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This study examined predisposing, enabling, and need barriers to utilizing
substance abuse treatment resources in a sample of rural and urban outpdtyents. Fi
three participants from rural (n=17) and urban (n=36) treatment centersweeyed
for quantitative and qualitative indicators of barriers to treatment. Resiggest rural
outpatients were significantly younger and less racially/ethnicallrse than their urban
counterparts. Rural participants also perceived treatment as being ikssle@vaut not
less accessible than their urban counterparts. Multivariate analgsest giuggest
significant differences in barriers to professional versus nonprofessieatthent;
however there was limited power to detect such differences. Results fromtyeatitdaa
analysis suggests rural outpatients were worried most about confidgctaicerns,
whereas their urban counterparts worried most about illness/need rel&vesl paior to
seeking professional treatment. Taken together, data from this stushssiggtentially
unique barriers to treatment for persons coming from rural versus urban arehs. Rur
outpatients seem likely to have to overcome racial barriers, perceptions to¢édment
availability and confidentiality concerns whereas urban outpatients desyntb have to

overcome gender barriers and perceptions of illness/need severity faat@st ths



barriers to treatment. Implications for defining geographic location ara/é&coming
barriers to science and practice in rural and urban areas with undersexesl aye

discussed.
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CHAPTER I: SCOPE OF THE PROBLEM

Recent research has demonstrated that approximately 22.3 million people over the
age of 12 (i.e., 9.% of the population) abused or were dependent on alcohol or illicit
drugs (Substance Abuse and Mental Health Services Administration [SAMEZG2]).

In spite of research which has established the effectiveness of substandeemibonsant
(National Institute of Drug Abuse [NIDA], 1999) , estimates on the rates tfneeé
seeking for those who meet criteria for substance use disorders (StD®)r@isingly
low with the most reliable estimate indicating that approximately @bthose who need
treatment actually engage in some type of formal intervention (SAMSHA)200
Whereas science has established an effective arsenal to treat thacidspendant,
less is known about the processes that facilitate or inhibit the use of suchsservice

Because the substance abusing phenomena has historically been conceantrated i
large urban areas (Musto, 1997), there may be widespread misconceptionsathat sm
town America has been insulated from this occurrence. Contrary to popular belief,
research has revealed consistent similarities between urban andtes alfisubstance
abuse/dependence. For example, results from the annually administered|atroaga
on Drug Use and Health (NSDUH) found that residents in metropolitan and
nonmetropolitan areas abused substances at similar rates, with 9.6 percentiaf those
metropolitan areas and 8.2 percent of those in nonmetropolitan areas indicatingcgubsta
abuse during the previous year (Office of Applied Statistics, 2005). Moreoveraitigs s
study indicated that similar rates of substance abuse between rural and urbfiasirea

been consistent in the recent past (Johnston, O’Malley, Bachman, & Schulenburg, 2004).



It would seem that similar trends in substance abuse, coupled with the dearth of
knowledge about the treatment seeking process, would result in researchrthaesxa
barriers to treatment entry in both rural and urban areas; however, this is moiast, |
most of what is known about substance abuse and corresponding treatment-seeking
experiences is thought to be generalized from research that has been cowdbcte
urban populations (Roehrich, Meil, Semiansky, Davis, & Dunn, 2007). Moreover, few
studies have incorporated geographic location as an exploratory variable which
potentially suggests ignorance to salient differences across theimoaal continuum and
how these differences might impact service utilization. For example, egidaggests
that in some instances, persons from rural and urban backgrounds have diffevelesattit
about helpseeking (Warner & Leukefeld, 2001), different privacy concernsaandg
attitudes toward outsiders (Donnermeyer, 1997). Despite these salient baal-ur
complexities, as of the date of this manuscript there has been no comprehefsivefre
the research on substance abuse treatment utilization across the ruralesmtoauum
thus suggesting a general ignorance of the impact of geographic locatioalthn he
services use.

There are also several reasons why extant research on help-seeb&sg ac
population densities may be of limited utility. In their research on substance andse t
in rural Pennsylvania, Roehrich, Meil, Simansky, Dunn, and Davis (2006) posit that
research which examines rural-urban differences is limited becausgpbizard use of
the term rural, lack of descriptive information about study samples, and the oftineici
heterogenetity inherent between rural populations. D’Onofrio (1997) noteddkeve

disparities and ambiguities in the definition of rural” in her written report cohal



abuse with adolescents. Moreover, rigorous classifications of rural and urdaassuc
those employed by the United States Census Bureau (USCB), are not unifdingg ut
throughout the available research. For example, the USCB identifies an redas a
settled areas with populations of 2500 or those areas of with populations of at least
50,000. Rural areas are those which do not meet these criteria. In contrastt a rece
United States Department of Agriculture (USDA) publication on rural ecarsonses
the 1993 Office of Management and Budget system of rural-urban classificiicin w
defines urban areas as those which “include central counties with one or nesrefcati
least 50,000 residents or with an urbanized area of 50,000 or more and total area
population of at least 100,000” (USDA, 2005). We propose that a more promising
solution to resolving such inconsistencies is to use population density as an indicator of
urbanicity. Classifying samples according to the number of persons livinguara g
square mile can help researchers determindeafgeseof rurality and urbanicity of a
given area thus abandoning rigid rural-urban dichotomies that minimize tabiNtgr
that occurs along the rural-urban continuum.

Given the potential help-seeking differences between urban and rural aress, the
exists the possibility that many of those who need help choose to seek it froesgbatc
are not examined in mainstream psychological research. Such sourcemahiglet
telephone helplines, religious or church affiliated programs, and jail/prisaméea
centers. It is possible that nonprofessional sources of help offer a ceftdynesel/or
anonymity that professional sources do not. As such, these differences waloaet a ¢
examination of the degree to which they are utilized in persons residing acrogsithe

urban continuum.



Hartnoll (1992) summarized the importance of treatment utilization research
when he posited, “If only a rather small proportion of people in need of help actually seek
help, treatment and rehabilitation services are very imperfectiyaahitheir purpose”
(Hartnoll, 1992, pg. 429). Although the individual and societal costs of untreated
substance dependence are sufficient to warrant additional researelfsotirmportant to
consider that the science of substance abuse treatment, which has equippeditre clinic
with effective intervention strategies, is of little utility if those wheaé&eatment most
are not being reached. Because substance abuse affects every levetyfisctiding
those areas at polar ends of the rural-urban continuum, practitioners in all population
centers must understand what factors are bringing clients to treatmenanf@etors
may be impeding others from being treated. Given the contemporary emphésigely
dispositional qualities (e.g., motivation and stage of change) to explain thevithtes
which clients seek treatment, research that examines help-seekingnésraction
between person and environment might help to correct faulty attributions as tboshy
who need treatment do not utilize it. The Health Behavior Model offers a more promisi

theoretical understanding of these issues.



CHAPTER IlI: REVIEW OF THE RELEVANT LITERATURE
Trends in Substance Abuse and Dependence
There are several reasons why understanding trends in substance
abuse/dependence is key to understanding treatment seeking. First, inorel@eesases
in the prevalence of substance abuse/dependence are a direct indicator of thefimount
treatment that is needed. In other words, as the number of persons dependant on illicit
substances increases so does the need for treatment in a given areadildbée
treatment resources are insufficient to address the demand of those whoateeshtre
then many of those who need services may not get them. Another reason trends in
substance abuse/dependence are relevant to research on treatment seekuitarsgst
in drug-specific trends are indicative of specialty treatment need. Fopéxaesearch
has identified that effective intervention for heroin and other opiates may réwiinee
of specialty treatment (i.e., agonist/partial agonist therapy) whighomaay not be
available in a given area. Therefore increases in the abuse of heroin @pites
might require substantial changes in health provision for a given area. Firgaitls tn
substance abuse/dependence influence policy decisions. For example, given the
relatively similar trends in substance abuse/dependence amongst rurddamdreas,
one could argue in favor of funding treatment based on proportion of abusers as opposed
to the general population of a given area. Overall, trends in abuse/depenéeticectly
related to treatment need. For this reason, the following sections addressrimemdks i

and urban substance abuse. Implications for treatment need are discussed as well



National Survey Reports

The widespread prevalence of substance abuse is not a new phenomenon;
however documented accounts of how many people abuse substances is relativiely rece
(Musto, 1997). Speculations peaked at the turn of tHec&éBtury and prompted several
governmental attempts to control the epidemic including the Harrison Act, Prohibition,
and the Hague Treaty (Musto, 1997). It has also been noted that early governmental
attempts to control the abuse of substances were largely based upon anecdota account
as well as moral and religious concerns that until recently were not healigjantiated
in the literature (Musto, 1997).

Formal epidemiological research on substance abuse/dependence trends began
appearing during the 1970s with the most widely cited research utilizing &or m
approaches: survey methods and epidemiologic networks. One such study, Monitoring
The Future (MTF; Johnston, O’Malley, Bachman, & Schulenburg, 2004), is a
longitudinal survey of 8, 10", and 12' graders, many of whom have completed follow-
up surveys since 1975. Approximately 17,000 respondents from between 120 and 146
public and private schools complete initial surveys, a proportion of which are followed-
up annually for twelve years post-high school (i.e, until 30 years of age). agye30,
follow up surveys are completed every 5 years (e.g., ages 35, 40, 45).

MTF lends some insight into geographic location differences in substaose
trends. Specifically, the MTF survey authors created three mutuallysexelcategories
that are based on a number of factors including population of a given area, the tacinity
the nearest population center, and other factors previously discussed. Tladgstycis

noted as large metropolitan statistical areas (MSAS), which are thdaggst cities



represented in the sample (e.qg., Philadelphia). The second category is notbdras “ot
MSA” and includes the next 16 largest cities from which the sample was deayvn (
Pittsburgh). The third category is “non-MSAs” which includes all areas that do not
contain a town of at least 50,000. Overall, the use of illicit substances is geaqtellly
distributed across all geographic location categories for cocainenhanoi marijuana.
Trends in abuse and dependence across these categories lend support to the notion that
geographic location has little impact on what substance is used and how ofterdt is us
For example, in regards to cocaine use, there are relatively few diffeianmevalence,
with 3.5% of those in large cities, 5.7% in other metropolitan areas, and 4.6% of those in
non-metropolitan areas reporting having used cocaine in the last yearicStidrstrack
cocaine show that use of the drug is no longer limited to large urban areas aseavas onc
portrayed in popular media. In fact, those in non-metropolitan areas (2.4%) reported
using crack cocaine at higher rates than their counterparts in other-m&roffB%)

and metropolitan (1.8%) areas, although not significantly so. Heroin use, regafdless
administration route, is also equally prevalent across population densities witlofl.0%
those in large cities, 1.0% in other metropolitan areas, and 1.1% in non-metropolitan
areas indicated having used heroin in the last year. Twelfth graders g@cample

also showed little differences in the use of marijuana with 32.3% of those in laege citi
38.1% in other metropolitan areas, and 32.2% of those in non-metropolitan areas
endorsing usage in the past year. There were however significant difienesavy
drinking (5 or more drinks in a row over a two week period). Heavy drinking decreased
to 23.3% in large cities which is a lower level than the prevalence rategtropmlitan

and nonmetropolitan areas (29.8% and 30.5%, respectively).



The National Survey on Drug Use And Health (NSDUH), formerly known as the
National Household Survey on Drug Abuse, is the other major epidemiological study of

substance abuse trends that utilizes the survey method. Established in 1970, NSDUH is a
federally sponsored annual survey of persons aged 12 or older that reportstioforma
about the pattern of substance use and other health-related topics such aattreatm
admissions, criminal behavior and HIV/AIDS risk behavior. Revisions in the
design of the survey occurred in 2002 which allow for national and state-levehesti
of use and abuse; however such revisions render comparisons with data from previous
years impossible.

Analyses of recent NSDUH data indicates several important longitudinal trends
substance abuse and dependence across population densities. There were f@hatively
longitudinal changes between 2002 and 2004 in the estimated proportion of the
population that abused or were dependent on illicit drugs (3.0 percent in 2002, 2.9
percent in 2003, and 3.0 percent in 2004) and alcohol abuse or dependence
(7.7 percent in 2002, 7.5 percent in 2003, and 7.8 percent in 2004). The exception to this
occurrence was abuse/dependence upon hallucinogens. There were increases from 2002
to 2003 (0.2 to 0.1 percent) and from 2003 to 2004 (0.1 to 0.2 percent). Moreover, the
estimates for heavy drinking in 2004 (6.9% of the population aged 12 or older) was
similar to those of 2002 (6.7%) and 2003 (6.8%). Notably, heavy alcohol use was
associated with illicit drug use, with 32.2% of respondents who met criteriadoy he
drinking also indicating they had used illicit drugs in the past month.

Regarding geographic location trends, illicit drug use in completedy counties

declined between 2002 (6.7%) and 2003 (3.1%), but was 4.6 percent in 2004. The rate in



2004 was not significantly different from the rate in 2003 or 2002. Among people aged
12 or older, the rate of past month alcohol use in large metropolitan areas was 52.7
percent compared with 49.7 percent in small metropolitan areas and 43.7 percent in
nonmetropolitan areas. There was less variation across county types in ratge @inul
heavy drinking. The rate of heavy alcohol use was 6.4 percent in large metropolitan
areas, 7.9 percent in small metropolitan areas, and 7.0 percent in nonmetrop@gan are

The data also suggests relatively few geographic location differendegse ar
dependence. For example, the rate for substance abuse or dependence in 2004 for persons
aged 12 or older was 9.5 percent in large metropolitan counties, 9.8 percent in small
metropolitan counties, and 8.2 percent in nonmetropolitan counties. Nonmetropolitan
counties had the lowest rate with 7.0 percent of persons indicating substance abuse or
dependence. There were some noteworthy age-related differences.iaplegxiata
indicate that rural youths aged 12 to 17 reported higher rates of past month and binge
alcohol use than did their nonrural counterparts (OAS, 2004). Furthermore, rural youths
in the same age range reported less perceived risk from alcohol use glosie Of
alcohol use disapproval, and less perceived parental disapproval than did youths in living
in nonrural areas.

Still other data supports the notion that substances are being used in different rates
across population densities. For example, Robertson and Donnermeyer (1998) analyzed
data from the 1991 NHSDA by classifying respondents into three categories:
nonmetropolitan-urban, metropolitan rural, and nonmetropolitan rural. From the sample
of over 32,000 respondents the research revealed relatively few differencesrbétes

three residential categories. Specifically, discriminant analgsesated that marijuana



and other drug use did not vary by the three residential categories. Wdraaké&feld
(2001) found that inmates from rural counties were more likely than prisoners from
frontier and urban places to have reported using hallucinogens. This same study found
that use of alcohol, sedatives, amphetamines, and other opiates, was signritaieitly
to level of urbanicity, with participants from rural and very rural areperting highest
use. The difference in these results could be due to populations that were sampled in the
studies.

While survey reports of the prevalence of substance abuse/dependence continue to
dominate the literature, self-reports of such behavior is subject to seévetaions.
Most notably, survey reports can result in under/overreporting of use. Moreover,
D’Onofrio (1997) noted that response bias may be related to variables such as
race/ethnicity, age, and gender, as well as the participant social degi(BXOnofrio,
1997). Another potential limitation of the aforementioned survey methods is non-
sampling bias. For example, data from the MTF studies does not include information
from high-school drop outs or those who are institutionalized. Such exclusions can skew
the data and result in biased estimates of abuse. Furthermore, residesds ofith a
large number of high school dropouts and/or a large number of institutionalized youths
may not be adequately represented by such estimates. As such, it could behatgued t
more multifaceted approach to estimating substance abuse trends is needes fully
understand trends.

