASSI scale elevations. 

Utilization of the SASSI, alone or in conjunction with other demographic variables, 

may facilitate prediction of treatment outcome for non-mentally-disordered outpatients 

mandated to treatment because of their substance abuse-related offenses. 

Operational Definitions 

1. Treatment compliance is defined as participants having completed 

admission, treatment planning, therapy, and discharge. 

2. Non-compliance is defined as participants who left before completion of 

treatment. 

3. Success in treatment is defined as record of negative urinalyses and no 

arrests both during treatment and at the time of 60 day follow up. 
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4. Failure in treatment is defined as record of positive urinalysis and/or any 

arrests during treatment or at the time of 60 day follow up. 

Research Questions 

A. Treatment compliance and the SASSI 

1. Are there any significant differences on SASSI scale scores between 

participants that do or do not comply in treatment? 

2. Can demographic variables accurately classify participants who do 

or do not comply? 

3. Can SASSI scale scores accurately classify those participants who 

do or do not comply? 

4. Can a combination of SASSI scale scores and demographic 

variables more accurately classify those participants who comply than 

SASSI scale scores alone? 

B. Treatment outcome and the SASSI 

1. Are there any significant differences on SASSI scale scores between 

those participants who do or do not succeed in treatment? 

2. Can demographic variables accurately classify those participants 

who do or do not succeed? 

3. Can SASSI scale scores accurately classify those participants who 

do or do not succeed? 
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4. Can a combination of SASSI scale scores and demographic 

variables more accurately classify those who do or do not succeed than 

SASSI scale scores alone? 

C. Ethnicity and treatment compliance/outcome 

1. Are there any significant differences on sociodemographic variables 

between participants that do or do not comply/succeed in treatment? 

2. Are there any significant differences among ethnic groups of Whites, 

African Americans, and Hispanic Americans on SASSI scale scores 

regarding outcome categories of compliance/non-compliance and 

success/failure? 

3. Are there any significant differences among single versus multiple 

offender groups on treatment compliance/outcome? 



CHAPTER II 

METHOD 

Participants 

The archival data sample consisted of 201 male and female probationers that 

had been referred through the courts for mandatory participation in an outpatient 

treatment program for non-mentally-disordered substance abusers. The participants 

were clients who had participated in treatment between 1991 through 1994. During 

this time period, administration of the SASSI was a standard procedure. Participants 

were administered the SASSI as part of their initial screening process and received a 

structured core treatment plan tailored to the clients' needs. 

Core treatment was mainly educational in nature with a family systems 

perspective. Individual sessions included process-oriented counseling, homework 

assignments designed to foster insight into the consequences of substance abuse, and 

cognitive-behavioral interventions to aid impulse control. Other treatment goals 

include abstinence, developing a sense of responsibility for personal behavior, and 

improved functioning in the four major life areas: family, work, social, and spiritual. 

Clients were seen individually for an average of once every two weeks and involved 

in weekly process groups. In addition, clients were also required to attend AA/NA 

support groups 2-3 times per week. 

30 
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Setting 

The facility where data were collected is a private, non-profit alcohol and drug 

treatment center that provides services to chemically dependent individuals, who are 

18 years of age or older. Referrals are received mainly from the county adult 

probation department and, to a lesser extent, other community agencies (e.g., Child 

Protective Services). Services are designed to meet the needs of clients who have 

established independent living, but require individual and group support environments 

to maintain a chemical-free lifestyle. The following components are considered 

essential services: individual counseling and assessment, didactic presentations, 

treatment planning, urinalysis screening, and referrals to vocational, educational, and 

other community social service agencies. 

Design 

In an ex post facto between-subjects approach, SASSI scale score means and 

sociodemographic variables were utilized as the dependent variables. Treatment 

compliance and treatment outcome served as the independent measures. Between-

subjects design allowed for a comparison of outcome and ethnic groups as a function 

of sociodemographic variables and SASSI scale score means for OAT, SAT, DEN, 

DAN, FAM, ALC, and DRG. The ALD scale, because it is a preference rating 

versus a diagnostic scale (Miller, 1985), was excluded from analyses. 

Statistical Analyses 

Treatment compliance. The first research question addressing treatment 

compliance was explored by multivariate analysis of variance (MANOVA) to test for 



32 

significant differences among mean SASSI scale scores between participants who were 

compliant/non-compliant in treatment. Independent variables were group 

classifications of compliant or non-compliant. Dependent variables were mean SASSI 

scale scores. 

Research questions 2, 3, and 4 addressing treatment compliance utilized 

stepwise discriminant analyses to provide data on SASSI scale scores and 

sociodemographic variables for the classification accuracy of treatment compliance. 

Independent variables were group classifications compliant or non-compliant. 

Dependent variables were demographics, mean SASSI scale scores, and a combination 

of demographics and SASSI scale scores. 

Treatment outcome. The first research question regarding treatment outcome 

was examined by MANOVA to test for significant differences among mean SASSI 

scale scores between those participants who succeeded or failed in treatment. 

Independent variables were group classifications of success or failure. Dependent 

variables were mean SASSI scale scores. 

Addressing the second, third, and fourth research questions on treatment 

outcome, stepwise discriminant anlayses were also conducted on SASSI scale scores 

and sociodemographic variables for the classification accuracy of treatment outcome. 

Independent variables were group classifications of success or failure. Dependent 

variables were sociodemographic variables, mean SASSI scale scores, and a 

combination of sociodemographic variables and SASSI scale scores. 
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Ethnicity and treatment. The first and second research questions addressing 

ethnicity and treatment compliance/outcome were investigated by three MANOVAs 

and seven chi-square analyses. The first and second MANOVAs explored significant 

differences among continuous sociodemographic variables between treatment 

compliance and outcome groups. Independent variables were, again, group 

classifications of compliance/non-compliance and success/failure. Dependent 

variables were age, education, and arrest record. The third MANOVA explored 

significant differences among mean SASSI scale scores between ethnic categories. 

