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Abstract

The Patient Feedback Survey is a performance improvement measure designed to assess the
quality of outpatient substance abuse treatment. We modified and administered this measure to
500 individuals at a multi-site treatment provider. Although the feedback scores were high in
general, analyses of variance showed score variability in relation to type and length of treatment.
Moreover, respondents who reported any use of marijuana, cravings for substances, or mutual-
support group attendance (i.e. Alcoholics Anonymous or Narcotics Anonymous) had lower
feedback scores than respondents without these experiences. We highlight the importance of
investigating treatment evaluations in the context of other recovery experiences.
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Introduction

Evaluations of treatment satisfaction and therapeutic alliance by persons seeking substance
abuse treatment are considered to be important performance indicators for addiction
treatment programs. Although patients' evaluations of their treatment sessions seem to be at
best moderately related to substance use treatment outcomes,12:34.5.6 several authors have
written about the value of gathering data on how treatment-seekers evaluate their treatment
experience independent of their substance use.”8:2 Consideration of patients' level of
therapeutic alliance and treatment satisfaction may allow for organizational improvements;
these include increased emphasis on building productive partnerships between staff and
patients, and in turn promoting a “consumer-friendly” atmosphere and greater treatment
retention.10:11.12 | addition, facilities are expected to periodically assess patients'
perceptions of treatment as part of the accreditation process.!3

Several existing measures assess treatment satisfaction and therapeutic alliance. Recently,
the investigators within the National Institute on Drug Abuse Clinical Trials Network
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(NIDA CTN) developed the Patient Feedback Survey (PFS), which is a brief measure that
assesses both constructs.® The PFS is accompanied by a manual to facilitate performance
improvement efforts and to satisfy licensing and accreditation requirements in the United
States.14 In the CTN study, the PFS was administered over time to persons seeking group
outpatient treatment for substance-related disorders. The investigators found that, overall,
patients had positive assessments of treatment satisfaction and therapeutic alliance, and they
noted that it was feasible to implement the PFS procedures in clinical settings on a
longitudinal basis.8 1

The current study took place at a large, urban provider of inpatient and outpatient treatment
for substance-related disorders. Our communication with the PFS developers led our
institution to modify and implement this measure to address “real-world” performance
improvement goals. The modifications focused on broadening the scope of the scale's
administration to include persons seeking both group and individual treatment. Moreover,
we added questions to examine how patients evaluate their treatment sessions in the context
of other experiences pertinent to recovery from addiction. We specifically chose 1)
engagement in mutual-support groups,16:17 2) use of medications for substance-related
disorders,18:19 and 3) cravings for substances.20:21.22

Only a limited number of studies have addressed whether cravings for substances, mutual-
support group engagement, or use of medications for substance-related disorders are linked
to patients' perceptions of their behavioral treatment sessions. Of these three experiences,
mutual-group engagement, especially involvement in Alcoholics Anonymous (AA) or
Narcotics Anonymous (NA), has been investigated the most.16:17 Specifically, studies
suggest that patients who are engaged in AA or NA rate their treatment satisfaction higher
than those who do not attend AA or NA, but only when the treatment sessions are led by
counselors with shared beliefs about AA or NAZ23 or peers in recovery from addiction.24
While Dundon and colleagues? recently investigated the association between therapeutic
alliance and substance use outcomes among patients taking naltrexone for alcohol
dependence, they did not report whether therapeutic alliance was related to medication
adherence. Finally, we do not know of any studies examining the link between cravings for
substances and treatment satisfaction evaluations, even though the experience of cravings is
considered to be an important risk factor for substance use during and after treatment.20.21.22

The goals of this study, therefore, were to modify and implement the PFS performance
improvement measure in a clinical setting in order to evaluate clinical performance, and to
explore additional variables that may play a role in patients' evaluations of their treatment.
Based on prior findings from studies conducted in substance abuse and mental health
treatment settings, we anticipated that patients receiving individual treatment (as opposed to
group treatment) and those in treatment for a longer duration would have higher PFS scores
than those in group treatment and those in treatment for a shorter duration, respectively.10
Moreover, we hypothesized that there would be small to moderate associations between
substance use and the PFS scores.® We did not make any particular predictions concerning
the associations between PFS scores and cravings, mutual-group engagement, or use of
medications for substance-related disorders, but rather wanted to examine these potential
associations in an exploratory fashion. To our knowledge, this is the first study to a)
administer the PFS outside of the CTN research infrastructure, and b) explore how
experiences that may promote or challenge recovery relate to patients' treatment session
evaluations.
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Methods and Materials

Participants

Participants were patients seeking treatment at an accredited, multi-site substance abuse
treatment provider that also includes inpatient detoxification and rehabilitation. Over 5000
persons seek outpatient treatment at this facility in any fiscal year. The outpatient clinics are
located in urban and suburban settings on the East Coast of the United States. Clinicians
apply abstinence-based models in their treatment approaches, and patients are strongly
encouraged to engage in mutual-support groups, especially AA or NA, in addition to formal
treatment.

