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Abstract

The goal of this study was to more fully understand readiness for treatment in a pre-treatment sample
of 446 substance abusers. Structural Equation Modeling (SEM) was used to: (1) examine the
relationships between readiness factors identified in the Pre-Treatment Readiness Scale; and (2)
identify the effects of predisposing, illness, and inhibiting determinants on the factors. As with in-
treatment samples, Problem Recognition was found to influence Treatment Readiness, although
through a different intervening factor, Desire for Change rather than Desire for Help. A fourth factor,
Treatment Reluctance, was also influenced by the Desire for Change factor. Fixed characteristics
such as age and gender had minimal influences on readiness factors, as did inhibiting characteristics
that reflected recent functioning. lliness characteristics including drug severity and perceived
treatment barriers had a more robust influence on readiness factors. This study provides an increased
understanding of readiness for treatment among pre-treatment substance abusers and also supported
the construct validity of the Pre-Treatment Readiness Scale.
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INTRODUCTION

Although substance abuse treatment is widely available in the United States, rates of treatment
entry are low and many substance users who need treatment services have never been in
treatment (1,2). Substance abusers not following through with treatment is almost universally
attributed to poor motivation in both community-based drug treatment (3-5) and in criminal
justice settings (6).

Motivation for treatment is frequently characterized as “treatment readiness” when substance
abusers’ decisions to enter treatment are considered. Motivation, or readiness, may be viewed
as an individual’s personal considerations, commitments, reasons, and intentions that lead to
the performance of certain behaviors (7). The elements of treatment readiness have usually
been examined among in-treatment substance abuse populations and found to be comprised of
well-defined components that include problem recognition and desire for help (3,5).
Motivation, or readiness, has not been examined in substance abusers immediately after their
assessment but before treatment entry. This period is a critical juncture in the treatment
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continuum of care whether the assessment takes place at a treatment program or a community-
wide centralized intake unit.

The present study seeks to expand our understanding of treatment readiness in a pre-treatment
population of substance abusers who were evaluated at a centralized intake unit in Dayton,
Ohio. The Pre-Treatment Readiness Scale (PRS) (9) was re-examined using an increased
sample of substance abusers who had just been assessed but had not yet entered treatment.
Structural equation modeling (SEM) was used to examine the factor structure of the PRS and
how the factors influence one another. Three groups of predictor variables were tested to
examine their potential influence on separate readiness factors as well as the overall process
of readiness.

BACKGROUND

Treatment Readiness

Constructs such as Problem Recognition, Desire for Help, and Treatment Readiness are
generally used in describing substance abusers’ attitudes about their substance use and need
to get help (5,10). The Stages of Change, Readiness, and Treatment Eagerness Scale
(SOCRATES) presents three components of readiness, including problem recognition, taking
steps, and ambivalence, as well as sub-tasks associated with stages of change such as
contemplation (10). The Circumstances, Motivation, Readiness, and Suitability Scale (CMRS)
was developed with substance abusers in long-term therapeutic communities (3). The CMRS
identified two separate dimensions of motivation—circumstances surrounding substance use
and an individual’s perceptions of the suitability of a treatment program.

Attempts to assess motivational factors in out-of-treatment populations have frequently started
with the Treatment Motivation Assessment (TMA), a scale originally developed with in-
treatment methadone patients (5). The TMA'’s three scales—Problem Recognition, Desire for
Help, and Treatment Readiness—were tested as a measure of motivation among substance
abusers at two inner-city soup kitchens (8). Path models demonstrated that readiness for
treatment is influenced by Desire for Help as an intervening factor but no direct relationship
was found between Problem Recognition and Treatment Readiness. Two items constituting
negativity toward treatment were deleted as being incompatible with the overall motivational
model.

Treatment readiness has also been represented as a single dimension, rather than as separate
but related factors. A single cumulative score representing the additive values of Problem
Recognition, Desire for Help, and Treatment Readiness was tested to determine its ability to
differentiate treatment acceptors from treatment deniers (11). In multivariate results the
combined measure, along with the Addiction Severity Index drug composite score, successfully
predicted acceptors from deniers. Similar attempts to produce a single readiness score from
constituent factors have resulted in counter-intuitive findings about the relationship between
readiness, retention and improved outcomes (12-14).

