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Abstract

Treatment engagement is a primary pathway to change. Because motivation consistently predicts 

engagement and sustained recovery following treatment, targeted efforts at improving problem 

recognition (i.e., a significant ingredient in motivation) during early weeks of treatment are 

critical. The purpose of this study is to compare the effectiveness of Standard Operating Practice 

(SOP) versus SOP plus an 8-session Treatment Readiness and Induction Program (TRIP; 

delivered in the first weeks of treatment) on cognitive indicators and treatment engagement among 

youth in 5 residential substance use treatment settings. Structural Equation Modeling (SEM) 

documented higher problem recognition, decision making, and treatment engagement 

(participation, satisfaction, counselor rapport) among youth receiving TRIP (compared to SOP 

only), even when controlling for background characteristics such as age, race-ethnicity, gender, 

baseline drug use severity, etc. Findings suggest that TRIP is an effective induction tool that 

directly impacts targeted constructs (i.e., problem recognition, decision making), and also directly 

affects indicators of engagement.
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1. Introduction

Treatment engagement is a primary means through which therapeutic change occurs. The 

concept can refer to an “intermediate step between initially accessing care (in a first visit) 

and completing a full course of treatment” (Garnick, Lee, Acevedo, Horgan, & the 

Washington Circle Public Sector Workgroup, 2007) or to level of participation during 

sessions (for example, actively contributing to discussion, developing relationships with 

counselors and peers). Measures of therapeutic involvement – participation in sessions, 

satisfaction with treatment, relationships with counselors, and perceived support from peers 
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in treatment – are useful indicators of whether individuals are embracing or resisting the 

process of personal change (Cunningham, Duffee, Huang, Steinke, & Naccarato, 2009; 

Hawke, Hennen, & Gallione, 2005; Hiller, Knight, Leukefeld, & Simpson, 2002; Simpson, 

2004; Simpson & Knight, 2001; Staton-Tindall et al., 2007). The more engaged an 

individual is in treatment, the stronger the commitment to change, the greater the personal 

transformation, and the greater the likelihood of sustained change after treatment discharge 

(Crits-Christoph et al., 2011; Diamond et al., 2006; Garnick et al., 2012; Simpson, Joe, 

Rowan-Szal, & Greener, 1995). Indeed, the influence of engagement in improving outcomes 

remains important, even when accounting for other factors such as legal pressures, DSM 

diagnoses, and demographics (Joe, Knight, Becan, & Flynn, 2014).

Barriers to successful engagement are numerous and include low motivation for change, 

cognitive challenges, poor relationships, and comorbidity, among others (Broome, Joe, & 

Simpson, 2001; Dakof, Tejeda, & Liddle, 2001; Hiller et al., 2002; Kaminer & Frances, 

1991; Simpson & Joe, 2004). Motivation is pivotal in the engagement process for adults 

(Simpson, 2004), adolescents in general (Brown & Ramo, 2006), and adolescents referred to 

treatment by juvenile justice systems (Orlando, Chan, & Morral, 2003). Compared to adults, 

teens usually are less motivated to change (Melnick, De Leon, Hawke, Jainchill, & Kressel, 

1997) and only 20% of those with symptoms indicative of substance abuse problems view 

their use as a “problem” (Titus & Dennis, 2006). While juvenile justice involvement may 

provide external motivation or pressure to remain in treatment for a determined length of 

time, youth under legal pressure exhibit lower motivation for treatment, which can 

negatively impact therapeutic engagement (Joe et al., 2014) – in other words, these youth are 

often “going through the motions” without actively engaging. Youth also face cognitive 

challenges that can interfere in decision making. Compared to adults, youth typically exhibit 

less preparedness for coping with difficult situations (Myers & Brown, 1990) and tend to 

place greater importance on social perceptions than on factual information about future 

consequences (Steinberg, 2007). As they mature, the ability to suppress or inhibit 

inappropriate thoughts and actions increases (see Casey, Jones, & Hare, 2008 for a review).

Because motivation or “readiness” (including problem recognition) consistently predicts 

retention, engagement, and the likelihood of sustained recovery following treatment (e.g., 

Broome et al., 2001; Callaghan et al., 2005; Joe et al., 2014, Melnick et al., 1997), targeted 

efforts at improving motivation are critical in the early weeks of treatment. Educational 

literature on academic motivation suggests that experiential activities and peer-to-peer 

interaction can facilitate motivation for learning (Master & Walton, 2013; Plass et al., 2013), 

increasing content knowledge, stimulating self-awareness, and fostering self-efficacy 

(O'Donnell et al., 1990; Young, 2005). Given that recovery from substance abuse involves 

learning to acknowledge personal problems and develop new strategies for coping with 

challenges (e.g., risk avoidance techniques, cognitive restructuring, and strengthening 

productive relationships), it is likely that the experiential and interactive principles that 

influence academic motivation are also applicable in therapeutic settings. Indeed, effective 

methods for engaging youth include high arousal activities that capture attention, followed 

by a transition to lower-arousal activities that promote self-reflection and personal insight 

(Perry et al., 2011). Interventions designed to boost problem recognition and decision 
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making competencies through structured, interactive activities have the potential to impact 

treatment engagement as well.