The Community Epidemiological Framework
During the mid-1970s researchers began to realize that multiple indicatorg of dru

abuse were needed to accurately estimate drug usage prevalence. Ad ttieetimow

10



defunct Narcotic Treatment Administration (NTA) needed accurate preee&stimates
to inform policy decisions about effective treatment for heroin addiction. Faded wit
numerous methodological limitations inherent in prevalence studies (e.g.ideéhit
problems) the NTA concluded that a community-level network of researcherseedsd
to provide data about indirect indicators of change in substance abuse/dependence trends
Consequently, the National Institute of Drug Abuse (NIDA) convened the Community
Epidemiology Work Group (CEWG). In its current capacity, the CEWG meets
biannually and consists of members from 20 selected metropolitan areas toeevaluat
numerous indicators of drug abuse such as: drug abuse treatment admissions and
discharges, drug-related deaths, drug exposed newborns, emergency room drug episodes
public health data, etc. As summarized by Kozel, Robertson, and Falkowski (2003) the
CEWG approach is similar to that utilized by the Centers for DiseasecCiortinat it
relies on reports of health-care providers to monitor substance abuse/depérateisce

Key findings from the 2005 proceedings of the CEWG indicate several
noteworthy drug abuse trends. In regards to crack/cocaine, the CEWG found that
crack/cocaine continues to be of great concern in most of the sample citiec&lyec
notes from the proceeding indicate that crack/cocaine has accounted for sergpus ga
activity in many of the sample cities (including Philadephia) and dominates#teént
system, with more clients reporting for treatment to get help with cakfte usage
than all other substances (National Institute on Drug Abuse, 2005). For example, in
Philadelphia, 45.5% of law enforcement indicators of substance abuse were edsociat
with crack/cocaine. Moreover, primary admissions for crack/cocaine akuseded

those for other substances in many of the work group cities, including Philadelphga whe

11



33.8% of admissions were for cocaine. The CEWG symposium also found that laxal/stat
level drug mortality data across the participating cities indicaigdcbcaine-related

deaths outnumber fatalities from other substances. Heroin abuse indicatise dnghly
suggestive of increasing patterns of substance abuse in the sampledantsesriple,

data from participating cities suggest that heroin abuse is exceedingiy ldgkton and
Newark, with Philadelphia and other areas close behind. Treatment admissiomsifor he
as the primary substance of abuse are also high in Newark (81.8%) and Boston (74.2%).
It should be noted that trends in heroin usage are tricky because they may hiedropac

the purity of the drug and the amount of resources allocated to treat addicts.

Trends in the use of narcotic analgesics and other opiates were also examined b
the CEWG. Interestingly, the researchers noted that increases infsiese drugs to
hospitals, physicians, and pharmacists appear to correlate with increasablilgy of
these drugs on the black market. For example, in Seattle, researchethaioted
methadone sales, for pain management only, have increased 359% from 1997 to 2003.
Similarly, more treatment seekers in Seattle have cited “other gp{atg., methadone)
as their primary drug, with rates increasing from 3 to 12% in opiate sulostitcgatment
clinics. Similar trends have been found in Philadelphia where the rate “othef-opiate
implicated deaths increased from 9.6% in 2003 to 11.6% of deaths in 2004. Additionally,
fetanyl-implicated deaths in Philadelphia rose to 35 as of the latest data.

The CEWG approach offers many contributions to researchers examining the
epidemiology of substance abuse/dependence. Kozel et al (2002) note that the CEWG
approach provides for quick data collection via access to local and state tavéllsia,

the data can be interpreted by local experts for communication to national panels.

12



Furthermore, the CEWG approach provides access to community level data that is
minimally accessible by national estimates. Although the convention of W&3dtas
netted noteworthy contributions to the understanding of what substances are being used
and by whom, data from CEWG is limited to epidemiological trends in urban dress, t
excluding the proportion of the population in rural areas. Of note, the latest CEWG
meeting included representatives from Maine and Ohio to bolster the reptieseintan
non urban areas; however the limited scope of data from these two areas cannot
accurately cache drug abuse trends in all rural areas.
Regional Data

There have also been a few contributions to the literature on the rates of ®ubstanc
abuse/dependence in Pennsylvania. Data from NSDUH estimates that 2.68 gfercent
Pennsylvanians met criteria for illicit drug abuse or dependence in 2003aMkestudy
estimated that 7.56 percent of Pennsylvanian’s met criteria for alcohol abuse or
dependence during the same time period (Office of Applied Statistics, 2004)rddne D
Abuse Warning Network (DAWN; United States Department of Health & &um
Services, 2004) is another source for state and local data on substance abuse/dependence
trends. As a national surveillance system, DAWN data comes from hospitagiezitye
rooms, medical examiners, and coroners. Because DAWN data is compiled from major
metropolitan areas around the country, data exists for both Philadelphia abdrBhit
however emergency department statistics are only available for HbileEdd®AWN
data reveals that drug related emergency room visits comprised appsdxiinpércent
of all Philadelphia area emergency departments. The three drugs most commonly

indicated drugs in these emergency room visits are: cocaine (44.8%), aleohol in

13



combination (35.7%), and marijuana (24.4%). Of the 21 metropolitan areas that provide
data to DAWN Philadelphia ranks in the top two cities for emergency room visits for
various drugs including cocaine, marijuana, and benzodiazepines. Whereas data from
DASIS and DAWN are useful in that they represent regional estimasegsfance
abuse/dependence trends these estimates have limited utility to thosgadtereisage
trends in smaller geographical units such as counties. Another potentiatimof

relying on the DASIS and DAWN systems is the difficulty in teasing df@rdnces due

to drug toxicity rather than differences due to usage trends.

The Pennsylvania Youth Survey (PAYS; Pennsylvania Commission on Crime and
Deliquency [PCCD], 2005) is a biennial survey 8f 8", 10", and 1¥ graders that
assesses statewide trends in the use/abuse of alcohol, tobacco, and other @0gs (AT
The survey was designed to assess prevalence of substance use and abuse, but also to
assess risk and protective factors. Moreover, the survey utilizes questions albgetdhe
ATOD that allow for direct comparisons to be made with the nationwide Monitoring the
Future Study. The 2005 PAYS was administered to 14,348 public school students in
grades 6 — 12. The schools in the sample were assigned to one of six regionsatd,the st
each with varying degrees of rural and urban counties. This resulted in 24 grade — by
region cells. A secondary sample was taken from the southwest region ofé¢he stat
because the original sample was so small. The sample consisted of White (60.1%),
African-american (4.2%), Latino (2.7%, Asian (1.8%), and American Indian (.7%)

The authors noted that compared to previous PAYS survey results, the 2005
results show a stark contrast between younger and older students. Younger stedents (i

those in grades 6-10) have substance abuse rates that are significantthéowbose
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indicated in national studies such as MTF. The report also acknowledged some of the
lowest substance abuse rates ever recorded. For example, the PAYS 2005 d&td indica
that the past 30-day use of alcohol BygBaders was 14.5% whereas national data from
MTF was nearly 3 percentage points higher (PCCD, 2005). Similar resultsouacefor
marijuana. Overall, 14.9% of PAYS respondents indicated an episode of binge drinking

in the last 30 days. Alcohol is the most popular drug among adolescents today. Minimal
difference was discovered between state and national groups for theatatghof use in

the “past 30 days”. Rates of “lifetime” use fdt 803", and 12 graders are between 7.0

and 11.1 percentage points higher than national findings. Furthermore compared to
national findings, binge drinking is more relevant among older students than younger
students. Of the four grade levels, only th® g2aders of the state sample reported a

higher rate of binge drinking than the national sample. Alcohol use was found to be more
pervasive among students in the southwest region of the state and most contained in the
south-central region of the state. Between 1989 and 2001, there has been a steady
increase of “past 30 day” marijuana users amoriygtaders (13.9% and 25.6%,
respectively); however this decreased in 2003 to 21.4%. Both, the increase between 1989
and 2001 and the decrease since 2001 match the findings of national surveys. In regards
to marijuana use in the past 30 day3a8d 18 graders reported slightly lower use than

their national counter parts, as™graders reported about the same use. The northeast
region of the state reported the most “lifetime” and “past 30 day” marijuanERsl%

and 13.1%, respectively). Furthermore, students in the predominantly rural sotgh-ce
region of the state reported the lowest prevalence of use for lifetime a0ty use,

at 18.3% and 7.8%, respectively).
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Since inhalants are easy to obtain, they are popular among younger students.
to changes of the wording on the survey, it is difficult to compare the reports lainhha
use from 2001 to 2003. Howevel?,&0d" and 13' 9"*%*Sreported 2.1% — 3.5% lower
inhalant use than their national counterparts. Also similar to national resulalepice
was lowest among yraders (2%) and highest amoffygsaders (5%). The
northeastern region of the state has the highest reported “lifetime” gmeegl11.7%),
while the southeastern region is the lowest (9%). The southwest region ofé¢he stat
reported the lowest “past 30 day” use (2.8%), with the northeast peaking thetsiate t
(4.1%).

Lifetime cocaine use among Pennsylvanian eighth (1.8%) a{h(BJSD%) graders
was slightly lower than the national survey (3.6% and 5.1%, respectively)imdfase
of cocaine by Pennsylvanian"igraders (7.4%) are similar to national"igtaders

(7.7%). As for crack, both “lifetime” and “past 30 days” are similar or sligbther

Due

than the national group. Heroin use follows a similar pattern but is beginning to become

more prevalent among $2jraders in the state. Eighth graders in the state use
hallucinogens slightly less than nation8l@aders, while state {Gnd 12 graders have
patterns similar to national students. EightH" 48d 13' graders reported slightly lower
methamphetamine use than their national counterparts. Finally, the use ®f ansbag
8" 10" and 12" graders of the state closely matches the national use.

Taken together, the results of large scale survey and community epidemiologi
studies suggests a significant treatment need nationally and regionadmmunities
across the rural-urban continuum. The following section examines the degreeho whic

substance abuse treatment is utilized by those who need it.
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Substance Abuse Treatment Utilization in Rural and Urban Areas

In citing the importance of treatment utilization research, Forthaly, €1995)
notes that failed opportunities to utilize treatment interrupts continuityrefacal
squanders health care resources—which are widely believed to be scarakareas
(Donnermeyer, 1997) . Despite the individual and economic costs of not understanding
treatment utilization, not much research has been devoted to the topic, sheeifidais
impacted by geographic location. To further complicate matters, healibese
utilization is an interdisciplinary topic for which the literature has non betegrated into
a comprehensive review. In fact, recent publications noted by this author spatdthe fie
of clinical psychology (Smith, Peck, & McGovern, 2004); criminology (Bouffard &
Smith, 2005; Robertson, 1997); and medicine (Rost, Fortney, Fischer, & Smith, 2002); as
well as more specialized fields such as behavioral economics (Brag, Gawaver,
Schroeder, Buck, Dilonardo, & Vandivort, 2005). Whereas a review of the data from all
of the aforementioned fields is beyond the scope of the current project, detaginsayi
national and regional estimates of treatment usage as well as a réfaevitating and
impeding factors to treatment utilization that have particular relevantent c
experiences across population densities.

One of the major issues that pervades the literature on substance abusattreatme
utilization is that treatment utilization is inconsistently defined acstasdies. As noted
by Andersen, McCutcheon, Aday, Chiu, & Bell (1983) over twenty years ago, tesearc
on treatment use falls along two major themes. The first theme deals wittotess of

treatment utilization and the corresponding characteristics of the populatios. Thes
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characteristics include family income, insurance coverage, and hdilttlest The other
theme in the research is behaviorally based and operationalizes treathzatibutias an
outcome indicator of passage through the system. For example, utilizaticarntes
satisfaction scores refer to outcome indicators of treatment utilizatoay. &nd
Andersen (1974) posited the need for researchers to disassemble treatirendnuinto
three factors: predisposing factors, enabling factors, and need factoranohel is
discussed at length at the end of this section.
National Estimates

One of the primary sources of data on the use of substance abuse treatment
services is the Treatment Episode Data Set (TEDS). Specificailyfrden the
admission-based TEDS system comes from facilities that receiveaBtahol and/or
drug funding to provide substance abuse treatment services. Therefore thendiasdl is
inclusive, but instead represents information from publicly funded agenciestditg to
a) report from the TEDS (SAMHSA, 2003) , approximately 26.3 million persons aged 12
or older needed substance abuse treatment in the year 2002. Of these, approximately 30%
(7.7 million) were illicit drug users for which a mere 18% (1.4 million) receipedialty
treatment. The remaining 18.6 million persons who needed treatment represented persons
aged 12 or older who needed alcohol treatment, of which 1.5 million (8%) received
treatment. For both illicit drugs and alcohol, the rate of treatment need wasiateiyx
twice as high for males as for females with the greatest need for tné@meng those
aged 18 to 25. In 2002 approximately 6 million drug dependent persons and 17 million
alcohol dependants did not receive specialty treatment for their problem. Amoag thos

untreated for their problem, only 6 percent of drug dependants and 4.5 percent of alcohol
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dependants perceived an unmet need for treatment. Results from this aredysis al
revealed that the most common reason for needing but not receiving treatneenotver
being ready to stop and the cost of treatment.

A more recent report of TEDS data indicates that five substances accaunted f
approximately 96% of TEDS admissions in 2007: alcohol (40%), opiates (19%; primarily
heroin), marijuana/hashish (16%), cocaine (13%), and stimulants (8%; pyimaril
methamphetamine; SAMHSA, 2009). Trends analysis suggests that between 1993 to
2003, admissions for alcohol as a primary substance fell from 57% in 1993 to 42% in
2003. During the same time span heroin admissions increased slightly from 12 percent
1993 to 15% in 2003. Moreover, sixty one percent of heroin admissions reported
injection as the primary route of administration. Admissions for cocaine/cisck a
decreased from 1993 to 2003 from 17 percent to 14 percent respectively.
Methamphetamine/amphetamine and other stimulant admissions also increas2d fr
percent in 1993 to 7 percent in 2003. Narcotic painkiller admissions skyrocketed between
1992 and 2002 by 155 percent (Substance Abuse and Mental Health Services
Administration, 2004). Moreover, there appears to be a direct relationship between
narcotic painkiller admission and level of urbanicity with increasingly mighenission
rates for rural and very rural areas. Other data from TEDS inditatesore than half
(62%) of all treatment admissions were for outpatient services and droits avere
referred via the criminal justice system (36%) than any other aéaurce.

The Drug and Alcohol Services Information System (DASIS) evaluated of
treatment across population densities. A recent report on data from DASI|S% detvel

in spite of similar trends in abuse/dependence between urban and rural are@® ohly
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all admissions to substance abuse treatment facilities were tadagdilirural areas
(Substance Abuse and Mental Health Services Administration, 2005). The report also
revealed that 52% of rural admissions, as compared to 40% of urban admission, were for
alcohol as the primary substance of abuse. Moreover, admissions in rural aeas we
more likely to be the result of referrals from the criminal justiceesyshan were those
in urban areas (47 and 35 percent, respectively). These results suggesalthat rur
alcoholics may be more likely to seek treatment than do their illicit drug using
counterparts.
Regional Estimates

Data from DASIS also reveals trends substance abuse treatmenti@asniss
Pennsylvania. Results from 2004 indicate that approximately 85,000 admissions were
achieved during that year. The top three primary substances of abuse as beethia t
were: alcohol (n=19,276), heroin (n=19,079), and alcohol with secondary drug
(n=14315). Moreover, men accounted for 68.1 percent of all admissions. In regards to
the racial characteristics of those admitted for treatment, data frosariey indicates
that Whites accounted for 75.4 percent of admissions.