Our research team (9) developed the Pre-Treatment Readiness Scale (PRS) to identify
motivational constructs in substance abusers who had been assessed and referred at a
centralized intake unit, but had not yet entered treatment. Factor analyses and structural
equation modeling revealed both similarities and differences when compared to scales
developed with in-treatment samples. Problem Recognition and Treatment Readiness factors
were present in both in-treatment and pre-treatment populations. However, unlike in-treatment
substance abusers the pre-treatment sample identified a Desire for Change, a subtle but
important difference from Desire for Help. Treatment Reluctance, the conceptual opposite of
readiness, was also a distinct factor.
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Influences on Treatment Readiness

A more thorough understanding of the process whereby substance abusers enter treatment has
come from examining the influence of individual characteristics on treatment readiness.
Andersen’s model of health care utilization is a useful paradigm for considering three groups
of individual characteristics—predisposing, illness, inhibiting—that may influence treatment
readiness and its constituent factors (15).

Predisposing Characteristics

Predisposing characteristics are static, unchangeable attributes of individuals, such as gender,
race/ethnicity, age, and treatment history. Although not always considered as such, these
variables may be composites of more complex phenomena that can greatly influence readiness.
Gender, for example, has been widely considered for its relationship to readiness. Out-of-
treatment female crack users were shown to be less ready for treatment than their male
counterparts (16), although other studies found that women were more motivated than men
(5,13,17-20). Women also scored higher on motivation measures across three sub-scales
including Problem Recognition, Desire for Help, and Treatment Readiness (5). Similarly, being
male was negatively related to Desire for Help, one component of overall treatment readiness
(13). Other research, however, has not found any relationship between gender and readiness
(11,21,22).

The link between race/ethnicity and treatment readiness is also not consistent. Long shore and
colleagues found that African-Americans and Hispanics who were daily substance users were
less likely than Whites to report a need for treatment (20). Whites who were opioid addicts
were found to have higher scores than Non-Whites on all three readiness constructs—Problem
Recognition, Desire for Help, and Treatment Readiness (5). Using the same readiness scale,
however, being African American was positively associated with treatment readiness, although
not with problem recognition and desire for help (13). African-Americans were more likely
than Whites to be in the action stage of change, a construct similar to readiness, after completing
an assessment (19). Other studies, however, have not identified race/ethnicity as a significant
predictor of motivation (11,22).

Prior history of substance abuse treatment is one of the more consistently cited predictors of
treatment readiness. Prior treatment was positively associated with three readiness factors—
Problem Recognition, Desire for Help, and Treatment Readiness among out-of-treatment
substance abusers (8) and a positive predictor of Desire for Help among crack users (13). Prior
treatment has also been associated with decreased odds of wanting treatment among crack users
(16) although the lack of influence may be conditional on other factors. Two or more previous
treatment admissions were required to positively influence readiness in injection drug users,
although one previous treatment experience did not (23). Substance abusers who related that
they had a successful prior treatment experience were also more likely to re-enter treatment
(24). In other studies, no association was found between prior treatment history and readiness
to change (18,25).

lliness Factors

Several personal and environmental characteristics have been directly related to decisions
about treatment. As such, these illness factors may have a stronger and clearer impact on
readiness than do predisposing characteristics (26). They include overall health beliefs and
perceived value of getting treatment, as well as tangible barriers such as lack of transportation
and inability to pay for care. Crack users who described themselves as being ready for treatment
were more likely to report lack of transportation and inability to pay as barriers to treatment
compared with crack users not ready for treatment (16). No significant difference was found
between groups when considering another tangible barrier, childcare (16). However, Nwakeze
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(8) noted that childcare responsibilities were a significant predictor of treatment readiness in
substance abusers at a soup kitchen.

