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Abstract

OBJECT RELATIONS. SELF-HELP. AND RECOVERY FROM COCAINE ADDICTION:

AN EMPIRICAL STUDY 

by

Christopher Leggett 

Advisor: Professor Anderson J. Franklin

A within-subjects, repeated measures design was implemented to examine the covariation 

of levels of object relations (OR) and reality testing (RT) with drug/alcohol relapse and 

affiliation with twelve-step self-help groups.

Sixty-five male DSM lll-R cocaine addicts admitted to Intensive outpatient drug treatment 

were administered the Bell Object Relations-Reality Testing Inventory, the Addiction Severity 

Index, and a questionnaire about 12-stop group affiliation. After 90 days of treatment, the 

instruments were re-administered to the 35 subjects who remained In treatment.

The results Indicated a wide range of ego functioning associated with compulsive abuse 

patterns, and some impairments seem to have been produced by the addiction. OR and RT 

variables significantly distinguished clinically meaningful sub-groups: high versus low 

relapse, high versus low 12-step affiliation during the current outpatient treatment, high 

versus low lifetime 12-step affiliation, 12-step attendees who used a sponsor during the 

current outpatient treatment versus attendees who did not, and subjects with a history of 

residential rehabilitation treatment versus subjects with no such history.

Certain sub-groups showed relatively greater vulnerability to regress In the face of 

equivalent levels of pre-treatment drug use. Those with a history of residential rehabilitation 

treatment and those with high levels of lifetime 12-step attendance represent two overlapping
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sub-groups which have greater ego-regressive vulnerability and longer, more chronically 

relapsing addictions These chronic relapsers responded well to the ego-supportive context of 

treatment, but have greater post-treatment difficulty maintaining abstinence. A lower 

socioeconomic milieu may contribute to regressive vulnerability by way of less ego-support, 

as may greater post-treatment RT Impairment.

Self-selectors for high levels of 12-step attendance had more Impaired RT than low 

attenders both at baseline and follow-up. 12-step membership may be particularly helpful in 

compensating for RT weaknesses, and may represent an attraction for those with greater RT 

impairment Lower occupational categories of high attendance groups implies less 

environmental support for abstinent lifestyles, and may contribute to greater vulnerability for 

ego regression also seen in high attendance groups. 12-step attendance may compensate for 

these difficulties Research with larger, more representative samples is needed
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Chapter 1

Introduction

In recent years, cocaine abuse has grown from a relatively minor problem in the United 

States to a major public health crisis, which has spread to "virtually all socioeconomic groups 

and to all geographic areas of the country" ( Washton et at. 1988). The explosion of cocaine abuse 

and addiction has resulted tn huge costs not only to the addicted individual whose health, family 

life, and occupational functioning is Impaired or destroyed, but to society as a whole which must 

come to terms with such recalcitrant social concomitants of addiction as lost labor productivity, 

premature and brain-damaged children born of addicted mothers ( "crack babies"), truancy, 

drug- related crime committed by Increasingly younger groups of dealers and consumers, the 

perpetuation of homelessness, and the evisceration of any semblance of a stable family life to 

many inner-city residents. The costs of cocaine addiction to Individuals, families, and to society 

as a whole is well documented (Wallace 1991, Washton etal. 1988, Massing 1992).

The past decade has also witnessed an avalanche of literature In the substance abuse field, 

much of which examines the social and psychological determlnents of addiction. In the 

psychological literature, attention has been focused on the psychopathology of the Individual who 

abuses or becomes addicted to substances - especially on the traits of the substance abuser which 

cause addiction and which prevent stable recovery. However, what Marlatt (1985) points out 

with respect to relapse - that in this literature, relapse has traditionally been treated as an end 

point of a failed attempt at recovery instead of being treated as an expectable event within the 

process of recovery -  also seems true of abstinence: that It Is treated as an endpoint. 

Comparatively little has been written In the psychological literature on the experience of the 

substance abuser over the course of recovery: the psychosocial changes which are undergone as 

this process unfolds ( Brown 1985). This is not surprising given the difficulties of conducting
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lonotitudlnel research: specifically the time, effort, and expense which It can entail ( Emrlck &

Hansen ’ 982).

Yet, at least in the field of alcoholism studies, the few lontltudlnal studies of alcoholics 

which hove been conducted, studies that began following their subjects before the onset of 

alcoholism (as port of other studies), revealed that most who later became alcoholic were 

premorbidly not easily distinguished from those who did not become alcoholic (Vaillent 1983, 

Kornmeier et al. 1973, also reviewed In Schucklt 1987). Indeed, this has led some authors, such 

as Brown (1985) to posit a developmental model of alcoholism recovery, the central point of 

which is that recovery, like alcoholism itself, Is a progressive, developmental process.

Recently, Tatarsky (1986) has argued, based on the empirical evidence of his cross-sectional 

study', that much of the psychopathology present in compulsive cocaine abusers Is a consequence 

of the compulsive syndrome, and probably did not exist premorbidly. Bean-Bayog (1986) 

makes 8 similar case.

Another relevant phenomenon 1s that there has been an ascendancy of self-help groups such 

8s Alcoholics Anonymous (AA) and others (eg Cocaine Anonymous (CA), Narcotics Anonymous 

( NA)] which are based upon the" 12-Step" principles of AA. Mental health professionals, who 

are increasingly faced with significant substance abuse as part of the clinical picture, have 

recognized of the efficacy of these self-help groups for many patients ( Maxwell 1984). As a 

result, many of these professionals have made 12-step groups an Increasingly Important 

adjunct to private therapy for substance abusing patients ( Khantzlan et al. 1990). 

Unfortunately, not all substance abusers seem to benefit from membership In these groups.

Many drop out soon after joining. Some attend meetings yet continue to consume drugs and/or 

alcohol. Still others attain abstinence only after several attempts in 12-step groups ( Kurt2 

1979, Maxwell 1984, Emrlck 1987). At present, clinicians have little by way of Judging 

which patients will respond favorably to treatment or to 12-step, self-help groups (which are 

frequently distinguished from “treatment") and which will not. Were such prognostic factors 

Identified, aftercare planning for patients in detox or residential rehabilitation would be
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facilitated Private practitioners would have better guidelines to decide for which patients they 

should make 12-Step groups or other drug treatments a co-requisite for private therapy. 

Interventions tailored for those at high risk for drug or alcohol relapse could be more 

effectively Implemented. Also, useful clinical data would be provided about those patients who 

come in for treatment with a history of drug treatment or 12-Step group refusal or failure.

The present study employed several psychological variables which come under the rubric of 

object relations (OR) and reality testing (RT), and attempted to gauge their usefulness In 

understanding certain aspects of treatment outcome, described below. The overarching goal has 

been to determine whether these variables are useful In assessing outcome prognosis at the time 

patients present themselves for drug treatment.

Through the use of these object relations (OR) and reality testing (RT) variables, the goals 

of the present study were I ) to evaluate levels of OR and RT Impairment 1n a sample of cocaine 

addicts at the time of entry to treatment, and then to examine changes In these variables after 90 

days of intensive outpatient drug treatment; 2) to test whether tendencies to relapse during the 

course of treatment are reflected In baseline levels of OR and RT; and 3) to assess whether 

tendencies to affiliate with 12-step groups ere reflected In measured levels of OR and RT.

The covariations of these main variables (OR and RT, drug relapse, and 12-step affiliation) 

with improvements In major areas of life functioning ( 1e quality of life) have also been 

addressed. These goals are now discussed In greater detail.

1) The current study focuses on the intra-psychic domain. It explores the relationship 

between the earliest phases of abstinence or attempted abstinence from cocaine, and measures of 

object relations (OR) and reality testing (RT). Broadly put, the term "object relations theory" 

may be said to designate "theories, or aspects of theories, concerned with exploring the 

relationship between real, external people and internal images and residues of relations with 

them, and the significance of these residues for psychic functioning" (Greenberg and Mitchell. 

1983, p. i 2). In discussing the usefulness of this psychoanalytic perspective. Kernberg( 1976) 

notes the significant contributions which object relations theory has made to:" a) our 

understanding of severe types of psychopathology, such as borderline conditions, psychoses,
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regressive types of character pathology with problems of identity, and chronic types of marital 

conflicts, b) a better knowledge of ego and superego formations and their mutual relationships; 

c) the clarification of various processes of Internalization; d) the psychoanalytic examination of 

small group processes; e) the discovery of a link between Individual psychopathology and 

pathological group behavior....Internalized object relations may be considered a crossroad where 

instinct and the social system meet and contribute crucially to the development of the 

personality of the individual" ( p 58-59). At the same time, "object relations stresses the 

uniqueness of the individual. It studies the development of a highly Individualized self, a person 

aware of himself and of other human beings, and the development of Interpersonal relationships 

in depth as a major precondition for the fulfillment of personal psychic needs" ( p 131).

There is general agreement among psychodynamlcally-thlnklng writers (Kernberg 1975, 

Khantzian, 1984,1987,Kohut 1977a, 1977b, Levin 1987,$pero 1987, Tatarsky 1986, 

Wallace 1989, Wurmser 1978, and others) that actively addicted people suffer from Impaired 

or pathological Internalized object relationships, which can theoretically account for much of 

♦he empirical data accumulated on substance abusers. The current study empirically tests this 

view by assessing OR and RT impairment In a sample of cocaine addicts as they begin outpatient 

drug treatment.

Yet, as noted above, some writers (Khantzian 1987, Bean-Bayog 1986, Levin 1987,

Tatar sky 1986) view these impairments as partially or wholly consequent to the corrosive 

effects of the addictive syndrome. They often stress the Interaction between psychopathology and 

addiction. As Khantzian (1987) points out, "It should not be surprising or unreasonable to 

expect that some of these [cocaine] effects could Interact with preexisting psychopathology to 

moke cocaine compelling, or that these same effects might cause or worsen psychopathology". 

Levin (1987) also addresses the psychopathology /addiction conundrum by stating that whether 

or not significant disturbances In ORs existed before the onset of addiction, they are virtually 

always present after a period of chronic abuse or dependence. Some addicts are developmentally 

arrested, or fixated, at archaic levels of object relations, while for others these manifestations 

occur only after the onset of addiction and may be viewed as a consequence of it (p4). In saying
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this, Levin implies that psychopathology need not be assumed prior to the establishment of

addiction.

This Issue of which comes first: pathology or addiction, Is related to the debate over whether 

there is an Addictive or Addiction-Prone Personality ( see section on Empirical Studies of Object 

Relations). It also bears on the distinction, noted above, made in the psychoanalytic literature 

between the pathological regression of object relations, and their fixation. The former refers to 

the attainment of a certain developmental level with a subsequent return to less developmentally 

mature forms or modes of functioning, while the latter refers more to a "developmental arrest" 

idea in which ORs have never passed beyond a certain stage of development.

Unfortunately, since no pre-addict ion OR or RT baselines are available for these subjects, 

the current study does not provide conclusive answers about pre-morbid levels of OR and RT 

impairment. However, by repeating the object relations and reality testing measures after 90 

days of treatment, the current study does provide data about the the extent to which these 

variables change In the earliest phase of recovery and thus about the degree of regression of OR 

and RT In cocaine dependent people consequent to the addictive syndrome.

A methodological question that arose had to do with the choice of 90 days as the follow-up 

time. The main reason for choosing 90 days was the empirical finding that this Is a critical 

period for newly-abstlnent addicted Individuals. Wallace (1989) replicated the results of 

Marlatt & Gordon (1985) who reported that "about two-thirds of all Initial lapses occur within 

the first 90 days following Initiation of the cessation attempt across various addictive 

behaviors" ( p 36). In Wallace s sample, 76* percent of subjects relapsed within 90 days 

post-detox. Stone et al. (1984) have also cited the initial phase of recovery as being the time 

when relapse Is most likely to occur.

Another question Involved whether measurable changes In OR and RT could be expected after 

only 90 days. Using populations other than substance abusers, researchers have found 

significant OR changes over relatively short time spans, as for example Tuber et al.'s (1989) 

finding of changes In children's scores after surgery using Rorschach measures (cited In: 

Strieker & Healey 1990, p227), and Ryan &Bells( 1984) finding of OR changes in a
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schizophrenic population after the resolution of an acute psychotic episode. (The question of 

whether ORs represent a "state" or a "trait" Is discussed below In the section Empirical Studies 

of Object Relations.)

2) A second goal of this stud/ was to test whether tendencies to relapse during the course of 

treatment are reflected in baseline levels of OR and RT. While McLellan (1986) states that the 

ability to form relationships seems to be a critical factor In treament retention and outcome, 

ORs are thought to underlie the ability to establish and maintain relationships, especially close 

ones, to mediate their quality, and to determine the emotional tenor of them. They are thus 

considered to be both barometer, and mediator of affective experience In general. Whether that 

emotional life tends to be dominated by chaotically changing, unmodulated emotional states with 

prominent fantasy themes of destruction/aggression at one extreme, or whether It tends to be 

relatively stable with a basically benign perception of human relatedness, ORs are thought to 

mediate these experiences. This Is important to the questions of drug treatment, abstinence and 

relapse because emotional states are found empirically to be one of the main "intrapersonal" 

causes of relapse In substance abusing populations (Marlatt & Gordon 1980,1985; Wallace

1989).

McLellan (1986) also found “psychiatric severity" to be the strongest single predictor of 

treatment outcome in his large longtltudlnal stwty of both alcoholics and drug abusers. Here, he 

used the psychiatric severity scale of the Addiction Severly Index as his measure. The current 

study is unique in that, although it also uses the Addiction Sever ly Index, its main dependent 

measures are derived from psychoanalytic object relations theory. ORs are thought to mediate a 

good deal of manifest symptomatology and are factortally unique from it (Billlngton and Bell

1990).

McLellan and his group have criticized previous efforts at measuring and predicting 

treatment outcome due to their "lack of a standardized, reliable, and valid evaluation Instrument 

suitable for use with both alcohol- and drug-dependent patients" (McLellan et al. 1985, p2). 

They also criticize diagnostic typologies which dichotomize alcoholism and drug addiction as
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"oversimplified ..not systematically related to treatment outcome ..and not [corresponding] well 

with actual patterns of abuse" ( McLellan et al. 1985, p 2). These shortcomings help provide an 

answer as to why "previous predictive studies, which have used brief data collection 

Instruments concentrating on demographic and substance abuse variables, have not demonstrated 

meaningful outcome prediction" ( McLellan 1986, p i l l ) .

Wallace (1989) notes the critical relation between treatment retention and abstinence: 

"Ultimately, remaining in outpatient treatment with clinicians who support tenuous 

psychological functioning and address patients' vulnerability to environmental stimuli Is central 

to prolonging abstinence. Patients need help managing tendencies toward addictive thinking, 

defensive functioning, and difficulty managing affect states" (p 97).

3) The third main goal of the current stud/ has been to assess whether tendencies to affiliate 

with 12-step groups are reflected in measured levels of Oft and RT. The rationale for expecting 

this to be so involves the nature of the relationships which are established by those with varying 

degrees of object relational disturbance [see discussion of Levin (1987) In the" 12-Step 

Literature" section, below]. A further piece of this question entailed the cocaine abuser's use of a 

sponsor in the 12-step program. Assuming that one's capacity to enter into a productive 

relationshp with a sponsor can Influence one's Investment In being a part of a 12-step group, 

then it seemed likely that a measure of that capacity might also top into the likelihood of 12-step 

affiliation, and perhaps even the likelihood of maintaining abstinence. Indeed, Sheeren (1968) 

compared relapsing and non-relapsing affiliates of AA, and found that the non-relapsing group 

was significantly higher in both "reaching out to other members of AA for help and In the use of a 

sponsor".

The current study used two measures of 12-step affiliation. One was the number of meetings 

attended during the course of the current outpatient treatment ( between baseline and follow-up 

interviews), and the other was the number of meetings subjects attended lifetime. Separate data 

analyses were conducted for each of these measures.

There have been several previous efforts to Identify factors of affiliation with, and success
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m, lZ-siep groups, with virtually all using AA as the targeted group of study. In general, the 

results of these studies have been Inconclusive and contradictory, so that specific affiliation 

characteristics were not identified (Emrlck 1987, McLellan 1986). One reason for this has 

been the generally week methodology employed in substance abuse treatment follow-up studies 

(Emrlck and Hansen 1982). Another Is the relative Inaccessibility of AA and other 12-Step 

groups "for regular stud/ by outsiders" (Spitz 1987, p 159). A third reason Is the focus on 

demographic, SES, and other descriptive variables ( Including patterns of abuse) which do not 

take Into account psychological variables, or Ignore the subjective experience of the substanoe 

abuser (McLellan 1986). Ogborne and Glaser (1981), and more exhaustively, Emrlck (1987) 

review these past efforts. Emrlck and Hansen (1982) review the general methodological 

problems inherent in substance abuse research. To reiterate, the current approach Is unique 

insofar as the conceptual framework and measurement scales are derived from psychoanalytic 

object relations theory, especially the work of Kernberg( 1966, 1975, 1976, 1980), Kohut 

(1966, i 971,1977), and Beliak etal (1973) as operationalized by Bell etal. (1985,1986).

Kleber & Gawin (1984b) note that psychoanalytic formulations regarding addiction have 

been criticized as irrelevant tc treatment strategy. It Is hoped that the current study will 

enhance the relevancy of these conceptions to treatment.

Finally, research has demonstrated that reductions in, or even abstinence from, alcohol and 

drug abuse is not the be-all and end-all of addiction recovery. Abstinence does not always 

correlate with improvements in, or satisfaction with, other Important areas of life (McLellan et 

al 1983. 1985; McLellan 1986; Emrlck & Hansen 1982, pi 48). Thus the current stutyalso 

examines improvements In several major areas of life functioning as they covary with the main 

variables of the study (OR and RT, relapse, and 12-step affiliation). These major areas of life 

functioning are measured by the Addiction Severity Index and include: medical condition, 

employment problems, alcohol severity, drug severity, legal problems, family/social relations, 

and psychological severity. [See Instruments section of Method chapter for a more complete 

discussion of the ASI ]
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Chapter 2

Review of Literature

Psychoanalytic Views on Addiction 

Freud

In a letter to Wilhelm Fltessdeted December 22,1897, Freud wrote: "The Insight has 

dawned on me that masturbation Is the one major habit, the ’pr Imary addiction', and It Is only as 

a substitute and a replacement for It that other addictions - to alcohol, morphine, tobacco, and 

the like - come into existence" (1897, 1985). Freud ( 1928b) reiterated this position In a 

paper which analyzed the character of Dostoevsky - whom Freud admired and who was a 

compulsive gambler He asserts that Dostoevsky's conflicts over gambling perfectly replicated 

masturbatory conflict: "The passion for play [gambling] is an equivalent of the old compulsion to 

masturbate; 'playing' is the actual word used In the nursery to describe the activity of the hands 

upon the genitals. The irresistable nature of the temptation, the solemn resolutions, which are 

nevertheless invariably broken, never to do it again, the numbing pleasure and the bad 

conscience which tells the subject that he Is ruining himself ( killing himself) - all these 

elements remain unaltered In the process of substitution." He also notes the strong self­

punishment aspect involed: "He could then scold and humiliate himself before her [ his wife], 

Invite her to dispise him and to feel sorry that she had married such an old sinner; and when he 

had thus unburdened his conscience, the whole business would begin again the next day".

Aside from these statements on the substitutive nature of addiction, Freud made only brief

and scattered reference to alcohol and drug use during the second and third major phases in the

development of his thought. Sometimes his observations emphasize the "toxic effects" of a 
«

substance on the psyche ( regressive and dlslnhlbltlng effects), and sometimes the relationship 

between the user and the substance. Throughout, he maintained the essential view that addiction 

is of sexual etiology (a substitute for sexual gratification), but further elaborated the view to
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fit into his evolving theory of psychosexual development, the topographic model, and later, the 

structural model. What follows are some of these references.

In 1898, Freud published "Sexuality in the Aetiology of the Neuroses" in which he presented 

a more elaborated version of the view first stated In his letter to Fliess: "Habit Is merely an 

empty phrase without explanatory significance; not everyone who has occasion to take morphine, 

cocaine, chloral-hydrate and the like for a space in time thereby acquires a craving for them. 

More searching examination generally shows that these narcotics are Intended as substitutes 

(directly or indirectly) for the missing sexual gratification, and wherever normal sexual life 

cannot be reestablished a patient who has been weaned from his habit may be expected quite 

certainly to slide back into it." Freud draws a parallel between addiction and chronic 

masturbation in neurasthenics. Both are Inferior substitutes for normal sexual gratification, 

and to wean a patient from either is "practicable only In an Institution under medical 

supervision", and "all abstinence treatments ..will succeed only superficially as long as 

physicians content themselves with removing the narcotic from the patient without troubling 

about thp source of this Imperative need for the drug" ( Freud 1898).

In 1905, when he began to focus on erogenous zones as central to sexual devlopment, Freud 

stated that strong oral need in childhood Is a predisposing factor for drinking and smoking later 

in life, long after sexual satisfaction from this zone has become Independent of self-preservation 

needs "it is not every child who sucks In this way. It may be assumed that those children do so In 

whom there is a constitutional intensification of the erotogenic significance of the labial region. 

If that significance persists, these same children when they are grown up will become epicures 

In kissing, will be Inclined to perverse kissing, or...w111 have a powerful motive for drinking 

and smoking" ( Freud 1905a).

That same year, Freud discussed the psychological effects of alcohol In terms of regressive 

pleasures, among them "the pleasure of nonsense". Alcohol Induces a cheerful mood change which 

"reduces the inhibiting forces, criticism among them, and makes accessable once again sources 

of pleasure which were under the weight of supression...Under the Influence of alcohol the grown 

man once more becomes a child, who finds pleasure in having the course of his thoughts freely at



his disposal without paying regard to the compulsion of logic" ( Freud 1905b). He briefly 

reiterates this position In Mourning and Melancholia by stating that the elation experienced In 

alcohol intoxication probably results from "a relaxation produced by toxins of the expendature 

of energy In repression" ( Freud 1917). Thus alcohol Indulges not only regressive oral 

strivings, but allows for a broad band of regressive wish fulfillment by loosening up defenses 

and easing self-criticism.

In 1912, Freud compares "the relation of the wine drinker to wine...(with) the relation of 

the lover with hfs sexual object": "If we listen to what our great lovers of alcohol say about their 

attitude to wine , it sounds like the most perfect harmony, a model of a happy marriage" (Freud 

1912). Due to the demands and renouncements entailed in a relationship with another person, 

wine can provide a less frustrating relationship than a person In this paper Freud describes 

wine, and presumably any mood altering drug, In a way that anticipates later theories of 

addiction: as a love object.

Later, Freud focuses on the use of Intoxicants as an attempt to avoid Inevitable human 

suffering end adapt to a cruel world: "Life as we find It is too hard for us; It brings us too many 

pains, disappointments and impossible tasks. In order to bear It we cannot dispense with 

palliative measures ..intoxicating substances...make us Insensitive to it...with the help of this 

'drowner of cares' one can at any time withdraw from the pressure of reality and find a refuge In 

a world of one's own with better conditions of sensibility" (Freud 1930, p22-25).

Freud's personal life was not untouched by the Issue of addiction. One element of the well 

known "cocaine Incident” (1884-1887) was his attempt to free his friend Flelschl of a 

morphine addiction by prescribing cocaine. This intervention backfired miserably, with 

Flelschl disregarding Freud's instructions about dosage and route, and resulted merely in the 

substitution of one addiction for another, culminating in a cocaine-induced toxic psychosis 

( Bernfeld 1953/1974). Because Freud disputed the addictive potential of cocaine, and because 

of his vigorous advocacy of It for a variety of somatic and psychosomatic disturbances ( Freud 

1884), he was later rebuked by medical colleagues, and was accused of "having added to 

morphine and alcohol the 'third scourge of the human race', cocaine" ( Erlenmeyer, quoted In
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Bernfeld 1953/1974).

Freud also witnessed the progressive addiction of his close friend, student and analysand 

Ruth Mack Brunswick - a talented clinician and theoretician who suffered from a host of organic 

and psychosomatic ailments for which she self-prescribed pain and sleeping medication. In spite 

of 16 years of analysis with Freud (1922-1938, “with some Interruptions"), her addiction 

grew worse. According to Roazen (1971), her analysis with Freud itself took on the flavor of an 

addiction: "Freud's treatment of Ruth helped Induce the very dependency which It should have 

been the task of analysis to dissolve...the more Freud treated her the closer they became and the 

less she was able to overcome her difficulties with dependence...Freud liked working with Ruth 

too much; his feelings for her became an Interference In her efforts to rise above her troubles. 

She enjoyed being dependent on him, which should have been treated as a problem and not 

indulged as a pleasure" ( p432). In current parlance, Freud would be called an “enabler". Freud 

ultimately refused to see Brunswick any longer as he neared death ( Roazen 1971).

Brunswick's penchant for barbiturates and narcotics stood In stark contrast to Freud, who 

refused sedation even In the terminal stages of cancer lest he cloud his mind: "I prefer to think 

in torment than not to be able to think clearly" (quote from Jones 1961 p529; see also 

Roazen 1971, Gay 1988). Nevertheless, his own use of cocaine prior to the Flelschl incident and 

his addiction to tobacco are well known. With respect to tobacco, his "consumption averaged 

twenty cigars a day" (Jones 1961, p359). He ascribed his own "habit or vice" to "an 

identification with his father as a ‘heavy smoker'" ( Roazen 1971).

Thus, Freud related substance use to substitute sexual gratification, object relations, 

defense and coping, and ego formation ( Identification). The particular "choice" of symptoms by a 

patient was determined by early experiences which created vulnerabilities for, or 

predispositions to, certain types of psychopathology and manifest symptomatology. Addiction was 

not simply an obsessive/compulsive symptom, although parallels existed In their developments, 

in obsessive-compulsive neurosis, repression falls and the impulse finds a substitute which is 

"reduced, displaced and inhibited , when the substitutive impulse Is carried out there Is no 

sensation of pleasure; its carrying out has, Instead, the quality of compulsion" ( Freud 1926d).
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Other Early Psychoanalytic View of Addiction

Levin (1987), Khantzian (1977, 1987), Khantzian & Treece (1977), Kertzner (1987), 

and Yorke (1970) review the early psychoanalytic literature on alcoholism and drug addiction. 

In examining the work of Freud (1905), Abraham (1908), Rado (1933), Fenlchel (1945), 

Glover ( 1956), end others, Khantzlan's (1977) conclusions are representative. He observes 

that although some of these early authors ( such as Rado and Fenlchel) recognized such 

underlying factors as "depression, tension, and anxiety" to explain addiction, most of the 

emphasis in these writings was on "the euphoric-pleasurable aspects of drug use. host of this 

literature on addiction fxuses on the regressive gratification of libldinal [and aggressive] 

Instincts achieved through the use of addictive substances". The exception to this was Glover 

(1956), who "stressed that addicts used their substance progressively (as opposed to 

regressively) to defend against primitive, sadistic impulses and to avoid psychosis".

Khantzian & Treece (1977) assert that “the limitations of an excessively drive-oriented 

model prevented these early authors from fully developing and utilizing many important clinical 

observations". The early psychoanalytic authors agree that self-esteem suffers in addiction, 

whether or not self-esteem issues were tangible before usage began. Also, there is general 

agreement that the addiction replaces human relationships.

Kernberg

As psychoanalytic theory has progressed, there hove been a shifts in how addiction has been 

conceptualized. Indeed, conceptions of addiction have usually reflected the dominant 

psychoanalytic paradigm operating at the time In which a given formulation was made. Recent 

formulations characterize addiction as Involving disturbances of Internalized object relations.

Otto Kernberg has a narrower, sharper focus In his OR theorizing than the broad definition 

put forth earlier. Object relations theory "can also refer to a more restricted approach within 

psychoanalytic metapsycholog/ stressing the buildup of dyadic or bipolar intrapsychic 

representations (self- and object-Images) as reflations of the original infant-mother
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relationship and its later development Intod/adlc, triangular, and multiple Internal and 

esterrel interpersonal relationships. This...stresses the simultaneous buildup of the "self" (a 

composite structure derived from the Integration of multiple self-images) and of object- 

representatlons (or "internal objects" derived from the Integration of multiple object Images 

Into more comprehensive reprsentations of others). The terminology for these "self" and 

"object" components varies from author to author, but what Is Important Is the essentially 

dyadic or bipolar nature of the Internalization within which each unit of self- and object-lmage 

1s established in a particular affective context. In this conceptualization, the self-object-affect 

"units" are primary determinants of the overall structure of the mind ( Id, ego, and superego)" 

(Kernberg 1976. p.57).

While both Kohut and Kernberg talk about "disorders of the self" as well as normal and 

pathological narcissism, each approaches the subject from a very different metapsychologlcal 

viewpoint However, the formulations of both theoreticians are built upon a developmental model 

in which it is posited that all people pass through predictable, invariant stages of object 

relations development. These stages run along a continuum from primitive, Immature, "lower- 

level" to mature, well-Integrated, "higher-level" object relations. Stages which are normal at 

early phases of development become abnormal if they persist beyond their age-appropriate 

time. The characteristics of Kernberg's stages, as well as the pathological Implications of 

arrested development at each stage, are now described. Kohut's views follow this section.

BuiIding on the work of Margaret Mahler ( 1960,1971,1972, et al. 1975) and Edith 

Jacobson (1954, 1964,1966,1971), Kernberg (1976) outlines five stages In the normal 

development of internalized object relations within the above framework. It may also be called 

Kernberg's version of the separation-Individuation process. This is a process whereby the child 

moves from a phenomenology of being "merged* with the primary care-glver to one In which the 

child realizes that both s/he and the care-glver are separate, autonomously acting individuals. 

This phenomenology both hinges on and reflects internalized object relations development.

The first stage Is called Normal “Autism" or the Primary Undifferentiated Stage, which 

occurs in the infant's first month of life. In this stage the infant can neither distinguish self-
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images from object images, nor has it accumulated enough experiences to consolidate and sort 

them on the basis of pleasurable, gratifying, "good" experiences versus unpleasurable, painful, 

or frustrating, "bad" experiences (both types of which are formed through the experiences with 

the care giver).

The second stage Is Normal "Symbiosis” or Stage of the Primary, Undifferentiated Self- 

Object Representations. It runs from the second month of life to approximately the 6th to 8th 

month. During this phase there is a consolidation of pleasurable, gratifying, "good" experiences 

(i.e the "good" self-object representation), as well as a consolidation of frustrating, painful 

experiences ( i.e. the “bad" self-object representation). A further development (which marks 

the end of this stage) Is that there Is a beginning differentiation between the self-image and the 

object- image within the "oood" self-oblect reoresentatlon.The self- images and object images 

within the "bad" self-object representation are as yet undifferentiated In this stage. Thus by the 

end of stage 2, the Infant's Internalized object relational world Is ordered Into "good" and "bad" 

experiences. Again, these two qualities are determined by the prevailing affective tone (whether 

rewarding or painful) engendered by the Interaction with the care giver. The stage culminates in 

the child's beginning recognition that the primary care giver (usually the mother) Is a source of 

pleasure and good feeling which is physically separate from himself ( I.e. He Is just beginning to 

learn "I" and "not-1").

Stage 3 Is the stage of Differentiation of Self- from Object-Representatlons, which starts 

between 6 & 8 months and ends between 18 & 36 months. The self-representations continue to 

become differentiated from object representations within the "good" self-object representation, 

and self- and object-representatlons within the "bad” self-object representation also become 

differentiated. This process results in the child’s ability to distinguish "I" from "not-1’  (I.e. the 

formation of ego boundaries) in both positive and negative affective contexts. However, the child 

s till has not Integrated the "good" and "bad" self representations, nor has he Integrated the "good" 

and "bad" object representations. Because of this, Kernberg refers to this as a stage of "part 

object -relations". Thus, the mother who gratifies and gives pleasure is experienced as a 

different mother from the one who frustrates. Also, the happy, contented "good" self Is not the
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same as the hungry, Irritable, "bad" self.

Stage 4 is the stage of Integration of Self-Representations and Object-Representations and 

the riPvpiopment of Higher Level Object Relations-Derived Structures. It lasts from the time the 

child is almost 3 yr. old until age 8 or 9. This stage Is characterized by "the eventual integration 

of "good" and "bad" self representations Into an Integrated self-concept, and the Integration of 

"good" and "bad" object representations Into "total" object representations, that Is, the 

achievement of object constancy" (Kernberg 1976, p.64). [N.B. The term "object constancy" Is 

short for "Hbldlnal object constancy", Margaret Mahler's (1975) term referring to the stable 

integration of object representations which have differing affective valences ( I.e. "good" and 

"bad") It shouldn't be confused with the Plagetlan term "object permanence".]

T he practical significance of attaining object constancy Is that frustration and negative affect 

are not so overwhelming and all-consuming. This is because these states are now tempered by 

their having been Joined to the "good" representations. The child realizes that the mother who 

frustrates is the same mother who provides love. "Frustrations are tolerable because there are 

stable endopsychic representations ( Internal objects) of loving, albeit humanly flawed, 

caretakers . There is also a firm sense of Identity" (Levtn 1987,p.227). Object constancy also 

sets the stage for the development of more complex emotions, such as guilt.

In addition, the tradlonal psychoanalytic Intrapsychic structures of Id, ego. and superego are 

consolidated in this stage. Healthy development In these spheres hinges upon healthy development 

through the stages of Internalized object relations. Cognitive maturatlonal forces make It 

possible for the integration of oppositely charged affective experiences, but deprivations and 

conflict may Interfere with the Integrative process, or cause It to break down. "The general 

implication Is that cognitive development, affective development, and the development of 

structures representing Internalized object relations are Intimately linked" (Kernberg 1976, 

p 69).

The fifth stage Is the Consolidation of Superego and Ego Integration, which starts when the 

levels of superego (conscience and ego Ideal) are integrated. "The formation of the superego is a
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complex process involving both differentiation from the ego and a series of Identifications with 

parents and other mentors. The superego may be thought of as the repository of both the 

conscience and ego-ideal. In many ways It Is an Internal parent which both loves and punishes, 

and It is vitally Involved In self-regulation and the maintenance of self-esteem" (Levin 1987, 

p 227).

In the fifth stage the superego becomes less punitive, less personified, and better integrated 

so that the relationship between ego and superego is less combative. "An integrated self, a stable 

world of integrated, internalized object-representatlons, and a realistic self-knowledge 

reinforce one another" (Kernberg 1976, p.73).

The above summary outlines development under favorable or at least "good-enough" 

conditions. Untoward frustration, deprivation, or trauma may cause pathological fixation and/or 

regression in levels of object relatons such that subsequent development can be warped. The 

point at which the damage occurs determines the level, or severity, of the psychopathology. 

Pathological fixation and/or regression to stage I or 2 results In psychotic states ( Kernberg 

1976, Levin 1987). Ego boundaries were not yet established at these points, creating later 

severe deficits in reality testing and other ego functions.

Fixation at, or regression to stage 3 results In borderline personality organization. This 

term refers to a level of psychopathology consisting of a stable constellation of traits and 

symptoms which are not as severe as psychosis, but more severe than neurotic symptomatology. 

Stable T  and "not-1" boundaries have been established, but neither "good" ( llbtdtnolly 

cathected) and “bad” (aggressively cathected) self-representations nor concomitant object 

representations have been Integrated. The "good" and "bad" representations are said to be split 

from each other. Splitting normally decreeses as development proceeds, but for those stuck at 

this level of OR development, splitting becomes a central feature of the defensive organization. 

Other primitive defenses (e.g. projection) come into play in order to support the now-defensive 

splitting. This may be contrasted with neurotic levels of psychopathology In which repression is 

the primary defense In support of which other defenses arise. Repression does not necessitate
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the extensive use of primitive defenses which grossly distort reality In order to maintain It, as 

does splitting. "Clinically, xderllne personalities have severe difficulties In Interpersonal 

relationships, chaotic emotional lives, poor Impulse control, and are prone to acting-out.. Many 

alcoholics regress to a borderline character structure, whereas some have never developed 

beyond this stage" (Levin 1987, p.226-7).

Fixation at stage 4 Is characterized by neurotic symptomatology "and the “higher level" of 

organization of character pathology, particularly hysterical, obsessive-compulsive, and 

depressive-masochistic characters...Pathogenic conflicts typically occur between the ego and a 

relatively well-Integrated but excessively strict and punitive superego" ( Kernberg 1976, 

p.67).

A further note should be made about an Important type of pathology which is relevant to our 

discussion: narcissistic pathology. Normal narcissism is seen as the llbidinal investment of the 

self. The self, In turn, Is defined as "the sum total of integrated self-representations from all 

developmental stages" ( Kernberg 1984, p. 189). In pathological narcissism, there arises a 

pathological Intrapsychic structure called the "grandiose self" which results from a fusion of 

real self, Ideal self, and ideal object representations. (The Ideal self and Ideal object 

representations make their psychic appearance as a result of the Integrations of stage 4 .) The 

person also regresses to the stage 3 level of object relations, characterized by splitting and 

borderline pathology. However, since the grandiose self Is a stable entity, It can permit 

smoother social functioning than In the borderline states to which It Is related. "The main 

characteristics of these narcissistic personalities are grandiosty, extreme self-centeredness, 

and a remarkable absense of Interest in and empathy for others in spite of the fact that they are 

so very eager to obtain admiration and approval from other people. These patients experience a 

remarkably intense envy of other people who seem to have things they do not have or who simply 

seem to enjoy their lives. These patients not only lack emotional depth and fall to understand 

complex emotions in other people, but their own feelings lack differentiation, with quick flare- 

ups and subsequent dispersal of emotion. They are especially deficient in sadness and mournful 

longing, their Incapacity for experiencing depressive reactions Is a basic feature of their
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personalities" (Kernberg 1975, p.228-9). The/often defend against their Intense envy 

through haughty devaluation of others.