Another study examined state-level treatment needs by looking at s@bstanc
related deaths and arrests in every state (McAuliffe, LaBrie, WoodworthgZ&a
Dunn, 2003). By converting the mean drug and alcohol mortality and arrest rates into z-
scores, the authors created indices of need including an alcohol need index (AdNI), dru
need index (DNI) and substance need index (SNI), with scores ranging frometl to
100 (highest). These indices were then used as a standard of comparison for SHSDA’

state estimates. The results of their study suggest wide varidgitiseen states with
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regard to treatment need. For example, the range of TEDS alcohol treatmession
rates among the 50 states ranged from 66 per 100,000 to 1,152 per 100,000, with a
median alcohol admission rate of 347 per 100,000. More results from the study revealed
that the Northeast region of the country consisted of places with more severe atzbhol
drug use disorders. Specifically, New York’s DNI approximated the upperdirthie
drug need index (i.e., 100), while Pennsylvnia’s DNI was approximated at 33ahdseg
to the alcohol need index, higher index scores were associated with moreatasl st
with New Mexico’s ANI being the highest at 89. The largest groups ofdtae had the
lowest ANI scores spanned New Jersey (ANI= 32) to lllinois (ANI=35), with
Pennsylvania’s ANI measuring 27.
Theoretical Background

Despite the various treatment modalities available to today’s substanceleeipe
the evidence points to the fact that approximately 10% of those who meea ¢ateri
substance use disorders actually participate in some type of intervemtoydet to
improve treatment seeking rates, researchers have attempted to lotafdgtors that
facilitate and inhibit treatment entry. This literature has reveakddratment seeking is
a multifaceted and dynamic process which spans two broad categorie®« flaat
influence treatment seeking: dispositional factors and contextual factoan(Bt al,
2005). Dispositional factors are individual or person-centered variables suckeas pat
motivation and/or stage of change, patient problem recognition, self-perceptiiness
severity and demographic characteristics such as gender, income, edacation,
race/ethnicity. Contextual factors are systemic and oftentimes encofapgey systems

of influence such as social support, the availability of services and helpingsioofs,
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the geographical accessibility of treatment, and community norms olnisvghat
misleading to classify these factors in a dichotomous dispositional-contextegory
because many of these variables are intertwined.
The Behavioral Model of Health Services Use

As it was previously noted, the literature on health service utilization spans
several academic fields and has not been comprehensively integratedbéssitoe
substance abuse treatment experiences across population densities.ingtdgrat
available information from multiple perspectives is a daunting task thatesgn
organizing framework so that variables can be logically explored for outc@imesnost
widely cited framework for health care utilization is the Behavioral Moélélealth
Services Use as posited by Aday and Andersen (1973; Andersen, 1995). According to
Andersen (1995) the model was proposed to explore why individuals use health services
and to operationalize access to health care in a manner that might impact putyidmpoli
their model, the authors posit that access to and the use of health care sygtems (e.
substance abuse treatment) is a function of the interaction between an individual’s
predisposition to use services, along with enabling or inhibiting factors of sasecnd
an overall need for care. Predisposing factors are population based and refento pat
demographics. Enabling resources refer to the personal and communitydevetes
that must be available for service use to occur. Finally, need factors refeetce
professionally evaluated or self-perceived need for services. Ieiat @ealuation of the
health behavior model, Andersen (1995) suggested small changes to the model including
adding social relationships as a measure of enabling resources, deemppascaivgd

need as the primary determinant of service use, and has added psychologicaisviariabl
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predisposing characteristics including mental dysfunction, cognitive imgairm@and
autonomy.
Application to Substance Abuse Treatment Utilization

As it was originally proposed, the behavioral model seemed more oriented towar
medical service utilization to the exclusion of health fields such as ¢lpsgahology.
However, since then there have been substantial contributions to the literature that us
model, or aspects thereof to improve understanding about the use of psychological
services in general and substance abuse treatment services spedtiedisposing
factors have received considerable attention in the literature. Fopkxdhe evaluation
of gender differences in substance abuse experiences (i.e., etiology, diseassiomgr
and treatment needs) is a relatively new phenomenon in psychological géishiey,
2003). Recently, however, substance abuse researchers have begun to question the
generalizability of substance abuse research which, historically, lthsarsgles that
underrepresent women. The results of such inquiries have netted specifiefrteat
considerations for both men and women that can be implemented to improve treatment
outcome for these groups. Despite the paucity of research examining the gendered
experience for substance abuse, the available data has revealedrsdeamaitthy
differences. First, research has long cited differences in diseasegsiogrand
underlying biological mechanisms. Data from Project MATCH (1997) revelaed t
women in the study began experiencing drinking problems and appeared to exhibit a loss
of control of their drinking at a later age than did their male counterpartsovore
women in this same study progressed more rapidly from regular drinking to the

occurrence of drinking problems and treatment seeking. It is suspected that gende
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differences in disease progression as noted in Project MATCH and other studies |
attributable to metabolic differences in men and women, specifically hogll lethanol

levels after alcohol ingestion due to lower average total body water codtards (&

Jones, 1976). Several studies also site gender differences in barriersrieriteat

Greenfield, Weis, Muenz, Vagge, Kelly, and Bello, (1998) found that men are less likely

to have children and more likely to have more resources than their femalerpariste

Also, women seem to be more clear about their reasons for using, citing la)elines
depression, and financial concerns as the main reasons for drug abuse. Men, on the other
hand, indicated less knowledge about contributing factors to their drug abuse.

There is also evidence that gender may be an explanatory variable in pgedicti
the use of mental health services across population densities. For example, Spee
Williams, West, & Dupree (1991) found that well-educated women were more tikely
utilize outpatient mental health treatment than were there male coutgefrasther
study found that rural residents, regardless of gender, were lessdikelye participated
in certain mental health services (e.g., case management and day trethtamewpre
their nonrural counterparts (Sullivan, Jackson, & Spitzer, 1996). Such conflictinig resul
suggest that further inquiry is required.

There is also evidence that patterns of substance abuse treatmetioutiliza
differs across racial/ethnic groups. For example, Angold et al (2002) surve st ¢inés
of over 4,000 children in rural North Carolina. The results of their study found no
significant racial/ethnic differences in regards to the prevalenpsyehiatric disorder;
however there was a significant difference in the use of mental healtbeserAfrican

Americans were less likely to use specialty mental health services ¢énarthgir White
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counterparts (3.2% and 6.1% respectively). In another study, Lopez (2004) examined
over 9000 White, Hispanic, and African-American juvenile drug-user and found
significant differences between racial/ethnic groups on frequency olidajgast

treatment utilization, self-reported dependency, and polysubstance abusec&lyecif

Black and Hispanic juveniles were less likely to perceive a need fanegagthowever,

clients across racial groups who recognized their own dependency werekelgro|
acknowledge the need for treatment as compared to their same race casnidrpatid

not recognize a problem. One possible explanation of such results can be found in studies
which examine perceptions of racial barriers. For example, in her stuttyastat,000

survey respondents in the South, Brown (2006) found that 36% of respondents, including
54% of African-Americans and 23% of Whites, perceived racial barriers ti lvaaé in

their community. Moreover, those who perceived racial barriers were moretbkel

report less satisfaction with the quality of care they received suggestiossible

explanation for differences in treatment utilization between racialetmoups. Overall,

more research is needed to examine what if any, effect one’s race/gthagn

perceived barriers to substance abuse treatment.

According to Aday and Andersen, health beliefs are also predisposing
characteristics to health service use. Health beliefs are “attitudessyahd knowledge
that people have about health and health services that might impact their subsequent
perceptions of need and use of health services (Andersen, 1995, pg. 2). The extent to
which privacy concerns and conservative help-seeking attitudes act aslarrier
treatment utilization across population densities is largely unknown. Howewveligher

some evidence that warrants further examination. For example, some populations (i.e
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rural persons) may be less likely to seek help due to privacy concerns. Durg2066al

found that rural American Indians were less likely to have utilized behaviotti hea
services that are provided by tribal organizations due to privacy concerns. Agtather
found that men in rural areas hold the most negative attitudes about help-seeking (Hoyt,
Conger, Valde, and Weihs, 1997). In spite of these negative attitudes toward helg-seekin
there is evidence that education about mental health can increase positigdesatttvard
seeking help (Esters, Cooker, & Ittenbach, 1998).

Enabling variables are the second class of factors discussed in the behavioral
model. These are considered factors that facilitate or inhibit treatmierdgtign can be
either personal or community-wide; however both must exist in order to facilitat
treatment utilization (Andersen, 1995). Individual enabling factors reféeteesources
individuals have that enable service use, including but not limited to income, insurance
coverage, etc. Enabling factors can also include qualities of the commungyehat
related to the availability of personnel and services, the ease of aditgs¥ilsaid
services, travel to treatment, and waiting times. Several federalededestel databases
are useful in examining enabling factors across geographic location. Foplexdata
released by the United States Department of Agriculture cited sizeHblentes in
income, education, and insurance coverage for persons in rural versus urban areas
(USDA, 2003). More specifically, Goins, Williams, Carter, Spencer, and Solovieva
(2005) found that rural elders experienced barriers to treatment that wetly dalated
to enabling factors including transportation difficulties and financiataimns. These
factors are suspected to prohibit many rural persons from seekinganegéfgency for

Health Care Policy and Research, 1996).
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Community level factors have also received attention in the literature oalment
health or substance abuse treatment seeking across population densitiesilaiiktyava
of substance abuse treatment services is one such variable. According toessamaty
about 82% of adults with alcohol dependence or abuse nationwide lived within 5 miles of
a treatment facility (Office of Applied Statistics, 2002). However, rtmalysis of the
data indicates that a mere 62% and 21% of persons in rural and frontier (i.e., the least
most populated areas) respectively, lived within 5 miles of a treatmerityfasiinost
100% of adults with alcohol dependence or abuse who reside in large metropolitan areas
have at least two treatment facilities to choose from within a 15 mile radieseT
numbers are strikingly different from rural and frontier areas where &t4206 of
adults who were dependent on or abused alcohol had two or more facilities to choose
within 15 miles. The data is similar when one examines the availability of hinexatiéh
services in rural versus urban areas with research indicating that theegpofct
psychology in rural areas is a much needed service that is often complex, with most
psychologists indicating a lack of training in substance abuse treatméoti(&eVik,

2001). Given that rural substance abusers must travel farther distancestioemtat is
also logical to conclude that accessibility might be a barrier to treasimeet mobility is
not a given, especially for the substance abuser.

Need factors are the final class of variables incorporated into the Aday and
Andersen model; however very little research exists that examines howatiess are
impacted by geographic location. The aforementionaed national, regional, dnd loca
estimates suggest that the base rates for substance use disorders aglatssmop

densities is substantial thus indicating a professionally evaluated meéeshtment.
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There is also evidence that shows the predictive utility of self-perceieetfaetors in
treatment seeking. For example, research has shown that chronic ruralcibbiasers
are less likely to seek help for alcoholism or drug addiction in comparison to thesir ur
counterparts partially because they do not perceive their substance abuse asm proble
(Warner & Leukefeld, 2003). These results highlight the importance of pelldéhess
severity and suggest that improving problem recognition, or self-perceived need for
treatment, may improve entry into treatment.

Regarding geographic location differences in illness/need-deflattors, Warner
and Leukefeld (2001) found that the explanatory power of iliness severityreatsy
attenuated when rural and very rural status was included in their model. In otdsr w
persons in rural or very rural areas sought help at different rates thanididthe
counterparts, despite having similar illness profiles. In explaining #silts, the
authors noted that rural and very rural residents were lower in problem recognition.
Similarly, Ross, Lin, and Cunningham found that urban residents were more likely to
seek help than their rural counterparts, regardless of illness sevlgge fesults suggest
that illness severity may not be as robust a measure of treatment seakiag @ce
believed.

Notably, a severe limitation in the previous research on treatment ubitizeds
been narrow definitions of treatment. Considering the aforementioned paucity of
treatment facilities in rural areas, as well as the distrust for hgipofgssionals and
differing help-seeking attitudes, it is reasonable to speculate thatresidents might be
seeking help from nonprofessional sources (i.e., services/professionals svatides

attached to it). One study of the general population found that 27% of respondents who
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met criteria for substance use disorders had sought help from non professional sources
such as telephone hotlines, a self-help group, or a vocational program (Ross, Lin, and
Cunningham, 1999). These results suggest that a considerable portion of alcoholics or
addicts may be presenting for treatment at venues that have not beensemgehyzed

in the scientific literature. Moreover, such data suggests the need to broadeoed na
ideas of treatment to include both professional and nonprofessional sources.

In sum, the research on substance abuse and dependence trends and the
corresponding utilization of substance abuse treatment across population glensitie
lacking. The studies that are available have limited generalizatdtause of varied
definitions of rural, the heterogeneity within rural and urban populations, a palcity o
knowledge about rural help-seeking attitudes, and because of narrow definitions of
treatment utilization. As such, the present study will serve to update the knowledge
available on factors that might positively or negatively impact the vathsvhich
substances abusers in rural and urban areas seek treatment. Such resediosh will a
policy makers and clinicians to maximize on characteristics that proreatenent
seeking and to directly address the barriers to treatment across populatitesdensi
Overall, the extant research leaves a few key questions unanswered—atitoave
addressed in the present research. For example, research has yet toinneoaeways
different definitions of rural and urban impact data analysis. This studlgailght to
answer the question on whether there are rural-urban differences in predisposing,
enabling, and illness/need factors that predict treatment utilization.Fitadl study

sought to answer the question of whether there are rural-urban differences in the
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professional and nonprofessional sources frequented for help with substance use
disorders.

Hypotheses
Hypothesis 1 Predisposing variablelt was hypothesized that there would be significant
rural-urban differences on key predisposing variables (gender, racatgitage, and
help-seeking beliefs). Specifically, it was hypothesized that rurdiergs receiving
treatment would be less diverse, and that urban residents would endorse higkesrscore
the help-seeking measure (i.e., they will endorse more favorable attibwdes help-
seeking).
Hypothesis 2. Enabling variabl&egarding enabling variables, it was hypothesized that
there would be significant rural-urban differences on key variables sunbane,
insurance coverage, education level, availability of treatment, andsamligsof
treatment. Specifically, it was predicted that urban residents would eefayger income
than rural residents, endorse having health insurance moreso than rural eots)teng
would have obtained a higher level of education than rural counterparts. It was also
hypothesized that rural residents would perceive treatment as being ikessl@zad
accessible than their urban counterparts as evidenced by lower atitteasithi
availability scores.
Hypothesis 3. Need factoRegarding illness/need factors it was hypothesized that here
would be significant rural-urban differences on key factors such as gederit
dependence and problem recognition. Specifically, it was predicted thabutpatients

would have higher alcohol and substance dependence scores and that urban residents
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would be more apt to recognize addiction problems (i.e., they will have higher problem
recognition scores).