Considering the aforementioned learning principles and approaches to facilitating 

motivation and engagement, evidence-based induction and readiness tools were adapted for 

adolescents in substance abuse treatment and bundled as the Treatment Readiness and 

Induction Program (TRIP). The goal of TRIP (Knight, Dansereau, Becan, Rowan, & Flynn, 

2015) is to enhance therapeutic engagement (facilitate participation, strengthen therapeutic 

relationships) by improving readiness (problem recognition) and capacity (decision making) 

for personal change. Increasing readiness and capacity for change is accomplished through 

interactive modules and activities that promote problem recognition and more thoughtful, 

reasoned decision making. The TRIP intervention was designed as an enhancement to 

standard substance abuse treatment for adolescents and is based on a compilation of 

effective strategies and materials for engaging adults in treatment (e.g., Blankenship, 

Dansereau, & Simpson, 1999; Czuchry & Dansereau, 2000; Dees, Dansereau, & Simpson, 

2002; Sia, Dansereau, & Czuchry, 2000). TCU Mapping Enhanced Counseling forms the 

core and serves to focus attention, facilitate communication, and visually illustrate concepts 

and ideas for better decision making (Dansereau & Simpson, 2009). Mapping is particularly 

effective for clients with attentional problems or lower cognitive functioning (Czuchry & 

Dansereau, 2004; Newbern, Dansereau, Czuchry, & Simpson, 2005) and leads to a more 

engaging counseling approach, especially when included with interactive games and peer 

mentoring (Czuchry, Sia, & Dansereau, 2006; Czuchry, Sia, Dansereau, & Dees, 1997). The 

intervention incorporates the use of guide maps or analytically created schemas that provide 

a structure for thinking through complex problems. Through practice, these schemas can be 

internalized and used to address everyday problems as they arise. “Helping individuals form 

more robust and effective schemas can serve to enhance judgment, decision-making, and 

self-regulation” (Dansereau, Knight, & Flynn, 2013, p. 278).

TRIP was designed to facilitate awareness of personal problems and to help youth make 

better choices (targeting decision making skills). Indeed, TRIP is effective for promoting 

decision making among youth in early phases of treatment. Compared to youth in residential 

settings who received standard operating practice, youth in TRIP reported greater gains in 

decision making competence (Knight et al., 2015). In addition, TRIP has been found to 

promote treatment motivation among adolescents, especially for those who have a low 

tendency to behave rashly when experiencing positive emotions (Becan, Knight, Crawley, 

Joe, & Flynn, 2015). While TRIP appears to be successful in promoting targeted skills, the 

degree to which it also promotes active participation and development of productive 

therapeutic relationships is unknown.

The purpose of this study is to expand on the impact that TRIP has on cognitive outcomes 

during treatment and examine the intervention's effectiveness in promoting engagement in 

residential substance use treatment. Because personal change occurs through active 

participation and development of productive relationships during treatment sessions, and 

because TRIP uses interactive activities to promote interpersonal communication and 

improve introspection, the primary hypothesis states that youth receiving TRIP sessions in 

addition to SOP during the first weeks of treatment will report better during-treatment 
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outcomes than youth receiving SOP only. Two groups of youth entering 5 residential 

substance use treatment agencies were compared on during-treatment measures of problem 

recognition, decision making, and therapeutic engagement. The study design uses sequential 

comparison, whereby each treatment agency served as its own control (i.e., a separate 

sample pretest –posttest design; Campbell & Stanley, 1963) and controls for historical 

differences in client population characteristics.

2. Method

2.1. Procedures

Data were collected as part of an ongoing research project funded by the National Institute 

on Drug Abuse (NIDA; Grant R01DA013093). A sequential comparison design was used to 

gather data from 2 groups of adolescents enrolled in 5 community-based residential 

substance abuse treatment agencies from 2011 through 2013. This design was chosen 

because a randomized control trial could not be satisfactorily maintained in the residential 

programs (no assurance that control group members would not be exposed to the TRIP 

intervention material). To avoid contamination across groups, all agencies agreed to provide 

assessment data for a 6-month period before implementing TRIP with clients. Therefore, in 

this design, agency participation occurred in two phases (1) assessment only and (2) 

assessment and curriculum. Youth participated in only 1 phase (SOP or SOP+TRIP) and 

group assignment was made based their date of admission to the agency. This enabled a 

comparison between two groups: standard operating practice (SOP) versus SOP plus the 

TRIP curriculum (TRIP). For both groups, background, motivation, psychosocial 

functioning, and engagement data were collected at intake and during treatment. After an 

initial period (range: 5 to 8 months; average: 6 months), agency staff were trained to 

facilitate the TRIP intervention. Each agency incorporated the 8-session intervention into 

existing practice and implemented it with newly-admitted youth during their first month of 

treatment. Youth who enrolled in treatment during the initial 6-month period of data 

collection received standard operating practice (SOP) and comprised the SOP group. Youth 

who enrolled following the agency's adoption of the TRIP curriculum comprised the TRIP 

group. TRIP group data reported here reflect TRIP implementation over a 5-month period 