In short, those with narcissistic personalities do not relate to people as separate, 

autonomous others, but rather as extensions ( projections) of themselves. However, It should be 

noted that there are degrees of narcissistic pathology. The "narcissistic personality" Is the most 

severe degree. Apropos of addiction, Levin (1987) states: "Since most, If not all, alcoholics at 

the point of entering treatment have either regressed to or are fixated at more primitive levels 

of object relations, we can anticipate some degree of narcissistic disturbance In early-sobrlety 

alcoholics" (p.228). [Levin states that though he addresses alcoholism, these formulations apply 

to those with drug addictions as well ] Kernberg (1976) Is of the opinion that the specific role 

In the psychic economy ployed by alcohol and drugs depends on the individual. However, since 

addictions are often seen in the context of borderline and narcissistic personality, he believes 

that these personalities constitute a vulnerability or psychological predisposition to alcoholism 

and drug addiction.

In summarizing the critical Importance of one's internalized object relations for getting 

along in the world, Kernberg writes. "In periods of crisis such as loss, abandonment, separation, 

failure, and loneliness, the individual can temporarily fall back on hts internal world; In this 

way, the intrapsychic and interpersonal worlds relate to and reinforce each other.. In more 

general terms, the Internal resources that an Individual has in the face of conflict and failure 

are intimately related to the maturity and depth of his internal world of object relations" 

(Kernberg 1976, p.73).

Kohut

Heinz Kohut has been enormously Influential In the area of narcissistic personality 

disorders. Prior to his writings, narcissistic personality disorders were considered virtually 

unbeatable by a psychoanalytic method. Psychoanalysts would find themselves resorting to 

exhortation and moral pressure In trying to "crack the narcissistic shell" of these extremely 

difficult patients ( Bach 1985). Kohut (1966,1971,1977) described In detail the subjective
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experience of narcissistic patients, distinguished healthy from pathological narcissism, and 

explicated the types of transference that these patients characteristically enter Into during 

treatment ( I.e. the "narcissistic" or “self-object" transferences). He also Identified the critical 

role of therapist empathy for these patients - Including the unique demands upon that empathy 

which narcissisticelly Impaired patients make.

The metapsychologlcal theory which Kohut uses to explain the clinical data of narcissistic 

patients Is quite different from that which Kernberg uses, and the debate within Psychoanalysis 

has been termed the “Kernberg-Kohut controversy" (Fine 1979). Unlike Kernberg, Kohut sees 

narcissism and object relations as developing along two independent developmental lines. The 

"grandiose self" is seen not as a pathological structure, but as a developmental given which is 

normal at earlier stages of development. Kohut deempheslzes the role of fantasy as elaborating 

the Impact of the child's relationships with caregivers (and hence on the formation of 

internalized object relations), and emphasizes actual empathic breeches ( 1e real lack of 

attunement to the emotional needs of the child) on the part of the caregiver which cause damage 

tn the self The "self" Is seen as a "bipolar" structure comprised of the "grandiose self” and the 

"idealized parental imago". Through a series a non-traumatic breaches of empathy on the part of 

the child's caregivers, the child undergoes a series of "transmuting Internalizations" which 

gradually change the endogenous structures of the self Into realistic and consistent views of self 

and others, and through which the child gradually becomes able to perform the psychological 

functions once performed by his caretakers. If the breach of empathy Is too great ( 1e 

traumatic), transmuting internalization does not occur. Instead, the child's grandiostfy and 

needs for mirroring become defended against [either through repression ( te horizontal 

splitting) or vertical splitting] and are thus no longer amenable to transmuting internalization: 

ie they are preserved in their primitive, Immature form and thereby enfeeble ego functioning. 

The capacities for modulating self esteem, engaging In self soothing and other affect regulating 

functions, w ill not have been Internalized. Self-esteem tends to fluctuate between grandiose 

over-estimation of oneself and a sense of worthlessness, Inferiority, and dlspair -  both of which 

are unrealistic.
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The characteristic ways In which narcissistically damaged people relate to others is 

revealed through the transference relationships they establish with the therapist, which Kohut 

described. Kohut specifies two general types of narcissistic transferences: the Idealizing 

Transferences and the Mirroring Transferences. These transferences arise due to the activation 

of one or the other archaic psychic structure which has not undergone maturation due to deficits 

In Internalization Since the patient Is unable to perform certain psychological functions for 

himself, he has to establish certain types of relationships with others and rely on them to 

perform these functions for him: to constantly feed his self-esteem, soothe him .and provide 

realistic feedback about himself ( though this Is not usually a conscious process). Others are 

perceived not as fully differentiated centers of Initiative with thoughts and feelings which ere 

independent of him. but as projections of parts of himself. There is the full expectation that the 

other should/can/must behave according to his projection. This type of relationship is called a 

selfobject relationship. If a selfobject falls to live up to the projection, It Is perceived as a 

narcissistic Injury and engenders a primitive response termed "narcissistic rage" ( Levin 

1987.p237)

In the idealizing transference, the patient elevates the other to a revered, idealized, all-good 

position. This enables the patient to participate tn the greatness of this idealized other, and thus 

shore-up his own sense of self: "You are perfect, but I am part of you" (Kohut 1971 ,p27). 

Idealizing transferences occur due to the reactivation of the archaic psychic structure called the 

"idealized parental Imago" (also called the "idealized selfobject").

In the mirroring transference, the patient's core fantasy Is that he has the approval and 

admiration of the other In all that he thinks, feels, says and does: "I am perfect" ( Kohut 1971). 

Mirroring transferences occur due to the reactivation of the grandiose self. Three sub-types of 

mirroring transference are described, each representing a different level of developmental 

maturity. It is assumed that the more primitive the transference that Is established, the earlier 

the narcissistic damage occured. In the "merger" sub-type, the most primitive, 9e1f-other 

boundaries are completely extinguished, and the analogy "between the experience of the 

narcissistically cathected object and the adult s experience of his own body and mind and their
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functions Is most appropriate" ( Kohut 1971, p 115). Merger transferences Involve significant 

lapses of reality testing and are found primarily In psychotic and some borderline states. In the 

"alter-ego", or "twlnshlp" sub-type, ‘ the patient assumes that the therapist 1s a twin who 

shares interests, values, knowledge, skills, and abilities. The patient treats the therapist 

accordingly" ( Levin 1987, p329). The twlnshlp transference Is developmentally less archaic 

than the merger transference. Finally, the "m irror transference proper" Is "the most mature 

for m of the therapeutic mobilization of the grandiose self (and) the analyst Is most clearly 

exper ienced as a separate person* ( Kohut 1971, p 115-16). "These patients are grandiose and 

exhibitionistlc in the manner of a small child. They expect, Indeed demand, that the therapist 

m irrcr them - that Is. confirm and endorse their every action. The expectation Is of total 

control of the therapist.The patient Is looking for the 'gleam In the mother's eye'"(Levin 

1987, p329).

Kohut on Addiction

Kohut (1977b) groups addiction with such psychological disturbances as: “the narcissistic 

personality disorders", "the perversions", and "the delinquencies". Despite their widely 

disparate symptom pictures, what these disorders have In common Is that "the afflicted 

individual suffers from a central weakness, from a weakness In the core of his personality. He 

suffers from the consequences of a defect In the self". These disorders are all unsuccessful 

attempts to "remedy the central defect in the personality" which the addict Is convinced the drug 

is able to do: “It becomes for him the substitute for a self-object which failed him traumatlcally 

at a time when he should s till have had the feeling of omnipotently controlling Its responses In 

accordance with his needs as If it were a part of himself. By Ingesting the drug he symbolically 

compels the idealized self-object to soothe him, to accept him. Or he symbolically compels the 

idealized self-object to submit to his merging into It and thus to his partaking 1n Its magical 

power In either case, the ingestion of the drug provides him with the self-esteem which he does 

not possess ..All these effects of the drug tend to increase his feeling of being alive, tend to 

increase his certainty that he exists In the world". Of course, this effort Is doomed to failure, for
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"Whatever the chemical nature of the substance that Is employed, however frequently repeated 

Its consumption. however cleverly rationalized or mythologized Its Ingestion with the support 

from others who are similarly afflicted-no psychic structure Is built, the defect In the self 

remains. It Is as If a person with a wide open gastric fistula were trying to s till his hunger 

through eating He may obtain pleasurable taste sensations by hts frantic Ingestion of food but, 

since the food does not enter that part of the digestive system where It is absorbed Into the 

organism, he continues to starve" ( 1977b, p v ll-lx ).

Other Recent Psychodynamic Formulations on the Cocaine Addict

Most contemporary psychodynamic writers rely on the basic object relations model of 

either Kernberg or Kohut, or like Levin (1987), some amalgam of the two. Many attempt "a 

more precise Identification of the affect disturbances In addicts" than stated by either Kernberg 

or Kohut (Khantzian 1987). At the same time, the view has shifted away from the llbldinal and 

aggressive drive gratification emphasized by early theorists to one In which cocaine serves a 

"primarily homeostatic or prosthetic", role within the psychic economy (Kertzner 1987).

Khantzian et el (1990), while acknowledging that certain psychiatric disorders (such as 

chronic depression) may predispose individuals to cocaine addiction, have shifted focus away 

from "global and severe psychiatric disturbance" as a crucial etiological factor for many or most 

cocaine addicts ( also see Psychiatric Co-Morbidity In Empirical Studies of Object Relations 

section). Instead, they emphasize "degrees and sectors of psychological vulnerability" as a better 

approach to etiology. They view the use of drugs as "an expression of vulnerability and 

dysfunction in self-regulation ..(and) an attempt to self-correct these vulnerabilities". These 

vulnerabilities in ego and self structures ore those which are Involved in the recognition and 

regulation of affects, and the maintenance of "self-esteem, self-care and Interpersonal 

relations". It is not that these capacities are absent or non-functional, but that thay are fragile 

and subject to lapses and regression. The psychological vulnerabilities, In turn, result In 

"unbearable psychological suffering and intensely painful affects. Addiction prone individuals 

discover that the psychoactive properties of drugs-of-abuse counter and/or relieve these
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painful states."

Khantzian et al. (1990) also assert that the preferred drug of abuse Is related to the 

particular constellation of deficits and feeling states with which the addict struggles. This is 

known as "self-selection" or the "self-medication hypothesis" ( p 33). For example, cocaine's 

stimulating and anti-depressant actions help to "overcome the fatigue and depletion states 

associated with depression...and to relieve feelings of boredom and emptiness" while at the same 

time providing "a powerful short-term antidote to the self-esteem problems associated with 

these states". With respect to interpersonal relations, cocaine "produces a sense of 

empowerment that can enhance a state of self-sufficiency and make contact and Involvement with 

others exhilarating and exciting Sexually, the user, in the short run, may also feel Increased 

arousal and potency, and a sense of being glamorous and appealing. It should not be surprising 

then that basic aspects of self-esteem and relationships with others are often Interwoven in 

important ways with the fabric of cocaine addiction." These effects reinforce the 

characterologlcal styles of many cocaine addicts whose ambttlousness, preoccupation with 

achievement and self-sufficiency mask fragile of self-esteem, defensiveness about dependency 

with a "related Inability to Indulge in more ordinary human ways their needs for comfort, 

satisfaction, and safety" ( Khant2ian 1987), and intense needs for recognition and acceptance.

Khantzian (1987) has observed that "many of the dangerous and life-threatening aspects of 

addictive involvement are more the result of impairments and failures In ego development that 

impedes the addict's self-protective and survival functions. Such capacities must be acquired in 

the early phases of development as a result of parental caring and protectiveness...Because 

addicts are Impaired In this respect, they consistently fall to show worry, caution, or fear with 

respect to dangerous situations In general, and the dangers of drug use In particular" ( p 229- 

232). For the cocaine addict, "priorities about achievement and performance could override 

self-care functions and self-preservation concerns that may be less than optimally 

developed , the defensiveness around the self-esteem and relationship difficulties seen in cocaine 

addicts causes compensatory posturing - counter dependent and counterfearful reactions -  which
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also Interfere with appropriate worry and concerns about self-protection and self-care" 

(Khantzian etal. 1990).

The work of Khantzian et al. ( 1990) Integrates the findings of a number of ear Her writers 

such as Wleder & Kaplan (1969), Krystal & Raskin (1970), Wurmser (1974, 1978), 

Milkman & Frosch (1973), and others who have emphsized the adaptive function of drug use in 

ameliorating the "affect deficits and ego dysfunctions at the heart of addictive disorders".

Spotts and Shontz (1984) similarly note that many cocaine addicts are 'perfectionistic, 

experiencing intimacy difficulties, and not 'team players' - preferring instead opportunities for 

independent action as a result of counterdependency fears , (and who benefit from) an illusory 

feeling of emotional self-sufficiency" (quote from Kertzner 1987). They likewise emphasize 

the adaptive function of drug use, and see ego and object relational deficits as vulnerabilities to 

the development of cocaine addiction.

Zinberg (1975, 1984) emphasizes the interaction among drug effect, ego functioning (set), 

and the physical and social environment (setting). Using the concepts of relative ego autonomy 

(REA) and overage expectable environment (AEE) as elaborated by Rapaport (1958,1959,

1960), Zinberg asserts the critical role of environment in maintaining personality structures 

and adaptive capacities ( REA) over the course of the whole lifespan. He views the marked ego 

deficits seen in addicts to be heavily tied to a lock of environmental support, which, combined 

with drug effects, disrupts the ego's relative autonomy with respect to both drive and primitive 

wish fulfillment, and also with respect to the environment: ‘ If human beings are to maintain 

their sense of identity, their values, ideologies, and orderly thought structures, they need to 

receive constant environmental support for their existing verbal and memory structures'*

(Zinberg 1984, p 181). Superego structures are even more dependent on consistent 

environmental "stimulus nutriment".

Wurmser (1977) identifies a 7-step “vicious circle In compulsive drug use" characterized 

by 1) a narcissistic crisis (the "sudden plummettlng of self-esteem" usually caused by a real or 

imagined disapolntment); 2) "affect regression" (an uncontrollable sense of rage, shame, or 

dispair, etc) and a breakdown of "affect defense” ; 3) deployment of the primitive defenses of
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splitting, fragmentation, and denial; 4) deployment of "externallzatlon" (displacement of 

"narcissistic power" onto the drug) which helps twister denial and a sense of "magical 

( narcissistic) power by external action -  Including taking magical 'things' such as drugs";

5) the mobilization of "archaic aggression", against the self, which Is required In ordBr to 

reassert narcissistic power; 6) splitting of the superego which makes the self-directed 

aggression possible; & 7) pleasure which resolves the narcissistic crisis and gratifies a sense of 

entitlement ( "I get something for nothing and I deserve It").

Kleber & Gawln (1986), as summarized by Kertzner (1987), also subscribe to the 

hypothesis of self-medication in the service of adaptation with respect to cocaine abuse. Painful 

effective states may result from psychiatric disturbance or from unmet psychological needs 

characteristic of cocaine abusers These needs include "narcissistic needs for recognition and 

adulation, anaclltic needs for closeness despite pre-existent difficulties In Interpersonal 

relationships, and needs to provide a sense of Identity, a distraction from boredom, and a remedy 

for an inner experience of emptiness" (Kertzner, p 141).

Wal’ece (1989) stresses the role of borderline and narcissistic defenses In cocaine addicts, 

and difficulties in affect management. In accord with Wurmser (1974, 1978), Wallace also 

states that pathological object relations can exacerbate denial and distortions of reality testing.

The Early-Recovery Cocaine Abuser

As part of the clinical presentation of her population of crack addicted inpatients, Wallace 

(1989) noted an "overreliance on splitting, self-Inflation, and grandiosity as defenses against 

Inner pain ..The predominance of [pathological] narcissism in patients attempting abstinence 

reveals a not-at-all surprising difficulty negoclatlng internal and external dangers. Massive 

anxiety and [painful] affective states represent Internal dangers that are poorly managed...(and 

thus contribute to) self-medication strategies. A resultant vulnerability to external dangers 

also results when facades of pseudo self-sufficiency and unrealistic goal setting prevail" ( p 99). 

In short, factors from the psychological/personality domain (especially impaired object 

relations which results in impaired affect management) serve to make these patients vulnerable
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to relapse cues In the environmental/interpersonal domain. For further discussion of Wallace's 

(1989) views on the role of pathological object relations in early rcovery, their Interaction 

with defense mechanisms, and their Importance In relapse, see A Model of Relapse, below (p45).
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12-Step Programs

"Alcoholics Anonymous Is a fellowship of men and women who share their experience, 

strength and hope with each other that they may solve their common problem and help others to 

recover from alcoholism.

"The only requirement for membership Is a desire to stop drinking. There are no dues or 

fees for AA membership; we are self-supporting through our own contributions. AA Is not allied 

with any sect, denomination, politics, organization or institution; does not wish to engage In any 

controversy; neither endorses nor opposes any causes. Our primary purpose Is to stay sober and 

help other alcoholics to achieve sobriety."

-Preamble to the AA meeting ( The AA Grapevine, 1947)

Description of AA & other 12-Step Programs

Alcoholics Anonymous was founded In Akron, Ohio In June 1935 by an unemployed 

stockbroker, 8111 Wilson, and a surgeon, Dr. Bob Smith. Both were alcoholics whose careers and 

lives had been virtually ruined by their drinking, yet who eventually realized that the very act 

of helping another alcoholic through the telling of their own alcoholic experiences helped them to 

remain sober AA has a rich and complex history, with several Important contributors to Its 

intellectual foundation. These contributors Include the Oxford Group (one of several religious/ 

temperence movements current during this historical period), the writings of Carl Jung and 

William James, and the views of Dr. William Sllkworth whose endorsement of the disease 

concept of alcoholism was Influential In the expansion of the AA movement (Kurtz 1979,

Maxwell 1984). Kurt2 (1979) traces Its early development and expansion In what Is probably 

the definitive history of AA.

Since Its Inception, AA has grown by huge proportions. By 1983, there were more than 

30,000 AA groups in the United States and Canada registered with the AA General Service Office 

in New York City (and not all groups register). There were also over 10,000 groups In Latin
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America. "This makes a world total of about 50,000 groups [In 110 countries other than the 

U.S. & Canada] with an estimated world total well over a million members" (Maxwell 1984).

While AA Is s till mostly male, women are maklno up an increasing proportion of the 

membership. In the U.S. & Canada, women constituted 222 of the membership In 1968. In 

1980, women constituted 31 *  of the membership ( "and 342 among members who had come 

Into AA during the proceeding three years"). The membership Is also getting younger, with a 

higher proportion 35 years old or less (262 In 1980), and while today's membership "still 

Includes many late-stage alcoholics...middle-stage and early-stage alcoholics are the majority 

In most groups" ( statistics and quotes from Maxwell, 1984).

AA's success has spawned a number of other self-help groups such as Narcotics Anonymous 

(NA) and Cocaine Anonymous (CA), which are modeled after It. There are also groups which 

evolved for compulsive behaviors not related to substance abuse, such as Gamblers Anonymous, 

Debtors Anonymous, and Overeaters Anonymous.

"It's members do not refer toAA as 'treatment', although outsiders often do. It Is a fellowship 

In which there Is little  obvious power structure and In which members relate to one another as 

peers. One Is not expected to complete a process, as one does with treatment; hence one Is free to 

remain part of the group Indefinitely without any need to finish a particular task x  to advance 

In the hierarchy No records are kept. There are no dues x  fees. There xe  no patients and no 

therapists" (Bissell & Haber man 1984, p91).

The 12-Step View on Addiction

12-Step Groups xe  strongly abstinence-xiented. In general, they endorse the position that 

all mood altering substances xe  dangerous fx  the alcoholic x  addict and must be avoided 

(Hazelden 1974).

They also subscribe to a disease model of addiction: "Today we xe  willing to accept the idea 

that, as fx  as we are concerned, alcoholism is an illness, a progressive illness which can never 

be 'cured1, but which, like some other illnesses. aQ be xrested. We agree that thxe Is nothing 

shameful about having an Illness, provided we face the problem honestly and try  to do something
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about it. We are perfectly willing to admit that we are allergic to alcohol and that It is simply 

common sense to stay away from the source of the allergy" (Alcoholics Anonymous 1953, 

emphasis author's). Furthermore, addiction Is seen as life-long, and that "once a person has 

crossed the invisible borderline from heavy drinking to compulsive alcoholic drinking, that 

person w ill always remain an alcoholic. So far as we know, there can never be any turning back 

to normal’ social drinking. 'Once an alcoholic, always an alcoholic’ Is a simple fact we have to 

live with" (Alcoholics Anonymous 1953). This view of addiction is also adopted by those 12- 

step groups, noted above, which model themselves after AA.

12-step groups distinguish between being "dry" and “sober", or between being abstinent 

( and perhaps miserable) and having a contented, well-adjusted, meaningful (and sober) life. 

Participation In AA (going to meetings, having a sponsor, actively "working” the 12 steps) Is 

Intended to facilitate the passage from being "dry” to being "sober".

12-step groups encourage members to think according to The 24 Hour Plan: "we take no 

pledges; we don't say that we w ill never'drink again. Instead., we concentrate on keeping sober 

just the current 24 hours. We simply try to get through one day at a time without a drink. If we 

feel the urge for a drink, we neither yield not resist. We merely put off taking that particular 

drink until tomorrow" (Alcoholics Anonymous 1953, emphasis author's).

Members are also encouraged to "pick up the phone Instead of a drink or drug". That Is. when 

craving occurs, or when Inner states or circumstances arise which may precipitate relapse, 

they call another member and "talk It out". This Is known as "telephone therapy" (AA 1975, 

Maxwell 1984). Members are advised to keep a list of several phone numbers handy at all 

times, so that they w ill always be able to reach a fellow member.

The Sponsor

Sponsorship is a central feature of 12-step programs, and "the sponsor/sponsee 

relationship is thought by many to be one of the most powerful tools available to the recovering 

alcoholic...the basic idea Is to provide a special 'friend* (or friends) within the already warm 

and friendly environment of the AA fellowship" (Hazelden 1980). The functions of this
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relationship are generally. 1) to have someone "to talk to who understands where you have 

been”; 2) to have "someone you can call at any time to get help"; and 3) to have someone to "help 

with seemingly silly but vastly Important questions like 'Who runs AA?'" ( Hazelden 1980).

Sponsors are obtained simply by asking someone. The 12th Step of AA enjoins members to 

sponsor newer members. It is recommended to new members that they "stick with the winners"; 

that is, choose someone "who has several years of good (growing) sobriety". Newer members ore 

also told that "It Is usually, but not always, best that your main sponsor be of the same sex as 

yourself". A member may have as many sponsors as he likes "provided you are not using 

numbers of sponsors to keep from getting 'close' to any one of them" ( Hazelden 1980).

The 12 Steps

The 12 steps are the core of the "suggested program of recovery" (AA 1976, 1952/1978). 

They are based on "the trlal-and-error experience of early members of AA. They describe the 

attitudes and activities that these ear ly members believe were Important in helping them to 

achieve sobriety." The steps are referred to as "suggested" because "acceptance of [them] Is not 

mandatory In any sense" (AA 1952/1978).

The Twelve Steps evolved from a set of prescriptions derived from the Oxford Group In 

conjunction with personal experiences with alcoholism (Maxwell 1984). These prescriptions 

included: "You admit you are licked; you get honest with yourself; you talk It out with somebody 

else, you make restitution to the people you have harmed; you try to give of yourself without 

stint, with no demand for reward; and you prey to whatever God you think there Is, even as on 

experiment" (AA 1957, p 62-63; also quoted In Maxwell 1984,p90).

Although AA explicitly denies that It Is a ‘ religious society", It admits that Its program Is 

"undeniably based on acceptance of certain spiritual values” but adds that "the Individual Is free 

to Interpret those values as he or she thinks best, or not to think about them at all" (AA 

1952/1978). While the 12 steps makes several references to God, AA-published materials 

stress that the idee of God Is open to Individual Interpretation. The Important thing Is that
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recovering alcoholics "embrace the concept of a Power greater than ourselves to handle the 

haunting stresses of dally living" (Hazelden 1980). This "power greater than themselves" need 

not be God, for some, the AA group Itself may be that "Higher Power" (AA 1952/1978).

The 12 Steps of AA. which are adapted for use by all 12-step groups, are:

1) We adm Itted we were powerless over alcohol -  that our lives had become unmanageable.

2) Came to believe that a Power greater than ourselves could restore us to sanity.

3) Made a decision to turn our w ill and our lives over to the care of God as we understood him.

4) Made a searching and fearless moral Inventory of ourselves.

5) Admitted to God, to ourselves, and to another human being the exact nature of our wrongs.

6) Were entirely ready to have God remove all these defects of character.

7) Humbly asked Him to remove our shortcomings

8) Made a list of all persons we had harmed, and became willing to make amends to them all.

9) Made direct amends to such people wherever possible, except when to do so would Injure 

them or others.

10) Continued to take personal Inventory and when we were wrong promptly admitted It.

11) Sought through prayer and meditation to Improve our conscious contact with God as we 

understood Him, praying only for knowledge of His w ill for us and the power to carry that

out.

12) Having had a spiritual awakening as a result of these steps, we tried to carry this message 

to alcoholics, and to practice these principles In all our affairs" (AA 1976, p 59-60; 

emphasis author's).

Maxwell (1984) notes that the 12 Steps recognize "the need for 'Inner work' as well as 

interpersonal action ..[and] the long-term nature of the personal growth process". Further, 

there is a "two-way involvement with other group members...helping and being helped" ( p 92).
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Other Tools: Slogans. Aphorisms. & The Serenity PrayBT:

Besides the Steps, 12-step oroups provide other "tools" to the alcoholIc/addlct which are 

further "guides for action" ( Maxwell 1984). These are In the form of slogans, aphorisms, end 

prayers which members are encouraged to apply to everyday situations. They function in the 

service of coping and for maintaining abstinence. Examples of the slogans and aphorisms are: 

One day at a time, First things firs t, Easy does It, Keep It simple, Live and let live, Let go 

and let God, Principles before personalities; Don't compare-Identify, Don't analyze-utilize, 

Keep an open mind, Pick up the phone Instead of a drink (or drug), Keep your memory green, 

Stick with the winners, Keep some gratitude In your attitude, Don't drink and go to meetings.

Another "tool" which "rather quickly come(s) to a newcomer's attention" (Maxwell 1984) 

is the Serenity Prayer, which is often used to end the meeting: “God grant me the serenity to 

accept the things I cannot change, the courage to change the things I can, and the wisdom to know 

the difference"

Different Types of Meetings

There are several different types of meetings. Some of these Include:

Open meetings anyone is welcome to attend, whether addicted or not; These are often 

"speaker meetings" In which "two or three members (who have volunteered In advance) ..tell 

the group about their alcoholism, what happened, and whet their recovery 1s like" (AA 1975).

Closed meetings: for addicts/alcoholics only - "or for those people who are trying to find out 

whether they are"; these are most often “discussion" meetings where, although a member may 

start the meeting off by "telling briefly of his or her alcoholism and recovery"; the emphasis Is 

on the discussion of "any topic that might trouble-or interest-any problem drinker" (AA 

1975)

Beginners meetings: "These are usually smaller than other meetings, and often precede a 

larger meeting. They are open to anyone who thinks he or she may possibly have a drinking [or 

drug] problem". These meetings "are excellent places to ask questions, to make new friends, and 

to begin to feel comfortable In the company of alcoholics, not drinking" (AA 1975, p 79).
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Step meetings, discussion meetings In which one of the Twelve Steps Is the focus of the

discussion.

"Special Interest" meetings, address addiction in the context of other specific interests or 

problems; there are women's meetings, men's meetings, ex-offender meetings, meetings for 

medical/health professionals, gay meetings, and non-smokers meetings.

Conventions and Social Events: AA sponsors "state, regional, national, and international AA 

conventions and conferences attended by anywhere from hundreds to more than 20,000 AA 

members". These are "usually are weekend affairs consisting of...workshops on varied topics, as 

well as talks by guest experts on alcoholism, and usually a banquet, a dance, entertainment, and 

time for other social or recreational activities" (AA 1975). Local AA meetings also sponsor 

social and recreational events such as parties, dances, and retreats.

Explanations of 12-Step Oroup Effectiveness

SDitz (1987) reviews the literature on the mutative factors that have been identified In 

self- help groups He notes the difficulty In generalizing about them, and concludes that "the 

operative mechanisms by which self-help groups exert their beneficial Influences must be 

defined separately for each group" ( p 159). Some of these factors are unique to 12-step groups, 

and some are common to all self-help groups. The most frequently cited mutative factors, as 

reported by Spitz (1987), Include:

Ogborne & Glaser's (1985) view that the size ( large) and homogeneity of group 

membership promote "group cohesion...afflllatlve ties...and a broad power base fx  

reinforcement" for the "pursuit of shxed ideals". [It should be noted, however, that 

"homogeneity of membership" can only refer to the fact that all members had problems with a 

particular substance. Otherwise, "homogeneity* has not been bourne out by the empirical 

literature on AA (Emrlck 1987)];

Gelanter's ( 1984) identification of "consensual belief systems, acllmote of optimism, a 

clear sense of group boundxtes, shxed attitudlnal states, the presence of strong cohesive ties, 

and emphasis on compliance with the group nxms as inextricably linked to the positive affective
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status of group members";

Vaillant's ( 1983) emphasis on reaction formation ( "alcohol, instead of being the source of 

Instant gratification, becomes the source of all life's pain"), the self-help group's reduction of 

"denial and projection of responsibility for chemical dependency onto other people, 

circumstances, or conditions outside oneself", as well as the use of group pressure and group 

acceptance of the addict to help maintain abstinence;

Kaufman's (1985) stress on the Importance of a codified belief system ( te the 12-steps);

Lieberman's (1986) opinion that "the construction of a new social world composed of 

persons like themselves Is the active Ingredient of therapy". Self-help groups are alike In that 

"all are collections of fellow suffers in high states of personal need, and that all groups require 

some aspect of the personal and often painful affliction to be shared in public". These groups 

provide "normalization (universalization) and support" for their membership (quotes taken 

from Spitz 1987).

Kleber and Gawin (1984b) assert that “structure, group support, a religious tenor, and 

availability of an around-the-clock helping network have been Important assistance for some

abusers".

Spitz & Rosecan ( 1987) note that self-help groups have "a supportive, emotionally 

powerful climate" In which members report "feeling less Isolated, being reminded of the dangers 

of cocaine, attaining a sense of accomplishment from remaining drug-free, and learning from 

life experiences of other group members" (p 113).

Spiegel & Mulder (1986), using the seven aspects of ego functioning delineated by Beres 

(1956) [relation to reality, regulation and control of Instinctual drives, object relations, 

thought processes, defenses, autonomous functions, & synthetic functions], assert that the 12- 

Steps “promote growth In ego functioning" In all these areas, especially reality testing, in the 

direction of “ever-increasing maturity".

Although these writers identify factors which effect positive change in self-help groups, 

they do not account for why some people affiliate while others do not. To reiterate, Emrlck's 

(1987) position is that factors predicting or excluding affiliation have yet to be identified.
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However, Levin (1987) has recently articulated an object relations view to explain not only 

how 12-Step groups help the addict, but also to account for differential affiliation.

Levin: An Object Relations View of 12-Step Groups

Although Levin addresses his remarks to alcoholism and AA, he asserts that these views 

apply equally to drug addiction and to all 12-Step groups. As noted above, Levin (1987) 

conceives of addiction as a disruption of Internalized object relations. He states that "most, (f not 

a ll, alcoholics at the point of entering treatment have either regressed to or are fixated at more 

primitive levels of object relations, (and) we can anticipate some degree of narcissistic 

disturbance In early-sobrlety alcoholics" (p.228). Indeed. Levin sees fixation at. or regression 

to, pathological narcissism to be what underlies many empirical research findings on alcoholics 

and drug addicts [elevated Pd and D scales on the MMPI, field dependence and stimulus 

augmentation In cognitive style), and what also underlies various theories of addiction (eg 

conflicts over dependency or personal power, or Bateson's ( 1971) "eplstomologlcal error”].

Levin ( 1987) believes that the reason AA Is so singularly successful Is that, among other 

things, AA treats pathological narcissism. He states:

"AA intuitively diagnoses and treats the alcoholic's pathological narcissism...AA utilizes both 

the development of narcissistic transferences and the techniques of educational and moral 

persuasion. Both m irror transferences and Idealizing transferences develop within AA and are, 

to a limited extent, worked through.

“The ideology of the program, which stresses the commonality of Its members, the sameness 

of the alcoholic experience, and the underlying sim ilarity of the “alcoholic character” , tends to 

pull a "twlnship" m irror transference . The Fellowship becomes a band of brothers and sisters 

who share a set of experiences, hurts, strivings and values that are seen as unique to them. They 

form, in effect, a community of twins. The members' pathological narcissism predisposes them 

to form such a transference. Thus there Is an ideal fit between character structure and 

treatment modality. AA works best for precisely those alcoholics who are capable of entering 

into a narcissistic transference with the program...The bond between the “twins” can also be
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seen as identification of their common ego-Ideal, the Twelve Steps of AA.

"AA also offers opportunities to develop a m irror transference proper. Speaking at meetings 

gives the AA member a socially useful and acceptable arena In which to express the 

exhibitionism and grandiosity of the grandiose self, which Is mirrored ( that Is, aocepted and 

confirmed) by the assembled members. The speaker does Indeed elicit the gleam In many 

mothers' and fathers' eyes. AA members also develop Idealizing transferences toward the AA 

program. The "program'' Itself becomes the Ideal object that cannot fall. "The program never 

fails; only people do" and "Principles before personalities" areAA slogans that define the 

"program" as an ideal object. AA's "Higher Power" is also the subject of an idealizing 

transference for many of its members. The ability to enter Into an Idealizing transference with 

either the program or the higher power or both is probably the "secret" of successful affiliation 

with AA.

“The sponsorship relationship also offers an opportunity both for the expression of the 

grandiose self and for the development of an idealizing transference. In fact, sponsoree-sponsor 

relationships are frequently characterized by Idealizing transferences and not Infrequently by 

mirror countertransferences. Thus, AA allows - encourages -  the narcissistic transferences to 

unfold. It then partially gratifies and partially works through these transferences. Generally 

speaking, AA tends toward the long-term or permanent maintenance of the Idealizing and 

twinship transferences, while taking a mostly educational stance toward the m irror 

transference proper, which it also partially gratifies" (Levin 1987, p 332-334, emphasis 

author's).

This latter point explains why AA is considered to be a life-long program; the selfobject 

tranferences are not completely dissolved ( worked-through) as pert of the process of recovery, 

and so AA continues to perform psychological functions which the self cannot. Levin’s (1987) 

assessment is complementary to that of Kurtz (1982) who sees AA as a therapy for shame, a 

frequent emotional component to narcissistic disturbance (Kohut, 1977).

As noted earlier, Sheeren ( 1988) compared relapsing and non-relapsing affiliates of AA.

She found that the non-relapsing group was significantly higher in both "reaching out to other



38

members of AA for help and in the use of a sponsor". Object relations phenomena can be seen as 

under lying these behaviors ( Levin 1987).

Characteristics of AA affiliates

Emrick (1987) reviewed recent research on affiliation with AA and concluded that “no clear 

exclusionary criteria for this organization exist", nor have affiliation characteristics been 

loentifled. Below are listed some of the variables studied, and the frequencies with which they 

have been identified, or have failed to be identified, with AA affiliation.

Characteristics identified In 3 or more studies as positively related to AA affiliation (o<.05): 

Age (older): 4 studies found a positive relationship ( I found a negative relationship, 2 found no 

relationship), Previous alcoholism treatment (more): 3 studies found a positive 

relationship (1 found a negative relationship, 2 found no relationship); Severity of alcohol 

denendence and related problems: 4 studies found a positive relationship (2 found no 

relationship), Ethnicity: 1 stud/(Vaillent 1983) found a positive relationship

Characteristics not found to be related to AA affiliation In 3 or more studies:

Socioeconomic Status. 4 out of 4 studies found no relationship; Education. 3 found no 

relationship, (1 found a positive relationship); Employment status: 3 of 3 found no 

relationship; Legal status: 3 of 3 found no relationship; Drinking pattern pretreetment 

(binge): 4 of 4 found no relationship; Adult mental health (better): 3 found no 

relationship., (1 found a negative relationship)
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Criticisms of the 12-Step Model

Flores (1988) addresses some of the trenchant criticism that has been leveled at AA. He 

notes that AA "has been called by some a cult, a religion, Ideological, unscientific, unemplrlcal, 

and totalitarian... Its members are said to be coerced Into a regressive dependency which fosters 

servitude, compliance, and the surrendering of the individual to a higher power. Nothing could 

be further from the truth". He responds that "a great many of AA's critics who write 

despairingly of the organization, do so without the benefit of attending AA meetings, or making 

themselves familiar with Its workings on a more than passing, superficial, or purely analytic 

level. They fall to understand the subtleties of the AA program and often erroneously attribute 

qualities and characteristics to the organization that are one-dimensional, misleading and even 

border on the slanderous" ( p 73). The sort of distortion and overwrought vitrio l to which Flores 

refers is found, for example, In the work of Marlatt (1985), whose apparent contempt for AA Is 

summed up by his endorsement of a view likening AA to the cults of Charles Manson and Jim 

Jones (p 14)

A more balanced critique of AA is presented by Bean (1975) who observes that some of AA's 

strengths are also Its weaknesses - depending on the person and the stage of recovery. That is, 

certain aspects of AA's method are helpful In establishing stable initial sobriety, but later on 

become problematic by hindering further psychological growth. While Bean specifically 

addresses AA, most of these criticisms have application, to all 12-step groups which model 

themselves on AA. The "problems related to the AA method" are categorized as rigidity, stress on 

alcohol, superficiality, regressive aspects, dealing only with alcohol, emphasis on inspiration, 

fanaticism, and cost of the alcoholic role. Bean's (1975) critique Is summarized below.

Riaiditv. Bean notes that new members are discouraged from questioning since ‘ until very 

recently they were drinking and are not In a position to know about sobriety, but it means that 

the problems of new or approaching members may not get a sympathetic hearing". And while 

some flexibility Is built Into the AA method, AA s till tends to be ‘sluggish and rigid and to invoke 

dogmatic formulas* when It comes to responding to the special needs of groups such as women and
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younger people: "Faithful adherents do not believe that individual differences require 

consideration, and if there is a conflict, the Individual loses out to the method". However, she 

notes that since so many meetings are available, "a person can find one or several whose style 

and tone he finds sympathetic".