Hypothesis 4Given the aforementioned differences in predisposing, enabling, and
illness/need factors, it was hypothesized that there would be significartiroaa
differences in the length of time to get into treatment. Specifically,rural residents
would report longer delays for treatment seeking than their urban courgerpart
Hypothesis 51t was also hypothesized that there would be a significant interaction
between predisposing, enabling, and iliness/need factors. Specifically,thouaht that
treatment seeking will not be related to illness severity alone. Ratleelisposing and
enabling factors will attenuate the predictive utility of illness ggue

Hypothesis 6Given privacy concerns and differences in help-seeking attitudes, it was
hypothesized that there would be significant rural-urban differences i wheple have

gone for help (i.e., professional versus nonprofessional sources).
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CHAPTER Illl: PROCEDURES
Methods
Participants

A multistage sampling method was utilized for this study. In stage one, the
researcher employed a stratified random sampling method to select tree¢mers
from a complete list of licensed drug and alcohol providers in the state of Remiayl
The list of facilities is organized by county and is published annually by the yAeama
State Department of Health (PA Department of Health, 2006). The resecladssied
counties as either rural or urban according to the Center for Rural Pennsglvania’
definition of a rural county ,which is those counties with population densities less than
274 person per square mile. From these lists of approximately 50 centers (25 rural, 25
urban) the researcher randomly chose drug and alcohol facilities then telkphone
respective treatment administrators in an attempt to introduce them to thelstine
event a treatment administrator could not be reached directly, the resealioled up
with a letter and an email. Stage one of the sampling method did not net angiiteatm
centers willing to grant consent to participate as many administratogswwable to be
reached or did not respond to efforts to contact them. However, the researcher obtained
feedback from treatment administrators about reasons for their reluctancecipaia in
this research. Notably, rural areas seem more likely to have treatdmeimistrators who
serve as the lead administrator for more than one center in a given county/céiamties
example, two rural Northwestern Pennsylvania counties (and their 8 treaenésris)
share the same treatment administrator. As such, a failure to gansentfrom this

administrator automatically disqualified all 8 treatment centers. Agampki@nomenon
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seems unique to rural counties where there may be fewer staff restruroese urban

counties, many treatment administrators did not return phone calls for reasons unknown
to the researcher. When asked for feedback on how to make the research more amenable
for everyday life in treatment facilities, typically, treatment adstrators from rural

areas cited a lack of office space, lack of staff, and confidentiality cehasmreasons

they chose not to participate.

In stage two of the sampling method, the researcher added both internet and mail-
in options to the data collection method. In order to bypass potential barriers tohresea
participation, treatment administrators were allowed to choose a datdicoll@ethod
based upon their knowledge about staff, resources, and patient preference. Also, the
researcher contacted key informants in the drug and alcohol treatment coyrfiorunit
assistance with sampling. These informants included a federal socigrwotlk 6 years
in the D&A treatment field, a treatment facility CEO, and a researclysinvaho has
overseen research endeavors in rural Pennsylvania. Two urban treatmestgranted
consent to participate as a result of this second stage.

With two additional data collection methods and insights from key informants, the
researcher implemented stage three of the sampling method. This method was
convenience sampling by working with key informants who contacted other persons they
knew in the field including county administrators, counselors, and recovering
addicts/alcoholics. This method netted one rural treatment center who agreed to
participate in the research. Through a series of cold calls the reseaphieecdconsent
from 3 additional rural treatment centers to participate in the researchi,ashieh

brought the final number of treatment centers who granted consent to partwipat®f
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the six drug and alcohol treatment facilities who granted consent for partioipathe
research, data was collected from two rural and two urban centers. The othemtere ce
dropped out of the study without contributing data for reasons yet unknown.

The resultant sample in this study consisted of 53 participants with 32% (n=17) of
the sample coming from rural treatment centers and 68% (n= 36) of the samjplg com
from urban treatment centers. Participants received a $5.00 gift cestificatompleting
the research survey.

Materials

The experimenters created a survey to assess predisposing, enabling, and
illness/need factors (See Appendix A). For the purposes of this research, predispos
factors are demographic variables and help seeking attitudes. Enablorg &aet
measured as the availability of treatment, the accessibility of teestother barriers to
treatment (which are discussed later). Finally, illness/seveaitpifs are measured as the
severity of alcohol dependence, the severity of drug dependence, and problem
recognition. The following sections detail how each of these were measured.
Predisposing Factors

Because several demographic variables impact treatment utilizatss, these
were examined according to gender, race/ethnicity, and age. Hkipgsatitudes were
assessed via the Attitudes Toward Seeking Professional Psychologg&daéd
(ATSPPHS; Fischer & Turner, 1970). The 10-item scale has been widely used in the
psychological literature and has proven reliability and validity (Hatch@06). Scores
range from O to 30 with higher scores indicating more favorable attitudes ahwut hel

seeking. The ATSPPHS is presented in Appendix B.
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Enabling Factors

Perceptions of treatment availability and accessibility were #jerranabling
variables assessed in this study. Several items were designed toragsesnt
availability and accessibility. For the purpose of this study treatenailability was
defined as the perceived quantity of treatment options in a given area. Thbilayaila
guestions were designed as Likert scale items which read, “Thesevam@l agencies in
my city/town that help people who have problems with alcohol/drugs”, “As far as | know,
there are more than enough 12 step meetings such as AA and NA in the area where |
live”, and “It is easy to get treatment for alcohol problems in my city/tolten
responses ranged on a scale from 1 (strongly disagree) to 5 (stronghywatirdegher
scores indicating more availability. Overall, respondent scores on thalakgiimeasure
could possibly range from 3 to 15, with higher scores indicating higher perceived
treatment availability. Scores on these items were summed to yietdeptian of
Availability Scale (PAS) total score.

Four items assessed treatment accessibility which for the purposestidigiwas
defined as the perceived ease with which one can access available s€Ehedast
guestion was, “How many miles did you travel to participate in treatmeng¢3phdRses
for this item ranged from less than 1 mile (8 points) to 26 or more miles (0 points).
Another item read, “On average, how long does it take you to get to the outpatient
treatment facility from your home using your usual mode of transportation®esSon
this item ranged from less than 10 minutes (6 points) to more than an hour (0 points). A
third item assessing treatment accessibility concerned wasitsgResponses on this

item ranged from less than 1 week (8 points) to more than a month (0 points). Finally, a
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fourth item assessing accessibility reads, “How do you normally getatmtent?” There
are eight responses for this item; however endorsement of any mode of traiasporta
was coded as 1. Endorsement of the final response (i.e., “I do not have reliable
transportation”) was coded as “0”. Scores were summed to yield a Perception of
Accessibility (PASc) total score, w hich could potentitally range fromZBtwith higher
scores indicating more perceived accessibility.

Other enabling factors were assessed with additional items such as the atimber
days patients had to wait until they received treatment, marital statuatiedakt
attainment, employment, and income.

Participant rural or urban status was also considered an enabling vgivainle
the speculated community resource differences across geographirischiist,
surveys were coded according to whether or not the were sent to treatmers icent
rural or urban areas. Second, the survey itself includes two items that asslest le
urbanicity. The first item read, “How would you describe the area wheréweaa the
most over the past 12 months?” Response categories for this item range from 0 (Ve
rural) to 4 (Urban). The other item that assesses level of urbanicity splifisks
respondents to identify the zipcode they resided in most during the last 12 months.
lliness/need Factors

Four variables were assessed to account for illness/need factordyssveri
alcohol dependence, severity of drug dependence, treatment history, and problem
recognition. Severity of alcohol dependence was assessed via the Alcohodl&regee
Scale (ADS; Skinner & Allen, 1982). The ADS is a 25 item measure of withdrawal

symptoms, increased tolerance, impairments in control, knowledge of drinking
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compulsion, and alcohol seeking behavior. Items are scored on a scale from 0 to 3. Scores
on the ADS range from 0 to 47 and are divided into quartiles for interpretative purposes.
Quatrtiles are categorized as low, intermediate, substantial, and seetsefealcohol
dependence. Research has shown that a score of 9 or more is reliably predictive of a
DSM diagnosis of alcohol dependence. Other research has shown that the ADS has
adequate content, construct, and criterion validity (National Institutes ¢hHl#H],
2003). The ADS is presented in Appendix C.

Severity of drug dependence was assessed via the Severity of Degefidaiec
(SDS; Gossop, Darke, Griffiths, Hondo, Powis, Hall, & Strang, 1999). The SDS is a five
item self-report instrument. The instrument focuses on psychological aspects of
dependence including impaired control and drug preoccupation. It has been used with
patients addicted to heroin, cocaine, amphetamines, and benzodiazpines. Studies show
the SDS has acceptable reliability and validity; however its abilitptieectly diagnose
cannibis dependence has been questioned (Dawe, Loxton, Hides, Kavannah, Mattix,
2002). Cutoff scores of 3, 4, and 6 are used for cannabis, amphetamine, and
benzodiazepine dependence respectively. The SDS is presented in Appendix D.

Five items were used to assess treatment history. The first itds) fel@w long
have you been getting treatment for alcohol and/or drugs at this agency.” ®hd sec
item assesses if the respondent is a first time or repeat treatmesgiadnThis item
reads, “How many times have you received treatment for alcohol and/or drunys] A t
item establishes the dependent measure and reads, “Prior to the treatmeat you a
receiving now, have you EVER sought help for alcohol or drug problems from” a list of

four nonprofessional and four professional sources of help proceeds this stem. For the
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purpose of this research, nonprofessional sources of help are defined broadly as non-
specialist providers including 12 step meetings, social service agaetaphone
helplines, or a church/religious organization. Professional sources are helpdrbtiede
current treatment agency, a family doctor/physician, hospital emergaocy or
jail/prison treatment center. Participants respond yes or no to this itgeida total
Nonprofessional Help Seeking score that potentially ranges from 0 to 4. Sinstates
were computed for a Professional Help Seeking score that ranges from 0 twufthA f
item examines the time it took for respondents to first seek treatment.erhiseiads,
“Thinking back to the first time you realized you needed treatment for aleolabr
drugs, how long did it take you to decide to get help?” Finally, a fifth item asks
participants how many times they received counseling for drugs/alcohd agydmncy.

Nine items were taken from the Texas Christian University Treatmetvéfion
Scales to assess respondent problem recognition. The items were drawheiproblem
recognition subscale. Extensive research has been conducted on the psychoftlegrics
scale which have yielded acceptable reliability and validity (Knigbtcéi, & Simpson,
1994). Typical items on this subscale are “Your alcohol/drug use is a problem for you”,
and “Your alcohol/drug use was more trouble than it was worth. For this studyntise ite
are ranged on a scale from 1 (Disagree Strongly) to 7 (Agree Stronghy@sSange
from 9 to 63 with higher scores indicating a higher level of problem recognition. The

TCU Treatment Motivation Scale is presented in Appendix D.
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Although any of the aforementioned predisposing, enabling, and illness/need
factors could end up being a barrier to treatment, the researcher creatddpendent
scale to further assess respondent’s experience with receivingeneaBaveral barriers
to treatment were identified in the previous research for inclusion in this study.
Specifically, the researchers identified 10 (i.e., common reasons people hidgTfor
wanting treatment). Typical items on this scale include, “I t would be difficdiht a
ride to and from treatment”, “I’'m embarrassed at needing help for myailaod
drug/use. Scores range from 0 to 20 with higher scores indicating the presence of mor
barriers to treatment.

Given the inherent limitations in conducting survey research on a socially
unacceptable topic, the researcher chose to create three items to seangakation
checks to assess respondent test-taking attitude. The first item tdads,you ever used
the drug derbisol?” This item acts as a validity check on participeait of past
substance abuse. The second validity item reads, “I answered all the questioss on t
survey”. The third validity item reads, “I answered all questions as homessgigssible.”
Affirmative endorsement of two or more validity items will render a protaoakable.
These latter two items, while suspected to be high in face validity, segenths
reminders for participants to answer all questions in an honest fashion.

Procedures

Treatment centers who granted consent to participate in the study wee bysit

the researcher on an agreed upon date. Signs advertising the research oppe@rteinity w

displayed by treatment center administrators (See Appendix E). At alltbi¢e
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researcher was given an office or meeting space wherein the survagmaistered in
group format. Informed consent was read aloud to all participants. Upon submitting a
survey participants were given a $5.00 gift certificate and debriefiteg (See Appendix
F).
Plan of Analysis

After protocols were evaluated for manipulation checks, the data was explored for
descriptive information. Next, the experimenter will compare subjectid®bjective
classifications of rural and urban. In the third step of the analysis theatesear
conducted t-test and ANOVAs (for continuous variables) or chi-square esdfgs
categorical variables) on predisposing, enabling, and illness sevetdysfacross rural
and urban residents. Since illness severity is such a key variable, the third s&ep in t
analysis was to correlate subjective and objective measures of addestawitys
Specifically, the researcher correlated scores from the ADS and 8D&sponses to
the item that reads, “Thinking back to the 30 days before you entered treatrhént at t
agency, how severe (i.e., bad) was your addiction to alcohol/drugs?” Responses on this
item range from O (I did not drink/use drugs at all) to 4 ( | was severely eddact
alcohol/drugs). Although it was hoped to proceed with the analysis by incorporating
predisposing, enabling, and need factors into a logistic regression model, the s&nple s
prohibited such analysis. As such, MANOVAs were conducted to examine the impact of
rural/urban status, and various covariates, on the use of nonprofessional and professional

help.
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CHAPTER IV
RESULTS
Quantitative Data

A major goal of this research was to arrive at an appropriate definitioradf rur
and urban for this and future studies. Consequently, both objective and subjective
measures of rural and urban were assessed to determine whether widelyingesle
of rural and urban (e.g., objective classifications) are likely to impaatatetlysis
results. Much of the previous research on rural/urban comparisons utilizes an objective
description of rural and urban, which typically is a variable that is defined yntited
States Census Bureau or another federal/governing agency. In such studiesctheobj
classification of rural and urban is a dichotomous variable.

In this study an objective classification of rural/urban was based upomiter C
for Rural Pennsylvania’s guidelines, which identify a specific rurdl@aban as
rural/urban by the number of persons per square mile. For example, counties with less
than 274 persons per square mile are described by the Center for Rural Pennsylvania
rural counties . Those with more than 274 persons per square mile are described as urban
counties. Using these guidelines data was obtained from two rural counties wit
population densities of 222 and 49 persons per square mile respectively. Data was
selected from a single urban county with a geographic location of 1,755 persons per
square mile. A total of 34 subjects completed surveys from two urban treatmens.cent
Data from treatment centers located in rural counties were coded as Osnthessafrom

urban treatment centers were coded as 1.
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Subjective determinations of rural and urban were made according to client
perception via an item that asked participants to describe the area wheesitieg
longest over the previous 12 months. Possible responses (and their respective cedes) we
as follows: Very rural (0), Rural (1), Suburban (2), Urban (3), and Very Urban (4).
Approximately 60% of outpatients at rural treatment centers perceivedhtinee
community rural and urban as being either rural or very rural . Similarly, 53% of
participants at urban treatment centers perceived their rural and urbangasithesr
urban or very urban.