Independent variables were ethnic categories. Dependent variables were mean SASSI 

scale scores. Chi-square analyses examined significant differences among nominal 

sociodemographic variables between group classifications of compliance/non-

compliance and success/failure. These sociodemographic variables included gender, 

ethnicity, and marital status. 

Research Question 3 explored differences among single versus multiple 

offenders between treatment compliance and outcome categories. Chi-square analyses 

were utilized. 

Procedure 

Archival data were made available by the treatment center in agreement to 

assess the SASSI and its relationship to treatment outcome. Client files were 

examined for SASSI profiles, sociodemographic variables, and data on treatment 

compliance and treatment outcome. Participants were administered the SASSI upon 

being admitted to treatment. SASSI's were individually and independently scored by 
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clinicians prior to psychosocial interviews. According to agency staff, treatment 

planning was not directly influenced by SASSI scores because clients had already been 

identified as probable substance abusers by the referral source. This inference was 

based on the fact that most clients had (a) multiple drug-related arrests and (b) failed 

urinalyses. Client's sociodemographic data were collected subsequently during the 

interview process on a standard agency form. Sociodemographic variables included 

age, education, gender, ethnicity, marital status, prior treatments, and arrest record. 

Information on treatment compliance (compliance/non-compliance) and 

outcome (success/failure) was gathered and documented in files by clinicians during 

and after treatment. Clinicians' method of assessment was accomplished personally 

or via telephone/fax communication with the client, family member, and/or client's 

probation officer. For example, if a client left treatment prematurely, it was 

documented on a standard discharge summary as well as in the progress notes. On 

the other hand, if a client was successfully discharged and had not produced a positive 

urinalysis or been arrested, then this information was documented on a standard sixty 

day follow-up report and in the progress notes. All documentation was collected from 

the clients' confidential files. 



CHAPTER III 

RESULTS 

Gender distribution of the sample was 73.1% (n = 147) male and 26.9% (n = 

54) female (see Table 1). Ages ranged from 18 to 47 years with a mean of 30.49 

years (SD = 6.40). The participants' ethnic breakdown was 50.2% (n = 101) 

African American, 40.8% (n = 82) White, 8.5% (n = 17) Hispanic American, and 

.5% (n = 1) Native American. Fifty six (27.9%) of the probationers had less than 

twelve years of education, 87 (43.3%) had completed 12 years, and 58 (28.8%) had 

some post-secondary schooling. 

Participants' prior treatment history was divided into five categories. These 

categories included psychiatric inpatient, psychiatric outpatient, residential, outpatient 

counseling, and support groups. All participants had at least one previous substance 

abuse-related arrest (M = 1.79, SD = 1.61), (e.g., DWI, possession). Eleven and 

one half percent of the probationers had a history of at least one psychiatric 

hospitalization (M = 1-26, SD = 1.40). None had been seen on a psychiatric 

outpatient basis, fifty-five had been in residential treatment centers (M = 151, SD = 

2.04), 12 had been involved in outpatient services (M = 1.25, SD = 1.38), and 

eighty-six had previously attended support groups (M_= 100, SD = 1.00). 

A 2 X 7 multivariate analysis of variance (MANOVA) was performed to 

explore the first research question on treatment compliance. Group differences on 

35 
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Table 1 

Sociodemographic Characteristics of Probationer Sample 

Continuous Variables M SD Ranee 

Age (years) 30.49 6.40 18-47 

Years of Education 12.04 2.02 4-18 

Prior Arrests 1.79 1.61 1-10 

Nominal Variables N % 

Gender 

Male 147 73.1 

Female 54 26.9 

Ethnicity 

African American 101 50.2 

White 82 40.8 

Hispanic American 17 8.5 

Native American 1 .5 

Nominal Variables 

Prior Treatments 

Psychiatric inpatient 23 11.5 

Residential 55 27.4 

Outpatient counseling 12 6.0 

Support groups 86 42.8 

None 24 12.3 
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treatment compliance as measured by seven scales of the SASSI were examined. For 

treatment compliance, the MANOVA was F (7,193) = 3.41, p = .002, indicating 

that probationers who complied in treatment scored significantly different than those 

who were non-compliant. The higher scale mean scores on OAT, SAT, DEN, DAN, 

and FAM, although not significantly different, were exhibited by those probationers 

who complied in treatment. A non-significant trend was identified indicating higher 

scale mean scores on ALC and DRG exhibited by respondents who did not comply in 

treatment. Univariate F-tests were not significant (p < .05) for treatment compliance 

(see Table 2). 

The second, third, and fourth research questions addressed classification 

accuracy for treatment compliance. Exploratory stepwise discriminant function 

analyses were conducted with (a) sociodemographic variables (i.e., age, gender, 

marital status, education, prior number of treatments, and arrests), (b) SASSI scales 

(OAT, SAT, DEN, DAN, FAM, ALC, and DRG), and (c) a combination of 

sociodemographic variables and SASSI scales. Classification accuracy was examined 

for treatment compliance (compliance/non-compliance). For the second research 

question, stepwise discriminant analysis utilizing the sociodemographic predictors 

produced a Wilks' lambda = .90, X2(5, n = 201) = 20.40, p = .001. The 

canonical correlation was .31, indicating that sociodemographic variables accounted 

for a total of 9.6% of the variance in the treatment compliance condition (see Table 

3). The overall classification rate for these predictors was moderate with 63.7% of 

the probationers accurately classified. The analysis yielded accurate classifications in 

53.9% of the compliant group and 71.4% of the non-compliant group. Of the 201 

cases, 32 (26.8%) compliant probationers and 41 (46.1%) non- compliant 

probationers were misclassified (see Table 4). 
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Table 2 