(an average of 6 intervention cycles). The TRIP group was an intent-to-treat sample; 

however, 80% of youth received 4 or more of the 8 TRIP sessions. To further reduce 

potential for cross-group influence (i.e., youth in the SOP group being exposed to TRIP 

concepts after staff were trained on TRIP but before TRIP groups began), all youth admitted 

to treatment within the 30 days prior to the agency's first TRIP group were excluded from 

the sample. Institutional Review Boards affiliated with the research institution and 

participating treatment agencies approved all research protocols.

Throughout the project, participating agencies were granted access to the Texas Christian 

University (TCU) Adolescent Screening and Assessment Package (TCU-ASAP) via an 

online assessment system developed and managed by the research team. Clinical staff within 

the participating agencies administered the TCU Adolescent Screening and Assessment 

Package (TCU-ASAP; Knight, Becan, Landrum, Joe, & Flynn, 2014) to newly-enrolled 

youth at intake (Time 1) and at 30-45 days into treatment (Time 2; during treatment). While 
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the ideal target date for Time 2 data collection was Day 45 (to allow time for initial 

assessments plus completion of 8 TRIP sessions), youth admitted to the two shorter-term 

programs were encouraged to complete Time 2 at discharge, which often occurred at Day 

30. The average time from treatment admission to when the time 2 instruments were given 

were 40.1 days (SD = 8.6; agency averages ranged from 32.1 to 49.4 days). Agency staff 

assigned identification numbers to newly enrolled clients which were then were used by 

staff to create online client accounts, schedule and administer assessments, and link 

assessment responses across time. Clients responded to assessment items independently with 

a staff coordinator available to assist when questions or problems arose. Assessment 

coordinators received in-depth training on how to log-in, setup client accounts, monitor and 

facilitate an assessment session, stop and start a session, track progress over time, print 

reports, and troubleshoot when problems arose. In addition to providing a mechanism for 

data collection, the online system produced automated real-time client-level assessment 

reports for staff to use in client documentation and treatment planning (Knight et al., 2014).

After approximately 6 months of assessment administration, agency staff were trained on the 

Treatment Readiness and Induction Program (TRIP; Bartholomew, Dansereau, Knight, 

Becan, & Flynn, 2012). Training covered the use of Mapping-Enhanced Counseling, an 

overview of session content, how to facilitate session activities, how to train and utilize peer 

mentors, and strategies for implementing the intervention at their particular site. 

Participating agencies received all materials needed to implement TRIP (manual, Downward 

Spiral game, and a flash drive with all curriculum and training materials). Attendees were 

responsible for conducting TRIP groups at their agencies and for training additional staff to 

ensure that the TRIP curriculum would continue in the event of staff turnover. Continuing 

education credits were awarded to trainees, and additional training support was provided 

upon request.

The TRIP manual includes detailed descriptions and materials list for each activity as well 

as clinical scripts for session facilitation (including prompts and processing questions). Each 

90-minute module is structured to shift the interaction platform between lecture, didactic, 

individual, and group every 25 minutes. For example, in first “Work-it” session, youth 

watch a video where a magician uses a magic trick to demonstrate the importance of paying 

attention and following a set of steps when making a decision. Facilitators then walk the 

group through a decision making tool for decision making (W-O-R-K-I-T; “What's the 

problem?” “Think about Options,” “Rate it,” “Know what to do,” “Imagine the plan,” and 

“Test the results”). Youth then work in pairs to complete Work-it on a problem of their 

choosing.

TRIP implementation began at each agency approximately one month after TRIP training. 

Youth were placed in TRIP groups upon completion of intake assessments using an open-

enrollment process. Agencies were asked to implement the 8-session curriculum within a 4-

week period. Three agencies implemented TRIP during two 90-minute sessions per week (4-

week cycles); 2 agencies implemented TRIP during four 90-minute sessions per week (2-

week cycles).
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TRIP facilitators were generally female (65%), white (76%) and had a Master's degree or 

were certified/licensed counselors (71%). Checklists on group attendance and fidelity to 

curriculum content were completed by group facilitators after each TRIP session (see Knight 

et al., 2014). Facilitators reported covering all prescribed content in 90% of sessions and 

used board/flip charts to map out group ideas in 96% of sessions.

2.2. Treatment agencies

The sample of youth was drawn from 5 community-based substance abuse treatment 

agencies located in urban, suburban, and rural communities within 3 states. The selection of 

residential TC programs for participation in the current study afforded researchers the 

opportunity to examine the effectiveness of TRIP when interfaced into a peer-emphasis 

standard operating practice. Two of the agencies were short-term residential (planned length 

of stay was less than 60 days), 2 were long-term residential (planned length of stay 60 days 

or more), and 1 had both short- and long-term “tracks” (the long-term track was comprised 

primarily of youth referred through juvenile justice agencies). All agencies used a modified 

therapeutic community (TC) approach as standard operating practice (SOP), which included 

a highly structured residential environment with on-campus schooling (provided through the 

local school district), individual and group counseling for substance use and related issues, 

vocational and skills training, case management linkage to social services, and the use of a 

phase system (youth earn privileges as they move from orientation to higher levels within 

the system).