Stress on alcohol. While AA provides an effective means to curtail drinking, the 

"simplification of life to the conquest of alcohol" may be of concern If It "prevent(s) 

development of other aspects of the person's life" or "when It does not allow members to use 

(AA) in their own way, as an adjunct toother therapies". [N.B. This criticism may be less 

relevant in recent years due to the efforts by a number of clinicians to Integrate 12-step groups 

into psychotherapy (Washton 1988, Levin 1987).)

Superficiality. This refers to “the neglect of etiology, the reduction of all problems to their 

relation to alcohol, the forbidding of interpretations, and the limitation of goals to change In 

behavior rather than elimination of causes". However, superficiality "depends on one's frame of 

refprpnre" because what AA does accomplish is decidedly not superficial. AA "undertakes a 

complex behavior change with some subtlety and sophistication. It has a clear grasp of the 

alcoholic's vulnerabilities and assets, Including what w ill threaten or repel him, how much 

reality he can tolerate, what he must do to stop drinking, what aids w ill help him shift his 

defenses to achieve this, danger points after Initial restoration of sobriety, and some scope for 

expressing elaborated forms of maturity within the method".

Repressive aspects "AA manages a complex trade-off between the assumption of 

responsibility for not drinking and the acceptance of dependence on AA...The method reduces a 

member's complex psychological state to the question of his relationship to alcohol...This is a 

disadvantage for those who are capable of more insight".

Dealing only with alcohol. "This allows him to redirect his energies to the problem of 

changing his behavior from drinking to not drinking...But In AA there Is no concept of what a 

healthy person Is like except that he does not drink". Nevertheless, broadening the focus of AA 

might reduce Its ability to establish initial sobriety.

Emphasis on inspiration. “AA works by inspiring hope through testimonial and religious
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fervor...Members who have been able to become sober easily In AA ma/ have a somewhat 

jaundiced view of the difficulties others meet ..Inspiration Is effective, but why the other four- 

mlllion-plus alcoholics In this country do not use AA remains a question-.

Fanaticism. The intense loyalty which AA Inspires is sometimes accompanied by "Intolerance 

of anyone less zealous and less committed to the organization.. .Members who are fierce defenders 

of AA claim that it and only It Is the proper treatment for alcoholism, and AA dogma requires the 

distortion that a person who does not use AA well is not really motivated to stop drinking. This 

attitude unfortunately frees AA from the responsibility of examining Its own conscience In 

regard to failures. Some members fall because they meet a hostile reception or find the method 

incompatible with their psychological needs".

Cost of the alcoholic role After sobriety has been established. AA "provides no mechanism 

for the termination of the alcoholic role, which many members might be able to do". While some 

members "continue to need AA membership to stay sober...others do not; they have Internalized 

the controls they need to avoid drinking, and for them the fact that AA demands a permanent 

member role obstructs their independence and their further personal growth".
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Treatment Retention. Relapse. & Relapse Prevention 

Factors Associated with Drug/Alcohol Treatment Retention. Abstinence, Relapse

Patient Variables

In a longtitudfnal stud/ of 407 alcoholics who are in the medical, legal, and social work 

professions, and some who are college educated women, Bissell & Haherman (1984) found 

several factors related to relapse between interviews: "By profession, physicians; those whose 

parents, especially fathers, were qqI  reported to be alcoholics; and a history of other drug 

problems at the time of the Initial interview (emphasis Blssell's). Attitudes or opinions which 

were directly related to relapses included: wanting to return to drinking If It could be done 

safely, thinking that an alcoholic can return safely to normal drinking; and regarding alcoholism 

as primarily mental, emotional, or psychological In etiology rather than physical". They found 

an inverse relationship between years of sobriety and relapse rate, as well as between age and 

relapse rate. However, neither self-reported AA attendance nor professional treatment before 

the Initial interview were predictors of between-Interview dr inking (p 15).

Neumann and Tamerln ( 1971) identified five prognostic factors related to “successful 

completion" of treatment programs across addictions (defined as either a decrease In abuse or 

abstinence). As summarized by Ray (1983, pi 77), these factors were: A®: the older the 

subject, the greater the likelihood of success; Drinking stvle: episodic drinkers relapse less 

often than daily drinkers; Social Stability: family support and employment boosts the chances of 

enduring improvement: Diagnostic Category: neurotics did better than those with a history of 

soclopathy or psychotic disturbances; Motivation: the most important factor yet the most elusive 

to measure.

Gordis et al. (1981) found that having “a paying job at admission was the only one of the 

many social variables examined which was significant enough for Inclusion In the predictor 

model" (quoted In Ray 1983, pi 78).

McLellan (1986) found "psychiatric severity" to be the best single predictor of treatment 

outcome. McLellan’s "psychiatric severity" measure (from the Addiction Severity Index) Is a
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global estimate, and does not involve specific diagnosis. Like Neumann and Tamerln (1971). 

McLellan (1986) found that high severity In the areas of “family problems" and "employment" 

to be contraindications for outpatient treatment, however the relationship between age and 

outcome was not so straightforward as It was for Neumann & Tamerln (1971) and Blssell & 

Haberman (1984). McLellan (1986) found significantly worse outcome In older subjects with 

mid-level and high psychiatric severity. In low psychiatric severity patients, there was no 

relationship between age and outcome. While McLellan did not distinguish between “episodic" 

versus "daily" alcohol and drug abusers, he did find that alcohol and drug abuse severity "were 

generally not important in predicting outcome". McLellan et al.’s studies and results are 

discussed In greater detail below (see Matching Patients to Treatment section, below).

Treatment Program Variables

Emrlck (1975), reviewed of "384 studies of psychologically oriented alcoholism 

treatment" and found that "differences In treatment methods did not significantly affect long 

term outcome" (quoted In Ray 1983. p 177). Although abstinence rates at 6 month follow-up 

did not differ between programs, and abstinence between those having received formal treatment 

versus those who didn't receive formal treatment were not significantly different (25* versus 

16iS), he did find a statistically significant higher likelihood of Improvement ( "abstinence or 

reduction in destructive drinking") In "65* of the formal treatment participants and in only 

42* of thlose not In a formal program." The work of Armor, Pollch, & Stanbul (the “Rand 

Report", 1978), as well as Simpson, Savage, Lloyd, & Sells (1978) had similar findings -  no 

differential effectiveness was seen among different alcohol and drug abuse treatments. Armor, 

Pollch, & Stanbul (1978) also found low rates of long-term abstinence (2 8 * four years after 

treatment) across different alcoholism treatment modalities.

In summary, prior to the work of McLellan et al. (1983,1986), treatments were found to 

be about equally effective (or ineffective). Also, there were no criteria to match specific types 

patients to specific treatments. Subject variables were found to be weak predictors of treatment 

outcome. Most of the above studies deal with alcohol or opiates, not cocaine.



44

Relapse

As noted above, Wallace (1989) found that 76* percent of her cocaine-dependent subjects 

relapsed within 90 de/s post-detox. This replicated the results of liarlatt & Oordon ( 1985, 

p.36,351) who found that "about two-thirds of all initial lapses occur within the first 90 de/s 

following initiation of the cessation attempt across various addictive behaviors" ( p 36).

Stone et al.( 1984) also recognize the perils of early-stage recovery, and describe a 

"'relapse binge trap' that usually occurs during the first three to six months of the attempted 

abstinence period. Relapse is followed by a binge, which is a waiting trap, when feelings of defeat 

and inadequacy concerning a return to drug use lead to using cocaine again, resulting in a binge"

(Wallace 1989, p 96) Marlatt (1985) has also described this sort of phenomenon, and has 

termed it the "abstinence violation effect" (AYE). It refers to a single Instance of drug usage 

escalating to a full-blown relapse ( ie binge) due to the feelings of conflict, guilt, personal 

weakness and failure associated with the "transgression" of drug usage in someone who is 

committed to abstinence.

Yet, as Wallace ( 1989) observes "whether a patient is In or out of treatment, or beginning 

or ending treatment, relapse remains a high probability event. This highlights the lifelong 

challenge of maintaining abstinence" (p96). Indeed, as noted above, Armor, Pollch, Istanbul 

( the "Rand Report", 1978) found low rates of long-term abstinence (28* four years after 

treatment) across different alcoholism treatment modalities.

Relapse Determlnents: Psychological and Environmental

Marlatt (1980) and Marlatt & Oordon (1985) established a relapse typology which 

resulted from a "microanalysls" of “311 Initial relapse episodes" following treatment. Subjects 

were treated for a variety of problem behaviors ( "problem drinking, smoking, heroin addiction, 

compulsive gambling, and overeating", 1985, p 37). They believe that the factors they 

identified underlie relapse across all addictions, and are divided into two broad categories: 

intrapersonal and interpersonal. These relapse determlnents Include:
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Intraoersonal determlnents: I ) negative emotional states, 2) positive emotional states;

3) testing personal control; 4) urges and temptations; 5) negative physical states 

Interpersonal determinants. I ) Interpersonal conflict (social rejection, work problems, 

tension family/friend problems); 2) social pressure to drink; 3) positive emotional states 

(social drinking, Intimacy)

Marlatt and Gordon (1985) found that almost three-fourths of relapse was associated with 

three of their factors: negative emotional states < 35*); Interpersonal conflict (1 6 *); and 

social pressure (20*). Social pressure may be direct or Indirect. Direct social pressure refers 

to "direct interpersonal contact with verbal persuasion", while Indirect social pressure might 

Include "being in the presence of others who are engaging In the same target behavior, even 

though no direct pressure is Involved" (Marlatt & Gordon 1985, p38).

A Model of Relapse

Wallace's (1989) study found empirical support for this typology which "classifies relapse 

episodes for psychological and environmental determlnents". She adapted Gordon and Marlatt's 

( 1985) typology to enhance Its applicability to the population compulsive "crack" cocaine 

smokers. In her sample, subjects were re-entering an Inpatient hospital detox treatment 

following relapse ( N=35). Wallace enumerated specific relapse determlnents which were more 

common to a chronic cocaine abusing population, and also Incorporated psychodynamic 

constructs within her categories. Some categories were inspired by her review of various 

treatment approaches to relapse prevention, such as those by: Spitz & Rosecan (1987), Smith & 

Wesson (1985), Stone etal. (1984), and Washton& Gold (1987). Wallace’s relapse 

determlnents included:

The PsvcholoQlcal/Personalltv Domain

These factors involve "recurrent, painful affective states...use of psychological defenses, and 

personality characteristics of individuals". They include: 1) painful emotional state (40* of 

cases); 2) narcissistic denial/denial (2 8 *); 3) failure to enter arranged aftercare treatment 

(37 *); 4) refused aftercare treatment ( 11*); and 5) drug craving (6 * )
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The Environmental/Interpersonal Domain

These refer to "external" stimuli which "are poorly managed by psychologically vulnerable 

patients". They Include: I ) environmental stimuli of people, places, and drugs (34 *);

2) interpersonal stress (24 *); 3) escalation to drug of choice ( 14*); 4) handling money 

(11 * ) ; 5) homelessness/no family support (1 4 *); and 6) therapeutic community 

shortcoming (20 *)

Most Common Combinations of Factors

1) painful emotional state & interpersonal stress (20 *); 2) narcissistic denial & fails to 

enter/refuses aftercare treatment (23 *)

Woilace ( 1989) sees the factors of the Psychological/Personality domain as highly Inter­

related, with many of them having pathological object relations and narcissism at their root. 

These factors, in turn, heighten a person's vulnerability to those in the 

Fnvyimo^ontal/interpersonal domain. For example, pathological narcissism Involves feelings of 

loneliness, bor edom, emptiness, and fluctuating self-esteem. These are some of the same painful 

emotional states which cocaine addicts are observed to self-medicate ( Kleber & Gawin 1987, 

Washton 1987 & 1989). Wallace agrees with Levin (1987) that early-recovery cocaine 

patients are "vulnerable, depressed, Insecure, fragile, and perhaps exhilarated". These are 

states which are also typical of pathological object relations and narcissism. The defense 

mechanisms associated with pathological object relations (grandiosity, splitting, denial, 

primitive Idealization, and projective Identification) are observed by Levin (1987) and 

Wallace (1987,1989) In eerly-abstlnence patients. The predominance of such defenses greatly 

Impairs these patients' ability to regulate painful affective states, making self-medication more 

likely

Another example Is that of "narcissistic denial", which as Wallace (1989) uses It, Is denial 

that has been exacerbated by pathological narcissism, and which "permits overconfidence, 

unrealistic goal setting, and naive courting of external danger" ( p 101) ( ie dangers from the 

Environmental/Interpersonal domain). Narcissistic denial, which can distort reality for the
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patient so that he thinks his drug-taking Imulses "do not exist or that he can aocomplish 

anything", can also lead to failures to enter arranged aftercare treatment or to refusal of 

aftercare treatment. [This denial Is also bolstered by a characteristic of the drug, namely the 

absence of a withdrawal syndrome like that In opiates, which may lead the patient to feel he's 

"cured" after a week's abstinence (Washton et al. 1988)]. In brief, the factors from the 

psychological/personality domain serve to make these patients vulnerable to many of the factors 

in the environmental/interpersonal domain.

Although Wallace's stud/ did not Include data on patients who had managed to maintain 

abstinence post-detox In order to Identify distinguishing characteristics of these groups, her 

clinical/empirical evidence supports the view that object relations and reality testing pla/ a 

significant role for those who do relapse after cocaine treatment.

Relapse Prevention

Marlatt (1985) defines the goals of relapse prevention as: 1) “to anticipate and prevent the 

occurrence of a relapse after the initiation of a habit change attempt"; and 2) "to help the 

individual recover from a “slip" or lapse before It escalates into a full-blown relapse". Or as 

Wallace (1989) puts it, relapse prevention "educates patients to avoid the most common and 

predictable factors leading to relapse". The brooder goal is to Initiate lifestyle changes which 

enable the individual to maintain long-term abstinence.

Wallace (1989) notes the critical roles of psychotherapeutic support and relapse 

prevention techniques on abstinence: "Ultimately, remaining In outpatient treatment with 

clinicians who support tenuous psychological functioning and address patients' vulnerability to 

environmental stimuli Is central to prolonging abstinence. Patients need help managing 

tendencies toward addictive thinking, defensive functioning, and difficulty managing affect 

states” (p 97). In order to accomplish this she calls for a multifaceted approach Involving 

psychodynamlcally-lnformed Intervention, as well as behavioral, cognitive, educational, and 

self-control techniques.
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hatching Drug and Alcohol Patients to Treatment

Psychiatric Severity as a key predictor

McLellan et al. (1980, 1983), in a series of related studies, examined a sample of 460 

alcoholics and 282 drug addicts In a 4-yeer treatment outcome-prediction project. At the outset 

of treatment, they measured the severity of several problem areas commonly associated with 

addictive states, using the Addiction Severity Index, In an effort to predict outcome In several 

alcohol and drug abuse treatment modalities. The treatment modalities were:

For the alcohol group

1) The Alcohol Treatment Unit (ATU): "a 60 day therapeutic community based on the 

principles of AA". Small-group therapy was provided four times per week;

2) Fixed Interval Drinking Decisions (FIDD): a 45 day program treating patients In the 

presence of alcohol, which included “two 1 -week alcohol-free periods and a 4-week drinking 

decision phase . In which patients have the opportunity to decide whether to drink. Group and 

Individual therapies are offered daily."

3) Alcohol Outpatient (AOP): "a variable length program that concentrates on the medical, 

psychological, and social problems of outpatient alcoholics., goals Include abstinence through 

referral to AA and the concurrent reduction of medical and psychological problems associated 

with alcoholism"

For tte-PruQ Abuse group;
4) Therapeutic Community (TC): "a 60 day program designed to 'habilitate' the patient to 

society using individual and group psychological therapy, educational and vocational counseling, 

and the social structure of a self-governing therapeutic community."

5) Methadone Maintenance (MM): (no treatment duration specifed, possibly open-ended); 

This program “offers methadone maintenance, 1n combination with a full program of psychiatric 

and social work counseling."

Combined Groups

6) Combined Treatment (CMB): a 45 day program "that delivers Intensive addiction



49

management therapy to both alcoholics and drug addicts." Subjects In the "drug abuse" group 

were overwhelmingly opiate addicts.

McLellan (1986) summarizes the results of these several studies. They found that the 

Addiction Severity Index’s, pre-treatment psychiatric severity score, (a "global estimate of a 

patient s psychiatric symptomatology") was "the single best overall predictor of outcome across 

patient types, treatment methods [for both alcohol and drug abuse treatments], and outcome 

measures" ( p 98). Outcome measures were again composite scores derived from the ASI, and 

reflected changes In the seven problem areas which the instrument measures. Psychiatric 

severity alone "accounted for an average of 10 * of the outcome variance across the seven 

(outcome) criteria" (p 106)

Prior to identifying "psychiatric severity" as a significant predictor, their results had been 

consistent with previous studies (Armor, Pollch, & Stanbul 1978; Simpson, Savage, Lloyd, & 

Sells 1978, Emrick 1975) which found no differential effectiveness among different alcohol and 

drug abuse treatments, nor significant patient-program matches (McLellan 1986, p i06). 

However, after creating 6 subgroups based on psychiatric severity ( low, medium, & high 

psychiatric severity alcohol groups, and low, medium, & high psychiatric severity drug abuser 

groups), significant outcome differences among subject groups were found, as were significant 

patient-program matches:

"Low ( psychiatric) severity patients have the best prognosis generally, and they appear to 

improve significantly in any of the treatment programs to which they are assigned” (p 110). 

Greater lengths of treatment were associated with better outcomes, but there were no significant 

differences in outcome between different programs, and only a few significant patient-program 

matches. Yet significant family or employment problems were found to be contraindications for 

outpatient treatment.

High severity patients did not show better outcome with more treatment, nor were there 

significant differences In outcome among programs or significant patient-program matches.

For middle psychiatric severity subjects (60 * of sample), significant differences in
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outcome were associated with specific treatments, and there were significant patient-program 

mutches For example, middle patients ( both alcoholics and drug addicts) with more severe 

femily and/or employment problems had poorer outcomes In outpatient treatment ".(This was 

also true of low severity groups.) In addition, "two of the Inpatient alcohol abuse treatment 

proorams showed evidence of poorer outcomes with clients having more serious legal problems", 

while the CMB and AOP programs "did not show poorer outcome with these patients" (p 111).

With drug abusing, high psychiatric severity patients who have psychotherapy In addition to 

drug counseling, McLellan (1986) found greater Improvement In drug abuse and related 

problems than for those getting drug counseling alone. He concluded: "Our observations suggest 

that the benefits of therapy were a result of the ability to form a relationship, combined with 

special knowledge and skill about how to use It ...To the extent that drug use Is an attempt to 

medicate these problems, and to the degree that psychotherapy can reduce them, psychotherapy 

can reduce drug use indirectly" ( p 135).

Thp implication of this statement Is that even among patients with equivalent, high 

"psychiatric severity", object relational differences might distinguish those who do better In 

treatment on the basis of their capacity to enter Into a therapeutic relationship.

Mclellan's group (1986) also found that "alcohol and drug abuse severity were nol 

generally important in predicting outcome. In fact, pre-treatment psychiatric severity was a 

better predictor of post-treatment drinking than was pre-treatment drinking" (emphasis

Mclellan's).

McLellan Is not surprised by the finding that pre-treatment psychiatric severity Is such a 

significant predictor of treatment outcome, since "a great deal of research has Indicated that It Is 

the best and most reliable predictor of treatment outcome in psychotherapy ( Luborsky, Mintz,

& Auerbach, 1980). and In substance abuse treatment (DeLeon, 1984; Meyer, 1983)"(p  111).

Finally, McLellan's group found significant Improvements in psychiatric status for all drug 

abusing patients at 6-month follow-up. In this study, some patients (n *116) were “matched" to 

a treatment modality they would be expected to do well In, given the findings of earlier phases of
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the study (which are described above). Other patients were "mismatched" (n= 182) -  that Is, 

assigned on the usual basis of patient preference and clinical staff Judgement -  and the above 

research findings were not taken Into account In making a patient-treatment match. They found 

that the matched drug abuse group showed better outcome on all outcome variables, 

"significantly so In the areas of medical status, employment, drug abuse, Illegal Income, and 

psychiatric function".

Improvements In psychiatric status were significant for both "matched" and "mismatched" 

groups, with patients in the "matched" group showing somewhat greater Improvement after 

statistical adjustment for "pretreatment differences" ( p 113-115). These findings provide 

evidence that some of the psychopathology seen In substance abusing populations results from

the substance abuse Itself.

Summary of Treatment Retention, Relapse, & Relapse Prevention

1) There are several "Internal" and "external" factors which contribute to relapse for the 

cocaine abuser attempting abstinence. These Include problems in affect management (anxiety, 

depression) and in performing other self-regulatory functions (eg self-soothing, maintaining 

stable self-esteem), craving (which may follow or be amplified by internal states such as 

boredom or depression], and situational cues.

2) Many of these Internal factors heighten one’s vulnerability to external factors.

3) Psychoanalytic object relations theory can account for many of these Internal factors 

( fluctuating positive & negative affect states, including dysphoria concomitant to self-esteem 

Instability), and for their Interplay with external factors. Pathological object relations and 

narcissism are also known to exacerbate denial and distortions of reality (Wallace 1989, p 

1 0 1 ).

4) Pretreatment "psychiatric severity" was found to be the best single predictor of drug 

abuse treatment outcome.

5) Among patients of equivalent "psychiatric severity", treatment outcome Is enhanced by 

the patient's ability to form a relationship with a therapist ( 1e object relational factors).
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6) Baseline "psychiatric status" can significantly improve over the course of treatment, 

supporting the view that some of the psychopathology seen in drug abusers is a product of the

addiction.

Since object relations reflect the capacity to form and maintain relationships, there was 

good reason to belteve that measures of OR would be significantly related to the ability to engage 

In treatment, and thus to maintain abstinence. It was also expectable that significant changes In 

object relations and reality testing would occur over early recovery.
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Empirical Studies of Object Relations 

Object Reletlons: Trait or State?

Urist (1980) notes that the “clinical assessment of object relations focuses on the Internal 

basis for an individual's capacity to experience human relatedness. The assessment of object 

relations rests fundamentally on the understanding that past relations between self and others 

give rise to the development of internal psychic structure". However, as Strieker and Healey 

(1990) observe in agreement with Greenberg and Mitchell (1983), ‘ the concept of object 

relations is not easily defined or explalned...the precise definitions and roles of this concept 

differ, depending on the variant of psychodynamic theory that Is endorsed". This conceptual 

problem bears directly on the question of the measurement, since these differences in 

definitions and roles "will be reflected In the construction of methods for assessing object 

relations" (Strieker and Healey 1990).

Another conceptual problen involves the "permanence or malleability of object relations"

( Strieker and Healey 1990). For example, while object relations "are thought to develop early, 

endure, and resist change" ( Ibid.), researchers have found that measures of them do change over 

relatively short time spans, as demonstrated by Tuber et al.'s (1989) finding of changes in 

children's OR scores after surgery ( reported In Strieker and Healey, 1990, p227), and also 

Ryan & Bell's (1984) finding of OR changes In a schizophrenic population after the resolution of 

an acute psychotic episode. Whether and how these empirical findings should be addressed 

theoretically Is currently unclear (Strieker and Healey 1990).

Yet Urist (1980) speaks of "an Individual's internal repertoire of self and object 

representations" (p 826), and other writers (Zlnberg 1984,Wurmser 1978, Levin 1987, 

and others) refer to various kinds of regression (ego, affect, narcissistic). These references all 

seem to imply that different qualities of ORs can be activated at different times, or be more or 

less prominent under different circumstances. Therefore, while certain OR Internalizations may 

serve as templates for subsequent OR development, creating certain ego tendencies or “traits", 

measures of actual current functioning on the continuum of one's "Internal repertoire" may have
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a strong "state" component. Writers who use the concept of regression with respect to ego 

functions seem to take this for granted.

Empirical Studies of Object Relations In Substance Abusers

Most object relations measures are scales which have been developed for use with projective 

tests such as the Rorschach or TAT, and/or for application to other sorts of narratives (such as 

dream reports). For a review of the conceptual foundations and historical development of these 

projective measures, see Blatt & Lerner (1983) and Urist (1980). For a critical review of the 

empirical literature generated by these measures, as well as critiques of specific scales In 

terms of validity and reliability, see Strieker & Healey (1990). The Bell Object Relations 

Reality Testing Inventory (BORRTI), which was the measure used in the current study, Is 

different from these scales in that It is an objective (non-projective), true/false, self-report 

inventory which has been standardized In a manner consistent with "accepted standards of 

psychological measurement" (Bell et al. 1986). This Instrument measures object relations and 

reality testing vis-a-vis patients' most recent experiences In how they perceive and conduct 

relationships, and how they experience Internal and external reality (Bell 1991). [See 

Instruments section of Method chapter for further discussion of the theoretical underpinnings 

and psychometric properties of the BORRTI.]

There have not been many studies of substance abusers which employ object relations 

measures. Blatt et al. ( 1984a, 1984b, 1990), using Interview, self-report measures, and 

projective assessment data ( Loevinger Sentence Completion Test & Rorschach), found 

impairments in ego functions and object relations in samples of opiate addicts. One study 

(1984a) found that "a primary disturbance In opiate addicts appears to be their relative 

Inability to conceptualize people as well differentiated, articulated, and Involved in meaningful, 

purposeful, and constructive activity. In addition, opiate addicts appear to have greater affective 

lability [than “normals"]. These difficulties In Interpersonal relations and affect modulation are
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consistent with disturbances in the neurotic range and suggest that opiate addicts have selected a 

particularly untoward, self-destructive, Isolated mode of adaptation for achieving the 

satisfactions and pleasures most people seek In Intimate personal relationships" ( p 156). Blatt 

et al. ( 1984b) found that opiate abusers were more depressed than polydrug abusers, normals, 

and psychiatric patients. They speculate that "the drug provides relief from the intense pain and 

suffering of an overly harsh, critical punitive superego and ego Ideal" ( p350). Blatt & Berman 

(1990) on the basis of Interviews, projective assessment, and several subscales of the WAIS- 

R, identified three groups of addicts: t ) "those primarily with Impaired Interpersonal 

relationships and affective lability" (or "character disordered"); 2) "those primarily 

characterized by thought disorder and Impaired ego functioning" (or "borderline psychotic"); 

and 3) "a group with diminished ideational and verbal activity (or "depressed"). Blatt and his 

colleagues do not speculate about differential treatment prognosis based upon their diagnostic 

distinctions

Spero (1987) examined the relationship between field dependence (aka "locus of control"), 

and aspects of object relations such as self-other differentiation, mutuality of autonomy, and 

benevolence versus malevolence in groups of normals, alcoholics, "remittedalcoholics" and 

psychiatric inpatients (n = 30 each). He found OR Impairments in both the alcoholics and 

remitted alcoholic groups which were for the most part greater than the normal group, but not 

as severe as the psychiatric group. Although he found consistent differences between the 

alcoholics and remitted alcoholic groups across several dimensions of object relations In the 

direction of the remitted alcoholic group being healthier, none of these differences were 

statistically significant.

Tatarsky (1986) used the Bell Object Relations Reality Testing Inventory (BORRTI) and the 

Symptom Checklist 90 (a self report measure of manifest psychiatric symptomatology) to study 

samples of cocaine users in order to Identify psychological variables related to compulslvity In 

cocaine use patterns. He distinguished three groups on the basis of users' own sense of the extent 

to which "they felt addicted to cocaine and unable to control their use". These groups were: I ) the
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Recreational group ( n*31); 2) the Compulsive group (n=38);end3)theQues1-Compuls1ve 

group ( n= 19). [All quotations about this stud/ are from Tatarsky (1986).]

Cocaine Use and Psychosocial Consequences

Compared with recreational users, Tatarsky's (1986) compulsive users tended to use 

larger amounts, use more frequently, and spend more money for the drug. They also tended to use 

cocaine alone, often binged uncontrollably, did not confine their use to the weekends, and had 

stopped using cocaine in the past. The compulsive group experienced negative psychosocial 

consequences of cocaine use that were both more In number and greater In severity than 

recreational users. These Included financial, interpersonal, vocational, legal and miscellaneous 

problems.

Recreational users, by contrast, "tended to use relatively small amounts of cocaine and spent 

relatively little money for the drug because they often got It free et parties or from friends.

Their use pattern had been stable over an average of four and a half years. When they used 

cocaine they 1) tended to use small controlled amounts in 2) social situations 3) mainly on the 

w^end? and 4) most had not stopped using cocaine in the past".

Object Relations & Realltv Testing

Tatarsky (1986) found that "the most Important psychological discriminator" of the 

recreational and compulsive groups was the Ain score on the object relations portion of the 

BORRTI The UP and HD scores on the reality testing portion were also significant 

discriminators. In addition, the IA, Egc, and RD scores were elevated in the compulsive group 

relative to the recreational group. In short, compulsive users were more Impaired than 

recreational users on three of four object relations subscales (Ain, IA, & Egc) and on all reality 

testing subscales ( UP, HD, & RD). In contrast, the SI score (OR) was significantly lower for the 

compulsive group compared with the recreational group, Indicating a higher level of social 

competence.

With regard to the recreational group, he found that "this sample is not significantly 

different from the normal population in quality of object relations and reelity testing. They tend 

to have an an integrated, stable Identity sense with the capacity to enter Into satisfying
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relationships with others who ere seen empathlcally as serarate integrated others. Reality 

testing is Intact and there Is minimal hallucinatory or delusional Ideation reported".

Compulsive users, on the other hand, "experience substantial mistrust In their 

relationships, have fragile self-esteem associated with painfulness of relations with others and 

concerns about being liked and accepted and tend to be mildly narcissistic In relation to others.

In these areas they are most similar to depressed and neurotic character disorder patients and 

less impaired than borderlines They appear to have particular strength In their sense of social 

competence which parallels that of normal, non-pathologlcal groups. Reality testing Is 

relatively more impaired with the most severe disturbance in the capacity to [distinguish] 

inner and outer perceptions. There is evidence of gross breaks In reality testing manifested in 

hallucinatory end delusional ideation A sense of doubt about the accuracy of perception is 

substantial".

Results for the "quasi-compulsive" group Indicated that the "psychological profile of this 

group is similar to that of the compulsive users In impairment of basic trust and general reality 

testing problems It is somewhat less impaired than the compulsive user group regarding 

concerns about being liked by others, egocentrlclty, uncertainty of perception and gross 

disruption of reality testing by hallucinatory and delusional experiences". Tatarsky notes that 

the longer quasi-compulsive users engaged in this pattern, the more they looked like compulsive 

users in terms of object relations and reality testing Impairments.

Tatarsky concludes that his results support the position "that some individuals are able to 

engage in stable recreational cocaine use with minimal psychosocial problems". However, 

"increased use in this population Is associated with greater object relations Impairment and 

psychiatric symptomatology. This Impairment may constitute an Increased vulnerability to the 

seductive pull of cocaine which enables these individuals to self-medicate these painful affects. 

This is consistent with the hypothesis suggested by Spotts and Schontz (1975) the greater ego 

impairment is associated with increasing cocaine abuse".

Tatarsky notes that although the compulsive group had less education, it had nevertheless 

attained "comparable occupational and Income status". This finding, combined with Intact social
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competence, and "few differences between recreational and compulsive user groups in previous 

level of psychosocial adaptation" lead him to conclude that "the compulsive cocaine users In this 

sample were particularly capable, achievement oriented people prior to their problems with 

cocaine". He believes that a substantial amount of the psychopathology seen In the compulsive 

user group "seems acutely related to the compulsive cocaine use and [Is] not Indicative of 

preexisting psychopathology". Tatarsky endorses Smith's (1984) "anecdotal report that only 

10 f  of the depression seen In compulsive cocaine users reflects underlying depression".

Nevertheless, Tatarsky (1986) maintains that object relations Impairments of the 

compulsive group, even after allowing for decrements caused by cocaine usage, probably 

constituted a psychological vulnerability for compulsive cocaine abuse patterns: "For these 

individuals, cocaine's 'ego fortifying effects' may Initially serve as an Ideal defensive support to 

the neurotic character’s striving for mastery over the world. However, neurochemical 

depletions would give rise to the increased psychiatric distress and psychosocial dysfunction 

described In this study. This deterioration In functioning would represent, for these Individuals, 

a further threat to their self-esteem". This then gives rise to a vlsclous circle of more cocaine 

use resulting in further deterioration (which Is a "narcissistic crisis") resulting In more 

cocaine use ie a compulsive use pattern.

Relationships Between Psychopathology & Addiction

Kertzner (1987, p M l), based on his review, summarizes several hypothesized 

relationships between psychopathology and drug abuse. These Include:

1) "Psychopathology can be a consequence as well as an antecedent of drug abuse; Gewln & 

Kleber (1986) have recently addressed this Issue by documenting cocaine abuse abstinence 

symptoms as a distinct phenomena"; 2) "Psychopathology can be a coexistent variable with no 

etiological significance (Meyer & Hasselbrock 1984)"; 3) "To some extent, psychopathology can 

also be considered an adaptation to the experience of being a drug-dependent individual in a 

society that stigmatizes such behavior (Mlllman 1986); consider the treatment many drug 

abusers receive In busy emergency rooms." [Zlnberg (1975,1984) also views most of the ego
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dysfunction seen In addicts to be a consequence of addiction under adverse environmental 

conditions.]; 4) "Psychopathology becomes less clinically relevant as certain abused substances 

become more normative In our society (Meyer & Hesselbrock 1984)... the great reinforcing 

property of cocaine has led to the argument that premorbld disposition may be less relevant and 

drug availability more important to cocaine use than Is true of other drugs ( Kleber & Gewtn, 

1986)".

While most cur rent theorists and researchers (Blatt 1984a, Khantzlanetal. 1990, 

Khant2 ian 1987, Kernberg 1975,Kohut 1977b, Levin 1987, Wallace 1989, Tatarsky 1986) 

would acknowledge that addiction can exacerbate measures of psychopathology, It is also 

generally believed that pre-existing psychological factors create a heightened vulnerability for 

the development of an addiction Khantzlan et al (1990) in particular have moved In the 

direction of "considering the possibility that degrees and sectors of psychological vulnerability 

are involved rather than global and severe psychiatric disturbance" In the development of 

cocaine (or other drug) dependence.

Is There an Addictive Personality?

Nathan (1988), In an article reviewing the literature on the relationship between 

personality and the etiology of alcohol and drug abuse, takes the position that "with regard to the 

depression that afflicts significantly more alcohol and drug abusers than nonabusers...the 

depression appear[s] far more often to be reactive to the consequences of the abuse (or the 

pharmacologic actions of the abused drug) than to be antecedent to It". Nathan ultimately 

concludes "the utility of personality for the prediction of substance abuse, for the differentiation 

of substance abusers from non-abusers, and for determining the response to treatment and the 

maintenance of treatment gains remains unproven” (p 187). Sutker AAllaln (1988) criticize 

past attempts to identify "the addictive personality" as simplistic and unappreciative of the 

multifactorlal nature of addiction.

From a psychodynamic point of view, Zlnberg (1975) states that "there are no 

psychological profiles or consistent patterns of internal conflicts or phase-specific
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developmental sequences that can he put forward as the determining factor In the history of frug 

use and addiction". Khantzlan et al. (1990) assert that "there Is no one personality type or 

‘addictive personality' Involved which generally predisposes a dependence on drugs or on cocaine 

In particular". Rather, "sectors of vulnerability In personality organization appear to play a 

part in predisposing some individuals to cocaine dependence".

Bean-Bayog (1986) argues that the constellation of traits which has traditionally been 

labeled “the alcoholic personality" ( "Impulsive, self-centered, self-destructive, Irresponsible, 

Isolated, repressed, guilty, depressed, Irritable, and moody...) udgement is poor...they use an 

elaborate defensive system based on primitive denial, rationalization, projection, and 

minimization") Is In large measure the product of the "trauma" of alcoholism, although once 

these patterns establish “they entrench and perpetuate the alcoholism". Alcoholism Is likened to 

"the disruption produced by other overwhelming human experiences" such as natural disasters, 

life-threatening disease, combat, Incarceration, or nuclear attack. Though not specifically 

mentioning cocaine or other drug abuse/dependence, the implication Is that any chronic addictive 

state would have similar pathogenic effects.

Psychiatric Co-Morbldly In Cocaine Abusers

Estimates of co-existent affective disorders (depression, and bipolar Illness or 

cyclothymia) In cocaine abusers have ranged as high as 50* (Kleber & Gewln, 1984a). Others 

( Weiss & Mir in 1984) have found very high rates of Axis II pathology (90* in one study), 

especially borderline and narcissistic personality disorders. Attention deficit disorder has also 

been Identified In some samples (Kleber & Oawin 1984b). These studies are reviewed in 

Kertzner ( 1987) and Skodol ( 1987).

These estimates are controversial, however. Skodol (1987) criticizes these studies for 

their small, highly unrepresentative samples and weak methodology. Khantzlan (1987) has 

called for larger, more representative samples to learn the true rates of comorbld affective and 

personality disorders. But beyond this remains the question of how much of the depression Is 

consequent to the cocaine usage. Kleber & Gawln (1984b) point to the difficulties In
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distinguishing psychiatric symptoms which result from abuse from those which are Independent 

of it and call for prospective studies. The work of Nathan (1988), Tatarsky (1986), and Siegel 

(1984), suggests that much affective disturbance may result from the abuse syndrome.

Khantzian (1987) has Identified In the literature several psychiatric factors that might 

"predispose Individuals to cocaine addiction. They Include: 1) preexistent chronic depression, 2) 

cocaine abstinence depression, 3) hyperactive restless syndrome or attention deficit disorder, 

and 4) cyclothymic or bipolar Illness", but he adds that "we need further, larger representative 

studies of cocaine addicts in order to substantiate these and other possibilities" ( p 238).