Persons who engaged in at least one the following types of outpatient treatment, listed from
the most intensive to the least intensive, were asked to participate: a) the Day Program,
consisting of two to three groups per day up to 7 days per week, b) the Intensive Outpatient
Program, comprised of 2 groups per day, 3 days or evenings per week, c) Early Recovery
Groups, weekly 90-minute groups focused on relapse prevention and other aspects of
recovery, and d) Individual Treatment, typically consisting of one psychotherapy session per
week. It is possible that some respondents who engaged in more than one type of treatment
(e.g., a weekly group and individual sessions) completed this questionnaire multiple times.

The methods for this study were approved by the facility's Executive Committee of the
Medical Staff and the Board of Directors for the purposes of collecting quality improvement
data on services provided by specific clinicians. All of the data were collected anonymously.
Completion of the voluntary survey served as indication of informed consent.

PFS Instrument

Procedure

The modified PFS used in our study is shown in the Appendix. The first portion of the PFS
is made up of 7 questions (maximum score = 28) that ask patients to rate their session
experience in terms of therapeutic alliance (questions 1 through 4; maximum score = 16)
and treatment satisfaction (questions 5 through 7; maximum score = 12). These items had
been chosen by CTN investigators based on their brevity and psychometric properties,
including their valid representation of the constructs of treatment satisfaction and therapeutic
alliance.81% In the original study, the treatment satisfaction and the therapeutic alliance
scales were found to have internal consistencies (Cronbach's alphas) of .78 and .76
respectively.8

Our changes to the original PFS consisted of modifying subsequent questions pertaining to
treatment duration (question 11) and types of substances used (questions 13 through 17).
Also, we added questions that inquire about use of medications for substance-related
disorders (question 12), cravings (question 18), and AA/NA attendance (question 19); we
also provided space for patient comments (question 20). The content of this modified
questionnaire was discussed with two key investigators from the original CTN study.2> No
changes were made to the first seven questions about therapeutic alliance and treatment
satisfaction.

The modified PFS was administered during a five-week period in May and June of 2007 to
500 patients seeking various types of outpatient treatment. Specific administration dates for
each of the clinical sites were selected based on discussions with each site's director and
administrative staff. The goal was to obtain a representative set of patient evaluations
without having the procedure interfere with the sites' daily operations.
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The surveys were pre-coded with information concerning outpatient site and type of
treatment. Administrators were instructed to insert clinician initials prior to survey
distribution and were trained in the study procedures (including via a script to introduce the
survey to patients). Nearly all surveys (n=476, 95%) were administered by staff other than
the clinician whose session was being evaluated. These staff consisted of administrative and
“front desk” personnel at each outpatient site. In some cases (e.g., during some evening
hours or during a particularly busy time at a clinical site), the clinicians introduced and gave
the survey to their own patients. These surveys were marked as having been administered by
the clinician. Patients were encouraged to deposit the anonymous surveys in the locked
suggestion boxes that were provided for this purpose.

Following the procedures used by the CTN investigators and included in the PFS manual, all
clinicians were provided with a confidential, individualized report that listed their scores in
relation to the overall scores for the type of treatment that they provided. These reports were
distributed to the clinicians, and clinical teams at each site were encouraged to discuss the
results for the purpose of service improvement.

A total of 500 PFS surveys, evaluating group and individual sessions conducted by 33
clinicians, were distributed during a five-week period. Review of the electronic database
shows that during this time there were 1632 enrolled patients at the facility's 6 outpatient
sites who may or may not have been actively participating in treatment. Some of the surveys
contained missing data. Therefore, specific statistical analyses are based on varying numbers
of surveys. Total PFS scores on surveys distributed by administrators (n= 454, M=24.9,
SD=4.5) were lower than the scores on surveys distributed by clinicians (=24, M=26.9,
SD=1.4; F (1,476) = 4.7, p = .03). Because of this difference in scores, the remaining results
are based on 454 surveys administered by persons other than the clinician whose session
was evaluated.