Differences between Compliant and Non-compliant Probationers on SASSI Scales 

Cut 

Compliant 

(n = 89) 

Non-compliant 

(n = 112) 

Scale Score M SD M SD F 

OAT J> 12 8.83 3.17 8.27 3.21 1.54 

SAT >_ 6 5.34 1.43 5.19 1.73 .43 

DEN A 11 7.00 2.62 6.64 2.83 .84 

DAN > 6 9.91 2.81 9.35 3.09 1.78 

FAM >_ 9 7.82 1.86 7.30 2.03 3.59 

ALC _> 10 7.53 3.22 8.36 2.93 3.52 

DRG _>_ 10 8.46 3.67 8.96 3.71 .89 

Note. OAT = Obvious Attributes; SAT = Subtle Attributes; DEN = Denial; DAN 

= Defensive Abuser vs. Defensive Non-Abuser; FAM = Family vs. Controls; ALC 

= Alcohol; DRG = Other Drugs. None of the univariate values were significant at 

the .05 level. Cut Score = minimum score for significant elevation (OAT, SAT, and 

DEN; T = 70), (DAN; T = 55), (FAM; T = 65), ALC and DRG; T = 75). 
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Table 3 

Stepwise Discriminant Model for Sociodemographic Variables in the Classification of 

Treatment Compliance3 

Predictors Standardized Canonical Coefficient 

Gender .61 

Arrests .65 

Support groups .60 

Psychiatric inpatient -.35 

Age .27 

Wilks' Lambda = .90, p = .001; Canonical Correlation = .31 
a The seven predictor variables included in the analysis were the following: age, 

gender, race, marital status, education, prior treatments, and arrests. The items 

included in Table 3 are those that remained in the function and are presented in the 

order that they entered. 

Table 4 

Stepwise Discriminant Model for Sociodemographic Variables in the Classification of 

Treatment Compliance 

Predicted Group Membership 
Compliant Non-compliant 

Actual n % n % 

Compliant (n = 89) 48 53.9 41 46.1 

Non-compliant (n = 112) 32 28.6 80 71.4 

Overall classification 63.7% 
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Table 5 

Stepwise Discriminant Model for SASSI Scales in the Classification of Treatment 

Compliance3 

Predictors Standardized Canonical Coefficient 

FAM .91 

DAN 1.31 

DEN .70 

ALC -.40 

Wilks' Lambda = .89, g = .0002; Canonical Correlation = .33 
a The seven predictor variables included in the analysis were the following: OAT, 

SAT, DAN, DEN, FAM, ALC, and DRG. The items included in Table 5 are those 

that remained in the function and are presented in the order that they entered. 

Table 6 

Stepwise Discriminant Model for SASSI Scales in the Classification of Treatment 

Compliance 

Predicted Group Membership 
Compliant Non-compliant 

Actual n %_ n %_ 

Compliant (n = 89) 59 66.3 30 33.7 

Non-compliant (n = 112) 42 37.5 70 62.5 

Overall classification 64.2% 
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Table 7 

Stepwise Discriminant Model for Sociodemographic Variables and SASSI Scales in 

the Classification of Treatment Compliance" 

Predictors Standardized Canonical Coefficient 

Gender .45 

Arrest .48 

Support groups .45 

FAM .69 

DAN .86 

DEN .51 

ALC -.37 

Psychiatric inpatient -.24 

Wilks' Lambda = .81, g < .0001; Canonical Correlation = .44 
a The fourteen predictor variables included in the analysis were the following: age, 

gender, race, marital status, education, prior treatments, arrests, OAT, SAT, DAN, 

DEN, FAM, ALC, and DRG. The items included in Table 7 are those that remained 

in the function and are presented in the order that they entered. 

Table 8 

Stepwise Discriminant Model for Sociodemographic Variables and SASSI Scales in 

the Classification of Treatment Compliance 

Predicted Group Membership 
Compliant Non-compliant 

Actual n % n % 

Compliant (n = 89) 57 64.0 32 36.0 

Non-compliant (n = 112) 35 31.3 77 68.8 

Overall classification 66.7% 



42 

Addressing the third research question, stepwise discriminant analysis using 

the SASSI scales as predictors yielded a Wilks' lambda = .89, X2 (4, n = 201) = 

22.01, £ = .0002. The canonical correlation was .33, showing that SASSI scales 

accounted for 11.0% of the variance in treatment compliance status (see Table 5). 

The overall classification rate was 64.2% with 66.3% of the compliant probationers 

and 62.5% of the non-compliant probationers being accurately classified. The overall 

misclassification rate was 35.6%. Of the 201 cases evaluated, 30 compliant 

probationers and 42 non-compliant probationers were misclassified (see Table 6). 

In addressing the fourth research question, it was found that the combination 

of sociodemographic variables and SASSI scales increased the classification accuracy 

slightly in comparison with both predictors alone. The overall rate of classification 

was 66.7% as compared to 63.7% for sociodemographic variables and 64.2% for 

SASSI scales alone. Analysis produced a Wilks' lambda = .81, X2 (8, n = 201) = 

40.66, p < .0001. The canonical correlation was .43, indicating that the combined 

variables accounted for 18.5% of the variance in treatment compliance status (see 

Table 7). The classification rates for compliant and non-compliant groups were 

64.0% and 68.8% respectively. The overall misclassification rate for this analysis 

was lower than both sociodemographic measures (37.4%) and SASSI scales (35.6%). 

Thirty-two of the compliant probationers (36.0%) and thirty-five of the non-compliant 

probationers (31.3%) were misclassified (see Table 8). 