2.3. Sample

There were 1228 adolescents admitted to treatment during the time period of the current 

study (2011-2013; SOP = 749, TRIP = 479). Of these, 1106 (90%; SOP = 656, TRIP = 450) 

completed the Time 1 assessments and reported demographic information, and 729 (59%) 

completed engagement assessments at Time 2 [SOP = 455 (61% of SOP admissions), TRIP 

= 274 (57% of TRIP admissions); 43% of these were no longer in treatment at Time 2]. A 

comparison of those who completed engagement assessments at Time 2 (N = 729) with the 

remaining individuals (N = 497) found that 60% of the former group had stayed in treatment 

at least 50 days compared to 39% of the latter group. It would appear dropout would be one 

reason for those not having engagement data, but it is not the primary reason. The lower 

completion rate for Time 2 assessments was also due to a combination of treatment-specific 

factors (e.g., early discharge due to physical altercations, leaving against medical advice) 

and non-treatment factors (e.g., staff forgetting to schedule Time 2, shifting of responsibility 

for Time 2 assessments from one staff member to another

An examination of variables on which the sample with during-treatment engagement data 

and the excluded sample that had no during treatment engagement data found that they 

differed significantly on demographics (gender, race), time in treatment, expectancy of 

being drug free, and legal pressure to be in treatment. Those in the no during-treatment 

engagement sample tended to have a higher percentage of males (71% vs. 61%), to have 

more African-Americans (8% vs. 5%) and more other race (9% vs. 6%). The no during-

treatment engagement sample also was more likely to be in treatment for 30 days or less 

(34% vs. 2%). Their scores on expectancy of being drug free was also lower (36.6 vs. 38.0). 
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A smaller percentage of them also had legal pressure (31% vs. 40%). In contrast, the two 

samples did not differ significantly on age, being in school, having dropped out of school, in 

juvenile detention, living on the street, in drug treatment, ever having been treated for 

mental problems, premeditation, optimism and hope, assertiveness, drug control, self 

esteem, self efficacy in problem solving, and self efficacy in resisting drugs.

Subsequent structural models that included all additional covariates (e.g., hostility) to 

account for differences between the SOP and TRIP groups were based on a sample of 603 

(SOP = 361, TRIP = 242).

2.4. Measures

2.4.1. Group—Youth admitted to treatment at least 30 days prior to the agency's initiation 

of TRIP groups comprised the SOP group, while youth admitted to treatment after the 

agency began conducting TRIP sessions comprised the TRIP group (SOP = -1 vs TRIP = 1).

2.4.2. During-treatment outcomes—Dependent measures were assessed at Time 2 and 

include scales that have been used in previous studies (e.g., Becan et al., 2015; Knight et al., 

2015). Engagement scales from the adolescent version of the Client Evaluation of Self and 

Treatment (CEST; Knight et al., 2014) measured youth's perceptions of their treatment 

participation (11 items, coefficient alpha = .92), treatment satisfaction (6 items, coefficient 

alpha = .82), rapport with counselors (counselor rapport; 12 items, coefficient alpha = .94), 

and support received from peers in treatment (peer support; 5 items, coefficient alpha = .82). 

Cognitive measures, also from the CEST, included assessments of drug-related problem 

recognition (10 items, coefficient alpha = .89) and decision making (8 items, coefficient 

alpha = .78). The items from the CEST were measured using a Likert scale (1 = disagree 

strongly, 2 = disagree, 3 = uncertain, 4 = agree, 5 = agree strongly).

2.4.3. Covariates—Because participants were not randomly assigned to the SOP or TRIP 

groups, it is important to control for potential baseline differences between the participant 

groups on factors that might possibly affect the study's outcomes. Demographic and baseline 

covariates— including gender, age, race-ethnicity, drug use severity, legal pressure, and 

mental health treatment—were selected based on indications that these factors have the 

potential to influence the treatment process (e.g., Austin, Hospital, Wagner, & Morris, 2010; 

Barnett et al., 2002; Catalano, Hawkins, Wells, Miller, & Brewer, 1990; Crowley, Mikulich, 

MacDonald, Young, & Zerbe, 1998; Fickenscher et al., 2006; Melnick, De Leon, Hawke, 

Jainchill, & Kressel, 1997; Rivers, Greenbaum, & Goldberg, 2001; Wise, Cuffe, & Fischer, 

2001). Without controlling for these influences, it may be more difficult to associate 

outcomes to TRIP.