Psychometric Properties of the PFS

The PFS scores were very high; all of the items showed high negative skews ranging from
-1.6 to —2.6, which indicated a positive response bias. Specifically, the average therapeutic
alliance score was 14.1 (out of a maximum of 16; SD= 2.7), the average treatment
satisfaction score was 10.7 (out of a maximum of 12; SD = 2.0), and the average combined
feedback score was 24.9 (out of a maximum of 28; SD = 4.5). Similarly to the CTN study,
we observed high internal consistency for the therapeutic alliance items (Cronbach's alpha
=.89) and for the treatment satisfaction items (Cronbach's alpha = .80). In this study,
therapeutic alliance and treatment satisfaction were highly correlated (r = .83, p <.0001),
with the seven scale items likewise showing high internal consistency (Cronbach's alpha = .
92). Therefore, the subsequent results are provided for the combined treatment feedback
score.

PFS Scores in Relation to Demographic Characteristics

The PFS scores were analyzed in context of respondents' age, gender, and racial/ethnic
background. Respondents ranged in age between 16 and 74 (M = 41, SD = 12). There was
no relationship between age and PFS scores (r = .07, p = .14). Table 1 displays the PFS
scores in relation to respondents' gender and racial/ethnic background. There were no
statistically significant differences in the PFS scores based on gender (F (1, 450) =.9,p =.
35), nor racial/ethnic background analyzed for respondents identifying as African-American,
Hispanic/Latino, or White (F (2, 427) = .6, p = .54). Respondents identifying as Asian or
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Native American were not included in these analyses due to their small numbers (see Table
1).

PFS Scores in Relation to Treatment Characteristics

The PFS scores were examined in association with treatment type and duration. (see Table
2). Treatment type was associated with PFS scores (F (3, 439) = 12.0, p <.0001). Post-hoc
Bonferroni comparisons showed that individual sessions were rated higher than any of the
group sessions, and that the weekly early recovery groups were rated higher than the
intensive outpatient groups held 3 times per week. Treatment duration also was associated
with PFS scores (F (5, 439) = 4.3, p <.001). After exploratory analyses that led to the
collapsing of some of the treatment duration categories, the post-hoc Bonferroni
comparisons showed that persons in treatment ranging from 3 to 6 months and those in
treatment longer than 6 months rated their sessions higher than the group of persons in
treatment for up to 1 month. There were no other associations between treatment duration
categories and PFS scores.

PFS Scores in Relation to Medication Use

Only a minority of respondents (n = 59, 12%) reported use of any medications for treatment
of substance-related disorders. Of those who reported medication use, acamprosate was
reported by 31 respondents, buprenorphine was reported by 19 respondents, naltrexone and
disulfiram were each reported by 5 respondents, and clonidine use was reported by 4
respondents. Five out of 59 respondents reported using two medications. Table 2 shows the
PFS scores for those who reported and did not report medication use. There was a trend for
the association between medication use and the PFS score (F (1, 450) = 3.3, p = .07), with
respondents who were using medications reporting slightly lower PFS scores than
respondents who were not using medications.

PFS Scores in Relation to Experiences in the Past Week

Respondents' PFS scores were examined in relation to their days of substance use, cravings,
and AA/NA attendance during the past week (questions 13 through 19). As Table 3 shows,
these experiences were analyzed both as continuous variables (average number of days
ranging between 0 and 7) and dichotomous variables (with “0 days” scored as “no” and the
remaining days ranging from 1 to 7 scored as “yes”). Substance use was analyzed separately
for each type of substance as well as through an “any substance use” variable consisting of
all the types of substances. Correlational analyses conducted with continuous variables
showed that the PFS scores were negatively correlated with days of marijuana use (r = -.13,
p < .01), any substance use (r = -.12, p <.05), cravings (r = —.21, p <.0001), and AA/NA
attendance (r = —.14, p <.01). Analyses of variance conducted with dichotomous variables
showed statistically significant associations between PFS scores and marijuana use (F (1,
430) = 6.4, p < .05), cravings (F (1, 426) = 17.4, p <.0001), and AA/NA attendance (F (1,
426) = 4.6, p < .05).