Addressing the first treatment outcome research question, a 2 X 7 MANOVA 

was performed to examine group differences on treatment outcome as measured by 
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seven scales of the SASSI. The MANOVA for treatment outcome was significant: F 

(7,193) = 2.12, g = .04. The trend for the scale score means was similar to that of 

the treatment compliance condition where higher scores were associated with success 

in treatment. Also analogous to the treatment compliance condition was the finding of 

higher ALC and DRG scores among those respondents who failed in treatment. 

Univariate F-tests were not significant at p < .05 (see Table 9). 

For treatment outcome on Research Question 2, stepwise discriminant analysis, 

utilizing the sociodemographic predictors resulted in a Wilks' lambda = .91, X2 (4, n 

= 201) = 19.35, p < .001. The canonical correlation was .30, indicating that the 

sociodemographic variables accounted for a total of 9.0% of the variance in the 

treatment outcome condition (see Table 10). The overall classification rate for these 

predictors was moderate and higher than in the treatment compliance condition with 

66.2% of the probationers accurately classified. The analysis yielded accurate 

classifications in 59.6% of the successful group and 68.8% of the unsuccessful group. 

Of the 201 cases, 23 (40.4%) successful probationers and 45 (31.3%) unsuccessful 

probationers were misclassified (see Table 11). 

Treatment outcome on Research Question 3 was addressed by stepwise 

discriminant analysis using the SASSI scales as predictors yielded a Wilks' lambda = 

.93, X2 (4, n = 201) = 13.59, p = .01. The canonical correlation was .26, showing 

that SASSI scales accounted for 6.8% of the variance in treatment outcome (see Table 

12). The overall classification rate was 59.7% which is 5.0% lower than its 

treatment compliance counterpart; 64.9% of the successful probationers and 57.6% of 



44 

Table 9 

Differences between Successful and Unsuccessful Probationers on SASSI Scales 

Successful Unsuccessful 

(n = 57) (n = 144) 

Cut 

Scale Score M SD M SD F 

OAT J> 12 9.00 2.99 8.33 3.27 1.82 

SAT J> 6 5.53 1.31 5.15 1.69 2.32 

DEN >L 11 6.84 2.57 6.79 2.81 .02 

DAN J> 6 10.21 2.56 9.35 3.10 3.43 

FAM >_ 9 7.67 1.82 7.47 2.03 .40 

ALC >. 10 7.49 3.57 8.19 2.93 2.03 

DRG A 10 8.19 3.82 8.95 3.63 1.73 

Note. OAT = Obvious Attributes; SAT = Subtle Attributes; DEN = Denial; DAN 

= Defensive Abuser vs. Defensive Non-Abuser; FAM = Family vs. Controls; ALC 

= Alcohol; DRG = Other Drugs. None of the univariate values were significant at 

the .05 level. Cut Score = minimum score for significant elevation (OAT, SAT, and 

DEN; T = 70), (DAN; T = 55), (FAM; T = 65), ALC and DRG; T = 75). 
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Table 10 

Stepwise Discriminant Model for Sociodemographic Variables in the Classification of 

Treatment Compliance3 

Predictors Standardized Canonical Coefficient 

Arrests .63 

Race -.62 

Support groups .44 

Education -.32 

Wilks' Lambda = .91, g = .001; Canonical Correlation = .31 
a The seven predictor variables included in the analysis were the following: age, 

gender, race, marital status, education, prior treatments, and arrests. The items 

included in Table 10 are those that remained in the function and are presented in the 

order that they entered. 

Table 11 

Stepwise Discriminant Model for Sociodemographic Variables in the Classification of 

Treatment Outcome 

Predicted Group Membership 

Successful Unsuccessful 

Actual n %_ n 

Successful 34 59.6 23 40.4 

(S = 57) 

Unsuccessful 45 31.3 99 68.8 

(n = 144) 

Overall classification 66.2% 
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Table 12 

Stepwise Discriminant Model for SASSI Scales in the Classification of Treatment 

Outcome" 

Predictors Standardized Canonical Coefficient 

DAN 1.32 

FAM .89 

DEN .61 

SAT .45 

Wilks' Lambda = .93, E = 01; Canonical Correlation = .26 
a The seven predictor variables included in the analysis were the following: OAT, 

SAT, DAN, DEN, FAM, ALC, and DRG. The items included in Table 12 are those 

that remained in the function and are presented in the order that they entered. 

Table 13 

Stepwise Discriminant Model for SASSI Scales in the Classification of Treatment 

Outcome 

Predicted Group Membership 

Successful Unsuccessful 

Actual n % n % 

Successful 37 64.9 20 35.1 

(n = 57) 

Unsuccessful 61 42.4 83 57.6 

(n = 144) 

Overall classification 59.7% 
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the unsuccessful probationers were accurately classified. The overall misclassification 

rate was 38.8%. Of the 201 cases evaluated, 20 successful probationers and 61 

unsuccessful probationers were misclassified (see Table 13). 

The fourth research question on treatment outcome, using a combination of 

sociodemographic variables and SASSI scales increased the classification accuracy 

some in comparison to both predictors alone in the treatment outcome condition. The 

overall classification rate was 67.7% as compared to 66.2% for sociodemographic 

variables and 59.7% for SASSI scales alone. Analysis produced a Wilks' lambda = 

.85, X2 (9, n = 201) = 31.44, p = .0003. The canonical correlation was .39, 

indicating that the combined variables accounted for 15.2% of the variance in 

treatment outcome status (see Table 14). The classification rates for successful and 

unsuccessful groups were 64.9% and 68.8% respectively, relatively equal to 

classification rates for the treatment compliance condition. The overall 

misclassification rate for this analysis was 32.6%. Twenty of the successful 

probationers (35.1%) and forty-five of the unsuccessful probationers (31.3%) were 

misclassified (see Table 15). 

The first research question addressing ethnicity and treatment 

compliance/outcome utilized two 2 X 3 MANOVAs to study group differences on 

treatment compliance and outcome as measured by three sociodemographic variables. 