Background characteristics, such as gender, age, and ethnicity/race were collected from the 

TCU RSK forms (Simpson, Joe, Knight, Rowan-Szal, & Gray, 2012) at Time 1. Drug use 

data (drug use severity, 9 items, coefficient alpha = .82) was gathered using the TCU Drug 

Screen II (TCUDS II; Knight, Simpson, & Hiller, 2002). The Legal Pressure measure was a 

single item from the TCU MOT form (Motivation; “You have legal problems that require 

you to be in treatment”). Youth responded using a Likert scale (1 = disagree strongly, 2 = 

disagree, 3 = uncertain, 4 = agree, 5 = agree strongly). Hostility was measured from the 
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TCU SOC form and consists of 8 items, each scored on a 5-point Likert scale (Knight et al, 

2014) coefficient alpha reliability of .84). School enrollment was defined as having been 

enrolled in school in the 30 days prior to intake. Mental health treatment was defined as 

having ever been treated for mental health problems during the youth's lifetime. Both items 

were from the TCU RSK form and coded as 1 = no or 2 = yes.

Other variables used only in predicting participants with complete data versus no 

engagement data included risk taking (TCU SOC form, 7 items, coefficient alpha = .76), 

self-esteem (TCU PSY form, 6 items, coefficient alpha = .81), expectancy for drug use 

(TCU PSY form, 4 items, coefficient alpha = .83), and four scales from the TCU ADOL 

THK Form, including premeditation (6 items, coefficient alpha = .85), assertiveness (5 

items, coefficient alpha = .79), optimism/hope (5 items, coefficient alpha = .56), and drug 

culture (6 items, coefficient alpha = .86).

2.5. Analysis plan

The present study compared during-treatment outcomes (month 2 treatment participation, 

treatment satisfaction, counselor rapport, peer support, problem recognition, decision 

making) for the SOP and TRIP groups. Analyses proceeded in two steps: examination of 

differences in background characteristics among the samples and examination of the 

hypothesis using Structural Equation Modeling (SEM).

In the first step, analysis of variance was used to identify potential differences between the 

samples (complete data versus Time 2 missing) and groups within each sample (SOP versus 

TRIP) on demographic and other background variables of interest. The t-tests from each of 

the analyses of variance are reported in Table 1 for identifying significant differences. In the 

second step, SAS PROC CALIS (SAS Institute Inc., 2009) was used to test the significance 

of TRIP vs. SOP, estimating the six dependent variables simultaneously. The initial 

structural equation model (SEM) tested was a simultaneous test that TRIP had significantly 

higher means than SOP for each of the six dependent variables. A significant positive path 

coefficient from the TRIP vs. SOP measure (where SOP = -1 and TRIP = 1) to each 

dependent variable would be an indicator in support of the hypothesis. This initial structural 

model was based on the maximum number of youth available (N = 729; SOP = 455, TRIP = 

274). The second model included covariates as predictors of each dependent variable in 

order to adjust for possible baseline differences between the SOP and TRIP samples (N= 

603; SOP = 361, TRIP = 242). There was a reduction in the sample available due to missing 

data on the covariates that were used. Drug use severity was the covariate with the most 

missing data; 74 individuals in the SOP group and 17 individuals in the TRIP group did not 

have information of this covariate. The third model included an engagement latent variable 

as a dependent variable (including Participation, Satisfaction, and Rapport) and the 

covariates.

In interpreting the fit of the model to the data, the goodness-of-fit chi-square, the root mean 

square residual (RMSEA), the standardized root mean square residual (SRMSR) the 

comparative fit index (CFI), and the Bentler-Bonett normed fit index (NFI) are reported. 

Because the chi-square test of model fit may be sensitive to sample sizes larger than 200, a 

significant chi-square may not be a satisfactory indicator of the model fit. As noted in 
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Schumacker and Lomax (2004), if the normed chi-square (computed as chi-square divided 

by its degrees of freedom) is less than 3.84, then this may be a better indicator of the data 

fitting the model. RMSEA values of .01, .05, and .08 indicate excellent, good, and mediocre 

fit respectively (MacCallum, Browne, & Sugawara, 1996). For SRMSR, a value less than .

08 is considered a good fit (Hu & Bentler, 1998). The CFI ranges from 0 to 1, with values 

above 0.9 indicating reasonable fit. For NFI, values of .90 to .95 reflect a good model fit.

3. Results

3.1. Sample differences in background characteristics

Background information for the two primary samples (study sample with complete data 

versus sample with no engagement measures) is presented in Table 1. Adolescents in the 

original sample (n = 1228) were nearly 16 years old on average, mostly male (65%), and 

Hispanic (67%) or White (21%). As reported in Table 1, differences existed between 

samples. Males were more likely to have missing engagement data compared to females (in 

both SOP and TRIP groups), TRIP youth with engagement data were more likely to be 

white, SOP youth without engagement data were more likely to be under legal pressure, and 

TRIP youth without engagement data were less likely to have been treated for mental health 

problems in the past. Bivariate correlations also indicated group differences on the 

dependent variables (see Table 2). Youth in TRIP reported higher problem recognition, 

decision making, counselor rapport, treatment satisfaction, and peer support at time 2.