Discussion

The results of the PFS study show that patients seeking outpatient services at a multi-site
community treatment program report positive evaluations of their treatment sessions. These
findings are similar to the results of the original CTN study.8 In general, many studies have
found a positive response bias among patients evaluating treatment satisfaction and/or
therapeutic alliance,1:11:26 even in prison settings where treatment is mandated.2’ In the
current study, we also found that the PFS scores were higher for patients whose clinicians
distributed the surveys than for those who obtained the survey from an administrator,
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supporting the notion that social desirability may play a role in how patients evaluate their
treatment experience.28

We found that therapeutic alliance and treatment satisfaction were closely correlated,
leading us to refer to the PFS in general terms as a measure for patients’ “treatment session
evaluation.” From a conceptual standpoint, treatment satisfaction and therapeutic alliance
typically have been treated as independent constructs with some shared characteristics. For
example, in a study of adolescents pursuing substance abuse treatment, Tetzlaff and
colleagues® found that therapeutic alliance (assessed by the 12-item Working Alliance
Inventory) and treatment satisfaction (assessed by the 14-item Treatment Satisfaction Index)
had a correlation of .36. It is possible that the high correlation between therapeutic alliance
and treatment satisfaction in our study may be attributed to each of the constructs having
been measured by relatively few items. A more thorough psychometric evaluation would
have to be conducted to further assess these constructs.

Considering the positive response bias, it is noteworthy that there was variability in patients'
scores in relation to treatment characteristics and “experiences during the past week.”
Specifically, patients rated individual sessions higher than group sessions, supporting the
notion that individual sessions may allow for greater engagement with the therapist than do
group sessions.10 Despite this finding, group treatment remains the treatment of choice for
many outpatient providers; group approaches are considered to be particularly well-suited
for persons with substance-related disorders and in some cases fiscal and/or staffing issues
may preclude greater use of individual approaches. It would be useful for outpatient
providers to identify ways in which patients could receive individual “attention” even if
groups remain the modality of choice.

Moreover, patients who reported that they have been in treatment between 3 and 6 months
and those in treatment longer than 6 months had higher PFS scores than patients in treatment
for up to 1 month. It has been well established that patients are most likely to leave
treatment during the early treatment phase, especially if they report treatment
dissatisfaction.31229 |t is notable then that patients in treatment longer than 6 months did
not have higher PFS scores than patients in treatment between 3 and 6 months. From a
statistical analysis standpoint, these treatment duration categories could have been collapsed
further to create a category called “over 3 months of treatment.” However, it is important to
point out that there appears to be a ceiling effect for the association between treatment
duration and treatment session evaluations. Most likely, this is partially attributable to the
positive response bias of the individual PFS items. Moreover, it is possible that patients in
treatment for longer than 6 months were those who needed to be in treatment for a long time
due to a variety of complications such as their relapse history, environmental stressors, and/
or other co-occurring disorders, all of which have been linked to lower therapeutic alliance
and treatment satisfaction.*>12 Finally, further studies would have to elucidate how
treatment session evaluations may relate to the association between treatment duration and
treatment type; exploratory analyses in this study showed that out of 105 patients evaluating
their individual sessions, only a minority (n=22, 21%) were in treatment for up to one
month.

Most concurrent substance use was not related to the PFS scores. The generally low
association between substance use and treatment session evaluations resembles findings of
other studies.3#:> Nevertheless, it is interesting to note that patients reporting marijuana use
during the past week had the lowest average PFS score, and that the negative association
between marijuana use and the PFS score was statistically significant. Given that marijuana
may be considered by some clinicians and/or patients to be a less harmful drug than other
substances,30 it is possible that patients perceived marijuana use to not have been addressed

Am J Addict. Author manuscript; available in PMC 2013 July 02.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Kolodziej et al.

Page 7

as readily as other substance use. Alternatively, some clinical and empirical evidence
suggests that patients using marijuana may be opposed to the abstinence-model
approach,31:32 and therefore it is possible that these patients were in disagreement with the
session content presented by the clinician. It would be useful to further inquire of clinicians
and patients how marijuana use was addressed during the treatment sessions.