As to the questions of whether all cocaine addicts have prior psychopathology, and whether 

everyone might be suseptable to cocaine addiction, Khantzian (1987) feels an Informed 

judgement cannot yet be made "until we have extensively studied and understood many more 

cocaine addicts and have better clarified the effects and mechanisms of action of cocaine at the 

neuronal and biochemical level". While some authors, such as Vereby & Gold (unpublished, 

reported in Tatarsky 1986), feel that all people are suseptible to cocaine addiction due to the 

intensely rewarding effects of the drug, Tatarsky (1986) asserts that these effects are not 

sufficient to explain addiction since many users, even with free and easy access to the drug, do 

not become compulsive users.

Alcohol and the Cocaine Abuser

Blume (1987) reports that it Is common to uncover abusive drinking patterns In cocaine 

abusers which existed before regular cocaine use began, often in the service of alleviating 

unpleasant emotional states. Further, once cocaine enters the picture, alcohol may additionally 

be used to self-medlcate cocaine side effects such as "tension, agitation, hyperalertness, and 

insomnia", thereby establishing "a second pattern of alcohol or other sedative abuse". This 

counter-productive strategy, however, exacerbates many of these very symptoms and can also 

create other serious medical and psychological consequences. Blume observes two especially 

dangerous patterns associated with continued alcohol use in cocaine dependent people who are 

attempting recovery. Since one of alcohol's first effects Is the Impairment of judgement centers
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in the brain, and since both the social contexts and chemical effects of drinking can become 

powerful conditioned cues which cause or amplify cocaine craving, use of alcohol easily leads to 

reiepse m cocaine abuse. The other pattern Blume (1987) notes Is the "switching of 

dependencies... With cocaine no longer an option to counteract feelings of boredom, 

discouragement, or low self-esteem, alcohol...Is used as a substitute. In this psychological 

setting, alcohol dependence tends to develop very rapidly" (p 203). Tatarsky (1986) 

anecdotally reports that many of the subjects In his study described abusive patterns of alcohol 

consumption. Washton (1987 & 1989), Washton et al. (1988), and Wallace (1989a) are In 

agreement with Blume's observations that continued use (of even small amounts) of alcohol 1s 

both quite common and quite dangerous for patients attempting abstinence from cocaine. These 

authors advocate complete abstinence from all mood altering substances as the best approach to 

treatment and recovery from cocaine dependence due to the heightened likelihood of relapse 

resulting from dlslnhibitlon and conditioning factors.

Udellan et al. (1985) criticize diagnostic typologies which dichotomize alcoholism and 

drug addiction, calling them "oversimplified ..not systematically related to treatment 

outcome and not [corresponding] well with actual patterns of abuse" (p 2).
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Hypotheses

To reiterate, the goals of the present study were: 1) to evaluate levels of OR and RT 

Impairment In a sample of cocaine addicts at the time of entry to treatment, and then to examine 

changes In these variables after 90 days of Intensive outpatient drug treatment; 2) to test 

whether tendencies to relapse during the course of treatment are reflected In baseline levels of 

OR and RT; and 3) to assess whether tendencies to affiliate with 12-step groups are reflected In 

measured levels of OR and RT. These goals were operationalized Into the following set of 

hypotheses:

1) For treatment completers, there will be significant Improvements In object relations 

(OR)and reality testing (RT)at 90 days. (Discussed In section 1 of Results chapter.)

2) Days of alcohol and drug use during the course of treatment will be significantly related 

to baseline object relations and reality testing scores. (Section 2 of Results chapter.)

3) 12-Step group attendance during the course of treatment will be significantly related to 

baseline object relations and reality testing. (Section 3 of Results chapter.)

4) Having a sponsor within 12-step groups (during the current treatment) will be related 

to object relations and reality testing.

5) Level of 12-step attendance during the current treatment will be related to having a 

sponsor during the current treatment.

6) Lifetime 12-Step group attendance will be significantly related to levels of object 

relations and reality testing. (Section 4 of Results chapter.)

7) Lifetime history of having a sponsor within 12-step groups will be related to object 

relations and reality testing.

8) Lifetime level of 12-step attendance will be related to history of sponsor involvement.
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Chapter 3

Method

Subjects

The initial subject sample consisted of 65 males who were admitted to outpatient treatment 

for cocaine addiction at the Washton Institute. All subjects met DSM lll-R  criteria for a primary 

Axis I diagnosis of Cocaine Dependence. Many also received secondary diagnoses for patterns of 

abuse of, or dependence upon, other substances. The frequencies and types of poly-addiction are 

giver below Of the 65 subjects in the original sample, 36 were still In treatment after 90 days 

and available for follow-up, while 29 had discontinued treatment. Only those subjects who 

participated in both the initial and follow-up portions of the study are included in the data 

analysis. One subject who did complete a follow-up Interview was excluded for reasons which 

are discussed helow. Thus, there are 35 subjects under consideration In the present study. 

Demographics of the Sample: See Tables 1&2, below.

Age Subjects ranged in age from 25 to 54 yr.. with a mean age of 36 (sd=5.7). The median 

age was 35 yr.

Race Fifteen subjects were White (43 *), 13 were Black (3 7 *), and 7 were Hispanic

( 20*).

Marital Status: Thirteen subjects were married (37 *), 11 were never married (31*), 

9 were separated or divorced (26 *), and 2 were living with a sexual partner (6 *).

Religious Affiliation: Sixteen subjects were Catholic (46 *), 6 were Protestant 

(1 7 *), 6 had no affiliation ( 17*), 4 were Jewish (11 * ) ,  2 had "other" affiliations (6 *). 

and 1 was Islamic (3 *).

Educational Level: One subject had a graduate degree (3 * ) , 5 had Bachelor's degrees 

(14 *), 18 had had some college (51 * ) ,  8 were high school graduate or 6ED (2 3 *), and 3 

were less than high school graduate (9 *).
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Job Status: Thirty one subjects (8 9 *) were employed at the time of entry to the current 

treatment. Of these, 6 were on tempoery disability due to addiction-related problems. Four 

(1 1 *) were unemployed.

Occupational Category: Subjects' job titles and/or job descriptions were assigned to a 

7-point scale of occupational categories developed by Holllngshead and Redltch (1958) as a 

component Indicator of Socio-Economic Status (SES). Lower assigned values are associated with 

higher SES See page 8 of the 12-Step Program Participation Questionnaire (Appendix C) for a 

more complete description of these categories. See Table 2 for the sample distribution In these 

categories.

Individual Income: This figure represents whole dollar, after-tax income received in the 

30 days prior to entry to treatment from employment, unemployment compensation, disability 

pay, and in one case, severence pay. Income amounts ranged from $0 (zero) to $6300, with a 

mean of $ 1734 (sd* 1360), and a median of $ 1300.

Preferred Route of Cocaine Ingestion: Twenty subjects (57 *) identified smoking ( ie 

"crack " and/or "freebase") as their preferred method of cocaine ingestion. The remaining 43*

( n= 15) identified intranasal ingestion as their preferred route. No one identified IV or IM 

injection as their preferred route, nor did anyone Identify "a combination of Intranasal and 

smoking".

Dual Addiction/Abuse of Multiple Substances: Thirty subjects (86 *) were active 

abusers of other drugs in addition to cocaine at the time of entry into treatment. Alcohol abuse 

was Involved with 69* (n-24) of the sample, while 60* (n-21)of the sample abused 

marijuana. Sixteen subjects (46 *) abused both alcohol and marijuana. One subject (3 * )  

abused alcohol, marijuana, and other drugs, and 3 subjects (9 * )  reported compulsive sexual 

behavior or compulsive gambling.

Compulsive gambling and compulsive sexual behavior are included here for those subjects 

who spontaneously reported them during interviews. However, since these areas were not 

systematically Inquired about In the research protocal, the Incidence of these "behavioral 

addictions" may be somewhat higher for the sample than reflected here.



66

Addiction Treatment History (T x*); Addiction-focused treatments over o subject's 

life are Included in their addiction treatment history. Inpatient medical detoxlflcatlons, periods 

in residential rehabilitation facilities, outpatient drug/alcohol treatment programs, and 

addiction-focused individual psychotherapy are counted. The patient need not have fully 

completed a course of treatment for it to be counted. Also, having attended 3 or more 12 Step 

group meetings within a 30 day period counts as a treatment episode, so long as the subject was 

not in detox or rehab at the time. Treatments which were done in tandem are counted separately. 

For example, if someone went from detox to a residential rehab, then participated in an 

aftercare counselling program, this would be counted as three episodes. If, in addition, he went 

to 3 or more 12-step meetings within 30 days during tfie course of the aftercare counselling 

program, a fourth treatment episode would be counted

For 11 subjects (31 *), the current treatment was their first treatment episode. The 

remaining 24 subjects reported between 1 and 9 previous treatments, with the majority 

( n= 16) reporting 1,2, or 3 episodes.

Medical Detoxification ( ‘detox'): A medical detoxification typically lasts from 5 to 10 

days. Twelve subjects (34 *) reported at least one medical detoxification prior to starting the 

current treatment. Of these, the number ranged from 1 to 3, with most ( n=8) reporting 1 

detox.

Residential Rehabilitation ( ‘ rehab'): Residential rehabilitation treatment typically 

lasts from 21 to 28 days. Fourteen subjects (40 *) had gone through at least one residential 

rehab treatment prior to starting the current treatment. For these subjects, the number of 

rehab treatments ranged from I to 5, with most ( n*9) reporting I rehab.

Inpatient Treatment Immediately Prior to the Current Treatment: Eight 

subjects (23 *) came to the current treatment within 30 days following an inpatient treatment. 

Of these 8 subjects, 3 were In a dextox, and 5 were In a residential rehab.

Abstinence Prior to the Current Treatment: Six subjects (1 7 *) were abstinent 

from cocaine, alcohol and all other drugs during the 30 days prior to entry Into treatment. These 

periods of abstinence ranged from 5 to 10 weeks, with a mean of 7.7 weeks (sd= 1.9). Among
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these 6 subjects, 3 had been in residential rehab facilities, and 1 had been in a detox at some 

point during the 30 days prior to starting the current treatment.

Cocaine Problem Duration: This refers to subjects' response to the question: "How long 

ago did you first notice cocaine had become a problem for you?". Responses ranged from 1 to 96 

months, with a mean duration of 32.5 (sd*27.3), and a median of 24 months.

Treatment Dropouts: See Tables 1&2, below.

Of the 65 subjects who received baseline Interviews, 29 (4 5 *) had dropped out of 

treatment by day 90 and did not receive follow-up Interviews. There were no significant 

differences between those followed up and those not followed up on age, race, marital status, 

religious preference, educational level, job status (employed, temporary disability, or 

unemployed). Individual Income, preferred route of cocaine Ingestion, abuse of multiple 

substances, overall number of substance abuse treatments, number of medical detox If fcations, 

number of residential rehabilitations, cocaine problem duration, or number of days of use In the 

past 30 of cocaine, alcohol, other drug, or poly-drug. One treatment dropout was excluded from 

this analysis because a cross-check of his baseline protocol In conjunction with collateral 

reports from counselling staff cast doubt on the veracity of several responses.

The only significant socio-demographic measure was occupational category ( Holllngshead & 

Redlich, 1958). Occupational category was significantly related to treatment completion 

( Mann-Whitney U, p< .03). Of the 35 treatment completers, 2 3 (66 *) were In the top 4 

categories, while 12 (3 4 *) were In the bottom three categories of skill and status. Of the 28 

treatment dropouts, only 6 (2 1 * ) were In the top 4 categories, and 22 (7 9 *) were In the 

bottom 3 categories.

There were no significant differences on the Addiction Severity Index composite scores of 

medical,employment,alcohol,drug, legal, family/social,or psychological problems. In 

addition, there were no significant differences on the object relations scores of alienation, 

Insecure attachment, egocentrlclty, or social Incompetence, nor were there any significant 

differences on the reality testing scores of reality distortion, uncertainty of perception, or
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hallucinations and delusions The reality distortion score was higher for treatment dropouts, but 

this difference only approached significance ( p< .09).

table 1: Baseline Comparisons for Cocaine Addicts who were and were not 
Followed-Up: Interval Variables

Subjects Subjects not
followed up followed up

Variable
(n-35) 

mean sd
Cn-28) 

mean sd
U or 

t
l *  or 

df
2-tail

D

Cocaine 7.1 6.6 9.2 9.5 448 5 z -  -.578 n.s.
Alcohol 7.7 9.4 6.9 9 473 z -  -.239 n.s.
Other 2.8 6.4 3.9 7.5 457 z -  -.506 n.s.
Polydrug 5 4 6.6 6.5 8.2 466 z ■ - .339 n.s.

Age 36 5.7 35.6 6.8 .300 61 df n.s.

Individual Income 1734 1360 1448 1062 427 z -  -.872 n.s.
Tv# t ,npt * outpt) 3.1 2.2 3.8 2.9 432 z --.819 n.s.
•Detoxifications .49 .78 .93 1.7 462 5 z -  -.449 n.s.

^Residential Rehab's .69 1.1 .75 .84 437.5 z -  -.807 n.s.
Coke Prob Dur( months) 32.5 27.3 40.7 46.3 486 z -  -.055 n.s.

•  12-Step nestings:
Past 30 days 6.3 10.4 7.3 9.5 449.5 z ■ -.601 n.s.
Lifetime 48.4 90.8 110.7 206 432 z -  -  .808 n.s.

Addiction Severity Index Composite Scores:
Medical .255 .31 .293 .32 -.474 61 df n.s.
Employment .483 .25 .512 .24 -.466 61 n.s.

Alcohol .257 .23 .225 .24 .528 61 n.s.

Drug .227 .08 .242 .09 -.682 61 n.s.

Legal .032 .09 .014 .05 .891 61 n.s.
Family/Social .212 .23 .248 .23 -.608 61 n.s.

Psychological .310 .2 .393 .19 -1.690 61 n.s.

“ corrected for ties
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Table 1 continued; Interval Variables 
Subjects Subjects net

fellewed up fellewed up
Cn-35)  (n-28) 2-tall

Variable mean sd mean sd t df P
Object Reletiens Sceres:
Alienation .208 .69 .228 .78 -.106 61 n.s.
Insecure Attachment .101 .85 .196 .81 -.454 61 n.s.
Egocentriclty -.025 .8 .111 .87 -.646 61 n.s.
Social Incompetence -.002 .93 .159 1.0 -.659 61 n.s.
Reality Testing Sceres:
Reality Distortion -.204 .50 .124 .97 -1.730 61 .09
Uncertainty of Perception .327 .9 .253 .76 .432 61 n.s.

Hallucinations/Delusions -.146 .54 -.070 .72 -.481 61 n.s.

Table 2: Baseline Comparisons for Cocaine Addicts who were and were not 
Followed-Uo: Categorical Variables

Subjects Subjects net
fellewed up fellewed up

(n-35) Cn-28) Chi
Variable n % n % souare* df P
Race

White 15 43 12 43
Black 13 37 15 54 4.251 2 n.s
Hispanic 7 20 1 4

Marital Status
Married/Cohabiting 15 43 15 54
Separated/Divorced 9 26 7 25 .955 2 n.s.
Never Married 11 31 6 21

Religious Preference
Protestant 6 17 7 25
Catholic 16 46 6 21
Jewish 4 11 1 4 7.413 4 n.s.
Other 3 9 7 25
None 6 17 7 25

"with correction
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Table 2; continued; Categorical Variables

Subjects Subjects net
fellewed up fellewed up

Cn-35) (n -2 8 ) Chi-square or
Variable n % n % U * d f u r z
Educational Level

Graduate Degree 1 3 1 4
BA/BS 5 14 3 11
Some College 18 51 10 36 U -5 6 4  z - -1.092
HS grad or GED 8 23 12 43
Less than HS grad 3 9 2 7

Job Status
Working 25 71 22 79

Temporary Disability 6 17 3 11 X2 -  .564 2 df
Unemployed 4 11 3 11

Occupational Category (Hoilingshead& Redlich)
1 (Highest) 2 6 1 4
2 6 17 0 0
3 4 11 5 18
4 11 31 0 0 U -  335 z -  -2.211
5 0 0 3 11
6 1 3 6 21
7 (Lowest) 11 31 13 46

Preferred Route of Cocaine Ingestion
Intra-Nasal 15 43 9 32 X2 -  .757 1 df
Crack or Freebase 20 57 19 69

Dual Addiction
Cocaine only 5 14 5 18 X2 ■ .149 1 df
Cocaine and other(s) 30 86 23 82

"with correction
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Treatment Setting

The Washton Institute Is a free-standing, private agency located In NYC. It Is dually licensed 

by New York State ( Division of Alcoholism and Alcohol Abuse, and Division of Substance Abuse 

Services) to conduct medically-supervised outpatient alcoholism and drug treatment.

The clinical staff Is made up of licensed social workers and Ph.D. psychologists. A prlmary- 

care physician and psychiatrist are also on staff for management of medical aspects of the 

treatment and for psychiatric management when indicated.

Treatment Philosophy and Attitude Toward 12-Steo Groups

Treatment at the Washton Institute Is abstinence-oriented. Emphasis Is placed on the 

integration of psychotherapy with 'twelve-step' self-help groups such as AA and CA. 

Psychotherapy, drug education, family counselling, urine testing, relapse prevention, and 

coping strategies conducive to maintaining a drug-free lifestyle are all Integral to the treatment. 

12-Step group participation is not mandatory, but is encouraged. 12-step group meetings do not 

take place on the premises, but there Is a mandatory" 12-Step Workshop" run by a 12-step 

group affiliate who is also a graduate of the Washton Institute program. Further, there Is an 

"alumni association" of program graduates who, among other things, encourage 12-step group 

participation Thus, all subjects In this study have had exposure to 12-Step group principles, 

but have not been required to go to 12-step meetings.

The Treatment Program

The duration of the complete treatment program Is 16 weeks and consists of two phases. 

Phase 1 is comprised of the first 90 days (12 weeks), and Is the more Intensive of the two.

Phase 1 features "Intensive counseling and therapy at least 4 or 5 times per week" (Washton 

Institute pamphlet). Therapy consists primarily of therapeutic group sessions with other 

patients recovering from a substance dependency. These groups are usually oo- led by two 

members of the clinical staff. Patients also have individual sessions with counselors at least once 

every two weeks, or more as Indicated by level of treatment progress. Family counseling and
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family education groups are available. The goal of phase 11s to attain 90 derys continuously free 

of alcohol and drugs ( Ibid). While confrontation of denial and other defenses which maintain drug 

taking behavior Is considered a necessary part of treatment, the treatment Is not as intensely 

confrontatlve as In some residential drug treatment settings such as therapeutic communities. 

Phase 2 consists of fewer sessions per week (2-3), and the emphasis Is on the "mastery of 

relapse prevention skills and coping strategies needed to maintain a drug-free lifestyle" ( Ibid.). 

Supervised urine testing Is a mandatory part of the treatment program.

Exclusionary Criteria for Admission to Outpatient Druo Treatment at the Treatment Setting 

Those in need of medically supervised detoxification are accepted to treatment only after 

completing such a detoxification. These tend to be patients who, in addition to cocaine addiction, 

have moderate to severe addictions to substances associated with physiological withdrawal 

syndromes such as alcohol, benzodiazepines, barbiturates, and opiates. Patients maintained on 

Methadone are not currently accepted to this abstinence-oriented treatment program.

Procedure

Recruitment of Subjects

The researcher attended weekly clinical Intake meetings at the Washton Institute to Identify 

potential subjects starting treatment. During the recruitment phase, February to July 1991, 

approximately 80 patients were identified as potential subjects, having met the criteria for 

inclusion Into the study ( male, with a primary diagnosis of cocaine dependence). Recruitment of 

subjects was done In one of two ways: either by the researcher approaching them Individually 

just before or just after therapy sessions, or by the counselors asking them to print their name 

and phone number on a form so the researcher could call them, explain the study, and solicit 

their participation. Five potential subjects did not return after the Intake to enter treatment, so 

could not be recruited. Approximately 75 patients were recruited. This yielded 65 completed 

baseline protocols. Six subjects started the baseline interview but dropped out of treatment
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before fjnishing It, end 4 recruits refused participation In the stud/ entirely. Of the 65 original 

subjects, 36 remained In treatment and had follow-up Interviews after completion of the 90- 

day first phase of treatment. Follow-up interviews were completed In early November 1991. 

One subject who completed a follow-up Interview was excluded from the data analysis of 

treatment completers because of sparse and erratic treatment attendance, and was thus poorly 

matched to the rest of the completers on level of treatment received, as well as on exposure to 

12-Step groups. All four subjects who entered treatment yet refused participation In the stud/ 

had dropped out by day 90. Subjects were scheduled for Interviews at times which did not 

conflict with treatment schedules, and thus participation In the stud/ represented an extra task 

for them- requiring them to be at the clinic at times they would not otherwise be there.

The Research Protocol

Baseline interviews were scheduled as close to the start of treatment as possible. The "start 

of treatment" is defined as the date of the first psychotherapeutic session following the diagnostic 

( "intake") evaluation by counseling staff. Logistical difficulties sometimes hampered the 

optimal timing of baseline interviews. These difficulties included the frequent situation of being 

unable to recruit subjects until after they had already started treatment, tight work schedules, 

family or child care responsibilities, missed or "forgotten” appointments, and combinations of 

all of these The number of days between treatment start and baseline Interview ranged from 3 to 

37 days, with a mean of 15 (sd*8.5),andamedlanof 14.

At baseline, subjects were administered the Addiction Severity Index (ASI), the Bell Object 

Relations Reality Testing Inventory (BORRTI), and a questionnaire about past 12-Step group 

affiliation. Additional information was also obtained regarding demographic, socio-economic, and 

treatment history factors. Each completed baseline protocol represents about 1 hr.45m1n. of 

Interviewing and testing.

Follow-up interviews were scheduled as close to 90 days following the start of treatment as 

possible. Logistical problems found at baseline were also encountered at follow-up. The number 

of days between treatment start and follow-up Interview ranged from 77 to 236 days, with a
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mean of 105 (sd=26.5), and o median of 97. No follow-up was attempted for those who dropped 

out of treatment. [Days between baseline and follow-up Interviews ranged from 56 to 211, with 

ameanof 90 (sd=26.7),andamedlanof 84 ]

At follow-up, subjects were re-administered the Addiction Severity Index (ASI), the Bell 

Object Relations Reality Testing Inventory ( BORRTI), and a questionnaire about 12-Step group 

affiliation since starting treatment. Each completed follow-up protocol represents about 1 hr.

30 min. of Interviewing and testing.

Instruments

The Bell Object Relations and Reality Testing Inventory (BORRTI) See Appendix A

The BORRTI Is "a self-administered paper and pencil Inventory consisting of 90 descriptive 

statements which the respondent marks as 'true' or 'false' about his or her 'most recent 

ex per fence'. Scoring yields four Object Relations (OR) subscales. Alienation (Ain), Insecure 

Attachment ( IA), Egocentrtcity ( Egc), and Social Incompetence (SI); and three Reality Testing 

( RT) subscales: Reality Distortion (RD), Uncertainty of Perception (UP), and Hallucinations 

and Delusions ( HD). Object relations and reality testing are each represented by 45 Items 

worded to reflect various levels of object relations and reality testing ego functioning. The 

BORRTI is appropriate for clinical and non-clinlcal populations, 15 years of age or older, and 

requires a sixth grade reeding level" ( Bell 1989). Subscale scores are calculated by a computer 

scoring program supplied by the Instrument's author.

Bell et a!. (1986) assert that in contrast to the use of projectlves in which responses are 

Identified along a developmental continuum, "an alternate rationale for assessing the quality of 

object relations Is that this ego function can be discerned from the way an Individual conducts 

his relationships and the way he experiences himself In relation to others." This rationale 

derives from the work of Beliak et al. (1973), "who offered a multidimensional continuum for 

rating object relations from clinical Interviews in which patients describe their experience of
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relationships. Working from Beliak's description of levels of object relations functioning, Bell, 

Metcalf, and Ryan (1979, 1980) developed a true-false self-report questionnaire composed of 

Items adapted from patients' descriptions of their experience of relationships and their 

characteristic patterns of relating."

The BORRTI was developed "using a procedure that combines empirical and rational methods 

of test construction and relies heavily on the techniques of factor analysis" (Alpher 1990). 

Development of both the Object Relations and Reality Testing components of the BORRTI followed 

Loevinger's ( 1957) views on construct validity - that It Is comprised of three sequential 

components: The first step is "theoretical substantive" which refers to “the development of 

items that necessarily reflect the theoretical premises and orientation of the test developers". 

The second phase is the "structural" or "internal-structural" which refers to "the actual 

construction of the instrument itself and the refinement of Its discriminative attributes." The 

third and final component is "external validation" which "is the process of accumulating 

evidence of the relationship of the measure to other known attibutes of individuals, such as 1s 

reflected in established measures" (Alpher 1990).

Psychometric Properties of the Bell Oblect Relations Reality Testing Inventory

The following paragraph Is exerpted from: An Introduction to the Bell Oblect Relations 

Reality Testing Inventory ( Bell 1989, p 3-4):

"In brief, the OR and RTsubscales were created through factor analysis ( N=336) of an 

earlier version of the scale which had produced a single OR and RT score. A factor replication 

study ( N=613) revealed a high degree of factorial Invariance. Discriminant validity was 

demonstrated in the BORRTI's ability to differentiate well-identified pathological groups. 

Concurrent validity was supported by related measures of psychopathology. Subscales were also 

found to have high internal consistency and high split-half reliability; no age bias was revealed 

(17 years to 70 years); nor were significant gender differences found. One stud/ of college 

freshmen has demonstrated significantly higher scores for men on the Social Incompetence 

Scale, but this finding may reflect a particular characteristic of male college freshmen at a



76

large miflwestern university rather than a gender bias In the scale. Social desirability bias was 

not found on most subscales" [Bell et al. (1985) found that "among undergraduates, social 

desirability correlated positively with UP. but not with RDor HD" (p 510).]. "Unpublished data 

on test-retest reliability on clinical and noncllntcal populations from periods of 2 weeks to 8 

weeks have revealed adequate levels of stability of scores over time. Used as a repeated measure 

In studies of clinical outcome, the BORRTI has shown alterations In scores concordant with 

changes in clinical status".

The groups included in Bell's original factor analysis "were selected from seven 

subpopulations to ensure that a wide range of ego functioning was represented In the development 

of subscales and that the instrument could be useful for assessment of object relations 

funct'oning in noncllnlcal as well as clinical samples" ( Bell et al 1986). These seven 

subpopulations included: 1) male and female community active adults (a high functioning 

sample). 2) male and female undergraduates with no Identified pathology from three 

universities (average range of functioning), 3) male and female outpatients who met DSM III 

criteria for personality disorders other than borderline. 4) male and female out patients as well 

as male and female inpatients meeting DSM III crieria for borderline personality disorder. 5) 

male and female inpatients meeting diagnostic criteria for schizophrenia (without evidence of 

affective disorder), 6) male and female Inpatients meeting diagnostic criteria for maior 

affective disorder (without evidence of schizophrenia), 7) male and female Inpatients meeting 

diagnostic criteria for schizoaffective mixed features. (Bell etal 1986, underlining added).

The validity and reliability of the BORRTI are well established. See Bell et al. (1985 &

1986) for complete discussions of the psychometric properties (validity, reliability, and 

factorial Invariance) of the OR and RT subscales of the BORRTI. Alpher (1990) critiques the 

instrument and its psychometric properties. He concludes that "It would appear that there Is no 

comparable clinical tool at present for the multifactorial Identification of severe distortions and 

alterations In reality perception and difficulties with Interpersonal relations" (Alpher 1990, p 

51).
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Clinical Interpretation of Elevations on OR & RT Subscales

Alienation (Ain): Heightened scores on Alienation refer to "a lack of basic trust in 

relationships, inability of attain closeness, and hopelessness about maintaining a stable and 

satisfying level of intimacy” (Bell etal. 1986).. “Relationships tend to be unstable and 

ungratifying...social relations are superficial with no reel ssnse of connection or 

belonging...anger and hostile withdrawal are common" (Bell 1989).

Insecure Attachment ( IA): On Insecure Attachment, “the theme of high loading items..is 

painfulness of interpersonal relations. High scorers are likely to be very sensitive to rejection 

and to have neurotic concerns about being liked and accepted...Relationships are entered Into as a 

result of of a painful search for security, not from enjoyment of others as separate and unique 

(Bell et al 1986)...Desperate longings for closeness are present, but separations, losses, and 

loneliness are poorly tolerated ...Relationships are psychologically important, but worry, guilt, 

jealousy, and anxiety lead to recurrent maladaptive patterns often marked by intense 

sadomasochistic binds. High scorers frequently seek reassurance of the other's devotion and 

remain vigilant for any signs of potential abandonment" ( Bell 1989).

Egoc8ntrtcity ( Egc): The Egocentricity subscale taps "three general attitudes toward 

relationships: Others' motivations are mistrusted, others exist only in relation to oneself; and 

others are to be manipulated for one's own self-centered alms. High scorers tend to have a self- 

protective and exploitive attitude and be intrusive, coercive, and demanding They may believe 

that cooperation toward mutual goals is impossible because everyone is out for him or herself 

and anyone will try to humiliate and defeat anyone else if given the chance. The high scorer 

alternately may view him or herself as omnipotent or as powerless and under the control of 

some indomitable force" ( Bell et al. 1986).

Social Incompetence (SI): Elevation on Social Incompetence reflects "shyness, 

nervousness, and uncertainty about how to interact with members of the oppposite sex and 

difficulty in making friends. It suggests a self-experience of social incompetence in which 

relationships appear bewildering end unpredictable and may cause anxiety relieved by avoidance 

and escape from the interpersonal field...patients with low scores may tend to be gregarious and
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superficially confident about their ability to relate to others" (Bell 1989).

Reality Distortion (RD): The Reality Distortion factor taps distortion of internal and 

external reality. High scorers "are likely to distort the meaning of internal experience leading 

to bizarre somatic concerns, confusion between waking and dream states, experiences of 

unreality and difficulty in understanding their own feelings and the feelings of others. Paranoid 

projection of Impulses, wishes and fears and consequent feelings of vulnerability and 

helplessness may be present...High scorers may have delusions of influence ( being controlled 

externally), thought control, thought broadcasting and paranoid beliefs of being watched, plotted 

against, condemned, and victimized. They may harbor grandiose or depressive beliefs, become 

disoriented and have hallucinatory experiences as well...While an elevation on this subscale may 

suggest the presence of thought disorder and first rank symptoms of schizophrenia, a single 

elevation on RD without an elevated score on Hallucinations and Delusions ( HD) has not been 

closely linked in research to psychotic disorders" (Bell 1989). However, Bell (1989) 

speculates that this subscale may Identify a predisposition for psychotic symptoms or for the 

"micro-psychotic" episodes seen In borderline personality disorder. Reality Distortion Is highly 

correlated with depressive mood ( Bell et al. 1985).

Uncertainty of Perception (UP): High scorers on Uncertainty of Perception have "a 

keen sense of doubt about their own perception of Internal and external reality. They may be 

uncertain about their grasp on reality. They are confused by their feelings and by the behavior 

and feelings of others. Their social judgement may be poor as they stumble through 

Interpersonal events unsure of how to to Interpret these happenings. They may experience 

extreme ambivalence and be unable to be decisive In even small matters. They may use denial as 

a principal defense against the Intense anxiety they experience when confronted with conflict. 

Although they may have the reflective awareness to be suspect of their own projections and may 

have sufficient resiliency to Identify (sometimes In retrospect) their misperceptions, they are 

left shaken by their lapses of reality testing. They may feel as though they are on the edge of 

becoming psychotic ..UP Is the only subscale to be correlated with social desirability...Unusually 

low scores on UP In the profile of a psychiatric patient may reflect a denial of Illness or lack of
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Insight. An elevation on UP may also suggest a desire on the respondent's part to convey to the 

examiner a sense of desperation or a cry for help.. Since this scale Is an Indication of the 

patient's belief that something Is wrong with their mental functioning, it can sometimes 

represent motivation to seek treatment" (Bell 1991). UP also correlates with depression and 

anxiety, "suggesting that higher scores may relate to negative self-appraisal and dysphoria" 

(Bell et al. 1985).

Hallucinations and Dalusions(HD): This factor "identifies a dimension of ego function 

Involving severe breaks from reality...(Elevations) suggest the presence of of hallucinatory 

experiences and paranoid delusions of various types. Many HD items appear on RD but at lower 

weights, and these two subscales are found to be the most highly correlated ( r* .48)...High 

scorers are most commonly found among schizophrenic and schizoaffective samples with some 

borderline patients also receiving elevated scores" ( Bell 1989).

The Addiction Severity Index (ASI) See Appendix B for a copy of theASI.

The ASI Is a "structured, 30- to 40 minute, clinical research Interview designed to assess 

problem severity in seven areas commonly affected by addiction: alcohol use, drug use, medical 

condition, employment, legal problems, family relations, and psychiatric problems. In each of 

the areas ..objective questions measuring the number, extent, and duration of problem 

symptoms in the patient's lifetime are asked, and the patient also supplies a subjective report of 

the recent ( past 30 days) severity and Importance of each problem area" ( McLellen et al. 1985; 

Mclellen, Luborsky, O'Brien, & Woody, 1980). As a research tool, Information from the 

objective and subjective areas are combined to form a "composite score" for each of the 7 

problem areas measured by the ASI. These composite scores constitute the measure of problem 

severity ( McLellan et al. 1985). The ASI is a very widely used Instrument In clinical research 

on addiction (Emrick & Hanson 1982).

McLellan (1986) found, using the Addiction Severity Index, that this instrument's pre- 

treatment "global estimate of a patient's psychiatric symptomatology ( 1e his or her 'psychiatric 

severity') is the single best overall predictor of outcome across patient types, treatment
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methrx* [ for both alcohol and drug abuse treatments], and outcome measures" ( p 98).

McLellan (1986) also found "less than 55? inconsistency" between patient self-reports, and 

consistency checks such as built-in consistency checks within the ASI, "and through spot checks 

on subsamples of the outpatient population, by assessing the ASI data against urinalysis, 

pharmacy, and criminal Justice system records... Sim liar findings have been reported by many 

other investigators studying the validity of patients' self-reports" (p. 103).

The validity and reliability of the ASI are well established. See McLellan et al. (1985) for a 

complete description and discussion of the validity and reliability studies.

12-Step Program Participation Questionnaire: See Appendix C

The format of this questionnaire Is modeled on the Addiction Severity Index, asking about 

both lifetime involvement, and also the past 30 days. The content of most of the questions derives 

from the research on AA conducted by Vail lent (1983), Blssell &Haberman (1984), and Brown

(1985). Many of the same questions they asked about affiliation patterns and attitudes towards 

M  were incorporated Into this questionnaire. Occupational categories were derived from 

Hollingshead & Redlich (1958).

The questions relate to the following areas: frequency of participation with 12-step groups, 

affiliation with a sponsor, soclo-demographic characteristics of sponsor and perceived 

satisfaction of relationship with sponsor, social support received from family/friends for 

participation in 12-step groups, and characteristics of 12-step groups which patients found 

most and least helpful or appealing.

Two Approaches to the Measurement of 12t31ep Group Affiliation

The measurement of affiliation with ) 2-step groups was done in two ways, with separate 

data analyses for each. One was to measure the number of 12-step meetings subjects attended 

between baseline and follow-up interviews. The other approach recorded subjects' lifetime 

history of attendence prior to entering the current treatment ( 1e the number of meetings 

attended lifetime).
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Demographic, Socio-economic, and Treatment History

Questions eliciting this Information ere divided between the ASI and the 12-Step 

questionnaire. The Information is not necessarily reflected in ASI problem severity scores. This 

information includes: age, race, religious preference, marital status, number of children, 

educational level, occupation, Individual Income, family Income, presence of multiple current 

addictions, history of past addictions, number of previous treatments for addiction 

(detoxifications, residential rehabilitations, outpatient treatments), number of non-addiction 

related psychological and psychiatric treatments, amount of drug-free time prior to starting the 

current treatment, and Involvement In Illegal activity.

Diagnostic Criteria for Cocaine Dependence

Information obtained in the research protocol confirmed that subjects met DSM lll-R 

diagnostic criteria for Cocaine Dependence. This Information addressed the areas of loss of 

control (over the occasion or amount of cocaine use), cocaine problem duration, psychosocial 

consequences of cocaine use, and continued use despite the consequences.

Special Variables

Certain variables derived from OR and RT subscale scores end with a ’PE' (egAlnPE). These 

are dichotomous variables which categorize the original subscale score as either pathologically 

elevated or not pathologically elevated’ , using Bell's (1987) criteria ( 2 85th percentile on 

non-pathological norms). Also, for some data analyses, OR/RT subscale scores were ranked by 

percentile and then sorted Into the percentile groups of lower, middle, and upper thirds. These 

variables are expressed as 211e Ain, Kile IA, Slle Egc, etc.
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Chapter 4

Results

This chapter is has 4 main sections Section 1 gives an overview of the follow-up sample: 

changes in drug and alcohol use between baseline and follow-up, changes in object relations 

(OR) and reality testing (RT) scores, and comparisons with several diagnostic criterion groups 

on OR & RT scores at baseline and at follow-up. Section 2 deals with the relationship between 

drug relapse during the current treatment and OR & RT variables Section 3 examines with the 

relationship between OR & RT variables and 12-step attendance during the current treatment, 

as well as the covariation of attendance with other outcome measures such as drug use and ASI 

severity scores Section 4 addresses OR, RT, and other correlates of lifetime 12-step 

attendance, as well as the covariation of levels of lifetime attendance with outcome measures, 

including level of attendance during the current treatment. Sections 3 and 4 also explore the 

covariation of 12-step group sponsor Involvement with attendance and outcome measures.

Section 1: Overview of the Follow-Up Sample 

Bosollne versus Follow-Up Drug and Alcohol Use

The number of days subjects used cocaine, alcohol, and other drugs declined significantly 

during the current treatment. The largest decline was In days of cocaine use. See Table 3 , 

below. At baseline ( measuring the 30 days prior to treatment start), days of cocaine use ranged 

from 0 to 22 with a mean of 7.1 (sd*6.6). At follow-up, days of use (for the 30 days preceding 

the follow-up Interview) ranged from Oto 10 with a meen of .49(sd=1.7),

Wilcoxon, z = -4.666, p< .0001.
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Days of alcohol use at baseline ranged from 0 to 30 with a mean of 7.7 (sd=9.4). At follow- 

up. days of use ranged from 0 to 7 with a mean of .43 (sd= 1.3). Wllcoxon, z = -3.979, p< 

. 0 00 1 .