3.2. Examination of group differences using SEM

The initial model indicated that five of the six paths from the intervention variable (TRIP vs. 

SOP) were significant (the exception being treatment participation), and the direction of the 

signs of the standardized weights were all positive {[Participation: b = .05 (se =.04), t = 

1.32]; [Satisfaction: b = .10 (se = .04), t = 2.68**]; [Rapport: b = .09 (se = .04), t = 2.55**]; 

[Peer Support: b = .09 (se = .04), t = 2.45**]; [Problem Recognition: b = .14 (se = .04), t = 

3.96***]; [Decision Making: b = .12 (se = .04), t = 3.24***]. Thus, TRIP participants had 

higher mean scores on treatment satisfaction, counselor rapport, peer support, problem 

recognition, and decision making at Time 2 compared to SOP participants. However, 

evaluation of the fit statistics for this model indicated a poor fit (χ2
(1) = 44.3088, p < .000, 

CFI = .98, – NFI = .98, GFI = .98; RMSEA = .244 (.187, .309), SRMSR = .069).

To determine whether significant path results from the first model were due to sample 

differences, a second model was tested with covariates added as predictors of each of the 

dependent variables. Although nearly every dependent variable was significantly predicted 

by at least one of the covariates, the pattern of significant results for group (TRIP versus 

SOP) was similar to that found in model 1 {[Participation: b = .05 (se = .04), t = 1.15]; 

[Satisfaction: b = .12 (se = .04), t = 3.04**]; [Rapport: b = .09 (se = .04), t = 2.26*]; [Peer 

Support: b = .12 (se = .04), t = 2.89**]; [Problem Recognition: b = .19 (se = .04), t = 

5.38***]; [Decision Making: b = .11 (se = .04), t = 2.76**] }. The covariates differed as 

significant predictors for the dependent variables. For each dependent variable these 

covariates were as follows: Participation (race-ethnicity), Satisfaction (school), Rapport 

(none), Peer Support (gender, hostility), Problem Recognition (gender, legal pressure, 
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hostility, ever treated for mental problem, drug use severity), Decision Making (gender, 

age). While this estimated model yielded interesting results, it was not a good fit for the data 

(χ2
(4) = 144.0842, p < .0001, CFI = .95, NFI = .95, GFI = .97; RMSEA = .242 (.209, .277), 

SRMSR = .072).

Modification indices suggested that some of the engagement variables were highly 

correlated, and a latent variable comprised of these might be useful in the model. Therefore, 

a re-conceptualization of model 2 was tested with treatment participation, treatment 

satisfaction, and counselor rapport used as indicators of a latent variable representing 

treatment engagement. This estimated model had a better fit (χ2
(22) = 49.7995, p < .0006, 

CFI = .99, NFI = .98, GFI = .99; RMSEA = .046 (.029, .063), SRMSR = .012). All fit 

indices improved (especially the SRMSR, which changed from .072 to .012). In this model 

(see Figure 1), the intervention variable is significantly related to the latent engagement 

variable and to the other outcomes (peer support, problem recognition, and decision making) 

{[Engagement latent variable: b = .09 (se = .04), t = 2.16*]; [Peer Support: b = .12 (se = .

04), t = 2.89**]; [Problem Recognition: b = .19 (se = .04), t = 5.38****]; [Decision Making: 

b = .14 (se = .04), t = 3.50***]}. For the corresponding paths from the covariates, it was 

seen that each dependent variable was significantly related to at least two covariates as 

follows (see Table 3): Problem Recognition (male, legal pressure, higher hostility, mental 

health treatment, lower drug use severity), Decision Making (male, older), Peer Support 

(male, lower hostility), and Engagement latent variable (male, not enrolled in school). TRIP 

participants had significantly better during-treatment outcomes than SOP, and these 

differences were not due to the sample characteristics addressed. The fact that some 

covariates were also significantly related to engagement suggests that further studies will 

need to investigate the extent to which interactions occur. The present analyses were limited 

to each predictor controlling for the effects of the other predictors.

4. Discussion

This study documents the effectiveness of TRIP for promoting during-treatment outcomes. 

After approximately one month in treatment, youth receiving standard practice plus TRIP 

groups had higher problem recognition, higher decision making, and were more engaged in 

treatment compared to youth receiving standard practice alone. The present research 

suggests that the effects of the TRIP curriculum can occur within the first month of 

residential treatment, indicating that the curriculum can serve as an early induction tool. 

These effects exist even when controlling for possible background differences between the 

TRIP and SOP samples (i.e., age, race-ethnicity, gender, baseline drug use severity, external 

pressures such as legal problems, enrolled in school at intake, and prior mental treatment). 

Findings affirm prior studies demonstrating the effectiveness of TRIP in improving 

motivation for treatment and promoting the use of more thoughtful, objective decision 

making strategies (Becan et al., 2015; Knight et al., 2015). The TRIP curriculum was 

specifically designed to target these areas. It uses graphical approaches (including 

analytically-created schemas; Dansereau et al., 2013) to assist youth in exploring underlying 

causes and consequences of personal choices, identifying social networks and internal 

competencies available to help when making daily decisions, and practicing strategies for 

making more methodical and less impulsive choices. These activities facilitate realistic self-
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assessment regarding the severity of drug problems and improve decision making 

confidence.