Selection of these three continuous sociodemographic variables was based on trends 

identified in the literature review. The sociodemographic variables were as follows: 
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Table 14 

Stepwise Discriminant Model for Sociodemographic Variables and SASSI Scales in 

the Classification of Treatment Outcome3 

Predictors Standardized Canonical Coefficient 

Arrest .47 

Race -.29 

Support groups .37 

FAM .65 

DAN .67 

Education -.29 

DEN .39 

ALC -.23 

SAT .23 

Wilks' Lambda = .85, E < 0002; Canonical Correlation = .39 

a The fourteen predictor variables included in the analysis were the following: age, 

gender, race, marital status, education, prior treatments, arrests, OAT, SAT, DAN, 

DEN, FAM, ALC, and DRG. The items included in Table 14 are those that 

remained in the function and are presented in the order that they entered. 
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Table 15 

Stepwise Discriminant Model for Sociodemographic Variables and SASSI Scales in 

the Classification of Treatment Outcome 

Predicted Group Membership 

Successful Unsuccessful 

Actual n % n % 

Successful 37 64.9 20 35.1 

(n = 57) 

Unsuccessful 45 31.3 99 68.8 

(n = 144) 

Overall classification 67.7% 

age, education, and arrests. The results for the treatment compliance condition 

MANOVA were significant (F (3,197) = 2.65, p < .05). These results indicated 

that there was an overall difference between compliant and non-compliant respondents 

based on the selected sociodemographic variables. Univariate F-tests were significant 

for arrests, F (1,199) = 5.86, p = .02. Those respondents who were non-compliant 

in this sample tended to have fewer arrests (M = 1.55, SD = 1.47) than those who 

were non-compliant (M = 2.09, SD = 1.72) (see Table 16). 
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Table 16 

Differences between Compliant and Non-compliant Probationers on Sociodemographic 

Variables 

Compliant Non-compliant 

(S = 89) (n = 112) 

Variable M SD M SD F 

AGE 31.11 6.10 29.99 6.61 1.53 

EDUC 11.92 1.94 12.13 2.08 .50 

ARREST 2.09 1.72 1.55 1.47 5.86* 

Note. EDUC = years of education, ARREST = number of prior arrests. 

*E = .02 

The second MANOVA, addressing the first research question on ethnicity and 

treatment outcome, resulted in the following: F (3,197) = 3.07, p = .03, indicating 

that there was an overall difference between those probationers who succeeded or 

failed based on sociodemographic variables. Univariate F-tests were significant for 

arrests, F (1,199) = 8.39, p < .01. Those probationers, unsuccessful in treatment, 

had almost half as many arrests (M = 1.60, SD = 1.42) as those who succeeded (M 

= 2.30, SD = 1.92) (see Table 17). 
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Table 17 

Differences between Successful and Unsuccessful Probationers on Sociodemographic 

Variables 

Successful Unsuccessful 

(n = 57) (S = 144) 

Variables M SD M SD F 

AGE 31.00 6.22 30.29 6.48 .51 

EDUC 11.90 2.02 12.09 2.02 .38 

ARREST 2.30 1.92 1.58 1.42 8.39* 

Note. EDUC = years of education, ARREST = number of prior arrests. 

*p < .01 

Research Question 1 on ethnicity and treatment compliance/outcome also 

required eight supplementary chi-square analyses in order to investigate differences 

among dichotomous sociodemographic variables between group classifications of 

compliance/non-compliance and success/failure. The first 2 X 2 chi-square analysis 

involved gender versus treatment compliance. Treatment compliance was 

significantly affected by gender (X2 = 6.72, p < .01). Significantly more males 

(61.2%) were non-compliant than females (40.7%). Interestingly, the second 2 X 2 
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chi-square analysis revealed that treatment outcome was not affected by gender (X2 = 

.90, e = .34) (see Table 18). 

The third and fourth 2 X 2 chi-square analyses addressed treatment compliance 

and ethnic background. As reported in Table 19, treatment compliance was not 

affected by race but treatment outcome was (X2 = 2.64, £ = .10 and X2 = 7.32, p 

< .01, respectively). Significantly more African Americans failed in treatment as 

compared to Whites and Hispanic Americans combined. A fifth and sixth 2 X 3 chi-

square analyses comprised of the original race categories (White, African American, 

and Hispanic American) was also conducted. Treatment compliance was not 

significantly affected by race (X2 = 2.50, p < .05). Treatment outcome, however, 

was affected by race in that more African Americans (n = 101) failed as compared to 

Whites (n = 82) and Hispanic Americans (n = 17) X2 = 9.51, p < .01 (see Table 

20). 

When the sample was evenly divided into married and non-married 

participants, the seventh and eighth chi-square analyses indicated that neither 

treatment compliance or outcome was significantly affected by marital status (X2 = 

.01, g =.94 and X2 = .18, p = .67, respectively). Married and non-married 

participants were almost identical in their treatment compliance/outcome (see Table 

21). 