At baseline, days of other drug use ranged from 0 to 30 with a mean of 2.8 (sd«6.4). At 

follow-up, days of use ranged from Oto30 wlthameanof .91 (sd=5.1), Wllcoxon, z = -3.179,

p< .002.

Days of polydrug use at baseline ranged from 0 to 20 with a mean of 5.4 (sd*6.6). At 

follow-up, days of use ranged from Oto 15 wlthameanof .54 (sd«2.6), Wllcoxon, z» -4.115, 

p< .0001.

Table 3; Mean davs of Drug and Alcohol Use: Baseline versus Follow-Up

Baseline Follow- Up Wllcoxon
Measure moan Sd mean Ml 2 P
Number of days/post 30:
Cocaine 7.1 6.6 .5 1.7 -4.666 .0001
Alcohol 7.7 9.4 .5 1.3 -3.979 .0001
Other Drug 2.8 6.4 1 5.1 -3.179 .002
Polydrug 5.4 6.6 .5 2.6 -4.115 .0001
Note: Baseline means were lowered somewhat by the six subjects who were totally abstinent during
the 30 days prior to entry into treatment.

Baseline versus Follow-Up Addiction Severity Scores

There were significant declines In problem severity scores on alcohol, drug, and 

family/social dimensions of the Addiction Severity Index (ASI). See Teble 4 , below. The 

greatest decline was on the drug severity score. The highest mean Severity scores were on 

employment and psychological, both at baseline and at follow-up. Medical, employment, legal, 

and psychological scores non-slgnlflcantly declined.

On medical, the theoretical range Is from 0 to I , with I representing the greatest severity. 

At baseline scores ranged from 0 to 1, with a mean of .255 (sd*.31). At follow-up, scores 

ranged from Oto .833, with a mean of .213 (sd*.28). This decline was non-significant.

On employment, the theoretical range Is from. 139 to I . At baseline, scores ranged from
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.211 to 1, withameanof .483 (sd=. 25). At follow-up, scores again ranged from .211 to 1,

with a mean of .436 (sd= .24). The decline was non-slgntflcant.

On alcohol severity, where the theoretical range Is from 0 to .901, actual scores ranged 

from 0 to .83 at baseline, with a mean of .257 (sd= .23). At follow-up, scores ranged from 0 to 

.524, with a mean of .137 (sd= .14), matched t= 3.415,34df,p< .001.

On drug severity, the theoretical range Is from 0 to 1.25. Baseline scores ranged from .084 

to .417, with a mean of .227 (sd*.08). At follow-up, scores ranged from 0 to .375, with a

mean of .107 (sd=.07), matched t= 8.498,34 df, p< .0001.

On legal severity, the theoretical range is from 0 to .887. At baseline, scores ranged from 0 

to .45 with a mean of .032 ( sd».09). At follow-up, scores ranged from 0 to . 15 with a mean of 

.01 (sd= 03). The decline was non-significant.

On family/social, the theoretical range Is from -.2 to .8. Baseline scores ranged from -.2 to 

.648 with a mean of .212 (sd=.23). At follow-up, scores ranged from -.2 to .552 with a mean 

of .051 (sd= .22), matched t= 3.399,34 df, p< .001.

On psychological severity, the theoretical range Is from 0 to 1.006. At baseline, scores 

ranged from 0 to .646 with a mean of .31 (sd= .2). At follow-up, scores ranged from 0 to .642 

with a mean of .278 (sd- . 18). The decline was non-significant.

Table 4: Addiction Severity Index Composite Scores: Baseline vs Follow-Up 

Baseline Fellew-Ue Paired 2-tail
ASI Comooslte mean sd mean sd t df D

Medical .255 .31 .213 28 .634 34 n.s.
Employment .483 .25 .436 .24 1.398 34 n.s.
Alcohol .257 .23 .137 .14 3.415 34 .001
Drug .227 .08 .107 .07 8.498 34 .0001
Legal .032 .09 .01 .03 1.581 34 n.s.
Family/Social .212 .23 .051 .22 3.399 34 .001
Psychological .310 .2 .278 .18 .876 34 n.s.
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Relapse During Treatment

Days of drug and alcohol usage for the entire 90 days since the start of treatment was 

recorded About half the sample (51 * ,  n= 18) was abstinent from cocaine during the 90 days 

preceding the second interview. Of the 17 subjects (4 9 *) who used cocaine at least once during 

the current treatment, the number of days of cocaine usage ranged from 1 to 18, with a mean of 

2.8 (sd-4.1). Eight of the 17 who used cocaine used it on one day only, while 9 had 2 or more 

"slips" ( ie days of use). Three subjects had 4 or more days of cocaine usage. Thus, while the 

overall rates of drug and alcohol use for the sample steeply declined over the course of 

treatment, there is variability in the occurrence of relapse, and It Is this variability which OR 

and RT measures were hypothesized to account for (see section 2, below).

OR and RT: Baseline versus Follow-Up Measures

In the domain of object relations (OR), there was a significant decline on the mean 

Alienation score (from .208 to .007, paired t * 2.172, 34 df, p< .03). Insecure Attachment, 

Egocentriclty, and Social Incompetence non-slgnificantly declined. In the domain of reality 

testing (RT), the mean Reality Distortion score significantly declined ( from -.204 to -.312, 

paired t = 2.007, 34 df, p< .05). TheRT subscales Uncertainty of Perception and 

Hallucinations/Delusions non-stgnlflcantly declined. Alienation and Uncertainty of Perception 

had the highest proportions of subjects scoring In the pathologically elevated range both at 

baseline and follow-up.

See Tebles 5 & 6, below.
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Table 5; OR and RT Scores: Baseline vs Follow-Up

OR/RT Subscale
baseline 

■•an sd
Follow-Up 

awan sd
Paired

t Iff
2-tall

D
Alienation .208 .69 .007 .73 2.172 34 .04
Insecure Attachment .101 .85 .030 .77 .581 34 n.s.
Eoocentrlclty -.025 .80 -.241 .55 1.728 34 n.s.
Social Incompetence -.002 .93 -.044 .80 .468 34 n.s.
Reality Distortion -.204 .50 -.312 .47 2.007 34 .05
Uncertainty of Perception .327 .9 .133 .72 1.68 34 n.s.
Hallucinations/Delusions -.146 .54 -.193 .55 .458 34 n.s.

Table 6: Proportion of Subjects Meeting Criterion for Pathological Elevation* 
on OR and RT Scores; Baseline versus Follow-Up

OR/RT Subscale
Baseline 
n X

Follow
n

-Up
%

Wilcoxon
z D1

Alienation 13 37 i i 31 -.5 n.s.
insecure Attachment 10 29 7 20 -.905 n.s.
Egocentriclty 6 17 4 11 -1 n.s.
Social Incompetence 7 20 5 14 -.632 n.s.
Reality Distortion 4 11 4 11 0 n.s.
Uncertainty of Perception 12 34 11 31 -.243 n.s.
Hallucinations/Delusions 3 9 2 6 -.447 n.s.
*  285th percentile of Bell's non-pathological norms (N-934, Bell 1987). 1: alpha ■ .05

Although the proportions of scores In the pathologically elevated ( PE) range did not 

significantly change between baseline and follow-up (Table 6), the variability in the number of 

subscales on which subjects scored In the PE range revealed a wide range of ego functioning both 

at baseline and at follow-up. At baseline, 13 subjects (3 7 *) had no pathologically elevated 

(PE) OR/RT subscale scores. Nine subjects (26 *) had one subscale score In the PE range, six 

subjects (17 *) had two scores in the PE range, 3 subjects (9 * )  had four scores In the PE 

range, 2 (6 * )  subjects had five scores In the PE range, and 2 subjects (6 * )  had six scores In
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the PE range at baseline. The most frequent combination was Alienation and Uncertainty of 

Perception (n=8, 23* of all subjects).

At follow-up, 16 subjects (4 6 *) had no pathological elevations, while six subjects (17 *) 

had one, six subjects (17 *) had two, 3 subjects (9 * )  had three, 3 subjects (9 * )  had four, 

and 1 subject (3 * )  had five scores in the PE range at follow-up. The most common combination 

at follow-up was again Alienation and Uncertainty of Perception ( n-7, 20* of all subjects). 

These findings demonstrate a broad spectrum of ego functioning and impairment among subjects 

both at basel 1 ne and at fol low - up.

Object Relations Subscales

On Alienation, baseline scores ranged from -.819 to 1.523 with a mean of .208 (sd=.69). A 

score above 36 Is considered pathologically elevated, and 37* ( n= 13) met criterion for 

pathological elevation at baseline. At follow-up, scores ranged from -.857 to 1.732 with a mean 

of .007 (sd«.73). The decline was significant ( paired t -  2.172,34 df, p< .03). Thirty one 

percent ( n= 11) were In the pathologically elevated range at follow-up.

On Insecure Attachment, baseline scores ranged from -1.284 to 1.896 with a mean o f. 101 

(sd=.85). A score above. 72 is considered pathologically elevated, and 29* (n= 10) met 

criterion for pathological elevation at baseline At follow-up, scores ranged from -1.309 to 

1.418 with a mean of .03 (sd«.77). The decline was non-significant. Twenty percent (n=7) 

were in the pathologically elevated range at follow-up.

On Egocentricity, baseline scores ranged from -1.013 to 2.283 with a mean of -.025 

(sd=.8). A score above .43 is considered pathologically elevated, and 17* (n*6) met criterion 

for pathological elevation at baseline. At follow-up, scores ranged from -1.292 to .993 with a 

mean of -.241 (sd=.55). The decline was non-significant. Eleven percent ( n»4) were In the 

pathologically elevated range at follow-up.

On Social Incompetence, baseline scores ranged from -.953 to 2.025 with a mean of -.002 

(sd= 93). A score above .98 is considered pathologically elevated, and 20* (n=7) met criterion 

for pathological elevation at baseline. At follow-up, scores ranged from -1.046 to 2.093 with a
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me<inof -.044 (sd=.8). The decline was non-significant. Fourteen percent (n=5) were In the 

pathologically elevated range at follow-up.

Reality Testing Subscales

On Reality Distortion, baseline scores ranged from-.761 to 1.881 with a mean o f-.204 

(sd=.5). A score above .20 is considered pathologically elevated, and 11 *  ( n*4) met criterion 

for pathological elevation at baseline. At follow-up, scores ranged from -.844 to 1.413 with a 

mean of -.312 (sd«.47). The decline was significant (matched t*  2.007,34 df, p< .05). Eleven 

percent ( n*4) were again in the pathologically elevated range at follow-up.

On Uncertainty of Perception, baseline scores ranged from -1.189 to 2.304 with a mean of 

327 (sd= 9) A score above 54 Is considered pathologically elevated, and 348 (n=12)met 

criterion for pathological elevation at baseline. At follow-up, scores ranged from -1.262 to 

1.813 with a mean of 133 (sd=.72). The decline was non-significant. Thirty one percent 

t n- n ) were in the pathologically elevated range at follow-up.

On Hallucinations/Delusions, baseline scores ranged from -.537 to 1.633 with a mean of 

-. 146 (sd= 54) A score above. 11 Is considered pathologically elevated, and 98 ( n«3) met 

criterion for pathological elevation at baseline. At follow-up, scores ranged from -.679 to 

1 965 with ameanof- .193(sd=.55). The decline was non-significant. Six percent (n=2) 

were in the pathologically elevated range at follow-up.

Comparison of the Cocaine Dependent Sample with Dell's Criterion Groups 

AlJUscHng
Using multiple t-test comparisons, the baseline OR and RT scores of the cocaine-dependent 

sample were compared with five criterion groups which were part of Bell's standardization 

sample. These criterion groups were: Borderline Personality Disorder, Other Personality 

Disorder (non-Borderllne), College Students, Community Active Adults, and Major Affective
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Disorder. See Table 7 . below.

At baseline, the current sample of cocaine addicts most closely resembled Sell's major 

affective disorder criterion group, and there were no significant differences on any of the OR/RT 

subscales. The current sample was non-slgnlflcantly lower on Egocentrlclty, Social 

Incompetence, and Reality Distortion, and was non-slgnlflcantly higher on Alienation, Insecure 

Attachment, Uncertainty of Perception, and Hallucinations/Delusions.

Table 7: Bell's Criterion Croups versus Cocaine Addicts at Besellne

Baseline OR or RT Subscale
Criterion Orouo Ain IA Eoc SI RD UP HD
Borderline (n«37) 5.591* 3.942* 3 .t6 l* 1.070 3.689* 2.922* 3.772*

Other Axis II (n»40) 2.087* 2.056* .570 1.049 2.167* .014 -.711

Students (n-145) -3.725* -1.651 -1.130 -.896 .453 -3.446* -.400

CAA (n-60) -7.789* -3.648* -2.884* -2.081* -3.326* -5.264* -1.045

Major Affective" -.583 -.215 1.291 1.288 2.389® -.97 -.813
Superscripts across rows: ■ p< .001; *  p< .01; c p< .02; *  p< .05;
A positive t-score signifies that the criterion group mean was higher than that of the current 

Cocaine-Addict sample. A negative t-score signifies that the Cocatne-Addict mean was higher than that 
of the criterion group. The relative sample sizes of the Student and CAA groups are too large for t-test 
comparisons with the current sample, but the data Is Included for illustration.

"Because the standard deviations of the scores of the flajor Affective Disorder criterion group 

(n-29) were not available, their means were treated as population means, and comparisons were made 

with one-sample t-tests. Thus it is highly probable that the significant t-value on RD would be non­
significant had it been possible to use an idependent t-test.

The cocaine addicts were highly dissimilar to both Borderlines and Community Active Adults. 

The cocaine addicts were significantly lower than Borderlines on all OR and RT subscales except 

Social Incompetence (OR), and were significantly higher than Community Active Adults on all OR 

and RT subscales except Hallucinations/Delusions (RT).

Compared to College Students, the cocaine sample scored significantly higher on Alienation 

(OR) and Uncertainty of Perception (RT). With respect to the Other Personality Disorder 

group, the cocaine addicts scored significantly lower on Alienation, Insecure Attachment, and
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Reality Distortion.

Thus, to rank the criterion groups according to their similarity to the cocaine sample ( 1e 

according to the number of subscales on which they significantly differed from the cocaine 

addicts), most to least similar: Major Affective Disorder, College Students, Other Personality 

Disorder, Borderlines, and Community Active Adults ( Borderlines and CAA's are tied- each are 

significantly different from cocaine addicts on 6 subscales, though In opposite directions).

At Follow-Up

Follow-up OR & RT scores were also compared with Bell's five criterion groups using 

multiple t-test comparisons. The general decline of OR & RT scores at follow-up increased the 

current sample's similarity to non-pathological groups and Its dissimilarity to pathological 

groups. See Table 8.

Table 8: Bell’s Criterion Groups versus Cocaine Addicts at Follow-Up

Follow-Up OR or RT Subscale
Criterion Grouo Ain IA Eoc SI RD UP HD
Borderline (n*37) 6.556c 4.530c 4.605c 1.333 4.164® 4.143® 3.944®

Other Axis II (n-40) 3.134*1 2.526* 1.722 1.317 2.761* 1.053 -.257

Students (n-145) -2.174f -1.225 .372 -.658 1.228 -2.258r .027

CAA (n-60) -5.822® -3.354* -1.500 -1.950 -2.200f -4.496® -.609

Major Affective* 1.084 .309 4.217* 1.802 3.897* .384 -.295
Superscripts across rows: ■ p< .0002; b p< .0004; c p< .001; dp< .01; •  p< .02; fp< .05.

A positive t-score signifies that the criterion group mean was higher than that of the current Cocalne- 
Addict sample. A negative t-score signifies that the Cocafne-Addict mean was higher than that of the 
criterion group. The relative sample sizes of the Student and CAA groups are too large for t-test 
comparisons with the current sample, but the data is included for illustration.

"Because the standard deviations of the scores of the Major Affective Disorder criterion group 

(n-29) were not available, their means were treated as population means, and comparisons were made 
with one-sample t-tests. Thus, 'actual* significance levels are undoubtedly lower than reported here.

At follow-up, the cocaine dependent sample scored significantly lower than the major 

affective disorder group on Reality Distortion and Egocentrlclty.
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The cocaine addicts were most dissimilar to Borderlines, and again scored significantly 

lower on all OR & RT subscales except Social Incompetence, which was non-slgnlftcantly lower.

Compared with Community Active Adults, the cocaine sample remained significantly higher 

on Alienation, Insecure Attachment, Reality Distortion, and Uncertainty of Perception, but was 

no longer significantly different on Egocentrlclty or Social Incompetence. The difference on 

Hallucinations/Delusions remained non-significant.

The cocaine sample remained significantly higher than College Students on Alienation and 

Uncertainty of Perception, though the magnitude of difference was smaller than at baseline.

With respect to the Other Personality Disorder group, the cocaine sample was again 

significantly lower on Alienation, Insecure Attachment, and Reality Distortion.

Thus, to rank the criterion groups according to their similarity to the cocaine sample at 

follow-up (most to least similar): College Students & Major Affective Disorder (each different 

on 2 subscales), Other Personality Disorder, Community Active Adults, and Borderlines.

Comparison of OR & RT Scores with Tatarsky's Cocaine User Oroups 

Baseline

At baseline, OR/RT scores for the current sample were intermediate between Tatarsky's

(1986) recreational and compulsive groups on all factors except Social Incompetence, where 

the current sample had the highest mean score. The current sample at baseline more closely 

resembled Tatarsky's compulsive user group, but had less impaired reality testing. Table 9.

Compared with Tatarsky's compulsive user group ( n»38), the current sample at baseline 

was significantly lower on Reality Distortion and Hallucinations/Delusions, and was non- 

slgnlflcantly lower on Alienation, Insecure Attachment, Egocentrlclty, and Uncertainty of 

Perception. The current sample was non-signlficantly higher on Social Incompetence at 

baseline. Compared with Tatarsky's recreational user group ( n -31), the current sample at 

baseline was significantly higher on Alienation, Insecure Attachment, Egocentrlclty, and 

Uncertainty of Perception, while being non-slgnlflcantly higher on Social Incompetence, Reality 

Distortion, and Hallucinations/Delusions.
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Table 9: Tatarsky's Groups* Versus the Currant Sample

Recreetlonel Quasi-Compulsive Compulsive
Ca-31) (m- 19)  la-38)

OR/RT Subscale mean sd X lle ’ —Man ad Xlle M M sd I l l s
Alienation -4 3 *c .54 53 .05 .76 75 .24 .75 80

Insecure Attachment -.32* .64 46 .17 .97 68 .29 .88 72

Egocentricity -.45* .44 41 -.05 .81 66 .08* .85 72
Social Incompetence -.26 .84 56 -.29 .55 55 -.22 .68 58

Reality Distortion -.38 .42 53 .10* .91 81 .30** 1.35 86

Uncert. of Perception -3 7 *c .48 49 -.01 .74 68 .38 .92 80

Halluc. & Delusions -.29 .27 54 .21* 1.33 86 .32** 1.17 88

" Data excerpted from Tatarsky (1986). The relative sample size of Quasi-Compulsive group is too
small for t-test comparisons with the current sample, but data is included for illustration.

1 Assigns the mean score to its approximate percentile rank on Bell's (1987) non-pathological 

norms.
*  significantly lower than the current sample's baseline score (p< .05); *  significantly higher than 

the current sample s baseline score (p< .05); c significantly lower than the current sample's follow-up 

score (p< .05); *  significantly higher than the current sample's follow-up score (p< .05); Comparisons 

by t-tests for independent samples.

Follow-Up

At follow-up, mean scores for the current sample were again intermediate between 

Tatarsky s recreational and compulsive groups on all factors except Social Incompetence, where 

the current sample still had the highest mean score. The current sample at follow-up more 

closely resembled Tatarsky's recreational user group.

Compared with Tatarsky's compulsive user group ( n»38), the current sample at follow-up 

was significantly lower on Egocentrlclty, Reality Distortion and Hallucinations/Delusions. They 

were non-significantly lower on Alienation, insecure Attachment, and Uncertainty of 

Perception, while remaining non-slgnlflcantly higher on Social Incompetence. Compared with 

Tatarsky's recreational user group ( n -31), the current sample at follow-up was significantly 

higher on Alienation and Uncertainty of Perception, and non-significantly higher on Insecure 

Attachment, Egocentricity, Social Incompetence, Reality Distortion, and
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Hallucinations/Delusions.

Summary of Section 1

Comparison of the current sample to pathological and non-pathological criterion groups 

revealed significant object relational and reality testing ego Impairments both at baseline (see 

Table 7) and at follow-up (see Table 8). All OR & RT subscales declined between baseline and 

follow-up. On Alienation and Reality Distortion, the declines were significant ( matched t-tests). 

These results support Hypothesis 1 ( "For treatment completers, there will be significant 

Improvements In object relations and reality testing at 90 days").

There was large variation In the number of OR & RT subscales on which subjects scored In 

the pathologically elevated (PE) range. Indicating a wide range of ego functioning and 

impairment among subjects both at baseline and at follow-up. At baseline, 37* ( n=13) were 

non-PE on all subscales At follow-up, 46* (n -16) were non-PE on ell OR/RT subscales. The 

most frequent PE combination was Alienation and Uncertainty of Perception both at baseline 

(n=8, 23*) and8t follow-up (n=7, 20*).

At baseline, the current sample of cocaine addicts most closely resembled Bell's major 

affective disorder criterion group. The cocaine addicts were highly dissimilar to both 

Borderlines and Community Active Adults. The general decline of OR & RT scores at follow-up 

increased the current sample's similarity to non-pathological groups, and Its dissimilarity to 

pathological groups Nevertheless, the current sample was still significantly more Impaired 

than Community Active Adults on Alienation, Insecure Attachment, Reality Distortion, and 

Uncertainty of Perception at follow-up.

At baseline, the current sample more closely resembled Tatarsky's compulsive user group 

but had less Impaired reality testing. At follow-up, the current sample more closely resembled 

Tatarsky’s recreational group.

The number of days subjects used cocaine, alcohol, and other drugs significantly declined 

from baseline to follow-up. The largest decline was In days of cocaine use. About half the sample 

(5 1 * ,  n= 18) was abstinent from cocaine during the 90 days preceding the second Interview. Of
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the 17 subjects who used cocaine at least once during the current treatment, 8 used It on one day 

only, while 9 had 2 or more "slips" ( 1e days of use). Three subjects had 4 or more days of

cocaine use.

The highest mean ASI severity scores were on employment and psychological, both at 

baseline and at follow-up. There were significant declines In problem severity scores on 

alcohol, drug, and family/social dimensions of the Addiction Severity Index. The greatest decline 

was in the drug severity score.

Conclusion

Comparison of the current sample to pathological and non-pathological criterion groups 

revealed significant object relational and reality testing ego Impairments both at baseline and at 

follow-up Some of these Impairments (Alienation & Reality Distortion) significantly Improved 

over the course of the current treatment, supporting the hypothesis that there would be 

significant imorovements In object relations and reality testing at 90 days for treatment 

completers ( Hypothesis *  1).

There was also a wide range of ego functioning and impairment among subjects both at 

baseline and at follow-up, as manifest by large variation In the number of OR & RT subscales on 

which subjects scored In the pathologically elevated (PE) range.
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Section 2: Object Relations, Reality Testing, and Relapse

About half the sample (51 * ,  n= 18) was abstinent from cocaine during the 90 days 

preceding the second Interview, while 49* ( n= 17) had at least one "slip" ( 1e day of cocaine 

use). Of the 17 who used cocaine at least once, the number of days of cocaine use ranged from 1 

to 18, with a mean of 2.8 (sd=4.1). Fourteen of the 17 who used cocaine used It on one or two 

days, while 3 subjects had 4 or more days of cocaine use. Only 13 subjects (3 7 *) were 

abstinent from all drugs and alcohol.

Part A of this section focuses on cocaine relapse. Part B focuses on all drug and alcohol 

relapse Part C looks at subjects' Inpatient ( residential) rehabilitation history In order to take 

a longer term view of the relationship between OR/RT variables and relapse.

A) Cocaine Relapse

Baseline OR and RT Scores as Predictors of Cocaine Use

Social Incompetence (SI) was the strongest baseline OR/RT correlate of days of cocaine use 

between baseline and follow-up ( r  = .388, r?= .151, adj. r2«.i25, p< .02). The correlation 

between Alienation and cocaine use approached significance ( r* ,3 13, p< 06). Other baseline OR 

& RT subscales had low, non-significant correlations. Baseline OR/RT variables by themselves 

did not meet criteria for inclusion Into a multiple regression analysis.

Cocaine Use During Treatment as a Function of Baseline OR & RT Percentile 

Group

For each baseline OR and RT subscale, subjects were divided into three groups based on their 

percentile score: lower third ( n= 11), middle third ( n* 12), and upper third (n* 12). The 

groups on each subscale were then compared for days of cocaine use during treatment using 

Kruskal-Wallls non-parametrlc ANOVAs. No statistically significant differences were found on 

days of cocaine use based on these groupings for any OR or RT subscale.
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Miscellaneous Predictors of Cocaine Relapse

Several non-hypothesized variables were Incidentally found to be positively and 

significantly correlated to days of cocaine use in the 90 days preceding follow-up These 

variables included: number of residential rehabilitation admissions ( r ■ .599, r2= .359, p< 

.0001), overall treatment number ( Inpatient plus outpatient, r -  .514, r2 - .265, p< .001), 

number of detoxification admissions (r= .471, r2= .222, p< .001), and baseline ASI Drug 

severity score ( r = .44, r2= . 194, p< .008).

Preferred Route of Administration

Subjects who preferred smoking crack or freebase ( n=20) did not differ significantly from 

those who preferred intranasal cocaine administration (n=15) on the number of days of cocaine 

use during the research period ( Mann-Whitney U). For the crack group, days of cocaine use 

ranged from 0 to 18, with a mean of 2 (sd= 4). For the Intra-nasal group, days of cocaine use 

ranged from 0 to 4, with a mean of 1 (sd= 1.2). Eleven (5 5 *) crack users remained abstinent 

in the 90 days preceding follow-up, and 7 (4 7 *) Intra-nasal users remained cocaine abstinent 

There were also no significant differences on days of alcohol, other, or polydrug use during the 

current treatment.

Alcohol and Other Drug Use as Correlates of Cocaine Use During Treetment

Nineteen subjects (54 *) remained abstinent from alcohol In the 90 days preceding follow- 

up For the sixteen who drank alcohol on at least one day, the number of days ranged from 1 to 

12, with a mean of 2.7 (sd-3). The numbers of days of alcohol use for all subjects correlated 

.493 ( r2= .243, p< .002) with the number of days of cocaine use during treatment.

Of the 18 subjects who were abstinent from cocaine In the 90 days preceding follow-up, 4 

(22 *) used alcohol on at least one occasion, and one (6 * )  used marijuana (though not alcohol). 

Thus, only 13 subjects (37 *) were abstinent from all drugs and alcohol.

Of the 17 subjects who used cocaine at least once, 12(71*) used alcohol at least once. One 

additionally used marijuana, and one additionally used marijuana and benzodiazaplnes. Five
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subjects used only cocaine during this period. Thus, 7558 of those who drank alcohol between 

baseline and follow-up also used cocaine, and conversely, 71 !8 of those who used cocaine also 

drank alcohol.

B) AH Drugs and Alcohol: Low versus High Relapse

As noted above, only 13 subjects (3 7 *) were abstinent from all drugs and alcohol between 

baseline and follow-up. In order to consider relapse on all mood altering substances ( rather 

than just cocaine), days of use between baseline and follow-up of all substances (alcohol, 

cocaine, and other drugs) were added together and used as the dependent variable. Use of this 

broader relapse measure enabled the division of subjects Into low and high relapse groups. The 

low relapse group (n= 18) had 2ero or one day of use for all drug/alcohol categories combined. 

Thirteen subjects had no days of use, while 5 had one day of use. Those In the high relapse group 

( n= 17) had 2 or more days of use resulting from the sum of alcohol ♦cocaine* other drug 

categories ( mean= 8 8, sd= 20). Days of use ranged from 2 to 85. The high relapse group had 

significantly more days of alcohol, cocaine, and polydrug use between baseline and follow-up, 

and was non-significantly higher on days of "other" drug use ( Mann-Whitney U). See Table 

10, below. The low and high relapse groups did not significantly differ on drug or alcohol use 

prior to starting the current treatment.
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Table 10: Drug and Alcohol Use Comparisons for Low vs High Relapse Groups

Lew Hi«h
Relapse Relspse
(n-18) (n- 171 2-tal

Variable mean Sd maan sd U« I " D

Cocaine 5.7 6 8.6 7 117 2 -  -1.196 n.s.
Alcohol 7.2 9.7 8.2 9.4 151 z -  -.067 n.s.
Other 2.7 5.8 2.9 7.2 129.5 z -  -.861 n.s.
Polydrug 5.3 6.9 5.5 6 4 149 z ■ -.135 n.s.

Number i f  days/past 90 (fallaw-up):
Cocaine .11 32 2.7 4.2 26 z ■ -4.553 .0001
Alcohol .17 38 2.4 3.1 52.5 z -  -3.67 .0004
Other 0 0 3.7 14.5 126 z ■ -1.835 .07

Polydrug 0 0 2.3 54 54 z - -3 985 .0001

*Mann-Whitney U, * *  corrected for ties

Using this broader measure of relapse, object relations subscales were the only variables 

(other than their relapse rates) which significantly distinguished the low and high relapse 

groups. These differences were not evident using cocaine relapse alone as the dependent measure.

OR & RT

At baseline, those who would later fall into the high relapse group scored significantly 

higher on Alienation compared with the low relapse group. See Table 11, below. On Social 

Incompetence, the difference between the high and low relapse groups only approached 

significance ( p< .07) even though Social Incompetence was the strongest baseline OR/RT 

correlate to the broader relapse measure ( r  ».376, r 2 -  .142, p< .03). The high relapse group 

was also non-significantly higher on Insecure Attachment, Egocentricity, and Uncertainty of 

Perception, and was non-significantly lower on Reality Distortion and Hallucinations/Delusions.

At follow-up, the high relapse group remained significantly higher than the low relapse 

group on Alienation. On Social Incompetence, the high relapse group was now significantly 

higher than the low relapse group. The high relapse group was now non-slgnlflcantly higher on
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all other OR/RT subscales: Insecure Attachment, Egocentrlclty, Reality Distortion, Uncertainty 

of Perception, and Hallucinations/Delusions.

Table 11; OR & RT for Low vs Hloh Relapse Groups 
Low High

Rtlapso Relapse

Variable mean
(11-10) ... 
sd xile * naan

(IP17)
sd Slle* t or

2-tail

P
Baseline
Alienation -.049 .58 71 .481 71 87 -2.427 33 .02
Insecure Attachment -.024 .87 59 .233 .82 71 -.898 33 n.s.

Egocentricity -066 .94 66 .019 .65 69 -.307 33 n.s.

Social Incompetence -.274 .74 55 .287 1.03 71 -1.858 33 .07

Peality Distortion - 176* .64 69 -.232 .32 65 .326 33 n.s.

Uncertainty of Perception .25 lb .93 76 .408 .89 80 -.513 33 n.s.

Hallucinations/Delusions -.101 .59 76 -.194 .46 68 .503 33 n.s.
Follow-Up
Alienation -.245 .60 63 .273 .77 81 -2.221 33 .03
Insecure A ttachm en t -.159 .71 54 .23 .80 70 -1.522 33 n.s.
Egocentricity -.313 .56 51 -.165 .51 60 -.796 33 n.s.
Social Incompetence -.382 .37 50 .313 .98 72 -2.812 33 .008

Reality Distortion -321- .51 58 -.302 .5 59 -.113 33 n.s.

Uncertainty of Perception -043b .64 66 .32 .78 78 -1.513 33 n.s
Hallucinations/Delusions - 197 .56 67 -.188 .55 68 -.05 33 n.s.

Superscripts down colums (within groups): ■ p< .04, *  p< .08 (approaches significance), matched t-  
tests

No within group comparison was significant for the high relapse group.

'Assigns the mean score to its approximate percentile rank on Bell's (1987) non-pathological
norms.



ASI problem severities

There were no significant differences between the low and high relapse groups either at 

baseline or follow-up on ASI problem measures. See Table 12, below At baseline, the low 

relapse group was non-significantly lower on employment, drug, legal, and psychological, and 

was non-slgnlftcantly higher on medical, alcohol, and family/social.

Between baseline and follow-up, the low relapse group significantly declined on medical, 

alcohol, drug, and family/social, while the high relapse group significantly declined on drug 

only. At follow-up, the low relapse group was non-significantly lower on all ASI severities.

Table 12; Addiction Severity Index Scores for Low vs Hlah Relapse Groups

Low Htfh
Rolapse Relapse

Variable
(n-

moan
IB)

sd
ta­

mpan
17)

sd t df
2-tail

P

Medical .301* .30 .207 .31 .902 33 n.s.
Employment .425 .24 .543 .24 -1.441 33 n.s.

Alcohol .284* .24 .228 .21 .737 33 n.s.

Drug 224c .08 .231* .08 -.234 33 n.s.
Legal .03 .11 .033 .08 -.087 33 n.s.

Family/Social .26* .23 .162 .23 1.26 33 n.s
Psychological .296 .2 .325 .20 -.442 33 n.s.

Follow-Up
Medical .165* .26 .263 .30 -1.031 33 n.s.
Employment .382 .22 .493 .26 -1.364 33 n.s.

Alcohol .137* .12 .138 .15 -.04 33 n.s.

Drug 088c .06 .126* .08 -1.598 33 n.s.
Legal .008 .02 .012 .04 -.409 33 n.s.

Family/Social 037d .19 .066 .26 -.384 33 n.s.
Psychological .235 .17 .324 .19 -1.468 33 n.s.

Superscripts down columns (within groups): ■ p< .05, *  p .009, c p< .0001, *  p< .006, •  p< .0001
(matched t-tests).



101

Differences on Miscelloneous Variables

Differences between low and high relapse groups were not significant on any of the following 

variables age, Income, past drug treatments, duration of the cocaine problem, race, marital 

status, religious preference, educational level, Job status, occupational category, preferred 

route of cocaine Ingestion, dual addiction, lifetime 12-step attendance, 12-step attendance 

between baseline and follow-up, or use of 12-step sponsors.

Miscellaneous Predictors of Alcohol/Drug Relapse

Use of the broader measure of relapse strengthened the positive association between relapse 

and 2 non-hypothesized variables. Both measured Inpatient drug treatment: number of 

residential rehabilitation admissions (r  = .627, r 2 = .393, p< .0001) and number of 

detoxification admissions ( r = .508, r2 = .258, p< .002). Overall treatment number ( Inpatient 

plus outpatient, r = .505, r 2 = .255, p< .002), and ASI drug severity ( r ■ .425, r2 « .18, p< 

.01) correlated somewhat lower with the broader relapse measure.

Linear Combinations of Miscellaneous Variables ( Multiple L1near_fieoresslon)

Two models of stepwise linear regression were applied to the broader measure of relapse 

(days of alcohol+cocaine+other drug use). The first (model 1) used only descriptive/historical 

and addiction severity Index variables. The second ( model 2) used variables from model 1 and 

also OR/RT variables. For both models, the proportion of relapse variance accounted for was 

somewhat higher than when only days of cocaine use was used as the dependent measure. See 

Table 13, below.
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Table 13; Miscellaneous Baseline Predictors of All Drug Use During Treatment

rtaltlcallln
Reartaalon VwliM ta________R R2 alLR2 tclLE i f  1 T t l f u c t
Model 1a
•Rehab & Coke Prob Dur .768 .59 .564 5.34 2 ,32 .0001 .01
•Rehab & Coke Prob Dur & Drug .832 .692 .662 4.51 3,31 .0001 .01

Model 2b
•Rehab & Coke Prob Dur«, SI .819 .671 .639 4.51 3.31 .0001 .01

•  descriptive and ASI variables only; *  descriptive, ASI, and OR/RT variables

Model I C descriptive/historical end ASI variables only)

The stepwise procedure identified *Rehab ( number of rehab admissions), CokeProbDur 

(cocaine problem duration), and Drug (ASI drug severity) as meeting criteria for Inclusion Into 

a multiple regression equation. The linear combination of *Rehab & CokeProbDur accounted for 

59* of sample variance on days of alcohol/drug use. The addition of Drug increased the 

relationship such that the linear combination of *Rehab & CokeProbDur & Drug accounted for 

69 2% of the sample variance on days of all drug and alcohol use.

Model 2 (descriptive/historical, ASI, and baseline OR/RT variables)

The linear combination of *  Rehab & CokeProbDur & Social Incompetence accounted for 

67.1 *  of sample variance on days of alcohol/drug use. Again, this was also a somewhat higher 

proportion of the variance accounted for than when only days of cocaine use was the dependent 

variable.
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C) Inpatient Rehabilitation History

As noted above, the number of residential rehabilitation admissions correlated .627, ( r 2 * 

.393, p< 0001) with “all drug and alcohol" relapse between baseline and follow-up. This was 

the single greatest correlate of relapse of any variable recorded In the study. Subjects were 

divided Into two groups based on this variable: those with no history of Inpatient rehabilitation 

(the "no-rehab" group, n -2 l), and those with at least one admission (the "rehab" group, 

n= 14). For those with at least one admission, the number ranged from one to five, with most 

( n=9) having had one admission.

OR & RT

There were significant OR/RT differences between these groups both at baseline and at 

follow-up. See Table M , below. At baseline, the rehab group scored significantly higher on 

A1 ienation, I nsecure Attachment, and Uncertainty of Perception. They were also higher on 

Reality Distortion, with a difference that approached significance (p< .06) (Mann-Whitney U). 

At follow-up, the rehab group remained significantly higher on Uncertainty of Perception (p< 

02) ( Mann-Whitney U).