While the literature suggests that improvements in motivation result in stronger treatment 

engagement (Broome et al., 2001; Callaghan et al., 2005; Joe et al., 2014, Melnick et al., 

1997), this study documents that participating in TRIP activities also directly promotes 

higher treatment satisfaction and better relationships with counselors. Through these 

structured activities, TRIP appears to facilitate an appropriate balance between experiential 

and analytic decision making systems (Dansereau et al., 2013). By design, TRIP uses social 

interaction and experiential activities to maintain attention, encourage appropriate self-

disclosure, and facilitate peer interaction throughout each session, thereby increasing the 

likelihood of individual participation (Dansereau et al., 2013). Mapping-Enhanced 

Counseling (Czuchry & Dansereau, 2003; Dansereau & Dees, 2002) forms the structural 

basis of TRIP and promotes communication between counselor and client and among youth 

in the group. Analytically-created schemas (i.e., structured maps) direct thinking in logical 

sequences, and fictitious scenarios make sharing answers less risky. Experiential games are 

used to demonstrate thinking strategies and consequences of risky behavior, and peer-to-

peer mentoring and collaborative learning strategies are embedded throughout all activities. 

Findings from this study indicate that this approach appears to be effective for facilitating 

higher engagement in the general treatment process among adolescents.

The finding that youth in TRIP report greater support for recovery among peers could also 

be attributed to TRIP's deliberate involvement of peers who are more experienced in 

treatment and recovery as mentors during group sessions. Because youth often place greater 

value on what they believe their peers think than on potential consequences of their actions 

(Steinberg, 2007), interventions aimed at strengthening prosocial peer support may be 

instrumental in promoting change both directly through positive peer influences on thinking 

and decision making and indirectly through more active engagement in the treatment 

process.

Although the primary function of including covariates in analyses was to control for 

potential group differences, it is worth noting that some covariates were significantly related 

to specific outcomes. In the final structural model, gender was related to all outcomes, with 

males reporting higher scores than females. Higher problem recognition was related to lower 

drug severity, higher hostility, legal pressure, and mental health treatment. Decision making 

was higher among older youth. Higher peer support was associated with lower hostility and 

higher engagement was associated with not having been in school during the 30 day period 

prior to treatment admission. To fully understand how these factors contribute to differential 

outcomes among youth in TRIP, future studies should explore their interactions with other 

factors. For example, youth who have greater affinity toward school may respond more 

favorably to analytical activities within the TRIP curriculum. Likewise, older youth may 

enter treatment with better decision making skills and competence than their younger 

counterparts. These factors could differentially affect the effectiveness of TRIP, leading to 

insights on how the curriculum could be tailored for specific age or competency groups.
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The current study documents the utility of TRIP in promoting during-treatment outcomes, 

however, several limitations should be noted. First, data are restricted to youth admitted to 

residential treatment settings. Although agency characteristics, locations, and length varied 

across the 5 settings, findings may not generalize to all residential programs or to other 

modalities such as outpatient, day treatment, or aftercare. In outpatient settings, the average 

number of contact hours (e.g., sessions per week) is typically fewer; therefore, an 8-session 

group format may have to be adapted (e.g., shortening session length, omitting content, 

spanning 8 weeks instead of 4). Furthermore, group composition is more variable from week 

to week in outpatient settings, which could potentially impact the effectiveness of peer-to-

peer interaction (e.g., potentially less disclosure when group membership changes each 

time) or interrupt the continuity of discussion from one session to the next. Future studies 

should examine what types of adaptations are needed for TRIP to fit into non-residential 

modalities and determine whether adapted versions of TRIP remain effective in promoting 

desired outcomes. Additionally, while the Treatment Episode Data Set (2010) indicate that 

8.5% and 10.1% of youth in short term and long term residential (respectively) reported 

Hispanic ethnicity, the agencies involved in this study serve a high proportion of Hispanic 

youth. Therefore, although TRIP appears to be effective with Hispanic youth (suggesting 

that culture or language may not serve as a barrier), the oversampling could serve as a 

limitation of this study.

Because the aim of the study was to examine during-treatment outcomes, one sample 

inclusion criterion was that youth remained in treatment long enough to complete Time 2 

assessments (approximately 1 month). A sizeable proportion of youth were missing time 2 

data, and these youth were more likely to be male, African-American, and in treatment for 

less than 30 days. Some who left early may have done so for legitimate reasons (i.e., limited 

funding) and therefore were not missing at random. Thus, findings cannot be generalized to 

youth who dropped out of treatment before this criterion was met, nor can inferences be 

made about the potential relationship between participation in TRIP and length of stay. In an 

attempt to address how the omission of these individuals might have affected study findings, 

engagement measures were imputed for youth with missing data (using stepwise multiple 

regression weights), with predicted scores used as dependent variables in ANOVAs 

comparing TRIP versus SOP. Results were significant only for decision making (TRIP 

higher than SOP; t = 1.99; p < .05). Findings are inconclusive, however, because only small 

percentages of variance can be accounted for: decision making (22%), problem recognition 

(14.7%), and treatment participation (12.8%).