An important consideration is how effective the SASSi scales are identifying 

substance abusers. As supplemtary analyses, SASSI scales were crosstabulated with 

cut scores for significant elevations. Table 22 reveals that females (n = 54) met cut 
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Table 18 

Differences between Genders on Treatment Compliance and Outcome 

Treatment Compliance Treatment Outcome 

Compliant Non-compliant Successful Unsuccessful 

(n = 89) (n = 112) (n = 57) (n = 144) 

N % N % N % N %_ 

Gender 

Male (n = 47) 57 38.8 90 61.2 39 26.5 108 73.5 

Female (n = 54) 32 59.3 22 40.7 18 33.3 36 66.7 

X2 for Gender and Treatment Compliance (1, N = 201) = 6.72, p < .01 

X2 for Gender and Treatment Outcome (1, N = 201) = .90, p = .34 

Table 19 

Differences between Races on Treatment Compliance and Outcome 

Treatment Compliance Treatment Outcome 

Compliant Non-compliant Successful Unsuccessful 

(n = 89) (n = 112) (fi = 57) (n = 144) 

N % N % N % N % 

Race 

African American 39 38.6 62 61.4 20 19.8 80 80.2 
(S = 101) 

Other 50 50.0 50 50.0 37 37.0 63 63.0 
(n = 100) 

X2 for Race and Treatment Compliance (1, N = 201) = 2.64, p = .10 
X2 for Race and Treatment Outcome (1, N = 201) = 7.32, p < .01 
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Table 20 

Differences between Races on Treatment Compliance and Outcome 

Treatment Compliance Treatment Outcome 
Compliant Non-compliant Successful Unsuccessful 
(n = 88) (n = 112) 

Race 

White 

(n = 82) 

African American 

(n = 101) 

Hispanic American 

(n = 17) 

N 

40 

39 

9 

% 

49.2 

39.3 

53.2 

N % 

(n = 56) 

N % 

(n = 144) 

42 51.4 33 40.1 

62 61.3 20 20.0 

8 47.0 4 24.2 

N 

49 

81 

13 

% 

60.3 

80.1 

77.0 

X2 for Race and Treatment Compliance (2, N = 200) = 2.50, p = .29 

X2 for Race and Treatment Outcome (2, N = 200) = 9.51, p < .01 

Table 21 

Differences between Marital Status on Treatment Compliance and Outcome 

Treatment Compliance Treatment Outcome 
Compliant Non-compliant Successful Unsuccessful 
(n = 89) (n = 112) (n = 57) (n = 144) 

N % N % 
Marital Status 

Married (n = 100) 44 44.0 56 56.0 

Non-married (n = 101) 45 44.6 56 55.4 

N 

27 

30 

% 

27.0 

29.7 

N 

73 

71 

% 

73.0 

70.3 

X2 for Marital Status and Treatment Compliance (1, N = 201) = .01, p = .94 

X2 for Marital Status and Treatment Outcome (1, N = 201) = .18, p = .67 
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Table 22 

Percentage of Probationers with Clinical Elevations on SASSI Scales bv Gender 

Males Females 

(n = 147) (n = 54) 

SASSI 

Scales Cut Score N % N % 

OAT >_ 12 20 13.6 17 31.5 

SAT >_ 6 55 37.4 28 51.9 

DEN _> 11 8 17.0 7 13.0 

DAN _> 6 115 78.2 20 37.0 

FAM >_ 9 40 27.2 33 61.1 

ALC _> 10 48 32.7 23 42.6 

DRG > 10 57 38.8 30 55.6 

Note. OAT = Obvious Attributes; SAT = Subtle Attributes; DEN = Denial; DAN 

= Defensive Abuser vs. Defensive Non-Abuser; FAM = Family vs. Controls; ALC 

= Alcohol; DRG = Other Drugs. Cut Score = minimum score for significant 

elevation (OAT, SAT, and DEN; T = 70), (DAN; T = 55), (FAM; T = 65), ALC 

and DRG; T = 75). 
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scores proportionately higher than males on scales OAT (31.5%), SAT (51.9%), 

FAM (61.1%), ALC (42.6%), and DRG (55.6%). Males (n = 147), however, met 

cut scores proportionately higher than females on scales DEN (17.0%) and DAN 

(78.2%). 

In order to address the second research question on ethnicity and treatment 

compliance/outcome a 2 X 7 MANOVA was also executed to illustrate group 

differences on race as measured by seven scales of the SASSI. Due to sample size 

discrepancies, two race categories were utilized: African American and Other, that 

was comprised of Whites, Hispanic Americans, and one Native American. The result 

of this MANOVA was significant, F (7,193) = 3.04, p = .005, indicating that the 

two race categories scored differently on SASSI scales. Subsequent univariate 

ANOYAs were significant on OAT F (1,199) = 7.54, p = .007 and DAN F (1,199) 

= 7.09, p = .008 (see Table 23). African Americans scored significantly lower on 

the OAT and DAN scales than the other ethnic category. 

Research Question 3 on ethnicity and treatment addressed significant 

differences among single and multiple offenders between group classifications of 

treatment compliance and outcome. Two chi-square analyses were employed. The 

first chi-square analysis revealed that single versus multiple arrests did not 

significantly affect treatment compliance (X2 = 1.42, p = .23). Similarly, treatment 

outcome was not significantly affected by single versus multiple arrest status (X2 = 

.60, p = .44) (see Table 24). 



Table 23 

Differences between African American and Other Probationers on SASSI Scales 

57 

Other3 African American 

(n = 100) (n = 101) 

Scale M SD M SD F 

OAT 9.13 3.14 7.91 3.16 7.54** 

SAT 5.14 1.65 5.37 1.55 1.01 

DEN 6.43 2.83 7.17 2.61 3.70 

DAN 10.15 2.91 9.05 2.94 7.09* 

FAM 7.52 2.17 7.54 1.75 .00 

ALC 7.80 3.30 8.18 2.96 .73 

DRG 9.03 3.76 .45 3.61 1.26 

a Other = Whites, Hispanic Americans, and a Native American 

Note. OAT = Obvious Attributes; SAT = Subtle Attributes; DEN = Denial; DAN 

= Defensive Abuser vs. Defensive Non-Abuser; FAM = Family vs. Controls; ALC 

= Alcohol; DRG = Other Drugs. 