A chi-square test of independence was conducted to determine if treatment center

location and perception of rural and urban were independent of each other. Analysis

yielded an insignificant relationship, %){4,53]: 7.86, p>.05) thus suggesting there
would not be significant differences in data analysis with the use of objectaiesve
subjective classification for further analyses. Given this result, and dieesntall
sample size in the overall study, it was decided to use the rural/urban dichotomous
variable for the remainder of analyses. A frequency distribution for thissaéy
presented in Table 1. Notably, these results are less reliable given iestiffell sizes.
Predisposing Factors

According to the Aday and Andersen (1973) Behavioral Model of Health Services
Use, predisposing variables are the constellation of factors that predisposene to
utilize services. In this study, the predisposing variables of interestgeeder, age,
race/ethnicity, marital status, sexuality/sexual behavior. Healthif$alie were also

assessed as a predisposing variable, which is consistent with the Andersbasmaele
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The majority of rural participants were female (N=10, 67%), single (N3%,) 5
and endorsed having had sex with only members of the opposite sex during the past 12
months (N=12, 82%). The majority of urban participants were female as w&p(N
65%), single (N=27, 80%), and endorsed only having had sex with members of the
opposite sex during the last 12 months (N=20, 60%). Participant age ranged from 22-68
years, with rural subjects (M=33 years, SD=8.00) being generally youngehtia
urban counterparts (M=44, SD=13.47). The sample was racially diverse and consisted of
Caucasians (55%, N= 27), Blacks/African Americans (41%, N=20), and other/moead ra
ethnicity (4%, N=2). The rural sample was 100% Caucasian. The urban samptereas
racially mixed and consisted predominantly of Caucasians (37%), Black#\frica
Americans (57%).

Two hypotheses were made regarding predisposing variables. Fird, it wa
hypothesized the rural sample would be less racially diverse than the urbae. gampl
chi-square test was conducted to determine whether the racial variabiitgs expected.

Results suggest the rural sample was significantly less diverse thabdhesample

with X2 (3, 49) = .497, p<.05. Results from an independent samples t-test show that rural
participants were significantly younger than their urban counterpartslaswih t(48)=-
2.97, p<05. There was a trend for significant marital status differencescetineerural

and urban samples, with rural samples being more likely to be married; howsver thi

comparison was not significant,z)(fs, 49) =6.99, p=.07. Given the borderline
significance of this result a meaningful difference in maritatstatay have been

detected with a higher sample size.
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It was also hypothesized there would be significant rural-urban differances i
help-seeking beliefs/attitudes. To analyze this data the researcheedussponses to
the Attitudes Toward Seeking Psychological Help Scale. An independent s&itgsies
was conducted to compare help-belief scores from rural (M=22.76, SD=3.36 )and urban
(M= 21.97, SD = 5.43) outpatients. Results indicated no significant rural-urban mean
differences on the total scale score, wife0)=.55, p>.05. Responses to attitudes toward
counseling effectiveness were assessed via the item, “Overall | delrexe that
counseling for alcohol/drug problems works.” Responses ranged on the scale of
O(disagree) to 3 (agree). Responses were reversed scored so that highezgespons
indicated more favorable attitudes to counseling effectiveness. Resultstedgges
significant rural-urban mean differences to this item, with t(50)=1.62, p>05.

Notably, there was a significant correlation between objective measure of the
attitude toward counseling and subjective evaluations of counseling effectivetites
r(47yx .565, p>05. This result suggests that across the rural-urban continuum, persons
who hold more positive help-seeking beliefs tended to evaluate treatmentveffess
more favorably. These variables and other selected predisposing factorssarmted in
Table 2, with appropriate test statistics and p-values.

It is unknown whether previous drug and alcohol treatment may have predisposed
participants to seek treatment on this occasion. As such several treatateuqt rel
variables were analyzed. Approximately 83% (N=44) of all participamisread having
received professional counseling for drugs and/or alcohol in the past and thereowe

significant differences between the rural (81%, N=13) and urban samples (83%), N

with X2 (1, 49) = .497, p=.48. Whereas fifty three percent of all participants endorsed
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having received counseling at the surveyed agency in the past, results suggested no
significant differences between the rural (56%, N= 8) and urban (40%, N= 14)

outpatients in whether they were first time recipients of counseling atithieyed

agency [)(’2 (1, 49)= 2.970, p=.226]. Additionally, there were no significant differences in
how many weeks participants had been patrticipating in counseling(48iF .553,
p>.05. Descriptive data for these variables are presented in Table 3.

Enabling Factors

The Aday and Andersen (1973) model also includes consideration of enabling
variables, which are defined as the constellation of factors that enaldersoio utilize
treatment. In this study, the enabling variables of interest were: geaavailability,
treatment accessibility, income, and health insurance.

The major enabling factor hypotheses concerned whether there would be rural
urban differences in perception of treatment availability and accessibii@gatment
availability was assessed via three likert scale items. The rbseammputed a
Perception of Availability Scale (PAS) total score by summing respdndbese three
items. Availability total scores ranged from O (poor availability) to 18h(laivailability),
with higher scores indicating greater levels of perceived availalflityndependent
samples t-test was conducted to evaluate mean PAS score differences letald®/1=
8.18, SD= 3.26) and urban (M= 11.63, SD= 2.34) outpatients. Data analysis indicated
that rural residents perceived treatment as being less available thaeididthan
counterparts, t(50)=-4.37, p<.01. Cohen’s d= .02, a small effect. (See Table 5 for PAS

inter-item correlations).

45



A Perception of Accessibility (PAcS) total score was also computsdryning
responses to four accessibility items, with higher scores indicatihgiigvels of
perceived accessibility. An independent samples t-test was conductedhairakeié
there were significant PAcS mean differences between rural (M= 14.184 3BFand
urban (M= 12.11, SD= 3.34) outpatients. Results from this analysis indicated there was a
trend toward significance with urban outpatients perceiving treatment asléssng
accessible; however this comparison was not significant, t(50)=1.89, p=.07. (Seé Tabl
for PACS inter-item correlations).

Notably, all three items on the PAS were significantly correlaiddthe PAS
total scores. Moreover, the strongest predictor of perceptions of treatvadability
was the amount of 12 step meetings in a given area.. All four items on the PAcS wer
significantly correlated with PACS total scores. Notably, the strormgedictor of
perceptions of treatment accessibility was the amount of time & talget from home to
treatment thus suggesting that accessibility may be most accuratelddas the
distance in time, and not necessarily in miles, that must be traveled to acatasmt.

Also of note, treatment availability and treatment accessibility aseptunalized in this
study are likely two distinct factors as they were not significantited, r(50)=.096,
p>.05.

Rural-urban differences on additional enabling variables were assesgeltl as

There were no significant educational difference% (X49)= 3.38, p=.07]; however this
comparison approached significance as rural outpatients endorsed having mbigtpost-

school education than their urban counterparts. There were also no significaahddte

in rural-urban income, %(5, 49)= 5.86, p>.05. It was predicted that urban residents
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would be more likely to have health insurance; however, this result was not

significant,)(2 (1, 49)= .475, p>.05. Data for all enabling variables are presented in Table
4,
lliness Severity/Need Factors

lliness/need factors are related to impairment and distress. The Aday and
Andersent (1973) model suggests an individual is likely to seek treatment if he/she
recognizes a problem and/or if there is a professionally evaluated nesdysés of these
variables are presented below. As operationalized in this study, illnesgyseged
factors include alcohol/drug dependence, problem recognition, and length of time t
treatment. Treatment history was also considered an illness sewsttyAactor.

Alcohol and drug dependence were assessed both objectively and subjectively.
Objective determinations were made via standardized instruments: thendiRISeeSDS.
There were no significant mean differences in alcohol dependence or substance
dependence scores across outpatients from rural and urban treatment wehtgd9)=
-1.216, p>.05 for alcohol dependence scores and t(49)=.266, p>.05 for substance
dependence scores.

Subjective evaluations of alcohol and drug severity were compared acadss rur
and urban outpatients as well. There were no significant mean differencee wener
also no significant differences in problem recognition scores between ruradl(b0s
SD= 9.65) and urban (M=56.17, SD= 9.83) outpatients, t(49)=.321, p>.05. Descriptive
data for illness severity/need factors are presented in Table 7.

In their study of rural and urban prisoners, Leukefeld and Warner (2003) reported

that rural prisoners had sought treatment at a later point in their addiction tharirdid the
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urban counterparts. To test this in the current study, participants were askatbiad
qguestion: “Thinking back to the first time you realized you needed treatmemtdbob
and/or drugs, how long did it take you to decide to get help?” As this was a closed-end
guestion, item responses ranged from less than 7 days (coded as 1) to 6 or raore year
(coded as 8). The researcher conducted a chi-square test for independencent® tieami

hypothesis that rural outpatients would have sought treatment later in thetraadttian

their urban counterparts. Results do not support this hypothgs(8,50)216.15, p>.05.
This result, however, is at best questionable as 77% of the cells had expected c®unts les
than five. Data from this analysis are presented in Figure 1.

Type of Help Sought

In order to establish the dependent measure for multivariate analysiespquatt
were asked to indicated whether they had utilized various sources of help @@ an it
which read, “Prior to the counseling you are receiving now have you ever solmht he
from...”. A list of 4 nonprofessional sources of help followed this prompt and
participants had the choice of responding “yes” or “no”. Similarly, a list of &psadnal
sources of help followed this same prompt.

In the entire sample, the most frequently cited source of nonprofessitmal he
sought in the past was telephone helplines (N=41, 81%). Responses from rural
participants (N=16) suggests they most frequently had utilized telephone helplines
(N=15, 93%)and social service agencies (N=13, 86%) and least likely to havelutilize
church/religious organizations (N=9, 60%) and 12 step groups (N=5, 31%). Urban
outpatients (N=34) indicated they most frequently had utilized telephone helplines

(N=26, 76%) and social service agencies (N=25, 73%) but had utilized churchealseligi
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organizations (N=24, 70%) and 12 step groups (N=11, 32%) less frequently. Overall,
there were no significant differences in where sources of professional and
nonprofessional help utilized between rural and urban participants. See Tables 8rand 9 f
descriptives, chi-square and p-values for nonprofessional and professional hedg,utili
respectively.

To analyze mean differences in the amount of nonprofessional help utilized in the
past a Nonprofessional Help Scale (NHS) score was computed by summimatafér
responses to the various sources of nonprofessional help. Scores could range from O to 4,
with higher scores indicating a greater use of nonprofessional help sources. A
Professional Help Seeking score (PHS) was summed in the same fashidinnhatisé
responses to the various sources of professional help sought in the past. PHS scores could
range from 0 to 4 with higher scores indicating a greater use of professignabbetes.

An independent samples t-test was conducted to determine whether thereralere ru
urban mean differences in Professional Help Seeking (PHS) scores. Reguiisted

there were no significant differences between rural (M=1.80, SD=1.32) and urban
(M=1.86, SD=1.03) mean PHS scores, t(48)= -1.70, p>.05. Similarly, there were no
significant mean differences between rural (M=1.25, SD=.93) and urban (M=1.56,
SD=1.40) Nonprofessional Help Seeking (NHS) scores with t(48)= -.80, p>.05. Notably,
there was a significant correlation between NHS and PHS scores, r(50)=.54, p<.01.

The researcher hypothesized that predictions about treatment utilizationbmig
improved if the variable “type of help sought” (i.e., professional versus nonprofdssiona
was regressed with multiple independent variables. However, the results of 8 pres

study suggest that a reasonably accurate prediction of professiat@leine utilized can
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be made about 81% (N=12) of the rural sample and 89% (N=31) of the urban sample.
Similarly a reasonably accurate predication can be made about non-profdssipnal
given that 94% of both rural (N=14) and urban (N=33) samples indicated they had sought
non-professional help. Given the small sample size in the current study r@gressi
analysis was unlikely to yield greater predictive utility for th& femaining participants
unaccounted for with the current predictions.
Multivariate Analyses

Another major goal of the current research was to examine the effect of
rural/urban status and various covariates on the use of professional and nonprofessional
treatment. To accomplish this the researcher conducted a series of naiéiigaalyses.
A oneway between-subjects multivariate analysis of variance (MANQYas
conducted to assess the effects of treatment location on use of professiarsal vers
nonprofessional treatment. Two dependent variables (DVs) that measured the type of
help sought were used. The overall means, standard deviations, and intercorrelation for
the two DVs are presented in Table 12. As reported in the table, the intertcorsela
between the DVs were moderate and significart (001) which justified the use of
MANOVA to reduce the Type-I error rate. Table 13 presents means and gtandar
deviations for the DVs broken-down by treatment location.

Exploratory data analyses failed to detect any significant betweep gr
differences for any of the DVs using the 5% level of significance; ants Bbtest was
not significant p = .18), indicating equality of variances- covariances among the two
DVs across the levels of the independent variables (IVs). SPSS MANOVA whfouse

the analyses. Using the Hotelling’s T criterion, the combined DVs were mificagtly
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affected by geographic location, Hotelling’s T= .(A2,6) = .283, p > .05. Univariate
results were not reviewed considering the absence of main effects in theanaié
analyses. Given the absence of effects in this multivariate analytbisrf’tMANOVAS
were not conducted.
Qualitative Data
The present study also included an open-ended item, which read, “Was there
anything at all that made you feel anxious, worried, or afraid to get heljzddroa
and/or drugs on this occasion?” Twenty-seven of the 53 participants responded to this
item, yielding a 51% overall response rate. Eight of the 27 responses (30% )tenthis
came from rural participants for a 47% rural response rate. The remainiegpb@ses
came from urban outpatients, thus yielding a 53% urban response rate. Responses were
analyzed for themes. Multifaceted responses were classified intomaorerte thematic
category as appropriate. Results from the theme analysis are presémtetblb@ved by
a table of verbatim responses.
Predisposing Factors
Responses from patrticipants in rural treatment centers were notcsighfior
barriers to treatment associated with demographics such as raceigthge, etc.
However, rural and urban outpatients endorsed help-seeking beliefs as beimg tmarrie
treatment. For example, one rural participant expressed concern thappatntcin
treatment would result in one being “labeled.” Three urban residents egeassety
about treatment effectiveness itself. Specifically, one urban outpatietet wro

“Also | didn't trust the treatment centers as far as their effeetss.”
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Enabling Factors

Enabling factors were predominantly endorsed by urban participants. Specifically,
data from a few of these participants suggests concern over the effects treatment might
have on one’s financial security or job status. Data from rural treatment centers did not
suggest individual or community enabling factors as a theme for those participants.

IIness Severity/Need Factors

Several urban participant responses suggested that need factors are distressing for
these participants. For example, one urban participants wrote, “yes. | was sick of living
the same life style and my health is not getting better.” Another urban participant simply
wrote, “sick and tired of being sick and tired.” Data from rural treatment center
participants did not fit into this thematic category.

Additional Themes

Approximately 50% of rural responses to this item indicated various forms of
confidentiality concerns as reasons that they felt uneasy about getting drug/alcohol
treatment on this occasion. Notably, responses suggest participant confidentiality
concerns were both macro and micro in that respondents endorsed fear/anxiety about
potential negative evaluation (i.e., being “looked down on” or “being labeled”) from
family, friends, and the larger community. For example, one participant’s response
suggests she was concerned about the larger community’s reaction to her treatment
seeking. Specifically, she wrote:

“Yes. | didn't realize how confidential counseling would be. Thought | may be

investigated. Relapse frightens me when I'm done with the program. | figured

people would find out about my problem and discriminate against me which |
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believe has already happened but | can't prove it.”
Another rural participant’s response suggested she may have been more cormrhed a
family and friends’ reaction to her had she sought treatment. She wrote:

“my biggest fear and concern about attending the methadone clinic was my mom
and other members finding out and not knowing how they would react.”