Additional research is needed to determine if gains in problem recognition result in longer 

treatment stays (even if only by a few days) or if gains in decision making early in treatment 

promote longer retention and more successful completion rates. The models tested in the 

current study focused on the direct impact of TRIP on during-treatment outcomes. However, 

prior research suggests that problem recognition and decision making improve over time, 

and that gains are greater among youth participating in TRIP, compared to SOP (Becan et 

al., 2015; Knight et al., 2015). Prior studies also suggest that motivation for change plays a 

role in promoting engagement (Brown & Ramo, 2006; Orlando, Chan, & Morral, 2003). It is 

possible that the effect that TRIP has on engagement can be fully or partially explained by 
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gains in motivation during treatment (i.e., where improved problem recognition functions as 

a mediator) or different levels of decision making competence at treatment entry (baseline 

functioning level may moderate TRIP's effectiveness). However, these questions were 

beyond the focus of the present study.

In addition to these above areas of inquiry, analyses from the current study documenting 

relationships between covariates and study outcomes suggest that future studies should 

explore which subgroups of youth benefit most from TRIP. It may be that for some, 

experiential, peer-interaction-based activities serve to promote genuine self-expression and 

treatment buy-in; for others, such activities may be uncomfortable or threatening and may 

promote withdrawal or hostility. It is possible that for this latter group, certain activities 

within TRIP sessions may be counter-productive. Future models should also examine the 

sequential nature of the treatment process, including measures of engagement later in 

treatment in order to more fully explore change over time. Exploring differential patterns 

among key variables for TRIP versus SOP clients may illuminate whether TRIP creates a 

synergy among factors affecting engagement. For instance, relationships among motivation, 

decision making, and engagement would potentially be more strongly correlated among 

TRIP clients.

To help youth make significant progress during their limited time in treatment, it is 

important to utilize practices that facilitate active participation and commitment to change. 

Indeed, interventions should build upon youths' interests, capitalize on their creativity (by 

promoting self-expression through non-threatening activities), and utilize their desire for 

peer connections. Findings from this study suggest that interventions like TRIP that 

incorporate a blend of activities and strategies for promoting and sustaining attention and 

active participation can be beneficial not only for improving the targeted content areas (in 

this case problem recognition and decision making), but also in promoting treatment 

engagement during the first month of treatment. The earlier and more fully youth engage in 

the treatment process, the greater the impact interventions can have.
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Highlights

• The study compares the effectiveness of Standard Operating Practice (SOP) 

versus SOP plus an 8-session Treatment Readiness and Induction Program 

(TRIP; delivered in the first weeks of treatment) on cognitive indicators and 

treatment engagement among youth in residential substance abuse treatment

• Youth in TRIP had higher problem recognition, decision making, and treatment 

engagement (participation, satisfaction, counselor rapport)

• Youth in TRIP reported greater support for recovery among peers in treatment

• Group differences remained after controlling for background characteristics 

such as age, race-ethnicity, gender, baseline drug use severity

• TRIP is effective for promoting early treatment induction among youth entering 

substance use treatment
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Figure 1. 
Engagement and cognitive outcomes at Month 2: TRIP vs. SOP.
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Table 2
Means and Correlation Coefficients for Dependent Variables Comparing SOP and TRIP 
Groups

Dependent Variables Total (N = 729) Mean (SD) SOP (n = 455) Mean (SD) TRIP (n = 274) Mean (SD) Between Group R

Problem Recognition 34.9 (8.8) 33.9 (8.7) 36.6 (8.8) .14****

Decision Making 35.2 (6.4) 34.6 (6.3) 36.2 (6.5) .12**

Treatment Participation 40.0 (5.9) 39.8 (5.4) 40.3 (6.6) .05

Counselor Rapport 39.7 (6.6) 39.3 (6.3) 40.5 (7.0) .09*

Treatment Satisfaction 38.6 (6.7) 38.1 (6.3) 39.4 (7.4) .10**

Peer Support 35.7 (6.5) 35.2 (6.4) 36.4 (6.7) .09*
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Table 3
Standardized B-Weights for Covariates Predicting Dependent Variables

Dependent Variables in Structural Equation Model (N = 603)

Covariates Problem Recognition Decision Making Peer Support Engagement

Male .16**** .12** .12** .09*

Age .02 .09* -.04 .05

White .04 .05 -.04 .04

Legal Pressure .13** .04 .04 .05

Hostility .11* -.04 -.13** -.08+

Mental Health Treatment .09* .01 .01 .03

School Enrollment -.05 -.01 -.07+ -.08*

Drug Severity -.34**** .05 .01 -.03

†
p< .10,

*
p< .05,

**
p < .01,

***
p < .001,

****
p < .0001
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