Interestingly, cravings clearly had a negative association with the PFS scores. Given the
simple means of assessing cravings in this study, we cannot be certain of the interpretive
meaning of this experience to the respondents.2! Nevertheless, it is possible that cravings
represented a general sense of affective discomfort and an urge to use substances, as has
been reported by other studies of cravings.2%22 It would make sense, then, that persons
reporting frequent cravings would have lower treatment evaluation scores than persons
without cravings. Moreover, patients may have held an expectation that cravings ought to be
eliminated by engaging in treatment, and thereby be disappointed by the session if the
experience of cravings continued. From a clinical standpoint, greater effort may be made to
“normalize” cravings for patients, and to routinely focus on strategies to manage cravings.

In terms of the negative association between PFS scores and AA/NA meeting attendance, it
is possible that patients who engaged in AA or NA had a broader comparison base of
experiencing alliance and satisfaction with peers in recovery, and compared their treatment
session experience to their 12-step meeting experience. It is noteworthy that for the 276
patients who attended AA and/or NA meetings, the average number of meetings in the
previous week was 4.4 (SD = 2.2); indeed, 72 respondents (26% of those who attended)
reported daily meeting attendance. Thus, this group of individuals seemed to be highly
committed to the 12-step philosophy, which may have not been congruent with the treatment
session content or the therapist's style2324 or may have overlapped too strongly with the
treatment session content (“tell me something I don't know™).

The association between medication use and PFS scores was not statistically significant, but
it was of interest that only 12% of patients reported use of medications for substance-related
disorders. This finding resembles the results of other studies that report infrequent use of
medications in traditional substance-abuse treatment settings.1® From an organizational
standpoint, it would be useful for agencies to collect data about their patients' access to
medication, and to learn more about patient and staff perceptions of medication-assisted
recovery.

The study findings need to be interpreted in light of several limitations. Most notably, the
sample in this study was one of convenience and represented a small portion of all of the
patients enrolled in different types of outpatient treatment during this time frame. Moreover,
only patients who attended their sessions were asked about the treatment experience. The
dissatisfied patients may have dropped out of treatment, further contributing to the observed
positive response bias. Using alternative methods, such as the interactive voice response
(IVR) that integrates regular telephone networks with computer-administered technology,
has been suggested as a method for obtaining information from a greater number of patients
with more variable treatment experiences.3

Other limitations of this study include its cross-sectional design, in that it is not possible to
ascertain whether the positive treatment session experience was associated with subsequent
treatment involvement. Moreover, substance use, cravings, and AA/NA attendance were
assessed only on the basis of frequency and not intensity or amount. Also, this portion of the
questionnaire had the most missing data, suggesting that these questions need to be revised
prior to future administration of the PFS. Finally, due to feasibility concerns, we did not
inquire about patient characteristics that that have been found to relate to treatment
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satisfaction and therapeutic alliance, such as severity of substance use, co-occurring
psychiatric disorders, and motivation for treatment.5:27

Due to these limitations, the study findings may have limited generalizability. In addition, it
is important to note that a minority of the respondents completed the survey more than once
because of pursuing both group and individual therapy. Thus, while these respondents were
evaluating different clinicians, their style of responding and other personal characteristics
would have been the same, also limiting the generalizability of the findings.

Despite the limitations noted above, conducting the PFS allowed us to obtain general
information about patients' evaluations of their outpatient treatment and to explore
additional variables that are likely contributors to treatment outcomes and recovery. By
modifying the PFS, we were able to obtain clinically-relevant information about patients'
experiences of cravings and use of medications for substance-related disorders. Staff
willingness to assist with study execution allowed for the distribution of the PFS to 500
persons during a five-week period, thus pointing to the feasibility of administering the PFS
at geographically spread-out outpatient sites in a relatively short period of time and with
limited resources. Given the brevity of the measure, it was possible to enter the data
relatively quickly and to disseminate the findings to appropriate committees throughout the
facility so that relevant issues, such as the respondents' reports of infrequent use of
medications, could be discussed and addressed further. We conclude that the modified PFS
is an efficient measure that has the potential to gain broader applicability.
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Modified Patient Feedback Survey

Outpatient Site Treatment Type Clinician

Thinking about the session you just attended, please answer each question by marking each
answer with an X in the box that most applies to your experience. Your individual answers
will not be reported to your clinician, and will be analyzed with the answers of others who

are seeking treatment. Thanks for helping to improve our outpatient program!

Thinking about THE SESSION YOU JUST Notatall ~Alittle bit Moderately Quite abit Very much so
ATTENDED:

1. Did you feel accepted and respected by your
clinician?

2. Did you feel that you and your clinician were
working together to overcome your problems?

3. Did you feel that your clinician understood
what you hoped to get out of treatment?

4. Did you feel confident that through your own
efforts and those of your clinician you will gain
relief from your problems?