Readiness for treatment is generally higher among substance abusers with more severe
substance abuse problems. A positive relationship between substance use problem severity
indicators and the recognition factor in the Stages of Change Readiness and Treatment Scale
(SOCRATES) was found for a large sample (N = 1,672) of problem drinkers (10). Higher
scores on the Addiction Severity Index drug and alcohol composites were positive predictors
of higher levels of Problem Recognition, Desire for Help, and Treatment Readiness (11,13).
Other characteristics of drug use, such as frequency and intensity, have also been associated
with readiness (8,16,23). However, the relationship between substance use factors and
motivation is not consistently found (27,28).

Involvement in the legal system is a relevant, though unlikely illness factor, when considering
substance abuse treatment. Perceived legal pressure was twice as common among ready for
treatment substance abusers than in substance abusers who were not ready for treatment (16).
Further, substance abusers entering treatment as a result of legal coercion were over three times
more likely to indicate that they engaged in recovery oriented behavior following admission
(18). Similar conclusions were drawn by other researchers who found that higher readiness for
change was positively associated with legal coercion (12). Legal problems, as measured by
Addiction Severity Index legal composite scores, not only predicted external motivation as
might be expected, but also internalized, self-driven motivation (22).

Inhibiting Factors

Inhibiting factors are circumstances in the substance abusers’ overall environment that interfere
with health related actions. These mutable, or changeable, characteristics are general in nature
and include functioning in critical areas such as physical and mental health, social relationships,
and employment.

Depression, in particular, is frequently associated with measures of readiness. Substance
abusers’ depression was positively correlated with three measures of motivation—internal,
external and interpersonal help-seeking (22,29). Higher levels of depression have also been
positive predictors of treatment readiness and problem recognition (8,16). Despite the possible
positive relationship between depression and improved readiness to enter treatment, depression
has also been also associated with poorer treatment outcomes (30,31).

Social support and familial influences impact treatment motivation in various ways. Inasample
of individuals entering outpatient cocaine treatment, 31% cited social and family pressures as
a reason for entering treatment (32); social encouragement was cited as a common reason to
seek treatment among problem drinkers (33). The influence of social group may also be more
subtle and less predictable. Having a peer group that encourages risk-taking or a dysfunctional
family was positively correlated with problem recognition (5). The positive relationship
between higher levels of family and social problems and readiness may indicate that when
individuals do not feel supported by their social group they seek assistance elsewhere. No
significant relationships were found between characteristics of the social network like network
size and frequency of contact, and help-seeking (34).

Having a trade and/or job skills has been negatively associated with problem recognition,
suggesting that as long as employment is intact substance abusers may feel less in need of
treatment (8). Similarly, unemployment was a positive predictor of help-seeking among male
problem drinkers (34). Being unemployed was related to a higher composite motivation score
in a sample of 133 crack cocaine users, primarily through the treatment readiness factor (13).
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This study was conducted as part of Reducing Barriers to Substance Abuse Treatment Services,
a National Institute on Drug Abuse funded clinical trial. Substance abusers who receive an
assessment and referral at a centralized intake unit (CIU) are randomly assigned to: (1) a
standard of care group; (2) one session of motivational interviewing; or (3) five sessions of
strengths-based case management. The study is located at Samaritan Crisis Care, a centralized
intake unit (CIU) in Dayton, Ohio. The CIU is the county’s only point of entry for uninsured
individuals seeking treatment for substance abuse and mental health problems.

Eligibility requirements for the clinical trail included: Substance abusers who meet the
following criteria are referred to the Reducing Barriers Project: (1) over 18 years of age; (2)
diagnosed as having a substance abuse and/or dependence disorder using criteria from the
Diagnostic and Statistical Manual (American Psychiatric Association, 2001) (subjects who
were diagnosed only with alcohol abuse or dependence were not eligible); (3) not diagnosed
with schizophrenia or any other psychotic disorder; and (4) referred to either residential or
outpatient substance abuse services.