*E = .008; **£ = .007 
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Table 24 

Differences between Single versus Multiple Arrests on Treatment Compliance and 

Outcome 

Treatment Compliance Treatment Outcome 

Compliant Non-compliant Successful Unsuccessful 

(S = 89) (n = 112) (n = 57) (n = 144) 

N % N % N % N % 

Arrests 

Single 50 42.0 69 58.0 30 25.2 89 74.8 

(n = 119) 

Multiple 39 47.6 43 52.4 27 32.9 55 67.1 

(n = 82) 

X2 for Arrest Status and Treatment Compliance (1, N = 201) = .60, £ = .44 

X2 for Arrest Status and Treatment Outcome (1, N = 201) = 1.42, e = -23 



CHAPTER IV 

DISCUSSION 

Results appear to be counterintuitive to the SASSI's ability to distinguish 

between those probationers who will follow through with outpatient, substance abuse 

treatment. In general, SASSI scales were relatively higher for those respondents who 

complied/succeeded in treatment than those who were non-compliant/failed. In other 

words, the probationers which were classified as chemical abusers by the SASSI were 

those complying/succeeding in treatment. However, elevations on the face-valid ALC 

and DRG scales were associated with those probationers who were non-compliant/ 

failed in treatment. Potentially then, respondents who were willing to attest to their 

problems with alcohol and/or drugs during an initial screening were not willing to 

commit to an outpatient treatment endeavor. 

Hypothetically, those participants who deny their abuse of chemicals will not 

have elevated ALC and DRG scales. In this light, it appears that respondents who 

were willing to admit to their substance abuse on the face-valid scales may not exhibit 

treatment responsiveness, possibly because of the severity of their problems. 

Furthermore, in this particular sample, respondents probably would be motivated to 

minimize their use due to legal sanctions. Therefore, it may be that those respondents 

who scored highly on the face-valid scales of the SASSI were unconcerned about the 

59 
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impressions they were making and unmotivated to succeed. Specifically, inferring 

from the results of this study, admitters were less likely to succeed in outpatient 

substance abuse treatment. 

Rogers et al. (1994) showed that the adolescent version of the SASSI was able 

to accurately identify respondents who freely admitted to drug use. In the present 

study, those respondents who readily admitted to drug use (elevated ALC and DRG) 

did not comply/succeed in treatment. Perhaps these respondents were attempting to 

present themselves as being honest. Although this finding is not directly related to 

the SASSI's accuracy, it calls into question the SASSI's utility with non-admitting 

populations. 

Svanum and McGrew (1995) advised that direct, behavioral questions about 

substance abuse were more effective than subtle questions for the identification of 

participants meeting criteria for a substance disorder. The face valid questions of the 

SASSI are behavioral and direct (e.g., Gotten into trouble on the job, in school, or at 

home because of your drinking?, Gotten into trouble with the law because of drugs?). 

According to the present study, however, positive responses to direct and behavioral 

questions about substance abuse belong to participants who were less likely to succeed 

in outpatient treatment. It is possible that these participants are substance abusers 

with low motivation to seek help. 

Early detection of high-risk candidates by the SASSI is questionable. The 

SASSI accurately classified 62.5% of the non-compliant participants and 57.6% of the 

unsuccessful participants. It is unclear whether an individual high-scoring respondent 
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would be compliant/non-compliant, successful/unsuccessful in an outpatient modality. 

Results from this study indicate that, although there is a trend for high-scoring 

respondents to comply/succeed in treatment, significant trends were not found. In 

fact, it may be inferred that those respondents producing rather low profiles may be 

those at risk to relapse and/or recidivate. Because prior studies with the SASSI have 

not focused on its ability to predict treatment outcome, comparisons can not be made 

at this time. 

Classification accuracy of the SASSI was low to moderate for treatment 

compliance and outcome. Likewise, classification accuracy of the sociodemographic 

variables was also low to moderate. In fact, the combination of SASSI scale scores 

and sociodemographic variables increased classification accuracy minimally. It is 

unknown whether inclusion of other collaborative data may have enhanced this result. 

For example, structured interviews and direct, relatively non-intrusive assessment 

techniques such as the CAGE and spousal collateral report may improve accuracy. 

Lairson et al. (1992) found that the CAGE identified 68.0% true positives and also 

recommended its use in conjunction with the ASI. Hoffman and Ninonuevo (1994) 

found 88.0% agreement between clients' self-reports and collateral reports of family 

members. Neither of these were available for the present study. 

In this particular outpatient modality it was well known that the majority of 

clients were indeed substance abusers as evidenced by their being on probation for 

substance-related crimes and positive urinalyses. However, the SASSI did not 

classify all probationers as chemical abusers. With regard to gender, females were 
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more likely to be classified as chemical abusers by the SASSI's clinical cut scores. 

Specifically, females, when classified as chemical abusers, were elevated on OAT, 

SAT, FAM, ALC, and DRG scales. Males, on the other hand, when classified as 

chemical abusers, were elevated on DEN and DAN. It appears that the female 

participants classified as chemical abusers were more likely to acknowledge their 

substance abuse while males responded in a more defensive manner. Since more 

males were non-compliant in general, this response style pattern may sugggest that 

defensive probationers tend to be less committed to an outpatient substance abuse 

treatment endeavor. 

With regard to race categories and SASSI scale score means, a significant 

overall difference was found. Whites and Hispanic Americans, collectively, scored 

higher on the OAT and DAN scales as compared to African Americans. Of interest 

is the fact that elevations on OAT and SAT have been associated with proneness to an 

addictive pattern (Miller, 1985). If this tenet is accurate, then the respondents in this 

sample who are more prone to an addictive pattern are succeeding in treatment. One 

possible explanation is proneness to an addictive pattern is indicative of advanced 

chemical abuse and subsequent increases in attempts to seek help. 

In this sample, Whites and Hispanic Americans responded in a manner which 

corresponds to how honest abusers used in the standardization sample responded. 