At follow-up, the rehab group significantly declined on Alienation and 

Hallucinations/Delusions. The decline on Uncertainty of Perception approached significance ( p<

06). The no-rehab group did not significantly decline on any OR/RT subscale, though a decline 

on Reality Distortion approached significance ( p< .07) ( matched t). A surprising result, 

however, was that the no-rehab group significantly Increased (worsened!) on 

Hallucinations/Delusions between baseline and follow-up.
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Table 14: OR & RT bv Innatlant Rehabilitation History 
No H/O Inpl H/O Inpt 

Rohab Rehab
(n-21) (n -H )

Variable moan sd naan sd V* 7* * D
Baseline
Alienation -.007 .64 .53* .66 78 -2.323 .03
insecure Attachment -.209 .78 .566 .73 70 -2.593 .01

Egocentricity -.102 .75 .091 .89 127 -.673 n.s.

Sccia1 Incompetence -.144 .87 .212 1.0 109 -1.28 n.s.

Reality Distortion -2 8 c .55 -.089 .41 90 -1.919 .06

Uncertainty of Perception .031 .77 .771* .92 75 -2.424 .02

Hallucinations/Delusions -.278* .36 .052* .69 102 -1.515 n.s.
Follow-Up
Alienation -.099 .69 .166* .78 122 -.842 n.s.
Insecure Attachment -.082 .80 .197 .71 112 -1.179 n.s.
Egocentricity -.285 .53 -.175 .59 120 -.909 n.s.
Social Incompetence -.204 .67 .195 .94 112 -1.179 n.s.

Reality Distortion -394c 47 -.188 .46 99 -1.616 n.s.
n»«-Art;imfy or Perception -.067 .73 .433* .62 75 -2.424 .02

Hallucinations/Delusions -.086* .68 -.354* .18 118 -.976 n.s.

" Mann-Whitney U, * •  z corrected for ties; Superscripts down colums (within groups): *  p< .05, b |

06, c p< .07 (approaches significance), matched t-tests.

The significant increase for the no-rehab group on Hallucinations/Delusions between 

baseline and follow-up seems to have resulted from especially sharp Increases for three 

subjects, along with a number of small Increases. Indeed, two-thirds (14 of 21) of subjects In 

the no-rehab group increased on this factor between baseline and follow-up, In contrast to the 

"rehab group" which significantly declined on this factor.

The three subjects with large Increases on Hallucinations/Delusions were significantly 

different from the rest of the no-rehab group on a number of baseline and follow-up variables. 

At baseline, they were significantly higher on Reality Distortion (p< .02) and 

Hallucinations/Delusions (p< .009). Their higher scores on Alienation (p< ,09)and 

Egocentrlclty ( p< .07) approached significance ( Mann-Whitney U). At follow-up, they were 

significantly higher on Egocentrlcly (p< .03), Reality Distortion (p< .009), and



105

Hallucinations/Delusions ( p< .02) compared with the rest of the no-rehab group ( Mann- 

Whitney U) Between baseline and follow-up, they used significantly more "other drugs" (all 

non-alcohol, non-cocaine drugs such as marijuana, opiates, tranquilizers) compared with the 

rest of the group ( p< .0004). They also had significantly greater employment problems ( p< 

.02) at follow-up Unlike the no-rehab group as a whole, there were no significant 

improvements on ASI severities for alcohol, drug, or family/social for these three subjects 

(matched t-tests).

The baseline OR/RT elevations of the three subjects relative to the rest of the no-rehab 

group do not seem to be related to greater drug/alcohol use prior to entering treatment.

Actually, they had significantly lower cocaine use In the 30 days preceding entry to treatment 

(p< 03), and nearly-sign(ficant lower alcohol use(p< .054) compared with the rest of the no­

rehab group The difference on other drugs was non-significant ( Mann-Whltney U).

ASI problem severities

There were no significant differences between "rehab" and "no-rehab" groups either at 

baseline or follow-up on ASI severities. See Table 15, below. The baseline alcohol severity 

for the no-rehab group was higher and approached significance ( p< .06, Mann-Whitney 

U) Between baseline and follow-up, the no-rehab group significantly declined on alcohol, drug, 

and family/social. The rehab group significantly declined on employment and drug, while the 

decline on family/social approached significance (p< .06, matched t-tests).
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7able 15; Addiction Severity Index Scores by Inpatient Rehabilitation History

No H/O lap! H/O Inpt
Rohab Rehab
(n-21)__   (B-141

Variable mean sd mean sd u * Z * * P
Baseline

Medical .32 .32 .158 .27 101.5 -1.648 n.s.

Employment .434 .23 .556* .25 101.5 -1.532 n.s.

Alcohol .324* .25 .155 .13 91 -1.887 .06

Drug .234* .07 ,216c .09 118 -.977 n.s.
Legal 046 .12 .011 .04 131 -.771 n.s.

Family/Social .224* .23 195f .24 132 -.505 n.s.
Psychological 316 .2 .302 .20 140 -.237 n.s.

Follow-Up
Medical .201 .27 .23 .31 146.5 -.018 n.s.

Employment .44 .25 .43* .24 128.5 -.624 n.s.

Alcohol .139* .13 .136 .15 140.5 -.222 n.s.
Drug 098* .06 .119c .08 136 -.371 n.s.
Legal .009 .02 .011 .04 138 -.549 n.s.

Family/Social 058* .25 04f .18 147 0 n.s.
Psychological .271 .18 .288 .2 142.5 -.152 n.s.

" Mann-Whitney U; • • corrected for ties; Superscripts down columns (within groups): •  p< 8 O
0007, c p< 002, *  p< 02, •  p< .03,  ̂p< .06 (approaches significance), matched t-tests

Drug and Alcohol Use Prior to and During the Current Treatment

The no-rehab group had significantly higher alcohol use In the 30 days prior to entering 

treatment (p< .04, Mann-Whltney U). Differences on cocaine, other, and polydrug were non­

significant. Thus the elevations of the rehab group on OR/RT factors do not seem attributable to 

greater drug and alcohol use just prior to starting treatment.

The rehab and no-rehab groups did not significantly differ on cocaine, alcohol, other, or 

polydrug relapss between baseline and follow-up. See Table 16, below.
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Table 16: Drug and Alcohol Use by Inpatiant Rehabilitation History

No H/O Inpt H/O Inpt
Rohab Reheb
Ce-2!) fal-14)

Variable maan sd mean sd U* Z ** D
Number of days/past 30 (Pra-Tx):

Cocaine 7 5.7 7.3 7.9 138 -.305 n.s.
Alcohol 10.7 10.3 3.2 5.8 83.5 -2.138 .04
Other 2.3 4.6 3.5 8.6 129 -.673 n.s.
Polydrug 6.1 6.8 4.5 6.4 123 -.826 n.s.

Number ef days/past 90 (fellow-up):
Cocaine .76 1.1 2.3 4.8 124 -.841 n.s.

Alcohol 1.3 2.7 1.1 2 139.5 -.297 n.s.
Other .14 .48 4.3 16 144.5 -.173 n.s.
Polydrug .48 1 2.1 6.1 122 -1.027 n.s.

" Mann-Whitney U, • •  corrected for ties

Miscellaneous variables: "rehab* versus *no-rehab” groups

The rehab group had a significantly longer cocaine problem duration ( p< .02) and a 

significantly greater number of medical detoxlflcatlons than the no-rehab group ( p< .02, 

Mann-Whitney U).

With respect to 12-step attendance, the rehab group had attended significantly more 

meetings on all measures: In the 30 days prior to entering treatment (p< .02), lifetime ( p<

02), and during the current treatment (p< .02, Mann-Whltney U).

There was a significant relationship with educational level such that a history of inpatient 

rehabiliation was associated with lower educational level (p< .03, Mann-Whitney U). There was 

also a significant relationship with occupational category such that a history of Inpatient 

rehabiliation was associated with occupations of lower skill and status. (p< .02, Mann-Whitney 

U) See Table 17.



Table 17; Miscellaneous Comparisons bv Inpatient Rehabilitation History

No H/O Inpt H/O Inpt 
Rohab Rehab

(n-211 tn-14)
Variable mean sd mean sd u * Z * * P
•Detoxificatlons .2 .4 1 1 83 -2.568 .02
•Residential Rehab's 0 0 1.7 1.2 0 -5.651 0001
Coke Prob. Dur.( months) 21 16 50 32 72.5 -2.517 .02

*  12-Step Meetings:
Past 30days(Pre-Tx) 2.2 4 12.6 13.8 82 -2.389 .02
Lifetime 38 108 64 56 77 -2.378 .02
Past 90 days (Follow-Up) 9.8 15 36 50 72 -2.557 .02

Educational Level n % n %
Graduate Degree i 5 0 0
BA/BS 4 19 i 7
Some College 12 57 6 43 U ■ 86 z ■ -2.229 .03
HS grad or 6ED 4 19 4 29
Less than HS grad 0 0 3 21

Occupational Category (Hoilingsheod& Redlich)
n * n s

1 (Highest) 2 10 0 0
2 5 24 i 7
3 2 10 2 14 U • 78 .5 z ■ -2.389 .02
4 8 38 3 21
6 1 5 0 0
7 (Lowest) 3 14 8 57

*  Mann-Whitney U; corrected for ties
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Summary of Section 2

Cocaine Use
When only cocaine us8 was used as the relapse measure, support for a predictive 

relationship between OR/RT variables and cocaine relapse was present but very weak. Social 

Incompetence correlated .388 ( p< 02) with days of cocaine relapse. This result provides weak 

support for Hypothesis 2 ( "Days of alcohol and drug use during the course of treatment will be 

significantly related to baseline object relations and reality testing scores").

Certain non-hypothesized baseline variables were found to be more highly correlated to 

cocaine relapse than OR/RT variables These included: number of residential rehabilitation 

admissions (r  = 599, p< .0001), overall treatment number ( inpatient plus outpatient, r = 

514,p< 001),number of detoxification admtss1ons(r = .471,p< 001),and ASI drug 

severity score (r  = .44, p< .008).

Alcohol was implicated with cocaine relapse such that 75* of those who used alcohol at least 

once between baseline and follow-up also used cocaine at least once, and 71 *  of those who used 

cocaine at least once also used alcohol Days of alcohol use correlated 493 ( p< .002) with days 

of cocaine use during treatment.

Crack and freebase smokers did not significantly differ from Intranasal users on cocaine 

relapse rate between baseline and follow-up.

All Drug and Alcohol Use Low versus High Relapse

Use of this broader relapse measure enabled the division of subjects Into low and high 

relapse groups which then demonstrated significant OR differences at baseline and at follow-up. 

Object relations subscales were the only variables (other than their relapse rates) which 

significantly distinguished the low and high relapse groups. These differences were not evident 

using cocaine relapse alone as the dependent measure, and are not attributable to differences In 

pre-treatment rates of alcohol and drug use. These results support Hypothesis 2 ( "Days of 

alcohol and drug use during the course of treatment will be significantly related to baseline 

object relations and reality testing scores").
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At hasel ;ne, the high relapse group scored significantly higher on Alienation. The difference 

on Social Incompetence approached significance At follow-up, the high relapse group was 

sionificantly higher on both Alienation and Social Incompetence, and was now non-slgnlflcantly 

higher on all other OR/RT subscales. [Social Incompetence was the strongest baseline OR/RT 

correlate of days of "all drug and alcohol" use ( r -  .376, p< 03)].

There were no significant differences between the low and high relapse groups on ASI 

pi ob'em severities either at baseline or follow-up. Between baseline and follow-up, the low 

relapse group significantly declined on medical, alcohol, drug, and family/social, while the high 

relapse group significantly declined only on drug. At follow-up, the low relapse group was non- 

significantly lower on all ASI severities.

The two linear regression models were applied to the broader relapse (dependent) variable 

The linear combination of ^Rehab & CokeProbDur accounted for 59* of the sample variance on 

days of alcohol/drug use, while *  Rehab & CokeProbDur & Drug accounted for 69.2* of the 

sample variance on days of alcohol/drug use. The linear combination of *  Rehab & CokeProbDur 

& Social Incompetence accounted for 67.1 *  of sample variance. These proportions of variance 

were somewhat higher than when only 'days of cocaine use' was used as the dependent measure.

Inpatient Rehabilitation History

The division of subjects by residential rehabilitation experience takes a longer-term view 

of the relation between OR/RT and relapse. The number of residential rehab admissions was also 

the single greatest correlate to relapse during the current treatment. Those with a prior history 

of residential rehabilitation had significantly more overall treatments, more detoxlflcatlons, 

more 12-step meetings lifetime, longer problem duration, and the need for extended Inpatient 

intervention, all of which imply a more chronic relapse history and a greater severity of 

addiction. These subjects were significantly more impaired on OR & RT at baseline compared 

with those with no history of residential rehabilitation treatment. These OR/RT differences do 

not seem attributable to greater alcohol or drug use prior to starting the current treatment. In 

fact, the rehab group had significantly fewer days of alcohol use prior to starting the current
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treatment. The rehab group was significantly higher on Alienation. Insecure Attachment, and 

Uncertainty of Perception, and was nearly significantly higher on Reality Distortion ( p< .06). 

The rehab group continued to have greater RT Impairment at follow-up, remaining significantly 

higher on Uncertainty of Perception. However, the rehab group at follow-up was no longer so 

broadly Impaired relative to the no-rehab group. This Implies a greater propensity for OR 

regression by the rehab group In the face of roughly equivalent drug and alcohol use.

A history of residential rehabilitation treatment was significantly associated with lower 

educational levels and occupational categories of lower skill and status.

Conclusion

These results support Hypothesis 2 ( "Days of alcohol and drug use during the course of 

treatment will be significantly related to baseline object relations and reality testing scores"). 

OR/RT variables significantly distinguished low versus high relapse groups both at baseline 

(Alienation) and at follow-up (Alienation and Social Incompetence). Also, there was a weak but 

significant baseline OR correlate to relapse during the current treatment. Social Incompetence 

correlated 388 ( p< 02) with days of cocaine use, and correlated .376 ( p< .03) with days of all 

drug/alcohol use.

These results also go beyond Hypothesis 2. OR/RT variables significantly distinguished 

"rehab" versus "no-rehab" groups both at baseline and at follow-up. Subjects with more 

chronic relapse histories ( ie the "rehab" group) seem to have a greater propensity for OR/RT 

regression In the face of roughly equivalent drug and alcohol use, and also have relatively more 

impaired RT even after treatment.
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Section 3: Twelve-Step Group Attendance During the Research Period

Twenty five subjects (71 *) attended at least one 12-step group meeting between admission 

to treatment and the follow-up Interview, while 10 (2 9 *) attended no meetings Twelve-step 

meetings were attended In addition to the psychotherapeutic sessions of their current outpatient 

treatment.

Baseline OR and RT Correlates of 12-Step Group Attendance during Treatment

Linear correlations between baseline OR and RT scores and 12-step group attendance during 

the current treatment were weak and non-significant. Insecure Attachment ( r  = .232, n.s.)and 

Uncertainty of Perception ( r = . 188, n.s.) were the strongest linear correlates. None of the 

OP./RT variables met the criteria for Inclusion Into a multiple linear regression analysis 

There was a significant Spearman correlation between baseline *11eHD ( lower, middle, 

upper thirds on Hallucinations/Delusions) and attendance category ( low, middle, high): rho = 

.357, p*' .04.

12-Step Group Affiliation as a Function of Baseline OR & RT Percentile Group

The lower (n=11), middle ( n= 12), and upper (n= 12) thirds on each subscale were 

compared on number of 12-Step meetings attended during treatment, using Kruskel-Wallls 

non-parametric ANOVAs. No statistically significant differences were found on 12-step group 

affiliation based on these groupings for any OR or RT subscale.

Further, for each baseline OR and RT subscale, subjects were assigned to either 

Pathologically Elevated or Non-Pathologically Elevated groups, using Bell's (1987) criteria. 

There were no statistically significant differences In affiliation between the pathologically 

elevated and the non-elevated on any baseline OR or RT subscale ( Mann-Whltney U).
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Low. Middle and High 12-step Attendance at Follow-Up

Subjects were divided Into low, middle, end high levels of 12-step attendance during the 

current treatment ( 1e between baseline and follow-up). The low group ( n= 12) attended from 0 

to 4 meetings (mean = .42, sd= 1). The middle group ( n= 13) attended from 5 to 15 meetings 

(mean= 10, sd=4). The high group (n= 10) attended from 24 to 190 meetings ( mean = 57,

sd=50).

OR and RT Scores as a Function of Attendance Level

Low, middle, and high attendance groups did not significantly differ on OR or RT subscales 

either at baseline or at follow-up (one-wayANOVAs). See Table 18. below. The pattern of 

scores was such that the high attendance group had the highest mean scores on six out of seven 

CR/RT subscales both at baseline and at follow-up. However, significance was not attained due to 

the large spread of scores within groups.

At follow-up, the low attendance group significantly declined on Reality Distortion. Neither 

the middle nor the high attendance group significantly declined on any OR/RT subscale between 

baseline and follow-up For the middle attendance group, declines on Alienation and Egocentriclty 

approacneo significance ( p< .08), ( matched t-tests).

As noted earlier, there was a significant Spearman correlation between baseline J511eHD 

(lower, middle, upper thirds on Hallucinations/Delusions) and attendance category (low, 

middle, high): rho= .357, p< .04. When all OR/RT subscales were grouped by percentile 

( lower, middle, upper thirds), the high attendance group ranked significantly higher on on Slle 

Hallucinations/Delusions than the low attendance group at baseline ( Mann-Whltney U, p< .03). 

At follow-up, the high attendance group ranked significantly higher than the low attendance 

group on fcile Uncertainty of Perception (Mann-Whltney U, p< .04).



Table 18; OR and RT Scores by Level of 12-Stae Attendance Purina the Current
Treatment

Low 
0 -4  Meetings 

(a-12)

Middle 
5 -1 5  Meetings 

(n-13)

High
24-190  Meetings 

(e-10)
OR/RT Subscale mean sd H ie* mean sd Stle* mean sd Rile"
Bfiseling;
Alienation .081 .68 76 .22 .72 79 .371 .70 85
Insecure Attachment .173 .82 68 -.178 .90 53 .376 .77 75

Egocentricity -076 .94 65 043 .72 70 1 o & .8 66
Social Incompetence -.015 .88 66 -.154 .98 61 .211 .96 70

Reality Distortion -.261 .37 63 -.326 .31 57 .024 .76 78
Uncert. of Perception .271 .79 77 .082 .97 71 .712 .68 89
Halluc. & Delusions -.236 .6 63 -.184 .53 69 .011 .49 80
Follow-Uo:
Alienation -.192 .77 66 -,042 .67 71 .306 .73 82
Insecure Attachment -.018 .82 60 -.157 .77 61 .329 .7 74

Egocentricity -412 .63 44 -1883 .48 58 -.105 .54 63
Social Incompetence .01 .84 66 -.09 .86 64 -.051 .77 65

Reality Distortion -.4971 .28 40 -.251 .42 63 -.17 .67 69

Uncert. of Perception -.054* .78 66 .055 .79 70 .459* .46 82
Halluc. & Delusions -.287 .31 54 -.207 .57 66 -.061 .74 77

Superscripts down columns (within groups): 1 -  p< .02. 2 . 3 ■ p< .08 (approaches significance), 
matched t-tests. Superscripts across rows (between groups): a ■ p< .08 (one-way ANOVA).
No between-group comparison was significant either at baseline or at follow-up with one-way ANOVAs.

*  Assigns the mean score to its approximate percentile rank on Bell's (1987) non-pathological 
norms

Drug and Alcohol Use Prior to and During the Currant Treatment

In the 30 days prior to entering the current treatment, the low attendance group had used 

significantly more alcohol than both the middle and high attendance groups. See Table 19. 

below. Days of cocaine, other, and polydrug use were not significantly different among 

attendance groups for the 30 days prior to the current treatment.
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Table 19: Drug and Alcohol Use bv Level of 12-Step Attendance Purina the
Current Treatment

Low Middle High
0-4 Meetings 5-15 Meetings 24-190 Meetings

(it-12) (n- 13) (n-10)
Variable mean sd maan sd sd

Cocaine 9
Tk):

6 6 6 6 8
Alcohol 15*b 12 5* 6 2k 4
Other 3 6 5 9 .5 .85
Polydrug 9 9 5 5 3 4

Number of days/past 90 (follew-up):
Cocaine .67 .89 2 5 1 2
Alcohol 2 3 1* 2 .5* 1
Other .17 .58 5 17 0 0
Polydrug .42 .79 2 6 .5 1

Superscripts across rows (between groups) a, b * p< .05, (Mann-Whltney U)

At follow-up, the middle attendance group had significantly more days of alcohol use than the 

high attendance group (Mann-Whitney U). The low, middle, and high attendance groups did not 

significantly differ in relapse rate for cocaine, other drugs, or polydrug use.

On cocaine, 5851 ( n=7) of the low attendance group, 4655 ( n=6) of the middle attendance 

group, and 5051 ( n=5) of the high attendance group were abstinent between baseline and 

follow-up (Chi-square, n.s.).

Addiction Severity Index Scores: Low. Middle, & High 12-Step Attendance

At baseline, there was only one significant between-group difference on any of the ASI 

severity scores. See Table 20, below. On medical, the high attendance group was 

significantly higher than that of the middle attendance group. At follow-up, the difference on 

medical was no longer significant due to a non-significant decline by the high attendance group 

and a non-significant Increase by the middle attendance group. Severity scores for employment,
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alcohol, drug, legal, family/social, or psychological were not significantly different among 

groups at baseline.

At follow-up, the low attendance group had significantly declined on alcohol and drug 

severities The middle attendance group significantly declined on drug and family/social. The 

high attendance group also significantly declined on alcohol and drug severities ( matched t-  

tests) Also, at follow-up there were no significant between-group differences on any of the 

seven ASI composite severity scores: medical, employment, alcohol, drug, legal, family/social, 

or psychological

Table 20; ASI Composite Scores by Level of 12-Steo Attendance 
Purina the Current Treatment

Low Middle High

ASI Comnoslte

0-4 Meetings 
(n-12)

5-15 Meetings 
(n-13)

24-190 Meetings 
Cn-10)

mean sd mean sd mean sd
Baseline:

Medical .279 .36 129* .22 .391* .3
Employment 482 .29 .462 .2 .511 .27

Alcohol 3425 .29 .191 .16 .24® .19

Drug 2521 .06 2152 .1 2143 .07
Legal .029 09 .051 .13 .011 .03

Family/Social .198 .26 2084 .18 .236 .27
Psychological .311 .23 .300 .21 .322 .16

Follow-Up:
Medical .247 .31 .183 .27 .21 .27
Employment .451 .28 .409 .23 .454 .24

Alcohol 139s .15 .151 .15 .118® .12

Drug .0841 .07 IIS 2 .09 .1233 .04
Legal .004 .01 .015 .04 .008 .03
Family/Social .056 .24 O il4 .21 .098 .23
Psychological .286 .19 .28 .20 .266 .16

Superscript across row (between groups): a ■ significant at the 95* level (one-way ANOVAs); 
Superscripts down columns (within groups): 1 * p< .0001, 2 -  p< .0004, 3 •  p< .002, 4 -  p< .005,
5 * p< .01, 6 ■ p< .04 (matched t-tests).
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Differences on Miscellaneous Variables

Educational level was significantly related to attendance between baseline and follow-up 

such that lower education was associated with higher attendance. Higher attendance was also 

significantly associated with occupational categories of lower skill and status. ( Kruskal- 

Walijs) See Table 21, below.

1 able 21; Education and Occupational Categories bv Level of 12-Steo Attendance
Purina the Current Treatment

Low Middle High
9  Meetings: 0 -4 5 - 15 24- 190

to­ 12)............ to- 13) .to- 19)
Variable ri % n X n X H* df p
Educational Level

Graduate Degree i 8 0 0 0 0
BA/BS t 8 4 31 0 0
Some College 8 67 6 46 4 40 H - 6.432 2 .05
HS grad or GED 2 17 2 15 4 40
Less than HS grad 0 0 1 8 2 20

Occupational Category (Hollingshead& Redlich)
1 (Highest) 2 17 0 0 0 0
2 2 17 4 31 0 0
3 0 0 4 31 0 0 H - 9.236* 2 .01
4 5 42 1 8 5 50
6 1 8 0 0 0 0
7 (Lowest) 2 17 4 31 5 50

■Kruskal-Wallis H corrected for ties; *  top 3 and bottom 4 categories collapsed

Further, the high attendance group had significantly more residential rehabilitation 

admissions than the low attendance group. See Table 22, below.

On lifetime 12-step attendance, the groups maintained their ordinal ranking. Those In the 

high attendance group (during the current treatment) had attended significantly more meetings 

lifetime than both low and middle groups. Of the low attendance group, 5051 ( n=6) had never 

attended a 12-step meeting prior to starting the current treatment, while 2355 ( n=3) of the



middle group had never attended one. Of the high attendance group, all had attended at least one 

meeting prior to starting the current treatment, and only one had attended fewer than 50 

lifetime However the linear correlation between 12-step meetings attended lifetime and 

meetings attended during the current treatment was weak and non-slgificant (r= .276, n.s.).

There were no significant differences found among groups on age, Individual Income, 

detox if ications, cocaine problem duration, race (white vs non-white), marital status, religious 

preference ( preference vs no preference), Job status (working, temporary disability, 

unemployed), preferred route of cocaine Ingestion (Intranasal vs smoking), or dual addiction

Table 22; Miscellaneous Baseline Comparisons bv Level of 12-Steo Attendance 
Purina the Current Treatment

Low Middle High
0-4 Meetings 5-15 Meetings 24-190 Meetings

(n-12)___  La-13)___   tn-IQ)
Variable mean sd mean sd mean S<1
Treatment* (wpt+outpt) 2* 1 3 3 4* 2
^Detcxincations .3 .45 .7 1 .5 .7
^Residential Rehab's .17* .39 1 2 1« 1
Coke Prob Dur.(mo) 24 24 34 26 41 33

•12-Step Meetings:
Past 30 days (Pre-Tx) .5* 1 6« 10 14“ 13
Lifetime 16c 37 22d 32 121cd 141

Past 90 days (Follow-up) 42cd 1 10“ 4 57“ 50

Superscripts across rows (between groups): a. b ■ p< 05, C. d, 8 - p< .01 (Mann-Whitney U)

Miscellaneous Correlates of 12-Step Affiliation During the Current Treatment

A number of non-hypothesized variables were incidentally found to be significantly 

correlated to number of 12-step meetings attended in the 90 days preceding follow-up These 

variables Included: cocaine problem duration ( r *  .452, r2« .204, p< .006), number of 

residential rehabilitation admissions (r= .408, r2= . 166, p< .01), and overall ( Inpatient plus



outpatient) treatment number ( r= .338, r2= . 114, p< .04). These variables did not meet 

cr iter le for inclusion into a multiple regression analysis, either by themselves or 1n 

conjunction w ith  OR/RT variables.

Affiliation with 12-Step Sponsors During the Current Treatment: Covariation 

with 12-Step Meeting Attendance, Relapse, and OR/RT

Of the 25 subjects who attended at least one 12-step meeting during the current treatment,

10 (4 0 *) reported Involvement with a sponsor during this time. Fifty percent ( n*5) of those 

who used a sponsor between baseline and follow-up had used a sponsor prior to entering the 

curren t treatment. Those who had a sponsor had a slightly higher level of attendance during 

treatment than those without a sponsor, but the difference did not attain significance For those 

who used a sponsor ( n= 10), number of meetings attended between baseline and follow-up ranged 

from 6 to 75, w ith  a mean of 28.6 (sd=24). For those who attended without a sponsor (n= 15), 

the number of meetings ranged from 1 to 190, with a mean of 27.8 ( sd«48) ( Mann-Whltney U 

= 53 ,?=  -1 223, n.s ). Sixty percent (n=6) of those who used a sponsor fell Into the high level 

of attendance at follow-up, and 40* of those with a sponsor fell Into the middle level of 

attendance at follow-up. See Table 23, below.

There were no significant differences among sponsored, unsponsored, and no attendance 

subjects on cocaine, alcohol, other drug, or polydrug relapse during the current treatment 

(Kruskal-Wallis H).

Those who used a sponsor during the current treatment (n -10) were compared on OR and RT 

subscales with those who attended meetings but didn't use a sponsor ( n -15). At baseline, those 

who used a sponsor were significantly higher on Social Incompetence than those who didn't 

(Mann-Whitney U, p< .05). At follow-up, there were no significant differences between thess 

two groups on OR/RT subscales. Both groups non-slgnlflcantly declined on Social Incompetence 

at follow-up.

F ina lly , those who used a sponsor had a greater cocaine problem duration compared with 

non-sponsored attendees, with a difference that approached significance ( Mann-Whitney U *
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40,z = -1.95, p< .051).

Table 23: Use of 12-Steo Sponsors bv Attendance Purina the Current Treatment

Low Middle High
*  Meetings: 0 -4 5 - 15 2 4 - 190

_(n- 12) (n- 13) (n->10)
Variable n S n % n % H* Of 0
Used a 12-Step Sponsor
Past 90 Davs

No 2 17 9 69 4 40
Yes 0 0 4 31 6 60 H -  3.323* 2 n.s.
No Attendance 10 83 0 0 0 0

Lifetime
No 5 42 7 54 4 40

Yes 1 8 3 23 6 60 H -  3.333b 2 n.s.
No Lifetime Attendance 6 50 3 23 0 0

•Kruskal-Wallis H corrected for ties; *  doesn't include the 10 subjects with no attendance between 

baseline and follow-up. b Doesn't include the 9 subjects with no lifetime attendance;

Summary of Section 3

Hypothesis 3 (" 12-Step group attendance during the course of treatment will be 

significantly related to baseline object relations and reality testing") was supported by the data, 

though weakly.

There was a significant correlation ( Spearman rho« .357,z* 2.083, p< .05) between baseline 

percentile group on Hallucinations/Delusions and ranked affiliation group ( low, middle, high 

12-step attendance). When all OR/RT subscales were grouped by percentile ( lower, middle, 

upper thirds), the high attendance group ranked significantly higher on f ile  

Hallucinations/Delusions than the low attendance group at baseline ( Mann-Whitney U, p< .03). 

At follow-up, the high attendance group ranked significantly higher on Bile Uncertainty of 

Perception than the low attendance group (Mann-Whitney U, p< .04).
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Hypothesis 4 [ "Having a sponsor within 12-step groups (during the current treatment) 

will be related to object relations and reality testing"] was supported by the data. At baseline, 

those who used a sponsor were significantly higher on Social Incompetence than those who didn't. 

At follow-up, there were no significant differences between these two groups on OR/RT 

subscales Both groups non-slgniflcantly declined on Social Incompetence at follow-up. Those 

who used a sponsor had longer cocaine problem durations compared with non-sponsored 

attendees, with a difference that approached significance ( p< .051).

Hypothesis 5 ( "Level of 12-step attendance during the current treatment will be related to 

having a sponsor during the current treatment") was not supported by the data. Sponsored 

subjects did not significantly differ on attendance (or relapse) from non-sponsored subjects 

who attended meetings during the current treatment

Higher 12-step attendance during the current treatment was significantly associated with 

lower eductional level and also occupational categories of lower skill and status. The high 

attendance group had significantly more residential rehabilitation admissions than the low 

attendance group.

Certain non-hypothesized variables significantly correlated with attendance between 

baselne and follow-up. These Included cocaine problem duration ( r * .452, p< .006), number of 

residential rehabilitation admissions ( r = .408, p< .01), and overall ( Inpatient plus 

outpatient) treatment number (r  = .388, p< .04).

Those with low, middle, and high attendance during the current treatment kept their ordinal 

ranking on lifetime attendance. Those In with a high level of attendance between baseline and 

follow-up had significantly higher lifetime attendance than those with low or middle attendance 

during the current treatment.

in terms of relapse, the low, middle, and high attendance groups did not significantly differ 

in relapse rate for cocaine, other drugs, or polydrug use. The middle attendance group had 

significantly more days of alcohol use than the high attendance group ( Mann-Whltney U), but 

was not significantly different from the low attendance group.
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On ASI seventy scores, the high attendance group was significantly higher on medical than 

the middle attendance group at baseline. At follow-up, there were no significant between-group 

differences on any ASI problem severity score. At follow-up, both the low and high attendance 

groups had significantly declined on alcohol and drug severities. The middle attendance group 

significantly declined on drug and family/social.

Conclusion

No compelling relationship was found between baseline OR/RT variables and 12-step 

attendance during the current treatment, though there was a tendency for the high attendance 

group to have somewhat more impaired reality testing than the low attendance group both at 

baseline and at follow-up. Hypothesis 3 (" 12-Step group attendance during the course of 

treatment will be significantly related to baseline object relations and reality testing") may be 

considered weakly supported by the data.

At baseline, those who used a sponsor during the current treatment were significantly 

higher on Social Incompetence thsn those who didn't. These results support Hypothesis 4 

[ "Having a sponsor within 12-step groups (during the current treatment) will be related to 

object relations and reality testing"].

Sponsored and non-sponsored 12-step attendees did not significantly differ on attendance 

during the current treatment. Therefore, Hypothesis 5 ( "level of 12-step attendance during the 

current treatment will be related to having a sponsor during the current treatment") was not 

supported by the data.
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Section 4: Lifetime 12-Step Group Attendance

Twenty six subjects (74 *) had attended at least one 12-step group meeting lifetime prior 

m the current treatment Twenty one subjects (6 0 *) had attended 10 or more meetings 

lifetime, twelve subjects (3 4 *) had attended 50 or more, and six (1 7 *) had attended 100 or 

more meetings, to a maximum In one case of 500 meetings lifetime.

Baseline OR and RT Associations with Lifetime 12-Step Group Attendance

No baseline OR or RT subscale significantly correlated with lifetime 12-step group 

attendance ( number of meetings attended lifetime). The greatest Pearson correlates were 

Alienation (r= .301, n.s ), and Insecure Attachment (r= .226, n.s.).

T here were significant Spearman correlations between 2 baseline RT subscales and number 

of meetings attended lifetime; Uncertainty of Perception and Hallucinations/Delusions. The 

correlation with Alienation approached significance. See Table 24.

Table 24; Spearman Ranked Correlations: Baseline OR & RT Scores and Number 
of 12-Steo Meetings Attended Lifetime

OR/RT Subscale rho* Z * D OR/RT Subscale rho* Z * P
Alienation .301 1 752 .08 Reality Distortion .07 .409 n.s.
Insecure Attachment 214 1.245 n.s. Uncert. Percept. .445 2.593 .01
Egocentricity -.011 -.066 n.s. Halluc&Delusions .406 2.367 .02
Social Incompetence .265 1.547 n.s

"corrected for ties

The lower (n=11), middle (n= 12) .and upper (n= 12) thirds on each baseline OR and RT 

subscale were compared on the number of 12-step groups attended lifetime. See Table 25, 

below. On Uncertainty of Perception, the lower third scored significantly below both the middle 

( p< .005) end upper thirds (p< .007) on lifetime attendance (Mann-Whltney U). On 

Hallucinations/Delusions, the lower third scored significantly below the upper third ( Mann- 

Whitney U,p< .04). Non-parametricANOVA was significant only for Uncertainty of Perception
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(p< 01), while for Hallucinations/Delusions It approached significance (p< .1).

Table 25; Lifetime 12-Steo Attendance as a Function of 
Baseline OR and RT Percentile Group

o r / r t  Percentile: Lower Third Middle Third Upper Third

OR/RT Subscale
(n= 11) (n= 12) (n= 12)

mean sd mam sd mean sd
Alienation 16 26 39 46 88 141
Insecure Attachment 21 28 37 55 85 139
Egocentricity 31 35 85 143 28 41

Social Incompetence 17 24 47 64 79 138
Reality Distortion 73 146 26 42 49 57

Uncert of Perception" 7ab 15 71* 139 63b 59

Halluc. 8. Delusions"• 17c 31 68 140 58c 59
Superscripts across rows (between groups): a • p< .005, b ■ p< .007, c ■ p< .04 (Mann-Whitney U).
•  Kruskal-Walhs H • 10.283, 2 df, p< .01, Kruskal-Wallis H * 4.927, 2 df, p< .1 (approaches sig.)

Low, Middle, end High Lifetime 12-Step Attendence

Subjects were categorized into 3 groups based on their lifetime level of 12-step group 

attendance The low lifetime attendance group ( n= 11) attended from 0 to 4 meetings (mean=.45, 

sd= 1) The middle group ( n= 13) attended from 5 to 54 meetings (mean= 18, sd= 16). The high 

group (n= 11) attended from 60 to 500 meetings ( mean= 133, sd= 127).

OR and RT Scores

Differences at Baseline

Compared with the low lifetime attendance group, the high lifetime attendance group was 

significantly higher on Alienation, Uncertainty of Perception, and Hallucinations/Delusions 

( one-way ANOVAs). Their higher scores on Social Incompetence approached significance ( p<

07) See Table 26, below. For the most part, scores for the middle lifetime attendance 

group were intermediate between low and high attendance groups and significantly different
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from neither. On Uncertainty of Perception, the high attendance group's higher scores 

approached significance ( p< .07) with respect to the middle attendance group.

Table 26: Baseline OR and RT Scores as a Function of Lifetime 12-step
Attendance

Low Middle High
0 -4  Meetings 5 -5 4  Meetings 60 -500  Meetings 
 la-11)_____  tii-13)_____   la-11)_____

OR/RT Subscale mean sd I l ia * naan sd Sila* naan sd !l i l t "
Baseline:
Alienation -.125* .53 68 2632 .66 81 .476* .79 87
insecure Attachment -.127 .77 55 .01 .78 61 .435 .96 77
Egocentricity -049 .69 66 -1331 .7 62 .127 1.04 75
Social incompetence -.366b .71 55 -.014 .89 66 ,378b 1.07 73
Reality Distortion -.341 .22 56 -.27 .35 62 .012* .77 77

Uncert of Perception -.222* 8 57 .291b .76 78 g|gab3 .83 93
Halluc. & Delusions -.399* .18 30 -.142 .53 73 .101* .68 83
Foiiow-U d.
Alienation -.06 .68 70 -1472 .61 67 .255 .89 81
Insecure Attachment -.001 .79 60 -.092 .66 57 .205 .9 69
Egocent-lcity -.046 .52 67 -.4651 .52 43 -.172 .56 59
Social Incompetence -.321 .8 57 017 .63 66 .159 .97 83
Reality Distortion -.395 .30 52 -.324 .45 58 -,2154 .64 58
Uncert of Perception -076c .84 65 .001b .56 68 ,498*lbc .7 83
Halluc. & Delusions -.292 .35 54

COr .56 68 -.1 .71 76
Superscripts across rows (between groups): ■ -  significant at 95% (one-factor ANOVA), b -  p< 

07. c -  p< .09; Superscripts down columns (within groups): 1 -  p< .008. 2 -  p< .01. 3 -  p< .03, 4 -  

P< 06 (matched t-tests). "Assigns the mean score to its approximate percentile rank on bell's (1987)
non-pathological noons.