Three urban participants also cited confidentiality concerns as beimgea tia
treatment. Urban participant confidentiality concerns were also madranicro as
adequately represented by one participant who wrote:“Everyone would knowwidnst |

having drinking problems again...”
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CHAPTERV SUMMARY, CONCLUSION, AND RECCOMENDATIONS

This study examined potential barriers to drug and alcohol treatment utilization in
a sample of rural and urban outpatients by using the Behavioral Model of Health Services
Use (1973) as a theoretical guide for data analysis. There was also a largely exploratory
component of the research geared toward examining the data analytic impact of differing
definitions of “rural” and “urban.” It was hypothesized that there would be significant
rural-urban differences on key individual variables that predispose one to use treatment,
e.g., race/ethnicity and help seeking beliefs. Hypotheses were also made for key factors
that enable the use of treatment, namely perceptions of treatment availability and
accessibility, income, insurance coverage, and education level. Regarding illness/need
factors it was hypothesized that rural outpatients would have higher substance and
alcohol dependence scores, but endorse lower levels of problem recognition and thus also
report having taken a longer time to get into treatment. Given the expected differences in
help-seeking beliefs it was hypothesized that rural and urban outpatients would have
utilized nonprofessional help sources differently as well.

The hypotheses about predisposing variables were supported in striking ways. For
example, the rural sample was 100% Caucasian as compared to the urban sample which
was over 50% African-American, 40% Caucasian, and 10% other/mixed race. Given
census statistics from the rural counties sampled a proportionate representation of
minorities would be between 6-10% (United States Census Bureau, 2005). There was
also a statistically significant 10 year age difference between the rural and urban samples,
such that the rural sample was younger. Overall, the demographic make-up of this study's

sample are not consistent with regional treatment trends. For example, data from the
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Treatment Epidsode Data Set (Office of Applied Statistics, 2008) suggdsiS¥haf all
treatment admissions in Pennsylvania were males which is unlike the sanmmestady
which was 66% female. Also, this study’s sample was much more diverse th&ohata
treatment admissions in Pennsylvania from 2008 which suggests that 79% of all
admissions were for Caucasians as compared to 57% for the current stk qOf
Applied Statistics, 2008). There is the possibility that the sample from this stud
represents the demographic makeup of the larger population areas of the region whi
have been known to consist of pockets of Black and White populations, with smaller
numbers of other minority groups. There is also the possibility that women wexe mor
likely to complete the survey, and that potential male participants werekdgsd
participate, given the sensitive nature of the questions. This is consistentnypitical
evidence which suggests that gender and sensitivity of research topic sonpagt
participation rates, however more research is needed on how these factorswuitterac
persons from across the rural/urban continuum (Diaz, Mainous, McCall, & Geesey,
2008). Overall, these findings while striking, are somewhat limited givemrtai s
sample size in the current research, as well as the overreliance onanethkaics in
sampling. Nonetheless, the results from the analysis of factors that predmpaskials
to seek treatment suggest that men and older adults may be underserved populations in
both rural and urban communities as they were underrepresented in our sample. Results
also suggest that younger rural substance abusers are receiving help. Mojeendhe
disproportionate absence of racial/ethnic minorities in the rural sampladatudy, it is
likely that minority group membership may serve as a barrier to treatriiézdtion in

rural, but not in urban, communities.
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Only one of the hypotheses for enabling variables was supported. Specifically
rural outpatients perceived treatment as being less available, but notlkesstde than
their urban counterparts. There were no rural-urban differences on other flaators t
enable treatment utilization such as income, education, or insurance coveraiget The
that rural outpatients perceived treatment as less available than urban nigpanet
surprising, given empirical evidence which suggests that there arevéarger capita
treatment facilities available in rural and frontier areas than in urbaa @ddfice of
Applied Statistics, 2002). The lack of rural-urban differences in perceptidgreathent
accessibility is somewhat surprising given the intuitive conclusiongkatdensely
populated areas (i.e., rural areas) consist of more wide open spaces that nawst et
in order to physically get to treatment. Moreover, there is research whichtes that
the rural healthcare infrastructure lags behind that in urban areas (Ceirardbr
Pennsylvania, 2003) and that recruitment and retention of qualified providers is also an
issue in rural areas (Roehrich, Meil, Semiansky, Davis, and Dunn, 2008)--all of which
suggests that perceptions of treatment accessibility would have been pooralr aneas.
However, qualitative data from the current study suggests that urban outpaggrie
facing unique access barriers such as poverty, lack of transportation, etcarffptes
while rural participants did not endoraeyenabling factor barriers to treatment on the
open-ended item, urban participants endorsed several including concerns over how
treatment would impact individual resources such as job security and findatiallsoth
of which could potentially serve as access barriers to treatment. In our &586/ypf
urban participants endorsed earning less than $10,000/year. These participam$s may

have available funds to get to treatment or may be preoccupied with resolvingdiay-to
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living struggles. Given that treatment accessibility was highly ledec with the
distance one must travel from home to treatment center, it may be that traispacdts
as a barrier to treatment utilization for the urban poor who have fewer miles¢l, but
may have less money to get there. It is also possible that rural residénts pnesumed
belief on self-reliance, are less likely to endorse having accessiliéficas compared to
their urban counterparts as this might be admitting limitations to one's Isatizee
Overall, the results from analysis of enabling factors suggest that rseexale is needed
to refine our understanding of treatment availability and treatment dwtigsshlso
additional research is needed to investigate how these concepts are percaivald by
and urban residents themselves and how those perceptions may be influenced by
sociocultural factors such as locus of control, income, etc.

None of the hypotheses regarding iliness/need related differences béteeen t
rural and urban outpatients were supported which is inconsistent with the naisgereli
data available. For example, Warner and Leukefeld (2001) found that as compared to
their urban counterparts, participants from rural and very rural communitiesdnad m
problematic addiction histories, but yet endorsed lower problem recognitioniadiype
those from very rural areas. Quantitative results from the present study dppart s
these differences. In contrast, open-ended responses to the item which prompted
participants to reflect on anything that made them anxious about gettitrgenta
suggest that rural and urban participants may in deed have underlying diffenences
need/illness related barriers to treatment that were not detected bitextiseon the
survey. For example, approximately 15% of urban participants who responded to the

open ended item indicated they were most concerned by aspects of their
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alcoholism/addiction (i.e., illness/need factors), thus suggesting a leveldém
recognition. On the other hand, none of the rural respondents to this item indicated any
concern over illness/need related factors. It is possible that more ouaktatdies on the
recognition of alcoholism/addiction could further elucidate this finding. It's alsppes
that the psychological instruments were not sensitive enough to detect malaningf
differences.

Although there were no significant rural-urban differences in past non-
professional help seeking experiences data from the present study support the notion that
persons who seek drug treatment most likely have a history of “natural récovery
attempts. In fact, the majority of participants in this study (i.e., 94%) endorgied ha
sought help from a nonprofessional source making nonprofessional help seeking the most
reliable prediction in the current study. Overall, these result suggestitiated persons
have likely tried to recover on their own, potentially with some success and w4th sel
change strategies that may or may not be emphasized in professionateadmd so
its possible that a major “ barrier * or deterrent to professional treathns rarely
discussed is nonprofessional treatment and/or self-changing efforts. Wafet) there
are very few studies to compare this data to as nonprofessional sources of help and
natural recovery are largely taboo topics in addiction research (Chiauzhe§rén,
1993). As in previous analyses, the power to detect meaningful differences on this
domain was severely weakened by sample size. Also, nonprofessional help as defined in
the current study was limited to a few basic categories. Meaningfuletitfes might
have been found if more response categories had been used such as seeking help from a

family member, friend, neighbor, key informant in the community, etc. Nonsthtie
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implications of these results are promising and support emerging researeRample,

in the current study rural outpatients sought help from a family doctor or pimyaiuih
pastors/religious organizations moreso than their urban counterparts, which stiggests
primary care physicians and religious leaders are likely front-lioeighers for these
issues in rural communities. This fact is promising given recent data which sugges
increase in religious establishments throughout rural and urban Pennsylamtier {Cr
Rural Pennsylvania, 2003).

Finally, exploratory analysis on the impact of defining rural and urbadegel
insignificant differences between subjective and an objective classifidzased upon
population density. At the time of this manuscript there are no studies available to
elucidate this finding so more research is needed given the small sampie/Alste the
methodology of comparing various definitions of rural and urban should become standard
so that research consumers can make better predictions as to the valibtjirdings
to their local settings.

There are several noteworthy implications from the current study, the
combined results from the current study suggest that the Behavioral Moddltf He
Services Use s a valuable theoretical tool to organizing treatmermidrelédrmation
into a conceptually clear and concise theory. However, the theory lacks initistabil
conceptually organize information regarding the use of non-professional help, which
appears to be a much more common phenomenon given that less than 10% of those who
need professional treatment actually receive it. In other words, the reseteprise
might best refocus its energy toward evaluating nonprofessional help sohicks w

appear to be the norm in recovery from drug and alcohol abuse. Regarding implications

59



for research, the present study suggests the need for a greater catlabbedveen

science and practice. The concerns expressed by several treatmendteahoisisuggest

a lack of knowledge and possibly a general distrust of the researctrierterpis

suggest that education on the benefits of research, as well as its applitapiactice,

might help to facilitate better bridges between academics and mnaetgi Finally, the
results from this study suggest that practitioners might well asdésbaege efforts

and/or nonprofessional sources of help patients have utilized so as to better understand
the trajectory of their drug abusing and help-seeking.

There are several noteworthy strengths in the current reseasthtHérresearch
is a novel attempt at working with patients across the rural-urban continuumtigurre
receiving treatment, as opposed to utilizing archival data or captive populatiats w
seem to be the preferred sampling technique in much of the rural/urban substance abuse
treatment research. This technique is work-intensive and requires relationgdiipgbui
with various agencies in multiple geographic locations. While the samplelisthiisa
study suggests there are treatment administrators and outpatients tewitimgage in the
research process and contribute to the bridge between science and pracbicd, Bis
study relies on both qualitative and quantitative data, which yielded complementary
results. Third, results from this study demonstrate the importance of methoddlegy w
researching rural-urban issues. For example, data was not collected &iuthyi until
contact was made with key informants in the community, thus suggesting theit “pur
sampling methodologies(e.g., random sampling) might be inappropriate forthse wi

underserved groups, e.g., rural persons and racial/ethnic minorities.
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There are also several limitations to the current study. First, thdesaine
served as a handicap for several analyses. A larger sample size wouldeltdan
increase in the power to detect borderline significant results and quite poasiely |
effect sizes would have been found for analyses that yielded a signifidargmie.
Second, a few of the survey items were not designed in a way that maximized the
available data. For example, rather than using closed-ended responsesfi@stion,

“how long did it take you to decide to get help?” the researcher might have opted to use
open ended responses which would have allowed the use of more sensitive stattstical tes
as opposed to relying heavily on categorical comparisons. This issue applied tofmany
the items. Another limitation in the current research is that many of theipants took

the survey after dosing methadone, which may have affected their abilityéo mor
accurately recall pertinent information. Even so 100% of the participants respgedéd “

to the item which asked, “Did you answer all questions as honestly as possible®rAnot
major limitation in the current study is the lack of a measure of interedigility for

the open ended item analysis. The process of arriving at a team of ratadexkthe
resources for the current project, but this task is detrimental in order toatrevaore
reliable understanding of the data.

Whereas epidemiologic research on substance dependence is repleteg thagre ar
fewer studies that examine why so few people across the rural-urban continlizem uti
professional treatment. Fortunately, the Health Behavior Model offers a prgmwiay
of organizing data; however the model is severely limited in its ability to mgfautly
contribute to our knowledge about what factors facilitate or prohibit individuals from

engaging in or benefitting from what appears to be the most frequently form of help
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substance dependants utilize—nonprofessional help. More research is needed to
understand how predisposing, enabling, and need factors impact the use of more broadly
defined sources of help so that practitioners can maximize the limitederdgatoilars
available. Additionally, more research is needed to investigate in what wansg, i
definitions of rural and urban impact data analysis results. For example, tbedNat
Survey on Drug Use and Health utilizes a metro/non-metro classificatg@ogfaphic
location that is based upon overall population of a given area and proximity to an urban
area. In what ways might the results from these investigations be wiiffien@ore than

one method of classifyingreasis utilized? The current research suggests that people
perceive “rural” and “urban” differently and thus may be influenced to sealrient in
different ways.

Despite the limitations inherent in this study, several conservative
recommendations can be made to practitioners and researchers alike,thatrisdyriers
to substance abuse treatment utilization may likely be specific to geaglaqdtion.
Regarding decreasing barriers to treatment utilization in ruras apeactitioners may
want to target rural minorities given their absence in the small saorglad study. Even
in racially homogenous environments one might expect a proportionate presence of
racial/ethnic minorities in treatment settings. The absence of a porabet
representation possibly suggests a need for specific outreach possibly ysing ke
informants such as church leaders, community leaders, etc. The other magortdarr
treatment utilization in rural areas is confidentiality concerns hwappear to be both
macro- and micro-. Given these barriers an initial recommendation isafditipners to

begin investigating an as of yet unexplored service delivery method fondréze rural
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substance dependant that can bypass these concerns. One such method is telehealth.
Given the large percentage of participants in this study who utilized telepbipti@es,
telehealth services seem a feasible treatment delivery servitteywbrfurther
exploration.

Results from the current study suggest that unlike their rural countepads
participants are confronted with perceived illness severity barriersatortent.
Specifically, qualitative data from the present study suggests that retidents may
perceive their addictions as being more severe to the point they feel iteigtabte or
that they do no know how to live without abusive use of substances. Such data suggests
that while urban residents are perceiving a need for treatment theirtezatiment
utilization attempts may be stymied by perceptions that their condition is besteaid
Therefore, a second recommendation is that practitioners working in urlbamaag
want to engage in hope-instilling outreach which emphasizes the effectivanes
substance abuse treatment for persons who perceive themselves as beingevene i
addiction. A third recommendation gleaned from the current research concerns the
importance of building collaborative relationships with rural substance aleasaént
centers. This recommendation is based in the great difficulty the experixpenteaced
in obtaining a rural sample for the present study. Rural outpatient servicdgrsovi
should be sought out by researchers, not just for data contribution purposes, but in the

general interest of forging collaborative, mutually beneficial ieiahips.
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Table 1.

Perception of Geographic Location

Variable Very Rural Rural Suburban  Urban Very Total
(n=6) (n=12) (n=11) (n=13) Urban
(n=7)
Rural
Treatment 20% 40% 27% 13% - 100%
Center Clients
(n=15)
Urban
Treatment 9% 18% 21% 32% 21% 100%
Center Clients
(n=34)
Total 12 11 13 7 Grand
total= 49
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Table 2
Predisposing Characteristics of a Rural and Urban Treatment Center Sample

Total (N = 49)
Rural Urban .
Variables (n=15) (n=34) df % ort Sig.
Gender
Male 33% 35% 1 .02 .89
Race/ethnicity 3 16.97 .00
Black/African American - 57%
Asian/Asian American - 3%
White/Caucasian 100% 37%
Hispanic/Latino - -
Mixed race/ethnicity - 3%
Average age (range: 22 — 68) 33 44
(median age) (31) 47 -2.97 .01
Living situation 4 6.49 A7
Apartment rental 40% 44%
Housel/trailer rental - <1%
Own home 13% -
Friends/family 33% 26%
No permanent living 14% 26%
situation
Marital Status 3 6.99 .07
Married 20% 3%
Single 53% 80%
Partnered 20% 6%
Divorced 7% 12%
Average number of occupants 2.7 2.6 - .180 .86
in household
Sexuality 3 3.68 .30
Heterosexual 82% 60%
Homosexual 6% 9%
Bisexual 6% 3%
Not sexually active 6% 29%
Attitude Toward Seeking
Psychological Help Score M=22.76 M= 21.97 49 .55 .58
(3.36) (5.43)
Subjective rating of
counseling effectiveness M= 2.53 M= 2.01 49 1.63 A1

(.87) (1.03)
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Table 3.