5. Did you feel comfortable raising issues or
concerns?

Am J Addict. Author manuscript; available in PMC 2013 July 02.
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6. Were things explained to you in a way you
could understand?

7. Was the session helpful?

Please tell us about you

8. Do you consider yourself (please select only one):

___Caucasian/White ___ Hispanic/Latino(a) ___African American/Black ___ Asian
____American Indian or Alaska Native ___ Native Hawaiian or Pacific Islander

9. Areyou: _ Male  Female

10. Please indicate your age:

11. Concerning this admission, how long have you been in outpatient treatment?
__lessthanoneweek  1week 2 weeks 3 weeks 4 weeks
___1-3months __ 3-6 months ___ 6-12 months ___over 12 months

12. Do you take any of the following medications as part of your treatment for substance
use:

___Suboxone® (buprenorphine) _ ReVia® (naltrexone)  Campral® (acamprosate)

____Antabuse® (disulfiram) ___ Catapres® (clonidine) __ Other (specify):

Thinking about your PAST WEEK: Number of Days (mark with an X)

0 1 2 3 4 5 6 7

13. How many days did you drink any alcohol?

14. How many days did you use opiates?

15. How many days did you use cocaine or crack?

16. How many days did you use marijuana?

17. How many days did you use other drugs?

18. How many days did you experience any cravings for drugs or alcohol?

19. How many days did you attend AA or NA?

20. Please make any comments or suggestions that you think would be helpful for us to
improve our outpatient program (use the back page if you need additional space):
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PFS Scoresin Relation to Respondents Gender and Racial Background

Table 1

Respondent Characteristic Frequency n  PFS Score M (SD)
Gender
Men 267 24.8 (4.4)
Women 185 252 (4.4)
Racial Background
African-American 33 245 (6.1)
Asian 7 27.0(2.2)
Latino(a) 28 25.8 (4.7)
Native American 3 22.7(8.4)
White 369 24.9 (4.3)
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PFS Scoresin Relation to Treatment Char acteristics

Table 2

Characteristic

Frequency N PFSScoreM (SD)

Treatment Type4

Daily Group Program 48 23.9(5.3)
Intensive Group Program 137 23.6 (5.0)
Weekly Group 155 25.0(4.1)
Individual Session 103 26.9 (3.0)
Outpatient Treatment Duration?
Up to One Month 190 24.1(4.9)
1-3 Months 106 25.1(4.1)
3-6 Months 75 26.4 (2.9)
Over 6 Months 74 25.7 (4.1)
Medication Use
Yes 57 23.9(5.7)
No 395 25.1(4.3)
Notes:
% < 0001
bp <.001
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Table 3

PFS Scores in Relation to Experiences “in the Past Week.”

Occurrence of Experience

Type of Experience PFS Score M (SD)
Frequency n@  Number of DaysM (SD)

Alcohol Use 0.7 (1.8)

Yes 84 24.6 (4.8)

No 354 25.0 (4.3)
Opioid Use 0.2(1.1)

Yes 21 23.5(6.3)

No 415 25.0 (4.4)
Cocaine or Crack Use 0.3(1.2)

Yes 31 245 (5.5)

No 404 249 (4.4)
Marijuana Use® 0.3 (13)Y

Yes 32 23.0 (5.3)

No 400 25.0 (4.4)
Other Drug Use 0.2 (1.0)

Yes 17 24.4 (5.7)

No 409 25.0 (4.4)
Any Substance Use 1.4 (3.9)¢

Yes 94 24.4(4.7)

No 322 25.1(4.3)
Cravings for Drugs or Alcohol” 1.9 (2.4)d

Yes 229 24.1(4.9)

No 199 25.9 (3.8)
AA or NA Attendance® 25(2.6)0

Yes 264 245 (4.7)

No 164 25.5 (3.8)

Notes:

aThere was missing or unclear information for all of the variables listed in this table.

bThe correlation between this continuous variable and the PFS score was statistically significant, p < .01.
DThe correlation between this continuous variable and the PFS score was statistically significant, p < .05.
dThe correlation between this continuous variable and the PFS score was statistically significant, p <.0001.
eThere was a statistically significant difference in the PFS scores between the Yes and No groups, p <.05.

There was a statistically significant difference in the PFS scores between the Yes and No groups, p <.0001.
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