Changes from Baseline to Follow-Up

At follow-up, the high attendance group significantly declined on Uncertainty of Perception, 

while the decline on Reality Distortion approached significance ( p< .06). There were non­

significant declines on Alienation, Insecure Attachment, Egocentricity, Social Incompetence, and 

Hal 1 ucl nat Ions/Del usions.
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The middle attendance group significantly declined on Alienation and Egocentricity. There 

were non-significant declines on Insecure Attachment, Reality Distortion, Uncertainty of 

Perception, and Hallucinations & Delusions, and a non-significant rise on Social Incompetence 

There were no significant declines for the low attendance group. This group Increased non- 

significantly on all subscales except Reality Distortion, which non-slgnlflcantly declined, 

hatched t-tests were used for wlthin-group comparisons.

Differences at Follow-Up
At follow-up, there were no significant between-group differences on any OR/RT subscale, 

but the high attendance group still had the highest Uncertainty of Perception score which 

approached significance with respect to both the low attendance ( p< .09) and middle attendance 

( p< .07) groups. Indeed, with one exception the high lifetime attendance group had the highest 

mean scores on all OR and RT subscales both at baseline and follow-up. The single exception was 

Egocentricity at follow-up, where the low lifetime attendance group was somewhat higher.

Drug and Alcohol Use Prior to and During the Current Treatment

In the 30 days prior to entering the current treatment, the low lifetime attendance group 

had significantly higher days of alcohol use than both the middle (p< 05) and high (p< .05) 

attendance groups ( Mann-Whltney U). The groups did not significantly differ on days of cocaine, 

other, or polydrug use. See Table 27, below.

At follow-up ( le relapse during treatment), the low lifetime attendance group had 

significantly higher days of alcohol use than the high attendance group ( Mann-Whltney U, p<

05). The groups did not significantly differ on days of cocaine, other, or polydrug use.



127

Table 27; Drug and Alcohol Use as a Function of Lifetime 12-Step Attendance

Low Middle High
0-4 Meetings 5-54 Meetings 60-500 Meetings

(n- I t ) (n-13) (■-11)
Variable mean sd ■man sd mean sd
Number of days/past 30 (Pre-Tx):

Cocaine 7 6 6 6 8 8
Alcohol 16*b 11 6* 7 2* 2
Other 3 6 3 5 3 9
Polydrug 8 8 5 6 3 5

Number of days/past 90 (follow-up):
Cocaine 1 1 .77 .73 2 5
Alcohol 3* A .62 .87 .73* 2
Other 18 .6 .08 .28 6 18
Polydrug 1 1 .A .51 2 7

Superscripts across rows (between groups): a, b * p< .05, (Mann-Whitney U)

Addiction Severity Index Scores es a Function of Lifetime Attendence

At baseline the low lifetime attendance group was significantly higher on ASI alcohol 

severity than the high lifetime attendance group(one-way ANOVA, p< .05). See Teble 28, 

below The middle group mean was intermediate between the two. There were no significant 

differences among low, middle,and high lifetime attendance groups on ASI scores of medical, 

employment, drug, legal, family/social, or psychological severity at baseline At follow-up, 

there were no significant between-group differences on any ASI scale.

From baseline to follow-up, the low group significantly declined on alcohol and drug 

severities (matched t-tests). The middle and high attendance groups both significantly declined 

on drug and family/social severities.
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Table 28: ASI Composite Scores fay Level of Lifetime 12-Step Attendance

Baseline Follow-Up Paired 2-tail
ASI Composite imean mean sd t df D
Low: 0-4 meetings 

(n-l 1):
Medical .151 .25 .234 .33 -1.002 10 n.s.
Employment .43 .25 .437 .26 -.178 10 n.s.
Alcohol .3781 .3 .13 .14 3.577 10 .005
Drug .225 .09 .081 .07 5.053 10 .0005
Legal .068 .16 .005 .02 1.472 10 n.s
Family/Social 172 .21 .124 .25 .736 10 n.s.
Psychological .319 .2 .31 .20 .129 10 n.s.

Middle: 5-54 meetings 
(n—13):
Medical .278 .38 .179 .28 .7 12 n.s.
Employment .525 .23 438 .25 1.726 12 n.s
Alcohol .213 .17 137 .10 1.695 12 n.s.
Drug .215 .06 .11 .04 4.625 12 .0006
Legal .02 .04 .015 .04 1.122 12 n.s.
Family/Social .179 .23 -.017 .18 2.886 12 .01
Psychological .253 .21 .253 .17 -.013 12 n.s.

High: 60-500 meetings 
(n-l 1J:
Medical .333 .31 .231 .25 .961 10 n.s.
Employment .485 .27 .433 .24 .635 10 n.s.
Alcohol 1871 .15 .145 .17 .754 10 n.s.
Drug .245 .09 .129 .1 4.913 10 .0006
Legal .009 .03 .008 .03 1 10 n.s.
Family/Social .292 .26 .059 .24 2.167 10 .05
Psychological .369 .18 .275 .19 1.854 10 n.s

Superscripts down columns (between groups): 1 •  significant at the 95X level (one-way ANOVA).
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12 - Step Attendance During Treatment as a Function of Lifetime Attendance

The high, middle, and low lifetime attendance groups maintained their ordinal standings on 

(2-step meetings during the current treatment. The high group attended significantly more 12- 

step meetings between baseline and follow-up than both the middle ( p< .01) and low ( p< .01) 

groups (Mann-Whitney U). The middle end low groups were not sfgnifioontly different from 

each other. See Table 29.

Table 29; Miscellaneous Baseline Variables as a Function of Lifetime
12-Steo Attendance

Middle 
5-54 nettings 

tn-13)
mein.

High 
60-500 Heelings 
 (a -11)____
_BCUL sd

3C 2

.5 .78

1*  1

42* 27

5d 2
1* 1
fb 2

39* 31

Variable
Tx" (inpt + outpt) 
"Detoxifications 
"Residential Rehab's 
Coke Proc Dur (mo )

Low 
0-4 Meetings 

ID -IIJ__
main .sd.

,cd ]

0* .3

0«* .3

15«* 13

"12-Step Meetings:
Past 30 days (Pre-Tx) 3# 8 5 8 12* 13

Lifetime 45cd 1 18c*  16 133d" 127

Past 90 days (Follow-up) 8C 18 9d 10 46cd 53

Superscripts across rows (between groups): a, b ■ p< .05, C, d, e -p< .01 (Mann-Whltney U)

Differences on Miscellaneous Baseline Variables

The high attendance group had significantly more detoxlflcations ( p< .05) than the low 

attendance group ( Mann-Whltney U). The low lifetime attendance group had significantly fewer 

residential rehabilitations than both the middle (p< .05) and high (p< .05) lifetime attendance 

groups ( Mann-Whltney U). Also, the low attendance group had a significantly shorter cocaine 

problem duration than both the middle ( p< .05) and high (p< .05) lifetime attendance groups 

(Mann-Whitney U). See Table 29, above.
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There was a significant relationship (p< .02) between occupational category and lifetime 

attendance group such that higher lifetime attendance was associated with occupations of lower 

skill and status See Table 30. below

Table 30; Education and Occupational Category bv Lifetime 12 -Step Attendance

Low Middle High
'Mattings Lifetime: 0- 4 5- 54 60- 500

ln-11) (■-13) (a-11)
Variable n X n X n X
Educational Level

Graduate Degree i 9 0 0 0 0
BA/BS i 9 4 31 0 0
Some College 5 45 6 46 7 64
HSgrad or GED 4 36 1 8 3 27
Less than HS grad 0 0 2 15 1 9

Occupational Category (Hoilingshead& Redlich)
1 (Highest) 2 18 0 0 0 0
2 3 27 3 23 0 0
7
v/ 2 18 2 15 0 0
4 2 18 4 31 5 45
6 1 9 0 0 0 0
7 (Lowest) 1 9 4 31 6 55

 Itf ft

H - 1.621 2 n.s.

H - 9.065 2 .02

*Krusk#l-Wallis H corrected for ties

Lifetime Affiliation with Sponsors within 12-Step Groups

Of the 26 subjects with at least one 12-step meeting lifetime ( prior to the current 

treatment), 10 (38 *) reported having had a sponsor at least at some point during their 

affiliation. Having had a sponsor was significantly related to lifetime attendance group 

(Kruskal-WalllsH = 9.261,2 df. p< .01). Eight of the 11 subjects (7 3 *) In the high lifetime 

attendance group had had a sponsor. Conversely, 8 of the 10 subjects who had had a sponsor were 

also in the high lifetime attendance group. Two of the 10 sponsored attendees were In the middle 

lifetime attendance group. See Table 31. below.
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Table 31: Lifetime Use of 12-Steo Sponsors by Lifetime Attendance Level

Low Middle High
*Meetlngs Lifetime: 0 -4  5 -5 4  60 -500

(n-11) (n-13) (n-11)
Variable_____________ D___2______D___2______D___2_____ t i l ______df___ It
Use of 12-Step Sponsor 
Lifetime

No 2 18 11 85 3 27

Yes 0 0 2 15 8 73 H * 9.261* 2 .01
No Lifetime Attendance 9 82 0 0 0 0

*  * r-usk al-Wall is H corrected for ties; *  Doesn't include the 9 subjects with no lifetime attendance.

For those with a history of a sponsor ( n=10), number of lifetime meetings ranged from 12 

to 500, with a mean of 128 (sd= 138) Five of these 10 subjects had attended 100 or more 

mpptinrr. For those who attended meetings but did not have a sponsor (n* 16), number of 

lifetime meetings ranged from 1 to 120 with a mean of 26 (sd*32) [Mann-Whitney U, p<

0006]

Those with a history of sponsor involvement also had greater 12-step attendance during the 

current treatment, with levels that neared significance (Mann-Whitney U = 43.5, 2 = 1.93, p< 

054) For those with a history of sponsor Involvement, meetings attended during the current 

treatment ranged from 0 to 75, with a mean of 31 (sd=24) For attendees with no history of 

sponsor involvement, meetings attended during the current treatment ranged from 0 to 190, 

with a mean of 23 (sd=47).

Those with a history of sponsor involvement did not significantly differ from non-sponsored 

attendees on days of cocaine, alcohol, other, or polydrug use during the current treatment.
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Lifetime History of Sponsor Involvement: OR & RT Scores

Subjects with a history of sponsor Involvement ( n= 10) were compared with attendees with 

no history of sponsor Involvement ( n= 16) on OR and RT subscales. No significant differences on 

any OR or RT variable were found either at baseline or at follow-up ( Mann-Whitney U).

Further comparisons were made of sponsored versus non-sponsored subjects within the 

high lifetime attendance group, as well as sponsored versus non-sponsored subjects within the 

middle attendance group No significant differences were found on OR/RT subscales either at 

baseline or at follow-up after controlling for attendance group (Mann-Whltney U).

Summary of Section 4

Hypothesis 6 ( "Lifetime 12-Step group attendance will be significantly related to levels of 

object relations and reality testing”) was supported by the data. There were significant 

Spearman correlations between number of meetings attended lifetime and two baseline reality 

testing subscales: Uncertainty of Preceptlon (rho = .445, p< .01) and Hallucinations/Delusions 

(rho = 406, p< 02) Compared with the low lifetime attendance group, the high lifetime 

attendance group at baseline was significantly higher on Alienation, Uncertainty of Perception, 

and Hallucinations/Delusions. Their higher scores on Social Incompetence approached 

significance (p< .07) On Uncertainty of Perception, the high attendance group's higher scores 

approached significance ( p< .07) with respect to the middle attendance group. These OR/RT 

differences are not attributable to differences In pre-treatment levels of alcohol or drug use. At 

follow-up, there were no significant between-group differences on any OR/RT subsonic. but the 

high attendance group still had the highest Uncertainty of Perception score which approached 

significance with respect to both the low attendance (p< .09) and middle attendance (p< .07) 

groups. With one exception the high lifetime attendance group had the highest mean scores on all 

OR and RT subscales both at baseline and follow-up. The single exception was Egocentricity at 

follow-up, where the low lifetime attendance group was somewhat higher.

The absence of significant between-group OR/RT differences at follow-up suggests that the
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high attendance group had a relatively greater tendency to regress In the face of equivalent pre­

treatment levels of alcohol and drug use

Hypothesis 7 ( "Lifetime history of having a sponsor within 12-step groups will be related 

to object relations and reality testing") was not supported by the data. For those with any 

history of lifetime attendance, those who used a sponsor were not significantly different than 

those without a sponsor on any OR/RT subscale either at baseline or at follow-up, nor were 

there any OR/RT differences after controlling for attendance level.

Hypothesis 8 ( "Lifetime level of 12-step attendance will be related to history of sponsor 

involvement") was supported by the data. Those with a history of sponsor involvement attended 

significantly more meetings lifetime than attendees without a history of sponsor involvement. 

Also, lifetime history of sponsor involvement was significantly related to lifetime attendance 

category ( low, middle, high). Seventy three percent ( n*8) of the high lifetime attendance group 

had used a sponsor at some point, and conversely, 80* ( n=8) of those who'd had a sponsor were 

in the high lifetime attendance group.

Those with a history of sponsor involvement also had greater 12-step attendance during the 

current treatment, with levels that neared significance ( p< .054).

Those with a history of sponsor involvement did not significantly differ from non-sponsored 

attendees on days of cocaine, alcohol, other, or polydrug use during the current treatment.

Relaose. Addiction Severity Index Scores, and Miscellaneous Variables

At follow-up ( 1e relapse during treatment), the low lifetime attendance group had 

significantly higher days of alcohol use than the high attendance group ( Mann-Whltney U, p< 

.05). The groups did not differ significantly on days of cocaine, other, or polydrug use.

At baseline, the low lifetime attendance group was significantly greater on ASI alcohol 

severity than the high attendance group. At follow-up, there were no statistically significant 

between-group differences on any ASI severity score.
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There was a significant relationship between occupational category and lifetime attendance 

group such that higher lifetime attendance was associated with occupational categories of lower 

skill and status

The low lifetime attendance group had significantly fewer detox 1 fleet Ions than the high 

attendance group. The low lifetime attendance group had significantly fewer residential 

rehabilitations than both the middle and high lifetime attendance groups. Also, the low attendance 

group had a significantly shorter cocaine problem duration than both the middle and high 

lifetime attendance groups.

The lifetime attendance groups maintained their ordinal standings on 12-step attendance 

during the current treatment. The high lifetime attendance group attended significantly more 

12-step meetings during the current treatment than both the low and middle lifetime attendance 

groups.

Conclusion

Baseline OR/RT scores significantly distinguished low and high lifetime attendance groups, 

with high attendance being associated with greater OR and RT impairment. These differences are 

not attributable to greater alcohol or drug use prior to starting the current treatment. These 

results support Hypothesis 6 ( "Lifetime 12-Step group attendance will be significantly related 

to levels of object relations and reality testing"). At follow-up, there were no significant 

between-group differences on any OR/RT subscale, suggesting that the high attendance group had 

a relatively greater tendency to regress In the face of equivalent pre-treatment levels of alcohol 

and drug use

Hypothesis 7 ( "Lifetime history of having a sponsor within 12-step groups will be related 

to object relations and reality testing") was not supported by the data. For those with any 

history of lifetime attendance, those who used a sponsor were not significantly different than 

those without a sponsor on any OR/RT subscale either at baseline or at follow-up, nor were 

there any differences after controlling for attendance level.
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Lifetime affiliation with a sponsor was significantly associated with greater levels of 

1 ifetime attendance. Sponsored subjects had significantly higher lifetime attendance than non- 

sponsored attendees. These results support Hypothesis 8 ( “Lifetime level of 12-step attendance 

will be related to history of sponsor Involvement").
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Brief Summery of Results Chapter

Comparison of the current sample with pathological and non-pathological criterion groups 

revealed specific impairments on OR & RT both at baseline and follow-up (tables 7 & 8). Some 

of these impairments significantly Improved over the course of treatment, supporting 

Hypothesis 1.

Also within the sample, there was a wide range of ego functioning and impairment both at 

baseline and at follow-up, as manifest by the large variation among subjects In the number of 

OR &. RT subscales on which they scored in the pathologically elevated ( PE) range.

Baseline OR/RT variables significantly distinguished low and high relapse groups Baseline 

Social Incompetence scores significantly correlated with days of cocaine relapse, and also with 

days of all-drug relapse. These data support Hypothesis 2. Baseline OR/RT variables also 

significantly distinguished groups defined by residential rehabilitation history. Further, OR/RT 

vai tables significantly distinguished these groups at follow-up ( high vs low relapse and also 

rehab vs no-rehab, see Tables 11 & 14).

OR/RT variables were not terribly useful in predicting, or distinguishing between, levels of 

12-step attendance during the current treatment. There was a significant but weak positive 

association between attendance and baseline Impairments In reality testing. Hypothesis 3 was 

weakly supported (see section 3 of Results).

Those who used a 12-step sponsor during the current treatment were significantly higher 

on Social Incompetence at baseline than attendees who didn't use one, supporting Hypothesis 4.

Since sponsored and non-sponsored attendees (during the current treatment) did not differ 

significantly on attendance during the current treatment, Hypothesis 5 was not supported. Nor 

did sponsored and non-sponsored attendees significantly differ on relapse rates.

Baseline OR/RT variables significantly distinguished low and high lifetime 12-step 

attendance groups. Two baseline reality testing subscales (UP and HD) significantly correlated 

with number of meetings attended lifetime. These data support Hypothesis 6. ( Tables 24 & 26).
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However there were no significant differences on OR/RT variables between those who had a 

meume history of 12-step sponsor Involvement and lifetime attendees with no such history. 

Hypothesis 7 was therefore not suppor ted.

1 hose who had a lifetime history of 12-step sponsor Involvement had significantly greater 

lifetime attendance than lifetime attendees with no such history, supporting Hypothesis 8. Those 

who had a lifetime history of 12-step sponsor Involvement also had neerly-significant greater 

attendance during the current treatment.

Certain sub-groups demonstrated greater regressive vulnerability on OR/RT variables in 

the face of equivalent pre-treatment drug and alcohol use. This was seen In comparisons of high 

versus low lifetime 12-step attendance, and In rehab versus no-rehab groups ( tables 14 &

26) At baseline, the high attendance and rehab groups were each significantly and broadly more 

impaired than their respective comparison groups. Yet at follow-up they were no longer so 

easily distinguishable from their comparison groups, although somewhat greater reality testing 

impairment remained. These groups with greater regressive vulnerability had longer, more 

chronically relapsing addictions, though not necessarily more actual drug or alcohol use during 

periods of relapse.
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Chapter 5

Discussion

The purposes of the current study have been 1) to evaluate object relations and reality 

testing impairments In a sample of cocaine addicts at the time of entry to treatment, and to view 

changes In these measures over the course of early recovery; 2) to test whether tendencies to 

relapse during the course of treatment are reflected In baseline levels of object relations and 

reality testing; and 3) to determine whether tendencies to affiliate with 12-step groups such as 

AA and CA are reflected in measured levels of object relations and reality testing. These purposes 

were carried out with an eye toward determining whether measures of object relations and 

reality testing are useful in assessing treatment prognosis, and In Identifying those likely to 

most benefit from membership in 12-step groups.

Overview of the Follow-Up Sample

These results support the view that active compulsive cocaine abusers have co-morbid 

disturbances in object relations and Impairments In reality testing, and also support the 

hypothesis that significant improvements In some of these Impairments occur over the course of 

an intensive, short-term treatment The Implication of these relatively rapid changes In object 

relations and reality testing is that some of these Impairments are a product of the addictive 

syndrome. This supports the views of writers who have made similar observations about 

addiction causing or exacerbating ego dysfunction (Khantzlanetal. 1990, Zlnberg 1975, 

McLellan 1986, Bean 1975, Tatarsky 1986, Levin 1987).

Further, there were still deficits after 90 days of treatment, admitting the possibility that 

pre-existing ego deficits may have created a heightened vulnerability for the development of 

compulsive use patterns, in accord with Khantzlan et al. (1990), Tatarsky (1986), and 

Wallace ( 1991). But such an Inference from this data set must be highly tentative for two
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methodological reasons. The short follow-up time may not have captured all of the Improvement 

that might have been measured had a longer follow-up time been used, assuming continued 

curtailment of drug use. More Importantly, however, the pre-addiction Impairments cannot be 

known with certainty since the current stud/ was not prospective, so that no matter what the 

length of the follow-up, the treatment Intervention may have altered the "pre-addiction 

baseline" to which the sample "returns". Thus, while we can say that Improvement occurred 

following curtailment of drug use and the treatment intervention, we cannot know with certainty 

whether follow-up scores reflect Impairments that existed prior to the onset of addiction, and 

which therefore constituted vulnerabilities for the development of addiction. Also, the relative 

contr ibutions of abstinence and treatment In effecting Improvement cannot be ascertained In the 

absence of control groups (discussed below in further detail).

There was large variation in the number of OR & RT subscales on which subjects scored In 

the pathologically elevated range, indicating a wide range of ego functioning and Impairment 

among subjects both at baseline and at follow-up. At baseline, more than a third (37 *, n* 13) 

were in the non-pathological range on all subscales. This replicates the finding of Tatarsky 

(1986) who found a similar distribution of pathological elevation in his compulsive-user 

group At follow-up, almost half (46 *, n= 16) were non-pathologlcally elevated on all OR/RT 

subscales These results accord with Kleber & Gawln's (1984b) observation that cocaine 

abusers seeking treatment are a highly diverse group. It also supports the view of those who 

assert that the development of compulsive patterns of use Is not confined to particular gradations 

or constellations of pre-addiction psychopathology (Zlnberg 1975& 1984, Khantzlanet 

al. 1990, Tatarsky 1986). To put It another way, these results argue against the position of 

those such as Wurmser (1974, 1978) and Hartocollls & Hartocollls (1980) who postulate 

severe psychopathology as a necessary precursor of addiction.

Using the proportion of subjects scoring in the pathologically elevated range as a guide to 

relative strengths and weaknesses, the most prominent baseline OR deficit was reflected In the 

Alienation score (37* in the pathological range), which refers to an Internal experience of
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disconnection with others, a lack of Intimacy, and little hope that a sense of closeness and 

belonging is attainable. Lesser proportions of subjects were In the pathological range on 

Insecure Attachment (29*), Social Incompetence (20 *), and Egocentrfclty (17*). This, 

combined with the fact that significantly higher scores were found relative to a high functioning 

criterion group (Community Active Adults, part of the Instrument's standardization sample) 

suggest strains of painful ( neurotic) concern about being liked and accepted, manipulativeness 

and suspiciousness toward others, Interpersonal shyness, difficulty making friends, negative 

self-evaluations end fear of social failure The tendency toward Isolation Is covalent with a 

bitter, antagonistic attitude toward others. All four OR subscales were significantly higher than 

Community Active Adults

The greatest reality testing Impairment was manifest on Uncertainty of Perception, which 

had the greatest proportion of subjects in the pathological range (34*). This score was also 

significantly higher than Community Active Adults. The Uncertainty of Perception subscale taps 

a self-reflective sense of doubt about misperceptions of realtty and projection of impulses, 

feelings about self, and feelings about others. Tatarsky (1986) found a similar proportion of his 

compulsive-user group in the pathological range, and also found Uncertainty of Perception to be 

a significant discr iminator of recreational and compulsive cocaine users.

On Reality Distortion, 11 *  were in the pathological range and the current sample was 

significantly higher than Community Active Adults. Reality Distortion taps distortion of Internal 

and external reality: a tendency to have distorted perceptions of self and other, confusion 

between waking and dream states, experiences of unreality and difficulty In understanding their 

own feelings and the feelings of others, and paranoid projection of Impulses, wishes and fears. 

Pathologically elevated scorers may harbor grandiose or depressive beliefs.

The Hallucinations /Delusions score showed little tendency for severe breaks from reality. 

The current sample, with 9 * in the PE range, was not significantly different from Community 

Active Adults at baseline. This baseline composite profile suggests a neurotic level of disturbance 

for this sample In which relationships are important but highly conflicted. Neurotic emotional 

needs and concerns, exacerbated by significant deficits In testing reality, have led In the
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a c t io n  of disengagement and a subjective sense of isolation from others, with amalgams of 

disappointment, bitterness, fear, and negative self-evaluation.

With respect to Bell's criterion groups, the current sample at baseline was most similar to 

patients suffering from major affective disorder, and no subscale score was significantly 

different from this criterion group. This similarity replicates the empirical findings of 

Tatarsky ( 1986) with respect to his compulsive user group However since affective 

experience was not directly measured In the current study, a firm conclusion cannot be made 

about about the frequency of co-morbld affective disorder within this sample. It can only be said 

that at the time of entry Into treatment, the sample had a constellation of object relations and 

na'ity testing consistent with major affective disorder. Thus, these results are at least 

consistent with the views of other writers who, based on clinical observation, Identify affective 

disturbance as a central feature of cocaine-dependence symptomatology ( Khantzlan 1987. 

Krystal & Raskin 1970, Wurmser 1974), and also those who say that object relational 

,ni)jon ineiits make one vulnerable to affective disorders (Wallace 1987).

Further, while Borderline Personality Disorder may constitute a vulnerability to the 

development of addiction ( Kernberg 1985), these results show that the converse does not 

necesariiy hold. That is, a borderline organization should not be assumed merely because 

addiction is present, as some have suggested ( Wurmser 1974, 1978, Hartocollls & Hartocollls 

1980) This is related to the point made earlier about the large variation In ego functioning 

among subjects both at baseline and at follow-up. Even prior to treatment ( baseline), the 

current sample was significantly lower than borderlines on three of four object relations 

subsets (Alienation, Insecure Attachment, and Egocentrlcltry), and on all reality testing 

subscales ( Reality Distortion, Uncertainty of Perception, and Hallucinations/Delusions).

Indeed, it seems to be the relative "sturdiness" or fragility of the level of integration (that Is, 

the vulnerability to regression) that Is most pronounced among clinically meaningful sub­

groups of subjects which appear quite disturbed at baseline (see below for discussions of "rehab 

vs no-rehab" groups and "low vs high lifetime 12-step attendance" groups).
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The results of the current study support the hypothesis that there would be significant 

Improvements in object relations and reality testing after completion of the 90 day first phase 

of treatment. As noted above, these relatively rapid changes Imply that at least some of the 

deficits measured at baseline were produced by the addictive syndrome. In the area of object 

relations, a statistically significant improvement occurred on Alienation. The trend toward 

improvement on Egocentricity approached significance (p< .09). These improvements point to 

an increased valuation of relationships, and greater trust that they can serve as a source of 

fulfillment and gratification. Also, there Is less mistrust of others' motivations, less of a sense 

that others exist to be manipulated for self-serving goals, and a concomitantly Increased 

recognition of others as existing Independently of one’s needs or wishes concerning them. In the 

area of reality testing, there was a significant Improvement on Reality Distortion. The trend 

toward improvement on Uncertainty of Perception approached significance (p<. 1). These 

improvements suggest a more accurate appraisal of reality, less confusion between internal and 

external events, and less paranoid projection of impulses with concomitant feelings of 

vulnerability alternating with grandiosity. There is also less uncertainty over the perception of 

internal and external reality, which is to say a greater ability to recognize breaches of reality 

testing as such when they do occur.

At follow-up, the current sample no longer so closely mirrored Bell's major affective 

disorder criterion group. Specifically, it was now significantly lower on Egocentricity and 

Reality Distortion. With respect to the highest functioning of the criterion groups (Community 

Active Adults, CAA's) the current sample at follow-up was still significantly higher on 

Alienation, Insecure Attachment, Reality Distortion , and Uncertainty of Perception, but it was 

no longer more egocentric or socially incompetent. The subjects' tendency for major breaks in 

reality testing ( HD) was not significantly greater than CAA's either at baseline or follow-up.

At follow-up, Alienation remained the area of greatest Impairment in the OR sphere, while 

Uncertainty of Perception remained the highest RT elevation. Both at baseline and at follow-up, 

the most frequent combination of pathologically elevated scores was Alienation with Uncertainty
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of Perception These may represent areas of particular and enduring vulnerability for the 

development of cocaine addiction. Indeed, Tatarsky (1986) found these subscales to be 

significant discriminators of recreational and compulsive cocaine user groups,

Finally, for the sample as a whole, Addiction Severity Index alcohol and drug severities 

significantly declined These scales measure both objective data (eg days of use) and also 

subjective data ( patients’ own rating of severity). The family/social severity also declined 

significantly. This may be understood as the interaction between internal and external events: 

less family tension as one's drug problem is confronted and dealt with and internal changes (OR 

and RT) enhancing one's ability to relate.

Object Relations, Reality Testing, and Relapse

Baseline levels of OR significantly distinguished level of relapse during treatment, and these 

results therefore support the hypothesis that relapse would be significantly related to baseline 

levels of OR & RT Compared with the low relapse group, the high relapse group (those who used 

ary mood altering substance on 2 or more days) showed significantly greater disturbance on 

object relations both at baseline and at follow-up. At baseline, those who would later fall into the 

high relapse group scored significantly higher than the low relapse group on Alienation. On 

Social Incompetence, the higher scores for the high relapse group approached significance (p<

07) ( Social Incompetence was actually the strongest baseline OR/RT correlate of both cocaine 

relapse [r = .388, p< .02] and all-drug/alcohol relapse [r  = .376, p< .03]).

The low relapse group significantly declined on Reality Distortion between baseline and 

follow-up, and the decline on Uncertainty of Perception approached significance (p< .08). By 

contrast, there were no significant declines for the high relapse group. At follow-up, the high 

relapse group was now significantly higher on both Alienation and Social Incompetence.

It should be noted, however, that division of low and high relapse groups In the current 

study is quite conservative relative to the standards of current clinical practice. The cut-off for 

low relapse (zero or one day of use of any mood altering substance) versus high relapse (2 or 

more days of use) groups was chosen primarily because of the skewness of the distribution for
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"days of use ". For example, only three (out of 35) follow-up subjects had 4 or more days of 

cocaine use during the course of treatment. Thus the creation of comparison groups Involved a 

significant degree of arbitrariness, and certain subjects defined as "high relapse" in the current 

stud/ would probably not be considered as such from the viewpoint of treatment providers.

Nevertheless, OR scores significantly distinguished the groups both at baseline and at 

follow-up. As noted, those with low relapse had less Impaired object relations at baseline. 

Further, these OR differences do not seem attributable to differences In the severity or duration 

of their drug problem, greater 12-step attendance, greater pre-treatment drug use, or any of 

the other control variables The low relapsers at baseline tended to attach relatively greater 

value to relationships as a vehicle for satisfaction, to harbor less mistrust of others, and to be 

less likely to react with hostile withdrawal to Interpersonal frustration compared with the high 

relapsers There was also more willingness to engage others In a more-than-superficial way. 

That is, low relapsers may have been poised for greater therapeutic engagement from the outset 

The actual success in engaging with others may have been facilitated by a relatively greater 

sense of social competence That is, the wish to connect with others and one's confidence In the 

ability to do so may have acted in a mutually reinforcing way in the direction of greater 

therapeutic engagement for the low relapse group. To put it another way, the low relapsers were 

both relatively more interested in engagement with others, and relatively more able to actualize 

this interest, thereby facilitating the actual work of the drug treatment.

This is not the whole story, of course, and it cannot be said that the high relapse group Is 

simply disinterested in relationships. Indeed, about one third (3 5 *) of the high relapse group 

was in the pathologically elevated range on Insecure Attachment at baseline (versus 22* for the 

low relapse group, n.s ). This speaks to significant preoccupations about being liked and 

sensitivity to rejection, clInglness, and jealous desire for exclusivity In close relationships. Yet 

the high relapse group was not significantly different than the low relapse group on Insecure 

Attachment. But In the context of significantly higher Alienation, with concomitant distrust of 

others, and also higher Social Incompetence (with an attendant sense of shyness and social 

failure) the balance of these these countervailing (approach-avofdance) tendencies for the high
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relapse group was perhaps tilted in favor of drug use rather than use of the therapeutic group as 

a vehicle to work through craving and other feelings associated with drug use.

It seems appropriate, In this regard, to apply Khantzlan et al’s (1990) hypothesis of 

"sectors of vulnerability" to treatment outcome. Just as specific psychological vulnerabilities 

may contribute to the likelihood that addictive patterns of drug abuse will emerge, it seems 

reasonable that specific strengths and vulnerabilities will contribute to the ability to maintain 

abstinence, even given equivalent levels of "global psychiatric severity" ( McLellan 1986). 

Indeed, these results give empirical support to McLelIan’s (1986, pi 35) observation that 

among patients with equivalent psychiatric severity, those who are able to form and use a 

relationship do significantly better in drug treatment than those who can't. And It may be that 

these object relational variables, as McLellan also suggests ( though he doesn't use OR concepts), 

exert their effects indirectly - by Influencing one's ability to engage In treatment In order to do 

the work of treatment

Given the relative weaknesses of the high relapse group, It might also be harder to carry 

out other demands which treatment makes, such as the lifestyle changes patients need to make In 

order to remain drug free Drug treatment helps patients break ingrained behavioral patterns as 

they occur within social contexts ( Washton 1989, Wallace 1989, Zfnberg 1984). One way to 

help to do this is by getting patients to change the social contexts and other Interpersonal 

situations Into which they place themselves and which result In drug taking (Washton 1989, 

Wallace 1989). The patient is to avoid the "people, places and things" which serve as conditioned 

cues for drug taking behavior. To carry this out requires the user both to avoid drug-using 

acquaintences and to establish new relationships with non-drug-taking individuals (the 

therapeutic group being the first opportunity for this). Yet the data indicate that both of these 

are harder for the high relapse group.

Relationships with drug cohorts don't require anything approaching intimacy. The goal- 

directed, mostly superficial Interactions with drug cohorts and can well-sult the needs of those 

who fear being alone but who also need to keep others at a distance. To reject these cohorts, as 

treatment requires, activates fears of loss, abandonment, and rejection (areas in which they are
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vulnerable). At the same time they are faced with the prospect of making new social contacts, an 

activity at which they feel Inept. The difficulty Is compounded by suspiciousness toward others 

and doubt that efforts to make these friends Is worth the anxiety and uncertainty to which they 

must subject themselves. The low relapse group, by contrast, must also struggle with fear and 

uncertainty over dramatic changes In their social matrix, but are more confident In their 

ability to make this shift ( to make new friends). They also have a greater expectation that the 

effort will payoff.

One might also speculate that the relatively greater sense of social inadequacy In the high 

relapse group might further contribute to relapse by activating fears that they won’t be able to 

"gracefully" refuse drugs when offered, and may thus appear awkward In the social Interaction.

A further speculative point is that since a sense of social failure extends to heterosexual 

interactions, there may be a relatively greater reliance on cocaine as an initiator of such 

interactions, and as an interpersonal confidence builder (ego enhancer) during the course of 

them. Washton (1989) has documented the complex Interaction of cocaine with sexual life and 

has pointed out that learning "how to comfortably experience sexual feelings and Intimacy 

without drugs can be a major accomplishment in preventing relapse to cocaine".

Rehab versus no-rehab

In addition to distinguishing low versus high relapse groups during the course of the current 

treatment, OR & RT measures also seem to reflect the chroniclty of addiction over time. Dividing 

subjects by history of residential rehabilitation enabled comparison of those who have longer, 

more chronically relapsing addictions with those who have not yet required extended Inpatient 

Intervention.

The division by history of "rehab” or "no-rehab" found several differences In baseline 

profiles of object relations and reality testing. These differences were not evident when looking 

only at relapse during the current treatment. Those with a history of residential rehabilitation 

treatment ( the "rehab group") were significantly more Impaired on the OR subscales of 

Alienation and Insecure Attachment at baseline. With respect to baseline reality testing, the
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rehab aroup was significantly higher on Uncertainty of Perception, and their higher Reality 

Distortion scores approached significance (p< .06). Further, these differences are not 

attributable to greater pre-treatment drug or alcohol use by the rehab group.

This profile suggests a considerably less stable and more conflicted Internal world for the 

rehab group compared with the no-rehab group at the time they entered treatment. Indeed, the 

profile of ( relative) elevations that the rehab group exhibits with respect to the no-rehab 

gi uup closely emulates the pattern of elevations which borderline patients exhibit with respect 

to non-pathological groups.

Yet despite their relatively greater disturbances at baseline, the rehab group did not differ 

significantly from the no-rehab group on relapse during the course of treatment. Also, patterns 

of improvement were such that at follow-up the rehab group was significantly higher only on 

the reality testing subscale of UP, which measures doubt about perception of internal and 

external reality ( they remained higher at follow-up despite a significant decline). It would seem 

that reduced drug intake in combination with the structured, ego-supportive setting of 

treatment permitted the the reactivation of higher-level defenses and better Integrated self- and 

object-images (a more benign sense of self and others) - that is, facilitated a reintegration of 

ego functions to more optimal levels of which they are capable under proper internal and 

external conditions.

These data suggest that given equivalent amounts of drug use, the rehab group has a greater 

propensity to regress in ego function. Yet In a supportive setting they are also able to re­

integrate so that many of these functions are no more impaired than subjects whose addictions 

are shorter in duration and less chronically relapsing. To put It another way, the ego functions 

of the rehab group seem relatively more fragile In the face of equivalent drug use. It may be that 

despite their measured improvements over the course of treatment, there nevertheless remain 

psychological vulnerabilities and tendencies to regress which become activated outside the 

structured and ego-supportive environment of treatment. Their baseline OR/RT scores may 

reflect these specific regressive vulnerabilities.