Rural-Urban Differences in Help-Seeking Experiences

Variable Rural (N=15)

Urban (N=35)

X

(p-value)

“‘How many
times have you
sought
counseling for
drugs and/or
alcohol
First time 19%

Repeat 81%

“How many
times have you
sought
counseling at
this agency?”

First time in
counseling at 44%
this agency

Repeat at this 56%
agency

How many M=7.3
weeks in

counseling at

this agency?

11%

89%

60%

40%

.50

2.97

.55

A8

.23

.58
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Table. 4

Selected Enabling Factors of a Rural and Urban Outpatient Sample

Variables

Highest grade

completed
Less than HS
High school
Trade/2 year
Four year college
Master’s degree
Post master’s

Household income
Less than $10,000
$10,000 - $20,000
$20,000 - $30,000
$30,000 - $40,000
$40,000 - $50,000
$50,000 +

Insurance Coverage

Mean Availability
Score

Mean Accessibility
Score

Rural
(n=15)

7%
29%
43 %
21%

40%
13%
7%
13%
20%
7%

75%

8.18

14.18

Urban
(n=34)

9%
51%
37%

3%

65% 5
18%

3%

9%

3%

3%

80% 1

11.63 50

12.11 50

Total (N = 49)
gort Sig.
3.38 .07
5.85 .32
AT75 .69
-4.37 .00
1.89 .07
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Table 5.
Correlations Between Perception of Availability Scale (PAS) Items

ltem 1 2

1.

2.

PAS Total Score --

There are several drug and/or
alcohol treatment agencies in my city
or town T5** -

. There are several 12-step meetings

available in my city or town.
.85** A5%*

. Itis easy to get treatment for

drug/alcohol problems in my
city/town. .80** .39**

55 -

** p<.01
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Table 6.

Correlations Between Perception of Accessibility Scale (PAcS) Items

Iltem

1

2 3

4

1. PAcS Total Score

2. How many miles do you travel to
get to drug and alcohol treatment?

3. How long does it take to get from
home to treatment?

4. What mode of transportation do
you use to get to treatment

(O=no reliable, 1=reliable
transportation)

5. How long did you have to wait to
get treatment?

S1**

70**

.61**

39%*

31* -

A7 A9**

-.10 -.09

-.07

* p<.05
** p<.01
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Table 7.

lliness/Need Related Variables in a Rural and Urban Outpatient Sample

Variable Total Rural Urban df t p-value

Mean ADS score 9.47 (9.78) 7.53 (6.68) 10.97 (10.56) 49 1.22 .23
49 27 .79

Mean SDS score 12.21 (2.65) 12.35 (3.29) 12.14 (2.61)
Mean problem 55.65(9.71)  54.50 (9.21) 56.17 (9.83) 49 .32 57
recognition score
Subjective
alcohol 1.60 (1.32) 1.41 (1.06) 1.68 (1.44) 47 -.69 49
dependency
rating
Subjective
substance 3.63 (1.05) 3.71 (.98) 3.60 (1.09) 50 .33 74
dependency
rating
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Table 8.

Professional Treatment Utilization in a Sample of Rural and Urban Outpatients

Treatment Source Total Rural Urban 2 X P-value

Family doctor another 56% 40% 64% 2.34 13
physician

Hospital emergency 34% 47% 29% 1.53 27
room

Jail/prison treatment 58% 64% 56% .61 74

center

Other agency 43% 44% 41% .03 .86
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Table 9.
Nonprofessional Treatment Utilization in a Sample of Rural and Urban Outpatients

Treatment Source Total Rural Urban X* P value
(N=50) (N=16) (N=34)

AA/NA or other 12 step 32% 31% 32% .01 .94
group

church, pastor, or religious 67% 60% 70% 1.14 S57*
organization

social service agency 77% 86% 73% 1.10 .58*
telephone helpline 81% 93% 76% 1.92 .33

* 50% or more of cells have expected counts less than 5
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Table 10.
Rural and Urban Outpatients’ Verbatim Endorsement of Predisposing, Enabling, and
lliness/Need Barriers to Treatment

Theme Rural Urban

Predisposing Barriers
Demographic None None
Factors

Help-seeking beliefs “In asking 4 help that means | am “Also | didn't trust the treatment centers as
admitting 2 a problem which far as their effectiveness.”
means people could then label me”
“I didn't think it would work. I've tried
everything else (multiple times) and it
failed.”

“yeah these people want you to catar to
them”

Enabling Barriers

Individual resources None “Afraid | might lose my job. No insurance.
Welfare for single woman no children
insurance is limited.”

“The possibility of being homeless; not
wanting to go through another treatment
facility; not wanting to

be around other addicts; afraid it wouldn't
work; afraid of lost time or losing time.”

None
Community None
Resources
lllness/Need Barriers
“fear of not knowing how to “yes | was unsure after coming to
live sober. “ treatment if | actually wanted

treatment. But learning the different
feelings early on and that they are feelings
and will pass made my stay accepting. “
“sick and tired of being sick and tired”

“l was scared to let go of the drug I did not
want to go through the sickness”

“yes. | was sick of living the same life style
and my health is not getting better”
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Table 11

Additional Themes on Potential Barriers to Treatment from a Sample of Rural and Urban

Outpatients
Theme Rural Urban
Confidentiality
“‘yes. | didn't realize how “Everyone would know that | was

Miscellaneous

confidential counseling would having drinking problems again...”

be. Thought | may be

investigated. Relapse frightens®l was afraid of what people would

me when I'm done with the say and think. My ego was in the way

program. | figured people wouldbecause | had eight years clean and

find out about my problem and relapsed.”

discriminate against me which |

believe has already happened

but | can't prove it.” “Not me but my fiance was afraid to
get treatment because her mother still

“my biggest fear and concern paid for health insurance and she was

about attending the methadone afraid that she might find out”

clinic was my mom and other

family members finding out and

not knowing how they would

react.”

“To be looked down on.”

“mental health; Just the system*“l have been worried about getting

a vicious cycle meds and thingsthe correct amount of medication due
that | have found are not to my amount of use before coming
necessary to get better. | am noand currently still am.”

longer on any meds for

depression or anxiety. “ “Just doing it”

“very time consuming at this place,
besides counseling and group they
want you to go to other places for
help and that's very consuming to
me”

“Not being with my son”
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Table 12

Means, Standard Deviations, and Intercorrelation for Dependent Variables

Pearson's Correlations

Type of Help Sought M SD 1 2

1. Nonprofessional
(NHS) 1.50 1.27 1.00 54

2. Professional (PHS) 1.84 1.11
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Table 13

Type of Help Sought Means and Standard Deviations by Rural and Urban Treatment

Location
Type of Help Sought
Group NPHS PHS
M 1.27 1.80
Rural SD .96 1.32
M 1.56 1.88
Urban SD 1.34 1.04
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Rural or Urban
50.0%- .
Outpatients
Wrural
BEurban
40.0%F
E 30.0%
]
[+]
.
[T
o
20.0%F
10.0%
0.0%

Less 1to2 3weeks 2103 4to6 71011 1to2 3tosS Gor
than ¥ weeks toa months months morths years vyears more
days morth VEars

How long did it take you to decide to get help?

Figure 1. Rural and urban outpatients’ self-reported time taken to seek treatment after realization of a
problem.
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Appendix A

The Substance Abuse Treatment Survey

INTRODUCTION

Thank-you for agreeing to take our survey! Your answers are very impartast t
because they will help us understand more about your experiences as a @dieimgec
substance abuse treatment services in the state of Pennsylvania.

There are six brief sections to this survey:

1. Where Have You Turned for Help?

2. How Much Did You Drink Before You Came to Counseling?

3. How Do You Feel About Counseling?

4. What Are Your Thoughts About the Treatment You're Getting Now?
5. What Are Your Thoughts About Addiction?

6. Did Anything Get in the Way of You Getting Treatment?

In addition to these six sections, there is also a brief section where you can psovide
with background information about who you are. REMEMBER: All of your responses
are private and will never be associated with your name. As such, feal re@a$ honest
as possible.

BEFORE YOU BEGIN
Completing this survey should be fairly easy, but here are a few things tmbeme

1. Do not write your name anywhere on the survey.

2. Please read the instructions at the beginning of each section.

3. Once you have completed the survey write down the survey ID number on your
verification form.

4. Seal the survey in the postage paid envelope marked SURVEY

5. Fill out the verification form and seal it in the postage paid envelope marked
VERIFICATION.
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Where Have You Turned For Help?

Directions:
1. The following questions ask you to recall where you have turned to for help in dealing
with

alcohol and/or drug problems.
2. Carefully read each question and the possible answers provided. Answer each

guestion by circling the ONE choice that is true for you.

3. Answer all questions as honestly as possible.

1. Thinking back to the first time you realized you needed treatment for alcadiol a
drugs,
how long did it take you to decide to get help?

A. less than 7 days D. 2to 3 months G. 1to 2 years
B. 1to 2 weeks E. 4 to 6 months H. 3to 5years
C. 3 weeks to amonth F. 7 to 11 months . 6 or more

years

2. How many times have you received counseling for alcohol and/or drugs?
A. This is my first time in counseling for alcohol and/or drugs.
B. This is not my first time in counseling for alcohol and/or drugs.

3. How many weeks have you been getting counseling for alcohol and/or drugs at this

agency?
A. 1 week or less E. 5 weeks
B. 2 weeks F. 6 weeks
C. 3 weeks G. 7 weeks
D. 4 weeks H. 8 weeks or more

87



4. How many times have you received counseling for alcohol and/or drugs at this
agency?

A. This is my first time in counseling for alcohol and/or drugs at this agency
B. | have received alcohol and/or drug counseling at this agency a feav time
C. I have received alcohol and/or drug counseling at this agency sawegl t

Prior to the counseling you are receiving now, have you EVER sought help for
alcohol or drug problems:

3. from this agency before? Yes No
4. from your family doctor or another physician? Yes No
5. at a hospital emergency room? Yes No
6. at an AA, NA, or another 12 step group meeting? Yes No
7. from a church, pastor, or religious organization? Yes No
8. from a social service agency (e.g., CYS, DFS)? Yes No
9. from a telephone hotline? Yes No
10. from a prison/jail treatment center? Yes No

11. from another agency that helps people with alcohol/
drug problems that is not listed above? Yes No

12. Was there anything at all that made you feel anxious, worried, or afrathelg for
alcohol and/or drugs on this occasion? (Please write your remarks in the sljpage b
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HOW MUCH DID YOU DRINK BEFORE YOU STARTED COUNSELING?

Directions:

1. The following questions ask about your alcohol inthlkéng the 30 days before

you began

counseling at this agency

2. Carefully read each question and the possible answers provided. Answer each

guestion by circling the ONE choice that is true for you. If none of the ans\aers

exact fit,

choose the ONE that best represents your answer.

3. Answer all questions as honestly as possible. If you do not understand a quest

it your

best guess.

During the 30 days before you began counseling...

1. How much did you drink drink?
a. Enough to get high or less
b. Enough to get drunk

c. Enough to pass out

2. Did you often have hangovers on
Sunday or
Monday mornings?
a. No
b. Yes

5. Did you have “DTs” (delirium

S

on give

tremens)- that is, seen, felt, or heard things

not really there; felt very anxious, restless,

and over excited?
a. No
b. Sometimes
c. Several times
6. When you drank, did you stumble
about, stagger,
and weave?
a. No
b. Sometimes
c. Often

7. As aresult of drinking, did you feel
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3. Did you have the “shakes” when overly hot and sweaty (feverish)?

sobering up (hands tremble, shake inside)? a. No

a. no b. Once

b. Sometimes c. Several times

c. Often
4. Did you get physically sick (e.g., 8. As aresult of drinking, have you seen
vomit, things that

stomach cramps) as a result of drinking? were not really there?

a. No a. No
b. Sometimes b. Once
c. Almost everytime | drink c. Several times

During the 30 days before you began counseling...

9. Did you panic because you feared youl4. Did you had a convulsion (fit)

may following a
not have a drink when you needed it? period of drinking?
a. No a. No
b. Yes b. Yes
10. Did you had blackouts (“loss of 15. Did you drink throughout the day?
memory” without passing out) as a a. No
result of drinking? b. Yes

a. No, never

b. Sometimes

c. Often

d. Almost every time | drink

11. Did you carry a bottle with you or keefa6. After drinking heavily, was your

one close at hand? thinking
a. No fuzzy or unclear?
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b. Some of the time a. No

c. Most of the time b. Yes, but only for a few hours
c. Yes, for one or two days
d. Yes, for many days

12. After a period of abstinence (not 17. Did you feel your heart beating

drinking), did you end up drinking heavily rapidly?

again? a. No
a. No b. Yes
b. Sometimes c. Several times

c. Almost every time | drink

13. During the 30 days before you got  18. Did you almost constantly think about

counseling, drinking and alcohol?
did you passed out as a result of a. No
drinking? b. Yes
a. No
b. Once

c. More than once
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During the 30 days before you began counseling...

19. Did you hear “things” that were not 24. Did you gulp drinks (drink quickly)?

really there? a. No
a. No b. yes
b. Yes

c. Several times

20. Did you have weird and frightening  25. After taking one or two drinks, could

sensations when drinking? you usually stop?
a. No a. Yes
b. Once or twice b. No
c. Often

21. Did you have “feel things” crawling orn26. Thinking back to the 30 days before
began counseling at this agency, how

' severe (i.e., bad) was your addiction to

spiders)? alcohol?

you that were not really there (e.g., bugs

a. No
b. Yes

c. Several times

a. | did not drink alcohol at all.
b. I drank but | was not addicted.

c. I'was only slightly addicted to
alcohol.

d. | was somewhat addicted to alcohol.

e. | was severely addicted to alcohol.

22. With respect to blackouts (loss of
memory):

a. Have never had a blackout

b. Have had blackouts that last less than
an hour

c. Have had blackouts that last for

several hours
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d. Have had blackouts that last a day or

more

23. Have you tried to cut down on your
drinking and failed.

a. No

b. Once

c. Several times

93



TELL US ABOUT YOUR DRUG USE

Directions:
1. Carefully read each question and the possible answers provided. Answer each

question by circling the ONE choice that is true for you.

2. Answer all questions as honestly as possible.

Prior to coming to treatment, which drug did you ME@ST? Please circle the ONE
answer that best fits.

a. Cocaine/Crack e. Prescription painkiller  j. 1did not use drugs at all.
(Example: OxyContin)

b. Marijuana/Hash f. Ecstacy
c. Methamphetamine/ g. Inhalants

Crystal meth (Example: glue, gasoline, etc.)
d. Heroin h. 1 used multiple drugs often.

i. lused a drug that is not listed here.
Please specify the drug:

Never/ Sometimes  Often Always/
Almost Never Nearly/Always
2. Do you think your
drug use was out of control? 0 1 2 3
3. Did the prospect of missing a
fix (or dose) make you
worried? 0 1 2 3
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4. Did you worry about your drug 0 1 2 3
use?

5. Did you wish you could stop? 0 1 2 3
6. How difficult did you
find it to go without the 0 1 2 3
drug you used most?
7. Have you ever used the drug derbisol?
a. | have never used derbisol
b. I may have used derbisol.
c. | am certain | used derbisol
8. Thinking back to the 30 days before you entered treatment at this agency, how severe
(i.e., bad) was your addiction to drugs?
a. | did not use drugs at all.
b. 1used drugs but | do not think | was addicted.
c. | feel that | was only slightly addicted to drug(s).
d. | feel that | was somewhat addicted to drug(s).

e. | feel that | was severely addicted to drugs.
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HOW DO YOU FEEL ABOUT COUNSELING?