Eligible subjects are referred to RBP research staff by CIU assessment therapists. RBP research
assistants provide a summary of the project, and if an individual is interested an informed
consent approved by a university’s institutional review board is read to them. The confidential
nature of the study is stressed as is the fact that refusal to participate does not affect Cl1U services
for which an individual is otherwise eligible. Individuals who wish to enter the study then
participate in a baseline interview lasting about 1 1/2 hours. Most interviews take place
immediately following a clinical assessment, although some potential subjects are scheduled
to return at a later time. Follow-up interviews are conducted at three and six months following
baseline. Subjects are paid a $30 stipend for their time spent answering questions on each
interview.

The Pre-Treatment Readiness Scale (PRS) was developed to assess readiness for treatment in
substance abusers assessed and referred to treatment but not yet in treatment (9). PRS items
came from the Texas Christian University Treatment Motivation Assessment (TMA) made up
of three factors: Problem Recognition, Desire for Help, and Treatment Readiness (5). The scale
consists of twenty-three items which make up the three constructs: (a) Problem Recognition
(PR; 9 items) assesses an individual’s attitude toward their drug use (e.g., “Your drug use is
causing problems in thinking or doing your work™); (b) Desire for Help (DH; 6 items) gauges
the need for assistance (e.g., “You need help in dealing with your drug use™); and (c) Treatment
Readiness (TR; 8 items) measures the level of readiness for seeking treatment (e.g., “Treatment
may be your last chance to solve your drug problems™). Subjects were asked to respond to the
items based on a five-point Likert-type scale that included: (1) strongly disagree, (2) disagree,
(3) neutral, (4) agree, (5) strongly agree. Raw scores on negatively worded items, e.g.,
“Treatment will not be very helpful to you” were reversed to ensure intended relationships
among items.

Exploratory and confirmatory factor analyses and difference tests demonstrated that a four
factor model represented a significant improvement over the original three factor model. As
in the original TMA, Problem Recognition and Treatment Readiness constructs were present.
A Desire for Change scale was identified in this pre-treatment sample indicating a willingness
to make changes rather than a willingness to get help. A Treatment Reluctance factor indicated
ambivalence and negativity about entering treatment.

An extensive baseline questionnaire contain questions that are designed to gather lifetime, six
month and 30 day information from subjects relative to gender, age, education level, marital
status, drug use, housing, employment patterns, HIV risk behaviors, treatment history, and
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critical life events. The interview included all items from the Addiction Severity Index (ASI),
Version 5 (35). The ASI is a widely used instrument for assessing the severity of drug addiction
problems in seven life areas—alcohol use, drug use, legal, family/social, medical, employment,
and psychiatric. Composite scores from each of the seven ASI areas are based on items
representing functioning during the 30 days before the interview.

The 59-item Barriers to Treatment Inventory was used to represent barriers that substance
abusers identified prior to treatment (36). The scores from each of the factors representing
internal barriers—Absence of Problem, Negative Social Support, Fear of Treatment, and Privacy
Concerns—were used in this analysis. The internal barrier constructs include: (a) Absence of
Problem (AP; 6 items) assesses an individual’s attitude toward their drug use (e.g., “I do not
think | have a problem with drugs); (b) Negative Social Support (NSS; 5 items) gauges the
belief of family and peers that there is no need for treatment (e.g., “Friends tell me not to go
to treatment’’); (c) Fear of Treatment (FT; 4 items) measures individuals’ concerns about being
in treatment (e.g., “l am afraid of what might happen in treatment™); and (d) Privacy Concerns
(PC; 3 items) representing individuals’ reticence to talk about themselves (e.g., | hate being
asked personal questions). The BT is read to subjects by a research assistant, taking an average
of 15 minutes to complete. Subjects are asked to indicate on a five-point scale how much they
believe that each barrier would affect their entry into treatment. The five point scale includes:
(1) disagree strongly, (2) disagree, (3) uncertain, (4) agree, and (5) agree strongly.