In the case of the rehab group, one "sector of vulnerability" ( Khantzlan et al.,1990) may be
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the continued greater impairment of reality testing seen in the rehab group at follow-up (on the 

UP subscale) But even beyond this Is inability to maintain the higher levels of integration of 

which they are capable under optimal conditions. This relative fragility of ego functioning ( 1e 

the greater tendency to regress) may be the "subcllnlcal susceptibility to psychopathology 

aggravated by cocaine abuse" hypothesized by Kleber & Gawln (1984b). Further, fragility of 

ego functioning may be strongly related to the social environment of the addict (Zlnberg 1975,

1984) Indeed, these results are consistent with Zlnberg's position Inasmuch as the rehab group 

had significantly lower educational and occupational category standings compared with the no­

rehab group, implying that perhaps there Is "less to lose" from significant psychosocial 

deterioration, and that there are fewer supports once deterioration consequent to drug use has 

begun It may be that it is the fragility of functioning, as interacting with or produced by the 

level environmental support of ego functions, that contributes to the chronically relapsing 

quality of the addictions seen In the rehab group However, the extent to which the rehab group's 

relatively greater vulnerability to regress was a pre-addiction vulnerability (which 

contributed to more chronically relapsing patterns and lower occupational achievement), versus 

the extent to which it was produced by the addiction (eg a cumulative effect of longer addiction) 

cannot be determined from these data. This issue Is related to the theoretical question of whether 

regression Itself represents a "constitutional" vulnerability due to developmental failure (eg 

Kohut 1977a, Wurmser 1978) or a vulnerability mediated by social/environmental support 

(Zinberg 1984). It harkens back to the unresolved question raised by Strieker & Healey 

(1990) regarding the degree of permanence versus malleability of object relations ( le whether 

measures of object relations reflect a "state" or "trait"). The apparent responslvlty of OR 

measures to environmental supports adds another layer of ambiguity to the questions of 

psychoanalytic diagnosis and change, at least as they are measured by the Instrument of the 

current study-
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The rehab group's history of significantly more treatment (both Inpatient and outpatient, 

with attendant chronic relapse), longer problem duration, and greater psychological 

deterioration at the time of entry to treatment points to a greater risk of post-treatment relapse 

for the rehab group, which 1s accompanied by a relatively more unpleasant Intrapsychic 

experience once compulsive patterns reemerge. Indeed, the very act of completing treatment, 

with the loss of support this entails, may create a crisis In which they are more vulnerable to 

conditioned environmental cues for self-medication (Wallace 1989). It Is not unusual to hear 

anecdotal reports of major, prolonged relapse occurlng within hours or even minutes of 

discharge from a voluntary inpatient drug treatment setting. The greater level of 12-step 

attendance for the rehab group (just prior to starting treatment, during the current treatment, 

and i-'e tim e) can be seen at least partly as an attempt by this group to provide the 

social/environmental supports they feel to be lacking. However, the 12-step model has been 

only partially successful for them since their very presence In the current treatment Indicates 

continued relapse and consequent psychological deterioration. This state of affairs may speak to 

the limitations of the 12-step model outlined by Bean (1975), such as the ignoring of 

individual differences or needs in favor of dogmatic formulae, the reduction of all problems and 

complex psychological states to the question of their relationship with alcohol or drugs, and the 

stigmatizing of those who relapse as unmotivated. Regarding this latter point, having a "slip" 

results in the removal some of the very support which 12-step groups are Intended to provide, 

perhaps increasing the likelihood that full-blown, protracted relapse will occur, with 

consequent deterioration and vicious circles of self-medication. It may be that under ordinary 

circumstances 12-step groups provide adequate support to enable these chronically relapsing 

subjects to function well, and It is possible that some continue to do well only so long as they go 

to meetings But, given their relapse histories, there are also be times when their needs must be 

addressed in a more intensive, Individualized way than the 12-step model ordinarily provides, 

or in ways which go beyond the scope of, or even contradict, 12-step formulations. These are 

times when relapse crises can occur.
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12-Step Attendance During the Current Treatment

No compelling relationship was found between baseline OR/RT variables and 12-step 

attendance during the current treatment, though there was a tendency for the high attendance 

group to have somewhat more impaired reality testing than the low attendance group both at 

baseline and at follow-up Hypothesis 3 (" 12-Step group attendance during the course of 

treatment will be significantly related to baseline object relations and reality testing") may be 

considered weakly supported by the data. This finding is consistent with the view of Spiegal & 

Mulder (1986) who emphasize the 12-step model's positive effects on reality testing It may be 

speculated that those who self-selected for high levels of 12-step attendance during the course 

of treatment may have found the beneficial action on impaired reality testing to be In accord with 

their subjective psychological needs In early abstinence. That Is, 12-step groups may have made 

it easier cope through its action on their relatively more impaired reality testing Differences 

on reality testing were also found among lifetime attendance groups, discussed in the next 

section.

Low, middle, and high 12-step attendance groups did not differ significantly on cocaine, 

other, and polydrug relapse. On alcohol relapse, the high attendance group was significantly 

lower than the middle attendance group, but not significantly below the low attendance group. 

Unfortunately, the relative contributions of 12-step attendance and Intensive outpatient 

treatment cannot be ascertained in the absence of appropriate control groups (eg 12-step only 

vs intensive outpatient only vs. no-treatment). This is discussed in further detail below- see 

Limitations of the study and suggestions for future research.

Educational level and occupational category were both significantly related to follow-up 

attendance category such that higher attendance was associated with both lower education and 

jobs of lower skill and status. These two variables also had similar significant relationships to 

history of residential rehab treatment ( history of rehab was associated with lower education and 

lower skill jobs), and may reflect less perceived environmental support for lifestyle changes 

that support abstinence, which 12-step attendance is Intended to correct.

There was evidence that for some subjects, patterns of 12-step attendance which were



151

established prior to the current treatment were continued between baseline and follow-up. For 

example, there was a significant correlation between lifetime attendance category ( low, middle, 

high) and follow-up attendance category (low, middle, high) (rho= .542, p< .002). The 

continuation of pre-established patterns seems especially true of the high attendance group 

which had significantly more lifetime meetings and meetings In the 30 derys prior to the current 

treatment than both the low and middle attendance groups.

Use of Sponsors

At baseline, those who used a sponsor during the current treatment were significantly 

higher on Social Incompetence than attendees who did not use one. These results support 

Hypothesis 4 [ "Having a sponsor within 12-step groups (during the current treatment) will be 

related to object relations and reality testing"]. The direction of this finding at first seems 

counterintuitive, since the sponsored group tended to be shyer and carried a greater sense of 

social failure, leading one to expect a lesser likelihood of reaching out to a sponsor. But 1t may be 

that the use of a sponsor was a strategy intended to ameliorate this deficit, since the sponsor can 

facilitate the introduction of a new member to others within the group and also instruct him on 

the 12-step group "culture", which guides interaction among members. That is, the sponsor 

instructs him on when to speak and when to listen, who to approach and who to avoid, and also 

helps him to learn the 12-step lexicon and Its application to his own experience ( 1e what to say 

and how to say it) These sponsorship functions may be quite helpful to those who wish to 

participate in 12-step groups but who are especially lacking in interpersonal confidence

Sponsored and non-sponsored 12-step attendees did not significantly differ on attendance 

during the current treatment Therefore, Hypothesis 5 ( "Level of 12-step attendance during the 

current treatment will be related to having a sponsor during the current treatment") was not 

supported by the data. The failure to find differences may may have resulted from methodological 

limitations of the study - especially the limited opportunity to attend 12-step meetings while 

engaged in concurrent, Intensive outpatient treatment. Sponsored and non-sponsored 12-step 

attendees did not differ significantly on relapse during the course of treatment.



152

Conclusions about attendance and sponsorship during the course of treatment must be 

considered highly tentative due to methodological limitations of the study The fact that all 

subjects were also engaged in an intensive outpatient treatment for addiction may have 

influenced which subjects were able to attend 12-step meetings, and also the number of 

meetings attended. Certain subjects who might have otherwise attended more meetings may have 

been unable to do so because of a lack of time. This may be especially true of those in higher 

occupational categories, and may be an alternative explanation for lower attendance among these 

subjects. Other subjects who would not have otherwise self-selected for 12-step groups might 

have attended out of a wish to comply with the suggestions of the outpatient treatment.

Lifetime 12-Step Group Affiliation

Here the data supported the hypothesis that object relations and reality testing would be 

significantly related to levels of 12-step attendance. Compared with the low lifetime attendance 

group, the high lifetime attendance group at baseline was significantly higher on Alienation, 

Uncertainty of Perception, and Hallucinations/Delusions. Their higher scores on Social 

incompetence approached significance (p< .07). For the most part, scores from the middle 

lifetime attendance group were Intermediate between the two and significantly different from 

neither (although on UP, the high attendance group's higher scores approached significance, p< 

.07). These relatively greater impairments do not seem attributable to greater drug/alcohol use 

prior to entry to the current treatment. In the 30 days prior to entry to the current treatment, 

the low, middle, and high lifetime attendance groups were not significantly different on cocaine, 

other, or polydrug use. On alcohol use, the middle and high attendance groups were both 

significantly lower than the low attendance group.

Yet despite greater baseline impairment on the subscales just noted, the high lifetime 

attendance group was not significantly higher on relapse between baseline and follow-up. Indeed, 

on alcohol use they were significantly lower than the low lifetime attendance group, while 

differences on cocaine, other, and polydrug were non-significant. The high lifetime attendance
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arcuc- also went to more 12-step meetings during the current treatment, Put the relative 

contribution of 12-step attendance In maintaining abstinence cannot be ascertained without 

aoDr opr late control groups.

At follow-up, the three lifetime attendance groups were not significantly different on any Oft 

or RT subscale ( although the high attendance group's higher scores on Uncertainty of Perception 

approached significance with respect to both low [p< .09] and middle [p< .07] groups). In this 

regard, there seems to be a situation parallel to the findings with respect to history of 

residential rehabilitation Namely, higher lifetime 12-step attendance tends to be associated 

with longer, more severe addiction and a chronic relapse history. (That these two groups 

overlap is evidenced by the significant relationship between lifetime attendance category and 

h!S(ory of residential rehabilitation Chi-square = 7.145,2df, p< .03, Cramer's V = .452) 

Compared with the low attendance group, the high attendance group had significantly more 

detoxifications and residential rehabilitations, and also had significantly longer cocaine problem 

duration.

The inferences to be made about these findings run parallel to those drawn when looktng at 

rehab history. There was a large range of ego functioning both at baseline and at follow-up. 

Certain subgroups ( in this case the high lifetime attendance group) manifest greater 

vulnerability to regress In the face of relapse, but also demonstrate the ability to do well In ego 

supportive contexts To look at them only at baseline or only at follow-up skews the picture 

because level of impairment depends on the point In time they are examined. Looking at them at 

both times identifies the relative fragility of ego functions for certain subgroups - their 

tendency regress from the higher levels at which they are able to function under optimal 

( supportive) environmental conditions. As noted earlier with respect to the "rehab" group, 

whether these greater regressive tendencies are a cause or effect of longer, more chronically 

relapsing addictions can't be ascertained from this data set.

A history of sponsor Involvement was significantly associated with greater lifetime 

attendance levels, which supports hypothesis 8. However, the connection between OR/RT 

variables and sponsor affiliation was not established, and so hypothesis 7 was not supported.
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After controlling for attendance level, sponsored and non-sponsored subjects did not differ 

significantly on OR/RT subscales Thus, sponsor affiliation may have been an artifact of 12-step 

self-selection. That is, those who self-selected for 12-step affiliation may have been more 

willing to comply with the suggestion that they obtain a sponsor.

Indications for 12-Step Referral?

Those who self-selected for high levels of 12-step attendance both during the current 

treatment and lifetime had relatively more impaired reality testing than their low attendance 

counterparts both at baseline and at follow-up. It may be that 12-step membership Is 

particularly helpful in compensating for these weaknesses, and that this effect represents an 

attraction for those with greater reality testing impairment The lower occupational categories 

of high attendance groups may imply less social/environmental support for an abstinent 

lifestyle, and may also contribute to the greater vulnerability for ego regression seen in high 

attendance groups (Zinberg 1984). For this sample, involvement in 12-step groups maybe 

seen as a means to compensate for these difficulties However, Emrick (1987) cites multiple 

studies in which SES factors were unrelated to affiliation. Also, since their participation in 12- 

step groups was not sufficient to prevent major relapse, this sample may not be representative 

of the population of 12-step members, and so broad conclusions about 12-step affiliates cannot 

be made Yet it seems that when combined with a treatment which Is more individually oriented, 

they can do as well in terms of abstinence as those whose addiction histories are not so 

chronically relapsing Further research is required to test the extent to which this sample of 

high-attendance affiliates is atypical of the population of 12-step membership.
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Conclusions & Implications for Treatment

There Is a wide range of ego functioning associated with compulsive abuse patterns. That Is, 

the development of compulsive patterns of drug use was not found to be confined to a specific 

constellation or level of ego functioning. Further, some Impairments seem to have been produced 

by the addictive syndrome OR & RT variables were useful In Identifying specific psychological 

vulnerabilities and improvements, and also in significantly distinguishing clinically meaningful 

sub-groups of patients who have different behavioral traits and treatment needs. Certain sub­

groups show a relatively greater vulnerability to regress in the face of compulsive abuse 

patterns Those with a history of residential rehabilitation treatment and those with high levels 

of life tim e 12-step attendance represent two overlapping sub-groups which have greater 

regressive vulnerability and longer, more chronically relapsing addiction histories. These 

chronic relapsers respond well to the ego-supportive context of Intensive treatment, but they 

have greater problems maintaining abstinence outside of treatment. A lower socioeconomic 

milieu may contribute to regressive vulnerability by way of less ego-support, as may greater 

impairment or reality testing even after treatment. Regression may In turn make It harder to 

benefit from the support that is available. Higher 12-step attendance may be a way to 

compensate and create support, but with limited success possibly due to a greater need to address 

of issues surrounding relapse crises In a more Intensive, Individualized way, and also the loss of 

12-step group support when a slip occurs.

There seems to be greater clinical utility In conceptualizing patients In terms of specific 

psychological vulnerabilities, including the vulnerability to regress from optimal levels of 

functioning, rather than In terms of global psychopathology. The global measure of "psychiatric 

severity" did not differentiate clinically meaningful sub-groups, as did object relations and 

reality testing subscales.
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Implications for Treatment

In terms of treatment, It seems imperative to address the neurotic tendencies and fears 

manifest in subjects' OR/RT profiles. These Include ambivalence about treatment, especially 

fears and feelings of loss of a familiar social milieu, having to reject old cronies, having to 

overcome shyness and establish new, non-drug-taking social contacts, and the loss of the drug 

itself - loss of its magical properties to transform the shy and weak Into the bold and Invincible 

Social skills (assertiveness) training and ongoing feedback about how others perceive them may 

go far in helping them to engage in treatment end to carry out the changes necessary to maintain 

an abstinent lifestyle, and to facilitate a less fearful transition to this lifestyle.

For those with chronic relapse history, those whose functioning remains tenuous, a more 

active role in recognizing the onset of crises leading to relapse, and an understanding of their 

vulnerability to regress Is probably necessary. That Is, a treatment focus on recognizing 

differences In the ways they relate to others under certain (stressful or non-supportlve) 

conditions and connecting this with relapse tendencies ( their wishes to self-medicate and 

heightened vulnerabilities to situational cues) would be beneficial It may be that long term, 

though less intensive treatment with a broad focus on the range of problems In dally living is 

required to maintain abstinence for those with a chronic relapse history. A long-term recovery 

treatment group would minimize the perceived loss of support that accompanies termination of 

intensive treatment, and would also help ameliorate lingering impairments In reality testing. 

Having said this, it is also probably advisable to encourage patients to expand their range of 

Interests and activities beyond those specifically related to the recovery process, with due 

attention to the relapse potential Involved. Anecdotally, there seems to be some proportion of 

chronically relapsing patients whose entire adult social and recreational lives have been almost 

exclusively taken up by addiction treatment of one form or other. While granting that some 

require frequent therapeutic contact (whether In therapy or AA) In order to maintain stability, 

It would also seem that after a certain point the single focus on symptom management limits the 

potential for gratifications in one's personal life. Thus It may be that beyond a certain point,
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more treatment mar/ actually be harmful to the extent that It forecloses other satisfactions or 

severely restricts self-deflnttlon. Recovery must be an Important part of their lives, but 

probably shouldn't be the entirety of their social lives. In accord with Bean (1975), there must 

be room to move beyond the role of "drug addict".

Also, based on the data of this stud/, it would seem that those with greater Impairments In 

reality testing are most likely to find 12-step programs accomodating to their psychological 

needs, if self-selection Is a valid way to gauge this. This conclusion, however, is highly tentative 

due to methodological weaknesses of the stud/.

Limitations of the Current Study and Suggestions for Future Research

As noted throughout this discussion, there are a number of methodological limitations to the 

current study These include the small sample size, the conservative division of low and high 

relapse groups due to skewness of the relapse distribution, the lack of control groups, a sample 

of 12-step affiliates which may be unrepresentative of the 12-step population ( they were not 

successful in remaining abstinent in 12-step groups), a sample of cocaine addicts which does 

not represent the cocaine dependent population (private insurance, mostly employed), no 

follow-up for treatment drop-outs, less than optimal timing of some interviews, and short 

follow-up time

The current sample was overwhelmingly employed, and all had access to private health 

insurance This implies a more stable lifestyle and an increased stake in treatment success than 

might be expected in a sample whose position in society was more marginal and where the 

potential rewards of drug abstinence are fewer (Massing, 1992). Indeed, the follow-up sample 

was better off in terms of the skill and status level of their occupational categories than those 

who had dropped out of treatment and were not followed up. The follow-up sample was not 

comprised of society's most disenfranchised, and the results obtained from this data set must be 

seen in this light. Further, since there were no control groups, it Is impossible to know the 

extent to which treatment contributed to changes in drug-taking behavior and OR/RT scores, as 

opposed to factors unrelated to the actual treatment ( fear of job loss, family pressure), and the
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relative contribution of 12-step attendance. With respect to OR & RT, It Is also Impossible to 

tell how much change resulted from treatment as opposed to the "mere" fact of decreased drug

ingestion.

Yet given these caveats, the ability of OR/RT variables to Identify specific psychological 

vulnerabilities and to distinguish clinically meaningful sub-groups of patients who have special 

treatment needs probably makes it worthwhile to pursue further research using them. The 

methodological weaknesses of current study offer a guide to further research. Future studies 

might employ a similar basic design as the current study, but use several control groups which 

could enable researchers to address the relative contributions of drug-use curtailment, 12-step 

participation, and outpatient psychotherapy In effecting changes In OR/RT measures over the 

course of early recovery. These control groups might Include 12-step only, outpatient 

treatment only, no treatment (stopped on their own), and a combined treatment (12-steps and 

outpatient). Longer follow-up times would provide information about the full extent OR/RT 

change in recovery, as well as the stability of these changes Of course, larger and more 

representative samples are also needed to adequately gauge the usefulness of these variables for 

assessing treatment prognosis Also, studying long-term 12-step affiliates who have been 

successful in maintaining abstinence is necessary In order to validate any claims regarding who 

makes a good prospect for 12-step referral.

Finally, only prospective research can clarify the extent to which ego dysfunction heightens 

vulnerability to addiction, versus the extent to which ego dysfunction results from addiction.
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A ppend ix  C: 12-Step Program Participation Questionnaire 

1 2 -S te p  P rogram  P a r t ic ip a t io n  Q u e s tio n n a ire

Pt. Name__________________________________ 1) Initial 2) Follow-Up ____

I D. Number:___|___|___|___ |

Interviewer I D.:____|____

Patient's age:___I___yr

Meets Dx criteria for cocaine 1) Abuse; 2) Dependence -------

Dual or multiple addiction: 0) No, 1) Yes_____ ; Specify:___________

Date of Initial Interview |___|____  Date of F/U Interview:___ |___|___

Time between admission & initial interview ___/ ___days

Time between initial & follow-up:___/ ___ days

Time between admission and follow-up:___/____days

Stated reason( s) for treatment dropout ( if available):  /___ /___/

Special l ) Pt terminated interview; 2) Pt refused, 3) Pt unable to respond ____

For Initial Interview, be sure patient understands questions pertain to his experience prior 
to this treatment episode. Also, be sure patient knows that" 12-Step Group1' refers to any of the 
several self-help groups based on the principles of AA.

For Follow-Up Interview, be sure patient understands questions pertain to his experiences 
since starting the current treatment episode. Questions that are circled are to be repeated at 
follow-up interview. Certain questions need to be re-phrased for follow-up.

N.B.: X=patient does not understand question; N/A=Not Applicable; R*pat1ent refused to answer
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Appendix C: 12-Step Program Participation Questionnaire

Prelim inary Questions about cocaine use, fam ily experience w ith 12-step 
groups, attitudes toward addiction, reasons & goals for treatment.

1) Have you been in a controlled environment In the past 30 days? ____
0)Nc, 2) Jail; 3) Alcohol or Drug Treatment; 4) Medical treatment; 5) Psychiatric 
treatment; 6) Other_________

2) How many days?  |___

3) Do you have any Immediate family members who are
members of AA or other 12-step groups? 0)No 1 )Yes _____
( mother, father, sexual partner/spouse, brothers/sisters, 
children, other significant family)

4) Does your spouse or person closest to you attend
A1 Anon, Narc-Anon, Toughlove, or ACQA? 0)No DYes _____

5) Do any of your children attend A1 Anon, ACOA or AlAteen? 0)No 1)Yes _____

6) Do any other Immediate family members attend
Al-anon, A!-ateen, Narc-Anon, Toughlove, or ACOA? 0)No 1 )Yes _____
(mother, father, brothers/sisters, other significant family)

7) Who was the person who first expressed concern
about you r dr ug usage?  I__
0) No one/self only, 1) mother; 2) father; 3) sexual partner/spouse; 4) brother/sister;
5) children; 6) other significant family member; 7) close friend; 8) neighbor;
9) coworker; 10) sponsor; 11) counselor/social worker/therapist; 12) clergyman;
>3) other________

8) How long ago did you first notice cocaine had become a problem for you?
 |___| y r  | months

9) Have you given up. or reduced, any social, job-related, or
recreational aclvltles because of cocaine usage? 0)No 1 )Yes____
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Appendix C: 12-Step Program Participation Questionnaire

10) Which activities?  /___/___/

11) Who was most Influential In your decision
to enter treatment?  I____
1) mother; 2) father; 3) sexual partner/spouse; 4) brother/sister; 5) children;
6) other significant family member; 7) close friend; 8) neighbor; 9) coworker;
10) sponsor; 11) counselor /social worker/therapist; 12) clergyman; 13) self only

12) How were they Influential?_____________________________ ___/ ___/____

13) Why did you choose to enter treatment at this particular time? ____ / ____ / ____
(eg Court mandated, Family pressure, Threat of Job loss (or EAP pressure), A frightening 
event, Episode of public embarrassment, Another dr Ink/drug bout right after 
hospitalization, Aftermath of a suicide attempt, Felt nowhere else to go)

14) Did you come to the Washton Institute as part of an aftercare plan?
0)No 1 )Yes _____

15) What is your preferred route of cocaine administration? _____
1) Intranasal (snorting); 2) Freebase smoking (Including "crack"); 3) Combination of 
intranasal and Freebase; 4) Intravenous (including "speedballing"); 5) Combination of all 
the above

16) How long has this been your preferred route?_____________ |___months

17) In the past 30 days, what has been your most frequent
route of cocaine administration? ______
1) Intranasal (snorting); 2) Freebase smoking ( Including "crack"); 3) Combination of 
Intranasal and Freebase; 4) Intravenous ( including “speedballing”); 5) Combination of all 
the above

18) In the past 30 days, do you feel you have been able to control
how often you use cocaine? 0)No l)Yes
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19) In the past 30 days, do you feel you have been able to control the amount
you use once you start, or do you use until you are stopped for some outside reason?
(eg no more cocaine Is available, has no more money)

0)Can't control 1 )Can control

2 0) Do you use cocaine when you are alone? 0)No 1) Yes _____

21) Do you use cocaine mainly on the weekend? 0)No DYes _____

22) Have you stopped or attempted to stop using cocaine In the past? 0)No 1 )Yes

For next 6 questions, ask patient to use the Patient's Rating Scale
23) To what extent do you agree with the statement:

If 1 could do so safely, I would drink and drug."
0 ) not at a ll, 1) slightly; 2 ) moderately; 3) considerably; 4) extremely

2 ^ ' fo  what extent do you agree with the following statement:
"Mv goal is to achieve and continue complete abstinence from alcohol and drugs."
0 ) not at a l l ; 1) slightly; 2) moderately; 3) considerably; 4 ) extremely

25) To what extent do you agree with the following statement:
"My goal 1s to reduce, though not necessarily completely stop, alcohol and drug use." 
0) not at a ll, 1) sllght’y; 2 ) moderately; 3 ) considerably; 4 ) extremely

26) To what extent do you agree with the following statement:
"Addiction Is a progressive Illness; recovery Is also a progressive process".
0) not at a ll; 1) slightly; 2) moderately; 3) considerably; 4) extremely

27) How would you rate your current level of religious belief?
0) none at a ll; I ) slight; 2) moderate; 3) considerable; 4) extreme

28) How would you rate your maximum level of religious belief In the past?
0) none at all; 1) slight; 2) moderate; 3) considerable; 4) extreme
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Appendix C: 12-Step Program Participation Questionnaire

127-SIbp groups

1) How many times have you attended meetings of any group based on the principles or 12 steps 
of Alcoholics Anonymous? [Include Alcoholics Anonymous (AA). Cocaine Anonymous (CA), 
Narcotics Anonymous (NA), Drugs Anonymous (DA). Pills Anonymous (PA), Pot Smokers 
Anonymous ( PSA), Gamblers Anonymous (GA). Debtors Anonymous ( Dt. A) Overeaters 
Anonymous (OA), or other 12-step group]

Past 30 In Your 
Days Life

_ | _  _ | _ | _

2) Number of different types of 12-Step groups patient has attended________ ____

For initial Interview. If patient never attended anv 12-step group meeting prior to current 
treatment episode, ask Questions *3  & 4. and then administer the BORRTI:

For Follow-Up Interview. If patient has not attended anv 12-steo group meetings since
admission, ask questions *3  & 4. and then skip to Addendum for Follow-Uo Interview, o 11 

if patient has attended meetings In the oast, skip * 3  & 4. and proceed with question *5.

3) Was there some reason that you did not approach 12-step groups? 0)No 1 )Yes____

4) What reason( s)?  /___/___

5) For which problem(s)?______________
Code in order of patient's perception of severity ( most severe first) [see ASI Manual for codes]

6) Of the above 12-step groups, which were you musl likely to attend? ____
0) No pref.; 1) AA; 2) CA; 3) NA; 4) DA; 5) PA; 6) PSA; 7) GA; 8) Dt.A; 8) OA; 9) Other;

7) Age at which you attended your first 12-step meeting:  |___

8) What Is the greatest freouencv with which you have gone to
12-step meetings? _____
0) None/Not at all; 1) 5 or more times per week; 2) 2-4 times per week; 3) once a week;
4) once every few weeks; 5) once every few months; 6) less than once every few months
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Appendix C: 12-Step Program Participation Questionnaire

9) How long did you maintain this level of attendance? months:  |_

10) How long ago did this peak attendance end? months:  |___

Past 30 In Your 
Days Life

11) How often, on average, have you attended meetings
of 12-step groups?___________________________ ______  ______
0) None/Not at all; 1)5 or more times per week; 2) 2-4 times per week; 3) once a week
4) once every few weeks; 5) once every few months; 6) less than once every few months

12) Did your spouse or person closest to you approve of
your going to 12-step groups? 0)No 1)Yes _____

i 3) How long ago did you attend your last meeting? ___|___mo____ |___days

14) In the past, how many of the following apply to you? (INTENSITY)
made the coffee for a meeting ; helped to set the room up ; put chairs &
ashtrays, etc. away after the meeting ; has been a speaker ;
has chaired a meeting ; contributes money ; has been a treasurer___ ;
has raised hand during discussions ; has gone to "step" meetings ;
has been a rep at 650___; attended "discussion" as well as
"speaker" meetings attended "open" as well as "closed" meetings ;
has a sponsor has more than one sponsor ;
sponsors others ; goes to CA/AA sponsored social activities
(eg parties, dances) ; socializes Informally with other CA/AA's outside
of meetings (eg coffee after the meeting) ; has attended 30 meetings In 30 days^_;
has attended "60 in 60"___; has attended "90 In 90"___ ;
has attended "special Interest" meetings (e.g. women, gays, professionals.
newcomers, young people's) ; attended more than one meeting per dey__;
goes to more than one type of 12 step meeting ; attended an AA/CA
convention or retreat ; has done “ 12th step work"____

Total (max=25) ___|___



Appendix C: 12-Step Program Participation Questionnaire

15) In the past, how many of the following apply to you? (STABILITY) 
attended a particular meeting 3 or more times ;
attended more than one particular meeting 3 or more times ; has a
planned In advance schedule of meetings ; has a "home" meeting ;
at least one meeting where others will notice If you are not there ;
has set a minimum number of meetings for the week ; Total ( max=6)

16) How helpful have 12-step groups been to you? (Satisfaction) --------
0) not at all; 1) slightly; 2) moderately; 3) considerably; 4) extremely

17) Would you recommend a 12-step group to a friend
who needs help for a drug problem? 0)No 1 )Yes -----

18) Were there sny things about 12 step groups which made you not want to attend 
or because of which you attended fewer meetings than you otherwise might have?

0)No OYes
19) What are they9 ___/___/___

20) Who knew about your 12-step group membership? Total___|
I) mother 2) father 3) sexual partner/spouse___ 4) brother/sister—
5) children____6) other significant family member______ 7) close friend_
8) neighbor   9) coworker 10) sponsor ;
I I )  counselor/social worker/therapist ; 12) clergyman 13) other___

21) Did you make a decision to quit going tomeetlngs at any point? 0)No l)Yes ____

22) If Yes, why?  /_/____

23) How important to you were using the slogans? (eg one day at a time, first things first, 
easy does it, keep it simple, live and let live, let go and let God, think)
0) not at a ll; 1) slightly; 2) moderately; 3) considerably; 4) extremely ____

24) How Important to you were "working the steps"?
0) not at all; 1) slightly; 2) moderately; 3) considerably; 4) extremely
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Appendix C: 12-Step Program Participation Questionnaire

SPONSOR For f/u interview, re-phrase questions for the past 90 days (le since admission).

1) Did you have a sponsor? 0)No l)Yes _____

2) if not, was there 8ny particular reason for not having one? ___/___/—

If patient did not have a sponsor, then either 
1) administer the BORRTI at this point (at Initial Interview) or
2) skip to o. 11: Addendum for Follow-Up Interview (at follow-up Interview)

3) Did you use more than one sponsor? 0)No DYes_______ _____

4) If  Yes, how many?_______________________

If more then one sponsor, have patient Identify the 'main' sponsor and 
ask about him/her.

5) How long did it take to get a sponsor?  |___weeks

6) Was your sponsor 0) female or 1) male?______________________ ____

7) Would you say your sponsor was:
0) older than you; I ) younger than you; 2) about the same age ____

6) What sort of occupation did your sponsor have? ____
1) Higher executives, Major professionals, Owners of large businesses, (people with post­

graduate degrees)
2) Business managers, Medium businesses, Lesser professionals (sales people, police office 

people, managers) (nurses, optltians. pharmacists, social workers, teachers)
3) Administrative personnel, Small businesses. Minor professionals (art gallery, bakery, 

car dealer, engraver, florist, decorator .plumber, actor, reporter, travel agent)
4) Clerical and sales, Technician, Little business (bank teller, bookkeeper, clerk, 

draftsman, timekeeper)
5) Skilled manual (baker, barber, brakeman, chef, electrician, fireman, lineman, 

machinist, mechanic, paperhanger, painter, repairman, tailor, welder)
6) Semi-skilled (machine operator, hospital aide, painter, bartender, busdriver, cutter, 

cook, drill press, garage, guard, watchman, checker, waiter, spot welder)
7) Unskilled (attendant, janitor, construction, unspecified labor, porter, or unemployed)
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Appendix C: 12-Step Program Participation Questionnaire

9) How long was your sponsor abstinent?  |___y r____|___mo.

10) Was your sponsor: I ) White; 2) Black/ American; 3) Black Caribbean;
4) Hispanic-Puerto Rican; 5) Hispanic-Dominican; 6) Aslan _____

11) Did you have significant periods in which you have
experienced serious problems with your sponsor? 0)No 1 )Yes _____

Past 30 In Your 
Days Life

12) About how many contacts, on average, did you have
with your sponsor? ( Includes both In person and telephone) ______ ______
0) None/Not at all; 1)5 or more times per week; 2) 2-4 times per week; 3) once a week
4) once every few weeks; 5) Less than once every few weeks

13) Did you attend meetings with your sponsor?
0)No 1)Yes _____

14) If yes, how often? ______  _____
0) None/Not at all; 1) 5 or more times per week; 2) 2-4 times per week; 3) once a week 
4) once every few weeks; 5) Less than once every few weeks

15) Did you socialize with your sponsor outside of meetings? 0)No 1 )Yes _____

16) If yes, how often? ______ _____
0) None/Not at all; 1)5 or more times per week; 2) 2-4 times per week; 3) once a week
4) once every few weeks; 5) Less than once every few weeks

17) What did you do together?______________   /___/___

18) Did you discuss Important personal matters with your sponsor?
0)No 1 )Yes _____

19) Did your sponsor hinder your recovery In any way?
0)No 1 )Yes

20) If Yes, How?  / ___/___
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21) Have you ever changed sponsors? 0)No 1 )Yes _____

22) If Yes, why?  /_/___

23) How close did you feel to your sponsor?
0) not at all; 1) slightly; 2) moderately; 3) considerably; 4) extremely

24) How easy was It to discuss Important personal matters with your sponsor?
0) not at all; 1) slightly; 2) moderately; 3) considerably; 4) extremely

25) How available was your sponsor when you needed him or her?
0) not at all; 1) slightly, 2) moderately, 3) considerably; 4) extremely

26) Overall, how important to your recovery was your sponsor?
0) not at ell; 1) slightly, 2) moderately; 3) considerably; 4) extremely

Confidence Ratings
Is the above information significantly distorted by:

27) Patient's misrepresentation? 0)No 1 )Yes
28)Patient's inability to understand? 0)No 1 )Yes
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Appendix C: 12-Step Program Participation Questionnaire

Addendum for Fol low t Up .Inter y law

1) What were the circumstances and/or reasons for drug use since
first Interview. If use has occurred.  / ___/___

2) Time elapsed between first Interview (admission) and first slip,
If a slip has occurred____________________________________  I_days

3) Who has been the most meaningful person
to you In your recovery?  I___
1) mother, 2) father; 3) sexual partner/spouse, 4) brother/sister; 5) children;
6) other significant family member; 7) close friend; 8) neighbor; 9) coworker;
10) sponsor, 11) counselor/social worker/therapist; 12) clergyman;
13) other_______

4) Why?  / ____/ ___

5) Who has been most influential In helping you maintain abstinence? ___|___
1) mother; 2) father; 3) sexual partner/spouse; 4) brother/sister; 5) children;
6) other significant family member; 7) close friend; 8) neighbor; 9) coworker;
10) sponsor, 11) counselor/social worker/therapist; 12) clergyman; 13) other_

6) How were they influential? __

7) What has your recovery been like generally?
0) very comfortable; 1) somewhat comfortable; 2) mixed;
3) somewhat uncomfortable; 4) very uncomfortable

8) In general, how would you describe your abstinence (sobriety) so far? 
0) easy to maintain; 1) fairly easy; 2) easy and difficult;
3) fairly difficult; 4) very difficult

9) Have you missed any days of scheduled treatment since starting? 0)No 1)Yes

10) How many?
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11) For what reasons?  /___/___

Confidence Ratlnos Is the above Information significantly distorted by:
12) Patient's misrepresentation? 0)No 1 )Yes
13) Patient's inability to understand? 0)No 1 )Yes
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Appendix D: Recruitment Form

Help Yourself/Help Others 
By Being in a Research Study

It's easy and will help your treatment.

Print your name below. You w ill then be contacted by 
Christopher Leggett, a member of the research s ta ff, to explain 
the study and to answer any questions. Don't forget to include a 
phone number where you can be reached, along w ith good times 
to reach you.

Please Print Your Name:

Telephone *

Good Times to Reach You by Phone:
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Appendix E: Informed Consent Form

Research Study Consent Form

We need males with cocaine-related problems to be part of a research stud/ We are 
studying psychological and social factors that affect recovery. If you agree to take part, you will 
be interviewed twice for about 90 minutes each time: once at the start of your treatment, and 
then again 90 derys later. You will also complete a brief questionnaire at each Interview.

Your participation Is confidential. Information you tell us will be shared with your 
counselor and the treatment staff to help plan the best treatment for you. However, nobody 
outside this treatment facility will be told of your participation In this research study.

vour participation is voluntary. There is no penalty If you do not want to be In this research 
stud/ You may also stop at any time should you wish to do so. We do not expect any negative 
effects from your being in this research study. In fact, we think It will help your treatment.

if you have anv Questions about this project, your role, or your rights as a participant, a 
member of the research staff will be happy to answer them for you. The results of this study 
win oe provided to you upon request when they are available.

You are encouraged to take part because ft w ill help your treatment and help us 
to better understand addiction.

If vou'd like to take part, lust sign this consent form below. You will then be contacted by 
Christopher Leggett, a member of the research staff, to set up the Interview. Don't forget to 
include a phone number where you can be reached, along with good times to reach you.

i have read the above description of the research study and agree to take part.

Signature Date Telephone9

Please Print Your Name______________________________

Good times to reach you by phone_______________________
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