Directions:
1. Please respond to the following items according to your own true feelingse Bées
the response format of

3 = agree

2 =partly agree

1 = partly disagree

0 = disagree

1. If | believed | was having a mental breakdown, my first inclination would bet to ge
professional attention.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

2. The idea of talking about problems with a counselor strikes me as a poor waydo get r
of emotional conflicts.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

3. If | were experiencing a serious emotional crisis at this point infegyt livould be
confident that I could find relief in counseling.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

4. There is something admirable in the attitude of a person who is willing to cdpleisvit
or her conflictawithoutresorting to professional help.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

5. | would want to get counseling if | were worried or upset for a long periochef i
0 1 2 3

Disagree Partly Disagree Partly Agree
Agree
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6. | might want to have counseling in the future.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

7. A person with an emotional problem is not likely to solve it alone; he as Bkely to
solve it with professional help.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

8. Considering the time and expense involved in counseling, it would have doubtful value
for a person like me.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

9. A person should work out his or her own problems; getting counseling would be a last
resort.

0 1 2 3
Disagree Partly Disagree Partly Agree
Agree

10. Personal and emotional troubles, like many things, tend to work out by themselves.
0 1 2 3
Disagree Partly Disagree Partly Agree
Agree
11. Overall, | do not believe that counseling for alcohol/drug problems works.
0 1 2 3

Disagree Partly Disagree Partly Agree
Agree
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TELL US YOUR THOUGHTS ABOUT TREATMENT

Directions:
1. Carefully read each question and the possible answers provided. Answer each

question by circling the ONE choice that is true for you.

2. Answer all questions as honestly as possible.

1. How did you find out about the treatment agency where you are currently getting
treatment?

a. Family doctor f. Telephone book

b. County worker/social worker g. Previous experience
c. Lawyer h. Probation officer

d. Friend I. Advertisement

e. Family member g. Other (Please specify):

2. How many miles do you travel to get treatment at this agency?

a. less than 1 mile e. 11 to 15 miles

b. 1to 2 miles f. 16 to 20 miles

c. 3to 5 miles g. 21to 25 miles

d. 6to 10 miles h. 26 or more miles

3. How do you normally get to this agency?
a. | drive my own car. e. | take the subway

b. A friend or family member f. Iwalk
brings me in their car.
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c. | take the bus. g. | use more than one mode of transportation

d. | ride a taxi

4. On average, how long does it take you to get to the outpatient treatment facrlity f
your home using the mode of transportation you chose in number 3?

a. Less than 10 minutes e. 46 minutes to 1 hour
b. 11 to 20 minutes f. more than an hour
c. 21 to 30 minutes

d. 31 to 45 minutes

5. There are several agencies in my city/town that help people who have proktiems wi

alcohol/drugs.
1 2 3 4 5
Strongly Agree No opinion Disagree Strongly
Agree Disagree

6. As far as | know, there are more than enough 12 step meetings such as AA and NA i
the area

where | live.
1 2 3 4 5
Strongly Agree No opinion Disagree Strongly
Agree Disagree

7. It is easy to get treatment for alcohol or drug problems in my city/town.

1 2 3 4 5
Strongly Agree No opinion Disagree Strongly
Agree Disagree

8. Some agencies have waiting lists for treatment. Waiting lists aneithiger of days
clients are told they must wait until they begin treatment. Thinking back to wherrsiou fi
contacted this agency, about how long did you have to wait until you began treatment?
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a.

(ep

O

Less than 1 week

. 71to 13 days

. 14 to 20 days

. 21to 27 days
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WHAT ARE YOUR THOUGHTS ABOUT ADDICTION?

Directions:

1. Please respond to the following items according to your own true feelingsyabout
drinking and drug use.

2. Using the scale below, circle the ONE number that best describes how ydoteel a
your alcohol/drug use.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

1. Your alcohol/drug use is a problem for you

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

2. Your alcohol/drug use was more trouble than it was worth.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

3. Your alcohol/drug problems caused problems with the law.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

4. Your alcohol/drug use caused problems in thinking or doing your work.

Disagree Not Agree
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Strongly Sure Strongly

1 2 3 4 5 6 7

. Your alcohol/drug use caused problems with family or friends.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused problems in finding or keeping a job.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused problems with your health?

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused your life to become worse and worse.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use was going to cause your death if you did not quit.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7
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COMMON CONCERNS PEOPLE HAVE

Directions
1. Thinking back to when you first decided to get treatment for alcohol or drug use whaower
of the concerns you had that may have made it difficult for you to get treatment?

2. Using the scale below, circle the answer that best describes how cdnemrveere about each of
the common reasons people have for NOT wanting to get treatment.

0 1 2
| was not concerned | was somewhat | was very
about this at all concerned about this concerned about th
| was NOT | was | was VERY
concerned about SOMEWHAT concerned
this at all concerned about about this
this

How much did this concern
you?

1. It would be difficult to find
transportation to and from

treatment 0 1 2
2. I did not know where to go
for help with my alcohol or 0 1 5
drug problem.
3. ldon't believe that therapy
or counseling works for alcohol 0 1 5
or drug problems.
4. | did not have health
insurance. 0 1 2
5. I didn't know about any
alcohol or drug treatment

e 0 1 2
facilities in my area.
6. 1don't like talking about
feelings. 0 1 2
7. I'm embarrassed at needing
help for my alcohol/drug use. 0 1 2
8. 1did not want anyone | know 0 1 2
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to see me going to get
treatment.

9. I'm embarrassed at needing
help for alcohol or drug use. 0 1 2

10. 1did not have a babysitter. 0 1 2
GENERAL INFORMATION

Directions:
1. Carefully read each question and the possible answers provided. Answer each

guestion by circling th@NE choice that is true for you.

2. Answer all questions as honestly as possible.

1. What is your gender?
a. Male

b. Female

2. What is your race/ethnicity?
a. Black or African-American
b. Asian or Asian-American
c.Caucasian/White
d. Hispanic/Latino
e. Native American

f. Mixed race/ethnicity

3. What is your highest level of educatimmmpleted?
a.Less than high school
b.High school
c.Trade school/Two year college (community college)

d.Four year college
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e.Graduate school (Master’s degree)

f.Graduate school (Post-Master’s)

4. How many months during the past year (12 months) did you work?
a. 1to 3 months
b. 4 to 6 months
C. 7 to 9 months
d. 10 to 12 months

e. | did not work

5. How old are you? (Please write your age in years):

6. Describe your living situation for MOST of the past 12 months. (Please chtlg O
one answer)
a. | rented an apartment or townhouse
b. I rented a house or trailer
c. | lived in a house that | own
d. I lived with friends or family
e. | did not have a permanent living situation

7. How many people lived in the place where you resided MOST over the last twelve

months?

8. How much was your household income over the last twelve months
a. Less than $10,000
b.$10,000 to $20,000
c. $20,000 to $30,000
d. $30,000 to $40,000
e. $40,000 to $50,000
f. $50,000 and above
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9. Are you currently:
a. Married
b. Single
c. Partnered

d. Divorced

10. How would you describe your sexuality?
a. | have sex with members of the opposite sex.
b. I have sex with members of the same sex.
c. | have sex with both men and women.

d. I have not been sexually active.

11. How would you describe the area where you lived the most over the past 12
months? : (Please circle the best response)

a.Very Rural

b. Rural

c. Suburban

d. Urban

12. Whatcounty and state did you live in the most during the last 12 months?

County:

State:
13. Did you answer all the questions on this survey? Yes No
14. Did you answer all questions as honestly as possible? Yes No

THANK YOU FOR COMPLETING OUR SURVEY!
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APPENDIX B
Attitudes Toward Seeking Psychological Help Scale

1. If | believed | was having a mental breakdown, my first inclination would bet to ge
professional attention.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

2. The idea of talking about problems with a counselor strikes me as a poor waydo get ri
of emotional conflicts.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

3. If | were experiencing a serious emotional crisis at this point infegyt ivould be
confident that I could find relief in counseling.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

4. There is something admirable in the attitude of a person who is willing to ctpleisvit
or her conflictawithoutresorting to professional help.
0 1 2 3
Disagree Partly Disagree Partly Agree Agree
5. | would want to get counseling if | were worried or upset for a long periochef i

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

6. | might want to have counseling in the future.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree
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7. A person with an emotional problem is not likely to solve it alone; he as Ekely to
solve it with professional help.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

8. Considering the time and expense involved in counseling, it would have doubtful value
for a person like me.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree

9. A person should work out his or her own problems; getting counseling would be a last
resort.
0 1 2 3
Disagree Partly Disagree Partly Agree Agree
10. Personal and emotional troubles, like many things, tend to work out by themselves.

0 1 2 3
Disagree Partly Disagree Partly Agree Agree
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APPENDIX C

Alcohol Dependence Scale

1. How much did you drink drink?
a. Enough to get high or less
b. Enough to get drunk
c. Enough to pass out

2. Did you often have hangovers on
Sunday or
Monday mornings?
a. No
b. Yes

3. Did you have the “shakes” when
sobering up
(hands tremble, shake inside)?
a. no
b. Sometimes
c. Often
4. Did you get physically sick (e.g.,

vomit,

5. Did you have “DTs” (delirium
tremens)- that is,
seen, felt, or heard things not really
there; felt
very anxious, restless, and over
excited?
a. No
b. Sometimes
c. Several times
6. When you drank, did you stumble
about, stagger,
and weave?
a. No
b. Sometimes
c. Often
7. As aresult of drinking, did you feel
overly hot
and sweaty (feverish)?
a. No
b. Once
c. Several times
8. As aresult of drinking, have you seen

things that

stomach cramps) as a result of drinking? were not really there?

a. No
b. Sometimes

c. Almost everytime | drink

a. No
b. Once

c. Several times
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9. Did you panic because you feared youl4. Did you had a convulsion (fit)

may following a
not have a drink when you needed it? period of drinking?
a. No a. No
b. Yes b. Yes
10. Did you had blackouts (“loss of 15. Did you drink throughout the day?
memory” without passing out) as a a. No
result of drinking? b. Yes

a. No, never
b. Sometimes
c. Often

d. Almost every time | drink

11. Did you carry a bottle with you or keefi6. After drinking heavily, was your

one close at hand? thinking
a. No fuzzy or unclear?
b. Some of the time a. No
c. Most of the time b. Yes, but only for a few hours

c. Yes, for one or two days

d. Yes, for many days

12. After a period of abstinence (not 17. Did you feel your heart beating
drinking), did you end up drinking heavily rapidly?

again? a. No
a. No b. Yes
b. Sometimes c. Several times

c. Almost every time | drink
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13. During the 30 days before you got  18. Did you almost constantly think about

drinking and alcohol?

counseling,
did you passed out as a result of a. No
drinking? b. Yes
a. No
b. Once

c. More than once

19. Did you hear “things” that were not 24. Did you gulp drinks (drink quickly)?

really there? a. No
a. No b. yes
b. Yes

c. Several times

20. Did you have weird and frightening  25. After taking one or two drinks, could

sensations when drinking? you usually stop?

a. No a. Yes
b. Once or twice b. No
c. Often

21. Did you have “feel things” crawling on26. Thinking back to the 30 days before
began counseling at this agency, how

you that were not really there (e.g., bugs, severe (i.e., bad) was your addiction to

spiders)? alcohol?
a. No a. | did not drink alcohol at all.
b. Yes
b. I drank but | was not addicted.

c. Several times
c. I'was only slightly addicted to

alcohol.

d. | was somewhat addicted to alcohol.

e. | was severely addicted to alcohol.
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22. With respect to blackouts (loss of
memory):

a. Have never had a blackout

b. Have had blackouts that last less than
an hour

c. Have had blackouts that last for
several hours

d. Have had blackouts that last a day or

more

23. Have you tried to cut down on your
drinking and failed.

a. No

b. Once

c. Several times
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Substance Dependence Scale

Always

1.

Do you think your
drug use was out of control?

Did the prospect of missing a
fix (or dose) make you
worried?

Did you worry about your drug
use?

Did you wish you could stop?
How difficult did you

find it to go without the
drug you used most?

APPENDIX D

Never/
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Always/
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APPENDIX E
Texas Christian University Treatment Motivation Scales—Problem Recogtion

Subscale

. Your alcohol/drug use is a problem for you

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use was more trouble than it was worth.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug problems caused problems with the law.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused problems in thinking or doing your work.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7
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. Your alcohol/drug use caused problems with family or friends.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused problems in finding or keeping a job.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused problems with your health?

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use caused your life to become worse and worse.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7

. Your alcohol/drug use was going to cause your death if you did not quit.

Disagree Not Agree
Strongly Sure Strongly
1 2 3 4 5 6 7
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APPENDIX F
VERBATIM RESPONSES TO OPEN ENDED ITEM
1. Afraid | might lose my job. No insurance. Welfare for single woman no children
insurance is limited.
2. Not being with my son
3. yes. | was sick of living the same life style and my health is not gbttitey.

4. Everyone would know that | was having drinking problems again. Also | didn't trust
the treatment centers as far as their effectiveness.

5. yes | was unsure after coming to treatment if | actually wantedngaatBut learning
the different feelings early on and that they are feelings and will paksmmastay
accepting.

6. The possibility of being homeless; not wanting to go through another treatment
facility; not wanting to be around other addicts; afraid it wouldn't work; afrdasbf
time or losing time.

7. 1 am homeless, not sure I'll have a place to return to.
8. yes repercussions from CYF; fear of letting them know | relapsed.

9. | was afraid of what people would say and think. My ego was in the way bétaase
eight years clean and relapsed.

10. | was ashamed to reach out for help so | kept on drinking until I had to go to Jail and
through Jail | got help and some recovery and | went to pyramid from plyirami
came to power for more structure

11. Just the idea of failure. | think that held me back several times. | remenmbi&gwa
it so bad and being so afraid of letting myself and others down. "Failure” played a
big role in my seeking treatment*

12. mental health; Just the system a vicious cycle meds and things that | havedound ar
not necessary to get better. | am no longer on any meds for depression or anxiety. *

13. yes. | didn't realize how confidential counseling would be. Thought | may be
investigated. Relapse frightens me when I'm done with the program. tfjgpople
would find out about my problem and discriminate against me which | believe has
already happened but | can't prove it. *
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14. fear of not knowing how to live sober. *

15. my biggest fear and concern about attending the methadone clinic was my mom and
other family members finding out and not knowing how they would react. *

16. To be looked down on. *

17. waking my mom hoping she had the money to get me well. Going to certain people
who had benzos getting there and they are gone. *

1

o

In asking 4 help that means | am admitting 2 a problem which means people could
then label me*

19. | have been worried about getting the correct amount of medication due to my
amount of use before coming and currently still am.

20. just doing it

21. very time consuming at this place, besides counseling and group they want you to go
to other places for help and that’s very consuming to me

22. 1 didn't think it would work. I've tried everything else (multiple times) araliléd.
23. sick and tired of being sick and tired

24. yeah these people want you to catar to them

25. Just knowing | had to get right for the next day

26. Not me but my fiance was afrraid to get treatment because her motherdstol pa
health insurance and she was afraid that she might find out

27. | was scared to let go of the drug I did not want to go through the sickness

* denotes rural participant response
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