ANALYSIS

Confirmatory Factor Analysis (CFA) and Structural Equation Modeling (SEM) were
conducted using the structural equation-modeling software, AMOS (Analysis of Moment
Structures) (37). Several fit indices were examined in evaluating CFAs. The primary criterion
for evaluating the fit of each model was the Comparative Fit Index (CFI) (38). This index is
determined by comparing the fit of the model and the fit of the independent model. CFI values
range from 0 to 1 and values above 0.90 represent a good fit. The Tucker-Lewis coefficient
(TLI) (39), Root Mean Squared Error of Approximation (RMSEA) (40), and Probability of
Close Fit (p Close) are three other indicators that measure the fit between the model and the
observed data. RMSEA is one of the most sensitive indices for models with mis-specified factor
loadings (41). RMSEA values of less than 0.05 indicate a close fit and less than 0.08 a
reasonable fit (42,43). P Close is a significance value for testing the null hypothesis that the
difference between the model and population is not greater than 0.05; non-significant values
indicate better goodness of fit.

Variables representing Andersen’s three categories of individual characteristics associated
with health care utilization were tested to examine their influence on the treatment readiness
process. Predisposing characteristics included ethnicity, gender, age, education level, and
previous treatment experience. 1liness variables included court referral, subjects’ preference
for residential treatment, ASI composite scores for alcohol and drug functioning, and four
treatment specific internal barriers—Absence of Problem, Negative Social Support, Fear of
Treatment, and Privacy Concerns. ASI composite scores for alcohol and drug use were also
viewed as illness related. Five ASI life areas were used to represent inhibiting characteristics
in health, psychiatric, work, employment, and social functioning. Dummy coding was used
with categorical variables: being male, White, having previous treatment experience, being
court referred and preferring residential treatment were all coded as “1.”
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RESULTS

Descriptive Statistics

Table 1 presents descriptive statistics for the sample. Among the 446 participants, 63.0% were
male, and 47.3% were Black. The mean age of subjects was 34.09 years (S.D. 10.96, range
18-64). The participants had completed a mean of 11.3 years of secondary education (S.D. 1.9,
range 6-16). Almost two-thirds (63.5%) of the sample identified crack cocaine as their primary
drug problem and about seventy percent (70.5%) of the sample (males 64.3% and females
35.7%) had been previously treated for alcohol or drug abuse.

Confirmatory Factor Analyses

Results of exploratory (EFA) and confirmatory factor analyses (CFA) with 446 substance
abusers confirmed the factor structure present in our previous study (9). All factor loadings
were significant, with standardized loadings ranging from .370 to .876. Table 2 shows the inter-
correlations of the four-factors, all of which were strongly related and significant (p < .001).
As reported elsewhere, scale inter-correlations were stronger between theoretically adjacent
stages, suggesting a possible linear progression between factors (5,6). Problem Recognition-
Desire for Change and Desire for Change-Treatment Readiness showed stronger associations
than nonadjacent stages, Problem Recognition and Treatment Readiness. As expected,
Treatment Reluctance was negatively correlated with all factors: Problem Recognition (r =
—0.55), Desire for Change (r = —0.67) and Treatment Readiness (r = —0.67).

Path Analyses of Treatment Readiness Process

Path analyses using SEM (Figure 1) showed a strong positive and statistically significant
relationship between Problem Recognition and Desire for Change. In turn, Desire for Change
had a strong positive relationship with Treatment Readiness and an equally strong negative
relationship with Treatment Reluctance. Treatment Readiness and Treatment Reluctance
represent opposite views about entering treatment and had a negative relationship.

Path Analyses of the Treatment Readiness Process with Individual Characteristics

The addition of individual characteristics to the four factor model changed the relationship
between some factors (Figure 2). The previously non-existent relationship between Problem
Recognition and Treatment Reluctance became a moderately strong relationship (beta = 0.36;
p <.001) in an unexpected direction. It seemed that the more that a problem was recognized,
the more reluctant substance abusers were to enter treatment. The relationship between
Treatment Readiness and Treatment Reluctance was no longer evident.

Predisposing characteristics did not play a strong role in predicting any of the factors of the
Pre-Treatment Readiness Scale. Only previous treatment influenced more than one of the four
PRS factors, predicting higher Problem Recognition (beta=0.11; p <.001) but lower Treatment
Readiness (beta=—0.11; p <.001). Being male and having a relatively lower level of education
negatively influenced Desire for Change, although both influences were weak. Neither race/
ethnicity nor age predicted any readiness factor.