Also, Whites and Hispanic Americans showed relatively lower defensiveness (higher 

levels of defensiveness are associated with elevations on the DEN scale in conjunction 

with a lower DAN score; see Miller, 1985). A closer examination of intra-scale 
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differences revealed that African American respondents in this sample had relatively 

higher DEN scores and significantly lower DAN scores. Other results within this 

study also revealed that the African American sample had the most treatment failures. 

Sociodemographic Risk Factors 

Significant overall differences among probationers' sociodemographic 

backgrounds were found as they relate to treatment compliance and outcome. More 

specifically, male probationers who had incurred an average of approximately one and 

one half arrests were non-compliant in treatment. In fact, these non-compliant 

probationers had less arrests than compliant probationers. Similarly, probationers 

with approximately one and one half arrests were failing in treatment. Again, these 

failing probationers had less arrests than successful probationers. It may be plausible 

that these probationers had not reached a decision to seek help because of lack of 

legal consequences. African Americans, as a group, tended to fail in treatment. 

These findings contradict previous studies which have found that being male and 

belonging to the predominant group in the treatment setting contribute to treatment 

success (Wickizer et al., 1994). 

Wickizer et al. (1994) found that Whites completed inpatient alcohol treatment 

more often than African Americans, Hispanic Americans, and Native Americans. 

However, Wickizer et al. (1994) also found that Hispanic Americans had higher 

completion rates than clients of other ethnic groups in outpatient drug treatment. 

Similar to the present study, Greenfield and Weisner (1995) did find evidence 
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supporting a trend of being a non-White substance abuser contributed to the likelihood 

of recidivism. 

Marital status had no effect on whether or not probationers complied/succeeded 

in treatment. Also, probationers with multiple arrests were just as likely to 

comply/succeed in treatment as those probationers who had only one prior arrest. In 

retrospect, it would have been beneficial to collect more descriptive data associated 

with treatment outcome such as onset of chemical abuse, types of drugs used, 

previous employment, socioeconomic status, and treatment duration. 

It is pertinent at this point in the discussion to recognize that these race 

categories are by no means discrete. Individual differences and within-group 

heterogeneity can not be ignored (Puente, 1990). In fact, Cheung (1993) cautioned 

that because physical characteristics do not imply ethnic cultural patterns, the racial 

approach to ethnicity in alcohol/drug studies is doomed to fail if racial differences in 

substance use are treated as meaningful cultural variations. 

Within-group heterogeneity of the sample used for this study was not examined 

closely. In the case of Hispanic Americans, for example, file documentation excludes 

information on nationality (e.g., Cuban, Puerto Rican, Salvadoran). Acculturation 
% 

level information, whether the participant was first, second, or third generation, was 

also not available. Also, for the entire sample, there was no distinction to 

geographical differences among participants (e.g., rural versus urban). Although 

differences were found on how different ethnic groups responded on the SASSI, 
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conservative generalization of the SASSI to African and Hispanic American 

probationers is suggested. 

In reference to differences in treatment outcome between different ethnic groups, 

it may be that there is more consensus among certain groups in their views or 

perceptions of alcohol/drug treatment. These beliefs may influence efforts in 

treatment to a certain extent. Longshore, Hsieh, Anglin, and Annon (1992) 

discovered, for example, that African and Hispanic Americans living in Los Angeles 

were "ambivalent, at best, about the use of methadone as a maintenance drug" 

because that treatment modality is widely viewed as a form of oppression, not 

therapy. Moreover, the confrontational techniques utilized in many therapeutic 

communities may be unsuited to many Hispanic Americans. In their particular study, 

it was surmised that Hispanic Americans perceive that there is no need for treatment, 

while African Americans tend to have an unfavorable view of the treatment process in 

general. 

Limitations of Study 

Generalizability of this study to African and Hispanic Americans is constrained. 

In addition, generalizability between males and females is also limited. Furthermore, 

the sample is focused due to the fact that all participants had legal histories. 

However, the level of crime was not coded for individual probationers (e.g., 

misdemeanor vs. felony). For that matter, it may have been helpful to identify the 

specific nature of the crime (e.g., possession, trafficking, and DWI), although the 
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number of prior arrests did not have a significant effect on treatment compliance or 

outcome. 

Areas of Further Research 

Further avenues of research for assessment of treatment compliance and success 

may benefit from proportionate contrasting samples and additional qualitative data 

such as type of drug used, time of onset, and employment status. On the other hand, 

it is apparent that treatment modality settings, such as the one where the data were 

collected for this thesis, are limited in so much as time and financial resources which 

would facilitate this degree of assessment. The addition of several follow-ups 

conducted over a longer period of time may also have proved helpful in solidifying 

classification accuracy for treatment outcome. This and other types of longitudinal 

approaches were emphasized by several authors (French et al., 1993, Wickizer et al., 

1994, Moos & Moos, 1995, and Greenfield & Weisner, 1995). However, the 

challenge lies in overall stability of this population, which has been observed to have 

limitations for follow-up contacts over longer periods of time due to frequent 

geographic moves or disconnected phone lines. 

In summary, the SASSI, although cost and time efficient, has shown little utility 

in differentiating probationers who comply/do not comply or succeed/fail in outpatient 

substance abuse treatment. Identification of high-risk candidates is uncertain with 

adult probationers. Data from the present study do not support its use for treatment 

compliance or outcome classification. Indeed, sociodemographic data alone were 

nearly as effective as the SASSI plus sociodemographic data. Some substance abuse 
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treatment centers may be required by funding sources to use the SASSI as part of 

their documentation. Care must be taken not to over interpret this measure, either 

with respect to assessment or treatment outcome. Although not tested, the SASSI, 

when integrated with collaborative data such as detailed structured interviews (e.g., 

ASI), direct screening measures (e.g., CAGE), and spousal collateral reports, may 

prove to be more effective in distinguishing treatment outcomes for non-mentally-

disordered probationers mandated to therapy. 
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