Inhibiting characteristics represented by ASI composite scores also had a minimal influence
on readiness factors. Higher levels of dysfunction in three areas—employment, legal status, and
psychiatric status—predicted increased Problem Recognition.

As a group, illness factors exerted the strongest influence on the four PRS factors. Absence of
Problem as a barrier to treatment had a strong to moderate negative relationship with Problem
Recognition (beta =—0.75; p <.001), Desire for Change (beta =—0.31; p <.001) and Treatment
Readiness (beta = —0.49; p <.001). Fear of Treatment was negatively predictive of substance
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abusers’ desire to change and their readiness to enter treatment. The perception that there was
no problem, having a fear of treatment, and being referred for an assessment by the criminal
justice system predicted increased reluctance to enter treatment.

An unexpected relationship occurred between Negative Social Support and both Problem
Recognition and Treatment Reluctance. A higher level of negative support from friends and
family actually predicted more problem recognition and less reluctance to enter treatment. The
relationship between the Addiction Severity Index drug composite score and desire for change
was negative but weak, suggesting that the more extensive that one’s drug use is, the lower the
desire for change becomes.

DISCUSSION

Readiness Process

Exploratory and confirmatory factor analyses with 446 substance abusers confirmed the factor
structure of the Pre-Treatment Readiness Scale from an earlier study and SEM clarified the
relationship between readiness components. Our results provide both similarities and contrasts
with readiness scales developed with substance abusers already in treatment. Problem
Recognition was confirmed as a distinct factor, suggesting that substance abusers, whether in
treatment or considering treatment, must first assess whether there is a problem or not before
moving further in the readiness process. Treatment Readiness was also identified as a distinct
factor, a consistent finding in most other readiness scale studies.

The overall process of developing readiness for treatment differed in two distinct ways from
in-treatment samples. First, pre-treatment substance abusers identified a desire to change rather
than a desire to seek help. Change items reflected substance abusers’ willingness to alter their
current lifestyle by giving up drugs as well as drug using friends and places. Items in the PRS
that represented help, rather than change, did not form a distinct factor. The structure of the
change, or help, factor has been inconsistent in the past, perhaps reflecting the context-sensitive
nature of the factor (5). It is also possible that help-related items from the original Treatment
Motivation Assessment do not accurately describe getting help among substance abusers who
are just beginning the treatment continuum. New items should be tested to determine whether
a stable help factor may be present in addition to the change factor.

The Treatment Reluctance factor found here is both clinically and conceptually valuable.
Conceptually, treatment reluctance is similar to constructs such as pre-contemplation
(University of Rhode Island Change Assessment) and ambivalence (SOCRATES) (10,44).
These related constructs may indicate a lower degree/level of readiness or a separate and
distinct construct in the readiness process. Operationalizing the view that reluctance is just less
readiness, has been arrived at by subtracting treatment negative factors such as pre-
contemplation from the summed scores of factors that represented willingness to go to
treatment—contemplation, preparation, and action (45). This, and similar attempts to quantify
the readiness measure resulted in counter-intuitive findings about the relationship between
readiness and treatment attendance and retention (12,14).

Alternatively, reluctance can be treated as a distinct construct that is related to readiness, not
merely a lower degree of readiness. A four item resistance construct was tested to clarify the
relationship between the factor and treatment readiness (46). Results suggested that readiness/
motivation and resistance should be viewed as separate constructs, each adding valuable
information to the understanding of treatment readiness.

Our results seem to favor the separate construct view. When examining the readiness process
before predictor variables were considered, reluctance was modeled as a next step beyond
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desire for change and a precursor to readiness. After the introduction of individual
determinants, a significant relationship developed between Problem Recognition and
Treatment Reluctance. This finding raises the possibility that when substance abusers
recognize the extent of their substance abuse problem, hesitancy about entering treatment may
develop.

Clinically, the reluctance factor represents the uncertainty that many substance abusers have
about going to treatment. Further, it can serve as a reminder to treatment professionals that
some reluctance to enter treatment might be present even if there is also some readiness for
treatment present. Motivational interventions that help substance abusers clarify their reasons
for entering treatment and role induction techniques to improve understanding of the treatment
process may be particularly beneficial for substance abusers who are still uncertain about their
next steps.

Influence of Individual Characteristics on Readiness

Testing the effect of individual determinants in the structural equation model altered the
relationship between readiness factors. Prior to their introduction, the effect of problem
recognition on treatment reluctance was mediated by the desire for change. The introduction
of predisposing, illness, and inhibiting measures led to a direct relationship between identifying
a problem and treatment reluctance. This result may represent a clinical reality for some
substance abusers: once they fully appreciate the specific evidence of a problem they become
overwhelmed and reluctant to enter treatment.

Predisposing characteristics selected for inclusion in the analysis were relatively unimportant
in influencing the treatment readiness process. The characteristics that were tested here, e.g.,
ethnicity, may not have a prominent relationship with substance abusers’ considerations about
entering treatment. Also, the measures used to describe predisposing characteristics may not
be adequately sensitive to the phenomenon underlying the measure. Being African American,
for example, may represent obvious factors such as income or geographic location as well as
more subtle themes such as: strength of ethnic identity, perceptions of racism, cultural biases
in the health care delivery system, and lack of culturally appropriate treatment programs (47).
Understanding and testing the important core elements of static characteristics such as gender,
age, ethnicity, and employment level will allow researchers to more fully assess the impact of
these characteristics on the readiness process.

Addiction Severity Index composite scores are aggregate measures that represent several major
areas of functioning. For example, the medical composite is made up of three aspects of current
functioning-days of medical problems, concern over medical problems, and importance of
treatment. Because these measures are multidimensional and may be consequences of
substance use it was expected that there would be a stronger connection between them and the
readiness process. This was not the case as three of the composites—psychiatric, employment,
legal-were only weakly related to Problem Recognition and not at all to other readiness factors.

IlIness factors had the most robust influence on the four PRS factors. This is not surprising
since illness factors by definition are closely associated with an illness and the utilization of
services. The finding that the ASI drug composite was positively associated with Problem
Recognition is to be expected, although its negative relationship with Desire to Change is
somewhat counterintuitive. Some substance abusers that have an increased awareness of
problems may be overwhelmed and have a fatalistic view of their situation, minimizing the
desire to change or attempt to enter treatment.

Fear of treatment represented by items such as “I’m afraid of what might happen in treatment”
was associated with three of the four readiness factors. Fear items focused on seeking and being
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in treatment. Its effect was shown through a reduced desire to change and less treatment
readiness, although not associated with the first step of recognizing a problem. Fear’s strongest
association was, not surprisingly, related to Treatment Reluctance.

Although not a specific goal of this study, analyses provided support for the factor structure
of both the Pre-Treatment Readiness Scale (PRS) and the Barriers to Treatment Inventory
(BTI). Most of the relationships between factors in the two instruments were in expected
directions. Absence of Problem (a factor in the BTI) had a very strong to moderate negative
relationship with Problem Recognition, Desire for Change and Treatment Readiness, all part
of the PRS. Fear of Treatment (BTI) was negatively predictive of the desire to change and
readiness to enter treatment (PRS). The perception that there was no problem and the fear of
treatment influenced Treatment Reluctance in an expected direction. Privacy Concerns and
Time Conflict factors from the Barriers to Treatment Inventory were associated only with
desire for change, perhaps because these two issues were only salient if substance abusers were
considering change and help in the first place.

Generalizing the results of this study to other populations of substance abusers must be done
cautiously. The substance abusers that participated in this study represent a convenience sample
that may not be representative of all substance abusers, potentially limiting the usefulness of
the Pre-Treatment Readiness Scale. Subjects in this study were recruited at a centralized intake
unit indicating that they are eligible for public financial support when they attend treatment. It
is possible that their level of motivation may be different than that of substance abusers who
have not been assessed or who have private insurance. Further, the substance abusers that
agreed to participate in this study may represent a subset of particularly motivated CIU clients.

Although there did not appear to be any incentive for study participants to exaggerate or
fabricate their responses to items relating to motivation, there is always the possibility that
responses are biased, either over- or under-representing the presence of motivation. Studies of
self-reported drug use suggested that self-report data from such samples tend to be reasonably
reliable (17,48,49).

Factors representing treatment ambivalence and desire for change are not usually identified

among in-treatment samples of substance abusers. This may reflect the settled attitude that in-
treatment substance abusers have about treatment: their ambivalence is resolved and ostensibly
their desire for change is represented within the desire for help. In this pre-treatment population
both desire for change and treatment reluctance were distinct factors in the readiness process.

Our findings provide a useful message for professionals interacting with substance abuses
during the critical assessment period. The ability to help clients become ready to enter treatment
(treatment readiness) may be facilitated not by directly promoting treatment (desire for help),
but by assisting clients to identify personal reasons for change. Clinical staff might emphasize
change rather than the need for help, at least in marginally motivated individuals. Motivational
interventions emphasize this point, encouraging substance abusers to become more aware of
discrepancies between their current drug-using lifestyle and their view of how they want their
life to be. Strengths-based case management (SBCM), one of the interventions being tested in
this trial, may also be useful in improving treatment readiness. As with motivational
interviewing SBCM engages individuals in a non-confrontive relationship and assists them in
resolving barriers that can interfere with treatment linkage (31).
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The Pre-Treatment Readiness Scale has not been evaluated for its ability to predict important
aspects of the treatment process, including treatment linkage and engagement. A larger sample
size in the Reducing Barriers Project will make this possible. In addition, we will use the PRS
to study the impact of the two study interventions—motivational interviewing and strengths-
based case management—on motivation for treatment at three and six months following
assessment.
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FIGURE 1.

Structural equation modeling estimating the causal relationship between problem recognition,
desire for change, treatment readiness, and treatment reluctance. Chi-square = 490.88, df =
165, CFl =.914, TLI = .901, RMSEA = .066, PCIOSE = .000. *** p <.001
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Structural equation modeling estimating the causal relationship between predisposing (dash
box), inhibiting (solid boxes) and illness (oval) characteristics and PRS scales. Estimates of
model fit: Chi-square =2391.87, Df = 1229, CFl = .866, TLI =.856, RMSEA =.046, PCLOSE

=.985. All values are significant at p < .001.
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Table 1
Selected Sample Characteristics (N = 446)
n %

Ethnicity

African American 211 47.3

Caucasian 235 52.7
Gender

Male 281 63.0

Female 165 37.0
Age groups (in years) Mean = 34.09 SD =10.96

18-24 106 23.8

25-34 152 341

35-44 89 20.0

>45 99 22.2
Eucation (highest grade completed) Mean = 11.26 SD=1.92

1t08 32 7.2

9to 12 319 715

13+ 95 21.3
Primary drug

Crack/cocaine 33 63.5

Heroin/opiates 16 30.7

Marijuana 3 5.8
Previous treatment history (in times) Mean = 0.46 SD=231

Yes 314 70.4

No 132 29.6
Court-referred

Yes 123 27.6

No 323 724
Residential, inpatient or therapeutic treatment needed

Yes 151 339

No 295 66.1
ASI composite score

Medical status Mean = 0.23 SD=0.34

Employment status Mean = 0.81 SD =0.23

Alcohol use Mean = 0.12 SD=0.21

Drug use Mean = 0.21 SD=0.16

Legal status Mean =0.19 SD=0.21

Family/Social status Mean = 0.31 SD=0.20

Psychiatric status Mean = 0.27 SD=0.25

note: four cases in “other” ethnic group were omitted from our analyses.
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TABLE 2

Intercorrelations among factors derived from pre-treatment population

Page 17

Factors 1 2 3 4

1. Problem Recognition (PR) 1.000 778" 616" -5537"
2. Desire for Change (DC) 1.000 718 —.665,_
3. Treatment Readiness (TRd) 1.000 —-.670

4. Treatment Reluctance (TRI) 1.000

note: 1. all coefficients are standardized coefficients; 2. ol p <0.001.
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